47010

form 990 Return of Organization Exempt From Income Tax OMB No. 1545-0047
Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except private foundations) 2021
Department of the Treasury P Do not enter social security numbers on this form as it may be made public. Open to Public
Internal Revenue Service P Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
A _For the 2021 calendar year, or tax year beginning 10/01/21 _ andending 09/30/22
B Check if applicable: C Name of organization D Employer identification number
Address change Jasper Health Services Inc.
|:| Name change Doing business as Jasper Memotfial Hospital _ 58-2510435
Number and street (or P.O. box.if mail is not delivered to street address) Room/suite E Telephone number
[ ] il retum 898 College Street 706=468-6411
Fina! return/ City or town, state or province, country, and ZIP or foreign postal code
feminted Monticello GA 31064-1258 G Gross recopiss 13,129, 611
|:| Amended retum F Name and address of principal officer:
|:| Application pending Robert Cumbie H(a) Is this a group return for subordinates? |:| Yes No
8908 College Street H(b) Are all subordinates included? |:| Yes |:| No
Monti ce l lO GA 3 l O 6 4 If "No," attach a list. See instructions
| Tax-exempt status: m 501(c)(3) |_| 501(c)  ( ) < (insert no.) |_| 4947(a)(1) or |_| 527
J_ Website: P> WWW . —] aspe rmemorialho Spltal .0rg H(c) Group exemption number P>
K Form of organization: m Corporation |_| Trust |_| Association |_| Other P> |L Year of formation: 1 99 9 |M State of legal domicile: GA
Part | Summary
1 Briefly describe the organization's mission or most significant activites:
g . Jasper Health Services, Inc. (JHS) 1is committed to delivering compassionate . .
5 ..and exceptional care for our community.
5
3 2 Check this box P> if the organization discontinued its operations or disposed of more than 25% of its net assets.
o | 3 Number of voting members of the governing body (Part VI, line ta) 3 5
$ | 4 Number of independent voting members of the governing body (Part VI, line1t) 4 5
g 5 Total number of individuals employed in calendar year 2021 (Part V, ine22) 5 204
E 6 Total number of volunteers (estimate if necessary) 6 0
7a Total unrelated business revenue from Part VI, column (C), ine12 7a 0
b Net unrelated business taxable income from Form 990-T, Part |, line 11 ... ... . . .. . . . .. . iiiiiiiiiiiiiia.. 7b 0
Prior Year Current Year
o | 8 Contributions and grants (Part VIIl, line th) 6,595,063 2,537,600
g 9 Program service revenue (Part VIIl, line2g) 12,545,631 10,457,514
3 | 10 Investment income (Part VI, column (A), lines 3, 4,and 7d) 63,627 -195,014
% | 11 Other revenue (Part VIll, column (A), lines 5, 6d, 8c, 9c, 10c, and 11€) 148,346 131,547
12 Total revenue — add lines 8 through 11 (must equal Part VIII, column (A), line 12) . .. .. . .. 19,352,067 12,931,047
13 Grants and similar amounts paid (Part IX, column (A), lines1-3) 0
14 Benefits paid to or for members (Part IX, column (A), ine4) 0
g | 15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10) 8,503,452 8,975,768
2 | 16aProfessional fundraising fees (Part IX, column (A), line 11¢) 0
§ b Total fundraising expenses (Part IX, column (D), line 25)%» o
W1 47 Other expenses (Part IX, column (A), lines 11a—11d, 11f24e) 5,507,698 5,427,199
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line25) 14,011,150 14,402,967
19 Revenue less expenses. Subtract line 18 from line 12 . . 5, 341 ;017 -1,471, 320
'5§ Beginning of Current Year End of Year
BB 20 Total assets (Part X, line 16) 12,062,395 10,937,164
i’; 21 Total liabilties (Part X, line 26) 1,418,003 1,702,338
=] 22 Net assets or fund balances. Subtract line 21 from line 20 .. ... ... . . ... ... ... ... ... ... ... .. ... 10,644,392 9,234,826

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 Robert Cumbie Administrator
Type or print name and title

Print/Type preparer's name Preparer's signature Date Check |:| if | PTIN
Paid William Edward Phillips selfemployed | P00451499
Preparer Firm's_name » Draffin & Tucker LLP Firm's EIN P 58-0914992
Use Only PO Box 71309

Firm's address P Albany, GA 31708-1309 Phone no. 229-883-7878
May the IRS discuss this return with the preparer shown above? See instructions |§| Yes |_| No

For Paperwork Reduction Act Notice, see the separate instructions. Form 990 (2021)
DAA
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Form 990 (2021) Jasper Health Services Inc. 58-2510435 Page 2
Part Il Statement of Program Service Accomplishments
Check if Schedule O contains a response or note to any line in thisPart Il ... ... . . . . . . ... . .. ..

1 Briefly describe the organization's mission:

2 Did the organization undertake any significant program services during the year which were not listed on the
prior Form 990 or 990-E2?
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.

