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

October 31, 2025

CONFIDENTIAL

Upson County Hospital, Inc.

801 West Gordon Street

Thomaston, GA 30286-0027

Dear John:

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

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

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

Sincerdly,

Draffin & Tucker LLP
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Date Due:

Remittance:

Signature:

Other:

Filing Instructions
Upson County Hospital, Inc.
Exempt Organization Tax Return

Taxable Year Ended December 31, 2024

November 17, 2025

None is required. Your Form 990 for the tax year ended 12/31/24 shows no
balance due.

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

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

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

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

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

Georgia Department of Revenue
P. O. Box 740395
Atlanta, Georgia 30374-0395
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IRS E-file Signature Authorization

Frm 3879-TE for a Tax Exempt Entity OMB Tlo. 15450047

For calendar year 2024, or fiscal year beginning , ... ............ ,2024,and ending .. .......... 20 ... ..
Department of the Treasury Do not send to the IRS. Keep for your records. 2024
Internal Revenue Service Go to www.irs.gov/Form8879TE for the latest information.
Name of filer EIN or SSN

Upson County Hospital, Inc. 58- 1734026
Name and fitle of officer or person subject to tax ] Oh n W | | | ans
CFQ CcoO
Part | Type of Return and Return Information

Check the box for the return for which you are using this Form 8879-TE and enter the applicable amount, if any, from the return. Form
8038-CP and Form 5330 filers may enter dollars and cents. For all other forms, enter whole dollars only. If you check the box on line 1a, 2a,
3a, 4a, 5a, 6a, 7a, 8a, 9a, or 10a below, and the amount on that line for the return being filed with this form was blank, then leave line 1b, 2b,
3b, 4b, 5b, 6b, 7b, 8b, 9b, or 10b, whichever is applicable, blank (do not enter -0-). But, if you entered -0- on the return, then enter -0- on the
applicable line below. Do not complete more than one line in Part I.

la Form 990 check here X b Total revenue, if any (Form 990, Part VIII, column (A), line 12) 1b 131, 883, 434
2a Form 990-EZ check here b Total revenue, if any (Form 990-EZ, line9) 2b

3a Form 1120-POL check here b Total tax (Form 1120-POL, line22) 3b

4a Form 990-PF check here | | b Tax based on investment income (Form 990-PF, Part V, line 5) 4b

5a Form 8868 check here | b Balance due (Form 8868, line 3c) Sb

6a Form 990-T check here =~ b Total tax (Form 990-T, Part Ill, ine4y = 6b

7a Form 4720 check here E b Total tax (Form 4720, Part lll, line 1) ....... . ... .. ... .................. 7b

8a Form 5227 check here L | b FMV of assets at end of tax year (Form 5227, ltemD) ................ 8b

9a Form 5330 check here L1 b Tax due (Form 5330, PartIl, line 19) . ... .. ... ... ... .. ... .. ......... 9b
10a Form 8038-CP check here .. .. .. L | b Amount of credit payment requested (Form 8038-CP, Part lll, line 22) 10b

Part Il Declaration and Signature Authorization of Officer or Person Subject to Tax
Under penalties of perjury, | declare that I am an officer of the above entity or |:| | am a person subject to tax with respect to (name
of entity) , (EIN) and that | have examined a copy of the

2024 electronic return and accompanying schedules and statements, and, to the best of my knowledge and belief, they are true, correct, and
complete. | further declare that the amount in Part | above is the amount shown on the copy of the electronic return. | consent to allow my
intermediate service provider, transmitter, or electronic return originator (ERO) to send the return to the IRS and to receive from the IRS (a) an
acknowledgement of receipt or reason for rejection of the transmission, (b) the reason for any delay in processing the return or refund, and (c)
the date of any refund. If applicable, | authorize the U.S. Treasury and its designated Financial Agent to initiate an electronic funds withdrawal
(direct debit) entry to the financial institution account indicated in the tax preparation software for payment of the federal taxes owed on this
return, and the financial institution to debit the entry to this account. To revoke a payment, | must contact the U.S. Treasury Financial Agent at
1-888-353-4537 no later than 2 business days prior to the payment (settlement) date. | also authorize the financial institutions involved in the
processing of the electronic payment of taxes to receive confidential information necessary to answer inquiries and resolve issues related to
the payment. | have selected a personal identification number (PIN) as my signature for the electronic return and, if applicable, the consent to
electronic funds withdrawal.

PIN: check one box only

|XI | authorize Draffin & Tucker LLP to enter my PIN 34026 as my signature
ERO firm name Enter five numbers, but

do not enter all zeros

on the tax year 2024 electronically filed return. If | have indicated within this return that a copy of the return is being filed with a state
agency(ies) regulating charities as part of the IRS Fed/State program, | also authorize the aforementioned ERO to enter my PIN on the
return’s disclosure consent screen.

|:| As an officer or person subject to tax with respect to the entity, | will enter my PIN as my signature on the tax year 2024 electronically

filed return. If | have indicated within this return that a copy of the return is being filed with a state agency(ies) regulating charities as part
of the IRS Fed/State program, | will enter my PIN on the return’s disclosure consent screen.

Signature of officer or person subject to tax Date 10/ 30/ 25
Part lll Certification and Authentication

ERO's EFIN/PIN. Enter your six-digit electronic filing identification

number (EFIN) followed by your five-digit self-selected PIN. | 67118711111 |

Do not enter all zeros
| certify that the above numeric entry is my PIN, which is my signature on the 2024 electronically filed return indicated above. | confirm that |
am submitting this return in accordance with the requirements of Pub. 4163, Modernized e-File (MeF) Information for Authorized IRS e-file

Providers for Business Returns. /// 4 e
i/ M ‘ﬂ’;;%—
ERO's signature Date 10/ 30/ 25

ERO Must Retain This Form — See Instructions
Do Not Submit This Form to the IRS Unless Requested To Do So

For Privacy Act and Paperwork Reduction Act Notice, see back of form. Form 8879-TE (2024
DAA
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IRS E-file Signature Authorization

Frm 3879-TE for a Tax Exempt Entity OMB Tlo. 15450047

For calendar year 2024, or fiscal year beginning , ... ............ ,2024,and ending .. .......... 20 ... ..
Department of the Treasury Do not send to the IRS. Keep for your records. 2024
Internal Revenue Service Go to www.irs.gov/Form8879TE for the latest information.
Name of filer EIN or SSN

Upson County Hospital, Inc. 58- 1734026
Name and fitle of officer or person subject to tax ] Oh n W | | | ans
CFQ CcoO
Part | Type of Return and Return Information

Check the box for the return for which you are using this Form 8879-TE and enter the applicable amount, if any, from the return. Form
8038-CP and Form 5330 filers may enter dollars and cents. For all other forms, enter whole dollars only. If you check the box on line 1a, 2a,
3a, 4a, 5a, 6a, 7a, 8a, 9a, or 10a below, and the amount on that line for the return being filed with this form was blank, then leave line 1b, 2b,
3b, 4b, 5b, 6b, 7b, 8b, 9b, or 10b, whichever is applicable, blank (do not enter -0-). But, if you entered -0- on the return, then enter -0- on the
applicable line below. Do not complete more than one line in Part I.

la Form 990 check here = b Total revenue, if any (Form 990, Part VIII, column (A), line 12) 1b

2a Form 990-EZ check here b Total revenue, if any (Form 990-EZ, line9) 2b

3a Form 1120-POL check here b Total tax (Form 1120-POL, line22) 3b

4a Form 990-PF check here | | b Tax based on investment income (Form 990-PF, Part V, line 5) 4b

5a Form 8868 check here _| b Balance due (Form 8868, line 3c) ... 5b

6a Form 990-T check here X b Total tax (Form 990-T, Part Il, ne 4 6b 1,439
7a Form 4720 check here E b Total tax (Form 4720, Part lll, line 1) ....... . ... .. ... .................. 7b

8a Form 5227 check here L | b FMV of assets at end of tax year (Form 5227, ltemD) ................ 8b

9a Form 5330 check here L 1 b Tax due (Form 5330, Part I, line 19) .................................... 9b
10a Form 8038-CP check here L b Amount of credit payment requested (Form 8038-CP, Part lll, line 22) 10b

Part Il Declaration and Signature Authorization of Officer or Person Subject to Tax
Under penalties of perjury, | declare that I am an officer of the above entity or |:| | am a person subject to tax with respect to (name
of entity) , (EIN) and that | have examined a copy of the

2024 electronic return and accompanying schedules and statements, and, to the best of my knowledge and belief, they are true, correct, and
complete. | further declare that the amount in Part | above is the amount shown on the copy of the electronic return. | consent to allow my
intermediate service provider, transmitter, or electronic return originator (ERO) to send the return to the IRS and to receive from the IRS (a) an
acknowledgement of receipt or reason for rejection of the transmission, (b) the reason for any delay in processing the return or refund, and (c)
the date of any refund. If applicable, | authorize the U.S. Treasury and its designated Financial Agent to initiate an electronic funds withdrawal
(direct debit) entry to the financial institution account indicated in the tax preparation software for payment of the federal taxes owed on this
return, and the financial institution to debit the entry to this account. To revoke a payment, | must contact the U.S. Treasury Financial Agent at
1-888-353-4537 no later than 2 business days prior to the payment (settlement) date. | also authorize the financial institutions involved in the
processing of the electronic payment of taxes to receive confidential information necessary to answer inquiries and resolve issues related to
the payment. | have selected a personal identification number (PIN) as my signature for the electronic return and, if applicable, the consent to
electronic funds withdrawal.

PIN: check one box only

|XI | authorize Draffin & Tucker LLP to enter my PIN 34026 as my signature
ERO firm name Enter five numbers, but

do not enter all zeros

on the tax year 2024 electronically filed return. If | have indicated within this return that a copy of the return is being filed with a state
agency(ies) regulating charities as part of the IRS Fed/State program, | also authorize the aforementioned ERO to enter my PIN on the
return’s disclosure consent screen.

|:| As an officer or person subject to tax with respect to the entity, | will enter my PIN as my signature on the tax year 2024 electronically

filed return. If | have indicated within this return that a copy of the return is being filed with a state agency(ies) regulating charities as part
of the IRS Fed/State program, | will enter my PIN on the return’s disclosure consent screen.

Signature of officer or person subject to tax Date 10/ 30/ 25
Part lll Certification and Authentication

ERO's EFIN/PIN. Enter your six-digit electronic filing identification

number (EFIN) followed by your five-digit self-selected PIN. | 67118711111 |

Do not enter all zeros
| certify that the above numeric entry is my PIN, which is my signature on the 2024 electronically filed return indicated above. | confirm that |
am submitting this return in accordance with the requirements of Pub. 4163, Modernized e-File (MeF) Information for Authorized IRS e-file

Providers for Business Returns. ﬁ/" o Wi
AN NN
ERO's signature Date 10/ 30/ 25

ERO Must Retain This Form — See Instructions
Do Not Submit This Form to the IRS Unless Requested To Do So

For Privacy Act and Paperwork Reduction Act Notice, see back of form. Form 8879-TE (2024
DAA
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rom 990

Department of the Treasury

Return of Organization Exempt From Income Tax

Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except private foundations)

Do not enter social security numbers on this form as it may be made public.

OMB No. 1545-0047

2024

Open to Public

Internal Revenue Service Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
A For the 2024 calendar year, or tax year beginning _and ending
B Check if applicable: | Name of organization D Employer identification number
|:| Address change Upson County Hospital, Inc.
[] Name change Doing business as Upson Regi onal Medi cal Center 58-1734026
9 Number and street (or P.O. box if mail is not delivered to street address) Room/suite E Telephone number
|:| Initial return 801 West CGordon Street 706-647-8111
Final return/ City or town, state or province, country, and ZIP or foreign postal code
terminated
Thonast on GA 30286- 0027 G Gross receipts$ 133, 383, 434
|:| Amended return F Name and address of principal officer:
|:| appicaion pending | Dani el Onens H(a) Is this a group retum for subordinatesD Yes No
801 West Cordon Street H(b) Ave all subordinates includec? || Yes [_] No
Thon‘ast on GA 30286 If "No," attach a list. See instructions

| Tax-exempt status:

X soiw@ [ | 5010 (

) (insert no.)

|_| 4947(a)(1) or

|_| 527

; www, URMC. or g

J  Website H(c) Group exemption number
K Form of organization: m Corporation |_| Trust |_| Association |_| Other | L Year of formation: 1951 | M State of legal domicile: GA\
Part | Summary
1 Briefly describe the organization's mission or most significant activities:
S ~Upson Regional Medical Center is commtted to delivering conpassionate, .. |
g expert care that builds trust, honors dignity and strengthens our .
g communities.
8 2 Check this box if the organization discontinued its operations or disposed of more than 25% of its net assets.
3 3 Number of voting members of the governing body (Part VI, line 18 3 9
@ | 4 Number of independent voting members of the governing body (Part VI, line 1) 4 8
E 5 Total number of individuals employed in calendar year 2024 (Part V, line2a) 5 966
3| & Total number of volunteers (estmate it necessary) 5 | 68
7aTotal unrelated business revenue from Part VIlI, column (C), line12 7a 560, 227
b Net unrelated business taxable income from Form 990-T, Part |, line 11 ... .. .. ... .. ... ... .. ... .............. 7b 6, 850
Prior Year Current Year
o | 8 Contributions and grants (Part ViIl, line 2b) 1,908, 844 1,430, 223
% 9 Program service revenue (Part VI, line2gy 119,222,418 123,025,734
& | 10 Investment income (Part VIII, column (A), lines 3, 4,and 7d) 3,245,138 6, 899, 972
® | 11 Other revenue (Part VIII, column (A), lines 5, 6d, 8c, 9¢c, 10c, and 11¢) 806, 225 527,505
12 Total revenue — add lines 8 through 11 (must equal Part VIII, column (A), line 12) ... ... .. 125, 182, 625 131, 883, 434
13 Grants and similar amounts paid (Part IX, column (A), lines 1-3) 28, 225 22,271
14 Benefits paid to or for members (Part IX, column (A), ine4) 0
9 15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10) 63, 058, 559 66, 456, 267
2| 16aProfessional fundraising fees (Part IX, column (A), line 12¢) 0
§ b Total fundraising expenses (Part IX, column (D), line25) 0 ______
W1 17 Other expenses (Part IX, column (A), lines 11a-11d, 11f-24e) 55, 864, 241 59, 255, 566
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line 25) 118,951,025 125,734,104
19 Revenue less expenses. Subtract line 18 from line 12 . . . 6, 231, 600 6, 149, 330
59 Beginning of Current Year End of Year
5| 20 Total assets (Part X, ne 16) ... 232,401, 586 | 258, 229, 465
<5l 21 Total liabilties (Part X, fine 26) | ... 9,192,433 12, 280, 949
g._% 22 Net assets or fund balances. Subtract line 21 fromline 20 .. ... ... .. ... ... ... ... ... ... ... .. 223, 209, 153 245, 948, 516
Part Il Signature Block

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

S|gn Signature of officer Date
Here |John WIIians CFQ GO

Type or print name and title

Preparer's name Preparer's signature - Date Check |:| if | PTIN
Paid W1 1liam Edward Phillips N asarl~f bl — 10/31/2% seitemployed | PO0451499
Preparer Firm's name D a.f f | n & TUCkeI’ LLP Firm's EIN 58' 09 14992
Use Only PO Box 71309

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

May the IRS discuss this return with the preparer shown above? See instructions

X ves [ [No

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

Form 990 (2024)
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Form 990 (2024) Upson County Hospital, Inc. 58-1734026 Page 2
Part lll Statement of Program Service Accomplishments
Check if Schedule O contains a response or note to any line inthis Part 1l . .. ... . . . ... . . . .. ... ... . |:|

1 Briefly describe the_ organization's mis.sion: ) ) ) ) ]
Upson Regional Medical Center is commtted to delivering conpassionate,

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

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

services? |:| Yes No

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

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

[] Yes [X] No

4a (Code: ) (Expenses $ 94, 517, 118 including grants of $ 22, 271 ) (Revenue $ 122, 787, 423 )

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

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

4d Other program services (Describe on Schedule O.)
(Expenses $ including grants of $ ) (Revenue $ )
4e Total program service expenses 94,517,118
DAA Form 990 (2024)
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Form 990 (2024) Upson County Hospital, |nc. 58- 1734026 Page 3
Part IV Checklist of Required Schedules
Yes | No
1 Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If “Yes,”
complete Schedule A 1| X
2 Is the organization required to complete Schedule B, Schedule of Contributors? See instructons 2 | X
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? If “Yes,” complete Schedule C, Part 1~ 3 X
4  Section 501(c)(3) organizations. Did the organization engage in lobbying activities, or have a section 501(h)
election in effect during the tax year? If "Yes," complete Schedule C, Partt 4 | X
5 Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Rev. Proc. 98-19? If "Yes," complete Schedule C, Partut~~~ 5 X
6 Did the organization maintain any donor advised funds or any similar funds or accounts for which donors
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? If
“Yes,” complete Schedule D, Part | 6
7 Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? If “Yes,” complete Schedule D, Partyy 7
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If “Yes,”
complete Schedule D, Part Il 8
9 Did the organization report an amount in Part X, line 21, for escrow or custodial account liability; serve as a
custodian for amounts not listed in Part X; or provide credit counseling, debt management, credit repair, or
debt negotiation services? If “Yes,” complete Schedule D, Part IV~ 9
10 Did the organization, directly or through a related organization, hold assets in donor-restricted endowments
or in quasi-endowments? If “Yes,” complete Schedule D, Part V. 10
11 If the organization's answer to any of the following questions is “Yes,” then complete Schedule D, Parts VI,
VII, VIII, IX, or X, as applicable.
a Did the organization report an amount for land, buildings, and equipment in Part X, line 10? If "Yes,"
complete Schedule D, Part VI 11a| X
b Did the organization report an amount for investments—other securities in Part X, line 12, that is 5% or more
of its total assets reported in Part X, line 16? If "Yes," complete Schedule D, Partvi(te .~~~ 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 16? If "Yes," complete Schedule D, PartV((t -~~~ 1lc 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 16? If "Yes," complete Schedule D, Part IX 11d X
e Did the organization report an amount for other liabilities in Part X, line 25? If "Yes," complete Schedule D, Part X lle X
f Did the organization's separate or consolidated financial statements for the tax year include a footnote that addresses
the organization's liability for uncertain tax positions under FIN 48 (ASC 740)? If "Yes," complete Schedule D, Part X 11f | X
12a Did the organization obtain separate, independent audited financial statements for the tax year? If “Yes,” complete
Schedule D, Parts Xl and XI ... 12a X
b Was the organization included in consolidated, independent audited financial statements for the tax year? If
"Yes," and if the organization answered "No" to line 12a, then completing Schedule D, Parts XI and XIl is optional 20| X
13 Is the organization a school described in section 170(b)(1)(A)(i)? If “Yes,” complete Schedule e 13 X
14a Did the organization maintain an office, employees, or agents outside of the United States? 1l4a X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking,
fundraising, business, investment, and program service activities outside the United States, or aggregate
foreign investments valued at $100,000 or more? If “Yes,” complete Schedule F, Parts landtv. =~~~ 14b| X
15 Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or other assistance to or
for any foreign organization? If “Yes,” complete Schedule F, Parts Handtv. ... ...~~~ 15 X
16 Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or other
assistance to or for foreign individuals? If “Yes,” complete Schedule F, Parts iltandtv. ... 16 X
17 Did the organization report a total of more than $15,000 of expenses for professional fundraising services on
Part IX, column (A), lines 6 and 11e? If “Yes,” complete Schedule G, Part I. See instructons 17 X
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIll, lines 1c and 8a? If "Yes," complete Schedule G, Part Il 18 X
19 Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a?
If "Yes," complete Schedule G, Part Il ... .. 19 X
20a Did the organization operate one or more hospital facilities? If “Yes,” complete Schedule H 20a| X
b If “Yes” to line 20a, did the organization attach a copy of its audited financial statements to this return? 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 |, Parts land Il ... ... ... .. ... .. ... ............. 21 X

DAA Form 990 (2024)
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Form 990 (2024) Upson County Hospital, Inc. 58-1734026 Page 4
Part IV Checklist of Required Schedules (continued)

Yes | No

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

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

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

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

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

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

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

controlled entity or family member of any of these persons? If “Yes,” complete Schedule L, Partuyy 26 X
27 Did the organization provide a grant or other assistance to any current or former officer, director, trustee, key

employee, creator or founder, substantial contributor or employee thereof, a grant selection committee

member, or to a 35% controlled entity (including an employee thereof) or family member of any of these

persons? If “Yes,” complete Schedule L, Part 11l 27 X
28 Was the organization a party to a business transaction with one of the following parties? (See the Schedule

L, Part IV, instructions for applicable filing thresholds, conditions, and exceptions).

