Return of Organization Exempt From Income Tax

Form 9 9 0 Under section 501(c), 527, or 4847(a)(1) of the Internal Revenue Code (except private foundations)

Department of the Treasury B> Do not enter Social Security numbers on this form as it may be made public. Open to Public
Internal Revenue Service B> Information about Form 990 and its instructions is at www.irs.gov/form990. inspection

A For the 2017 calendar year, or tax year beginning , 2017, and ending , 20

C Name of organization D Employer identification number

B cresktappiatie | opTTDREN'S HEALTHCARE OF ATLANTA GROUP RETURN

Address Doing Business As 90-0779996
Name change Number and street (or P.O. box if mail is not delivered to street address) Room/suite E Telephone number
. Intial return 3375 NORTHEAST EXPRESSWAY (404) 785-7944
- Terminated City or town, state or province, country, and ZIP or foreign postal code
. Amendsd ATLANTA, GA 30341 G Grossreceipts $ 1,703,521,398.
- hopication | F Name and address of principal officer: DONNA HYLAND Hia) ‘:u g;‘r;i;’e"‘jf return for Yes No
1600 TULLIE CIRCLE ATLANTA, GA 30329 H{b) Ars al subol:mates included? Yes B No
| Tax-exempt status: , X } 501{c)(3) ! l 501(c) ( } € (insertno) l ‘ 4947(a)(1) or I l 527 If "No," attach a list, (see instructions)
J  Website: p WWW.CHOA.ORG H{c} Group exemption number B> 5857
K Form of organization: ] X I Corporation I [ Trust] lAssociation l l Other B f L Year of formation: M State of legal domicile:
Summary
1 Briefly describe the organization’s mission or most significant activities: TO MAKE KIDS BETTER TODAY AND HEALTHIER
8l IOMORROW .
§ ——————————————————————————————————————————————————————————————————————————————————
§ 2 Check thisbox B> [:l if the organization discontinued its operations or disposed of more than 25% of its net assets.
3| 3 Number of voting members of the governing body (Part Vi, ine 18) _ . . . . . . . . . . 3 80.
%1 4 Number of independent voting members of the governing body (Part VI, line 1b) . . . . . . . . . . .. .. ... 4 68.
£| 5 Total number of individuals employed in calendar year 2017 (PartV, line 2a), . . . . . . . . .. ... ... .. 5 12,757
'% 6 Total number of volunteers (estimate if NECESSAIY) | . . . . . . . .t i sttt e e e, 6 9,545.
<| 7a Total unrelated business revenue from Part VIll, column (Crhlined2 e 7a 0.
b Net unrelated business taxable income from FOrm 980-T,HNe 34 . . v v v v v v b v s s v e v e e m e e e v un 7b 0
Prior Year Current Year
g| 8 Contributionsandgrants (Part VIll fine th), .. ... .. .. po— 94,771,344, 83,532,049,
§ 9 Program service revenue (Part VIll, line 2g), . . . . . . . . ... .. PUBLIC INSPECTION 1,478,411,439.11,565,509,726.
&|10 Investment income (Part VIil, column (A), lines 3, 4, and 7d) _ , , ., 5,888,140. 16,897,141.
11 Other revenue (Part Vitl, column (A), lines 5, 6d, 8c, 9¢, 10c,and11€), . . . .. ... ... 18,071,287. 25,132,204,
12 Total revenue - add lines 8 through 11 (must equal Part VIil, column (A), line 12). . . . . . . 1,597,142,210.]1,691,071,120.
13  Grants and similar amounts paid (Part IX, column (A), fines 1-3) . . . . . . . . v v s ... 2,659,765, 4,325,080.
14 Benefits paid to or for members (Part IX, column (A), lined) . . . . . .. ... .. .. ... 0. 0.
9|15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10), , , ., . . 837,093,090. 884,290,901.
§ 16a Professional fundraising fees (Part IX, column (A), line 11e) , _ . . . . .. . e 0. 0.
£| b Total fundraising expenses (Part X, column (D), line25) p ___ 13,487,438.
Y117  Other expenses (Part IX, column (A), lines 11a-11d, 1E248) 522,722,621. 548,520,864,
18 Total expenses, Add lines 13-17 (must equal Part IX, column (A), line25) _ . . . . . . . .. 1,362,475,476.11,437,136,845.
19 Revenue less expenses. Subtract ine 18 from e 12, o v v v v v e o v v v o e o e s w e 234,666,734, 253,934,275.
5 § Beginning of Current Year End of Year
85120 Total assets (PartX, fne 16) . . . . . . .. .. . 3,685,556,565. | 4,030,539, 683.
28121 Total liabilities (Part X, i€ 26) . . . . . . .. .\ . 675,900,087.] 895,041,574.
2522 Net assets or fund balances. Subtract line 21 from e 20, » + .+ v & v v v s e e e et 3,009,656,478.]3,135,498,109.

B

Signature Block

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

_ } PR Y 11/06/2018
Sign Sighature of officer VA Date
Here RUTH FOWLER CFO

Type or print name and title

Print/Type preparer's name Pregfgrer's sign & Date Check L_J if PTIN
Paid  IAERRIAL ORR . Um 11/6/18 self-employed | PO1598400

P
TR @ imsname B ERNST & YOUNG U.S//LLP Fim's EIN B 34-6565596

Use Only i
Firm's address B> 55 IVAN ALLEN BLVD, SULTE $000 ATLANTA! GA 30308 Phone no. 404-874-8300

May the IRS discuss this return with the preparer shown above? (seeinstructions) . . . ... ... ... ... .. .. l X Yes I No

For Paperwork Reduction Act Notice, see the separate instructions. Form 990 (2017)

JSA

7E1065 1.000
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Form 890 (2017)

CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN 90-0779996

Statement of Program Service Accomplishments
Check if Schedule O contains a response or note toany lineinthis Partlll . . . .. .., . ... .. ... ...... . D

1

Briefly describe the organization's mission:
TO MAKE KIDS BETTER TODAY AND HEALTHIER TOMORROW.

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

prior Form 990 or 990-EZ2 . L [Jves [X]no
If "Yes," describe these new services on Schedule O.

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

e D Yes No

If "Yes," describe these changes on Schedule O.
Describe the organization's program service accomplishments for each of its three largest program services, as measured by
expenses. Section 501(c)(3) and 501(c)(4) organizations are required to report the amount of grants and allocations to others,

the total expenses, and revenue, if any, for each program service reported.

4a

(Code: ) (Expenses $ 1,208,459,037. including grants of $ 4,325,080. )(Revenue $ 1,580,988,242. )
ATTACHMENT 1

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

4c

(Code: )} (Expenses $ including grants of $ )} (Revenue $ )

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

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

4e Total program service expenses b 1,208,459,037.

JSA
7E1020 1.000

Form 990 (2017)
7816CH 2217 v 17-7.2F PAGE 2



CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN 90-0779996

Form 990 (2017) Page 3
Checklist of Required Schedules
Yes | No
1 Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If "Yes,"
complete Scheduie A. . . . . . . . i e e e e e e e e e e e 1 X
2 s the organization required to complete Schedule B, Schedule of Contributors (see instructions)?. . . . . . . ., . 2 X
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? If "Yes," complete Schedule C, Part!. . . . . . . v o i i i e o e e e e e 3 X
4 Section 501(c)(3) organizations. Did the organization engage in lobbying activities, or have a section 501(h)
election in effect during the tax year? If “Yes,"complete Schedule C, Partll. . . .« v v v v v v v v e e e e e 4 X
5 s the organization a section 501(c)(4), 501(c){5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-197? If "Yes,” complete Schedule C,
1 5 X
6 Did the organization maintain any donor advised funds or any similar funds or accounts for which donors
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? /f
"Yes,"complete Schedule D, Parfl. . . . . . @ @ i i e e e e e e e e e e e 6 X
7 Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? If "Yes," complete Schedule D, Part!l, . . . . ... .. 7 X
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If "Yes,"
complete Schedule D, Partill . . .« . . 1 e e e e e e e e e e e 8 X
9 Did the organization report an amount in Part X, line 21, for escrow or custodial account liability, serve as a
custodian for amounts not listed in Part X; or provide credit counseling, debt management, credit repair, or
debt negotiation services? /f "Yes," complete Schedule D, Part IV . . . . . . . v v i v i e e e e g X
10 Did the organization, directly or through a related organization, hold assets in temporarily restricted
endowments, permanent endowments, or quasi-endowments? /f "Yes,” complete Schedule D, Part V., . ., . . . ..
11 If the organization's answer to any of the following questions is "Yes," then complete Schedule D, Parts VI,
VI, VIl X, or X as applicable.
a Did the organization report an amount for land, buildings, and equipment in Part X, line 10? /f "Yes,"
complete Schedule D, Part VI . . . . . . . i e e e e e e e e e e e e e 11a| X
b Did the organization report an amount for investments-other securities in Part X, line 12 that is 5% or more
of its total assets reported in Part X, line 167 /f "Yes," complete Schedule D, Part Vil . . . . . . . . .. v v v\ . .. 11b X
¢ Did the organization report an amount for investments-program related in Part X, line 13 that is 5% or more
of its total assets reported in Part X, line 167 If "Yes,"complete Schedule D, Part VIl . . . . . . .. . v oo . .. 11¢c X
d Did the organization report an amount for other assets in Part X, line 15 that is 5% or more of its total assets
reported in Part X, line 167 If "Yes," complete Schedule D, Part IX, | , . . ., . . . i v v i i i . 11d| X
e Did the organization report an amount for other liabilities in Part X, line 257 If "Yes,“complete Schedule D, PartX , , . . . .. 11e X
f Did the organization’s separate or consolidated financial statements for the tax year include a footnote that addresses
the organization's liability for uncertain tax positions under FIN 48 (ASC 740)? If "Yes, " complete Schedule D, PartX . . . . . . 11f X
12a Did the organization obtain separate, independent audited financial statements for the tax year? /f "Yes " complete
Schedule D, Parts XIand Xil. o v v v v v v e i i e e e e e e e e e e e e e e e e e e e e e e 12a X
b Was the organization included in consolidated, independent audited financial statements for the tax year? /f
"Yes,"and if the organization answered "No" to line 12a, then completing Schedule D, Parts X and Xif is optional . {12b] X
13 s the organization a school described in section 170(b){(1)(A)(i)? If "Yes,” complete Schedule E. . ., . ... .. .. 13 X
14a Did the organization maintain an office, employees, or agents outside of the United States?. . . . . ... ..... 14a X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking,
fundraising, business, investment, and program service activities outside the United States, or aggregate
foreign investments valued at $100,000 or more? If "Yes," complete Schedule F, Partsland V. . . ... ... .. 14b X
15  Did the organization report on Part X, column (A), line 3, more than $5,000 of grants or other assistance to or
for any foreign organization? If "Yes," complete Schedule F, Partslland IV . . . . .. . v v o v v v v ii v .. 15 X
16  Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or other
assistance to or for foreign individuals? If "Yes," complete Schedule F, Partsiffand IV . . . . . ... ... ..... 16 X
17  Did the organization report a total of more than $15,000 of expenses for professional fundraising services on
Part IX, column (A}, lines 6 and 11e? If "Yes,” complete Schedule G, Part | (see instructions). . . ... ....... 17 X
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIil, lines 1c and 8a? If "Yes,"complete Schedule G, Partll . . . . . v v v v i it it e e e e e e 18 X
19 Did the organization report more than $15,000 of gross income from gaming activities on Part VIll, line 9a?
If "Yes,” complete Schedule G, Part ll . « v o v v v v i i e it e e a e e e e e e e e e e e e 19 X

JSA
7E1021 1.000

7816CH 2217 v 17-7.2F

Form 990 (2017)
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CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN 90~0779996

7E1030 1.000

7816CH 2217 vV 17-7.2F

Form 990 (2017) Page 4
Checklist of Required Schedules (continued)
Yes | No
20a Did the organization operate one or more hospital facilities? If "Yes," complete Schedule H. . . . .. .. .. ... 20a| X
b If "Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return?. . . . . . 20b| X
21 Did the organization report more than $5,000 of grants or other assistance to any domestic organization or
domestic government on Part IX, column (A), line 1? If "Yes,” complete Schedule I, Partsland If . . ., . .. ... . 21 X
22 Did the organization report more than $5,000 of grants or other assistance to or for domestic individuais on
PartIX, column (A), line 27 If "Yes," complete Schedule |, Parts fand lll. . . . . v v v v v v v e e e e o e . 22 X
23  Did the organization answer "Yes" to Part VIl, Section A, line 3, 4, or 5 about compensation of the
organization's current and former officers, directors, trustees, key employees, and highest compensated
employees? If "Yes,"complete Schedule J . . . .« v i i i i i e e e e e e e e e e e e e e 23 X
24a Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than
$100,000 as of the last day of the year, that was issued after December 31, 20027 If "Yes," answer lines 24b
through 24d and complete Schedule K. If "No," go to line 25a. . . . . . . e e e e e e e e e e e 24a X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception?. . . . . . . 24b
¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt bonds? . . . . . ... L. L e e e e e e e e e 24¢
d Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year? , . . . . . 24d
25a Section 501(c)(3), 501(c){4), and 501(c)(29) organizations. Did the organization engage in an excess benefit
transaction with a disqualified person during the year? If “Yes," complete Schedule L, Part! . . . . . .. ... .. 25a X
b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior
year, and that the transaction has not been reported on any of the organization's prior Forms 990 or 990-EZ?
If "Yes,"complete Schedule L, Part! . . . . v v v v i it e s e e e e e e e e e e e 25b X
26 Did the organization report any amount on Part X, line 5, 6, or 22 for receivables from or payables to any
current or former officers, directors, trustees, key employees, highest compensated employees, or
disqualified persons? If "Yes," complete Schedule L, Part Il . . . . . v v v v v i i e e e e e e 26 X
27  Did the organization provide a grant or other assistance to an officer, director, trustee, key employee,
substantial contributor or employee thereof, a grant selection committee member, or to a 35% controlied
entity or family member of any of these persons? If "Yes,“ complete Schedule L, Partiil. . . . ... ... ..... 27 X
28  Was the organization a party to a business transaction with one of the following parties (see Schedule L,
Part IV instructions for applicable filing thresholds, conditions, and exceptions):
a Acurrent or former officer, director, trustee, or key employee? If “Yes,” complete Schedule L, Part!V . . ... .. 28a X
b A family member of a current or former officer, director, trustee, or key employee? If "Yes," complete
Schedule L, Part IV, o o v v o e e e e e e e e e e e e e e e e, 28b| X
¢ An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof)
was an officer, director, trustee, or direct or indirect owner? If "Yes," complete Schedule L, Part IV, . . . ... .. 28¢ X
29  Did the organization receive more than $25,000 in non-cash contributions? If "Yes,"” complete Schedule M., . . . | 29 X
30  Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? /f "Yes,"complete Schedule M . . . . . . . . i i e e e e e e 30 X
31 Did the organization fiquidate, terminate, or dissolve and cease operations? If "Yes," complete Schedufe N,
T A Chr e e e e e e e e 31 X
32 Did the organization sell, exchange, dispose of or transfer more than 25% of its net assets? /f "Yes,”
complete Schedule N, Partll . .« o v o v i it i i e e e e e e e e e e e e 32 X
33  Did the organization own 100% of an entity disregarded as separate from the organization under Regulations
sections 301.7701-2 and 301.7701-3? If "Yes,"complete Schedule R Part| « . . .« v v v v v v s v enu 33 X
34  Was the organization related to any tax-exempt or taxable entity? If "Yes," complete Schedule R, Part i, il
oriViand Part V Iine 1 . . . . o e e e e 34 | X
35a Did the organization have a controlled entity within the meaning of section 512(b)(13)?. . . . . . . . . . .. .. 36a| X
b If "Yes" to line 35a, did the organization receive any payment from or engage in any transaction with a
controlled entity within the meaning of section 512(b)(13)? /f "Yes,” complete Schedule R, Part V, line 2 . . . . . 35b; X
36  Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable
related organization? /f "Yes,” complete Schedule R, Part V. line2 . . . . . . . e e e e e e e e, 36 X
37  Did the organization conduct more than 5% of its activities through an entity that is not a related organization
and that is treated as a partnership for federal income tax purposes? If "Yes," complete Schedule R,
T 37 X
38  Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and
197 Note. All Form 990 filers are required to complete Schedule O. 38 X
Form 990 (2017)
JSA

PAGE 4



CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN 90-07799396

Form 990 (2017) Page 5
Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response ornote to any lineinthisPartV .. . . v v vt v e oo o o v v ns D
Yes | No
1a Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable. . . . . . ... . 1a 220
b Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable. . . . . .. . . 1b 21
¢ Did the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming (gambling) winnings to prize winners? . . . . v . v v i v v v i vt e e e e e ic X
2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax
Statements, filed for the calendar year ending with or within the year covered by this return. . | 2a I 12,757
b If at least one is reported on line 2a, did the organization file all required federal employment tax returns? | 2b X
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-file (see instructions). . . . . . .
3a Did the organization have unrelated business gross income of $1,000 or more during the year?. . . . . e 3a X
b If "Yes," has it filed a Form 990-T for this year? If "No" to line 3b, provide an explanation in Schedule O, . . . . . .. 3b
4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority
over, a financial account in a foreign country (such as a bank account, securities account, or other financial
BOCOUNDT & v o e e e s v e et e et e e e e e e e e e e e e e e 4a X
b If "Yes," enter the name of the foreign country: p
See instructions for filing requirements for FINCEN Form 114, Report of Foreign Bank and Financial Accounts
(FBAR).
5a Was the organization a party to a prohibited tax shelter transaction at any time during the taxyear?. . . . . .. .. 5a X
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? | 5b X
¢ If "Yes" to line 5a or 5b, did the organizationfile FOrm 8886-T2. . . + v v v v o v v v i i e et v e e e e e 5¢
6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the
organization solicit any contributions that were not tax deductible as charitabie contributions?. . . . . ... ... 6a X
b If "Yes," did the organization include with every solicitation an express statement that such contributions or
gifts were not taxdeductible? . . . . L oL L e e e e e e e e 6b
7 Organizations that may receive deductible contributions under section 170(c).
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods
and services provided 10 the PayOr? . . . . Lt i i i e e e e e e e e e e e e e 7a X
b If "Yes," did the organization notify the donor of the value of the goods or services provided? . . . . ... .. ... 7b X
¢ Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required to file FOrm 82827 . v o v i i it i i i e e e e e e e e e e e 7c | X
d If "Yes," indicate the number of Forms 8282 filed duringtheyear . « « .« v v v v v v v v vt l 7d I 1
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? | 7e X
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? . . . . . 7f X
g If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required? | 7g_
h If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C?. . | 7h
8 Sponsoring organizations maintaining donor advised funds. Did a donor advised fund maintained by the
sponsoring organization have excess business holdings atany time duringtheyear?. . . . . . . . ... ... ... 8
9 Sponsoring organizations maintaining donor advised funds.
a Did the sponsoring organization make any taxable distributions under section4966?2. . . . . . . .. . ... . ... 9a
b Did the sponsoring organization make a distribution to a donor, donor advisor, or related person?. . . . . ... .. 9b
10 Section 501(c)(7) organizations. Enter:
a Initiation fees and capital contributions included on Part VI, line 12 . « v v v v v v s v v v n s 10a
b Gross receipts, included on Form 990, Part VIli, line 12, for public use of club facilities. . . . . 10b
11 Section 501(c)(12) organizations. Enter:
a Gross income from membersorshareholders. . . . v v v v v v vt i i i e e e 11a
b Gross income from other sources (Do not net amounts due or paid to other sources
against amounts due orreceived from them.) . . . . . v o v v i i v e e e e e 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 10417 [12a
b If "Yes," enter the amount of tax-exempt interest received or accrued during the year, . . . . . 12b
13 Section 501(c}(29) qualified nonprofit health insurance issuers.
a Is the organization licensed to issue qualified health plans in more thanonestate?. . . . . ... ... ....... 13a
Note. See the instructions for additional information the organization must report on Schedule O.
b Enter the amount of reserves the organization is required to maintain by the states in which
the organization is licensed to issue qualified healthplans . . . . . . . .. ... v 13b
¢ Enter the amount of reserveson hand, , . .. . e e a e s s e e e 13¢
14a Did the organization receive any payments for indoor tanning services during the taxyear? . . . . . .. .. .. .. 14a X
b If "Yes," has it filed a Form 720 to report these payments? /f "No,” provide an explanation in Schedule O . . . . . . 14b
32%40 1,000 Form 990 (2017)
7816CH 2217 vV 17-7.2F PAGE 5



Form 990 (2017) CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN 90-0779996 Page 6

Part Vi Governance, Management, and Disclosure For each "Yes” response to lines 2 through 7b below, and for a "No”
response to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes in Schedule O. See instructions.