4b (Code: ) Expenses $ including grants of $ ) (Revenue $ )
N B
4c (Code: ) Expenses & including grants of $ ) (Revenue $ )
N

4d Other program services (Describe on Schedule O.)
(Expenses  $ including grants of $ ) (Revenue $ )
4e Total program service expenses P 12,008,897
DAA Form 990 (2021)
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Form 990 (2021) Jasper Health Services Inc. 58-2510435 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 |s the organization required to complete Schedule B, Schedule of Contributors (see instructions)? = 2 | X

3 Did the organization engage in direct or indirect political campaign activities on behalf of or in oppaosition to
candidates for public office? If “Yes,” complete Schedule C, Part | 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, Partyl 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, Partitf 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 X

7 Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? If “Yes,” complete Schedule D, Part Il 7 X

8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If “Yes,”
complete Schedule D, Part Ill 8 X

9 Did the organization report an amount in Part X, line 21, for escrow or custodial account liability, serve as a
custodian for amounts not listed in Part X; or provide credit counseling, debt management, credit repair, or
debt negotiation services? If “Yes,” complete Schedule D, Part IV 9 X

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 X

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, PartvVi§f 11b X
c 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, Part Vil 11c 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, PartIX 11d X
e Did the organization report an amount for other liabilities in Part X, line 25? If "Yes," complete Schedule D, Part X 11e| X
f Did the organization's separate or consolidated financial statements for the tax year include a footnote that addresses
the organization's liability for uncertain tax positions under FIN 48 (ASC 740)? If "Yes,"” complete Schedule D, Part X 1f| X
12a Did the organization obtain separate, independent audited financial statements for the tax year? If “Yes,” complete
Schedule D, Parts Xl and Xl . 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 Xl and Xll is optional 12b X
13 Is the organization a school described in section 170(b)(1)(A)(ii)? If “Yes,” complete Schedue € 13 X
14a Did the organization maintain an office, employees, or agents outside of the United States? 14a X

b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking,
fundraising, business, investment, and program service activities outside the United States, or aggregate
foreign investments valued at $100,000 or more? If “Yes,” complete Schedule F, Parts | and IV 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 Il andiv............ 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 lll and v~ 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 VIII, lines 1c and 8a? If "Yes," complete Scheaule G, Partil 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 lll ... . . . . . . . . . 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 (2021)




47010

Form 990 (2021) Jasper Health Services Inc. 58-2510435 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 2? If “Yes,” complete Schedule |, Parts land i 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 o o o D o 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 25¢ 24a X
Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period excepton? 24b
c 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 yearz 24d
25a Section 501(c)(3), 501(c)(4), and 501(c)(29) organizations. Did the organization engage in an excess benefit
transaction with a disqualified person during the year? If “Yes,” complete Schedule L, Part/ 25a X

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

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

If "Yes," complete Schedule L, Part| 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, Partyf 26 X
27 Did the organization provide a grant or other assistance to any current or former officer, director, trustee, key

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

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

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

Part 1V, instructions for applicable filing thresholds, conditions, and exceptions):

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

"Yes,” complete Schedule L, Part vV 28a X
A family member of any individual described in line 28a? If “Yes,” complete Scheaule L, Partiv. 28b | X
¢ A 35% controlled entity of one or more individuals and/or organizations described in line 28a or 28b? If

“Yes,” complete Schedule L, Part vV 28c X
29 Did the organization receive more than $25,000 in non-cash contributions? If “Yes,” complete Schedule M 29 X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified

conservation contributions? If “Yes,” complete Schedule M 30 X
31 Did the organization liquidate, terminate, or dissolve and cease operations? If “Yes,” complete Schedule N, Part| 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,"

complete Schedule N, Part 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 X
34 Was the organization related to any tax-exempt or taxable entity? If “Yes,” complete Schedule R, Part i, Il

orlV,and Part V, line 1 34 X
35a Did the organization have a controlled entity within the meaning of section 512(b)13)> ... 35a X

b If "Yes" to line 35a, did the organization receive any payment from or engage in any transaction with a

controlled entity within the meaning of section 512(b)(13)? If “Yes,” complete Schedule R, Part V, lne2 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, line2 36 X
37 Did the organization conduct more than 5% of its activities through an entity that is not a related organization

and that is treated as a partnership for federal income tax purposes? If “Yes,” complete Schedule R, PartVI 37 X
38 Did the organization complete Schedule O and provide explanations on Schedule O for Part VI, lines 11b and

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 line in this Part V... .. ... ... ...