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

"Yes," complete Schedule L, Part IV 282 X
b A family member of any individual described in line 28a? If “Yes,” complete Schedule L, Parttv......... .~ 28b X
c A 35% controlled entity of one or more individuals and/or organizations described in line 28a or 28b? If
"Yes,” complete Schedule L, Part IV 28¢ X
29 Did the organization receive more than $25,000 in noncash contributions? If “Yes,” complete Schedulem 29 X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? If “Yes,” complete Schedule M 30 X
31 Did the organization liquidate, terminate, or dissolve and cease operations? If “Yes,” complete Schedule N, Part1 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,"
complete Schedule N, Part Il 32 X
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations
sections 301.7701-2 and 301.7701-3? If “Yes,” complete Schedule R, Part| 33
34 Was the organization related to any tax-exempt or taxable entity? If “Yes,” complete Schedule R, Part Il, llI,
or IV’ and Part V’ Ly R 34
35a Did the organization have a controlled entity within the meaning of section 512(b)(13)> 35a X
b If "Yes" to line 35a, did the organization receive any payment from or engage in any transaction with a
controlled entity within the meaning of section 512(b)(13)? If “Yes,” complete Schedule R, Part V, ine2 35b
36  Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable
related organization? If “Yes,” complete Schedule R, Part V, line 2 36
37 Did the organization conduct more than 5% of its activities through an entity that is not a related organization
and that is treated as a partnership for federal income tax purposes? If “Yes,” complete Schedule R, Partvi 37
38 Did the organization complete Schedule O and provide explanations on Schedule O for Part VI, lines 11b and
19? Note: All Form 990 filers are required to complete Schedule O. ... .. .. .. . . 38 | X
Part V Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response or note to any lineinthisPartV ... ... ... ... . ... ... ... ... ... ... |:|
Yes | No
la Enter the number reported in box 3 of Form 1096. Enter -0- if not applicable 1a | 194
Enter the number of Forms W-2G included on line 1a. Enter -0- if not applicable 1b 0
Did the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming (gambling) WiNNINGS t0 PriZe WINNEIS? . . . ...ttt e e e e e e e e e e e e e e e 1c

DAA Form 990 (2024)
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Form 990 (2024) Upson County Hospital, Inc. 58- 1734026 Page 5
Part V Statements Regarding Other IRS Filings and Tax Compliance (continued) Yes No
2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax
Statements, filed for the calendar year ending with or within the year covered by this return 2a | 966
b If at least one is reported on line 2a, did the organization file all required federal employment tax returns? 2b | X
3a Did the organization have unrelated business gross income of $1,000 or more during the year? 3a | X
b If“Yes,” has it filed a Form 990-T for this year? If “No” to line 3b, provide an explanation on Schedueo 3b | X
4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority over,
a financial account in a foreign country (such as a bank account, securities account, or other financial account)? 4a | X
b If “Yes," enter the name of the foreign counry Cayman Islands ... ...
See instructions for filing requirements for FINCEN Form 114, Report of Foreign Bank and Financial Accounts (FBAR).
5a Was the organization a party to a prohibited tax shelter transaction at any time during the tax year? 5a X
Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? 5b X
If “Yes” to line 5a or 5b, did the organization file Form 8886-T? S5C
6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the
organization solicit any contributions that were not tax deductible as charitable contributons? 6a X
b If “Yes,” did the organization include with every solicitation an express statement that such contributions or
gifts were not tax deductible? 6b
7 Organizations that may receive deductible contributions under section 170(c).
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods
and services provided to the payor? 7a X
b If “Yes,” did the organization notify the donor of the value of the goods or services provided? 7b
¢ Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required 0 file FOMM 82827 7c
d If “Yes,” indicate the number of Forms 8282 filed during the year | 7d |
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? 7e X
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? 7f X
g If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required? 79
h If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C? | 7h
8 Sponsoring organizations maintaining donor advised funds. Did a donor advised fund maintained by the
sponsoring organization have excess business holdings at any time during the year? 8
9 Sponsoring organizations maintaining donor advised funds.
a Did the sponsoring organization make any taxable distributions under section 49662 9a
b Did the sponsoring organization make a distribution to a donor, donor advisor, or related person? 9b
10 Section 501(c)(7) organizations. Enter:
a |Initiation fees and capital contributions included on Part vill, line12 10a
b Gross receipts, included on Form 990, Part VIII, line 12, for public use of club facilites 10b
11  Section 501(c)(12) organizations. Enter:
a Gross Income from members or SharehOIders ................................................... 11a
b Gross income from other sources. (Do not net amounts due or paid to other sources
against amounts due or received from them.) 11
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 10412 12a
b If “Yes,” enter the amount of tax-exempt interest received or accrued during the year . ... ... .. .. | 12b |
13 Section 501(c)(29) qualified nonprofit health insurance issuers.
a Is the organization licensed to issue qualified health plans in more than one state? 13a
Note: See the instructions for additional information the organization must report on Schedule O.
b Enter the amount of reserves the organization is required to maintain by the states in which
the organization is licensed to issue qualified health plans 13b
C Enter the amount Of reserves on hand .......................................................... 13C
14a Did the organization receive any payments for indoor tanning services during the tax year? l4a X
b If “Yes,” has it filed a Form 720 to report these payments? If "No," provide an explanation on Schedueo 14b
15 Is the organization subject to the section 4960 tax on payment(s) of more than $1,000,000 in remuneration or
excess parachute payment(s) during the year? 15
If “Yes,” see instructions and file Form 4720, Schedule N.
16 Is the organization an educational institution subject to the section 4968 excise tax on net investment income? ... . ... ... . . ... 16
If “Yes,” complete Form 4720, Schedule O.
17  Section 501(c)(21) organizations. Did the trust, any disqualified or other person, engage in any activities
that would result in the imposition of an excise tax under section 4951, 4952, or 49537 17
If “Yes,” complete Form 6069.

DAA

Form 990 (2024)
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Form 990 (2024) Upson County Hospital, Inc. 58- 1734026 Page 6
Part VI Governance, Management, and Disclosure. For each "Yes" response to lines 2 through 7b below, and for a "No"
response to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes on Schedule O. See instructions.
Check if Schedule O contains a response or note to any line in this Part VI .. |7|_
Section A. Governing Body and Management

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

Section C. Disclosure
17 List the states with which a copy of this Form 990 is required to be filed GA‘ .......................................................................
18 Section 6104 requires an organization to make its Forms 1023 (1024 or 1024-A, if applicable), 990, and 990-T (section 501(c)
(3)s only) available for public inspection. Indicate how you made these available. Check all that apply.
Own website |:| Another's website Upon request |:| Other (explain on Schedule O)
19 Describe on Schedule O whether (and if so, how) the organization made its governing documents, conflict of interest policy,
and financial statements available to the public during the tax year.
20 State the name, address, and telephone number of the person who possesses the organization's books and records.

John WIIians 801 West CGordon Street
Thonast on GA 30286- 0227 706-647-8111

DAA Form 990 (2024)
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Form 990 (2024) Upson County Hospital, Inc. 58- 1734026 Page 7
Part VII Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors
Check if Schedule O contains a response or note to any line in this Part VII
Section A.  Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees

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

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

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

e List the organization's five current highest compensated employees (other than an officer, director, trustee, or key employee)
who received reportable compensation (box 5 of Form W-2, box 6 of Form 1099-MISC, and/or box 1 of Form 1099-NEC) of more than
$100,000 from the organization and any related organizations.

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

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

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

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

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

©
A B Position D E £
Name(aLd title Avfar;ge t()(cj;,nt?r:lg:;}i;gg;ei;hg gﬂ? r;i Repi)n)abl_e Repgn)abl_e Estimatéd) amount
| o s Grersey | e
(list any ] 2|z 9,: ) gé_,': py organization (W-2/ organizations (W-2/ from the
hours for 22| 2183 [B3] 3 1099-MISC/ 1099-MISC/ organization and
relgteq gg‘ 5|7 % §:"-; 2 1099-NEC) 1099-NEC) related organizations
organizations |2 = 3 g| g
below s| = 2 3
dotted line) T % g
@wBrandon M Boycg, M
AU TP U TR I 40.00
Ot hopedi ¢ Sur geon 0. 00 X 998, 576 22, 058
@dJdeff Tarrant
U URURTRN I 40.00
Hospital CEQ Pres 1.00 X 809, 424 47, 500
®Kevin A G@ngrich, M
AU TN U TR I 40.00 .
O t hopedi ¢ Sur geon 0. 00 X 642, 985 16, 288
@@ Dani el A. Bridges, M
TSROSO PR I 40.00
Ur ol ogy Sur geon 0. 00 X 583, 365 24, 696
G Robert Sol yonvari, M
U TU TR OO I 40.00
Sur geon 0. 00 X 541, 270 36,111
eJoshua Donis, M
ETTURTR T URURURR I 40.00
Car di ol ogi st 0.00 X 551, 354 24, 696
mBenjamn WIIliaps, M
RSO URR IO 40.00
Board Menber 0.20 [ X 419, 672 16, 895
®John WIIians
e 40.00
CFQ CO0 1. 00 X 390, 288 6, 100
o9 Mar k Andrews
SRR RORUURPURRURTORORN IO 0.75.
Board Menber 0.20 [ X 0 0
@)Scott Bl ackst ock
SRR RORUURPURRURTORORN IO 0.75.
Board Menber 0.20 [ X 0 0
@nJi m Edwar ds
USROS RUURURTORRN IO 0.75.
Vi ce Chai r nan 0.20 [X X 0 0

DAA
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Page 8

Part VIl Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
©
Position
(G (B8) (do not check more than one () (G)] (F)
Name and title Average box, unless person is both an Reportable Reportable Estimated amount
hours officer and a director/trustee) compensation compensation of other
per week — - from the from related compensation
(list any 2 2| 2 2 5 3| & organization (W-2/ organizations (W-2/ from the
hours for %g g8 | a :65 B 1099-MISC/ 1099-MISC/ organization and
related o5 §‘ 3 g; = 1099-NEC) 1099-NEC) related organizations
organizations 'o‘; D S| g
below G 1 3 3
dotted line) gl 2 g
8 &
(12) WIlIliam H ghtower [\
A2 ] 0.75.
Chai r man 0.20 X X 0 0
(13) Steve Keadle
A3 0.75.
Assi stant Secretary 0.20 | X X 0 0
(14) Ral ph Warnock, M
A 0.75.
Secretary 0.20 X X 0 0
(15) Kay Searcy
A5 0.75.
Board Menber 0.20 [ X 0 0
(16) Rev. Geg Snith
A8) 0.75.
Board Menber 0.20 [ X X 0 0
(17) Dani el Onens
A7) 0.00
CEO (1/2025) 0. 00 X 0 0
(18)
(19
1b Subtotal ... 4,936, 934 194, 344
c Total from continuation sheets to Part VI, Section A ...........
d Total (add lines b and 1€) ...oooooovoieoiiiie i 4,936, 934 194, 344
2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 of
reportable compensation from the organization
Yes [ No
3 Did the organization list any former officer, director, trustee, key employee, or highest compensated
employee on line 1a? If “Yes,” complete Schedule J for such individual . ... ... .. .. .. ... 3 X
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,0007? If “Yes,” complete Schedule J for such
INGIVIBUBL 4 | X
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule J for such person.............. .. ... ... . oo ..., 5 X
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax year.
A B C
Name and kgus)iness address Descripticgn )of services Coméer%sation
Cardi osol uti on Physi ci ans 4675 Cornell Road, Suite 100
G nci nnat i OH 45241 Medi cal 2, 386, 078
Sodexo, Inc. & Affiliates P O Bpx 360170
Pi tt sburgh PA 15251 Food Service 1,551,182
I nnovati ve Therapy Concepts LLC 2 Mashburn St, Suite 102
Hawki nsvill e GA 31036 Physi cal Ther 1,518, 025
Facility Controls Goup Inc 5174 Hat hburn Court
Dunwoody GA 30338 Facility Repair 1, 497, 950
Quardi an Medical Services, LLC 1001 Jenkins Rd
Forsyth GA 31029 Anest hesi a 1,394, 568
2 Total number of independent contractors (including but not limited to those listed above) who
received more than $100,000 of compensation from the organization 35

DAA

Form 990 (2024)
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Form 990 (2024) Upson _County Hospital, Inc. 58-1734026 Page 9
Part VIII  Statement of Revenue
Check if Schedule O contains a response or note to any line in this Part VIIl ... ... ... ... .. |:|
Total (ﬁg)venue Related (Er) exempt Um(jgted RevenuéD)excluded

function revenue

business revenue

from tax under
sections 512-514

Eé la Federated campaigns = la
©2 b Membership dues 1b
@< c Fundraising events 1c
5_‘_3‘ d Related organizatons = 1d
ui.g e Government grants (contributions) le 365, 001
S(Q f Al other contributions, gifts, grants,
59 and similar amounts not included above . . .. .. 1f 1, 065, 222
ga g Noncash contributions included in
o lines 1a-2f ... o g [$
8 & h Total. Add lines 1a—1f ... ..o 1, 430, 223
Business Code
8 | 2a . Net patient service revenue . 6219901122, 465, 507|122, 465, 507
ol b . Vellness Center . . . ... 713940 536, 372 536, 372
w% ¢ Gatering . . 722320 23, 855 23, 855
&g d
Uﬁ ...................................................
Sl e
f All other program service revenue ................
g Total. Add liNes 28—2f ... ..ottt 123, 025, 734
3 Investment income (including dividends, interest, and
other similar amounts) ... 5, 384, 005 5, 384, 005
4 Income from investment of tax-exempt bond proceeds
5 RoyaltieS .. ... .
(i) Real (i) Personal
6a Gross rents 6a
b Less: rental expenses| 6b
C Rental inc. or (loss) | 6C
d Netrental income or (I0SS) . ... ... ...,
7a SG;;SSSO?";Z:;‘;”O”‘ () Securities (i) Other
other than inventory | 7@ 2, 868, 558 147, 409
g b Less: cost or other
§ basis and sales exps.| 7b 1, 500, 000
€| c Gainor(oss) | 7c 1, 368, 558 147, 409
B| d Netgainor(I0Ss) ..........oooooiiiiiiii 1, 515, 967 1, 515, 967
& | 8a Gross income from fundraising events
(not including $
of contributions reported on line
1c). See Part IV, line18 8a
Less: direct expenses 8b
¢ Net income or (loss) from fundraising events ..................
9a Gross income from gaming
activities. See Part IV, line 19 9a
b Less: direct expenses 9b
¢ Net income or (loss) from gaming activities ...................
10a Gross sales of inventory, less
returns and allowances 10a
Less: cost of goods sold 10b
Net income or (loss) from sales of inventory .. .................
n Business Code
Saflla Computer fee . . . . ... ... 621990 205, 407 205, 407
8§ b . Discounts and rebates . ... . 621990 198, 440 198, 440
3 c . Mnagement fees . .. ... ... .. 561499 88, 158 88, 158
27| d Allother revenue ................................. 561499 35, 500 35, 318 182
e Total. Add lines 11a-11d .. ... .. ... .o 527, 505
12 Total revenue. See instructions .............................. 131, 883, 434|122, 787, 423 560, 227| 7,105, 561

DAA

Form 990 (2024)
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Upson County Hospital,

| nC.

58- 1734026

Part IX

Statement of Functional Expenses

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

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

Do not include amounts reported on lines 6b, 7

b,

Q)

(B)

©)

(D)

Total expenses Program service Management and Fundraising
8b, 9b, and 10b of Part VIII. expenses general expenses expenses
1 Grants and other assistance to domestic organizations
and domestic govemments. See Part IV, line 21
2 Grants and other assistance to domestic
individuals. See Part IV, line22 22, 271 22, 271
3 Grants and other assistance to foreign
organizations, foreign governments, and
foreign individuals. See Part IV, lines 15 and 16
4 Benefits paid to or for members
5 Compensation of current officers, directors,
trustees, and key employees 1,689, 880 1,689, 880
6 Compensation not included above to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(c)(3)(B)
7 Other salaries and wages 51,631, 102 37, 839, 862 13,791, 240
8 Pension plan accruals and contributions (include
section 401(k) and 403(h) employer contributions) 727,044 673,494 53, 550
9 Other employee benefits 8,801,109 7,553, 507 1,247,602
10 Payol taxes 3,607,132 3,091, 673 515, 459
11 Fees for services (nonemployees):
a Management 546, 348 149, 479 396, 869
bolegal ... 172, 778 172,778
¢ Accounting ... 193, 199 193,199
d Lobbying .
e Professional fundraising services. See Part IV, line 17
f Investment management fees 127, 556 127, 556
g Other. (If line 11g amount exceeds 10% of line 25, column
(A), amount, list line 11g expenses on Schedule 0) 16, 457, 329 11, 303, 922 5, 153, 407
12 Advertising and promoton 331, 682 352 331, 330
13 Office expenses 2,385, 788 884, 030 1,501, 758
14 Information technology 4,017, 645 871,508 3,146,137
15 Royalies
16 Occupancy . . . ... 2, 343, 302 2,105, 223 238, 079
17 Travel 336, 400 240, 292 96, 108
18 Payments of travel or entertainment expense
for any federal, state, or local public officials
19 Conferences, conventions, and meetings
20 IntereSt ...................................
21 Payments to affiliates
22 Depreciation, depletion, and amortization 8, 076, 194 7, 255, 653 820, 541
23 nsurance ... 3, 326, 220 3,205, 915 120, 305
24 Other expenses. Itemize expenses not covered
above. (List miscellaneous expenses on line 24e. If
line 24e amount exceeds 10% of line 25, column
(A), amount, list line 24e expenses on Schedule O.)
a Medical Supplies . 15,311,311 15,311,311
b Repairs & maintenance 2,695,192 1, 955, 386 739, 806
c Provider fees 1,470, 520 1,470,520
d . FEMA Grant Adustment 630, 388 630, 388
e All other expenses 833, 714 582, 720 250, 994
25 Total functional expenses. Add lines 1 through 24e . . 125, 734, 104 94, 517, 118 31, 216, 986 0
26 Joint costs. Complete this line only if the
organization reported in column (B) joint costs
from a combined educational campaign and
fundraising solicitation. Check her{ﬂ if
following SOP 98-2 (ASC 958-720) ............
DAA Form 990 (2024)
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Form 990 (2024) Upson County Hospital, Inc. 58- 1734026 Page 11
Part X Balance Sheet
Check if Schedule O contains a response or note to any line in this Part X . |_L
®) (B)
Beginning of year End of year
1 Cash—nonnterestbearing ... 8,570] 1 8,91/
2 Savings and temporary cash investments 7,425,490] 2 9, 651, 029
3 Pledges and grants receivable, net 3
4 Accounts receivable, Nt ... 21,478,925| 4 | 22,188, 763
5 Loans and other receivables from any current or former officer, director,
trustee, key employee, creator or founder, substantial contributor, or 35%
controlled entity or family member of any of these persons 5
6 Loans and other receivables from other disqualified persons (as defined
2] under section 4958(f)(1)), and persons described in section 4958(c)(3)(B) =~ 6
5| 7 Notes and loans recevable, net 1,751, 281] 7 587, 354
<| 8 Inventories for sale or use ... 3, 506, 375 s 3,185, 202
9 Prepaid expenses and deferred charges 2,760,029 9 2, 753, 624
10a Land, buildings, and equipment: cost or other
basis. Complete Part VI of ScheduleD 10a| 167, 254, 790
b Less: accumulated depreciaton 10b|] 119, 983, 626 46, 354, 560 10c 47,271,164
11 Investments—publicly traded securies 139,496, 213 | 11| 161, 940, 304
12 Investments—other securities. See Part IV, ine12 12
13 Investments—program-related. See Part IV, line122 3,582,667 13 4,123,151
14 Intangible @SSe(S. ... ... 1,639,203] 14] 1,639, 203
15 Other assets. See Part IV, fine 11 . .. .................... 4,398, 2731 15| 4, 880, 754
16 Total assets. Add lines 1 through 15 (must equal ine 33) ...........oooeeeeveee.... 232,401,586 | 16 | 258, 229, 465
17 Accounts payable and accrued expenses 8,052,433 17 12,280, 949
18 Grants payable 18
19 Deferred O UG 19
20 Tax-exempt bond liabiliies . . ... 1,140, 000} 20
21 Escrow or custodial account liability. Complete Part IV of Schedule D 21
9 22 Loans and other payables to any current or former officer, director,
= trustee, key employee, creator or founder, substantial contributor, or 35%
E controlled entity or family member of any of these persons 22
— 123 Secured mortgages and notes payable to unrelated third paries 23
24 Unsecured notes and loans payable to unrelated third parties 24
25 Other liabilities (including federal income tax, payables to related third
parties, and other liabilities not included on lines 17-24). Complete Part X
of Schedule D 25
26 Total liabilities. Add lines 17 through 25 ... ... 9,192,433 26| 12, 280, 949
@ Organizations t.hat follow FASB ASC 958, check here
Q and complete lines 27, 28, 32, and 33.
T‘g 27 Net assets without donor restricions 223,209, 153 | 27| 245, 948,516
© |28 Net assets with donor restrictons 28
= Organizations that do not follow FASB ASC 958, check her|:|
"'; and complete lines 29 through 33.
3 29 Capital stock or trust principal, or current funds 29
§ 30 Paid-in or capital surplus, or land, building, or equipment fund 30
&£ |31 Retained eamings, endowment, accumulated income, or other funds 31
G |32 Total net assets or fund balances ... ............... 223, 209, 153 | 32| 245, 948, 516
33 Total liabilities and net assets/ffund balances ........................................ 232,401,586 33| 258, 229, 465

DAA

Form 990 (2024)



86100H

Form 990 (2024) Upson County Hospital, Inc. 58- 1734026 Page 12
Part Xl Reconciliation of Net Assets

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

Total revenue (must equal Part VIIl, column (A), line 12)

Total expenses (must equal Part IX, column (A), line 25)
Revenue less expenses. Subtract line 2 from line 1

.............................................. X
131, 883, 434

125,734,104
6,149, 330
223, 209, 153
16, 049, 549

© O ~N O U WN PR
Z
@
2
c
=]
=
o)
o
5
@
o
Q
o
>
7]
—
o)
1)
17
@
%)
<
o
=]
g.
@
%)
2
3
@
>
=
[7)
© |o [~ |o o s [w [N |-

540, 484
Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line

32, COMMN (B)) oo\ 10 | 245, 948, 516
Part XIl  Financial Statements and Reporting
Check if Schedule O contains a response or note to any line in this Part XII

[y
o

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

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

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

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

the audit, review, or compilation of its financial statements and selection of an independent accountant? 2c | X
If the organization changed either its oversight process or selection process during the tax year, explain on
Schedule O.
3a As a result of a federal award, was the organization required to undergo an audit or audits as set forth in the
Uniform Guidance, 2 C.F.R. Part 200, Subpart F? 3a X

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

3b
Form 990 (2024)
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SCHEDULE A Public Charity Status and Public Support OMB No. 15450047

(Form 990)

Complete if the organization is a section 501(c)(3) organization or a section 4947(a)(1) nonexempt charitable trust. 2024

Department of the Treasury Attach to Form 990 or Form 990-EZ. Open to Public

Internal Revenue Service Go to www.irs.gov/Form990 for instructions and the latest information. Inspection

Name of the organization Employer identification number
Upson County Hospital, Inc. 58-1734026

Part |

Reason for Public Charity Status. (All organizations must complete this part.) See instructions.