Check if Schedule O contains a response ornotetoanylineinthisPartVl « « . v v v v o i it v i v i v n s
Section A. Governing Body and Management

Yes | No
1a Enter the number of voting members of the governing body at the end of the taxyear . . . . . 1a 89
If there are material differences in voting rights among members of the governing body, or
if the governing body delegated broad authority to an executive committee or similar
committee, explain in Schedule O.
b Enter the number of voting members included in line 1a, above, who are independent . . . . . 1b 68
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, orkey employee?. . . . v v v v i it i i e e e e e e 2 | X
3 Did the organization delegate control over management duties customarily performed by or under the direct
supervision of officers, directors, or trustees, or key employees to a management company or other person? . . 3 X
4  Did the organization make any significant changes to its governing documents since the prior Form 990 was filed?. . . . . . 4 X
§ Did the organization become aware during the year of a significant diversion of the organization's assets?. . . 5 X
6 Did the organization have members or stockholders? . . . . . . . ot i i i i ittt e e e e e e e 6 | X
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint
one or more members of the governing body? . . . . v v v v i i e e e e e e e 7a | X
b Are any governance decisions of the organization reserved to (or subject to approval by) members,
stockholders, or persons other than the governing body? & v v v v v v v v v e v n v s m e e e e e a e ey 7b | X
8 Did the organization contemporaneously document the meetings held or written actions undertaken during
the year by the following:
a The governing body?. . . . . L.ttt e e e e e e e e 8a | X
b Each committee with authority to act on behalf of the governingbody?. . . . . . . . . v v v s v i v i e s 8b | X
9 s there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannot be reached at
the organization's mailing address? /f "Yes," provide the names and addressesin Schedule O . . . . .. .. ... 9 X
Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code.)
. Yes | No
10a Did the organization have local chapters, branches, oraffiliates? . . . . . ¢ v v v i i i vt it i e e e 10a X
b If "Yes," did the organization have written policies and procedures governing the activities of such chapters,
affiliates, and branches to ensure their operations are consistent with the organization's exempt purposes? . . . |10b
11a Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the form? . 11a] X
b Describe in Schedule O the process, if any, used by the organization to review this Form 990.
12a Did the organization have a written conflict of interest policy? If “No," gofoline 13 . . . v v v v e v v v v v v s 12a| X
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give
HSE 10 CONICIS? + v v v v v v s it e e et e e e e e e e e e e e e e e e 12b| X
¢ Did the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes,"
describe in Schedule Ohow thiSWasS done « « » v v v v v v e e e e s e e et e et e e e e e 12¢| X
13 Did the organization have a written whistleblower policy?. . . .« . v v o i v i i i i i e e e e 13 | X
14 Did the organization have a written document retention and destruction policy?. « + » v+ v v v v v v v v v v v . 14 | X
15  Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization's CEO, Executive Director, or top managementofficial . . .. . ... ... ... ... ... 15a| X
b Other officers or key employees of the organization . + .+« v v v v v v i v v i et et e e e e 15b| X
If "Yes" to line 15a or 15b, describe the process in Schedule O (see instructions).
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement
with ataxable entity during the Year? . « v v v v v v v v v et e e e e e e e e e 16a| X
b If "Yes" did the organization follow a written policy or procedure requiring the organization to evaluate its
participation in joint venture arrangements under applicable federal tax law, and take steps to safeguard the
organization's exempt status with respect to such arrangements? . . . . . . . . v v v v v v vt e, 16b| X

Section C. Disclosure
17  List the states with which a copy of this Form 990 is required to be filed B> ATTACHMENT 2

18  Section 6104 requires an organization to make its Forms 1023 (or 1024 if applicable), 990, and 990-T (Section 501(c)(3)s only)
available for public inspection. Indicate how you made these available. Check all that apply.

D Own website Another's website Upon request [:I Other (explain in Schedule O)
19 Describe in Schedule O whether (and if so, how) the organization made its governing documents, conflict of interest policy, and

financial statements available to the public during the tax year.

20  State the name, address, and telepghone number of the person who possesses the organization’s books and records: b
TOM BREMS 3375 NORTHEAST EXPRESSWAY ATLANTA, GA 30341 04-785~7944

JSA
7E1042 1.000 Form 990 (2017)
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Form 990 (2017) CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN 90-0779996 Page 7
Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors
Check if Schedule O contains a response ornotetoanylineinthis Part VI . . . . . v . o vt i s s v i s e e e e e e e o
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
1a Compiete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the
organization's tax year.
e List all of the organization's current officers, directors, trustees (whether individuals or organizations), regardless of amount of
compensation. Enter -0- in columns (D), (E), and (F) if no compensation was paid.
e List all of the organization's current key employees, if any. See instructions for definition of "key employes."

e List the organization's five current highest compensated employees (other than an officer, director, trustee, or key employee)
who received reportable compensation (Box 5 of Form W-2 and/or Box 7 of Form 1099-MISC) of more than $100,000 from the

organization and any related organizations.

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

o List all of the organization's former directors or trustees that received, in the capacity as a former director or trustee of the
organization, more than $10,000 of reportable compensation from the organization and any related organizations.
List persons in the following order: individual trustees or directors; institutional trustees; 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) (8) Position (D) E) F)
Name and Title Average | (do not check more than one Reportable Reportable Estimated
hours per | Dbox, unless person is both an compensation compensation from amount of
week (list any| officer and a director/trustee) from related other
hoursfor | o slslolxlex|m the organizations compensation
related é % % g "<$ 131%' § organization (W-2/1099-MISC) from the
organizations g g % S121% (g D (W-2/1099-MISC) organization
below dotted| § = 3 g® g and related
line) % 5 3 z organizations
2
(1)BARBARA STOLL, MD 1.00
INDIV TRUSTEE - MAC 0. X 0. 0. 0.
(2)GREGORY ABOWD 1.00
INDIV TRUSTEE - MAC 0. X 0. 0. 0.
(3)JOBN DYER 1.00
IND TRUSTEE-ECH/SR/EAS/EPG/MAC 0. X 0. 0. 0.
(4)REBECCA ROULAND 1.00
INDIV TRUSTEE - MAC 0. X 0. 0. 0.
(5)FREDERICK R. MARCUS, PHD 1.00
INDIV TRUSTEE - MAC 0. X 0. 0. 0.
(6)WALT DERISO 1.00
INDIV TRUSTEE - MAC 0. X 0. 0. 0.
(7)ALLEN ECKER 1.00
INDIV TRUSTEE - MAC 0. X 0. 0. 0.
(8)JIMMY CARLOS 1.00
INDIV TRUSTEE - FDN 0. X 0. 0. 0.
(9)MARY ELLEN IMLAY 1.00
INDIVIDUAL TRUSTEE - FDN 0. X 0. 0. 0.
(10)MARK KAUFMANN 1.00
IND TRUSTEE~ECH/SR/EAS/EPG/FDN 0.] X 0. 0. 0.
(11)WILLIAM PATE 1.00
INDIVIDUAL TRUSTEE -~ FDN 0. X 0. 0. 0.
(12)BEA PEREZ 1.00
INDIVIDUAL TRUSTEE - FDN 0. X 0. 0. 0.
(13)VIRGINIA BREWER 1.00
INDIVIDUAL TRUSTEE - FDN 0. X 0. 0. 0.
(14)DAVID FAGIN 1.00
INDIVIDUAL TRUSTEE - FDN 0. X 0. 0. 0.

JSA Form 990 (2017)

7E10411.000
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CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN 90~-0779996

Form 990 (2017) Page 8
140"l Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A) (B) €} (D) E) F)
Name and title Average Position Reportable Reportable Estimated
hours per (do not check more than one compensation |compensation from amount of
week (list any | bOX, unless person is both an from related other
hours for officer Td a director/trustee) the organizations compensation
eated (2 F 1 21818 |S&| 8| organization | (W-2/1099-MISC) from the
organizations B g E é? s E § % (W-2/1099'M'SC) organization
below dotted | Q & | & slaz = and related
line) - g|®8 organizations
F=I Ry 1} _g
212 o o
312 @
3 8
8
15) JACK MARKWALTER 1.00
"INDIVIDUAL TRUSTEE ~- FDN 0.1 X 0. 0. 0.
16) LOVETTE RUSSELL L 1.00
INDIVIDUAL TRUSTEE - FDN/HSOC 0.} X 0. 0. 0.
17) DANIEL SALINAS, MD__ 10.00
CMO/INDIV. TRUSTEE - ECH/SR/EA 40.00f X 0. 1,129,291, 119,626.
18) JACKIE MONTAG L 1.00
N INDIVIDUAL TRUSTEE - HSOC 0.1 X 0. 0. 0.
19) MADELYN ADAMS L 1.00
INDIVIDUAL TRUSTEE - HSOC 0.] X 0. 0. 0.
20) ADAM FULLER 1.00
INDIVIDUAL TRUSTEE - FDN 0.] X 0. 0. 0.
21) HELEN CARLOS L 1 1.00
INDIVIDUAL TRUSTEE -~ MAC 0.] X 0. 0. 0.
22) IRA MORELAND 1.00
INDIVIDUAL TRUSTEE - FDN 0.] X 0. 0. 0.
23) MARK RUDEL | 1.00
INDIVIDUAL TRUSTEE - MAC 0.} X 0. 0. 0.
24) MICHELLE JARRABD _ 1.00
IND TRUSTEE-FDN/ECH/SR/EAS/EPG 0.1 X 0. 0. 0.
25) RONALD FRIQﬁQN _______ 1.00
INDIV TRUSTEE - HSOC/PRES FDN 50.00f X X 0. 575,707. 55,765.
1b SUb-tOtaI -------------------------------------- > O . O " O y
¢ Total from continuation sheets to Part ViI, SectionA , , . .. ... ..... »| 7,210,857.] 8,542,934.] 1,335,139.
dTotal(add lines 1band1C) . . . . v v v v v vttt e a e e »| 7,210,857.] 8,542,934.; 1,335,139.

2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 of
reportable compensation from the organization B 837

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 , , . . . . .. . v v i i e e e

4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000? If “Yes,” complete Schedule J for such
INdIVIAUBT . . o s e e e e e e e e e e e e e e e e e e e e e

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 suchperson . . . . .. .. . v v o ..

Section B. Independent Contractors

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

(A) (B) (C)
Name and business address Description of services Compensation

ATTACHMENT 3

2 Total number of independent contractors (including but not limited to those listed above) who received
more than $100,000 in compensation from the organization p 245
J5A Form 990 (2017)

7E 1085 1.000
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CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN 90-0779996

Form 990 (2017) Page 8
iclgnllll Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A) 8 ©) (D) E) (F)
Name and title Average Position Reportable Reportable Estimated
hours per | (do not check more than one compensation  |compensation from amount of
week (list any | DOX, unless person is both an from related other
haurs for officer and a director/trustee) the organizations compensation
clated e |s1Q1Figx I D ivgti from the
" c2la|21&|36¢ organization (W-2/1099-MISC)
organizations | = §_ E’: 2le |58 é (W-2/1099-MISC) organization
pelowdotted |2 £ | 2|~ |2 |52 | and related
fine) S g|*8 organizations
e = ® 3
g |3 o1 B
812 H
8 o
2
26) CAMERON SHERRILL o 1.00
INDIV TRUSTEE - FDN 0.] X 0. 0. 0.
27) CHARLIE BROWN 1.00
" INDIVIDUAL TRUSTEE - MAC 0.] X 0. 0. 0.
28) DAVID SAPP L 1.00
INDIV TRUSTEE - MAC 0.} X 0. 0. 0.
29) JACK CAY o 1.00
INDIV TRUSTEE -~ FDN 0.1 X 0. 0. 0.
30) JIM FORTENBERRY, MD 1.00
INDIV TRUSTEE - FDN 0.] X 0. 467,650. 63,146.
31) JOHN MONTAG - 1.00
INDIV TRUSTEE - FDN 0.1 X 0. 0. 0.
32) KRISTINE FAULKNER B 1.00
INDIV TRUSTEE - FDN 0.] X 0. 0. 0.
33) NICK MCkAY 1.00
INDIV TRUSTEE - FDN 0.] X 0. 0. 0.
34) PAUL BOWERS 1.00
IND TRUSTEE~ECH/SR/EAS/EPG/FDN 0.1 X 0. 0. 0.
35) TYLER WOOLSON 1.00
INDIV TRUSTEE - FDN 0.] X 0. 0. 0.
36) BERNIE MARCUS 1.00
INDIV TRUSTEE - MAC 0.1 X 0. 0. 0.
1b Sub-total e >
¢ Total from continuation sheets to Part Vil, SectionA , , . . .. ....... L 4
d Total{addlines1band1c) . . . . . . . . . i v i s i v s vt e h s s n s e | 4
2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 of
reportable compensation from the organization b 837

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 , . . . . . . . . . i i it i e

4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,0007 /f “Yes,” complete Schedule J for such
T L1 (o 7

5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? /f “Yes,” complete Schedule J forsuchperson . . ... .. ... .. ....

Section B. Independent Contractors

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

year.

(A) 8) (€}
Name and business address Description of services Compensation

2 Total number of independent contractors (including but not limited to those listed above) who received
more than $100,000 in compensation from the organization B
TSR Form 990 (2017)

7E1055 1.000
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CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN

90-077999%¢6

Form 990 (2017) Page 8
L ailll Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A) (B) €) (D) ) F)
Name and title Average Position Reportable Reportable Estimated
hours per (do not check more than one compensation |compensation from amount of
week (listany | DOX, unless person is both an from related other
hours for officer and a director/trustee) the organizations compensation
related 85| 5IQ7F S I or fati . . from the
a2 |2l 22|36 ganization (W-2/1099-MISC) e
organizations | = 2 | E1 8| o EX g (W-2/1099-MiSC) organization
belowdotted |2 € | F| ~ |3 |3 213 and related
line) - ] g1°8 organizations
=] o 3
g | g 4 3
8|2 @
8 2
2
37) RICHARD COURTS 1.00
INDIV TRUSTEE - FDN 0.1 X 0. 0. 0.
38) SHANNON SULLI_V_A_N_ L 1.00
INDIVIDUAL TRUSTEE - FDN 0.} X 0. 0. 0.
39) WILLIAM TAGGE_R_T__ _ 1.00
" T TINDIVIDUAL TRUSTEE - FDN 0.] X 0. 0. 0
40) TRIPP RAWLS 1.00
INDIVIDUAL TRUSTEE - MAC 0.1 X 0. 0. 0.
41) PAT FRIAS 10.00
INDVIDUAL TRUSTEE - MAC 40,00} X 0 1,306,187. 141,101,
42} BERNIE DIXON L 1.00
INDIV. TRUSTEE-ECH/SR/EAS/EPG 0.] X 0. 0. 0.
43) CEDRIC MILLER, MD _ 1.00
INDIV. TRUSTEE-{(ECH/SR/EAS/EPG 0.7 X 126,109. 0. 0.
44) DAVID RATCLIFFE o 1.00
INDIV. TRUSTEE-ECH/SR/EAS/EPG 0.] X 0. 0. 0.
45) EDDIE MYERS | 1 1 _._O_O_
INDIV. TRUSTEE-ECH/SR/EAS/EPG 0.] X 0. 0. 0
46) ERNEST GREER | 1. OO_
INDIV. TRUSTEE-ECH/SR/EAS/EPG 0.] X 0. 0. 0.
47) JEFF SEAMAN 1.00
INDIV. TRUSTEE-ECH/SR/EAS/EPG 0.] X 0. 0. 0.
1b Sub-total >
¢ Total from continuation sheets to Part VIl, SectionA , , , . . ........ |
d Total (add lines1band1c). . . . . ... ...... T .

2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 of

reportable compensation from the organization B

837

5

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

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? I/f “Yes,” complete Schedule J for such

individual

Did any person listed on line ta receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule J for such person

....................

...........................................................

......

------

Section B. Independent Contractors

1

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

year.

(A)

Name and business address

(B)
Description of services

{C)

Compensation

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

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

JSA
7E1055 1,000

7816CH 2217
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Form 990 (2017)
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CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN 90-077999%6

Form 990 (2017) Page 8
109l Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A) (B) © (D) E) F)
Name and title Average Position Reportabie Reportable Estimated
hours per | (do not check more than one compensation  |compensation from amount of
week (listany | bOX, unless person is both an from related other
hours for offlcer zind a director/trustee) the organizations compensation
reiated ST 2|18 18&|d|  organization (W-2/1099-MISC) from the
organizations | &= | 21 8 |'a |B7 | 3 | (W-2/1099-MISC) organization
betowdatted | R E | 2/~ 13 |52 5 and related
fine) £z 1s g1° § organizations
gls5 (8] g
812 2
8 2
H
48) JONATHAN GO_L_D_IVJAN L 1.00
INDIV. TRUSTEE-ECH/SR/EAS/EPG 0.] X 0. 0. 0.
49) KEITH MAS_ON _____ 1.00
INDIV. TRUSTEE-ECH/SR/EAS/EPG 0.] X 0. 0. 0.
50) LIz BLAKE | 1 1.00
INDIV. TRUSTEE~ECH/SR/EAS/EPG/ 0.1 X 0. 0. 0.
51) STEPHANIE BL_A_N_K ______ 1 . 00
INDIV. TRUSTEE~ECH/SR/EAS/EPG 0.1 X 0. 0. 0.
52) STEVE CAHILLANE 1.00
INDIV. TRUSTEE~ECH/SR/EAS/EPG 0.] X 0. 0. 0.
53) LUCKY JAIN 1.00
IND TRUSTEE-MAC/EXEC PRAC DIR 0.1 X 279,238. 0. 2,274.
54) LYNN PEREZ 1 1.00
INDI TRUSTEE-MAC/VP OPS MAC 0.] X 241,431. 0. 31,569,
55) MICHAEL RILEY ~1.00
INDIV TRUSTEE-HSOC/VP FIN OPS 0.] X 298,434, 0. 27,527.
56) EDWIN SMITH, MD 1.00
INDIV. TRUSTEEE-ECH/SR/EAS/EPG 0.1 X 0. 0. 0.
57) CAROL TOME | 1.00
INDIV. TRUSTEEE-ECH/SR/EAS/EPG 0.] X 0. 0. 0.
58) CHANTAL BAGWELL _ 1.00
INDIVIDUAL TRUSTEE - FDN 0.] X 0. 0. 0.
1B Substotal L >
¢ Total from continuation sheets to Part VI, SectionA , , , . .. ... ..., 4
dTotal{addlines1band1c). . . . . . . . . . i i ittt it et e n .4
2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 of
reportable compensation from the organization B 837

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 . . . . . . .. .. . . . i e

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? /f “Yes,” complete Schedule J for such
INdIVIDUAL .« . o e e e e e e e e e e e e e e e e e e e e e e e e

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 suchperson . . .. .. ... o v o ...

Section B. Independent Contractors

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

(A) (B) ©)
Name and business address Description of services Compensation

2 Total number of independent contractors (including but not limited to those listed above) who received
more than $100,000 in compensation from the organization B
J5A Form 990 (2017)

7E1085 1.000
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CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN

90-0779996

Form 990 (2017) Page 8
el Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A) (B) (C) (D) €) (F)
Name and title Average Position Reportable Reportable Estimated
hours per | (do not check more than one compensation |compensation from amount of
week (listany | DOX, unless person is both an from related other
hours for officer and a directot/trustee) the organizations compensation
lated LERETR SIS izati from the
re sala| 3121388 organization (W-2/1099-MISC)
organizations | = g g g @ % 4 % (W-2/1099-MISC) organization
below dotted | & - ERN-E N and related
line) Szl 8 g|®8 organizations
- = < 3
fod o~ @ B
@1 a © &
58 a
8 8
3
59) JAY CUNNINGHAM 1.00
INDIVIDUAL TRUSTEE - FDN 0.] X 0. 0.
60) ALLISON DUKES _ 1.00
INDIVIDUAL TRUSTEE - FDN 0.1 X 0. 0.
61) MARIE FOSTER L 1.00
INDIVIDUAL TRUSTEE - FDN 0.] X 0. 0.
62) LIGE GILLIS B 1.00
INDIVIDUAL TRUSTEE -~ FDN 0.7 X 0. 0.
63) BILL MAHLE, MD 1.00
INDIVIDUAL TRUSTEE - FDN 0.1 X 0. 0.
64) MARCIA TAYLOR 1.00
INDIVIDUAL TRUSTEE =~ FDN 0.1 X 0. 0.
65) MARK GILREATH 1.00
INDIVIDUAL TRUSTEE - MAC 0.1 X 0. 0.
66) JOY SMITH, MD 1.00
INDIVIDUAL TRUSTEE - HSOC 0.y X 0. 0.
67) CHARLES OGBURN ] 1.00
INDIV.TRUSTEE-ECH/SR/EAS/EPG 0.1 X 0. 0.
68) DOUG BLACK 1.00
INDIVIDUAL TRUSTEE ~ FDN 0.1 X 0. 0.
69) ALAN DAHL 1.00
INDIV. TRUSTEE~ECH/SR/EAS/EPG 0.] X 0. 0.
1o Sub-total e >
¢ Total from continuation sheets to Part VI, SectionA , , . ... ....... |
dTotal(addlinestband1c) . . . . . . . . v v i i v it s e i e e e e e |

2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 of

reportable compensation from the organization b

837

3 Did the organization list any former officer, director, or trustee, key employee, or highest compensated

employee on line 1a? /f "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,” complete Schedule J for such

individual

...........................................................

§ Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual

for services rendered to the organization? /f “Yes,” complete Schedule J for such person

-------

---------

Section B. Independent Contractors

1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of

compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax

year.

(A)
Name and business address

8

Description of services

©

Compensation

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

JSA
7E1055 1.000

7816CH 2217
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Form 990 (2017)
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CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN 90-0779996

Form 990 (2017) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A) (B) (€) (D) €) F)
Name and title Average Position Reportable Reportable Estimated
hours per | (do not check more than one compensation jcompensation from amount of
week (list any | DOX, unless person is both an from related other
hours for officer and a director/trustee) the organizations compensation
elated |35\ 21215588 | organization | (W-2/1099-MISC) from the
organizations = g_, g g g § § g (W-2/1099-MISG) organization
belm‘v dotted g 5— 8 3|8 g and :jelat‘ed
tine) = 5 % % g organizations
A ® B
2
70) CHRIS MOFFETT 1.00
"7 INDIVIDUAL TRUSTEE - MAC | 0.] X 0. 0. 0.
71) JOHN STEPHENSON 1.00
T TINDIVIDUAL TRUSTEE - FDN | ¢ 0.] X 0. 0. 0.
72} MARK GRIFFITHS, MD 1.00
" TINDIVIDUAL TRUSTEE - HSOC | ¢ 0.] % 17,267. 0. 0.
73) NICK FLETCHER 1.00
"7 TINDIVIDUAL TRUSTEE - FDN | 0.] x 0. 0. 0.
74) STEVE CHADDICK 1.00
~ T INDIVIDUAL TRUSTEE - FDN |« 0.] x 0. 0. 0.
75) TOMMY HOLDER 1.00
" IND TRUSTEE-ECH/SR/EAS/EPG/FDN| ( 0.] x 0. 0. 0.
76) TIM SCHRADER, MD 1.00
~INDIV TRUSTEE-ECH/SR/EAS/EPG | 0.1 X 157,708. 0. 2,091,
77) TONY RICH 1.00
" INDIVIDUAL TRUSTEE - FDN | 0.] X 0. 0. 0.
78) JESSE SPIKES 1.00
"TTTINDIV TRUSTEE - HSOC 77T 0] x 0. 0. 0.
79) AMI KLIN 1.00
~ 7 INDIV TRUSTEE - MAC [ 77X 0.] X 0. 0. 0.
80) LARRY SMITH 1.00
TTTTINDIV TRUSTEE - MAC T TTTTTTTTR 0.1 x 0. 0. 0.
1b SUb—tOta' -------------------------------------- >
¢ Total from continuation sheets to Part Vi, SectionA , , . .. ........ |
d Total (add lines 1tband1c). . . . . f e e e h e e e e e e e e e s P
2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 of
reportable compensation from the organization b 837

3 Did the organization list any former officer, director, or trustee, key empioyee, or highest compensated
employee on line 1a? If "Yes," complete Schedule J for such individual , . . . . .. . .. ... ...