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

10

11
12

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

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

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

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

Oy, AN St
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.)

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

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

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

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

An agricultural research organization described in section 170(b)(1)(A)(ix) operated in conjunction with a land-grant college

or university or a non-land-grant college of agriculture (see instructions). Enter the name, city, and state of the college or

U TSy
An organization that normally receives (1) more than 33 1/3% of its support from contributions, membership fees, and gross

receipts from activities related to its exempt functions, subject to certain exceptions; and (2) no more than 33 1/3% of its

support from gross investment income and unrelated business taxable income (less section 511 tax) from businesses

acquired by the organization after June 30, 1975. See section 509(a)(2). (Complete Part III.)

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

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

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

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

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

a
the supported organization(s) the power to regularly appoint or elect a majority of the directors or trustees of the
supporting organization. You must complete Part IV, Sections A and B.
b |:| Type Il. A supporting organization supervised or controlled in connection with its supported organization(s), by having
control or management of the supporting organization vested in the same persons that control or manage the supported
organization(s). You must complete Part IV, Sections A and C.
c |:| Type Il functionally integrated. A supporting organization operated in connection with, and functionally integrated with,
its supported organization(s) (see instructions). You must complete Part IV, Sections A, D, and E.
d |:| Type lll non-functionally integrated. A supporting organization operated in connection with its supported organization(s)
that is not functionally integrated. The organization generally must satisfy a distribution requirement and an attentiveness
requirement (see instructions). You must complete Part IV, Sections A and D, and Part V.
e Check this box if the organization received a written determination from the IRS that it is a Type |, Type II, Type llI
functionally integrated, or Type |l non-functionally integrated supporting organization.
f  Enter the number of supported organizations ... ]
g Provide the following information about the supported organization(s).
(i) Name of supported (i) EIN (iii) Type of organization (iv) Is the organization (v) Amount of monetary (vi) Amount of
organization (described on lines 1-10 listed in your governing support (see other support (see
above (see instructions)) document? instructions) instructions)
Yes No
(A)
(B)
©
D)
(E)
Total
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Cat. No. 11285F Schedule A (Form 990) 2024
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Schedule A (Form 990) 2024 Upson County Hospital, |nc. 58-1734026

Page 2

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

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

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

Section A. Public Support

Calendar year (or fiscal year beginning in) (@) 2020 (b) 2021 (c) 2022 (d) 2023 (e) 2024 (f) Total
1 Gifts, grants, contributions, and
membership fees received. (Do not
include any “unusual grants.”)
2 Tax revenues levied for the
organization's benefit and either paid
to or expended on its behalf
3 The value of services or facilities
furnished by a governmental unit to the
organization without charge
4  Total. Add lines 1 through3
5  The portion of total contributions by
each person (other than a
governmental unit or publicly
supported organization) included on
line 1 that exceeds 2% of the amount
shown on line 11, column ()
6 Public support. Subtract line 5 from line 4 .
Section B. Total Support
Calendar year (or fiscal year beginning in) (@) 2020 (b) 2021 (c) 2022 (d) 2023 (e) 2024 (f) Total

7  Amounts from line 4

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

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

is regularly carried on

10  Other income. Do not include gain or
loss from the sale of capital assets
(Explainin Part VL) ...................

11  Total support. Add lines 7 through 10

12 Gross receipts from related activities, etc. (see instructions) [ 12
13  First 5 years. If the Form 990 is for the organization’s first, second, third, fourth, or fifth tax year as a section 501(c)(3)

organization, check this DOX and StOD N ere . . .ottt ettt iiieiiiii.. |_|
Section C. Computation of Public Support Percentage
14 Public support percentage for 2024 (line 6, column (f), divided by line 11, coumn ¢y 14 %
15 Public support percentage from 2023 Schedule A, Part ll, line 14 15 %

16a 33 1/3% support test — 2024. If the organization did not check the box on line 13, and line 14 is 33 1/3% or more, check this

box and stop here. The organization qualifies as a publicly supported organization

b 33 1/3% support test — 2023. If the organization did not check a box on line 13 or 16a, and line 15 is 33 1/3% or more, check

this box and stop here. The organization qualifies as a publicly supported organization

17a 10%-facts-and-circumstances test — 2024. If the organization did not check a box on line 13, 16a, or 16b, and line 14 is
10% or more, and if the organization meets the facts-and-circumstances test, check this box and stop here. Explain in
Part VI how the organization meets the facts-and-circumstances test. The organization qualifies as a publicly supported
organization

b 10%-facts-and-circumstances test — 2023. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line

15 is 10% or more, and if the organization meets the facts-and-circumstances test, check this box and stop here. Explain
in Part VI how the organization meets the facts-and-circumstances test. The organization qualifies as a publicly supported
organization

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

N
N

Schedule A (Form 990) 2024
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Schedule A (Form 990) 2024 Upson County Hospital, Inc. 58- 1734026 Page 3
Part 1lI Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only if you checked the box on line 10 of Part | or if the organization failed to qualify under Part II.
If the organization fails to qualify under the tests listed below, please complete Part 11.)
Section A. Public Support
Calendar year (or fiscal year beginning in) (@) 2020 (b) 2021 (c) 2022 (d) 2023 (e) 2024 (f) Total
1  Gifts, grants, contributions, and membership fees
received. (Do not include any “unusual grants.”)

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

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

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

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

6 Total. Add lines 1 through 5

7a  Amounts included on lines 1, 2, and 3
received from disqualified persons
b Amounts included on lines 2 and 3
received from other than disqualified
persons that exceed the greater of $5,000
or 1% of the amount on line 13 for the year
¢ Add lines 7a and 7b

8 Public support. (Subtract I|ne7cfrom
line6.)

Section B. Total Support

Calendar year (or fiscal year beginning in) (@) 2020 (b) 2021 (c) 2022 (d) 2023 (e) 2024 (f) Total

9  Amounts from line 6

10a Gross income from interest, dividends,
payments received on securities loans, rents,
royalties, and income from similar sources .
b Unrelated business taxable income (less

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

¢ Add lines 10a and 10b

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

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

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

and 12.)
14  First 5 years. If the Form 990 is for the organization’s first, second, third, fourth, or fifth tax year as a section 501(c)(3)

organization, check this box and stop here ... |:|
Section C. Computation of Public Support Percentage
15  Public support percentage for 2024 (line 8, column (f), divided by line 13, column () . 15 %
16 Public support percentage from 2023 Schedule A, Part I, iNe 15 .. .. .. .o oo 16 %
Section D. Computation of Investment Income Percentage
17 Investment income percentage for 2024 (line 10c, column (f), divided by line 13, colurn @) 17 %
18 Investment income percentage from 2023 Schedule A, Part Ill, ine17 18 %
19a 33 1/3% support tests — 2024. If the organization did not check the box on line 14, and line 15 is more than 33 1/3%, and line

17 is not more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization ................ |:|

b 33 1/3% support tests — 2023. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 33 1/3%, and
line 18 is not more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization

20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions .................... |:|
Schedule A (Form 990) 2024
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Schedule A (Form 990) 2024 Upson County Hospital, Inc. 58-1734026 Page 4
Part IV Supporting Organizations
(Complete only if you checked a box on line 12 on Part I. If you checked box 12a, Part |, complete Sections A
and B. If you checked box 12b, Part I, complete Sections A and C. If you checked box 12c, Part I, complete
Sections A, D, and E. If you checked box 12d, Part |, complete Sections A and D, and complete Part V.)
Section A. All Supporting Organizations

Yes No

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

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

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

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

organization made the determination. 3b
¢ Did the organization ensure that all support to such organizations was used exclusively for section 170(c)(2)(B)
purposes? If “Yes,” explain in Part VI what controls the organization put in place to ensure such use. 3c
4a Was any supported organization not organized in the United States (“foreign supported organization”)? If
“Yes,” and if you checked box 12a or 12b in Part I, answer lines 4b and 4c below. 4a

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

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

5a Did the organization add, substitute, or remove any supported organizations during the tax year? If “Yes,”
answer lines 5b and 5c below (if applicable). Also, provide detail in Part VI, including (i) the names and EIN
numbers of the supported organizations added, substituted, or removed; (ii) the reasons for each such action;
(iii) the authority under the organization's organizing document authorizing such action; and (iv) how the action

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

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

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

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

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

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

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

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

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

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

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

Schedule A (Form 990) 2024
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Schedule A (Form 990) 2024 Upson County Hospital, Inc. 58- 1734026 Page 5
Part IV Supporting Organizations (continued)

Yes No

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

Yes No

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

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

Section C. Type Il Supporting Organizations

Yes No

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

Section D. All Type lll Supporting Organizations

Yes No

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

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

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

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

a The organization satisfied the Activities Test. Complete line 2 below.

b The organization is the parent of each of its supported organizations. Complete line 3 below.

c The organization supported a governmental entity. Describe in Part VI how you supported a governmental entity (see instructions).

Yes No

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

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

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

3 Parent of Supported Organizations. Answer lines 3a and 3b below.

@ Did the organization have the power to regularly appoint or elect a majority of the officers, directors, or

trustees of each of the supported organizations? If “Yes” or “No,” provide details in Part VI. 3a

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
Schedule A (Form 990) 2024
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Schedule A (Form 990) 2024

Upson County Hospital,

| nC.

58- 1734026 Page 6

Part V

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

1 |:| Check here if the organization satisfied the Integral Part Test as a qualifying trust on Nov. 20, 1970 (explain in Part VI). See
instructions. All other Type lll non-functionally integrated supporting organizations must complete Sections A through E.

Section A — Adjusted Net Income

(A) Prior Year

(B) Current Year
(optional)

Net short-term capital gain

Recoveries of prior-year distributions

Other gross income (see instructions)

Add lines 1 through 3.

Depreciation and depletion

a|h [Ww]IN |-

(o200 (621 BN [OVIN |\ | o)

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)

[o)]

7

Other expenses (see instructions)

~

8

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

Section B — Minimum Asset Amount

(A) Prior Year

(B) Current Year
(optional)

1

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

a Average monthly value of securities

la

b Average monthly cash balances

1b

c_Fair market value of other non-exempt-use assets

1c

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

1d

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

Acquisition indebtedness applicable to non-exempt-use assets

N

Subtract line 2 from line 1d.

w

4

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

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

Multiply line 5 by 0.035.

~N (o |on

Recoveries of prior-year distributions

8

Minimum Asset Amount (add line 7 to line 6)

@ N (o o |

Section C — Distributable Amount

Current Year

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

Enter 0.85 of line 1.

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

Enter greater of line 2 or line 3.

Income tax imposed in prior year

g |h W N e

1
2
3
4
5
6

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

6

~

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

(see instructions).

DAA
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Schedule A (Form 990) 2024 Upson County Hospital, Inc. 58- 1734026 Page 7
Part V Type |l Non-Functionally Integrated 509(a)(3) Supporting Organizations (continued)
Section D — Distributions Current Year
1 Amounts paid to supported organizations to accomplish exempt purposes 1
2 Amounts paid to perform activity that directly furthers exempt purposes of supported
organizations, in excess of income from activity 2
3 Administrative expenses paid to accomplish exempt purposes of supported organizations 3
4 Amounts paid to acquire exempt-use assets 4
5 Qualified set-aside amounts (prior IRS approval required—provide details in Part VI) 5
6  Other distributions (describe in Part VI). See instructions. 6
7 Total annual distributions. Add lines 1 through 6. 7
8 Distributions to attentive supported organizations to which the organization is responsive
(provide details in Part VI). See instructions.
9 Distributable amount for 2024 from Section C, line 6 9
10 Line 8 amount divided by line 9 amount 10
(i) (il (i)
Section E — Distribution Allocations (see instructions) Excess Distributions Underdistributions Distributable
Pre-2024 Amount for 2024

1 Distributable amount for 2024 from Section C, line 6
Underdistributions, if any, for years prior to 2024
(reasonable cause required—explain in Part VI). See
instructions.

3 Excess distributions carryover, if any, to 2024

From 2019

From2020 .. ... . ..o

From 2021 ...

From 2022

From 2023 ... .. . . . i

Total of lines 3a through 3e

Applied to underdistributions of prior years

Applied to 2024 distributable amount

i Carryover from 2019 not applied (see instructions)
j Remainder. Subtract lines 3g, 3h, and 3i from line 3f.

4 Distributions for 2024 from
Section D, line 7: $

a Applied to underdistributions of prior years
b Applied to 2024 distributable amount
¢ _Remainder. Subtract lines 4a and 4b from line 4.

5 Remaining underdistributions for years prior to 2024, if
any. Subtract lines 3g and 4a from line 2. For result
greater than zero, explain in Part VI. See instructions.

6 Remaining underdistributions for 2024. Subtract lines 3h
and 4b from line 1. For result greater than zero, explain in
Part VI. See instructions.

7  Excess distributions carryover to 2025. Add lines 3j
and 4c.

8  Breakdown of line 7:

Excess from 2020 .......................

Excess from 2021 ........... .. .. ........

Excess from 2022

Excess from 2023

Excess from 2024

= (o1 bl (2 [ R [ @ T ko ai §oV]

D | |0 ||
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Schedule A (Form 990) 2024 Upson County Hospital, |Inc. 58-1734026
Part VI

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

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

B, lines 1 and 2; Part IV, Section C, line 1; Part IV, Section D, lines 2 and 3; Part IV, Section E, lines 1c, 2a, 2b,
3a, and 3b; Part V, line 1; Part V, Section B, line 1e; Part V, Section D, lines 5, 6, and 8; and Part V,

Section E, lines 2, 5, and 6. Also complete this part for any additional information. (See instructions.)

Schedule A (Form 990) 2024
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gslrgt]n?dgglo? 5 Schedule of Contributors

Rev. D 2024 OMB No. 1545-0047
ev. December 2024)) Attach to Form 990, 990-EZ, or 990-PF.
Department of the Treasury

Internal Revenue Service Go to www.irs.gov/Form990 for the latest information.

Name of the organization Employer identification number

Upson County Hospital, Inc. 58- 1734026

Organization type (check one):

Filers of: Section:

Form 990 or 990-EZ 501(c)( 3 ) (enter number) organization
|:| 4947(a)(1) nonexempt charitable trust not treated as a private foundation
|:| 527 political organization

Form 990-PF |:| 501(c)(3) exempt private foundation
|:| 4947(a)(1) nonexempt charitable trust treated as a private foundation

|:| 501(c)(3) taxable private foundation

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

General Rule

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

Special Rules

|:| For an organization described in section 501(c)(3) filing Form 990 or 990-EZ that met the 331/3% support test of the
regulations under sections 509(a)(1) and 170(b)(1)(A)(vi), that checked Schedule A (Form 990), Part Il, line 13, 16a, or
16b, and that received from any one contributor, during the year, total contributions of the greater of (1) $5,000; or
(2) 2% of the amount on (i) Form 990, Part VIII, line 1h; or (i) Form 990-EZ, line 1. Complete Parts | and Il.

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

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

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

For Paperwork Reduction Act Notice, see the instructions for Form 990, 990-EZ, or 990-PF. Schedule B (Form 990) (Rev. 12-2024)
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Schedule B (Form 990) (Rev. 12-2024)

Page 1 of 7 Page 2

Name of organization

Upson County Hospital,

| nC.

Employer identification number

58- 1734026

Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
@) (b) (©) (d)
No. _ Name, address, and ZIP_+ 4 i Total contributions Type of contribution
Georgia Governor's Ofice Planning &
1 | Budget . Person
2 Capitol Square SW Payroll B
................................................................................. 226,001 | nNoncash [ |
Atlanta GA 30334 (Complete Part If for
noncash contributions.)
@) (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 | James Robinson . ... Person
1925 S Earls Road Payroll ]
..................................................................................... 5,000 | nNoncash ||
Thomaston . GA 30286 (Complete Part I for
noncash contributions.)
@) (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
3 .| Charles Bankston ... . Person
240 Ritchi e Road Payroll B
.................................................................................. 10,000 | nNoncash [ ]
Barnesville . . . GA 30204- 4056 (Complete Part I for
noncash contributions.)
@) (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
4 | Janmes Edwards Person
199 Veterans Parkway North Payroll B
................................................................................. 10,000 | nNoncash [ ]
Barnesville . . . GA 30204- 1931 (Complete Part I for
noncash contributions.)
@) (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
5| Janmes Edwards ISR UTT TP Person
401 River Forest Drive Payroll ]
................................................................................... 10,000 | nNoncash [ ]
Forsyth (A 31029- 4883 (Complete Part II for
noncash contributions.)
@) (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
6 | John Wliliams . . . Person
137 Shasta Drive Payroll B
................................................................................... 15,365 | nNoncash [ ]
Thomaston GA 30286- 4632 (Complete Part II for
noncash contributions.)

DAA

Schedule B (Form 990) (Rev. 12-2024)
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Schedule B (Form 990) (Rev. 12-2024)

Page 2 of 7 Page 2

Name of organization

Upson County Hospital,

| nC.

Employer identification number

58- 1734026

Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
@) (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
7. Larry EBvans ... . Person
255 Broadnoor Dr Payroll ]
.................................................................................. 30,000 | nNoncash [ |
Fayetteville . . (A 30215- 2779 (Complete Part I for
noncash contributions.)
@) (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
8. .| Scott Blackstock ... ... ... Person
PO Box 708 Payroll ]
................................................................................... 10,000 | Noncash [ |
Thomaston (A 30286- 0311 (Complete Part II for
noncash contributions.)
@) (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
9 .| Neil Haghtower . . ... Person
555 Peachbelt Road Payroll B
................................................................................... 21,000 | nNoncash [ |
Thomaston GA 30286- 5459 (Complete Part II for
noncash contributions.)
@) (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
10 | Edward Metzger .. . . . Person
820 Vista Bluff Drive Payroll ]
.................................................................................. 35,000 | nNoncash [ |
Duluth GA 30097- 6462 (Complete Part II for
noncash contributions.)
@) (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
11 | CGA Dept of Public Health ... . . Person
2 Peachtree St NW 15th Fl oor Payroll B
................................................................................. 139,000 | noncash [ ]
Atlanta ] A 30303- 3142 (Complete Part Il for
noncash contributions.)
@) (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
12 | Christopher Brazell ... ... . .. Person
5009 W ndrush Way Payroll B
S 10,000 | Noncash [ |
Mdland GA 31820 (Complete Part If for
noncash contributions.)

DAA

Schedule B (Form 990) (Rev. 12-2024)
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Schedule B (Form 990) (Rev. 12-2024)

Page 3 of 7 Page 2

Name of organization

Upson County Hospital, Inc.

Employer identification number

58- 1734026

Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
@) (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
13 | Sam Hogan. ... ... Person
3300 Bel |l eneade Drive Payroll B

10, 000 Noncash B

valdosta GA 31605 (Complete Part Il for
noncash contributions.)
@) (b) (©) (d)
No Name, address, and ZIP + 4 Total contributions Type of contribution
14 | Golony Bank ... ... ... Person
115 S. Gant Street Payroll ]

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

35, 000 Noncash ]

Fitzgerald . . . . . .. GA 31750 (Complete Part Il for
noncash contributions.)
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
15 | Ken Gaskins ... ... ... Person
370 Peachbelt Rd Payroll B

5, 000 Noncash | |

Thomaston . GA30286 . | (Complete Part I for
noncash contributions.)
@) (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
16 | James Nankung . Person
743 Sharp Muntain O eek Payroll B

10, 000 Noncash ]

Marietta ~— GA 30067 (Complete Part Il for
noncash contributions.)
@ (b) (©) (d)
No Name, address, and ZIP + 4 Total contributions Type of contribution
17 | Potato Creek Holdings LLC . Person
PO Box 708 Payroll ]
........................................................................ 300,000 | Noncash [ |
Thomaston GA 30286 (Complete Part Il for
noncash contributions.)
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
18 | Benjamn Trice ... ... ... Person
360 Beachbelt Rd Payroll ]

10, 000 Noncash ]

(Complete Part Il for
noncash contributions.)

DAA

Schedule B (Form 990) (Rev. 12-2024)
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Schedule B (Form 990) (Rev. 12-2024)

Page 4 of 7 Page 2

Name of organization

Upson County Hospital,

| nC.

Employer identification number

58- 1734026

Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
19 | United Bank .. . Person
685 Giffin Street Payroll B
.................................................................................. 75,000 | nNoncash [ ]
Zebulon GA 30295 (Complete Part If for
noncash contributions.)
@ (b) (©) (d)
No Name, address, and ZIP + 4 Total contributions Type of contribution
20 | Ralph Warnock . ... ... Person
105 Lakeside Drive Payroll B
................................................................................... 10,000 | Noncash [ |
Thomaston . GA 30286 (Complete Part If for
noncash contributions.)
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
21 | Ameris Bank . Person
3500 Piednont Rd, NE, Ste 625 Payroll B
................................................................................... 10,000 | Noncash [ |
Atlanta ] GA 30305 . (Complete Part If for
noncash contributions.)
@ (b) (©) (d)
No Name, address, and ZIP + 4 Total contributions Type of contribution
22 | Becky Goldsmth _|nsurance and Finan Person
872 Heiferhorn Trace Payroll ]
.................................................................................. 17,500 | Noncash [ |
Colunbus GA 31904 (Complete Part If for
noncash contributions.)
@ (b) (©) (d)
No Name, address, and ZIP + 4 Total contributions Type of contribution
23 | Brandon Boyce . ... Person
325 Pi ednont Road Payroll B
................................................................................... 20,000 | nNoncash [ |
The Rock . ... GA 30285 (Complete Part If for
noncash contributions.)
@ (b) (©) (d)
No Name, address, and ZIP + 4 Total contributions Type of contribution
24 | GChristopher Edwards ... ... . Person
24 Stillwater Trace Payroll ]
.................................................................................. 10,000 | Noncash [ |
Giffin GA 30223 (Complete Part Il for

noncash contributions.)

DAA

Schedule B (Form 990) (Rev. 12-2024)
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Schedule B (Form 990) (Rev. 12-2024)

Page 5 of 7 Page 2

Name of organization

Upson County Hospital, Inc.

Employer identification number

58- 1734026

Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
@) (b) (©) (d
No. Name, address, and ZIP + 4 Total contributions Type of contribution
25 | James Newell ... Person
235 Ad | vy Payroll B
.................................................................................... 5,750 | nNoncash [ |
Fayetteville . . GA 30215 (Complete Part I for
noncash contributions.)
@) (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
26 | Jason Deal . .. ... Person
4721 Nopone Road Payroll B
.................................................................................. 10,000 | Noncash [ |
Gainesville . . .. GA 30506 (Complete Part I for
noncash contributions.)
@) (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
27 | Jeffery Mpen ... Person
1117 Anst erdam Ave Payroll ]
................................................................................... 20,000 | nNoncash [ |
Atlanta ] GA 30306 (Complete Part Ii for
noncash contributions.)
@) (b) (©) (d
No. Name, address, and ZIP + 4 Total contributions Type of contribution
28 | MICInc . Person
415 G assdale Rd Payroll B
................................................................................. 85,000 | nNoncash [ |
Cartersville . . .. GA 30121 (Complete Part I for
noncash contributions.)
@) (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
29 | Tanorie Smth MD PC Person
220 St. Andrews Way Payroll B
.................................................................................. 15,000 | nNoncash [ ]
Colunbus GA 31904 (Complete Part Il for
noncash contributions.)
@) (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
30 | Wlliam Fackler .. .. . ... Person
2810 South H landale Crcle Payroll B
.................................................................................... 14,000 | nNoncash [ ]
Macon . GA 31204- 2849 (Complete Part Il for
noncash contributions.)

DAA

Schedule B (Form 990) (Rev. 12-2024)
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Schedule B (Form 990) (Rev. 12-2024)

Page 6 of 7 Page 2

Name of organization

Upson County Hospital,

| nC.

Employer identification number

58- 1734026

Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
@) (b) (©) (d
No. Name, address, and ZIP + 4 Total contributions Type of contribution
31 | John Edwards ... .. ... Person
PO Box 410 Payroll ]
.................................................................................... 5,000 | woncash [ |
Zebulon GA 30295 (Complete Part If for
noncash contributions.)
@) (b) (©) (d
No. Name, address, and ZIP + 4 Total contributions Type of contribution
32 | Jordan Martinec .. .. ... ... Person
125 Snokepoint Drive Payroll B
.................................................................................... 10,000 | Noncash [ |
LaGange .. GA 30241 (Complete Part If for
noncash contributions.)
@) (b) (©) (d
No Name, address, and ZIP + 4 Total contributions Type of contribution
33 | Abayom Qshinowo .. ... .. .. . ... .. Person
518 R verside Drive Payroll B
.................................................................................... 10,000 | Noncash [ |
LaGange .. GA 30240 (Complete Part If for
noncash contributions.)
@) (b) (©) (d)
No Name, address, and ZIP + 4 Total contributions Type of contribution
34 | Ceorgia Dermatology ... ... .. Person
15 Dutchtown Drive Payroll B
.............................................................................. 20,000 | nNoncash [ |
Richmond HI1 GA 31324 (Complete Part If for
noncash contributions.)
@) (b) (©) (d)
No Name, address, and ZIP + 4 Total contributions Type of contribution
35 | Benjamn Boatright ... .. .. . ... Person
112 Everest Drive Payroll ]
................................................................................... 10,000 | Noncash [ |
Thomaston . . GA 30286 (Complete Part If for
noncash contributions.)
@) (b) (©) (d
No Name, address, and ZIP + 4 Total contributions Type of contribution
36 | Jeffrey Sprecher ... ... ... Person
3650 Tuxedo Rd NwW Payroll B
................................................................................. 115,000 | wNoncash [ ]
Atlanta ] GA 30305 . (Complete Part Ii for
noncash contributions.)

DAA

Schedule B (Form 990) (Rev. 12-2024)
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Schedule B (Form 990) (Rev. 12-2024)

Page 7 of 7 Page 2

Name of organization

Upson County Hospital, Inc.

Employer identification number

58- 1734026

Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
@) (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
37 | Joseph Ross . . ... ... Person
711 Bradley Point Rd Payroll B

5, 000 Noncash | |

Savannah GA 31410 (Complete Part Il for
noncash contributions.)
@ (b) (©) (d)
No Name, address, and ZIP + 4 Total contributions Type of contribution
38 | \Vest Central Georgia Bank . Person
PO Box 1188 Payroll ]
................................................................................... 25,000 | nNoncash [ |
Thomaston GA 30286 (Complete Part Il for
noncash contributions.)
@ (b) (©) (d)
No Name, address, and ZIP + 4 Total contributions Type of contribution
39 | Anthony J Marchetti ... . Person
1684 Honestead Ave NE Payroll B

7, 500 Noncash B

Atlanta ... GA3036 | (Complete Part Il for
noncash contributions.)
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
40 | Parrish Construction ... . . Person
221 Industrial Park Payroll ]

10, 000 Noncash ]

Perry GA 31069 (Complete Part II for
noncash contributions.)
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
41 | Sam Rauch .. . Person
3801 Village View Apt Payroll B

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

8, 000 Noncash | |

(Complete Part Il for
noncash contributions.)

@ (b)

No. Name, address, and ZIP + 4

©

Total contributions

42 WIlliam Dall as

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

(d)
Type of contribution
Person
Payroll .

20, 000 Noncash ]

(Complete Part Il for
noncash contributions.)

DAA

Schedule B (Form 990) (Rev. 12-2024)
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SCHEDULE C
(Form 990)

OMB No. 1545-0047

2024

Department of the Treasury Open to PUbIIC
Internal Revenue Service |n3peCt|0n
If the organization answered “Yes” on Form 990, Part IV, line 3, or Form 990-EZ, Part V, line 46 (Political Campaign Activities), then:

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

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

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

e Section 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)): Complete Part II-A. Do not complete Part 1I-B.

e Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)): Complete Part II-B. Do not complete Part II-A.
If the organization answered “Yes” on Form 990, Part IV, line 5 (Proxy Tax) (see separate instructions), or Form 990-EZ, Part V, line 35c (Proxy
Tax) (see separate instructions), then:

¢ Section 501(c)(4), (5), or (6) organizations: Complete Part Ill.

Name of organization

Political Campaign and Lobbying Activities

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

Complete if the organization is described below. Attach to Form 990 or Form 990-EZ.
Go to www.irs.gov/Form990 for instructions and the latest information.

Employer identification number (EIN)
Upson County Hospital, |nc. 58- 1734026
Part I-FA  Complete if the organization is exempt under section 501(c) or is a section 527 organization.
1 Provide a description of the organization’s direct and indirect political campaign activities in Part IV. See instructions for
definition of “political campaign activities.”
2 Political campaign activity expenditures. See instructions $

3 Volunteer hours for political campaign activities. See instructions

Part I-B  Complete if the organization is exempt under section 501(c)(3).
1 Enter the amount of any excise tax incurred by the organization under secton 4955 S
2 Enter the amount of any excise tax incurred by organization managers under section 4955 $

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

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

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

line 17b $

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

(a) Name (b) Address (c) EIN (d) Amount paid from () Amount of political
fiing organization’s contributions received and
funds. If none, enter -0-. promptly and directly
delivered to a separate
political - organization.
If none, enter -0-.
@
@
(©)
4)
©)
(6)

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

DAA

Schedule C (Form 990) 2024



86100H

Schedule C (Form 990) 2024 Upson County Hospital, Inc. 58-1734026 Page 2
Part II-A Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election under
section 501(h)).
A Check |:| if the filing organization belongs to an affiliated group (and list in Part IV each affiliated group member’s name, address,
EIN, expenses, and share of excess lobbying expenditures).
B Check |:| if the filing organization checked box A and “limited control” provisions apply.
Limits on Lobbying Expenditures (a) Filing (b) Affiiated
(The term “expenditures” means amounts paid or incurred.) organization's totals group totals
la Total lobbying expenditures to influence public opinion (grassroots lobbying)

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

columns.

IF the amount on line le, column (a) or (b), is] THEN the lobbying nontaxable amount is:

not over $500,000 20% of the amount on line le.

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

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

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

over $17,000,000 $1,000,000.

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

j If there is an amount other than zero on either line 1h or line 1i, did the organization file Form 4720
reporting section 4911 tax for this year? .. ... [ Jves [ ]No
4-Year Averaging Period Under Section 501(h)
(Some organizations that made a section 501(h) election do not have to complete all of the five columns below.
See the separate instructions for lines 2a through 2f.)

Lobbying Expenditures During 4-Year Averaging Period

Calendar year (or fiscal year

beginning in) (a) 2021 (b) 2022 (c) 2023 (d) 2024 () Total

2a Lobbying nontaxable amount

b Lobbying ceiling amount
(150% of line 2a, column (e))

¢ Total lobbying expenditures

d Grassroots nontaxable amount

e Grassroots ceiling amount
(150% of line 2d, column (e))

f Grassroots lobbying expenditures

Schedule C (Form 990) 2024

DAA



86100H

Schedule C (Form 990) 2024 Upson County Hospital, Inc. 58-1734026 Page 3
Part II-B Complete if the organization is exempt under section 501(c)(3) and has NOT filed Form 5768
(election under section 501(h)).

@ (b)

For each “Yes” response on lines l1a through 1i below, provide in Part IV a detailed
description of the lobbying activity. Yes | No Amount

1 During the year, did the filing organization attempt to influence foreign, national, state, or local
legislation, including any attempt to influence public opinion on a legislative matter or
referendum, through the use of:
VOIunteers’) .................................................................................................

Paid staff or management (include compensation in expenses reported on lines 1c through 1i)?
Media advertisements?
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i Total. Add lines 1c through 1i 15, 340
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d If the filing organization incurred a section 4912 tax, did it file Form 4720 for thisyear? . . . .. .. . . . . .. .. .. ..
Part IlI-A  Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section

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

Part IlI-B  Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section 501(c)(6)
and if either (a) BOTH Part IllI-A, lines 1 and 2, are answered “No;” OR (b) Part Ill-A, line 3, is
answered “Yes.”

1 Dues’ aSSESSfT‘IentS, and Slmllar amounts from members .......................................................... 1

2 Section 162(e) nondeductible lobbying and political expenditures (do not include amounts of
political expenses for which the section 527(f) tax was paid).

a Cument Year . 2a
b Carryover from last year 2b
C TOtaI .............................................................................................................. 20
3 Aggregate amount reported in section 6033(e)(1)(A) notices of nondeductible section 162(e) dues 3

4 If notices were sent and the amount on line 2c exceeds the amount on line 3, what portion of the
excess does the organization agree to carryover to the reasonable estimate of nondeductible lobbying

and political expenditures next year? 4
5 Taxable amount of lobbying and political expenditures. See INStructions ... ............. ... ... ... .. ... ..c.......... 5
Part IV Supplemental Information

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

DAA Schedule C (Form 990) 2024
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Schedule C (Form 990) 2024 Upson County Hospital, Inc. 58-1734026 Page 4
Part IV Supplemental Information (continued)

DAA Schedule C (Form 990) 2024



86100H

SCHEDULE D Supplemental Financial Statements OME No. 1545.0047
(Form 990) Complete if the organization answered “Yes” on Form 990,
(Rev. December 2024) Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11c, 11d, 11le, 11f, 12a, or 12b.
Department of the Treasury Attach to Form 990. Open to Public
Internal Revenue Service Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number

Upson County Hospital, Inc. 58- 1734026

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

Complete if the organization answered “Yes” on Form 990, Part 1V, line 6.
(a) Donor advised funds (b) Funds and other accounts

1 Total number atend of year ...

2 Aggregate value of contributions to (during year)

3 Aggregate value of grants from (during year)

4 Aggregate value atend of year

5 Did the organization inform all donors and donor advisors in writing that the assets held in donor advised

funds are the organization’s property, subject to the organization’s exclusive legal control? |:| Yes |:| No
6 Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be used
only for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose
conferring impermissible private BeNefit? .. . . . ... il |:| Yes |:| No
Part Il Conservation Easements
Complete if the organization answered “Yes” on Form 990, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).
Preservation of land for public use (for example, recreation or education) Preservation of a historically important land area
Protection of natural habitat Preservation of a certified historic structure
Preservation of open space
2 Complete lines 2a through 2d if the organization held a qualified conservation contribution in the form of a conservation

easement on the last day of the tax year. Held at the End of the Tax Year
a Total number of conservation easements 2a
b Total acreage restricted by conservation easements 2b
¢ Number of conservation easements on a certified historic structure included on line2a 2c
d Number of conservation easements included on line 2c acquired after July 25, 2006, and not
on a historic structure listed in the National Register 2d

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

violations, and enforcement of the conservation easements it holds? | ... ... [ ves [] no
6 Staff and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforcing

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

conservation easements during the year S o
8 Does each conservation easement reported on line 2d above satisfy the requirements of section 170(h)(4)(B)

() and section T7OMYABIIN? ... . [] ves [ ] No
9 In Part Xlll, describe how the organization reports conservation easements in its revenue and expense statement and balance

sheet, and include, if applicable, the text of the footnote to the organization’s financial statements that describes the

organization’s accounting for conservation easements.
Part lll Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets

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

la If the organization elected, as permitted under FASB ASC 958, not to report in its revenue statement and balance sheet works

of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of public

service, provide in Part Xlll the text of the footnote to its financial statements that describes these items.
b If the organization elected, as permitted under FASB ASC 958, to report in its revenue statement and balance sheet works of

art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of public service,

provide the following amounts relating to these items.

(i) Revenue included on Form 990, Part VIII, line 1 $

(if) Assets included in Form 990, Part X ST

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

a Revenue included on Form 990, Part VIl line 1 S o
b _Assets included in FOrM 990, Part X ... ... ..., $
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) (Rev. 12-2024)
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Schedule D (Form 990) (Rev. 12-2024) Upson County Hospital, |nc. 58-1734026 Page 2
Part lll Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)

3 Using the organization’s acquisition, accession, and other records, check any of the following that make significant use of its
collection items (check all that apply).

a Public exhibition d Loan or exchange program
b Scholarly research e Other
c Preservation for future generations
4 Provide a description of the organization’s collections and explain how they further the organization's exempt purpose in Part
XIIl.
5 During the year, did the organization solicit or receive donations of art, historical treasures, or other similar
assets to be sold to raise funds rather than to be maintained as part of the organization's collection? .. .. ........................ |:| Yes |:| No
Part IV Escrow and Custodial Arrangements
Complete if the organization answered "Yes" on Form 990, Part IV, line 9, or reported an amount on Form
990, Part X, line 21.
la Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
included on Form 990, Part X? |:| Yes |:| No

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

¢ Beginning balance 1c

f Ending balance if
2a Did the organization include an amount on Form 990, Part X, line 21, for escrow or custodial account liability? |:| Yes | | No
b If “Yes,” explain the arrangement in Part Xlll. Check here if the explanation has been provided in Part Xl

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

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

la Beginning of year balance
b Contributions

¢ Net investment earnings, gains,
and losses

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

b Permanent endowment %

¢ Term endowment %
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? 3a(i)

(i) Related organizalions? 3a(ii)
b If “Yes” on line 3a(ii), are the related organizations listed as required on Schedule R? . 3b
4 Describe in Part XllI the intended uses of the organization’s endowment funds.
Part VI Land, Buildings, and Equipment

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

Description of property (a) Cost or other basis (b) Cost or other basis (c) Accumulated (d) Book value
(investment) (other) depreciation
latand 1, 856, 656 1, 856, 656
b Buidings . 75,953,925| 53,940,066| 22,013, 859
c Leasehold improvements 1, 656, 165 1, 024, 759 631, 406
d Equipment ... 83,958, 684| 65,018,801 18,939, 883
e Other ..o 3, 829, 360 3, 829, 360
Total. Add lines 1a through le. (Column (d) must equal Form 990, Part X, line 10c, column (B)) ... .. ... .. . .. .. . 47,271,164

Schedule D (Form 990) (Rev. 12-2024)
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Schedule D (Form 990) (Rev. 12-2024Joson _County Hospital, |nc. 58- 1734026 Page 3
Part VII Investments — Other Securities
Complete if the organization answered “Yes” on Form 990, Part IV, line 11b. See Form 990, Part X, line 12.

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

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

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

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

Cost or end-of-year market value

)
)

1
2

3)
4)
5
6

)
)
7
8)
©)
Total. (Column (b) must equal Form 990, Part X, line 13, col. (B))
Part IX  Other Assets
Complete if the organization answered “Yes” on Form 990, Part IV, line 11d. See Form 990, Part X, line 15.

(a) Description (b) Book value

(
(
(
(
(
(
(
(

)
)

1
2

3)
4)
5
6

)
)
7
8)
(©)
Total. (Column (b) must equal Form 990, Part X, line 15, col. (B))
Part X Other Liabilities
Complete if the organization answered "Yes" on Form 990, Part IV, line 11e or 11f. See Form 990, Part X,
line 25.

1 (a) Description of liability (b) Book value

(
(
(
(
(
(
(
(

(1) Federal income taxes
)

®3)

4
(5
(6
(
(

)
)
7
8)
©)
Total. (Column (b) must equal Form 990, Part X, line 25, col. (B)) ...............ovouiiiiiiiiiei i
2. Liability for uncertain tax positions. In Part XlII, provide the text of the footnote to the organization’s financial statements that reports the
organization's liability for uncertain tax positions under FASB ASC 740. Check here if the text of the footnote has been provided in Part XIIl ......... |7|_
DAA Schedule D (Form 990) (Rev. 12-2024)
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Schedule D (Form 990) (Rev. 12-2024J0son County Hospital, |nc. 58-1734026 Page 4

Part XI  Reconciliation of Revenue per Audited Financial Statements With Revenue per Return
Complete if the organization answered “Yes” on Form 990, Part IV, line 12a.

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

a Net unrealized gains (losses) on investments 2a

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

C Recoveries of prior year grants 2¢

d Other (Describe in Part XIIL) 2d

e Add lines 2athrough 2d 2e
3 Subtract line 2efrom line 1 3
4 Amounts included on Form 990, Part VIII, line 12, but not on line 1:

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

b Other (Describe in Part XIIL) 4b

C Add Ilnes 4a and 4b ............................................................................................... 4C
5 Total revenue. Add lines 3 and 4c. (This must equal Form 990, Part I, line 12.) ... .. ... .. .. . . . . . . .. . .. ... .. ...... 5

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

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

a Donated services and use of facilies 2a

b Prior year adjustments 2b

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

d Other (Describe in Part XIL) 2d

e Add lines 2athrough 2d 2e
3 Subtract line 2efrom line 1 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 VIlI, line 70 4a

b Other (Describe in Part XIL) 4b

C Add Ilnes 4a and 4b ............................................................................................... 4C
5 Total expenses. Add lines 3 and 4c. (This must equal Form 990, Part I, line 18.) ... ... . ... ... ... . ... ... . ... ....... 5

Part Xlll Supplemental Information

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

2,

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

" Part X - FIN 48 Footnote

- The Hospital and Foundation are not-for-profit corporations and are tax-

exenpt pursuant to Section 501(c)(3) of the Internal Revenue Code. The

~Segregated Portfolio intends to conduct its affairs in a manner 1n which it

will not be subject to U. S. federal income tax or CGeorgia inconme tax. The

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

~remai ning wholly owned subsidiaries are considered disregarded entities and

are included in the Hospital's tax filings. Therefore, no provision for

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

financial statenents.

~The Hospital and Foundation apply accounting policies that prescribe when

to recognize and how to neasure the financial statenment effects of incone

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

~tax positions taken or expected to be taken on its incone tax returns.

These rules require managenent to evaluate the |ikelihood that, upon

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

interest and penalties that would result from disallowance of the position

Shoul d any such penalties and interest be incurred, they would be

Schedule D (Form 990) (Rev. 12-2024)
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Schedule D (Form 990) (Rev. 12-2024J0son  County Hospital, |nc. 58- 1734026 Page 5
Part Xlll Supplemental Information (continued)

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

Schedule D (Form 990) (Rev. 12-2024)
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(SF%THEDQ%%)E F Statement of Activities Outside the United States O No. 15450047
(Rev. December 2024) Complete if the organization answered “Yes” on Form 990, Part IV, line 14b, 15, or 16.
Attach to Form 990. -
Open to Public
E?&%ﬁ?“ﬁgbgﬁjgeslﬁfg“w Go to www.irs.gov/Form990 for instructions and the latest information. mgpection“ !
Name of the organization Employer identification number
Upson County Hospital, Inc. 58-1734026
Part | General Information on Activities Outside the United States. Complete if the organization answered “Yes” on

Form 990, Part IV, line 14b.
1 For grantmakers. Does the organization maintain records to substantiate the amount of its grants and
other assistance, the grantees’ eligibility for the grants or assistance, and the selection criteria used to
award the grants or assistance? |:| Yes No

2 For grantmakers. Describe in Part V the organization's procedures for monitoring the use of its grants and other assistance
outside the United States.