4 For any individual listed on fine 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000? If “Yes,” complete Schedule J for such
INdIVIdUAL .« o o e e e e e e e e e e e e e e e e e e e e e e e e e

5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? /f “Yes,” complete Schedule J for suchperson . . . .. .. .. v v v ...

Section B. Independent Contractors

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

(A) ® ©
Name and business address Description of services Compensation

2 Total number of independent contractors (including but not limited to those listed above) who received
more than $100,000 in compensation from the organization p
Jsa Form 990 (2017)

7E1055 1.000
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CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN 90~0779996

Form 990 (2017) Page 8
ldllll  Section A, Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A) (B) () D) E) (3]
Name and title Average Position Reportable Reportable Estimated
hours per (do not check more than one compensation compensation from amount of
week (listany | DOX, unless person Is both an from related other
hours for oﬂicer ind a director/trustee) the organizations compensation
et 1221228 (38 g organization | (W-2/1099-MISC) from the
organizations 3 g g g g g 2 3 (W'2/1099~MISC) organization
below dotted | Q £ | & 518 fng and related
line) - g e organizations
e |3 @ 3
g 13 ®) B
o2 2
® o
a
81) DONNA HYLAND 10. O_O_
PRES/CEO - ECH/SR/EAS/EPG/MAC 40.00 X 0. 2,862,644, 320,309.
82) RUTH FOWLER 1 Ov._O_O_
TREAS ECH/SR/FDN/EAS/EPG/MAC 40.00 X 0. 1,230,176. 126,662.
83) LESLIE__JONES __________ 10._O_O_
SEC - ECH/SR/EAS/EPG/MAC/HSOC 40.00 X 0. 521,851. 79,043,
84) TONJA BRIDGES =~ 50 ._O_O_
DIR FDN ADMN/BRD CORP SECT-FDN 0. X 120,634. 0. 27,553,
85) MARY BETH BO_V_A _____ 50_._O_O
SVP OPS-ECH/IND TRUSTEE-HSOC 0. X 363,170. 0. 20,666,
86) JILL S_ ’,[_’_R_I CK_LAN_D _____ 50 ._O_O_
SVP PHYSICIAN PRACTICES OPS 0. X 352,214. 0. 55,399.
87) STACEY DEWEES_E ______ 50 ._OO
VP OPERATIONS ~ SR 0. X 278,305. 0. 28,085.
88) LINDA (;_OLE ________ I0.0_O_
SVP OPERATIONS/CNO 40.00 X c. 449,428, 63,288.
89) ANDREW _R_EI_.SNER __________ 50. O_O_
NEUROSURGEON 0. X 934,631. 0. 27,747,
90) WILLIAM BOY_D_S_T _O_N ________ 5_0_._0_0_
PRAC DIR NEURSURGICAIL SVCS 0. X 1,001,144, 0. 25,849,
91) DAVID WRU”B_E_L___ e ___5_0_. 00
NEUROSURGEON 0. X 865,984, 0. 28,331.
Th Sub-total | e >
¢ Total from continuation sheets to Part VI, SectionA , ., . .. ........ | 2
dTotal{addlinestband1C) . . . . . . . . . . v v i v it it e e e n e e .
2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 of
reportable compensation from the organization b 837

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 . . . . . . . v v v v v v e e

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

5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? /f “Yes,” complete Schedule J for such PEISON . . i . i e e e

Section B. Independent Contractors

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

(A) ®) ©
Name and business address Description of services Compensation

2 Total number of independent contractors (including but not limited to those listed above) who received
more than $100,000 in compensation from the organization b . ,
7E1055 1,000 Form (2017)
7816CH 2217 vV 17-7.2F PAGE 14




CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN 90-0779996

Form 990 (2017) Page 8
'l Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A) (B) () (D) E) F)
Name and title Average Position Reportable Reportable Estimated
hours per (do not check more than one compensation compensation from amount of
week (list any | DOX, uniess person is both an from related other
hours for officer and a director/trustee) the organizations compensation
e P HEIERE 5 g organization | (W-2/1099-MISC) from the
organizations é a E _8 g g— 213 (W-2/1099‘MlSC) organization
below dotted | Q £ | & AR and related
fine) S = 3 g|® g organizations
Gl |8 3
212 2
] 8
2
92) BARUNASHISH BRAHMA 50.00
NEUROSURGEON C. X 839,116, 0. 25,040,
93) JOSHUA CHERN 1 _50.00
NEUROSURGEON 0. X 766,305, 0. 26,030.
94) ROBERT C. WILDE i 50.00
FORMER TRUSTEE- HSOC/CTO 0. X 437,532, 0. 28,867.
95) EUGENE HAYES 50.00
FORMER PRES FDN/SR DEVELOPMENT 0. X 99,479, 0. 9,171.
96) JOE WILLIAMS o 1.00
FORMER TRUSTEE 0. X 32,156. 0. 0.
Tb Sub-total L >
¢ Total from continuation sheets to Part VI, SectionA . ., . .. ... ..... | 4
dTotal(addlines1band1¢) . . . . . . . . . i . . i i i i i it it e e |
2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 of
reportable compensation from the organization b 837

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 . . . . . . .. .. v i

4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,0007? /f “Yes,” complete Schedule J for such
individual . . .. ... . ..., e e e e e e B e e e e e e e e e e e e e e

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 ., , . . . .. v v v v v u. ..

Section B. Independent Contractors

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

(A) ) (€)
Name and business address Description of services Compensation

2 Total number of independent contractors (including but not limited to those listed above) who received
more than $100,000 in compensation from the organization p
oA Fom 990 (2017)

7E1085 1.000
7816CH 2217 v 17-7.2F PAGE 15




Form 990 (2017)

CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN

90~077999%6

Page 9

selal'ill] Statement of Revenue
Check if Schedule O contains aresponse ornote to anylineinthis Part VIl . . .. . . oo v v s o v e s v D

(A) (8) <) (D)

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

gg 1a Federated campaigns » . . . ... .| 12
5<E> b Membershipdues. » » « « . . ... 01D
g<| ¢ Fundraisingevents . . . ......|1¢c 3,014,848,
OS] d Relatedorganizations . . . . . .. .| 1d
g;% e Government grants (contributions) . . |_1e 10,102,976,
'g 3 f Al other contributions, gifts, grants,
gg and similar amounts not inciuded above . |_1f 70,414,225,
52! g Noncash contributions included in fines 1a-1f: 1,083,597,
OS] h Total Addlnes1a-1f « o v o v v v v iae e B 83,532,049,
§ Business Code
%’ 25 NET PATIENT SERVICE REV 622310 1,500,736,693. 1,500,736,693.
% p GRADUATE MEDICAL FUNDING 622310 16,262,070, 16,262,070.
§ ¢ STATE NEONATE INCOME 622310 4,186, 666. 4,186, 666.
3 d MANAGEMENT SERVICE FEE 622310 43,435,923. 43,435,923,
g e TUITION INCOME 622310 888,374. 888,374.
§’ f All other program service revenue . . . . .
| g TotalAddlines2a2f . . . . .. v ... ..., P 1,565,509, 726.
3 Investment  income  (including  dividends, interest,
and other similar amounts). « « « v v v o v v v 0 v\ .. P 7,071,459, 7,071,459,
4 Income from investment of tax-exempt bond proceeds . > 0.
5§ Royalties o v v v v v it s i i s i s e P 0.
(i) Real (ii) Personal
6a Grossrents . . « « . . . . 3,576,254,
b Less: rental expenses . . . 2,732,661,
¢ Rental income or (loss) . . 843,593,
d Netrentalincomeor (I0s8). = + « v v v v v 0 4 v o .. P 843,593, 843,593,
7a  Gross amount from sales of | () Securities (i) Other
assets other than inventory 16,021,260, 1,018,979,
b Less: cost or other basis
and sales expenses . . . . 3,916,844, 3,297,713 .
¢ Ganor{(loss) « « « « » 4 & 12,104,416, ~2,278,734.
d Netgainor(IoSs) « v v c v v v v v v v v n e e P 9,825, 682. 9,825, 682.
g 8a Gross income from fundraising
s events (not including $ ___ 3,014,848
é of contributions reported on line 1c).
5 See PartiV,lne18 . . . .. .. .... al_ 11,188,284
g b Less: directexpenses + « « . v .. .. b 2,440,348.
¢ Net income or (loss) from fundraising events. . . . . . . P 8,747,916, 8,747,916,
9a Gross income from gaming activities.
SeePartV,linet9 , . .. ....... a 124,891.
b Less: directexpenses « . . .. ..... b 62,712.
¢ Net income or (loss) from gaming activities. . . . . , . P 62,179. 62,179,
10a Gross sales of inventory, less
returnsandallowances . . . ...... a
b Less: costofgoodssold. . .. ..... b
¢ Net income or (loss) from sales of inventory, . . .. ... P 0.
Miscellaneous Revenue Business Code ]
11a MEANINGFUL USE 900099 2,818, 856. 2,818,856,
p GIFT SHOPS 500099 2,058,053 2,058,053, (
¢ PARKING 900099 1,383,143, 1,383,143,
d Allotherrevenue . . « v v oo v v ... . [ 2900099 2:218, 464, 2,218,464 1
e Total AddIines 11a-11d « v + v v s v v v v v v v v v B 15,478,516,
12 Totalrevenue. Seeinstructions. . « . v v v v v v v . . . B> 1,691,071,120. 1,580,988,242, 26,550, 829.
721051 1.000 Form 990 (2017)
7816CH 2217 vV 17-7.2F PAGE 16



Form 990 (2017)

CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN

90-0779996

Page 10

i) ¢ Statement of Functional Expenses

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

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

........................

Do not include amounts reported on lines 6b, 7b, Total e(Qgenses Progra(nB'\)service Managgr:rzent and Funélrja)ising
8b, 9b, and 10b of Part VIII. expenses general expenses expenses
1 Grants and other assistance to domestic organizations
and domestic governments. See Part IV, line21 . . . . 4,302,780. 4,302,780,
2 Grants and other assistance to domestic
individuals. See Part IV, line 22 . . . . .. ... 22,300. 22,300.
3 Grants and other assistance to foreign
organizations, foreign governments, and foreign
individuals. See Part IV, lines 15and 16 | | , |, | 0.
4 Benefits paid toor formembers , . , . . . . .. 0.
5 Compensation of current officers, directors,
trustees, and key employees , . . . ... ... 1,758,746. 1,097,841. 586,811. 74,094,
6 Compensation not included above, to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(c)(3X(B) , , , . . . 0.
7 Othersalariesandwages , . . ... ..., 717,276,144 596,532,901. 114,834,899. 5,908,344.
Pension ptan accruals and contributions (include
section 401(k) and 403(b) employer contributions) 34,931,076. 29,276,787, 5,654,289,
9 Other employee benefits « » » v v v v v\ . . . 85,376,305. 70,338,498, 13,584,625, 1,453,182.
10 Payrolltaxes . « + « « v« v v v s v 4 o s PR 44,948,630. 37,672,801. 7,275,829.
11 Fees for services (non-employees):
a Management | ... ... ....... 0.
b Eegal . L L e e e e 1,209,196. 326,104. 883,092,
cAccounting , ., L. L. ... 421,521, 421,521.
T 0.
e Professional fundraising services. See Part IV, line 17, 0.
f Investment managementfees |, , , ., . ... 0.
g Other. (if line 11g amount exceeds 10% of line 25, column
(Ay amount, list line 11g expenses on Schedwle Oy + o« o » 13,940,514. 12,622,585. 1,214,901. 103,028.
12 Advertising and promotion , . . .. .. ... 12,241,798, 6,046,410. 6,108,353, 87,035.
13 Office eXpenses . « o o v o o o o o 12,448,865. 8,390,359. 3,335,791. 722,715,
14 informationtechnology. . . . . . . ... ... 23,923,187. 20,092,992. 3,828,630. 1,565.
15 Royalties, . . . . . v v v i i s i e 0.
16 OCCUPBNCY . o o v oo oo e 25,610,493, 19,356,275. 6,248,785, 5,433.
17 Travel . o 2,653,070. 1,400,498, 1,104,539, 148,033.
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials 0.
19 Conferences, conventions, and meetings . , . 6,164,356, 3,417,516. 2,578,629, 168,211,
20 INMEIBSt . . L\ Lt e 20,823,617, 22,714, 20,800,903,
21 Paymentstoaffiliates, , . . ... ....... 0.
22 Depreciation, depletion, and amortization , , 62,740,379, 43,709,521. 19,030,858.
23 InSUTANCE . . . Lo 7,543,662. 5,221,262. 2,322,400.
24 Other expenses. ltemize expenses not covered
above (List miscellaneous expenses in line 24e. If
line 24e amount exceeds 10% of line 25, column
(A} amount, list line 24e expenses on Schedule 0.
173,279,370. 172,307,545, 971,767. 58.

aMEDICAL SUPPLIES

pPURCHASED SVCS-MEDICAL

43,842,105,

43,842,105.

¢BAD DEBT EXPENSE

23,196,559,

23,196,559.

d¢PURCHASED SVCS-NON MED

28,370,592.

24,080,854,

4,289,738.

e All other expenses

90,111,580.

85,181,830.

4,403,748,

526,002.

25 Total functional expenses. Add lines 1 through 24e

1,437,136,845.11,

208,459,037,

215,190,370.

13,487,438.

26 Joint costs. Complete this line only if the
organization reported in column (B) joint costs
from a combined educational campaign and

fundraising solicitation. Check here p if
following SOP 98-2 (ASC 958-720), , . ... . 0.
;E/:osz 1.000 Form 990 (2017)
7816CH 2217 vV 17-7.2F PAGE 17



CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN

Form 990 (2017)

Part X |

90-0779996

Balance Sheet

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

.....................

(A) (B)
Beginning of year End of year
1 Cash-non-interest-bearing . , . . ... . ................... 77,319,733.] 1 118,462,617.
2 Savings and temporary cashinvestments _ . . ... ... .. ... .... 0. 2 0.
3 Pledges and grants receivable, net . . . . . . .. ..., 42,334,959.] 3 36,450,603,
4 Accounts receivable, et | . . . .. L L 174,759,292.] 4 199,003,899.
5 Loans and other receivables from current and former officers, directors,
trustees, key employees, and highest compensated employees.
Complete Partll of Schedule L ., ., ., ... ................ 0.1 5 0.
6 Loans and other receivables from other disqualified persons (as defined under section
4958(f)(1)), persons described in section 4958(c)(3)(B), and contributing employers
and sponsoring organizations of section 501(c)(9) voluntary employees' beneficiary
@ organizations (see instructions). Complete Part il of Schedule L., . . . . ... 0.l 6 0.
G| 7 Notes and loans receivable,net. . . .. ... ................. 0. 7 0.
2| 8 Inventoriesforsale oruse , . . . ... ... 20,737,174. g 23,809,410.
9 Prepaid expenses and deferred Charges . . . v v v v v b v e n e 13,019,227.1 ¢ 12,510,631,
10a Land, buildings, and equipment: cost or
other basis. Complete Part VI of Schedule D 10a 1494319255,
b Less: accumulated depreciation. . . . . . .. .. 10b| 718,504,211. 619,548,608.110¢ 775,815,044,
11 Investments - publicly traded securities . . .. .. ... .. ... ... .. 143,045,222.| 11 245,820,128.
12 Investments - other securities. See Part IV, line 11, . . .. . .. ... ... 140,794,286.| 12 155,598,528.
13 Investments - program-related. See Part IV, line 11, _ ., . . .. ... .... 0.113 0.
14 intangible @ssets . . . . . .. ... ... 0./ 14 0.
15  Otherassets. See Part IV, line 11 _ . . . . . . . . .. . . 2,453,998,064./15 |2,463,068,823,
16__ Total assets. Add lines 1 through 15 (must equal line 34) . . . . . ... .. 3,685,556,565.{16 |4,030,539,683,
17 Accounts payable and accrued eXpenSeS, . . . v v v v e e e 195,719,966.] 17 226,744,097,
18 Grantspayable ., . . . . i i i e e 7,556,469 18 0.
19 Deferredrevenue . . . . . .. ...\ 'viesim ittt 0.l 19 0.
20 Tax-exemptbond Habilfies . . . . . o o v e e e e e 0.1 20 0.
21 Escrow or custodial account liability. Complete Part IV of Schedule D | | 0.] 21 0
$122 Loans and other payables to current and former officers, directors,
= trustees, key employees, highest compensated employees, and
g disqualified persons. Complete Part it of Schedule L, . . . ., ... ... 0.l 22 0.
-'123  Secured mortgages and notes payable to unrelated third parties _ | _ _ . . . 0. 23 0.
24 Unsecured notes and loans payable to unrelated third parties, , , , ., , .. . 0.] 24 0.
25 Other liabilities (including federal income tax, payables to related third
parties, and other liabilities not included on lines 17-24). Complete Part X
of Schedule D . . . . . . ... ... 472,623,652,/ 25 | 668,297,477,
26 Total liabilities. Add fines 17 through25. . . . . . . .. .. o\ v v v 675,900,087.1 26 895,041,574.
Organizations that follow SFAS 117 (ASC 958), check here P L{J and
2 complete lines 27 through 29, and lines 33 and 34.
‘% 27 Unrestricted netassets ..., 2,512,460,158.) 27 |2,591,018,681.
g 28 Temporarily restricted netassets ... .. ... ... .. ... 301,267,775.| 28 327,858,434,
Ti29 Permanently restricted netassets, , . . . .. ... ' oo v v v v v v e n 195,928,545.( 29 216,620,994,
E Organizations that do not follow SFAS 117 (ASC 958), check here B D and
s complete lines 30 through 34.
,a,".’ 30 Capital stock or trust principal, or currentfunds .. .. .. .. 30
%131 Paid-in or capital surplus, or land, building, or equipmentfund = _ = | 31
<132 Retained earnings, endowment, accumulated income, or other funds . 32
2|33 Totalnetassetsorfundbalances . . . . . . . ... .. ... ... 3,009,656,478.| 33 |3,135,498,1009.
34 Total liabilities and net assets/fund balances. . . . . .. ... v v o', 3,685,556,565.| 34 {4,030,539,683.

JSA

7£1058 1.000

7816CH 2217 vV 17-7.2F

Form 990 (2017)
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CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN 90~077999%6

Form 990 (2017) Page 12
Reconciliation of Net Assets
Check if Schedule O contains a response ornotetoanylineinthisPart X1, . ., .. ... ... ........
1 Total revenue (must equal Part VIIl, column (A), line 12) . . . . . v v it i i it et e e e e e e 1 1,691,071,120.
2 Total expenses (must equal Part IX, column (A), iNe 25) . . . . v v v v v v v i e e e e e s 2 1,437,136,845.
3 Revenue less expenses. Subtractline 2fromiine 1. . . . . . . . v v i it it v v m e v 3 253,934,275,
4 Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A)) . .. .. 4 | 3,009,656,478.
§ Net unrealized gains (losses) OninvestmentS . . . . . . . v it v it e h e e e e e e § 53,542,551.
6 Donated servicesand useoffacilities . . . .. ... ... .. . i 6 0.
7 INVESIMENt BXPENSES & & v v v vt et e e e e e e e e e e 7 0.
8 Priorperiod adiustments . . . L L. .. L. e e e e e e e e e e e 8 0.
9 Other changes in net assets or fund balances (explainin Schedwe O) . . + v v v v v v v v u .. 9 -181,635,195.
10 Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line
R K ) I 10| 3,135,498,109.
Financial Statements and Reporting
Check if Schedule O contains aresponse or noteto anylineinthisPart XIl . . . .. ... ... .. .. ... . D
Yes | No
1 Accounting method used to prepare the Form 990; D Cash Accrual D Other
If the organization changed its method of accounting from a prior year or checked "Other," explain in
Schedule O,
2a Were the organization's financial statements compiled or reviewed by an independent accountant?, , . , . . . 2a X
If "Yes," check a box below to indicate whether the financial statements for the year were compiled or
reviewed on a separate basis, consolidated basis, or both:
D Separate basis D Consolidated basis D Both consolidated and separate basis
b Were the organization's financial statements audited by an independentaccountant? . .. . ... ... .... 2b | X
If "Yes," check a box below to indicate whether the financial statements for the year were audited on a
separate basis, consolidated basis, or both:
D Separate basis 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? 2 | X
If the organization changed either its oversight process or selection process during the tax year, explain in
Schedule O.
3a As aresult of a federal award, was the organization required to undergo an audit or audits as set forth in
the Single Audit Act and OMB Circular A-1337 & . . o o v i i i i s e e e s e e e e e e e e e e e e e e 3a | X
b If "Yes," did the organization undergo the required audit or audits? If the organization did not undergo the
required audit or audits, explain why in Scheduie O and describe any steps taken to undergo such audits. 3p | X

JSA

7E1054 1.000
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SCHEDULE A Public Charity Status and Public Support OMS No. 15450047
(Form 990 or 990-EZ) Compiete if the organization is a section 501(c)(3) organization or a section 4947(a){1) nonexempt charitable trust.
B> Attach to Form 990 or Form 990-EZ. Open to Public

Department of the Treasu
4 i P Go to www.irs.gov/Form990 for instructions and the latest information. Inspection

Internal Revenue Service
Name of the organization Employer identification number
CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN 90-077999%6
[ZEETI  Reason for Public Charity Status (All organizations must complete this part.) See instructions.
The organization is not a private foundation because it is: (For lines 1 through 12, check only one box.)
1 . A church, convention of churches, or association of churches described in section 170{(b){1)(A)(i).
2 . A school described in section 170(b)(1)(A)(ii). (Attach Schedule E (Form 990 or 990-EZ).)
3 A hospital or a cooperative hospital service organization described in section 170(b)(1)(A)(iii).
4 - A medical research organization operated in conjunction with a hospital described in section 170(b)(1)(A)(iii). Enter the
hospital's name, city, and state:
5 D An organization operated for the benefit of a college or university owned or operated by a governmental unit described in
section 170(b)(1)(A}(iv). (Complete Part II.)