3 Activities per Region. (The following Part I, line 3 table can be duplicated if additional space is needed.)

(a) Region (b) Number (c) Number of (d) Activities conducted in the (e) If activity listed in (d) is (f) Total

of offices in employees, region (by type) (such as, a program service, expenditures for
the region agents, and fundraising, program services, describe specific type of and investments
independent investments, grants to recipients service(s) in the region in the region
contractors located in the region)
in the region

Central Angerica & the (aribbean
@ 1 | nvest nent s 5,073, 300

@

(©)

4)

(©)

(6)

@)

(8

()

10)

(0)

(12

13)

14

(15

(16)

an
3a Subtotal 1 5, 073, 300

b Total from continuatiop
sheets to Part | .
c Totals (add
lines 3a and 3b) 1 5, 073, 300
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule F (Form 990) (Rev. 12-2024)
DAA
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Schedule F (Form 990) (Rev. 12-2024Jpson County Hospital, |nc.

58-1734026

Page 2

Part Il

Grants and Other Assistance to Organizations or Entities Outside the United States. Complete if the organization answered “Yes” on Form 990,
Part 1V, line 15, for any recipient who received more than $5,000. Part Il can be duplicated if additional space is needed.

1

(a) Name of
organization

(b) IRS code
section and EIN
(if applicable)

(c) Region

(d) Purpose of
grant

(e) Amount of
cash grant

(f) Manner of
cash
disbursement

(9) Amount of
noncash
assistance

(h) Description

of noncash assistance

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

(@)

(@)

3

(@)

(@)

(6)

@

8

(©)

(10)

(1)

(12)

13

14

15

(16)

2 Enter total number of recipient organizations listed above that are recognized as charities by the foreign country, recognized as a tax

exempt 501(c)(3) organization by the IRS, or for which the grantee or counsel has provided a section 501(c)(3) equivalency letter
3 Enter total number of other organizations or entities

DAA

Schedule F (Form 990) (Rev. 12-2024)
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Schedule F (Form 990) (Rev. 12-202ppson County Hospital, |nc. 58-1734026 Page 3
Part 1lI Grants and Other Assistance to Individuals Outside the United States. Complete if the organization answered “Yes” on Form 990, Part IV, line 16.
Part lll can be duplicated if additional space is needed.
(a) Type of grant or assistance (b) Region (c) Number of (d) Amount of (e) Manner of (f) Amount of (g) Description (h) Method of

recipients cash grant cash noncash of noncash assistance valuation

_ i (book, FMV,
disbursement assistance appraisal, other)

@

@

3

(@)

©)

(6

U]

8

(©)

10)

1)

(12)

13

14

15

(16)

an

(18)

Schedule F (Form 990) (Rev. 12-2024)
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Schedule F (Form 990) (Rev. 12-2024)oson County Hospital, |nc. 58- 1734026

Page 4

Part IV Foreign Forms

Was the organization a U.S. transferor of property to a foreign corporation during the tax year? If “Yes,”
the organization may be required to file Form 926, Return by a U.S. Transferor of Property to a Foreign
Corporation (see the Instructions for Form 926)

Did the organization have an interest in a foreign trust during the tax year? If “Yes,” the organization may
be required to separately file Form 3520, Annual Return To Report Transactions With Foreign Trusts and
Receipt of Certain Foreign Gifts, and/or Form 3520-A, Annual Information Return of Foreign Trust With a
U.S. Owner (see the Instructions for Forms 3520 and 3520-A; don't file with Form 990)

Did the organization have an ownership interest in a foreign corporation during the tax year? If “Yes,” the
organization may be required to file Form 5471, Information Return of U.S. Persons With Respect to
Certain Foreign Corporations (see the Instructions for Form 5471)

Was the organization a direct or indirect shareholder of a passive foreign investment company or a
qualified electing fund during the tax year? If “Yes,” the organization may be required to file Form 8621,
Information Return by a Shareholder of a Passive Foreign Investment Company or Qualified Electing Fund
(see the Instructions for Form 8621)

Did the organization have an ownership interest in a foreign partnership during the tax year? If “Yes,” the
organization may be required to file Form 8865, Return of U.S. Persons With Respect to Certain Foreign
Partnerships (see the Instructions for Form 8865)

Did the organization have any operations in or related to any boycotting countries during the tax year? If
“Yes,” the organization may be required to separately file Form 5713, International Boycott Report (see the
Instructions for Form 5713; don't file with Form 990)

[] No

X No

X No

X No

DAA

Schedule F (Form 990) (Rev. 12-2024)
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Schedule F (Form 990) (Rev. 12-20244oson County Hospital, |nc. 58- 1734026 Page 5
Part V Supplemental Information
Provide the information required by Part I, line 2 (monitoring of funds); Part I, line 3, column (f) (accounting method,;
amounts of investments vs. expenditures per region); Part Il, line 1 (accounting method); Part Il (accounting method);
and Part I, column (c) (estimated number of recipients), as applicable. Also complete this part to provide any additional
information. See instructions.

DAA Schedule F (Form 990) (Rev. 12-2024)
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SCHEDULE H
(Form 990)

Department of the Treasury

Hospitals

Attach to Form 990.

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

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

OMB No. 1545-0047

2024

Open to Public

Internal Revenue Service Inspection
Name of the organization Employer identification number
Upson County Hospital, Inc. 58- 1734026
Part | Financial Assistance and Certain Other Community Benefits at Cost
Yes | No
la Did the organization have a financial assistance policy (FAP) during the tax year? If “No,” skip to question 6a la | X
b If*Yes"was it a written policy? 1 | X
2 If the organization had multiple hospital facilities, indicate which of the following best describes application of
the FAP to its various hospital facilities during the tax year:
Applied uniformly to all hospital facilities |:| Applied uniformly to most hospital facilities
. Generally tailored to individual hospital facilities
3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of
the organization’s patients during the tax year.
a Did the organization use federal poverty guidelines (FPG) as a factor in determining eligibility for providing
free care? If “Yes,” indicate which of the following was the FPG family income limit for eligibility for free care: 3a | X
[ ] 100% [ ] 150% [ ] 200% other_125%
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes,"
indicate which of the following was the family income limit for eligibility for discounted care: . . . . . . . . . . . . . . . . . . . . . . . ... . ... 3b | X
[ ] 200% [ ] 250% 300% [ ] 350% [ ] 400% [ ] other %
¢ If the organization used factors other than FPG in determining eligibility, describe in Part VI the criteria used
for determining eligibility for free or discounted care. Include in the description whether the organization used
an asset test or other threshold, regardless of income, as a factor in determining eligibility for free or
discounted care.
4 Did the organization's FAP that applied to the largest number of its patients during the tax year provide for
free or discounted care to the “medically indigent™ 4 | X
5a Did the organization budget amounts for free or discounted care provided under its FAP during the tax year? 5a | X
If “Yes,” did the organization’s financial assistance expenses exceed the budgeted amount? 5b X
If “Yes” to line 5b, as a result of budget considerations, was the organization unable to provide free or
discounted care to a patient who was eligible for free or discounted care? 5c
6a Did the organization prepare a community benefit report during the tax year? 6a X
b If “Yes,” did the organization make it available to the public? 6b
Complete the following table using the worksheets provided in the Schedule H instructions. Do not submit
these worksheets with the Schedule H.
7 Financial Assistance and Certain Other Community Benefits at Cost
Financial Assistance and (a) Number of (b) Persons (c) Total (d) Direct (e) Net (f) Percent of
Means-Tested Government Programs activities or served (optional) community offsetting revenue community total expense
programs  (optional) benefit expense benefit expense
a  Financial assistance at cost (from
Worksheet 1) 3, 393, 955 3, 393, 955 2 70
b Medicaid (from Worksheet 3, column a)
14,741, 088 17,451, 875 0 0. 00
C  Costs of other means-tested
government programs (from
Worksheet 3, coumn b) 461, 930 280, 424 181, 506 0.14
d  Total. Financial assistance and
means-esied govermment programs 18,596,973 | 17,732,299| 3,575, 461 2.84
Other Benefits
€  Community health improvement
services and community benefit
operations (from Worksheet 4) 14, 953 14, 953 0.01
f Health professions education
(from Worksheet 5) 227, 278 227, 278 0 18
g Subsidized health services (from
Worksheet 6) 22,194,423 10, 794, 310 11, 400, 113 9. 07
h  Research (from Worksheet 7) o 0 0. 00
i Cash and in-kind contributions
for community benefit (from
Worksheet 8) 0 0.00
j Total. Other benefits 22, 436, 654 10, 794, 310 11, 642, 344 9 26
K Total. Addlines 7dand 7j . . ... . 41,033, 627 28,526,609 15,217,805 12.10
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule H (Form 990) 2024
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Upson County Hospital, Inc.

Schedule H (Form 990) 2024

58- 1734026

Page 2

Part Il Community Building Activities. Complete this table if the organization conducted any community building
activities during the tax year, and describe in Part VI how its community building activities promoted the
health of the communities it serves.

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

1 Physical improvements and housing 0 0. 00

2 Economic development O O 00

3 Community support 7,100 7,100 0.01

4 Environmental improvements 0 0. 00

5 Leadership development and training

for community members 0 0. 00

6 Coalition building 0 0. 00

7 Community health improvement advocac) 0 0 00

8 Workforce development 262, 703 262, 703 0.21

9 Other 0 0. 00

10 Total 269, 803 269, 803 0.21

Part lll Bad Debt, Medicare, & Collection Practices

Section A. Bad Debt Expense Yes [ No
1 Did the organization report bad debt expense in accordance with Healthcare Financial Management Association Statement No. 15?7 | 1 X
2 Enter the amount of the organization’s bad debt expense. Explain in Part VI the
methodology used by the organization to estimate this amount 2 37, 906, 307
3 Enter the estimated amount of the organization’s bad debt expense attributable to
patients eligible under the organization’s FAP. Explain in Part VI the methodology used
by the organization to estimate this amount and the rationale, if any, for including this
portion of bad debt as community benefit ... 3 18, 953, 153
4 Provide in Part VI the text of the footnote to the organization’s financial statements that describes bad debt
expense or the page number on which this footnote is contained in the attached financial statements.
Section B. Medicare

5 Enter total revenue received from Medicare (including DSH and IME) 5 13, 301, 062

6 Enter Medicare allowable costs of care relating to payments on lines 6 14,597, 111

7 Subtract line 6 from line 5. This is the surplus (or shortfaly) 7 -1, 296, 049

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

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

Part IV
employees, and physicians — see instructions)

Management Companies and Joint Ventures (owned 10% or more by officers, directors, trustees, key

(a) Name of entity (b) Description of primary (c) Organization's (d) Officers', (e) Physicians'
activity of entity profit % or stock | directors', trustees', | profit % or stock
ownership % or key employees’ ownership %
profit % or stock
ownership %
1
2
3
4
5
6
7
8
9
10
11
12
13
DAA Schedule H (Form 990) 2024
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Schedule H (Form 990) 2024~ Upson County Hospital, |nc. 58-1734026 Page 3
Part V Facility Information

Section A. Hospital Facilities (= Il el Sl el Rol Jull

@ =1 = I =3 [ | )

- . . . 2zl 2513188 |2

(list in order of size, from largest to smallest — see instructions) HAEIEI NI R
How many hospital facilities did the organization operate during z| 2|l 2l=zl8|l 5|28

AHEIE R

=} =
the tax year? 1 5 :f ! %’,_, 3|2

- w

Name, address, primary website address, and state license number g %_’ Facilty
(and if a group return, the name and EIN of the subordinate hospital g reporting

organization that operates the hospital facility): Other (describe) group

1 Upson County Hospital

801 West CGordon Street

Thonast on GA 30286
WWW. Ur nt. org

145- 415 XX X Wellness Gr, Phys Oc, Psych

Schedule H (Form 990) 2024
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Schedule H (Form 990) 2024 Upson County Hospital, |nc. 58- 1734026 Page 4
Part V Facility Information (continued)
Section B. Facility Policies and Practices
(complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)
Name of hospital facility or letter of facility reporting group: Upson County Hospi t al
Line number of hospital facility, or line numbers of hospital
facilities in a facility reporting group (from Part V, Section A): 1
Yes | No
Community Health Needs Assessment (CHNA)
1 Was the hospital facility first licensed, registered, or similarly recognized by a state as a hospital facility in the
current tax year or the immediately preceding tax year? . 1
2 Was the hospital facility acquired or placed into service as a tax-exempt hospital in the current tax year or
the immediately preceding tax year? If "Yes," provide details of the acquisition in SecionCc 2
3 During the tax year or either of the 2 immediately preceding tax years, did the hospital facility conduct a
CHNA? If "No," skip to line 12 3 | X
If “Yes,” indicate what the CHNA report describes (check all that apply):
a ﬁ A definition of the community served by the hospital facility
b X Demographics of the community
[ X Existing health care facilities and resources within the community that are available to respond to the
___ health needs of the community
d X How data was obtained
e X The significant health needs of the community
f X Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
g The process for identifying and prioritizing community health needs and services to meet the
community health needs
h The process for consulting with persons representing the community's interests
i The impact of any actions taken to address the significant health needs identified in the hospital
facility's prior CHNA
i Other (describe in Section C)
4 Indicate the tax year the hospital facility last conducted a CHNAQOﬁ
5 In conducting its most recent CHNA, did the hospital facility take into account input from persons who represent
the broad interests of the community served by the hospital facility, including those with special knowledge of or
expertise in public health? If “Yes,” describe in Section C how the hospital facility took into account input from
persons who represent the community, and identify the persons the hospital facility consuted 5 | X
6a Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in Section C 6a
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 6b
7 Did the hospital facility make its CHNA report widely available to the public? 7 [ X
If “Yes,” indicate how the CHNA report was made widely available (check all that apply):
a Hospital facility's website (list url):  VWWWW. UI NC. Or g
b Other website (list url):
[ Made a paper copy available for public inspection without charge at the hospital facility
d . Other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If "No," skip to line22 8
9 Indicate the tax year the hospital facility last adopted an implementation strategyzoé
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? 10
a If “ves,” listurl: _ WWW. UIr NT. Org
b If “No,” is the hospital facility's most recently adopted implementation strategy attached to this retun? 10b X
11 Describe in Section C how the hospital facility is addressing the significant needs identified in its most
recently conducted CHNA and any such needs that are not being addressed together with the reasons why
such needs are not being addressed.
12a Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a
CHNA as required by section 50L0)@)? 12a X
b If “Yes” to line 12a, did the organization file Form 4720 to report the section 4959 excise tax? 12b
c If “Yes” to line 12b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilities? $

DAA

Schedule H (Form 990) 2024
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Schedule H (Form 990) 2024 Upson County Hospital, |nc. 58- 1734026 Page 5
Part V Facility Information (continued)
Financial Assistance Policy (FAP)

Name of hospital facility or letter of facility reporting group: Upson County Hospit al

Yes | No

Did the hospital facility have in place during the tax year a written FAP that:
13 Explained eligibility criteria for financial assistance, and whether such assistance included free or discounted care? ... .. ... ... .. 13 | X
If “Yes,” indicate the eligibility criteria explained in the FAP:
a FPG, with FPG family income limit for eligibility for free care of and FPG family income imit125 %

_ for eligibility for discounted care of 300 %
b [ | Income level other than FPG (describe in Section C)
C | | Asset level
d [ | Medical indigency
e | | Insurance status
f Underinsurance status
g W Residency
h : Other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients? ... . ... . . ... .. ... ... ... ... 14 | X
15 Explained the method for applying for financial assistance? ... .. ... ... .. . . . .. .. . ... 15 | X
If “Yes,” indicate how the hospital facility's FAP or FAP application form (including accompanying instructions)
explained the method for applying for financial assistance (check all that apply):
a Described the information the hospital facility may require an individual to provide as part of their
application
b Described the supporting documentation the hospital facility may require an individual to submit as part
of their application
c Provided the contact information of hospital facility staff who can provide an individual with information
about the FAP and FAP application process
d Provided the contact information of nonprofit organizations or government agencies that may be
sources of assistance with FAP applications
e Other (describe in Section C)
16 Was widely publicized within the community served by the hospital facility? . . 16 | X

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

by mail)

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

hospital facility and by mail)

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

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

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

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

j |_| Other (describe in Section C)

Schedule H (Form 990) 2024

DAA
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Schedule H (Form 990) 2024 Upson County Hospital, Inc. 58- 1734026 Page 6
Part V Facility Information (continued)

Billing and Collections

Name of hospital facility or letter of facility reporting group: wson Count \Y Hos Di t al

Yes | No

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

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

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

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

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

d| | Actions that require a legal or judicial process

| | Other similar actions (describe in Section C)

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

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

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

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

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

d [ | Actions that require a legal or judicial process

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

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

a Provided a written notice about upcoming extraordinary collection actions (ECAs) and a plain language summary of the

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

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

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

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

Other (describe in Section C)

None of these efforts were made

Policy Relating to Emergency Medical Care

21 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care
that required the hospital facility to provide, without discrimination, care for emergency medical conditions to
individuals regardless of their eligibility under the hospital facility's FAP? 21 | X
If “No,” indicate why:
a The hospital facility did not provide care for any emergency medical conditions
The hospital facility's policy was not in writing
c The hospital facility limited who was eligible to receive care for emergency medical conditions (describe
in Section C)
d |_| Other (describe in Section C)

Schedule H (Form 990) 2024

DAA



86100H

Schedule H (Form 990) 2024 Upson County Hospital, 1nc. 58- 1734026 Page 7
Part V Facility Information (continued)
Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
Name of hospital facility or letter of facility reporting group: Upson County Hospi t al
Yes | No
22 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged
to FAP-eligible individuals for emergency or other medically necessary care:
a |:| The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service
during a prior 12-month period
b The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service and
all private health insurers that pay claims to the hospital facility during a prior 12-month period
[ |:| The hospital facility used a look-back method based on claims allowed by Medicaid, either alone or in
combination with Medicare fee-for-service and all private health insurers that pay claims to the hospital
facility during a prior 12-month period
d |:| The hospital facility used a prospective Medicare or Medicaid method
23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility
provided emergency or other medically necessary services more than the amounts generally billed to
individuals who had insurance covering such care? ... ... .. .. .. 23 X
If “Yes,” explain in Section C.
24 During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross
charge for any service provided to that individual? ... ... .. . . 24 X
If “Yes,” explain in Section C.

DAA

Schedule H (Form 990) 2024
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Schedule H (Form 990) 2024  Upson County Hospital, |nc. 58-1734026 Page 8
Part V Facility Information (continued)

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

~prioritize the health needs of the community. Goups or individuals, who.
osummi b

Schedule H (Form 990) 2024

DAA
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Schedule H (Form 990) 2024  Upson County Hospital, |nc. 58-1734026 Page 8
Part V Facility Information (continued)

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

Schedule H (Form 990) 2024
DAA
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Schedule H (Form 990) 2024

Upson County Hospit al

| nc. 58- 1734026

Page 9

Part V Facility Information (continued)

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

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

How many non-hospital health care facilities did the organization operate during the tax year? 8

Name and address

Type of facility (describe)

1 Upson Medical Associates, LLC
801 W Cordon St
Thomast on GA 30286

Physicians Ofice

2 Upson Regional Weéllness Center,

LLC

801 W Cordon St

Thomast on GA 30286

Wl | ness Center

3 Othopedics Sports Medicine & Surg

801 W Cordon St

Thomast on GA 30286 Physicians Ofice
4 Upson Wnen's Services, LLC

801 W Cordon St

Thomast on GA 30286 Physicians Ofice
5 Upson Fanily Physicians, LLC

801 W Cordon St

Thomast on GA 30286 Physicians Ofice
6 Upson Surgical Associates, LLC

801 W Cordon St

Thomast on GA 30286 Physicians Ofice
7 Upson Fam |y Medical Center

801 W Cordon St

Thomast on GA 30286 Fam |y Medical Center
8 URMC Psych Unit

801 W Cordon St

Thomast on GA 30286 Psychiatric Unit

DAA

Schedule H (Form 990) 2024



86100H

Schedule H (Form 990) 2024  Upson County Hospital, |nc. 58-1734026 Page 10
Part VI  Supplemental Information

Provide the following information.

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

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 FAP.

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 (for example, 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.

Al other costs presented in the table were accumnul ated through the

Schedule H (Form 990) 2024
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Sch

edule H (Form 990) 2024 Upson County Hospital, |nc. 58-1734026 Page 10

Part VI  Supplemental Information

Provide the following information.

1
2

Required descriptions. Provide the descriptions required for Part |, lines 3c, 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 FAP.

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 (for example, 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.

pay their outstanding account. This analysis includes reviewng the

Schedule H (Form 990) 2024
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Schedule H (Form 990) 2024  Upson County Hospital, |nc. 58-1734026 Page 10
Part VI  Supplemental Information

Provide the following information.

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

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 FAP.

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 (for example, open medical staff,
community board, use of surplus funds, etc.).

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

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

Schedule H (Form 990) 2024
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Schedule H (Form 990) 2024  Upson County Hospital, |nc. 58-1734026 Page 10

Part VI  Supplemental Information

Pro

1
2

vide the following information.

Required descriptions. Provide the descriptions required for Part |, lines 3c, 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 FAP.

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 (for example, open medical staff,
community board, use of surplus funds, etc.).

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

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

Schedule H (Form 990) 2024
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SCHEDULE | Grants and Other Assistance to Organizations, OME No. 15460047
(Form 990) Governments, and Individuals in the United States :
(Rev. December 2024) Complete if the organization answered "Yes" on Form 990, Part IV, line 21 or 22. Open to Public
Department of the Treasury . Attach .tO Fom.1 990. . . Inspection
Internal Revenue Service Go to www.irs.gov/Form990 for instructions and the latest information.
Name of the organization Employer identification number
Upson County Hospital, |nc. 58- 1734026
Part | General Information on Grants and Assistance
1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees’ eligibility for the grants or assistance,
and the selection criteria used to award the grants Or @SSIStaNCE? . ... ... .. . Yes |:| No

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

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

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

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

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule | (Form 990) (Rev. 12-2024)
DAA
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Schedule | (Form 990) (Rev. 12-2024)UJpson County Hospital, |nc. 58-1734026 Page 2

Part 11l Grants and Other Assistance to Domestic Individuals. Complete if the organization answered “Yes” on Form 990, Part 1V, line 22.
Part Il can be duplicated if additional space is needed.

(a) Type of grant or assistance (b) Number of (c) Amount of (d) Amount of (e) Method of valuation (book, | (f) Description of noncash assistance
recipients cash grant noncash assistance FMV, appraisal, other)

1 Education Schol arship 7 20, 532

2 Tui tion Reinbursenent 1 1, 739

3

4

5

6

7

Part IV Supplemental Information. Provide the information required in Part |, line 2; Part 1ll, column (b); and any other additional information.

Schedule | (Form 990) (Rev. 12-2024)
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Supplemental Information
SCHEDULE |

(Form 990) For calendar year 2024, or tax year beginning , and ending

2024

Name of the organization

Employer identification number

Upson County Hospital, |Inc. 58-1734026

managenent, furnish a transcript of grades, maintain a "C' or higher .




86100H

SCHEDULE J Compensation Information
(Form 990) For certain Officers, Directors, Trustees, Key Employees, and Highest
(Rev. December 2024) Compensated Employees

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

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

OMB No. 1545-0047

Open to Public
Inspection

Name of the organization Employer identification number

Upson County Hospital, Inc. 58- 1734026

Part | Questions Regarding Compensation

la Check the appropriate box(es) if the organization provided any of the following to or for a person listed on Form
990, Part VII, Section A, line 1a. Complete Part Ill to provide any relevant information regarding these items.
First-class or charter travel Housing allowance or residence for personal use
Travel for companions Payments for business use of personal residence
Tax indemnification and gross-up payments Health or social club dues or initiation fees
Discretionary spending account Personal services (such as maid, chauffeur, chef)

b If any of the boxes on line 1a are checked, did the organization follow a written policy regarding payment
or reimbursement or provision of all of the expenses described above? If “No,” complete Part Il to
explain

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

3 Indicate which, if any, of the following the organization used to establish the compensation of the
organization’s CEO/Executive Director. Check all that apply. Do not check any boxes for methods used by a
related organization to establish compensation of the CEO/Executive Director, but explain in Part llI.
Compensation committee . Written employment contract
Independent compensation consultant Compensation survey or study
Form 990 of other organizations Approval by the board or compensation committee

4 During the year, did any person listed on Form 990, Part VII, Section A, line 1a, with respect to the filing
organization or a related organization:
a Receive a severance payment or change-of-control payment?

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

Only section 501(c)(3), 501(c)(4), and 501(c)(29) organizations must complete lines 5-9.
5 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of:
a The organization?

If “Yes” on line 5a or 5b, describe in Part lIl.

6 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of:
a The organization?

If “Yes” on line 6a or 6b, describe in Part lIl.

7 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization provide any nonfixed
payments not described on lines 5 and 67 If “Yes,” describe in Part Ill

8 Were any amounts reported on Form 990, Part VII, paid or accrued pursuant to a contract that was subject
to the initial contract exception described in Regulations section 53.4958-4(a)(3)? If “Yes,” describe
in Part Il

9 If “Yes” on line 8, did the organization also follow the rebuttable presumption procedure described in
Regulations section 53.4958-6(c)?

Yes | No

1b

4a

4b

XXX

4c

5a
5b

XX

6a
6b

XX

9

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

Schedule J (Form 990) (Rev. 12-2024)
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Schedule J (Form 990) (Rev. 12-20241J0son  County Hospi t al ,

I nc.

58-1734026

Page 2

Part Il

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

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

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

(C) Retirement and

(D) Nontaxable

(E) Total of columns

(F) Compensation

(A) Name and Title o | O B feenive | () e comparsaton OO | etemecion por
compensation Form 990

Brandon M Boyce, M O . 767,874 108, 446| 122,256| ... 6,100]  .15,958| 1,020,634| . 0
1 O thopedi ¢ Surgeon (i) 0 0 0 0 0 0 0
Jeff Tarrant O 604, 736 204,688| . 9. 47,500\ o ... 856,924\ .. 0
» Hospital CEQ Pres (i) 0 0 0 0 0 0 0
Kevin A Gngrich, M O . 602,185/ .. 0. ... 40,8001 . 6,100| 10,188 | 659,273\ ... 0
3 O thopedi ¢ Surgeon (i) 0 0 0 0 0 0 0
Dani el A Bridges, M O . 963,365 ... 0. ... 20,000 ... 6,100]  .18,596| | 608,061 ... 0
4+ Urol ogy Surgeon (i) 0 0 0 0 0 0 0
Robert Sol yonvari, MD O . 474,870) .. 0. ... 66,400 . 6,100] . 30,011} SI7,38L\ . 0
5 SUr geon (i) 0 0 0 0 0 0 0
Joshua Donis, M O . 939,354, 0. ... 12,0001 .. .. 6,100] . .18,596| 576,050\ .. 0
s Car di ol ogi st (i) 0 0 0 0 0 0 0
Benjamin WIlians, M o 322,987/ . . 79,1835 . 17,9001 .. .. 9,138| 11,757\ . 436,567| . .. 0
7 Board Menber (i) 0 0 0 0 0 0 0
John WIliams O . 287,319 . 56,148| 46,821 6,100 ... O ... 396,388 ... 0
s CFQ GO0 (i) 0 0 0 0 0 0 0

0}

9 (i)
(I) ..........................................................................................................................................

10 (i)
(I) ..........................................................................................................................................

11 (i)
(I) ..........................................................................................................................................

12 (i)
(I) ..........................................................................................................................................

13 (i)
(I) ..........................................................................................................................................

14 (i)
(I) ..........................................................................................................................................

15 (i)
(I) ..........................................................................................................................................

16 (i)

DAA

Schedule J (Form 990) (Rev. 12-2024)
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schedule J (Form 990) (Rev. 122024) _UpSoON _County Hospital, 1nc. 58- 1734026 Page 3
Part 11l Supplemental Information

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

for any additional information.

Part Il - Qher Additional |Information

Schedule J (Form 990) (Rev. 12-2024)
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SCHEDULE O Supplemental Information to Form 990 or 990-EZ

(Form 990) Complete to provide information for responses to specific questions on OMB No. 1545-0047

(Rev. December 2024) Form 990 or 990-EZ or to provide any additional information.

Department of the Treasury Attach to Form 990 or Form 990-EZ. Open to Public

Intemal Revenue Service Go to www.irs.gov/Form990 for instructions and the latest information. Inspection

Name of the organization Employer identification number
Upson County Hospital, Inc. 58- 1734026

Form 990, Part V, Line 4b - Financial Accounts in Foreign Countries

The O gani zation engaged Healthtech Managenent to provide the services of

the CEQ Healthtech was conpensated $1, 190,907 for these services. See

Schedule J Part 111 for additional details. ...
The L RS,

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990) (Rev. 12-2024)
DAA
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SCHEDULE O Supplemental Information to Form 990 or 990-EZ

(Form 990) Complete to provide information for responses to specific questions on OMB No. 1545-0047

(Rev. December 2024) Form 990 or 990-EZ or to provide any additional information.

Department of the Treasury Attach to Form 990 or Form 990-EZ. Open to Public

Internal Revenue Service Go to www.irs.gov/Form990 for instructions and the latest information. Inspection

Name of the organization Employer identification number

Upson County Hospital, Inc. 58- 1734026

T Tot/Prog Service. .. ... Myt & General . ... ... Fundrai sing. .
QONtract @d  SEIVI COS
RTUTIURTUSTURTOT $ . .2,479,765 ... $ 2,028,898 . $ 0.
Professioonal | f eeS L
NTTETTTURT SO . 51,976 ... $% . .....7.800 $ 0.
PRy STl AN OS
NUUTTTTUNTUTO $ ...6,167,091 S O $ 0.
PUrchased  SerVi CeS .
e $ ..1,408,6/5 . ....%$ 1,152,953 . ... $ 0.
TN DY f S
RTUETUTTURUOR S 2R 103,900 8. O $ 0.
ONS ULt NG f S
NUPIEPURUOUITUOUUUROUNE SO 158,626 . ........% . 335,469 ... $ 0.
e S
RTTTUTT ORISR S 2R 418,246 ... % 332,606 . ... $ 0.
OOl L Gt 0N f S
TUTRUT TSRS . 15,643 ... %$ 1,296,081 . $ 0.
______________________ Ot Al
OO $ 11,303,922 . ....$ 5153407 . ... $ 0.
Form 990, Part X, Line 9 - Qher Changes in Net Assets Explanation ... .
Equity in Captive Subsidary .........................................%. ...540,484

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990) (Rev. 12-2024)
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86100H

SCHEDULE R
(Form 990)

(Rev. December 2024)

Department of the Treasury

Attach to Form 990.

Related Organizations and Unrelated Partnerships
Complete if the organization answered "Yes" on Form 990, Part IV, line 33, 34, 35b, 36, or 37.

OMB No. 1545-0047

Open to Public

Internal Revenue Service Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
Upson County Hospital, |Inc. 58- 1734026
Part | Identification of Disregarded Entities. Complete if the organization answered “Yes” on Form 990, Part 1V, line 33.
@ () © O] © 0
Name, address, and EIN (if applicable) of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling
or foreign country) entity
(1 Upson Medical Associates LLC
.....801 Vest Cordon Street ...~ 55-0840991
' Thonast on GA 30286 Phys O ¢ GA - 133, 687 181, 632| UCH
(2 Upson Regional Wllness Gr LLC
.....801 Vest Cordon Street ...~ . 20- 5095610
' Thomast on GA 30286 Vel | ness GA -183, 424 124, 264 UCH
3 Upson Worren's Svcs, LLC
.....801 Vest Cordon Street ...~ . 26-3227893
' Thonast on GA 30286 Phys O ¢ GA -1, 646, 502 941,908 UCH
@ Upson Famly Physicians LLC
....801 Vest Cordon Street ... . 27-0192553
Thonast on GA 30286 Phys O ¢ GA -1,453, 010 885, 673 UCH
(6) Upson Surgical Associates LLC
.....801 Vest Cordon Street ...~ . 27-35252545
' Thonast on GA 30286 Phys O ¢ GA -4, 866, 561 1,816,586 UCH
Part Il Identification of Related Tax-Exempt Organizations. Complete if the organization answered “Yes” on Form 990, Part IV, line 34, because it had
one or more related tax-exempt organizations during the tax year.
@ o o © @ ) @ o Section (gg.Z(b)(B)
Name, address, and EIN of related organization Primary activity Legal domicile (state Exempt Code section Public charity status Direct controlling controlled entity?
or foreign country) (if section 501(c)(3)) entity Yes No
(1) URMC Heal th Foundati on
...POBox 1089 83-0411781
' Thonast on GA 30286 Foundat i on GA 501c3 12a UCH X
(2) Hospital Authority of Upson County
.....801 Vest Cordon Street .. 8-6002427
~ Thonast on GA 30286- 0027 Myt GA 115 N A X
3
)]
5)

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

DAA

Schedule R (Form 990) (Rev. 12-2024)



86100H

SCHEDULE R Related Organizations and Unrelated Partnerships
(Form 990) OMB No. 1545-0047
(Rev. December 2024) Complete if the organization answered "Yes" on Form 990, Part IV, line 33, 34, 35b, 36, or 37.
Attach to Form 990. Open to Public
Department of the Treasury Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
Upson County Hospital, |Inc. 58- 1734026
Part | Identification of Disregarded Entities. Complete if the organization answered “Yes” on Form 990, Part 1V, line 33.
@) (b) (©) (d) (e) ®
Name, address, and EIN (if applicable) of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling
or foreign country) entity

(1) Othopedics Sports Medicine & Surg

~..801 Vest Cordon Street 27-2123255
. Thomast on G agagE Phys Cfc GA "1, 468, 887 843, 806 UCH

2 URMC Medical Ofice Bldg LLC

801 vest Gordon Street 47- 4279645
. Thomast on G agagE ved Gc Bl GA 242, 462 4. 004, 008 UCH

3 Upson Famly Medical Center LLC

801 vest Gordon Street 82- 4385128
. Thomast on G agagE Phys Cf GA 458, 324 5 091, 214 UCH

@)

®)

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

@) () © @ @ ® Section (gg.Z(b)(B)

Name, address, and EIN of related organization Primary activity Legal domicile (state Exempt Code section Public charity status Direct controlling controlled entity?

or foreign country) (if section 501(c)(3)) entity Yes No
@
(@)
(€)
4
®)

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule R (Form 990) (Rev. 12-2024)

DAA



86100H

Schedule R (Form 990) (Rev. 12-2024) Upson County Hospital, Inc. 58- 1734026 Page 2
Part Il Identification of Related Organizations Taxable as a Partnership. Complete if the organization answered “Yes” on Form 990, Part IV, line 34,
because it had one or more related organizations treated as a partnership during the tax year.
@ (b) © C) © ® @ () 0} 0 ®
Name, address, and EIN of Primary activity Legal Direct controlling _ Predominant Share of total Share of end-of- Dispro- Code V—UBI General or| Percentage
related organization domicile entity lncomel(related, income year assets portionate amount in box 20 managing | Ownership
(state or exzmgeaéegbm alloc.? of Schedule K-1 partner?
foreign tax under (Form 1065)
country) sections 512-514) Yes| No Yes| No
(€
@
(€)
4
part v ldentification of Related Organizations Taxable as a Corporation or Trust. Complete if the organization answered “Yes” on Form 990, Part IV,
line 34, because it had one or more related organizations treated as a corporation or trust during the tax year.
@ (b) © C © 0 o) () 0]
Name, address, and EIN of related organization Primary activity Legal domicile Direct controlling Type of entity Share of total Share of Percentage Section
(state or entity (C corp, S corp, income end-of-year assets ownership Scti(t?())flﬁj)
foreign country) or trust) entity?
Yes | No
(€
@
(€)
4
DAA Schedule R (Form 990) (Rev. 12-2024)



86100H

Schedule R (Form 990) (Rev. 12-2024) Upson County Hospital, |nc. 58- 1734026 Page 3
Part V Transactions With Related Organizations. Complete if the organization answered “Yes” on Form 990, Part IV, line 34, 35b, or 36.
Note: Complete line 1 if any entity is listed in Parts II, lll, or IV of this schedule. Yes | No
1 During the tax year, did the organization engage in any of the following transactions with one or more related organizations listed in Parts [I-1V?
a Receipt of (i) interest, (ii) annuities, (iii) royalties, or (iv) rent from a controlled enfity la X
b Gift, grant, or capital contribution to related Organization(S) 1b X
¢ Gift, grant, or capital contribution from related organization(S) 1c X
d Loans or loan guarantees to or for related organization(s) 1d X
e Loans or loan guarantees by related organization(s) le X
f Dividends from related organization(s) . . if X
g Sale of assets to related OrgaNIZatON(S) | 1g X
h Purchase of assets from related organization(s) . ih X
i Exchange of assets with related organization(s) 1i X
J Lease of facilities, equipment, or other assets to related organization(s) 1] X
k Lease of facilities, equipment, or other assets from related organization(s) | 1k X
| Performance of services or membership or fundraising solicitations for related organization(s) 1 X
m Performance of services or membership or fundraising solicitations by related organization(s) . . . im| X
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(S) in | X
0 Sharing of paid employees with related organization(s) 1o | X
p Reimbursement paid to related organization(s) for eXpenses 1p X
a Reimbursement paid by related organization(s) for eXpenses 1g X
r Other transfer of cash or property to related organization(s) | 1r X
s_Other transfer of cash or property from related Organization(S) . . . . . .. ...\t e e e e e e et 1s X
2 If the answer to any of the above is “Yes,” see the instructions for information on who must complete this line, including covered relationships and transaction thresholds.
(@ (b) ©) (d)
Name of related organization Transaction Amount involved Method of determining amount involved
type (a-s)
(1) URMC Heal th Foundati on I | ndet er mi nabl e val ue
(2) URMC Heal th Foundati on m | ndet er mi nabl e val ue
(3 URMC Heal th Foundati on n | ndet er mi nabl e val ue
4 URMC Heal th Foundati on 0 | ndet er mi nabl e val ue
©)
(6)

Schedule R (Form 990) (Rev. 12-2024)
DAA



86100H

Schedule R (Form 990) (Rev. 12-2024) Upson County Hospital, |nc. 58- 1734026 Page 4

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

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

@ (b) (©) (d) (e) ® ()] (h) (0] () (k)
Name, address, and EIN of entity Primary activity | Legal Predominant Are all partners Share of Share of Disproportionate Code V—UBI General or | Percentage
domicile | income (related section total income end-of-year allocations? amount in box 20 managing | ownership
; assets of Schedule K-1 artner?
(stat_e or | unrelated, excluded 50_1(c)_(3) (Form 1065) P
foreign from tax under | organizations?
country) | sections 512-514) ves | No ves | No ves | No
@
@
(©)
()
®)
(6)
)
()
(C)
(10
1)

Schedule R (Form 990) (Rev. 12-2024)

DAA



86100H

Schedule R (Form 990) (Rev. 12-2024) Upson County Hospital, |nc. 58-1734026 Page 5
Part VII Supplemental Information.
Provide additional information for responses to questions on Schedule R. See instructions.

Schedule R (Form 990) (Rev. 12-2024)
DAA
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Date Due

Remittance

Signature:

Other:

Filing Instructions
Upson County Hospital, Inc.
Exempt Organization Business Tax Return

Taxable Year Ended December 31, 2024

November 17, 2025

None is required. Your Form 990-T for the tax year ended 12/31/24 shows a
tota overpayment of $1,666, al of which is to be credited to your estimated tax
liability for the coming year.

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

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

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

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




86100H

OMB No. 1545-0047

990-T Exempt Organization Business Income Tax Return
Form (and proxy tax under section 6033(e)) 2024
For calendar year 2024 or other tax year beginning , and ending X X
' G 2.0 anaendng TR RS Open to Public Inspection
Department of the Treasury Go to www.irs.gov/Form990T for instructions and the latest information. for 501(c)(3)
Internal Revenue Service Do not enter SSN numbers on this form as it may be made public if your organization is a 501(c)(3). Organizations Only
A Check box if Name of organization ( |:| Check box if name changed and see instructions.) D Employer identification number
address changed.
B Exempt under section print | Upson County Hospital, |nc. 58-1734026
501( C)( 3 ) or Number, street, and room or suite no. If a P.O. box, see instructions. E Group exemption number
|:| 408(e) |:| 2200 | TYPE 801 West CGordon Street (see instructions)
|:| 1087 |:| 530(0) City or town, state or province, country, and ZIP or foreign postal code .
Thonast on GA 30286- 0027 | F [ ] check box if
|:| 529(a) |:| 5294 C Book value of all assets atend of year ... . ........... 258, 229, 465 an amended return.
G Check organization type X 501(c) corporation |_| 501(c) trust |_| 401(a) trust |_| Other trust |_| State college/university
6417(d)(1)(A) Applicable entity
H Check if filing only to claim Credit from Form 8941 |_| Refund shown on Form 2439 |_| Elective payment amount from Form 3800
| Check if a 501(c)(3) organization filing a consolidated return with a 501(c)(2) titleholding corporation ............ ... ....ioiiiiiiiiiiiiiiiaie ..
J  Enter the number of attached Schedules A (FOrmM 990-T) ... ... e e e e e e e e e 2
K During the tax year, was the corporation a subsidiary in an affiliated group or a parent-subsidiary controlled group? |:| Yes No
If “Yes,” enter the name and identifying number of the parent corporation
L The books are in care of John WIIians Telephone number 706- 647-8111
Part | Total Unrelated Business Taxable Income
1 Total of unrelated business taxable income computed from all unrelated trades or businesses (see instructions) 1 7, 850
2 Reserved .......................................................................................................... 2
3 AddlinesLand 2 3 7, 850
4  Charitable contributions (see instructions for limitation rules) 4
5 Total unrelated business taxable income before net operating losses. Subtract line 4 from line3 5 7, 850
6  Deduction for net operating loss. See instructions 6 0
7  Total of unrelated business taxable income before specific deduction and section 199A deduction.
Subtract line 6 from ine 5 7 7, 850
Specific deduction (generally $1,000, but see instructions for exceptons) 8 1, 000
9 TrUStS SE‘CtIOf‘I 199A dEdUCtIOH See InStrUCtlonS .................................................................. 9
10 Total deductions. Addlines 8and 9 ... 10 1, 000
11 Unrelated business taxable income. Subtract line 10 from line 7. If line 10 is greater than line 7, enter zero ... ... 11 6, 850
Part Il Tax Computation
1 Organizations taxable as corporations. Multiply Part I, line 11, by 21% (0.2) 1 1,439
2 Trusts taxable at trust rates. See instructions for tax computation. Income tax on the amount on
Part I, line 11, from: |:| Tax rate schedule or |:| Schedule D (Form 1041) 2 0
3 Proxy tax. See instructions 3
4a Amount from Form 4255, Part |, fine 3, column (@) . ... 4a
b Other tax amounts See InStrUCtlons .............................................................................. 4b
5 Alternatlve mlnlmum tax .......................................................................................... 5
6 Tax on noncompliant facility income. See instructions ... ... 6
7  Total. Add lines 3 through 6 to line 1 or 2, whichever applies . ........... .. i 7 1, 439
Part Il Tax and Payments
la Foreign tax credit (corporations attach Form 1118; trusts attach Form 1116) la
b Other credits (see instructions) ... 1b
¢ General business credit. Attach Form 3800 (see instructions) 1c
d Credit for prior-year minimum tax (attach Form 8801 or 8827) 1d
e Total credits. Add lines lathrough 1d le
2 Subtract line 1e from Part I, iNe 7 2 1,439
3a Amount from Form 4255, Part |, line 3, column (1) (see instructions) 3a
b Amount due from Form 8611 ...................................................... 3b
C Amount due from Form 8697 ...................................................... 3C
d Amount due from Form 8866 ...................................................... 3d
e Other amounts due (see instructions) ... ... 3e
f  Total amounts due. Add lines 3a through 3e 3f
4  Total tax. Add lines 2 and 3f (see instructions)|:| Check if includes tax previously deferred under
section 1294. Enter tax amount here 4 1, 439

g/?/i Paperwork Reduction Act Notice, see instructions.