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

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

8

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

An agricultural research organization described in section 170(b)(1)(A)(ix) operated in conjunction with a land-grant college
or university or a non-land-grant college of agricuiture (see instructions). Enter the name, city, and state of the college or
university:

10 [:} An organization that normally receives: (1) more than 331/3 % of its support from contributions, membership fees, and gross

receipts from activities related to its exempt functions - subject to certain exceptions, and (2) no more than 331/3 %of its

support from gross investment income and unrelated business taxable income (less section 511 tax) from businesses
acquired by the organization after June 30, 1975. See section 509(a)(2). (Complete Part lil.)

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

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

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 IV, Sections A and B.

b Type li. A supporting organization supervised or controlled in connection with its supported organization(s), by having

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

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

Type lil functionally integrated. A supporting organization operated in connection with, and functionally integrated with,

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

Type lil non-functionally integrated. A supporting organization operated in connection with its supported organization(s)

that is not functionally integrated. The organization generally must satisfy a distribution requirement and an attentiveness

requirement (see instructions). You must complete Part IV, Sections A and D, and Part V.

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

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

(-]

1Y

o

Q.

f Enter the number of supported organizations. . . . . . . . . v i i i e e e e e e e [:]
g Provide the following information about the supported organization(s).

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

Yes No

(A)

(B)

(C)

%]

(E)

Total

L
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or $90-EZ. Schedule A (Form 990 or 990-E2) 2017
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CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN

Schedule A (Form 990 or 990-EZ) 2017
Support Schedule for Organizations Described in Sections 170(b)(1)(A)(iv) and 170(b)(1)(A)(vi)

(Complete only if you checked the box on line 5, 7, or 8 of Part | or if the organization failed to qualify under
Part Ill. If the organization fails to qualify under the tests listed below, please complete Part Ill.)

80-0779996

page 2

Section A. Public Support

Calendar year (or fiscal year beginning in) B (a) 2013 (b) 2014 {c) 2015 (d) 2016 {e) 2017 (f) Total
1 Gifts, grants, contributions, and
membership fees received. (Do not
include any "unusual grants.”} , , . . . . 90,579,701, 81,478,337 78,702,680, 94,771,344. 76,891,967.1 422,824,029,
2 Tax  revenues levied for the
organization's benefit and either paid
to orexpended onitsbehalf . . . . . .. 0.
3 The value of services or facilities
furnished by a governmental unit to the
organization withoutcharge . . . . . . . 0.
4 Total Add lines 1through 3. « « + . . . 90,879, 701. 31,478,337. 78,702, 680. 94,771,344, 76,891,967.] 422,824,029
5 The portion of total contributions by
each person (other than a
governmental unit or publicly
supported organization) included on
line 1 that exceeds 2% of the amount
shown on line 11, column (f. . . . . . . 44,793,338,
6  Public support. Subtract line 5 from line 4 378,030,691.
Section B. Total Support
Calendar year (or fiscal year beginning in) b (a) 2013 (b) 2014 (c) 2015 (d) 2016 (e) 2017 (f) Total
7 AMOUNtS FromM iNE 4. » v s v o v o v v u 90,979, 701. 81,478,337. 78,702, 680, 94,771,344, 76,891,967.| 422,824,029,
8 Gross income from interest, dividends,
payments received on securities loans,
rents, royalties, and income from
SIMIlar SOUTCES + = o s o s v v v v s 8,323,999, 22,837,809 9,308,832, 8,184,277, 48,654,917,
9 Net income from unrelated business
activities, whether or not the business
isregularlycarriedon . . . . . . .. .. 0.
10  Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPartVL) . . . ... ..... 4,550, 4,550,
11 Total support. Add lines 7 through 10 . . 471,483,496,
12 Gross receipts from related activities, efc. (SEEINSHUCHONS) « + 4 v ¢ 4 v v v ¢ 4 v v v e e vt e v n v s e s 12 6,893,484, 030,
13 First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check this boXand stop here., . . . . v v i i v v i e i e e e e e e r e e e e e e e e B D
Section C. Computation of Public Support Percentage
14  Public support percentage for 2017 (line 6, column (f) divided by line 11, column (). . . ... ... 14 80.18 ¢
15  Public support percentage from 2016 Schedule A, Part i line 14 . . . . . v v v i v v v e n e n 15 80.12 ¢
16a 331/3% support test - 2017. If the organization did not check the box on line 13, and line 14 is 331/3% or more, check this
box and stop here. The organization qualifies as a publicly supported organization. . . . . . . ... ..o v v ... b
b 331/3% support test - 2016. if the organization did not check a box on line 13 or 16a, and line 15 is 331/3 % or more, check
this box and stop here. The organization qualifies as a publicly supported organization . . . . ... ... ... ... ... b D
17a 10%-facts-and-circumstances test - 2017. if the organization did not check a box on line 13, 16a, or 16b, and line 14 is
10% or more, and if the organization meets the "facts-and-circumstances" test, check this box and stop here. Explain in
Part VI how the organization meets the "facts-and-circumstances” test. The organization qualifies as a publicly supported
OTGaNIZALION . « v it et e e e e e e e e e e e e e e e e e e e e e e > [ ]
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-circumstances” test. The organization qualifies as a publicly
SUPPOIted Organization . & v . v . i i it e e e e e e e e e e e e e e e e e, B
18 Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see
SATUCHONS L L h v i s e e e e e e e e e e e e e e e e e, L D
Schedule A (Form 990 or 990-EZ) 2017
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CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN 80-0779996

Schedule A (Form 990 or 990-E2) 2017 Page 3

Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only if you checked the box on line 10 of Part | or if the organization failed to qualify under Part Il.
If the organization fails to qualify under the tests listed below, please complete Part Il.)

Section A. Public Support
Calendar year (or fiscal year beginning in) B (a) 2013 {b) 2014

1  Gifts, grants, contributions, and membership fees
received. (Do not include any "unusual grants.”) 8,626,000. 9,176, 000. 7,238,000, 9,870,000. 8,364,000. 43,274,000.

(c) 2015 (d) 2016 (e) 2017 (f) Total

2 Gross receipts from admissions, merchandise
sold or services performed, or facilities
furnished in any activity that is related to the
organization's tax-exempt purpose » « + v 4 . 2,688,000, 2,558,000, 3,769,000, 5,424,000, 6,164,000. 20,603,000,

3 Gross receipts from activities that are not an
unrelated trade or business under section 513 .
4 Tax  revenues levied for the
organization’s benefit and either paid to

or expended on its behalf . . . . . PR
5 The value of services or facilities
furnished by a governmental unit to the

organization without charge . « . . . . .
6 Total. Add lines 1 through 5, . . . ... 11,314,000. 11,734,000. 11,007, 000. 15,294, 000. 14,528,000, 63,877,000,

0.

7a Amounts included on lines 1, 2, and 3
received from disqualified persons , , , .

b Amounts included on lines 2 and 3
received from other than disqualified
persons that exceed the greater of $5,000

or 1% of the amount on line 13 for the year

¢ Addlines7aand7b. . . .« . . . . .
8 Public support. (Subtract line 7¢ from

62,877,000,

[ IR

line6.) « v v v v v o 0.
Section B. Total Support
Calendar year (or fiscal year beginning in) b (a) 2013 (b) 2014 (c) 2015 (d) 2016 (e) 2017 {f) Total

9 Amounts from fine6. . . . ... e 11,314,000. 11,734,000. 11,007,000. 15,294,000. 14,528,000. 63,877,000.
10a Gross income from interest, dividends,
payments received on securities loans,
rents, royalties, and income from similar
SOUMCES .+ « » + « »

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

¢ Addlines10aand10b . . .. .. ...

11  Net income from unrelated business
activities not included in line 10b,
whether or not the business is regularly
carriedOnNe « v+ & 4w s s w x s w e 0.

12 Other income. Do not include gain or
loss from the sale of capital assets

(ExplaininPart VL) . . . v v o v vy .. 164,000. 178, 000. 98,000. 66,000, 195,000, 701,000.
13 Total support. (Add lines 9, 10¢c, 11,

and12) . v v v v h e e e e e e e 11,478,000. 11,912,000, 11,105,000, 15,360,000. 14,723,000, 64,578,000,
14  First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)

organization, check this box and stop here. . . . . R .
Section C. Computation of Public Support Percentag
15  Public support percentage for 2017 (line 8, column (f) divided by line 13, column (). . . . . . . . . . . . . .| 15 98.91 ¢,
16  Public support percentage from 2016 Schedule A, Part i, ine 15, . . v v v v v v v v v v v v v e e e v e va]| 16 %
Section D. Computation of Investment Income Percentage
17  Investment income percentage for 2017 (line 10c, column (f) divided by line 13, column (f) , . . . . ... .. | 17 %
18  Investment income percentage from 2016 Schedule A, Partlll, line 17 |, ., . . . . . v v v v v v v v v o v ..l 18 %

19a 331/3% support tests - 2017. If the organization did not check the box on line 14, and line 15 is more than 331/3%, and line
17 is not more than 331/3%, check this box and stop here. The organization qualifies as a publicly supported organization . B>
b 331/3% support tests - 2016. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 331/3 %, and
line 18 is not more than 331/3 %, check this box and stop here. The organization qualifies as a publicly supported organization B

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

JSA Schedule A (Form 990 or 990-EZ) 2017
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CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN 90~077999%6

Schedule A (Form 990 or 890-EZ) 2017 Page 4
Supporting Organizations
(Complete only if you checked a boxin line 12 on Part 1. If you checked 12a of Part |, complete Sections A
and B. If you checked 12b of Part |, complete Sections A and C. If you checked 12c of Part I, complete
Sections A, D, and E. If you checked 12d of Part |, complete Sections A and D, and complete Part V.)

Section A. All Supporting Organizations

Yes| No

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

2 Did the organization have any supported organization that does not have an IRS determination of status
under section 609(a)(1) or (2)? If "Yes,” explain in Part VI how the organization determined that the supported

organization was described in section 509(a)(1) or (2). 2
3a Did the organization have a supported organization described in section 501(c)(4), (5), or (8)? If "Yes," answer
(b) and (c) below. 3a

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

organization made the determination. 3b

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

4a  Was any supported organization not organized in the United States ("foreign supported organization")? /f
"Yes," and if you checked 12a or 12b in Part I, answer (b) and (c) below. 4a

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

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

S5a Did the organization add, substitute, or remove any supported organizations during the tax year? /f "Yes,"
answer (b) and (c) below (if applicable). Also, provide detail in Part VI, including (i) the names and EIN
numbers of the supported organizations added, substituted, or removed, (i) the reasons for each such action;
(iii) the authority under the organization's organizing document authorizing such action; and (iv) how the action
was accomplished (such as by amendment to the organizing document). 5a

b Type | or Type Il only. Was any added or substituted supported organization part of a class already
designated in the organization's organizing document?
¢ Substitutions only. Was the substitution the result of an event beyond the organization's control?

5b
5¢

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

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

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

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

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

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

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

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

supporting organizations)? /f "Yes," answer 10b below. 10a
b Did the organization have any excess business holdings in the tax year? (Use Schedule C, Form 4720, to
determine whether the organization had excess business holdings.) 10b
JSA Schedule A {(Form 990 or 990-E2) 2017
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CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN 90-077999¢6

Schedule A (Form 990 or 990-EZ) 2017 page 5
gl Supporting Organizations (continued)

Yes| No
11 Has the organization accepted a gift or contribution from any of the following persons?
a A person who directly or indirectly controls, either alone or together with persons described in (b) and (¢)
below, the governing body of a supported organization? 11a
b A family member of a person described in (a) above? 11b
¢ A 35% controlled entity of a person described in (a) or (b) above? If “Yes” fo a, b, or ¢, provide detail in Part VI, 11¢c
Section B. Type | Supporting Organizations
Yes| No
1 Did the directors, trustees, or membership of one or more supported organizations have the power to
regularly appoint or elect at least a majority of the organization's directors or trustees at all times during the
tax year? If "No," describe in Part VI how the supported organization(s) effectively operated, supervised, or
controlled the organization's activities. If the organization had more than one supported organization,
describe how the powers to appoint and/or remove directors or trustees were allocated among the supported
organizations and what conditions or restrictions, if any, applied to such powers during the tax year. 1
2 Did the organization operate for the benefit of any supported organization other than the supported
organization(s) that operated, supervised, or controlled the supporting organization? If "Yes, " explain in Part
VI how providing such benefit carried out the purposes of the supported organization(s) that operated,
supervised, or controlled the supporting organization. 2
Section C. Type ll Supporting Organizations
Yes| No
1 Were a majority of the organization's directors or trustees during the tax year also a majority of the directors
or trustees of each of the organization's supported organization(s)? If "No," describe in Part VI how control
or management of the supporting organization was vested in the same persons that controlled or managed
the supported organization(s). 1
Section D. All Type lll Supporting Organizations
o i ) o i Yes| No
1 Did the organization provide to each of its supported organizations, by the last day of the fifth month of the
organization's tax year, (i} a written notice describing the type and amount of support provided during the prior
tax year, (i) a copy of the Form 990 that was most recently filed as of the date of notification, and (jii) copies of
the organization's governing documents in effect on the date of notification, to the extent not previously
provided? 1
2 Were any of the organization's officers, directors, or trustees either (i) appointed or elected by the supported
organization(s) or {ii) serving on the governing body of a supported organization? /f "No," explain in Part VI how
the organization maintained a close and continuous working relationship with the supported organization(s). 2
3 By reason of the relationship described in (2), did the organization's supported organizations have a
significant voice in the organization's investment policies and in directing the use of the organization's
income or assets at all times during the tax year? If "Yes, " describe in Part VI the role the organization's
supported organizations played in this regard. 3

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

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

Yes{ No

2 Activities Test. Answer (a) and (b) below.

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

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

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

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

JSA Schedule A (Form 990 or 990-EZ) 2017
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CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN

90-0779996

Schedule A (Form 990 or 990-E2) 2017 Page 6
Type lll Non-Functionally Integrated §09(a)(3) Supporting Organizations
1 Check here if the organization satisfied the Integral Part Test as a qualifying trust on Nov. 20, 1970 (explain in Part VI). See
instructions. All other Type il non-functionally integrated supporting organizations must complete Sections A through E.
Section A - Adjusted Net income (A) Prior Year ®) Curr'ent Year
(optional)
1 Net short-term capital gain 1
2 Recoveries of prior-year distributions 2
3 Other gross income (see instructions) 3
4 Add lines 1 through 3. 4
5 Depreciation and depletion 5
6 Portion of operating expenses paid or incurred for production or
collection of gross income or for management, conservation, or
maintenance of property held for production of income (see instructions) 6
7 Other expenses (see instructions) 7
8 Adjusted Net Income (subtract lines 5, 6, and 7 from line 4). 8
Section B - Minimum Asset Amount (A) Prior Year ®) Currjent Vear
(optional)
1 Aggregate fair market value of all non-exempt-use assets (see
instructions for short tax year or assets held for part of year);
a Average monthly value of securities 1a
b Average monthly cash balances 1b
¢ Fair market value of other non-exempt-use assets ic
d Total (add lines 1a, 1b, and 1¢) 1d
e Discount claimed for blockage or other
factors (explain in detail in Part Vi)
2 Acquisition indebtedness applicable to non-exempt-use assets 2
3 Subtract line 2 from line 1d. 3
4 Cash deemed held for exempt use. Enter 1-1/2% of line 3 (for greater amount,
see instructions). 4
5 Net value of non-exempt-use assets (subtract line 4 from line 3) 5
6 Multiply line 5 by .035. 6
7 Recoveries of prior-year distributions 7
8 Minimum Asset Amount (add line 7 to line 6) 8
Section C - Distributable Amount Current Year
1 Adjusted net income for prior year (from Section A, line 8, Column A) 1
2 Enter 85% of line 1. 2
3 Minimum asset amount for prior year (from Section B, line 8, Column A) 3
4 Enter greater of line 2 or line 3. 4
5 Income tax imposed in prior year 5
6 Distributable Amount. Subtract line 5 from line 4, unless subject fo
emergency temporary reduction (see instructions). 6

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

JSA
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CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN

Schedule A (Form 890 or 990-EZ) 2017

90-0779996

Page 7

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

Section D - Distributions

Current Year

1

Amounts paid to supported organizations to accomplish exempt purposes

2

Amounts paid to perform activity that directly furthers exempt purposes of supported

organizations, in excess of income from activity

Administrative expenses paid to accomplish exempt purposes of supported organizations

Amounts paid to acquire exempt-use assets

Qualified set-aside amounts (prior IRS approval required)

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

Total annual distributions. Add lines 1 through 6.

RiNOIOI W

Distributions to attentive supported organizations to which the organization is responsive

(provide details in Part VI). See instructions.

©w

Distributable amount for 2017 from Section C, line 6

Line 8 amount divided by Line 9 amount

Section E - Distribution Allocations (see instructions)

U

Excess Distributions

(i)
Underdistributions
Pre-2017

{iii)
Distributable
Amount for 2017

Distributable amount for 2017 from Section C, line 6

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

(£

Excess distributions carryover, if any, to 2017

From2013 . ......

From2014 . ......

From2015 . ......

From2016 . ......

Total of lines 3a through e

Applied to underdistributions of prior years

Applied to 2017 distributable amount

Carryover from 2012 not applied (see instructions)

=TT e ajojoin

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

H

Distributions for 2017 from
Section D, line 7: $

Applied to underdistributions of prior years

Applied to 2017 distributable amount

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

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

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

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

Breakdown of line 7:

Excess from 2013, ..

Excess from 2014, ., . .

Excess from 2015, ., . .

Excess from 2016, . . .

oiaio ||

Excess from 2017, . . .

JSA
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CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN 90-0779996

Schedule A (Form 990 or 990-EZ) 2017 Page 8
Supplemental Information. Provide the explanations required by Part If, line 10; Part Il, line 17a or 17b: Part
I, tine 12; Part IV, Section A, lines 1, 2, 3b, 3¢, 4b, 4c, 5a, 8, 9a, 9b, 9¢, 11a, 11b, and 11¢; Part IV, Section
B, lines 1 and 2; Part IV, Section C, line 1; Part IV, Section D, lines 2 and 3; Part IV, Section E, lines 1c, 2a, 2b,
3a and 3b; Part V, line 1; Part V, Section B, line 1e; Part V, Section D, lines 5, 6, and 8; and Part V, Section E,
lines 2, 5, and 6. Also complete this part for any additional information. (See instructions.)

PUBLIC CHARITY STATUS OF GROUP RETURN AFFILIATES

SCHEDULE A, PART I

EGLESTON CHILDREN'S HOSPITAL AT EMORY UNIVERSITY, INC.

PUBLIC CHARITY STATUS: 170(B) (1) (A)(III) - BOX 3

SCOTTISH RITE CHILDREN'S MEDICAL CENTER, INC.

PUBLIC CHARITY STATUS: 170(B) (1) (A)(III) - BOX 3

EGLESTON AFFILIATED SERVICES, INC.

PUBLIC CHARITY STATUS: 170(B) (1) (A) (III) - BOX 3

EGLESTON PEDIATRIC GROUP, INC.

PUBLIC CHARITY STATUS: 170(B) (1) (A) (ITII) - BOX 3

HSOC, INC.

PUBLIC CHARITY STATUS: 170(B) (1) (A)(III) - BOX 3

MARCUS AUTISM CENTER, INC.

PUBLIC CHARITY STATUS: 509(A) (2) - BOX 10

CHILDREN'S HEALTHCARE OF ATLANTA FOUNDATION

PUBLIC CHARITY STATUS: 509(A) (1) AND 170(B) (1) (A) (VI) -~ BOX 7

JsA Schedule A (Form 990 or 990-EZ) 2017
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Schedule B Schedule of Contributors OMB No. 1645-00¢7
(Form 990, 990-E2,

O 990 PE ) e Treaca » Attach to Form 990, Form 990-EZ, or Form 990-PF. 2017
lntgrnar]Revenue Service i B Go to www.irs.gov/Form990 for the latest information.

Name of the organization
CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN

90-0779996

Employer identification number

Organization type (check one):

Filers of:

Form 990 or 990-EZ

Form 990-PF

Section:

501(c)( 3 ) {enter number) organization

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

501(c)(3) exempt private foundation

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

D00 O00X

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

L]

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

Special Rules

L]

For an organization described in section 501(c)(3) filing Form 990 or 990-EZ that met the 33 1/3 % support test of the
regulations under sections 509(a)(1) and 170(b)(1)(A)(vi), that checked Schedule A (Form 990 or 990-EZ), Part I}, line
13, 16a, or 18b, and that received from any one contributor, during the year, total contributions of the greater of (1)
$5,000; or (2) 2% of the amount on (i) Form 990, Part VIl line 1h; or (i) Form 9980-EZ, line 1. Complete Parts | and |I.

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

For an organization described in section 501(c)(7), (8), or (10) filing Form 990 or 990-EZ that received from any one
contributor, during the year, contributions exclusively for religious, charitable, etc., purposes, but no such
contributions totaled more than $1,000. If this box is checked, enter here the total contributions that were received
during the year for an exclusively religious, charitable, etc., purpose. Don't complete any of the parts unless the
General Rule applies to this organization because it received nonexclusively religious, charitable, etc., contributions
totaling $5,000 ormore during the year . , . . . . . . . it it ittt e e .. 3

Caution: An organization that isn't covered by the General Rule and/or the Special Rules doesn't file Schedule B (Form 990,
990-EZ, or 990-PF), but it must answer "No" on Part IV, line 2, of its Form 990; or check the box on line H of its Form 990-EZ or on its
Form 990-PF, Part 1, line 2, to certify that it doesn't meet the filing requirements of Schedule B (Form 990, 990-EZ, or 990-PF).

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

JSA

7E1251 1.000
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Schedule B (Form 990, 890-EZ, or 880-PF) (2017)

Page 2

Name of organization

CHILDRENTS HEALTHCARE OF ATLANTA GROUP RETURN

Employer identification number
90-0779996

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

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

6,139,887.