Form 990-T (2024)



86100H

Form 990-T (2024) Upson County Hospital, Inc. 58- 1734026 Page 2
Part lll Tax and Payments (continued)
5  Current net 965 tax liability paid from Form 965-A, Part I, coumn () 5
6a Payments: Preceding year's overpayment credited to the current year 6a 638
b Current year's estimated tax payments. Check if section 643(g) election
BPPIES [] e
¢ Tax deposited with Form 8868 6c 2, 500
d Foreign organizations: Tax paid or withheld at source (see instructions) 6d
e Backup withholding (see instructions) 6e
f  Credit for small employer health insurance premiums (attach Form 8941) 6f
g Elective payment election amount from Foom3goo ...~ 69
h- Payment from Form 2439 6h
i Credlt from Form 4136 ............................................................ 6'
j Other (see instructions) 6]
7 Total payments. Add lines 6athrough 6 7 3,138
8 Estimated tax penalty (see instructions). Check if Form 2220 is attached 8 33
9 Tax due. If line 7 is smaller than the total of lines 4, 5, and 8, enter amount owed 9 0
10 Overpayment. If line 7 is larger than the total of lines 4, 5, and 8, enter amount overpad 10 1, 666
11  Enter the amount of line 10 you want: Credited to 2025 estimated tax 1, 666 Refunded | 11
Part IV Statements Regarding Certain Activities and Other Information (see instructions)
1 Atany time during the 2024 calendar year, did the organization have an interest in or a signature or other authority Yes | No
over a financial account (bank, securities, or other) in a foreign country? If “Yes,” the organization may have to file
FinCEN Form 114, Report of Foreign Bank and Financial Accounts. If “Yes,” enter the name of the foreign country
hee Cayman Islands. X
2 During the tax year, did the organization receive a distribution from, or was it the grantor of, or transferor to, a foreign trust? X
If “Yes,” see instructions for other forms the organization may have to file.
3 Enter the amount of tax-exempt interest received or accrued during the tax year S
4  Enter available pre-2018 NOL carryovers here $ . Do not include any post-2017 NOL carryover
shown on Schedule A (Form 990-T). Don't reduce the NOL carryover shown here by any deduction reported on
Part 1, line 6.
5 Post-2017 NOL carryovers. Enter the Business Activity Code and available post-2017 NOL carryovers. Don't reduce

the amounts shown below by any NOL claimed on any Schedule A, Part Il, line 17, for the tax year. See instructions.
Business Activity Code Available post-2017 NOL carryover

713940

6a Reserved for future use

b

RESEIVEd fOr fUIUNE USE . ottt ittt ittt et eeaeieie.ii

Part V Supplemental Information

Provide any additional information. See instructions.

Under penalties of perjury, | declare that | have examined this return, including accompanying schedules and statements, and to the best of my knowledge and
belief, it is true, correct, and complete. Declaration of preparer (other than taxpayer) is based on all information of which preparer has any knowledge.
May the IRS discuss this return
Si gn with the preparer shown below
Here (see instructions)?
m Yes |_| No
CFQ GO
Signature of officer Date Title |:|
Print/Type preparer's name Preparer's signature . D, ,-Check if | PTIN
Paid WIlliam Edward Phillips ///t" M‘f'ﬁ% f6/31/2‘)self—employed P00451499
Preparer Firm's name . Firm's EIN
Draffin & Tucker LLP 58- 0914992
Use Onl
Firm's address Phone no.
PO Box 71309
Al bany, GA 31708-1309 229- 883- 7878
DAA Form 990-T (2024)




86100H

SCHEDULE A Unrelated Business Taxable Income OMB No. 1545-0047
(Form 990-T) From an Unrelated Trade or Business 2024

o e T Go to www.irs.gov/Form990T for instructions and the latest information. o e | T
epartment of the reasury . . .. . . . pen to Public Inspection Tor
Internal Revenue Service Do not enter SSN numbers on this form as it may be made public if your organization is a 501(c)(3). 501(c)(3) Organizations Only

A Name of the organization B Employer identification number
Upson County Hospital, Inc. 58-1734026
C Unrelated business activity code (see instructions) .. 122320 D Sequence: 1 of 2
E_Describe the unrelated trade or business Cateri ng
Part | Unrelated Trade or Business Income (A) Income (B) Expenses (C) Net
la Gross receipts or sales
b Less returns and allowances c Balance lc
2 Cost of goods sold (Partlll ine 8) 2
3  Gross profit. Subtract line 2 from line1c¢ 3
4a Capital gain net income (attach Schedule D (Form 1041 or
Form 1120)). See instructions 4a
b Net gain (loss) (Form 4797) (attach Form 4797). See
InStrUCtIOI"IS ............................................................... 4b
¢ Capital loss deduction for trusts 4c
5 Income (loss) from a partnership or an S corporation
(attach statement) 5
6 Rentincome (PartIV) ... 6
7 Unrelated debtfinanced income (PartV) 7
8 Interest, annuities, royalties, and rents from a controlled
organization (Part VI) ... 8
9  Investment income of section 501(c)(7), (9), or (17)
organizations (Part VI ... 9
10 Exploited exempt activity income (Part Vit 10
11 Advertising income (Part IX) ... 11
12 Other income (see instructions; attach statementy Se€ Stnt 1 | 12 23, 855 23, 855
13 Total. Combine lines 3 through 12 ... .. ..o, 13 23, 855 23, 855

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

1 Compensation of officers, directors, and trustees (Part X) 1
2 Salaries and WagES 2 4,418
3 Repairs and maintenance 3
4 Bad debts ............................................................................................................ 4
5 Interest (attach statement). See instructions S
6 Taxes and Ilcenses ................................................................................................. 6 1’ 767
7  Depreciation (attach Form 4562). See instructons 7
8 Less depreciation claimed in Part Ill and elsewhere on return 8a 8b 0
O DIt ON 9
10 Contributions to deferred compensation plans 10
11 Employee benefit programs 11
12 Excess exempt expenses (Part VIIl) 12
13 Excess readership costs (Part IX) 13
14 Other deductions (attach statement) See Statement 2 |14 11,131
15 Total deductions. Add lines 1through 14 15 17,316
16  Unrelated business income before net operating loss deduction. Subtract line 15 from Part |, line
13, 00UMN (C) | 16 6, 539
17 Deduction for net operating loss. See instructions 17
18 Unrelated business taxable income. Subtract line 17 fromline 16 ... .. ... .. ... ... 18 6, 539
For Paperwork Reduction Act Notice, see instructions. Schedule A (Form 990-T) 2024

DAA



86100H

Schedule A (Form 990-T) 2024 Upson County Hospital, |nc. 58-1734026 Page 2

Part Il Cost of Goods Sold Enter method of inventory valuation

© 0O ~NOoO O~ WN PP

Inventory at beginning of year
Purchases

o
=
>
@
@
Q
o
(2]
Q
(%2}
o
g
(@]
=0
[%2]
2]
=4
@
3
5]
=
=3
o [~ o o[ |w | |-

Do the rules of section 263A (with respect to property produced or acquired for resale) apply to the organization? ........... |_| Yes |_| No

Part IV Rent Income (From Real Property and Personal Property Leased With Real Property)

1

5

Description of property (property street address, city, state, ZIP code). Check if a dual-use. See instructions.
A

B
C
D

Rent received or accrued

From personal property (if the percentage of
rent for personal property is more than 10%
but not more than 50%) .
From real and personal property (if the

percentage of rent for personal property exceeds
50% or if the rent is based on profit or income)
Total rents received or accrued by property.
Add lines 2a and 2b, columns A through D

Total rents received or accrued. Add line 2c, columns A through D. Enter here and on Part |, line 6, column (A)

Deductions directly connected with the income
in lines 2a and 2b (attach statement)

Total deductions. Add line 4, columns A through D. Enter here and on Part |, line 6, column (B)

Part V Unrelated Debt-Financed Income (see instructions)

1

c Total deductions (add lines 3a and 3b,

10

11

Description of debt-financed property (street address, city, state, ZIP code). Check if a dual-use. See instructions.
A

OO0 w

Gross income from or allocable to debt-financed

property
Deductions directly connected with or allocable

to debt-financed property

Straight line depreciation (attach statement)
Other deductions (attach statement)

columns A through D) ... ...
Amount of average acquisition debt on or allocable
to debt-financed property (attach statement)
Average adjusted basis of or allocable to deb
financed property (attach statement)
Divide line 4 by line 5 % % % %

Gross income reportable. Multiply line 2 by line 6

Total gross income (add line 7, columns A through D). Enter here and on Part |, line 7, column (A)

Allocable deductions. Multiply line 3c by line 6 | |

Total allocable deductions. Add line 9, columns A through D. Enter here and on Part |, line 7, column (B)

Total dividends — received deductions included in line 10

DAA

Schedule A (Form 990-T) 2024



86100H

Schedule A (Form 990-T) 2024 Upson County Hospital, | nc. 58-1734026 Page 3

Part VI Interest, Annuities, Royalties, and Rents From Controlled Organizations (see instructions)
Exempt Controlled Organizations
1. Name of controlled 2. Employer 3. Net unrelated 4. Total of specified 5. Part of column 4 6. Deductions directly
organization identification income (loss) payments made that is included in the connected with
number (see instructions) controlling organization's income in column 5
gross income
@
@
(©)
@
Nonexempt Controlled Organizations
7. Taxable income 8. Net unrelated 9. Total of specified 10. Part of column 9 11. Deductions directly
income (loss) payments made that is included in the connected with
(see instructions) controlling organization's income in column 10
gross income
@
@
(©)
@
Add columns 5 and 10. Add columns 6 and 11.
Enter here and on Part |, Enter here and on Part |,
line 8, column (A). line 8, column (B).
Totals
Part VI Investment Income of a Section 501(c)(7), (9), or (17) Organization (see instructions)
1. Description of income 2. Amount of income 3. Deductions 4. Set-asides 5. Total deductions
directly connected (attach statement) and set-asides
(attach statement) (add columns 3 and 4)
@
@
(©)
@
Add amounts in column 2. Add amounts in column 5.
Enter here and on Part |, Enter here and on Part |,
line 9, column (A). line 9, column (B).
Totals ...............cccoiiiiiiiiiiiiinn
Part VIII Exploited Exempt Activity Income, Other Than Advertising Income (see instructions)
1 Description of exploited activity:
2 Gross unrelated business income from trade or business. Enter here and on Part |, line 10, column (A) 2
3 Expenses directly connected with production of unrelated business income. Enter here and on Part |,
e 10, column (B) 3
4 Net income (loss) from unrelated trade or business. Subtract line 3 from line 2. If a gain, complete
lines 5 through 7. 4
5 Gross income from activity that is not unrelated business income 5
6  Expenses aftributable to income entered on line 5 ... 6
7  Excess exempt expenses. Subtract line 5 from line 6, but do not enter more than the amount on line
4. Enter here and on Part I, line 12 ... . ... .. oo 7

Schedule A (Form 990-T) 2024

DAA



86100H

Schedule A (Form 990-T) 2024 Upson County Hospital, 1nc. 58- 1734026 Page 4
Part IX Advertising Income
1 Name(s) of periodical(s). Check box if reporting two or more periodicals on a consolidated basis.
A
B
C
D
Enter amounts for each periodical listed above in the corresponding column.
A B C D

2 Gross advertising income

4 Advertising gain (loss). Subtract line 3 from line
2. For any column in line 4 showing a gain,
complete lines 5 through 8. For any column in
line 4 showing a loss or zero, do not complete
lines 5 through 7, and enter -0- on line 8

5 Readership costs

6 CIrCUIatlon Income ........................

7  Excess readership costs. If line 6 is less than
line 5, subtract line 6 from line 5. If line 5 is less
than line 6’ enter 0- .

8  Excess readership costs allowed as a
deduction. For each column showing a gain on
line 4, enter the lesser of line 4 or line 7.

a Add line 8, columns A through D. Enter the greater of the line 8a columns total or -0- here and on
Part Il, line 13

Part X Compensation of Officers, Directors, and Trustees (see instructions)

3. Percentage 4. Compensation
1. Name 2. Title of time devoted attributable to

to business unrelated business

[€0) %

(2) %

(3) %

4 %

Total. Enter here and on Part I, line 1 ... .. ... .. .. oo i

Part Xl Supplemental Information (see instructions)

Schedule A (Form 990-T) 2024

DAA
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SCHEDULE A Unrelated Business Taxable Income OMB No. 1545-0047
(Form 990-T) From an Unrelated Trade or Business 2024

Go to www.irs.gov/Form990T for instructions and the latest information.

Department of the Treasury . . - N Open to Public Inspection for
Internal Revenue Service Do not enter SSN numbers on this form as it may be made public if your organization is a 501(c)(3). 501(c)(3) Organizations Only

A Name of the organization B Employer identification number
Upson County Hospital, Inc. 58-1734026
C Unrelated business activity code (see instructions) ... 713940 D Sequence: 2 of 2
E_Describe the unrelated trade or business Wl | ness Center
Part | Unrelated Trade or Business Income (A) Income (B) Expenses (C) Net
la Gross receipts or sales
b Less returns and allowances c Balance lc
2 Cost of goods sold (Partlll ine 8) 2
3  Gross profit. Subtract line 2 from line1c¢ 3
4a Capital gain net income (attach Schedule D (Form 1041 or
Form 1120)). See instructions 4a
b Net gain (loss) (Form 4797) (attach Form 4797). See
InStrUCtIOI"IS ............................................................... 4b
¢ Capital loss deduction for trusts 4c
5 Income (loss) from a partnership or an S corporation
(attach statement) 5
6 Rentincome (PartIV) ... 6
7 Unrelated debtfinanced income (PartV) 7
8 Interest, annuities, royalties, and rents from a controlled
organization (Part VI) ... 8
9  Investment income of section 501(c)(7), (9), or (17)
organizations (Part VI ... 9
10 Exploited exempt activity income (Part Vit 10
11 Advertising income (Part IX) ... 11
12 Other income (see instructions; attach statemeny See Stnmt 3 | 12 536, 372 536, 372
13 Total. Combine lines 3 through 12 .. ... oot ... 13 536, 372 536, 372

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

1 Compensation of officers, directors, and trustees (Part X) 1

2 Salaries and WagES 2

3 Repairs and maintenance 3 6, 344

4 Bad debts ............................................................................................................ 4

5 Interest (attach statement). See instructions 5

6 Taxes and Ilcenses ................................................................................................. 6

7  Depreciation (attach Form 4562). See instructons 7 14, 746

8 Less depreciation claimed in Part Ill and elsewhere on retun 8a 8b 14, 746

O DIt ON 9
10 Contributions to deferred compensation plans 10
11 Employee benefit programs 11
12 Excess exempt expenses (Part VIIl) 12
13 Excess readership costs (Part IX) 13
14 Other deductions (attach statement) See Statement 4 |14 508, 727
15 Total deductions. Add lines 1through 14 15 529, 817
16  Unrelated business income before net operating loss deduction. Subtract line 15 from Part |, line

13, C0IMN (C) 16 6, 555

17 Deduction for net operating loss. See instructions 17 S5, 244
18 Unrelated business taxable income. Subtract line 17 from line 16 .. ... ... o i 18 1,311
For Paperwork Reduction Act Notice, see instructions. Schedule A (Form 990-T) 2024

DAA
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Schedule A (Form 990-T) 2024 Upson County Hospital, |nc. 58-1734026 Page 2

Part Il Cost of Goods Sold Enter method of inventory valuation

© 0N o~ WN PP

Inventory at beginning of year
Purchases

o
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@
@
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[%2]
@
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o
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=0
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2]
=4
@
3
@
=
=3
o [~]o o s |w | |-

Do the rules of section 263A (with respect to property produced or acquired for resale) apply to the organization? ........... |_| Yes |_| No

Part IV Rent Income (From Real Property and Personal Property Leased With Real Property)

1

5

Description of property (property street address, city, state, ZIP code). Check if a dual-use. See instructions.
A

B
C
D

Rent received or accrued

From personal property (if the percentage of
rent for personal property is more than 10%
but not more than 50%) .
From real and personal property (if the

percentage of rent for personal property exceeds
50% or if the rent is based on profit or income)
Total rents received or accrued by property.
Add lines 2a and 2b, columns A through D

Total rents received or accrued. Add line 2c, columns A through D. Enter here and on Part |, line 6, column (A)

Deductions directly connected with the income
in lines 2a and 2b (attach statement)

Total deductions. Add line 4, columns A through D. Enter here and on Part |, line 6, column (B)

Part V Unrelated Debt-Financed Income (see instructions)

1

c Total deductions (add lines 3a and 3b,

10

11

Description of debt-financed property (street address, city, state, ZIP code). Check if a dual-use. See instructions.
A

OO0 w

Gross income from or allocable to debt-financed

property
Deductions directly connected with or allocable

to debt-financed property

Straight line depreciation (attach statement)
Other deductions (attach statement)

columns A through D) ... ... ..
Amount of average acquisition debt on or allocable
to debt-financed property (attach statement)
Average adjusted basis of or allocable to deb
financed property (attach statement)
Divide line 4 by line 5 % % % %

Gross income reportable. Multiply line 2 by line 6

Total gross income (add line 7, columns A through D). Enter here and on Part |, line 7, column (A)

Allocable deductions. Multiply line 3c by line 6 | |

Total allocable deductions. Add line 9, columns A through D. Enter here and on Part |, line 7, column (B)

Total dividends — received deductions included in line 10

DAA

Schedule A (Form 990-T) 2024



86100H

Schedule A (Form 990-T) 2024 Upson County Hospital, | nc. 58-1734026 Page 3

Part VI Interest, Annuities, Royalties, and Rents From Controlled Organizations (see instructions)
Exempt Controlled Organizations
1. Name of controlled 2. Employer 3. Net unrelated 4. Total of specified 5. Part of column 4 6. Deductions directly
organization identification income (loss) payments made that is included in the connected with
number (see instructions) controlling organization's income in column 5
gross income
@
@
(©)
@
Nonexempt Controlled Organizations
7. Taxable income 8. Net unrelated 9. Total of specified 10. Part of column 9 11. Deductions directly
income (loss) payments made that is included in the connected with
(see instructions) controlling organization's income in column 10
gross income
@
@
(©)
@
Add columns 5 and 10. Add columns 6 and 11.
Enter here and on Part |, Enter here and on Part |,
line 8, column (A). line 8, column (B).
Totals
Part VI Investment Income of a Section 501(c)(7), (9), or (17) Organization (see instructions)
1. Description of income 2. Amount of income 3. Deductions 4. Set-asides 5. Total deductions
directly connected (attach statement) and set-asides
(attach statement) (add columns 3 and 4)
@
@
(©)
@
Add amounts in column 2. Add amounts in column 5.
Enter here and on Part |, Enter here and on Part |,
line 9, column (A). line 9, column (B).
Totals ...............cccoiiiiiiiiiiiiinn
Part VIII Exploited Exempt Activity Income, Other Than Advertising Income (see instructions)
1 Description of exploited activity:
2 Gross unrelated business income from trade or business. Enter here and on Part |, line 10, column (A) 2
3 Expenses directly connected with production of unrelated business income. Enter here and on Part |,
e 10, column (B) 3
4 Net income (loss) from unrelated trade or business. Subtract line 3 from line 2. If a gain, complete
lines 5 through 7. 4
5 Gross income from activity that is not unrelated business income 5
6  Expenses aftributable to income entered on line 5 ... 6
7  Excess exempt expenses. Subtract line 5 from line 6, but do not enter more than the amount on line
4. Enter here and on Part I, line 12 ... . ... .. oo 7

Schedule A (Form 990-T) 2024

DAA



86100H

Schedule A (Form 990-T) 2024 Upson County Hospital, 1nc. 58- 1734026 Page 4
Part IX Advertising Income
1 Name(s) of periodical(s). Check box if reporting two or more periodicals on a consolidated basis.
A
B
C
D
Enter amounts for each periodical listed above in the corresponding column.
A B C D

2 Gross advertising income

4 Advertising gain (loss). Subtract line 3 from line
2. For any column in line 4 showing a gain,
complete lines 5 through 8. For any column in
line 4 showing a loss or zero, do not complete
lines 5 through 7, and enter -0- on line 8

5 Readership costs

6 CIrCUIatlon Income ........................

7  Excess readership costs. If line 6 is less than
line 5, subtract line 6 from line 5. If line 5 is less
than line 6’ enter 0- .

8  Excess readership costs allowed as a
deduction. For each column showing a gain on
line 4, enter the lesser of line 4 or line 7.~

a Add line 8, columns A through D. Enter the greater of the line 8a columns total or -0- here and on
Part Il, line 13

Part X Compensation of Officers, Directors, and Trustees (see instructions)

3. Percentage 4. Compensation
1. Name 2. Title of time devoted attributable to

to business unrelated business

[€0) %

(2) %

(3) %

4 %

Total. Enter here and on Part I, line 1 ... .. ... .. .. oo i

Part Xl Supplemental Information (see instructions)

Schedule A (Form 990-T) 2024

DAA
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Form 990-T Schedule A Loss Carryover Calculation 2024
pescripion VMBI | ness  Cent er
Name Taxpayer ldentification Number
Upson County Hospital, Inc. 58-1734026

Unincorporated Business Income Tax Code: £ 13940  aciviyy Fi t ness and recreati onal sports

Each activity may carryforward losses after 2018

Activity income

Remaining losses to be carried forward to 2025 (Subtract Line 6 from line 4)
If line 3 is less than zero, enter that amount here as a positive number
Total loss carried forward to 2025 (Add lines 7 and 8)
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Electronic Filing includes the report of additional amounts for this activity
E1l Post-2017 loss amounts from 2023, indefinite carryover (Reported with Form 990-T, Pt IV, with above UBIT code)
E2 Prior year activity losses included on Schedule A, Line 17

536, 372

529, 817

6, 555

1,

174, 808

5, 244

5, 244

1,

169, 564

0

O | |[N[o o] [W]IN |-

1,

169, 564

11

174, 808

E2

5, 244
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rom 2220

Department of the Treasury
Internal Revenue Service

Form 990-T

Underpayment of Estimated Tax by Corporations

Attach to the corporation’s tax return.

Go to www.irs.gov/Form2220 for instructions and the latest information.

OMB No. 1545-0123

2024

Name

Upson County Hospital,

| nC.

Employer identification number

58- 1734026

Note: Generally, the corporation is not required to file Form 2220 (see Part Il below for exceptions) because the IRS will figure any penalty
owed and bill the corporation. However, the corporation may still use Form 2220 to figure the penalty. If so, enter the amount from page 2,
line 38, on the estimated tax penalty line of the corporation's income tax return, but do not attach Form 2220.

Part | Required Annual Payment
1 Total tax (see INSUUCONS) .. ... .. . 1 1,439
2a Personal holding company tax (Schedule PH (Form 1120), line 26) included on line 1| 2a
b Look-back interest included on line 1 under section 460(b)(2) for completed long-termy
contracts or section 167(g) for depreciation under the income forecast method | 2b
¢ Credit for federal tax paid on fuels (see instructons) 2c
d Total. Add lines 2athrough 2c 2d
3 Subtract line 2d from line 1. If the result is less than $500, do not complete or file this form. The corporation
does not owe the penalty 3 1,439
4 Enter the tax shown on the corporation’s 2023 income tax return. See instructions. Caution: If the tax is zero or
the tax year was for less than 12 months, skip this line and enter the amount from line 3 on lires 4 1, 757
5 Required annual payment. Enter the smaller of line 3 or line 4. If the corporation is required to skip line 4, enter
the amount from line 3 .. ... ... . 5 1, 439
Part 1l Reasons for Filing—Check the boxes below that apply. If any boxes are checked, the corporation must file
Form 2220 even if it does not owe a penalty. See instructions.
6 | | The corporation is using the adjusted seasonal installment method.
7 | _| The corporation is using the annualized income installment method.
8 The corporation is a “large corporation” figuring its first required installment based on the prior year's tax.
Part lll Figuring the Underpayment
(@) (b) (©) (d)
9  Installment due dates. Enter in columns (a) through (d) the 15th day
of the 4th (Form 990-PF filers: Use 5th month), 6th, 9th, and 12th
months of the corporation's tax year 9 04/ 15/ 24 06/ 15/ 24 09/ 15/ 24 12/ 15/ 24
10 Required installments. If the box on line 6 and/or line 7 above is
checked, enter the amounts from Schedule A, line 38. If the box on
line 8 (but not 6 or 7) is checked, see instructions for the amounts to
enter. If none of these boxes are checked, enter 25% (0.25) of line 5
above ineach column .......... ... ... ... .. ... .. ... .. ..., 10 360 360 359
11 Estimated tax paid or credited for each period. For column (a) only,
enter the amount from line 11 on line 15. See instructions . ... ...... 11 638
Complete lines 12 through 18 of one column before going to the
next column.
12  Enter amount, if any, from line 18 of the preceding column ......... 12 278
13 Addlines 11and 12 .. ........oiiiiii e 13 278
14 Add amounts on lines 16 and 17 of the preceding column . .. ... ... 14 442
15 Subtract line 14 from line 13. If zero or less, enter -0- ... .. ... .... 15 638 278 0
16  If the amount on line 15 is zero, subtract line 13 from line 14.
Otherwise, enter -0- ... ... ... .......ooviineirannann.. 16 0
17 underpayment. If line 15 is less than or equal to line 10, subtract line
15 from line 10. Then go to line 12 of the next column. Otherwise, go
100N 18 .. .. 17 0 82 359
18 oOverpayment. Ifline 10 is less than line 15, subtract line 10 from line
15. Then go to line 12 of the nextcolumn ..................... 18 278

Go to Part IV on page 2 to figure the penalty. Do not go to Part IV if there are no entries on line 17—no penalty is owed.

For Paperwork Reduction Act Notice, see separate instructions.

DAA

Form 2220 (2024)



86100H

Form 2220 (2024) Upson County Hospital, |nc. 58-1734026 Page 2
Part IV Figuring the Penalty

(@) (b) (© (d)

19 Enter the date of payment or the 15th day of the 4th month after
the close of the tax year, whichever is earlier. (C corporations with
tax years ending June 30 and S corporations: Use 3rd month
instead of 4th month. Form 990-PF and Form 990-T filers: Use 5th

month instead of 4th month.) See instructions 19 See Wbr kS h

11%
D
—

20 Number of days from due date of installment on line 9 to the date

shownonline19 ... ... ... ... ... ... .l 20
21 Number of days on line 20 after 4/15/2024 and before 7/1/2024 21
Number of days on line 21
22 Underpayment on line 17 x 366 X 8% (0.08) 22 |$ $ $ $
23 Number of days on line 20 after 6/30/2024 and before 10/1/2024 23
Number of days on line 23
24 Underpayment on line 17 x 366 X 8% (0.08) 24 |$ $ $ $
25 Number of days on line 20 after 9/30/2024 and before 1/1/2025 25
Number of days on line 25
26 Underpayment on line 17 x 366 x 8% (0.08) 26 |[$ $ $ $
27 Number of days on line 20 after 12/31/2024 and before 4/1/2025 27
Number of days on line 27
28 Underpayment on line 17 x 365 X 7% (0.07) 28 |$ $ $ $
29 Number of days on line 20 after 3/31/2025 and before 7/1/2025 29
Number of days on line 29
30 underpayment on line 17 x 365 X *% 30 |$ $ $ $
31 Number of days on line 20 after 6/30/2025 and before 10/1/2025 31
Number of days on line 31
32 underpayment on line 17 x 365 X *% 32 [$ $ $ $
33 Number of days on line 20 after 9/30/2025 and before 1/1/2026 33
Number of days on line 33
34 underpayment on line 17 x 365 X *% 34 [$ $ $ $
35 Number of days on line 20 after 12/31/2025 and before 3/16/2026 35

Number of days on line 35
36 Underpayment on line 17 x 365 X *% 36 [$ $ $ $

37 Add lines 22, 24, 26, 28,30, 32,34, and 36 . . ... . ... ......... 37 |$ $ $ $

38 Penalty. Add columns (a) through (d) of line 37. Enter the total here and on Form 1120, line 34; or the comparable
line for other iNCome tax reTUMNS . .. ... .. ... . . ... . 38 |$ 33

*Use the penalty interest rate for each calendar quarter, which the IRS will determine during the first month in the preceding quarter.

These rates are published quarterly in an IRS News Release and in a revenue ruling in the Internal Revenue Bulletin. To obtain this

information on the Internet, access the IRS website at www.irs.gov. You can also call 800-829-4933 to get interest rate information.

Form 2220 (2024)

DAA
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Form 2220 Worksheet
Form 2220 2024
For calendar year 2024, or tax year beginning , and ending
Name Employer Identification Number
Upson County Hospital, Inc. 58-1734026
1st Quarter 2nd Quarter 3rd Quarter 4th Quarter

Due date of estimated payment 04/ 15/ 24 06/ 15/ 24 09/ 15/ 24 12/ 15/ 24
Amount of underpayment 82 360 359
Prior year overpayment applied 638

1st Payment 2nd Payment 3rd Payment 4th Payment 5th Payment

Date of payment
Amount of payment

Qr From To Under paynent  #Days Rate Penal ty

2 6/ 15/ 24 12/ 31/ 24 82 199 8. 00 4
2 12/ 31/ 24 5/ 15/ 25 82 135 7.00 2
3 9/ 15/ 24 12/ 31/ 24 360 107 8. 00 8
3 12/ 31/ 24 5/ 15/ 25 360 135 7.00 9
4 12/ 15/ 24 12/ 31/ 24 359 16 8. 00 1
4 12/ 31/ 24 5/ 15/ 25 359 135 7.00 9

Total Penalty 33
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Depreciation and Amortization
(Including Information on Listed Property)
Attach to your tax return.

rom 4902

Department of the Treasury

OMB No. 1545-0172

2024

Internal Revenue Service Go to www.irs.gov/Form4562 for instructions and the latest information. égg‘ﬁ';ﬂ’fg‘m 179
Name(s) shown on return Identifying number
Upson County Hospital, Inc. 58-1734026

Business or activity to which this form relates

| ndi rect Depreciation

Part | Election To Expense Certain Property Under Section 179

Note: If you have any listed property, complete Part V before you complete Part I.

1 Maximum amount (see inStructions) ... 1 1, 220, 000
2 Total cost of section 179 property placed in service (see instructons) 2
3 Threshold cost of section 179 property before reduction in limitation (see instructions) 3 3, 050, 000
4 Reduction in limitation. Subtract line 3 from line 2. If zero or less, enter-0- 4
5  Dollar limitation for tax year. Subtract line 4 from line 1. If zero or less, enter -0-. If married filing separately, see instructions ... ... 5
6 (a) Description of property (b) Cost (business use only) (c) Elected cost
7 Listed property. Enter the amount from line 29 7
8  Total elected cost of section 179 property. Add amounts in column (c), lines6and7 8
9 Tentatlve dedUCtlon Enter the Sma"er Of Ilne 5 or Ilne 8 .......................................................... 9
10 Carryover of disallowed deduction from line 13 of your 2023 Form4562 10
11  Business income limitation. Enter the smaller of business income (not less than zero) or line 5. See instructions 11
12  Section 179 expense deduction. Add lines 9 and 10, but don't enter more than line 12 . . 12

13  Carryover of disallowed deduction to 2025. Add lines 9 and 10, less line 12

Note: Don't use Part Il or Part Il below for listed property. Instead, use Part V.

Part Il

Special Depreciation Allowance and Other Depreciation (Don't include listed pro

erty. See instructions.)

14  Special depreciation allowance for qualified property (other than listed property) placed in service
during the tax year. See instructions 14
15  Property subject to section 168(f)(1) election 15
16 Other depreciation (INCIUdING ACRS) . . . ...ttt ettt e e e e e, 16 14, 746
Part lll MACRS Depreciation (Don't include listed property. See instructions.)
Section A
17 MACRS deductions for assets placed in service in tax years beginning before 2024 . . . . . . . . ... .. ... 17 | 0
18 If you are electing to group any assets placed in service during the tax year into one or more general asset accounts, check here . . ... ... ... |_|
Section B—Assets Placed in Service During 2024 Tax Year Using the General Depreciation System
o (b) Month and year (c) Basis for depreciation (d) Recovery ) » ]
(a) Classification of property placed in (business/investment use . (e) Convention (f) Method (9) Depreciation deduction
service only—see instructions) period
19a  3-year property
b  5-year property
c  7-year property
d 10-year property
e 15-year property
f 20-year property
g 25-year property 25 yrs. S/L
h Residential rental 27.5 yrs. MM S/L
property 27.5 yrs. MM SIL
i Nonresidential real 39 yrs. MM S/L
property MM S/L
Section C—Assets Placed in Service During 2024 Tax Year Using the Alternative Depreciation Sys
20a Class life S/L
b 12-year 12 yrs. S/L
¢ 30-year 30 yrs. MM S/L
d 40-year 40 yrs. MM S/L
Part IV Summary (See instructions.)
21 Listed property. Enter amount from line 28 21
22 Total. Add amounts from line 12, lines 14 through 17, lines 19 and 20 in column (g), and line 21. Enter
here and on the appropriate lines of your return. Partnerships and S corporations—see instructions ............... 22 14, 746

23  For assets shown above and placed in service during the current year, enter the
portion of the basis attributable to section 263A costs ............................. 23

For Paperwork Reduction Act Notice, see separate instructions.
DAA

There are no anounts for

Form 4562 (2024)
Page 2



86100H Upson County Hospital, Inc.
58-1734026 Federal Statements

FYE: 12/31/2024

Form 990-T. Part IV, Line 5 - Post 2017 NOL Carryover Amounts

Activity Available
Description UBIT Num Carryover
Vel | ness Center 713940 $ 1,174,808

Tot al $ 1,174, 808




86100H Upson County Hospital, Inc.
58-1734026
FYE: 12/31/2024

Federal Statements

Catering
Statement 1 - Schedule A (990T). Part I, Line 12 - Other Income
Description Amount
Catering $ 23, 855
Tot al $ 23, 855
Catering
Statement 2 - Schedule A (990T). Part 1. Line 14 - Other Deductions
Deduction Deduction
Description Amount
O her costs $ 1,193
Food costs 9, 938
Tot al $ 11, 131

1-2




86100H Upson County Hospital, Inc.
58-1734026 Federal Statements
FYE: 12/31/2024

Wellness Center
Statement 3 - Schedule A (990T). Part I, Line 12 - Other Income

Description Amount
Vel | ness Center $ 536, 372
Tot al $ 536, 372

Wellness Center

Statement 4 - Schedule A (990T). Part 1. Line 14 - Other Deductions

Deduction Deduction

Description Amount
Managenent fees $ 365, 024
G her fees 23, 393
Contract | abor 42,604
Adverti si ng 3, 982
Ofice supplies 25,211
Cccupancy 3,493
Tr avel 2,213
Dues & subscriptions 6, 570
QO her expenses 36,011
I nformati on technol ogy 210
Mai |l & Freight 16
Tot al $ 508, 727

3-4
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o 990/ Electronic Filing - PDF Attachment Report 2024
99 -PF For calendar year 2024, or tax year beginning , and ending
Name Taxpayer ldentification Number
Upson County Hospital, Inc. 58- 1734026
Title Attachment Source Proforma
MANUALLY ATTACHED TO RETURN
Audited Financial Statenents G\Data\dient Data\Bert Bennett\86100 Upson Regional |MeNo
di cal Center\2024\ 990\ 2024 Upson Audited FS. pdf
Form 926 G\Data\dient Data\Bert Bennett\86100 Upson Regional |MeNo
di cal GCenter\2024\ 990\ Hospi tal\Captive\ Upson Captive At
Form 5471 G\Data\dient Data\Bert Bennett\86100 Upson Regional |MeNo

di cal GCenter\2024\ 990\ Hospital\Captive\ Upson Captive Att
achrment\Efil e Attachments\2024 f5471 FOR FlLING FINAL,pd




86100H

Date Due

Remittance:

Mail To:

Signature:

Filing Instructions
Upson County Hospital, Inc.
Form 600-T - Exempt Unrelated Business Return

Taxable Year Ended December 31, 2024

November 17, 2025

None is required. Your Form 600-T for the tax year ended 12/31/24 shows a
total overpayment of $650, all of which is to be credited to your estimated tax
liability for the coming yesr.

Georgia Department of Revenue
Processing Center

P.O. Box 740397

Atlanta, GA 30374-0397

A signed copy of your exempt organization's 990/990EZ or 990PF must be
mailed to the following department:

Georgia Department of Revenue
Processing Center

P.O. Box 740395

Atlanta, GA 30374-0395

An officer representing the organization must sign and date Form 600-T.




86100H

Georgia Form 600-T (Rev. 06/28/24
Exempt Organization
Unrelated Business Income Tax Return

Page 1

I:I Amended

)

I:I Amended due to IRS Audit

2 0

501601216

I:I Address Change

Mailing Address: -
Georgia Department of Revenue
Processing Center

PO Box 740397

Atlanta, Georgia 30374-0397

I:I UET Annualization Exception attached

For the taxable year beginning 01/ 01 2024 and ending 12/ 31 , 2024
Name of Organization Name of Fiduciary Federal Employer ID No. (in case of employees'
. . trust described in section 401 (a) and exempt under
Upson County Hospital, In Upson County Hospital, |n| secon 501 (a), insert the trusts identification number.)
Number and Street Number and Street
801 West Gordon Street 801 West Gordon Street 58- 1734026
City or Town City or Town NAICS Code Date of current IRS code section
exemption letter. for which you are
Thomast on Thomast on exempt
State Zip Code State Zip Code
713940
GA 30286- 0027 GA 30286- 0027 722320 04/01/88 |501(c) (3)
Georgia Unrelated Business Taxable Income SCHEDULE 1
1. Unrelated business taxable income from Federal Form 990-T (attach copy) ............... 1. 6, 850
2. AAIIONS . 2. 5, 244
3.Total (add Line 1 and Line 2) ... ... ... ... . .. 3. 12,094
4. SUBIIaCtioNS ... .. . 4.
5. Adjusted unrelated business taxable income (Line 3lessLine4) .......................... 5. 12. 094
6. Income allocated everywhere 6.
7. Unrelated business taxable income subject to apportionment (Line 5 less Line 6) 7 12, 094
8. Apportionment ratio (Attach Computation Schedutey 8 1. 000000
9. Georgia apportioned unrelated business taxable income (Line 7 x Line8) 9 12. 094
10. Income allocated to Georgia (Attach Schedule) 10.
1l.Totalof Lines 9 and 10 . 11 12, 094
12. Georgia net operating loss deduction (Attach Schedule) (See IT-611 instructions for
80% limitation) 12. 5. 244
13. Georgia unrelated business taxable income (Line 11 less Line12) 13.
6, 850
B CSPROFESSI ONAL 01 012 2024 ]



86100H

-Georgia Form 600-T
Page 2
250160

Nname _UPSON COUNTY HOSPI TAL, | NC

1

226

FeNn 58-1734026

COMPUTATION OF GEORGIA UNRELATED BUSINESS INCOME TAX

SCHEDULE 2

1. Line 13, Schedule 1 multiplied by 5.39%

2. Less: Credits used from Schedule 3, do not enter more than Line 1 of Schedule 2

3. Less: Payments

4. Withholding Credits (G2-A, G2-LP and/or G2-RP)

5. Schedule 3B Refundable tax credits

6. Balance of tax due OR overpayment

7. Interest due (See Instructions)

8. Underestimated tax penalty ....... ...

9. Other penalties due (See Instructions)

10. Balance of tax, interest, and penalties due with return

11.1f Line 6 is an overpayment, amount after any penalties and interest to be credited
on 2025

Estimated Tax P 650 Refunded P

369

1,019

650

10.

A COPY OF THE FEDERAL 990-T AND SUPPORTING SCHEDULES (AND ANY EXTENSION) MUST BE ATTACHED TO THIS RETURN. DECLARATION:
I/We declare under penalty of perjury that l/we have examined this return (including accompanying schedules and statements) and to the best of my/our knowledge and

belief, it is true, correct, and complete. If prepared by a person other than the taxpayer, this declaration is based on all information of which the preparer has

knowledge. Georgia Public Revenue Code Section 48-2-31 stipulates that taxes shall be paid in lawful money of the United States, free of any expense to the State of

Georgia.
——
/U’M ‘f’.ﬂ.‘%—
Signature of Officer Signature of Individual or Firm Preparing Return
HCOSPI TAL  CEQ PRES P00451499
Title Date Employee ID or Social Security Number

[l CSPROFESSI ONAL 01 012 2024



86100H

com GA-600T Georgia State Adjustments Worksheet
For calendar year 2024, or tax year beginning 01/01/ 24 , and ending 12/ 31/ 24

2024

Name

UPSQisbroaialioi NymeHOSPI TAL, | NC.

Taxpayer ldentification Number

58- 1734026

ADDITIONS TO FEDERAL TAXABLE INCOME

© NGk whRE

State and municipal bond interest (other than Georgia or political subdivision thereof)

Net income or net profits taxes imposed by taxing jurisdictions other than Georgia | 2

Expense attributable to tax exempt income >

SUBTRACTIONS FROM FEDERAL TAXABLE INCOME

5, 244

© N[ |01 [ W N (=

5, 244

appwDdeE

Interest on obligations of United States (must be reduced by direct and indirect interest expense)
Exception to intangible expenses and related interest cost (from IT-Addback)y
Exception to captive REIT expenses and costs (from IT-REIT)
Other Subtractions

APPORTIONMENT OF INCOME

SN Bl I I

A. WITHIN GEORGIA B. EVERYWHERE

C. DO NOT ROUND
COL (A)/ COL (B)
COMPUTE TO SIX DECIMALS

Gross receipts from business | A

Georgia Ratio (Divide Column A by Column B) P | 2.

COMPUTATION OF GEORGIA NET INCOME

Net business income from Federal Form 990-T

Net business income apportioned to Georgia (Line 1 x Line 2)
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