Person
|

Payroll
Noncash .

(Complete Part if for
noncash contributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

{d)
Type of contribution

9,979,609.

Person
Payroll
Noncash

(Complete Part I} for
noncash contributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

{c)

Total contributions

{d)
Type of contribution

3,000,000.

Person
-

Payroli
Noncash

(Complete Part It for
noncash contributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

{d)
Type of contribution

2,510,000.

Person
Payroll .
L

Noncash

(Complete Part I} for
noncash contributions.)

(a)
No.

(b}
Name, address, and ZIP + 4

(c)
Total contributions

(d)
Type of contribution

2,000,000.

Person

Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contribution

5,135,731,

Person
]

Payroll
Noncash

(Complete Part 1l for
noncash contributions.)

JSA

7E1253 1.000
7816CH 2217
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Schedule B (Form 990, 990-EZ, or 990-PF) (2017)

Page 2

Name of organization

CHILDRENTS HEALTHCARE OF ATLANTA  GROUP RETURN

Employer identification number
90~-0779996

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

(a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
7 Person
Payroli
4,865,384. Noncash
(Complete Part 1 for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
Person
Payroll
Noncash
(Complete Part It for
noncash contributions,)
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
Person
Payroll
Noncash
(Complete Part i} for
noncash contributions.)
(a) (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
Person
Payroli
Noncash
{Complete Part I} for
noncash contributions.)
(a) (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
Person
Payroli
Noncash
(Complete Part Ii for
noncash contributions.)
(a) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
Person
Payroli
Noncash
(Complete Part Il for
noncash contributions. )

JSA
T7E1253 1.000

7816CH 2217

v 17-7.2F

Schedule B (Form 990, 890-E2, or 990-PF) (2017)

PAGE 30



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

Page 3

Name of organization CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN

Employer identification number
90-0779996

I Noncash Property (see instructions). Use duplicate copies of Part Il if additional space is needed.

{a) No. (b) FMV | {c) imate) (d)
from . . or estimate .
Part | Description of noncash property given (See instructions.) Date received

(a) No. (b (c)

) ; {d)

from . . FMV (or estimate) .
Part | Description of noncash property given (See instructions.) Date received
(a) No. (b) {c)

. d)
from L . FMV (or estimate) ( .
Part | Description of noncash property given (See instructions.) Date received
(a) No. (b) (c)

. d)
from . . FMV (or estimate) ( i

Part | Description of noncash property given (See instructions.) Date received
a) No. c
(f,)om Descriotion of (b) " i FMV (or(e)stimate) 5 (@
Part | escription of noncash property given (See instructions.) ate received
(a) No. {c)

(b} ; (d)
from _ . FMV (or estimate) .
Part | Description of noncash property given (See instructions.) Date received

JSA
7E1254 1.000

7816CH 2217

vV 17-7.2F
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Schedule B (Form 990, 990-EZ, or 990-PF) (2017) - Page 4
Name of organization CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN Employer identification number
90-0779996
m Exclusively religious, charitable, etc., contributions to organizations described in section 501(c)(7), (8), or
(10) that total more than $1,000 for the year from any one contributor. Complete columns (a) through (e) and
the following line entry. For organizations completing Part iil, enter the total of exclusively religious, charitable, etc.,
contributions of $1,000 or less for the year. (Enter this information once. See instructions.) > $
Use duplicate copies of Part lil if additional space is needed.

(a) No.
éroml {b) Purpose of gift (c) Use of gift (d) Description of how gift is held
art
(e} Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
(a) No.
fromI (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part
(e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
(a) No.
from {b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part |
(e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
(a) No.
from (b) Purpose of gift {c) Use of gift (d) Description of how gift is held
Part |
{e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
JSA Schedule B (Form 990, 990-EZ, or 8990-PF) (2017)

7E 1255 1.000
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SCHEDULE D Supplemental Financial Statements OME No. 1545-0047

(Form 990) P~ Complete if the organization answered "Yes" on Form 990,
Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11¢, 11d, 11e, 11f, 12a, or 12b.
B> Attach to Form 990. Open to Public
B Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Employer identification number

Department of the Treasury
Internal Revenue Service

Name of the organization

CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN 90-0779996

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

(a) Donor advised funds {b) Funds and other accounts
1 Total numberatendofyear . ..........
2 Aggregate value of contributions to (during year)
3 Aggregate value of grants from (during year) .
4  Aggregate value atendofyear, . ... .....
5  Did the organization inform all donors and donor advisors in writing that the assets held in donor advised
funds are the organization's property, subject to the organization's exclusive legalcontrol? . , . ..., ... .. 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? . . . . . i . L L L i e e e e e e e e e e e ke e e e Yes D No

Conservation Easements.
Complete if the organization answered "Yes" on Form 990, Part IV, line 7.

1 Purpose(s) of conservation easements held by the organization (check all that apply).
Preservation of land for public use (e.g., recreation or education) Preservation of a historically important land area
Protection of natural habitat Preservation of a certified historic structure

Preservation of open space
2  Complete lines 2a through 2d if the organization held a qualified conservation contribution in the form of a conservation

easement on the last day of the tax year. Held at the End of the Tax Year

a Total number of conservationeasements . . . . . v v v vt s v s b h e e e e e 2a
b Total acreage restricted by conservationeasements . . . .. .. .. ... ... 2b
¢ Number of conservation easements on a certified historic structure included in (a). . . . . 2¢
d Number of conservation easements included in (c) acquired after 7/25/06, and not on a
historic structure listed in the NationalRegister., , . . .. ... ... ... .. .. .. 2d
3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the
tax year b

E-N

Number of states where property subject to conservation easement is located b
5 Does the organization have a written policy regarding the periodic monitoring, inspection, handling of

violations, and enforcement of the conservationeasementsitholds? . . . . .. .. . ¢ v v v v v v v vu.. Yes D No
6 Staff and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
P
7 Amount of expenses incurred in monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
b3
8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B
and section 1700 A B ? . . . L e e e e e e e e D Yes | No

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

organization's accounting for conservation easements
m Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered "Yes" on Form 890, Part IV, line 8.
1a If the or?amzat:on elected, as permitted under SFAS 116 (ASC 958), not to regort in its revenue statement and balance sheet

works of art, historical treasures, or other similar assets held for pubhc exhibition, education, or research in furtherance of
public service, provide, in Part XlI, the text of the footnote to its financial statements that describes these items,

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

(i) Revenueincluded on Form 990, PartVEiL line 1.« o v o o o i it i i i e e e s s e e s e e e e s L
(ii) Assets included in Form 990, Part X. .« . o v v v v it i it e e e e e e e e e e e e e e B3

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 968) relating to these items:

a Revenue included on Form 990, Part VIl line 1. . . . . . v i i i i v s et s e e e e s et e e B3

b Assets included in Form 990, Part X. v v v v v v v v v vt v v e e e e e e ke e e s e e s ek e e e L)
For Paperwork Reduction Act Notice, see the instructions for Form 990. Schedule D (Form 990) 2017
JSA
7E 1268 2.000
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CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN

Schedule D (Form 980) 2017
Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)

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

3

a
b
c

4

5

90-0779996
Page2

Public exhibition
Scholarly research

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

XML

During the year, did the organization solicit or receive donations of art, historical treasures or other similar

' H

Loan or exchange programs
Other

D Yes D No

40  Escrow and Custodial Arrangements.
Complete if the organization answered "Yes" on Form 990, Part IV, line 9, or reported an amount on Form

9980, Part X, line 21.

1a

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

[:l Yes [:] No

included on Form 990, Part X7 . . L . . . i e e e e e e e
b If "Yes," explain the arrangement in Part Xill and complete the following table:
Amount
¢ Beginningbalance . .. ... ... e e 1c
d Additionsduringtheyear . .. .. ... ... ... ... 1d
e Distributionsduringtheyear, ., .. . . ... ... ... ... ... .. ..., 1e
f o Endingbalance , . . .. ... ... i e e e e 1f
2a Did the organization include an amount on Form 990, Part X, line 21, for escrow or custodial account liability? {__J Yes | |No
b If "Yes," explain the arrangement in Part Xill. Check here if the explanation has been provided onPart Xill , , . . . . . ...
#1de"2  Endowment Funds.
Complete if the organization answered “Yes” on Form 980, Part iV, line 10,
{(a) Current year (b) Prior year (c) Two years back (d) Three years back | (e) Four years back
1a Beginning of year balance . . . . 151,455,152, 144,155,800.|142,112,872.1133,659,871.] 121,601, 928.
b Contributions . . . ... .. ...
¢ Net investment earnings, gains,
and I0SSES . + v e 14,740,293, 7,825,208, 2,500,092, 8,855,491, 12,361,363,
d Grants or scholarships . .. ...
e Other expenditures for facilities
and programs. « « « v v . u . .. 562,211. 525,856. 457,164. 402,389. 297,897.
f Administrative expenses . . . . . 101. 5,523.
g End of year balance. . . . . . . . 165,633,234.) 151,455,152.|144,155,800.(142,112,872.| 133,659,871.
2  Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as:
a Board designated or quasi-endowment b %
b Permanentendowment B 23.9100 %
Temporarily restricted endowment p 6.0900 %
The percentages on lines 2a, 2b, and 2c¢ should equal 100%.
3a Are there endowment funds not in the possession of the organization that are held and administered for the
organization by: Yes | No
(i) unrelated Organizations . . . & . L i h e e e e e e e e e e e e e e e e e e e e 3a(i)] X
(i) related OrganizZalions . . . . . . . i i h e e e e e e e e e e e e e e e e e 3a(ii) X
b If "Yes" on line 3a(ii), are the related organizations listed as required on Schedule R?., . . .. .. ... ... ... 3b
Describe in Part XHlI the intended uses of the organization's endowment funds.
Part Vi Land, Buildings, and Equipment.
Complete if the organization answered "Yes" on Form 990, Part IV, line 11a. See Form 990, Part X, line 10.
Description of property {a) Cost or other basis {b) Cost or other basis (¢} Accumulated (d) Book value
{Investment) {other) depreciation
1a Land, | . ... .. ... .. ... 152,035,877. 152,035,877,
b Buildings , ., ............. 584,570,546.1278,974, 985, 305,595,561,
¢ Leasehold improvements, . ., .. .. 8,484,241. 7,214,369, 1,269,872.
d Equipment , ... ....... ... 518,921,705.(233,250, 683. 285,671,022,
e Other | . .. ... i 230,306,886.1199,064,174. 31,242,712,
Total. Add lines 1a through 1e. (Column (d) must equal Form 990, Part X, column (B}, line 10¢c.). . . . . . . | o 775,815,044.
Schedule D (Form 990) 2017
JSA
7E1269 1.000
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CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN 90-0779996

Schedule D (Form 990) 2017 Page 3
18 Investments - Other Securities.
Complete if the organization answered "Yes" on Form 990, Part IV, line 11b. See Form 990, Part X, line 12.

(a) Description of security or category (b) Book value (c) Method of valuation:
(including name of security) Cost or end-of-year market value

{3) Other
A)
B)
©)
D)
)
)
©)
(H)
Total. (Column (b) must equal Form 990, Part X, col. (B} line 12.) B

g1 T Investments - Program Related.
Complete if the organization answered "Yes" on Form 990, Part IV, line 11c. See Form 990, Part X, line 13.

(a) Description of investment (b) Book value {c) Method of valuation:
Cost or end-of-year market value

(1)
(2)
(3)
(4)
(5)
(6)
(7)
(8)
(9)
Total. (Column (b) must equal Form 990, Part X, col, (B) fine 13.) B>

14 be  Other Assets,
Complete if the organization answered "Yes" on Form 990, Part IV, line 11d. See Form 990, Part X, line 15.

(a) Description (b) Book value
(1)IC RECEIVALBES FROM PARENT 2,451,678,495.
(2) DEPOSITS/NON CURRENT ASSETS 11,390,328,
(3)
(4)
(5)
(6)
(7)
(8)
(9)
Total. (Column (b) must equal Form 990, Part X, col. (B) /ine 15.), . . . . . . . . v v v v i e e vun o »| 2,463,068,823.

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

line 25.

1. (a) Description of liability (b) Book value
(1) Federal income taxes
(2) BONDS 639,689,692.
(3)LONG TERM INSURANCE RESERVES 23,637,462,
(4) DUE TO/FROM GOVERNMENT PAYORS 4,061,667,
(5)NON CURRENT LIABILITIES 908, 656.
(6)
)
(8)
9)

Total. (Column (b) must equal Form 990, Part X, col. (B} line 25,) B 668,297,477.

2. Liability for uncertain tax positions. in Part Xlil, provide the text of the footnote to the organization's financial statements that reports the
organization's liability for uncertain tax positions under FIN 48 (ASC 740). Check here if the text of the footnote has been provided in Part XIli L_X]
Schedule D (Form 950) 2017
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CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN
Schedule D (Form 990) 2017

90-0779996

Page 4

1104 Reconciliation of Revenue per Audited Financial Statements With Revenue per Return.

Complete if the organization answered "Yes" on Form 990, Part IV, line 12a.

1 Total revenue, gains, and other support per audited financial statements . . . . .. ... ... ... 1
2 Amounts included on line 1 but not on Form 980, Part VIll, line 12
a Net unrealized gains (losses)oninvestments . . . . . .. ... ... ..., 2a
b Donated services and use of facilities + « v v v v v v v v e n e e e 2b
¢ Recoveries of prioryeargrants. « . v . v v v v v v v v v r et 2¢
d Other (Describe inPart XIL) « & v v v v it i e it e e e e i e v ns 2d
e Addlines2athrough2d . . . . v v v i ittt it e e e e e e 2e
3 Subtractline 2e from N T v v v v v v v v e v e e e e e e e e e e e e e, 3
4  Amounts included on Form 990, Part VIll, line 12, but not on line 1:
a Investment expenses not included on Form 990, Part Vil line7b. . . . . .. 4a
b Other (Describe inPart X)) . v v v v v v it e e s e e et e e e 4b
c Addlines4a anddb . . . . . i it i i e e e e e e e e e e e e e e 4c
Total revenue. Add lines 3 and 4c¢. (This must equal Form 990, Part 1, line 12.) . v v « v v v v v v . . 5

Part 2l 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
Amounts included on line 1 but not on Form 990, Part IX, line 25;
a Donated services and use offacilities . . . . . . v v v v i v it e i 2a
b Prioryearadiustments . « .« v v v i i i e e e e 2b
C Other oS58 . « v v v v v e v v e e e e e e e e e e e 2c
d Other (Describein Part XHL) + « c v v v v v vt e e e e e e s e e e e e 2d
e Addlines2athrough2d . . . . i it i i it et it e e e e e e 2e
3 Subtractfine2e fromline 1 . . . . v i it i it i e e e e e e e e e e 3
4  Amounts included on Form 990, Part IX, line 25, but not on line 1:
a Investment expenses not included on Form 990, Part Vil line7b . . . . . . . 4a
b Other (Describe inPart XHL) « « v v v vt i it e et e et et e e e 4b
c Addlinesda and db . . . v . .. it e e e e e e e e e e e e e e e 4c
Total expenses. Add lines 3 and 4c. (This must equal Form 990, Partl line 18.) . . . v v v v . . . . 5

Part 24IT  Supplemental Information,

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

2, Part X1, lines 2d and 4b; and Part Xll, lines 2d and 4b. Also complete this part to provide any additional information,

SEE PAGE 5

JSA
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Schedule D (Form 990) 2017 CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN 90-0779996

Page 5

=140 41 Supplemental Information (continued)

INTENDED USE OF ENDOWMENT FUNDS

SCHEDULE D, PART V, LINE 4

THE PERMANENTLY RESTRICTED ENDOWMENT BALANCE INCLUDES $48,018,919 OF
EGLESTON'S BENEFICIAL INTEREST IN TRUSTS AND $107,579,659 OF SCOTTISH
RITE'S BENEFICIAL INTEREST IN TRUSTS. CHILDREN'S IS THE PRIMARY
BENEFICIARY OF THE PROPORTIONAL INCOME FROM CERTAIN PERPETUAL THIRD-PARTY
TRUSTS. CHILDREN'S HAS NO ACCESS TO THE CORPUS OF THESE TRUSTS AND HAS
LIMITED INPUT INTO, AND ONLY IN SOME CASES, THE INVESTMENT MIX OF THE
UNDERLYING FUNDS HELD BY THE TRUSTS. THE ESTIMATED PRESENT VALUE OF
FUTURE DISTRIBUTIONS TO BE RECEIVED FROM THESE TRUSTS IS USED FOR
VALUATION PURPOSES. ALL ENDOWMENT FUNDS ARE COMPRISED OF PUBLICLY TRADED
AND MARKETABLE SECURITIES, WITH THE EXCEPTION OF THE SCOTTISH RITE
BENEFICIAL INTERESTS IN TRUSTS, WHICH ARE CLASSIFIED AS OTHER SECURITIES.
ENDOWMENT FUNDS ARE UTILIZED TO PROVIDE FINANCIAL SUPPORT FOR CLINICAL,
RESEARCH, TEACHING, AND WELLNESS INITIATIVES AND PROGRAMS, INCLUDING A

DESIGNATED PORTION FOR CHARITY CARE SERVICES.

DESCRIPTION OF OTHER LIABILITIES

SCHEDULE D, PART X

THE INTERCOMPANY BALANCE INCLUDES THE FILING ORGANIZATION'S SHARE OF THE
TAX~-EXEMPT BOND LIABILITIES AS PART OF THE HEALTH SYSTEM'S OBLIGATED
GROUP. DETAILED INFORMATION ABOUT THE OBLIGATED GROUP'S TAX EXEMPT BONDS
IS REPORTED ON THE FORM 990 OF THE GROUP'S PARENT, CHILDREN'S HEALTH CARE

OF ATLANTA, INC., EIN 58-2367819.

Schedule D (Form 990) 2017

JSA
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Schedule D (Form 990) 2017 CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN 90-0779996 Page §
o8l Supplemental Information (continued)

FIN 48 (ASC740) FOOTNOTE

SCHEDULE D, PART X, LINE 2

CHILDREN'S HEALTHCARE OF ATLANTA FOLLOWS THE PROVISIONS OF ASC 740 (FIN
48), WHICH ADDRESSES LIABILITY FOR UNCERTAIN TAX POSITIONS. NO RELATED

DISCLOSURES HAVE BEEN NECESSARY IN CHOA'S AUDITED FINANCIAL STATEMENTS

FOR FISCAL YEARS 2017 AND 2016.

Schedule D (Form 990) 2017
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Supplemental Information Regarding Fundraising or Gaming Activities OMB No. 1545-0047

SCHEDULE G

. Complete if the organization answered “Yes” on Form 990, Part IV, line 17, 18, or 19, or If the
(Form 990 or 990 EZ) organization entered more than $156,000 on Form 990-EZ, line 6a.

B> Attach to Form 990 or Form 990-EZ. :

Department of the Treasury ] Open to Public
Internal Revenue Service B> Go to www.irs.gov/Form3990 for the latest instructions. Inspection
Name of the organization Employer identification number
CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN 90-0779996

[l Fundraising Activities. Complete if the organization answered "Yes" on Form 990, Part IV, Iine 17.
Form 990-EZ filers are not required to complete this part.
1 Indicate whether the organization raised funds through any of the following activities. Check ali that apply.

a Mail solicitations e Solicitation of non-government grants
b Internet and email solicitations f Solicitation of government grants

c Phone solicitations g Special fundraising events

d In-person solicitations

2a Did the organization have a written or oral agreement with any individual (including officers, directors, trustees,
or key employees listed in Form 890, Part VII) or entity in connection with professional fundraising services? D Yes D No
b If "Yes," list the 10 highest paid individuals or entities (fundraisers) pursuant to agreements under which the fundraiser is to be
compensated at least $5,000 by the organization.

S . {v) Amount paid to .
{iii) Did fundraiser have (v} Gross receipts (o retained by) {vi} Amount paid to

(i) Activity custodypr cpntrol of from activity fundraiser listed in (or retafneq by)
contributions? col. {i) organization

Yes No

(i) Name and address of individual
or entity (fundraiser)

3 List all states in which the organization is registered or licensed to solicit contributions or has been notified it is exempt from
registration or licensing.

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule G (Form 990 or 990-EZ) 2017
JSA
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CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN

Schedule G (Form 990 or 980-EZ) 2017

90-0779996

Page 2

Fundraising Events. Complete if the organization answered "Yes" on Form 990, Part IV, line 18, or reported more
than $15,000 of fundraising event contributions and gross income on Form 990-EZ, lines 1 and 6b. List events with
gross receipts greater than $5,000.

---------------------

(a) Event #1 (b) Event #2 (c) Other events (d) Total events
HOPE&WILL GALA |SPRING CLASSIC 102. | (add col. (a) through
{event type) {event type) (total number) col. (c))
(]
>3
|1 Grossreceipts . . . ... .. .. . 1,121,707. 517,317. 13,535,998, 15,175,022,
[
4
2 Less: Contributions |, ., . ... 751,350. 302,200. 2,933,208. 3,986,758,
3 Gross income (line 1 minus
ine2), . ... . e, 370,357. 215,117. 10,602,790. 11,188,264,
4 Cashprizes, . . ., . . ..,.....
5 Noncashprizes, , . ... ...... 169, 169.
723
2| 6 Rentffacilitycosts _ . ... ... 20,196. 196,653, 216,849.
o
@
Q.
@ | 7 Food and beverages . . . . .. ... 94,000. 141,217, 235,217,
g
()
5|8 Entertainment , ., . .. .. .... 4,750. 27,750. 32,500.
9 Other direct expenses , , . ., . . . 73,217. 151,170. 1,731,226. 1,955,613.
10 Direct expense summary. Add lines 4 through 9 incolumn(d) _ ., . .. ........ ... ... | o 2,440,348.
d > 8,747,916.

11 Net income summary. Subtract line 10 from line 3, column
Gaming. Complete if the organization answered "Yes" on Form 990, Part IV, line 19, or reported more
than $15,000 on Form 990-EZ, line 6a.

(b) Pult tabs/instant

(d) Total gaming (add

.................

g (a) Bingo bingo/progressive bingo (¢) Other gaming col. {a) through col. {c})
5
“ | 1 Grossrevenue , . .. ... ..... 124,891, 124,891.
®| 2 Cashprizes = . . .. . ...
1723
@
2| 3 Noncashprizes ........... 62,712, 62,712.
w
§ 4 Rentffacilitycosts . . ...
[a)

5 Other directexpenses ., , , .. ...

|| Yes % | | Yes % || _|Yes %
6 Volunteerlabor, . .. .. No No X|No
7 Direct expense summary. Add lines 2 through S incolumn(d) . . . . .. . ... .. .. .. > 62,712,
L. 62,179.

9  Enter the state(s) in which the organization conducts gaming activities: GA,

a Is the organization licensed to conduct gaming activities in each of these states?

b if "No," explain;

.................

10a
b If "Yes," explain:

Were any of the organization's gaming licenses revoked, suspended, or terminated during

the tax year?

L__JYes ]_ﬁ No

JSA

7E1282 1.000
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CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN 90~0779996

Schedule G (Form 990 or 990-EZ) 2017 Page 3
11 Does the organization conduct gaming activities with nonmembers?., ., . . . ... ... ... .. ... .... |_X_' Yes I__l No
12 Is the organization a grantor, beneficiary or trustee of a trust or a member of a partnership or other entity
formed to administer charitable gaming?. . . . . . .. .. L. e e e e e e e D Yes No
13 Indicate the percentage of gaming activity conducted in:
a The organization's facilty . ., . . ...\ .ttt 13a 100.0000 %
b Anoutsidefacility . . . . . . ... e e e 13b 100.0000 o
14  Enter the name and address of the person who prepares the organization's gaming/special events books and
records:

Name b GERALD PENDREY

16a Does the organization have a contract with a third party from whom the organization receives gaming

16 Gaming manager information:

Name p DENISE BARNES

D Director/officer Employee D independent contractor

17  Mandatory distributions:
a s the organization required under state law to make charitable distributions from the gaming proceeds to
retain the state gaming ioBNSE?, . . . . . o o\ v vt ottt e e [ Jves [XINo
b Enter the amount of distributions required under state law to be distributed to other exempt organizations
or spent in the organization's own exempt activities during the taxyear p $
Supplemental Information. Provide the explanation required by Part |, line 2b, columns (if) and (v), and
Part lll, lines 9, 9b, 10b, 15b, 15¢, 16, and 17b, as applicable. Also provide any additional information
(see instructions).

Scheduie G (Form 990 or 990-E2) 2017
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SCHEDULE H
(Form 990)

Department of the Treasury
Internal Revenue Service

Hospitals

B Complete if the organization answered "Yes" on Form 990, Part IV, question 20.
B Attach to Form 990.

B> Go to www.irs.gov/Form990 for instructions and the latest information. Ins

Name of the organization

OMB No. 1545-0047

Open to Public

pection

Employer identification number

CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN 90-0779996
Financial Assistance and Certain Other Community Benefits at Cost
1a Did the organization have a financial assistance policy during the tax year? If "No," skip to question6a . . ... ...
b if"Yes,"wasitawritten policy?. . . v . o i it e e e e e e
2 If the organization had multiple hospital facilities, indicate which of the following best describes application of
the financial assistance policy to its various hospital facilities during the tax year.
Applied uniformly to all hospital facilities Applied uniformly to most hospital facilities
Generally tailored to individual hospital facilities
3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of
the organization's patients during the tax year.
a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing
free care? If "Yes," indicate which of the following was the FPG family income limit for eligibility for free care:
100% 150% 200% Other _235.0000 ¢
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% h 300% b 350% 400% Other __340.0000 o
¢ If the organization used factors other than FPG in determining eligibility, describe in Part VI the criteria used

for determining eligibility for free or discounted care. Include in the description whether the organization used
an asset test or other threshold, regardless of income, as a factor in determining eligibility for free or

discounted care.

4 Did the organization's financial assistance policy that applied to the largest number of its patients during the
tax year provide for free or discounted care to the "medically indigent'?. . . . .. ... ... ... ... ... ...
5a Did the organization budget amounts for free 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? . . . . . . .. ... ...
¢ If "Yes" to line 5b, as a result of budget considerations, was the organization unable to provide free or
discounted care to a patient who was eligible for free or discounted care? . . . . v v v v v v vt e e e
6a Did the organization prepare a community benefit report during the taxyear? . . . . . v v v v v v v v v
b If "Yes," did the organization make it available to the public? . « v v v v v v vt e e e e
Complete the following table using the worksheets provided in the Schedule H instructions. Do not submit
these worksheets with the Schedule H.
7 Financial Assistance and Certain Other Community Benefits at Cost
Financial Assistance and (aa)c't“igi’gi‘gsegff {b) Persons {c) Total community (d) Direct offsetting (e) Net community {f) Percent
Means-Tested Government programs served benefit expense revenue benefit expense of total
Programs (opfional) (optional) expense
a Financial Assistance at cost
(from Worksheet 1) .+ .+ . 28,894,612, 2,007,000. 26,887,612, 1.90
b Medicaid (from Worksheet 3,
COMMAE) v v w v v e 702,815,172, 613,077,260. 89,737,912, 6.35
€ Costs of other means-tested
government programs {from
Worksheet 3, coumn b) , .
d  Total Financial Assistance and
Means-Tested Government
Programs . v . + o« 4 o 731,709,784, 615,084, 260. 116,625,524, 8.25
Other Benefits
€ Community health improvement
services and community benefit
operations (from Worksheet 4) - 29,121,240, 4,237,675, 24,883,565, 1.76
f Health professions education
(from Worksheet 5) . , 26,009,107. 18,972, 086. 7,037,020. .50
g Subsidized health services (from
Worksheet8)« » » » » » + s 50,245,005, 19,306,953, 30,938,052, 2.19
h Research (from Worksheet 7) 50,910,872, 12,801,537. 38,109,335, 2.70
i Cash and in-kind contributions
for community benefit (from
Worksheet8), « + v & « a »
i Total Other Benefits . + » . 156,286,224, 55,318,251. 100,967,972, 7.15
887,996,008. 670,402,511, 217,593,496, 15.40

K

Total. Add lines 7d and 7, .

For Paperwork Reduction Act Notice, see the Instructions for F
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CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN

Schedule H (Form 980) 2017
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

90-0779996
Page 2

health of the communities it serves.

(c) Total community

(a) Number of | (b) Persons
building expense

activities or served
programs (optional)
{optional)

fevenue

{d} Direct offsetting

{e) Net community
building expense

(f) Percent of
total expense

Physical improvements and housing

Economic development

Community support

Environmental improvements

o ia W [N e

Leadership development and

training for community members

-1

Coalition building

Community health improvement
26,440,

advocacy

Workforce development

Other

10

Total 26,440.

m Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense

1

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

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

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 DSHand IME) . ... ... ...
Enter Medicare allowable costs of care relating to paymentsonifine5 . .........
Subtract line 6 from line 5. This is the surplus (orshortfall) . . .. .. ... .......

Describe in Part Vi the extent to which any shortfall reported in line 7 should be treated as community
benefit. Also describe in Part VI the costing methodology or source used to determine the amount reported

on line 6. Check the box that describes the method used:
Cost accounting system Cost to charge ratio

D Other

Section C. Collection Practices

Did the organization have a written debt collection policy during the taxyear?. . . . . . . o v v o v v v v v v e .. 9a | X
b if "Yes,” did the organization's collection policy that applied to the largest number of its patients during the tax year contain provisions on the
collection practices to be followed for patients who are known to qualify for financial assistance? Describe in Part Vi

23,196,559,

Yes | No

3

5

8,803,000.

6

9,284,013.

7

-481,013.

.....

.........

9b | X

PartiIv Management Companies and Joint Ventures (owned 10% or more by officers, directors, trustees, key employees, and physicians - see instructions)
(a) Name of entity (b} Description of primary {c) Organization's {d) Officers, directors, {e) Physicians'
activity of entity profit % or stock trustees, or key profit % or stock
ownership % employees' profit % ownership %
or stock ownership %
4SEE PART VI QUTPATIENT SURGERY CENTER 51.00000 49.00000
2
3
4
5
6
7
8
9
10
11
12
13
JSA
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CHILDREN'S HEALTHCARE OF ATLANTA

Schedule H (Form 990) 2017

GROUP RETURN

90~077999%6

Page 3

Facility information

Section A. Hospital Facilities
(list in order of size, from largest to smallest - see instructions)
How many hospital facilities did the organization operate during

the tax year? 2

Name, address, primary website address, and state license
number (and if a group return, the name and EIN of the
subordinate hospital organization that operates the hospital

facility)

1eudsou pasuaoi

{ealbins g jeaipawl |elouss)

leydsoy s,usIpiyo

{eudsoy Butyoes )

[exdsoy ssaooe feonun

Aypioe) yoseasey

SinoY pZ-u3

JBUY0-y3

Other (describe)

Facility
reporting
group

1 EGLESTON CHILDREN'S HOSPITAL

1405 CLIFTON ROAD NE

ATLANTA GA 30322

CHOA.ORG

044-079

2 SCOTTISH RITE CHILDREN'S MEDICAL CTR

1001 JOHNSON FERRY ROAD NE

ATLANTA GA 30342

CHOA.ORG

060-303

3

10

JSA
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CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN 90-0779996
Schedule H (Form 990) 2017 Page 4
Facility Information (continued)

Section B. Facility Policies and Practices
{(complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)

Name of hospital facility or letter of facility reporting group GROUP A

Line number of hospital facility, or line numbers of hospital

facilities in a facility reporting group (from Part V, Section A): 1.2

Community Health Needs Assessment

1 Was the hospital facility first licensed, registered, or similarly recognized by a state as a hospital facility in the

current tax year or the immediately preceding taxyear? , . . . .. . ... ...t e e 1 X
2 Was the hospital facility acquired or placed into service as a tax-exempt hospital in the current tax year or

the immediately preceding tax year? If "Yes," provide details of the acquisition in SectionC , , ... ... .. .. 2 X
3 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a

community health needs assessment (CHNA)? If "No," skipto line 12 , . . ., . . e e e e e e e e e e e e

If "Yes," indicate what the CHNA report describes (check all that apply):
A definition of the community served by the hospital facility
Demographics of the community
Existing health care facilities and resources within the community that are available to respond to the
health needs of the community
How data was obtained
The significant health needs of the community
Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
g The process for identifying and prioritizing community health needs and services to meet the
community health needs
h The process for consulting with persons representing the community's interests
i The impact of any actions taken to address the significant health needs identified in the hospital
facility's prior CHNA(s)
j D Other (describe in Section C)
4 Indicate the tax year the hospital facility fast conducted a CHNA: 20 16

[x[oel] [

§  Inconducting its mostrecent CHNA, did the hospital facility take into account input from persons who represent

the broad interests of the community served by the hospital facility, including those with special knowledge of or

expertise in public health? If "Yes,” describe in Section C how the hospital facility took into account input from
persons who represent the community, and identify the persons the hospital facility consulted , , , ., ... .. 5 | X

6a Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities In Section C |, . . . .. .. .. . e e e e e 6a | X

b Was the hospital facility's CHNA conducted with one or more organizations other than hospital facilities? If "Yes,"

list the other organizations in Section C | , . . . . . . ... .. .. it e

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 (listurl); SEE PART V, SECTION C
Other website (list url):
X| Made a paper copy available for public inspection without charge at the hospital facility
Other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If "No,"skiptoline 11 . . . . . .. . ... ... ......

Qo o e

11 Descnbe in Section C how the hospital facility is addressing the significant needs identified in its most
recently conducted CHNA and any such needs that are not being addressed together with the reasons why
such needs are not being addressed.

12a Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a
CHNA as required by section 501(1(3) 2 . . . . . . i it ittt e e e e e e e e e,
if "Yes" to line 12a, did the organization file Form 4720 to report the section 495G excise tax? . . . . ... ...
If "Yes" to line 12b, what is the total amount of section 4959 excise tax the organization reported on Form

4720 for all of its hospital facilities? $

;2/?287 1000 Schedule H (Form 980) 2017
7816CH 2217 vV 17-7.2F PAGE 45




Schedule H (Form 990) 2017 CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN 90-0779996

Page 5

[ PartV_

Facility Information {continued)

Financial Assistance Policy (FAP)

Name of hospital facility or letter of facility reporting group GROUP A

Did the hospital facility have in place during the tax year a written financial assistance policy that:

13 Explained eligibility criteria for financial assistance, and whether such assistance included free or discounted care?

If "Yes," indicate the eligibility criteria explained in the FAP:

a [X]

Te "o a6 o
LT Il T

Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 23°-0000 of
and FPG family income limit for eligibility for discounted care of 3409000 of

Income level other than FPG (describe in Section C)

Asset level

Medical indigency

Insurance status

Underinsurance status

Residency

Other (describe in Section C)

14  Explained the basis for calculating amounts charged topatients?, . . . . . . . . v v v i i i it oo

15 Explained the method for applying for financial assistance?, . . . . . . . . . . . i i it et v i e e e
If "Yes," indicate how the hospital facility's FAP or FAP application form (including accompanying
instructions) explained the method for applying for financial assistance (check all that apply):

(2]
L B B B [

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

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

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

d Provided the contact information of nonprofit organizations or government agencies that may be
sources of assistance with FAP applications
e Other (describe in Section C)
16  Was widely publicized within the community served by the hospital facility? . . . . ... ... ... ......

a 0 T
=

D
S 3 P R P 9 P

"Yes," indicate how the hospital facility publicized the policy (check all that apply):

The FAP was widely available on a website (list urly: SEE PART V, SECTION C
The FAP application form was widely available on a website (list urf): SEE PART V, SECTION C

A plain language summary of the FAP was widely available on a website (ist url; SEE _PART V, SECT

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

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

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

Individuals were notified about the FAP by being offered a paper copy of the plain language summary of
the FAP, by receiving a conspicuous written notice about the FAP on their billing statements, and via
conspicuous public displays or other measures reasonably calculated to attract patients' attention

Schedule H {(Form 990) 2017

h D Notified members of the community who are most likely to require financial assistance about availability
of the FAP
i The FAP, FAP application form, and plain language summary of the FAP were translated into the
primary language(s) spoken by LEP populations
j D Other (describe in Section C)
JSA
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CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN 90-0779996
Schedule H (Form 990) 2017 Page 6
Facility Information (continued)

Billing and Collections
Name of hospital facility or letter of facility reporting group GROUP A

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

Yes | No

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

facility's FAP:

av

a || Reporting to credit agency(ies)

b || Selling anindividual's debt to another party

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

d : Actions that require a legal or judicial process

e |__| Othersimilar actions (describe in Section C)

f L& None of these actions or other similar actions were permitted

19 Did the hospital facility or other authorized party perform any of the following actions during the tax year

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

a Reporting to credit agency(ies)
Selling an individual's debt to another party
c Deferring, denying, or requiring a payment before providing medically necessary care due to

nonpayment of a previous bill for care covered under the hospital facility's FAP
d B Actions that require a legal or judicial process
Other similar actions (describe in Section C)
20 Indicate which efforts the hospital facility or other authorized party made before initiating any of the actions listed (whether or
not checked) in line 19 (check all that apply):
a Provided a written notice about upcoming ECAs (Extraordinary Coliection Action) and a plain language summary of the
FAP at least 30 days before initiating those ECAs
Made a reasonable effort to orally notify individuals about the FAP and FAP application process
Processed incomplete and complete FAP applications
Made presumptive eligibility determinations
Other (describe in Section C)
f None of these efforts were made
Policy Relating to Emergency Medical Care
21 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care
that required the hospital facility to provide, without discrimination, care for emergency medical conditions to
individuals regardless of their eligibility under the hospital facility's financial assistance policy? , , . ., ... ..
If "No," indicate why:
The hospital facility did not provide care for any emergency medical conditions

(oI~ R s T o 4
<[ T[T ]

a
b The hospital facility's policy was not in writing
c The hospital facility limited who was eligible to receive care for emergency medical conditions (describe

in Section C)
d D Other (describe in Section C)

Schedule H (Form 990) 2017
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Schedule H (Form 990) 2017 Page 7

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

Name of hospital facility or letter of facility reporting group _ GROUP A

22 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged
to FAP-eligible individuals for emergency or other medically necessary care.
a [__—] The hospital facility used a look-back method based on claims aliowed by Medicare fee-for-service
during a prior 12-month period
b The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service and
all private health insurers that pay claims to the hospital facility during a prior 12-month period
c D The hospital facility used a look-back method based on claims allowed by Medicaid, either alone or in
combination with Medicare fee-for-service and all private health insurers that pay claims to the hospital
facility during a prior 12-month period
d D The hospital facility used a prospective Medicare or Medicaid method
23  During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility
provided emergency or other medically necessary services more than the amounts generally billed to
individuals who had insurance covering suchcare? L L
If "Yes," explain in Section C,
24 During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross
charge for any service provided to that individual? . . . . . .. .. .. .. . i e e e e
if "Yes," explain in Section C.

Scheduie M (Form 990) 2017
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CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN 90~0779996

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

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

2,3j, 5,6a,6b,7d, 11, 13b, 13h, 15e, 16}, 18e, 19e, 20¢, 21c, 21d, 23, and 24. If applicable, provide separate
descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter and

hospital facility line number from Part V, Section A ("A, 1,""A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

FORM 9890, SCHEDULE H, PART V, SECTION B, LINE 5

INPUT WAS GATHERED FROM A BROAD RANGE OF REMARKABLE HEALTHCARE LEADERS
WHO ARE PASSIONATE ABOUT THE INTEREST OF CHILDREN AND ADOLESCENTS. THESE
LEADERS IDENTIFIED AND PRIORITIZED PEDIATRIC COMMUNITY HEALTH NEEDS TO
HELP ADVANCE THE HEALTH AND WELLNESS OF CHILDREN AND ADOLESCENTS WITHIN

THE COMMUNITY.

LIST OF CHNA CONTRIBUTORS:

1 MICHAEL ANDERSON, M.D.
PEDIATRICIAN

CHILDREN'S PEDIATRIC CENTER EAST MAIN

2 ROSALYN BACON
DEPUTY DIRECTOR

FULTON COUNTY DEPARTMENT COF HEALTH AND WELLNESS

3 ELIZABETH BAKER
PARENT

CHILDREN'S FAMILY ADVISORY COUNCIL

4 FREDLY BATAILLE, M.D.
PEDIATRICIAN

INTOWN PEDIATRIC AND ADOLESCENT MEDICINE
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Facility Information (continued)

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

5 LAURIE BIVINS, N.P.

PEDIATRIC NURSE PRACTITIONER

PEDIATRICS AT WHITLOCK

6 KAREN BONNIE, M.D.

PEDIATRICIAN

LITTLE FIVE POINTS PEDIATRICS

7 JENNIFER BROWN

DISTRICT CHILD HEALTH AND IMMUNIZATION NURSE

NORTHEAST GEORGIA PUBLIC HEALTH

8 STEVE CARTER, M.D.

PEDIATRICIAN

WEST ATLANTA PEDIATRICS

9 RAJANI CHAUDHARI, M.D.

PEDIATRICIAN

CHILDREN'S HEALTHCARE OF ATLANTA

10 NICOLA CHIN, M.D.

PEDIATRICIAN

FIRST GEORGIA PHYSICIANS PEDIATRICS

11 JEFFREY COOPER, M.D.

JSA
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 8a, 6b, 7d, 11, 13b, 13h, 15¢, 16j, 18e, 19e, 20e, 21c, 21d, 23, and 24. If applicable, provide separate
descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter and
hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," efc.) and name of hospital facility,

PEDIATRICIAN

COOPER PEDIATRICS

12 LISA CROSSMAN
DEPUTY DIRECTOR

COBB AND DOUGLAS PUBLIC HEALTH DEPARTMENT

13 LORI DESOUTTER, M.D.
PEDIATRICIAN

PEDIATRIC ASSOCIATES OF NORTH ATLANTA

14 KAREN DEWLING, M.D.
PEDIATRICIAN

JOHNS CREEK PEDIATRICS

15 FALITA FLOWERS
STATE DIRECTOR, FEDERAL CHILD NUTRITION PROGRAMS

GEORGIA DEPARTMENT OF EARLY CARE AND LEARNING

16 PATRICK FRIAS, M.D.
CHIEF OPERATING OFFICER

CHILDREN'S HEALTHCARE OF ATLANTA

17 RONALD FRIESON

PRESIDENT, FOUNDATION AND EXTERNAL AFFAIRS

JSA
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2,3j,5,6a,6b,7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20e, 21c, 21d, 23, and 24. If applicable, provide separate
descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter and

hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," efc.) and name of hospital facility.

CHILDREN'S HEALTHCARE OF ATLANTA

18 JAQUELIN GOTLIEB, M.D., F.A.A.P.
PEDIATRICIAN

THE PEDIATRIC CENTER OF STONE MOUNTAIN, LLC

19 JANICE HAKER
DIRECTOR, GEORGIA HEAD START COLLABORATION OFFICE

BRIGHT FROM THE START: GEORGIA DEPARTMENT OF EARLY CARE AND LEARNING

20 ANGIE HANES
DISTRICT NURSING DIRECTOR

DISTRICT 2 PUBLIC HEALTH DEPARTMENT

21 VALERIE HARPER

PARENT

CHILDREN'S FAMILY ADVISORY COUNCIL

22 LLOYD HOFER, M.D.
DIRECTOR

GWINNETT, NEWTON AND ROCKDALE HEALTH DEPARTMENTS

23 GEORGINA HOWARD
NURSING DIRECTOR

FULTON COUNTY DEPARTMENT OF HEALTH AND WELLNESS
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Facility Information (confinued)

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

24 HOLLY HUBBARD, M.D.

PEDIATRICIAN

HUBBARD PEDIATRIC GROUP

25 VANNA JACKSON, M.D,

PEDIATRICIAN

SANDY SPRINGS PEDIATRICS

26 LINDSEY JORSTAD
COMMUNITY SERVICES OUTREACH MANAGER

GWINNETT COUNTY

27 PATRICIA JOSEPH

DIRECTOR OF NURSING

DEKALB COUNTY BOARD OF HEALTH

28 CHRISTI KAY

PRESIDENT

HEALTHMPOWERS INC.

29 CHERYL JONES KENDALL, M.D.

PEDIATRICIAN

WE CARE PEDIATRIC AND ADOLESCENT GROUP INC,

JSA
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Facility Information (continued)

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

30 JOHN KENNEDY, M.D.

DISTRICT HEALTH DIRECTOR

COBB AND DOUGLAS PUBLIC HEALTH DEPARTMENT

31 PANYAVEE KHAN, M.D., F.A.A.P.

PEDIATRICIAN AND CEO

CUMMING PEDIATRIC GROUP

32 NATASHA KIMSEY, R.D., L.D.

DIRECTOR OF CLINIC OPERATIONS

GWINNETT, NEWTON AND ROCKDALE COUNTY HEALTH DEPARTMENTS

33 BARBARA KING

PARENT

CHILDREN'S FAMILY ADVISORY COUNCIL

34 AARON KLEPINGER

PARENT

CHILDREN'S FAMILY ADVISORY COUNCIL

35 ELIZABETH LEDUC, M.D.

PEDIATRICIAN

CENTER FOR PEDIATRIC WELLNESS PC

36 LAURA LENAEUS

JBA
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Facility Information (confinued)

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

2, 3j, 5, 6a,6b,7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20e, 21c, 21d, 23, and 24. If applicable, provide separate
descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter and

hospital facility line number from PartV, Section A ("A, 1,""A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

PARENT

CHILDREN'S FAMILY ADVISORY COUNCIL

37 ROBERT LICATA, M.D.
PEDIATRICIAN

PEDIATRIC ASSOCIATES OF JOHNS CREEK PC

38 ROBERTA LUCAS, M.D.
PEDIATRICIAN

LUCAS PEDIATRICS

39 SABRINA MALLETT
PLANNING AND PARTNERSHIP DIRECTOR

COBB AND DOUGLAS PUBLIC HEALTH

40 STEVEN MALONE
RECREATION SERVICES MANAGER

ROSWELL RECREATION, PARKS, HISTORIC AND CULTURAL AFFAIRS DEPARTMENT

41 ANDREW MARKS
PARENT

CHILDREN'S FAMILY ADVISORY COUNCIL

42 LINDSAY MARKS

PARENT
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Facility Information (continued)

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

CHILDREN'S FAMILY ADVISORY COUNCIL

43 KEVIN MASON, M.D.

DEPUTY DIRECTOR

CLAYTON COUNTY BOARD OF HEALTH

44 DAN MATHEWS

DIRECTOR OF CAMPING SERVICES

CAMP TWIN LAKES

45 LINDA MATZIGKEIT

CHIEF ADMINISTRATIVE OFFICER

CHILDREN'S HEALTHCARE OF ATLANTA

46 GINA MAXEY, M.D.

PEDIATRICIAN

PEDIATRICIAN VILLAGE PEDIATRICS

47 GINGER MCGEE

MEDICAL PRACTICE MANAGER

NORTH POINT PEDIATRICS

48 LAURA MIXSON

PARENT

CHILDREN'S FAMILY ADVISCRY COUNCIL

JSA
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Facility Information (continued)

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

49 EDUARDO MONTANA, M.D.

EXECUTIVE MEDICAL DIRECTOR

CHILDREN'S CARDIOVASCULAR AND PREVENTIVE MEDICINE

50 KATHERINE MORRIS, N.P.
NURSE PRACTITIONER

MEDLOCK PEDIATRICS

51 ANDREW MUIR, M.D.
CHIEF, PEDIATRIC ENDOCRINOLOGY

CHILDREN'S HEALTHCARE OF ATLANTA

52 NATALIE MUNDY
MENTORING 4 GA PROGRAM MANAGER

BIG BROTHERS BIG SISTERS OF METRO ATLANTA

53 JOHN MYNATT JR., M.D.
PEDIATRICIAN

LOCUST GROVE PEDIATRICS LLC

54 BETH OCHOA
SCHOOL NURSE SUPERVISOR

PAULDING COUNTY SCHOOLS

JSA
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Facility Information (continued)

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

55 JULIE OPEKA N.P.

NURSE PRACTITIONER

GRAYSON PEDIATRICS

56 STEPHANIE PATTERSON

ON BEHALF OF EAST COBB PEDIATRICS

57 WILLIAM PAYNE, M.D.

PEDIATRICIAN

CARTERSVILLE PEDIATRIC ASSOCIATES

58 EMILY PELTON

EXECUTIVE DIRECTOR

VOICES FOR GEORGIA'S CHILDREN

59 KARA PRICKETT, M.D.

ASSISTANT PROFESSOR

EMORY UNIVERSITY

60 JULIA ROBERTS

PARENT

CHILDREN'S FAMILY ADVISORY COUNCIL

61 KERITH RUDNICKI, M.D.

PEDIATRICIAN

JSA
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Facility Information (continued)

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

CHILDREN'S MEDICAL GROUP PC

62 ADRIANA RZEZNIK, M.D.

PEDIATRICIAN

WOODSTOCK PEDIATRIC MEDICINE PC

63 DAN SALINAS, M.D.

CHIEF MEDICAL OFFICER

CHILDREN'S HEALTHCARE OF ATLANTA

64 STELLA SHIN, M.D.

PEDIATRIC NEPHROLOGIST

EMORY HEALTHCARE AND CHILDREN'S HEALTHCARE OF ATLANTA

65 ANDREA SILVER

PARENT

CHILDREN'S FAMILY ADVISORY COUNCIL

66 GWEN SIRMANS

PARENT

CHILDREN'S FAMILY ADVISORY COUNCIL

67 JONIKA SUTTON

PARENT

CHILDREN'S FAMILY ADVISORY COUNCIL

JSA
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Facility Information (continued)

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

68 LAURA TANASE

NUTRITION AND WELLNESS SPECIALIST

GEORGIA DEPARTMENT OF EDUCATION

69 ZACHARY TAYLOR, M.D.

NORTH GEORGIA HEALTH DISTRICT DIRECTOR

GEORGIA DEPARTMENT OF PUBLIC HEALTH

70 JOSHUA VOVA, M.D.

DIRECTOR OF REHABILITATION MEDICINE

CHILDREN'S HEALTHCARE OF ATLANTA

71 HARRIETT WELLBORN

ON BEHALF OF PEDIATRIC ASSOCIATES OF LAWRENCEVILLE

72 DAVID WESTFALL, M.D.

DISTRICT HEALTH DIRECTOR

DISTRICT 2 PUBLIC HEALTH DEPARTMENT

73 ROBERT WHIPPLE IV, M.D.

PEDIATRICIAN

PEDIATRIC ASSOCIATES OF NEWNAN

74 CAROL WILLIAMS, M.D.

JBA
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2,3j,5,6a,6b,7d, 11, 13b, 13h, 15e, 16}, 18e, 19e, 20e, 21c, 21d, 23, and 24. If applicable, provide separate
descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter and

hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

PEDIATRICIAN

KIDCARE PEDIATRICS

THE CHNA WAS COMPLETED FROM JUNE 30, 2016 TO JULY 15, 2016. THE SURVEY
WAS COMPLETED BY INDIVIDUALS REPRESENTING THE INTERESTS OF THE PEDIATRIC
HEALTHCARE COMMUNITY IN THE GREATER METROPOLITAN ATLANTA REGION,
INCLUDING CHILDREN OF ALL AGES, RACES, ETHNICITIES, INCOME LEVELS AND
INSURANCE STATUSES. THESE INDIVIDUALS ALSO REPRESENT EACH OF THE
COUNTIES IN THE PRIMARY AND SECONDARY SERVICE AREAS. THERE WAS
SIGNIFICANT CONSENSUS THAT THE PEDIATRIC COMMUNITY HEALTH NEED PRIORITIES
AND ISSUES IDENTIFIED AFFECTED CHILDREN ACROSS MULTIPLE CULTURAL,
SOCIO-ECONOMIC AND GEOGRAPHIC COMMUNITIES WITHIN THE EXPANSIVE GREATER
METRO ATLANTA REGION. CHILDREN'S HAS DEVELOPED PROGRAMS TO ADDRESS
HEALTH NEEDS OF IMMIGRANT AND TRANSIENT POPULATIONS. THESE PROGRAMS
INCLUDE 1) THE PRIMARY CARE CENTER AT CHAMBLEE WHICH OFFERS ROUTINE
HEALTH CHECKUPS, SICK VISITS FOR CHILDREN, IMMUNIZATIONS FOR SCHOOL TO
INFANTS, CHILDREN AND ADOLESCENTS WHO RELY ON MEDICAID 2) INTERPRETATIVE
SERVICES AT EVERY FACILITY, AND 3) RESOURCES FOR STAFF TO INCREASE
CULTURAL AWARENESS CONCERNING THE HEALTH NEEDS OF IMMIGRANT POPULATIO&S.
HUGHES SPALDING IS A HOSPITAL MANAGED BY CHILDREN'S FOR FULTON-DEKALB
HOSPITAL AUTHORITY. 1IN ADDITION TO BEING AN ACUTE CARE HOSPITAL WITH A
FULL SERVICE EMERGENCY DEPARTMENT AND INPATIENT BEDS, HUGHES SPALDING
PROVIDES PRIMARY CARE SERVICES FOR THOSE UNDERSERVED POPULATIONS IN AND
AROUND DOWNTOWN. FINALLY, SOME OF THE COMMUNITY GROUPS THAT PARTICIPATED

IN SURVEY AND REPRESENT UNIQUE HEALTH NEEDS INCLUDES: *HEALTHMPOWERS,
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Facility Information (continued)

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

2, 3, 5, 6a, 6b, 7d, 11, 13b, 13h, 15¢, 16j, 18e, 19¢, 20e, 21c, 21d, 23, and 24. If applicable, provide separate
descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter and

hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," efc.) and name of hospital facility.

INC.: OBESITY AND NUTRITION, *BRIGHT FROM THE START: EARLY CARE AND
LEARNING, *CAMP TWIN LAKES: INCLUSION FOR KIDS WITH SPECIAL NEEDS,
*VOICES FOR GEORGIA'S KIDS: CHILD POLICY AND ADVOCACY, AND *BIG BROTHER,

BIG SISTERS OF METRO ATLANTA: MENTORING FOR CHILDREN FACING ADVERSITY.

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

THE CHNA REPORT WAS CONDUCTED WITH BOTH EGLESTON CHILDREN'S HOSPITAL AND

SCOTTISH RITE HOSPITAL.

FORM 990, SCHEDULE H, PART V, SECTION B, LINE 7A

THE CHNA REPORT WAS WIDELY AVAILABLE TO THE PUBLIC AT THE HOSPITAL
FACILITY'S WEBSITE LISTED BELOW:
HTTP://CHILDRENSATL.UBERFLIP.COM/I/227994~-COMMUNITY-HEALTH-NEEDS-ASSESSMEN

T-2016

FORM 990, SCHEDULE H, PART V, SECTION B, LINE 10A
HTTP://CHILDRENSATL.UBERFLIP.COM/1/227994~COMMUNITY-HEALTH-NEEDS-ASSESSMEN

T-2016

SCHEDULE H, PART V, PART B, LINE 11

OUR IMPLEMENTATION STRATEGY

UNIQUE AND DETAILED IMPLEMENTATION PLANS FOR EGLESTON AND SCOTTISH RITE
HOSPITALS ARE INCLUDED IN THE CHNA REPORT LOCATED AT WWW.CHOA.ORG OR AT
HTTP://CHILDRENSATL.UBERFLIP.COM/1/227994~COMMUNITY~HEALTH-NEEDS~ASSESSMEN

T~2016
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Facility Information (continued)

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

DUE TO THE LONG HISTORY OF CHILDREN'S WORKING WITH THE COMMUNITY, THE
HEALTH NEEDS UNCOVERED IN THE ASSESSMENT WERE NOT UNEXPECTED. EACH OF THE
10 NEEDS IS ACTIVELY BEING ADDRESSED IN SOME CAPACITY BY EXISTING AND
ONGOING PROGRAMS AND SERVICES OF CHILDREN'S. THERE ARE MANY ORGANIZATIONS

IN THE COMMUNITY THAT ARE ADDRESSING THESE NEEDS, AS WELL.

DUE TO LIMITED RESOURCES AND THE EXTRAORDINARY COST OF PROVIDING HIGHLY
SPECIALIZED CARE TO CHILDREN THROUGHOUT GEORGIA, THE CHILDREN'S COMMUNITY
HEALTH NEEDS IMPLEMENTATION STRATEGY IS FOCUSED ON LEVERAGING EXISTING
PROGRAMS, SERVICES AND RESOURCES, WHERE POSSIBLE, AND FOCUSES ON THE
HEALTH NEED PRIORITIES OF CHILDREN AND ADOLESCENTS WHO RESIDE IN OUR
18-COUNTY, METROPOLITAN ATLANTA PRIMARY AND SECONDARY SERVICE AREA

COMMUNITIES.

IN ADDITION TO LEVERAGING EXISTING PROGRAMS, OVER THE NEXT THREE YEARS,
CHILDREN'S WILL PLACE SPECIAL EMPHASIS ON FOUR OF THE TOP FIVE NEEDS, AS
THESE TIGHTLY ALIGN WITH OUR STRATEGIC PLAN. THESE NEEDS ARE:

PROVIDE COORDINATION AND CONTINUITY OF SERVICES THROUGH "MEDICAL
HOMES™.

ENHANCE PARTNERSHIPS TO IMPROVE ACCESS TO BEHAVIORAL HEALTH SERVICES

PROVIDE ACCESS TO SUBSPECIALTY SERVICES

DEVELOP PROGRAMS TO COORDINATE THE TRANSITION OF CARE TO ADULTHOOD

JSA
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Facility Information (continued)
Section C. Supplemental information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 8a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20e, 21¢, 21d, 23, and 24. If applicable, provide separate
descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter and
hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

FORM 990, SCHEDULE H, PART V, SECTION B, LINE 16

THE FAP WAS WIDELY AVAILABLE TO THE PUBLIC AT THE HOSPITAL FACILITY'S
WEBSITE LISTED BELOW:
HTTPS://WWW.CHOA.ORG/~/MEDIA/FILES/CHILDRENS/PATIENTS/FINANCIAL-ASSISTANCE

~POLICY-ENG-2018.PDF
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Facility Information (continued)

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

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

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

31

Name and address

Type of Facility (describe)

4 MARCUS AUTISM CENTER OUTPATIENT SERVICES
1920 BRIARCLIFF ROAD
ATLANTA GA 30329

2 CHILDREN'S OUTPATIENT SURG CTR SAT BLVD OUTPATIENT SERVICES
2620 SATELLITE BOULEVARD
DULUTH GA 30086

3 CHILDREN'S MEDICAL OFFICE BUILDING OUTPATIENT SERVICES
5455 MERIDIAN MARK ROAD, NE
ATLANTA GA 30342

4 CHILDREN'S SPECIAL SERVICES OUTPATIENT SERVICES
2015 UPPERGATE DRIVE
ATLANTA GA 30322

5 CHILDRNE'S AT MERIDIAN MARK, LLC OUTPATIENT SERVICES
5445 MERIDIAN MARK ROAD, NE
ATLANTA GA 30342

¢ CHILDREN'S AT NORTH DRUID HILLS OUTPATIENT SERVICES
1605 CHANTILLY DRIVE, NE
ATLANTA GA 30324

7 CHILDREN'S AT FORSYTH OUTPATIENT SERVICES
410 PEACHTREE PARKWAY
CUMMING GA 30041

g CHILDREN'S AT SATELLITE BOULEVARD OUTPATIENT SERVICES
2660 SATELLITE BOULEVARD
DULUTH GA 30096

g CHILDREN'S AT TOWN CENTER QUTPATIENT SERVICES
625 BIG SHANTY ROAD, NW
KENNESAW GA 30144

OUTPATIENT SERVICES

10 CHILDREN'S AT WEBB BRIDGE

3155 NORTH POINT PARKWAY

ALPHARETTA GA 30005
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Facility Information (continued)

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

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

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

Name and address

Type of Facility (describe)

¢ CHILDREN'S AT SANDY PLAINS

3618 SANDY PLAINS ROAD

MARIETTA GA 30066

QUTPATIENT

SERVICES

2 CHILDREN'S AT FAYETTE

1265 HIGHWAY 54 WEST

FAYETTVILLE GA 30214

OUTPATIENT

SERVICES

3 CHILDREN'S AT MOUNT ZION

2201 MOUNT ZION PARKWAY

MORROW GA 30260

QUTPATIENT

SERVICES

4 CHILDREN'S AT ALPHARETTA HIGHWAY

11835 ALPHARETTA HIGHWAY

ROSWELL GA 30076

OUTPATIENT

SERVICES

5 CHILDREN'S AT COBB

1371 CHURCH STREET EXTENSION

MARIETTA GA 30060

OUTPATIENT

SERVICES

¢ CHILDREN'S AT HUDSON BRIDGE

1510 HUDSON BRIDGE ROAD

STOCKBRIDGE GA 30281

OUTPATIENT

SERVICES

7 CHILDREN'S AT NORTHPOINT

3795 MANSELL ROAD

ALPHARETTA GA 30022

QUTPATIENT

SERVICES

g PRIMARY CARE CENTER OF CHAMBLEE

4166 BUFORD HIGHWAY

ATLANTA GA 30345

OUTPATIENT

SERVICES

g DAY REHABILITIATION CENTER

993-F JOHNSON FERRY ROAD, NE

ATLANTA GA 30342

OUTPATIENT

SERVICES

49 CHILDREN'S AT HAMILTON MILL

2108 TERON PLACE

DACULA GA 30019

OUTPATIENT

SERVICES

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

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

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

90-0779996

Page 9

Name and address

Type of Facility (describe)

1

CHILDREN'S AT DULUTH

2270 DULUTH HIGHWAY 120

DULUTH GA 30087

OUTPATIENT

SERVICES

CHILDREN'S AT SNELLVILLE

2220 WISTERIA DRIVE

SNELLVILLE GA 30078

OUTPATIENT

SERVICES

CHILDREN'S AT EXECUTIVE PARK

6 EXECUTIVE PARK DRIVE, NE

ATLANTA GA 30329

OUTPATIENT

SERVICES

CHILDREN'S AT MARIETTA

175 WHITE STREET

MARIETTA GA 30060

OUTPATIENT

SERVICES

CHILDREN'S AT OLD MILTON PARKWAY

3300 OLD MILTON PARKWAY

ALPHARETTA GA 30005

OUTPATIENT

SERVICES

CHILDREN'S AT SUWANEE

3640 BURNETTE ROAD

SUWANEE GA 30024

OUTPATIENT

SERVICES

NORTHSIDE PROFESSIONAL CENTER

975 JOHNSON FERRY ROAD, NE

ATLANTA GA 30342

OUTPATIENT

SERVICES

CHILDREN'S AT CENTURY CENTER BOULEVARD

1975 CENTURY BOULEVARD

ATLANTA GA 30345

OCUTPATIENT

SERVICES

CHILDREN'S AT IVY WALK

1675 CUMBERLAND PARKWAY, SUITE 105

SMYRNA GA 30080

OUTPATIENT

SERVICES

10

CHILDREN'S AT CHEROKEE

1554 RIVERSTONE PARKWAY

CANTON GA 30114

OUTPATIENT

SERVICES

JSA

7E1325 1.000

78leCH 2217

v 17-7.2F

Scheduie H (Form 990) 2017

PAGE 67



CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN 90-0779996

Schedule H (Form 890) 2017 Page 9

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

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

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

Name and address Type of Facility (describe)

¢ PAVILION AT LAKE HEARN OUTPATIENT SERVICES
1100 LAKE HEARN DRIVE, SUITE 450
ATLANTA GA 30342

10
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eVl Supplemental Information
Provide the following information.

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

9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B.

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

under the organization's financial assistance policy.
Community information. Describe the community the organization serves, taking into account the geographic area and
demographic constituents it serves.

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

board, use of surplus funds, etc.).

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

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

organization, files a community benefit report.

COMMUNITY BENEFIT REPORTING

PART I, LINE 6A

CHILDREN'S HEALTHCARE OF ATLANTA, INC., A RELATED ORGANIZATION, PREPARES

AND MAKES AVAILABLE TO THE PUBLIC AN ANNUAL COMMUNITY BENEFIT REPORT THAT

INCLUDES EGLESTON AND SCOTTISH RITE'S COMMUNITY BENEFITS.

COSTING METHODOLOGY

PART I, LINE 7

THE COSTING METHODOLOGY UTILIZED WAS DERIVED PER IRS SCHEDULE, WORKSHEET

2,

WHICH CALCULATES RATIO OF PATIENT CARE COST TO CHARGES.

SUBSIDIZED HEALTH SERVICES

PART I, LINE 7G

THE SUBSIDIZED HEALTH SERVICES REPORTED ARE FOR HOSPITAL BASED PHYSICIAN

CLINICS, INCLUDING DENTAL, ORTHODONTIC, MULTI-SPECIALTY, ETC.

BAD DEBT EXPENSE

PART I, LINE 7 COLUMN (F)
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£t V1l Supplemental Information

Provide the following information.

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

9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B.

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

under the organization's financial assistance policy.
Community information. Describe the community the organization serves, taking into account the geographic area and
demographic constituents it serves.

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

board, use of surplus funds, etc.).

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

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

BAD DEBT EXPENSE IN THE AMOUNT OF $23,196,559 HAS BEEN REMOVED FROM TOTAL

EXPENSE.

COMMUNITY BUILDING ACTIVITIES

PART II

CHILDREN'S HEALTHCARE COMMUNITY BUILDING ACTIVITIES INCLUDE:

ATLANTA FALCONS YOUTH FOUNDATION: CHILDREN'S ATTENDS AND FREQUENTLY

PRESENTS AT MONTHLY MEETINGS WITH OTHER GRANTEE ORGANIZATIONS TO DISCUSS

PROJECT DETAILS RELATED TO PROGRAM DEVELOPMENT AND IMPLEMENTATION. THE

PRIMARY PURPOSE OF THIS MEETING IS TO SUPPORT COLLABORATIVE RELATIONSHIPS

BETWEEN GRANTEE ORGANIZATIONS AND TO SUSTAIN PARTNERSHIPS.

ATLANTA PUBLIC SCHOOLS WELLNESS COMMITTEE: CHILDREN'S PARTICIPATES IN

THE ATLANTA PUBLIC SCHOOLS DISTRICT WELLNESS COUNCIL MEETINGS, IN WHICH

ORGANIZATIONS COME TOGETHER TO HIGHLIGHT CURRENT APS WORK AND DISCUSS NEW

WAYS TO PARTNER TO BETTER STUDENT HEALTH AND WELLNESS AT APS. THIS ALSO

PROVIDES AN OPPORTUNITY TO PROVIDE GUIDANCE ON THE DISTRICT'S SCHOOL

JSA

Schedule H (Form 990) 2017

7E1327 1.000

7816CH 2217 vV 17-7.2F PAGE 70



WE

CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN 90-0779996

Schedule H (Form 990) 2017 page 10
=¥1e'l 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

9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B,

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

under the organization's financial assistance policy.
Community information. Describe the community the organization serves, taking into account the geographic area and
demographic constituents it serves.

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

board, use of surplus funds, etc.).

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

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

organization, files a community benefit report.

LLNESS POLICY.

BRIGHT FROM THE START: GEORGIA DEPARTMENT OF EARLY CARE AND LEARNING

(DECAL) HEAD START HEALTH SERVICES ADVISORY COMMITTEE. THE HEALTH

SE

RVICES ADVISORY COMMITTEE IS COMPRISED OF LOCAL ORGANIZATIONS THAT

ADVISE THE AGENCY AND PROVIDE SUPPORT FOR HEALTH AND WELLNESS INITIATIVES

FOR HEAD START AND EARLY HEAD START STUDENTS.

COBB 2020: THE COBB2020 PARTNERSHIP IS A PARTNERSHIP OF COMMUNITY

ORGANIZATIONS AND INDIVIDUALS DEDICATED TO PROMOTING HEALTHY LIFESTYLES

AND THE DELIVERY OF ESSENTIAL HEALTH SERVICES IN COBB COUNTY. THE

PARTNERSHIP COMPLETED A COMMUNITY HEALTH ASSESSMENT, AND DEVELOPED A

HEALTH IMPROVEMENT PLAN, TARGETING THE REDUCTION AND PREVENTION OF

CHRONIC DISEASES SUCH AS DIABETES, STROKE, HEART DISEASE AND CANCER.

FARM TO EARLY CARE AND EDUCATION: FARM TO EARLY CARE AND EDUCATION IS A

COALITION OF ORGANIZATIONS COMMITTED TO PROMOTING NUTRITION EDUCATION,

LOCAL FOODS, AND GARDENING IN EARLY CARE AND EDUCATION PROGRAMS

JSA
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Provide the following information.

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

9b.

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

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

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

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

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

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

organization, files a community benefit report.

THROUGHOUT GEORGIA.

FOOD OASIS ATLANTA: GEORGIA FOOD OASIS SEEKS TO CONNECT AND EMPOWER

GEORGIANS TO HEALTHIER WAYS TO EAT, COOK, AND GROW LOCAL, FRESH FOOD

THROUGH ACCESS, EVENTS AND EDUCATION. PARTNER STAKEHOLDERS INCLUDE LOCAL

ORGANIZATIONS, GOVERNMENT, BUSINESSES, GROWERS, AND RESIDENTS.

GEORGIA ASSOCIATION FOR HEALTH LITERACY: CHILDREN'S IS A MEMBER OF THE

GEORGIA ASSOCIATION FOR HEALTH LITERACY, A COALITION DEDICATED TO

IMPROVING HEALTH LITERACY AND ACCESS TO HEALTHCARE FOR ALL GEORGIANS.

PARTNER ORGANIZATIONS INCLUDE THE GEORGIA HOSPITAL ASSOCIATION, EMORY

SCHOOL OF NURSING, EMORY SCHOCL OF MEDICINE, MERCK PHARMACEUTICALS, THE

UNIVERSITY OF GECORGIA, GEORGIA WATCH, GEORGIA STATE UNIVERSITY, THE

GEORGIA DENTAL ASSOCIATION AND OTHERS.

GEORGIA CAMPAIGN FOR ADOLESCENT POWER AND POTENTIAL: CHILDREN'S

PARTICIPATES IN GCAPP'S ADOLESCENT SERVICES NETWORK WORKGROUP, PROVIDING

EDUCATION AND RESOURCES REGARDING ADOLESCENT HEALTH AND WELLNESS.
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=2£1e "Il Supplemental Information

Provide the following information.

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

9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B.

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

under the organization's financial assistance policy.
Community information. Describe the community the organization serves, taking into account the geographic area and
demographic constituents it serves.

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

board, use of surplus funds, etc.).

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

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

GEORGIA FARM TO SCHOOL ALLIANCE: CHILDREN'S IS A MEMBER IN THIS NETWORK

THAT JOINS STATEWIDE AGENCIES WORKING IN FOOD, FARMING AND NUTRITION TO

COLLABORATE AND PROVIDES UPDATES ON RESOURCES AND SUPPORT FOR FARM TO

sC

GE

HOOL, AND CREATES A DIALOGUE FOR BUILDING STATEWIDE PROGRAMMING.

ORGIA SHAPE: CHILDREN'S PARTICIPATES ON THE SHAPE ADVISORY BOARD AND

SEVERAL WORKGROUPS. THIS STATEWIDE GOVERNOR~LED INITIATIVE BRINGS

TOGETHER GOVERNMENTAL, PHILANTHROPIC, ACADEMIC AND BUSINESS COMMUNITIES

TO ADDRESS CHILDHOOD OBESITY IN GEORGIA. GEORGIA SHAPE WORKS TO: REACH

DISPARATE POPULATIONS, INCREASE THE AEROBIC CAPACITY MEASURE OF GEORGIA'S

YOUTH, INCREASE THE BREASTFEEDING RATE ACROSS GEORGIA, AND INCREASE THE

NUMBER OF EARLY CARE CENTERS THAT EXCEL IN NUTRITION AND PHYSICAL

ACTIVITY MEASURES.

GWINNETT COALITION FOR HEALTH AND HUMAN SERVICES: CHILDREN'S

PARTICIPATES IN THE GWINNETT COALITION FOR HEALTH AND HUMAN SERVICES

HEALTH AND WELLNESS COMMITTEE. THE COUNTY-WIDE INITIATIVE INCLUDES "LIVE

JSA
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Schedule H (Form 990) 2017 Page 10

=g Supplemental Information

Provide the following information.

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

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

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

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

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

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

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

organization, files a community benefit report.

HEALTHY GWINNETT". LIVE HEALTHY GWINNETT PROMOTES POSITIVE CHANGE IN THE

GWINNETT COMMUNITY AND ENCOURAGES PEOPLE TO BE ACTIVE, EAT HEALTHY, GET

CHECKED, AND BE POSITIVE. THE INITIATIVE BRINGS SEVERAL LOCAL PARTNERS TO

THE TABLE TO PLAN EVENTS, DEVELOP PARTNERSHIPS, AND SEEK GRANT

OPPORTUNITIES.

GWINNETT COUNTY SCHOOLS WELLNESS COMMITTEE: CHILDREN'S PARTICIPATES IN

THE GWINNETT COUNTY SCHOOLS DISTRICT WELLNESS COUNCIL MEETINGS, IN WHICH

ORGANIZATIONS COME TOGETHER TO HIGHLIGHT CURRENT GWINNETT COUNTY SCHOOLS

WORK AND DISCUSS NEW WAYS TO PARTNER TO BETTER STUDENT HEALTH AND

WELLNESS. THIS ALSO PROVIDES AN OPPORTUNITY TO PROVIDE GUIDANCE ON THE

DISTRICT'S SCHOOL WELLNESS POLICY.

CHILD DEVELOPMENT INSTITUTE

HEAD START HEALTH SERVICES ADVISORY COMMITTEE: THE HEALTH SERVICES

ADVISORY COMMITTEE IS COMPRISED OF LOCAL ORGANIZATIONS THAT ADVISE THE

AGENCY AND PROVIDE SUPPORT FOR HEALTH AND WELLNESS INITIATIVES FOR HEAD

START AND EARLY HEAD START STUDENTS. CHILDREN'S SERVES AS THE PRESIDENT
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**1¢.Y]  Supplemental Information

Provide the following information.

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

9b.
2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B.

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

under the organization's financial assistance policy.
4 Community information. Describe the community the organization serves, taking into account the geographic area and
demographic constituents it serves.

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

board, use of surplus funds, etc.).

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

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

OF THE 2016-2017 COMMITTEE.

BAD DEBT EXPENSE

PART III, LINE 2 AND 3

THE COSTING METHODOLOGY USED IN DETERMINING AMOUNTS REPORTED ON LINES 2
AND 3 WAS 100% OF ACCOUNTS WRITTEN OFF TO BAD DEBT AS REPORTED ON AUDITED
FINANCIAL STATEMENTS. CHILDREN'S CHARITY RECOGNITION PROCESSES ARE
BELIEVED TO RESULT IN APPROPRIATE DIFFERENTIATION BETWEEN CHARITY AND BAD

DEBT. AS SUCH, CHILDREN'S REFLECTS 0 (ZERO) ON PART III, SECTION A, LINE

PART III, LINE 4

THE PROVISION FOR BAD DEBTS RELATING TO PATIENT SERVICE REVENUE IS BASED
ON AN EVALUATION OF POTENTIALLY UNCOLLECTIBLE PORTIONS OF ACCOUNTS
RECEIVABLE. THE PROVISION CONSIDERED NECESSARY FOR SUCH DEBTS IS BASED ON
AN ANALYSIS OF CURRENT AND PAST DUE ACCOUNTS, COLLECTION EXPERIENCE IN
RELATION TO AMOUNTS BILLED AND OTHER RELEVANT INFORMATION. THE ALLOWANCE

FOR UNCOLLECTIBLE ACCOUNTS REPRESENTS THE ESTIMATED UNCOLLECTIBLE PORTION
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=214Vl Supplemental Information

Provide the following information.

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

9b.

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

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

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

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

board, use of surplus funds, etc.).

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

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

OF PATIENT ACCOUNTS RECEIVABLE FOR SELF-PAY RECEIVABLES ASSOCIATED WITH

PATIENTS THAT HAVE THIRD PARTY COVERAGE.

PART III, LINE 8

MEDICARE PAYMENT AND MEDICARE CHARGES ARE ISOLATED BASED ON PAYMENTS

POSTED/RECEIVED IN THE CALENDAR YEAR. COST IS ESTIMATED USING OVERALL

COST~-TO-CHARGE RATIO.

PROVISIONS ON COLLECTION PRACTICES FOR QUALIFIED PATIENTS

PART III, LINE OB

INITIAL SCREENINGS OF ALL INPATIENT, EMERGENCY, AND SURGERY ENCOUNTERS AS

WELL AS MOST OUTPATIENT VISITS ARE CONDUCTED BY FINANCIAL COUNSELORS TO

IDENTIFY POTENTIAL INSURANCE CR OTHER COVERAGE FOR EACH PATIENT.

COUNSELORS MAKE CONTACT WITH THE FAMILIES, EITHER IN PERSON OR LETTER, TO

ASSIST THE FAMILY IN IDENTIFYING ANY PROGRAMS FOR WHICH THE

PATIENT/SERVICE MAY QUALIFY (INCLUDING MEDICAID, STATE CHILDREN'S HEALTH

INSURANCE PROGRAM (SCHIP), INSURANCE COVERAGE, AND CHARITY ASSISTANCE).

IF THE FAMILY CANNOT BE LOCATED OR IS UNCOOPERATIVE AFTER A PERIOD OF

JSA

Schedule H (Form 990) 2017

7E1327 1.000

7816CH 2217 v 17-7.2F PAGE 76



CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN 90-0779996

Schedule H (Form 990) 2017 Page 10
e Vil  Supplemental Information

Provide the following information.

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

9b.

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

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

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

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

board, use of surplus funds, etc.).

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

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

TIME, THESE ACCOUNTS ARE TRANSFERRED TO AN INTERNAL COLLECTION AREA FOR

FURTHER ATTEMPTS TO OBTAIN PAYMENT OR, IF THE PATIENT MAY QUALIFY FOR

ASSISTANCE, TO SECURE A FINANCIAL ASSISTANCE APPLICATION.

MANAGEMENT COMPANIES AND JOINT VENTURES

PART IV, LINE 1

COLUMN A, NAME OF ENTITY: CHILDREN'S HEALTHCARE OF ATLANTA SURGERY CENTER

AT MERIDIAN MARK PLAZA, LLC.

COLUMN B, DESCRIPTION OF PRIMARY ACTIVITY: OUTPATIENT SURGERY CENTER

COLUMN C, ORGANIZATION'S PROFIT OR STOCK OWNERSHIP %: 51%

Q

X

COLUMN E, OFFICERS, DIRECTORS, TRUSTEES OR KEY EMPLOYEES' PROFIT % OR

STOCK OWNERSHIP %: 0%

COLUMN E, PHYSICIANS' PROFIT % OR STOCK OWNERSHIP %: 49%

NON-HOSPITAL HEATH CARE FACILITIES

PART V, SECTION C

THE NON-HOSPITAL HEALTH CARE FACILITIES LISTED PROVIDE SERVICES TO

PATIENTS ON AN OUTPATIENT BASIS. THESE SERVICES VARY BY LOCATION AND
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Provide the following information.

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

9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B.

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

under the organization's financial assistance policy.
Community information. Describe the community the organization serves, taking into account the geographic area and
demographic constituents it serves.

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

board, use of surplus funds, etc.).

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

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

FACILITY AND MAY INCLUDE BUT ARE NOT LIMITED TO THE FOLLOWING: URGENT

CARE SERVICES, REHABILITATION, DIAGNOSTIC AND TREATMENT SERVICES,

SURGICAL SERVICES, SPORTS MEDICINE AND ORTHOTICS AND PROSTHETICS

SERVICES.

NEEDS ASSESSMENT

PART VI, LINE 2

TO CONTINUE TO ADVANCE THE HEALTH AND WELLNESS OF CHILDREN AND

ADOLESCENTS WITHIN THE COMMUNITY, CHILDREN'S IDENTIFIED AND PRIORITIZED

PEDIATRIC COMMUNITY HEALTH NEEDS WITH INPUT FROM A BROAD RANGE OF TRULY

REMARKABLE HEALTHCARE PROFESSIONALS WHO ARE PASSIONATE ABOUT THE

INTERESTS OF CHILDREN AND ADOLESCENTS. THE ASSESSMENT HELPS CHILDREN'S

BETTER UNDERSTAND THE NEEDS OF THE PEDIATRIC HEALTHCARE COMMUNITY,

INFORMS OUR COMMUNITY BENEFIT ACTIVITIES AND INFLUENCES OUR STRATEGIC

PLANNING EFFORTS. WE WILL REPEAT THE COMMUNITY HEALTH NEEDS ASSESSMENT

PROCESS EVERY THREE YEARS AND REPORT THE RESULTS OF OUR ASSESSMENT ON THE

CHILDREN'S WEBSITE IN ACCORDANCE WITH IRS REGULATIONS.
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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

9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B.

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

under the organization's financial assistance policy.
Community information. Describe the community the organization serves, taking into account the geographic area and
demographic constituents it serves.

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

board, use of surplus funds, etc.).

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

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

OUR COMMUNITY OF FOCUS

THE 2016 CHNA FOCUSED ON IDENTIFYING PEDIATRIC HEALTHCARE NEEDS IN THE

METROPOLITAN ATLANTA REGION, FOCUSING SPECIFICALLY ON THE 18-COUNTY

PRIMARY AND SECONDARY SERVICE AREAS THAT ACCOUNTED FOR 77 PERCENT OF

ADMISSIONS, 97 PERCENT OF EMERGENCY DEPARTMENT VISITS AND 92 PERCENT OF

OUTPATIENT VISITS TO CHILDREN'S DURING 2015. THESE 18 COUNTIES ARE

BARTOW, CARROLL, CHEROKEE, CLAYTON, COBB, COWETA, DEKALB, DOUGLAS,

FAYETTE, FORSYTH, FULTON, GWINNETT, HALL, HENRY, NEWTON, PAULDING,

ROCKDALE AND WALTON.

PROCESS AND DATA SOURCES

BUILDING ON EXTENSIVE WORK CONDUCTED IN THE 2013 CHNA, THE 2016 CHNA

PROCESS USED A SURVEY TO VALIDATE THE TOP NEEDS AND DETERMINE WHETHER ANY

NEW NEEDS HAD EMERGED IN THE THREE YEARS BETWEEN ASSESSMENTS.

THE SURVEY WAS COMPLETED BY 79 INDIVIDUALS REPRESENTING THE INTERESTS OF

THE PEDIATRIC HEALTHCARE COMMUNITY IN THE GREATER METROPOLITAN ATLANTA

REGION, INCLUDING SEVERAL PARTICIPANTS FROM THE ORIGINAL 2013 ASSESSMENT.
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Part vi Suppiemental Information

Provide the following information.

1

A

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

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

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

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

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

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

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

COMPLETE LIST OF PARTICIPANTS IS AVAILABLE IN THE ACKNOWLEDGMENTS.

THESE INDIVIDUALS REPRESENT DIVERSE HEALTHCARE BACKGROUNDS, INCLUDING

COMMUNITY LEADERS, PHYSICIANS, CHILDREN'S HEALTHCARE OF ATLANTA EMPLOYEES

AND FAMILY ADVISORY COUNCIL MEMBERS. THESE INDIVIDUALS ALSC REPRESENT

EACH OF THE COUNTIES IN THE PRIMARY AND SECONDARY SERVICE AREAS. EACH

CONTRIBUTOR WAS ASKED TO RANK THE PEDIATRIC COMMUNITY HEALTH NEED

PRICRITIES IDENTIFIED IN 2013 ON AN ORDINAL SCALE WITH 1 BEING THE

HIGHEST PRIORITY AND 10 BEING THE LOWEST PRIORITY. THERE WAS SIGNIFICANT

CONSENSUS THAT THESE ISSUES AFFECTED CHILDREN ACRCSS MULTIPLE CULTURAL,

SOCIO-ECONOMIC AND GEOGRAPHIC COMMUNITIES WITHIN THE EXPANSIVE GREATER

METRO ATLANTA REGION. PARTICIPANTS ALSC HAD THE OPPORTUNITY TO IDENTIFY

NEW HEALTH NEEDS IN ADDITION TO THE 10 IDENTIFIED IN 2013. THE CHNA WAS

COMPLETED FROM JUNE TO JULY 2016.

COMMUNITY HEALTH NEEDS PRIORITIES

THOUGH PARTICIPANTS IN THE 2016 ASSESSMENT HAD THE OPPORTUNITY TO

IDENTIFY NEW NEEDS, NO NEW NEEDS WERE EXPRESSED BY A MAJORITY OF

PARTICIPANTS. THE 10 PEDIATRIC HEALTHCARE NEEDS IDENTIFIED IN THE 2013

JBA

7E1327 1.000
7816CH 2217 v 17-7.2F

Schedule H (Form 990) 2017

PAGE 80



CHILDREN'S HEALTHCARE OF ATLANTA GROUP RETURN 90-077999¢6

Schedule H (Form 990) 2017 Page 10
sF1dV1l  Supplemental Information

Provide the following information.

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

9b.

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

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

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

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

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

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

organization, files a community benefit report.

CHNA REMAIN THE TOP NEEDS IN 2016, THOUGH THEIR PRIORITY RANKING HAS

SLIGHTLY SHIFTED. THE 2016 CHNA NEEDS IN PRIORITY ORDER ARE:

1. PROVIDE COORDINATION AND CONTINUITY OF SERVICES THROUGH "MEDICAL
HOMES"

2. ENHANCE PARTNERSHIPS TO IMPROVE ACCESS TO BEHAVIORAL HEALTH SERVICES
3. PROVIDE ACCESS TO SUBSPECIALTY SERVICES

4. DEVELOP PROGRAMS TO REDUCE OBESITY

5. ENHANCE AWARENESS OF ASTHMA

6. DEVELOP PROGRAMS TO COORDINATE THE TRANSITION OF CARE TO ADULTHOOD
7. ESTABLISH PARTNERSHIPS WITH SCHOOLS TO COORDINATE APPROACHES TO

ADDRESS HEALTH ISSUES

8. ENHANCE ACCESS TO SERVICES THAT ADDRESS ADOLESCENT HEALTH ISSUES

9. ENHANCE ACCESS TO DENTAL HEALTH SERVICES

10. DEVELOP PROGRAMS TO ADDRESS HEALTH NEEDS OF IMMIGRANT AND TRANSIENT
POPULATIONS
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Provide the following information.

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

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

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

under the organization's financial assistance policy.
4 Community information. Describe the community the organization serves, taking into account the geographic area and
demographic constituents it serves.

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

board, use of surplus funds, etc.).

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

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

PATIENT EDUCATION OF ELIGIBILITY FOR ASSISTANCE

PART VI, LINE 3

ANNUALLY, A NEWSPAPER NOTICE ADVISES THE COMMUNITY THAT THE
ORGANIZATION'S HOSPITALS ARE MEDICAID PROVIDERS PARTICIPATING IN THE
STATE'S INDIGENT CARE TRUST FUND, AND THAT FINANCIAL ASSISTANCE FOR
MEDICALLY NECESSARY HOSPITAL SERVICES MAY BE AVAILABLE. SIMILARLY, SIGNS
AT ALL HOSPITAL REGISTRATION SITES PROVIDE PATIENTS AND FAMILIES WITH
SIMILAR NOTICE. IN ADDITION, HOSPITAL FINANCIAL COUNSELORS ACTIVELY
ENGAGE FAMILIES TO ASSIST THEM IN SECURING FINANCIAL ASSISTANCE, AND
WRITTEN NOTICES ADVISE FAMILIES TO CONTACT CUSTOMER SERVICE WITH ANY

ISSUES CONCERNING THEIR BILLS AND POTENTIAL ASSISTANCE.

COMMUNITY INFORMATION
PART VI, LINE 4

GEOGRAPHIC

CHILDREN'S IS THE LARGEST PEDIATRIC PROVIDER IN THE STATE, CARING FOR

CHILDREN FROM ALL 159 GEORGIA COUNTIES IN 2017.
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Provide the following information.

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

9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B.

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

under the organization's financial assistance policy.
Community information. Describe the community 