Yes [ No
1a Enter the number reported in box 3 of Form 1096. Enter -0- if not applicable 1a | 56
Enter the number of Forms W-2G included on line 1a. Enter -0- if not applicable 1 [ 0
c Did the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming (gambling) wWinnings t0 Prize WINNEIS? .. .. .. .. e e 1c

DAA Form 990 (2021)



47010

Form 990 (2021) Jasper Health Services Inc. 58-2510435 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 | 204
b If at least one is reported on line 2a, did the organization file all required federal employment tax returns? 2 | X
Note: If the sum of lines 1a and 2a is greater than 250, you may be required to e-file. See instructions.
3a Did the organization have unrelated business gross income of $1,000 or more during the year? ~ .~ 3a X
b If “Yes,” has it filed a Form 990-T for this year? If “No” to line 3b, provide an explanation on Schedule © . . 3b
4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority over,
a financial account in a foreign country (such as a bank account, securities account, or other financial account)? 4a X
b If “Yes,” enter the name of the foreign country»
See instructions for filing requirements for FINCEN Form 114, Report of Foreign Bank and Financial Accounts (FBAR).
5a Was the organization a party to a prohibited tax shelter transaction at any time during the tax yearz 5a X
Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transacton? 5b X
If “Yes” to line 5a or 5b, did the organization file Form 8886-T2 5c
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
gits were not tax deductble? 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
c Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required to file Form 82822 7c X
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 contrget? Te X
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contrget> 7f X
g If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required? 79 X
h If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C? 7h X
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 yearz 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 vil, line 12~ 10a
b Gross receipts, included on Form 990, Part VIII, line 12, for public use of club faciltes 10b
11  Section 501(c)(12) organizations. Enter:
a Gross income from members or shareholders 11a
b Gross income from other sources. (Do not net amounts due or paid to other sources
against amounts due or received from them.) 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 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 s 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 pans 13b
¢ Enter the amount of reservesonhand 13c
14a Did the organization receive any payments for indoor tanning services during the tax year» 14a X
b If “Yes,” has it filed a Form 720 to report these payments? If “No," provide an explanation on Schedule O 14b
15 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 X
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 X
If “Yes,” complete Form 4720, Schedule O.

17  Section 501(c)(21) organizations. Did the trust, any disqualified person, or mine operator engage in
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 (2021)
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Form 990 (2021) Jasper Health Services Inc. 58-2510435 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 ... ... .. . e |§|_
Section A. Governing Body and Management

Yes | No

1a Enter the-number of voting members of the governing body at the end of the tax year . ~ =~ | 1a |5
If there are material differences in voting rights among members of the governing body, or
if the governing body delegated broad authority to an executive committee or similar
committee, explain on Schedule O.

b Enter the number of voting members included on line 1a, above, who are independent 1b 5

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
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?

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

b

o

Did the organization become aware during the year of a significant diversion of the organization’s assets?
6 Did the organization have members or stockholders?
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint

oo |d |w
Bl Bl el s

one or more members of the governing body? 7a | X

b Are any govemance 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? 8a | 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 affiliates? 10a X

b If “Yes,” did the organization have written policies and procedures governing the activities of such chapters,
affiliates, and branches to ensure their operations are consistent with the organization's exempt purposes? 10b

11a Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the form? 11a| X
b Describe 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 line 13 12a | X

b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give rise to conflicts? [ 12b | X
c Did the organization regularly and consistently monitor and enforce compliance with the policy? If “Yes,”
describe on Schedule O how this was done 12¢

13  Did the organization have a written whistleblower policy? 13

14 Did the organization have a written document retention and destruction policy? 14

15 Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization’s CEO, Executive Director, or top management official 15a | 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 |nstruct|ons """"""""""""""""""""""""""""
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement
with a taxable entity during the year> 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

b P P

organization’s exempt status with respect to such arrangements? . . . ... 16b
Section C. Disclosure
17  List the states with which a copy of this Form 990 is required to be filed®» 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 P>
Robert Cumbie 898 College Street
Monticello GA 31064 706-468-6411

DAA Form 990 (2021)
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Form 990 (2021) Jasper Health Services Inc.

58-2510435

Page 7

Part VI 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 VIl .. .. ... ... .. o |:|
Section A.  Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees

1a Complete thistable for all persons required to be listed. Report compensation for the calendar year ending with or within the

organization's tax year.

o 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, 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.

o List all of the organization’s former directors or trustees that received, in the capacity as a former director or trustee of the

organization, more than $10,000 of reportable compensation from the organization and any related organizations.
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
(do not check more than one

(D)

(E)

(F)

Name and title Average ox. unless person is both an Reportable Reportable Estimated amount
O T o ot o
(list any 9zl z % AREEIRS organization (W-2/ organizations (W-2/ from the
hours for sl Z18 (S I1B3| 3 1099-MISC/ 1099-MISC/ organization and
related 8§ §' B § § 21 1099-NEC) 1099-NEC) related organizations
organizations < = 2 g %
below al = 8| B
dotted line) 3 % %
MNataliya Kubasovya, MD
PO TURUURUURUURTUTTUTURY o 40.00
Physician 0.00 X 354,887 22,243
2)Jan Gaston
EUUUUIUUIUURTUUUOUURTUIY NS 40.00
Admin. (left 12/22) 0.00 X 165,063 23,754
3)Robert Cumbie
RS URTURUURUURUURUSTTSRTRRY B 40.00
Administrator 0.00 X 152,753 29,053
(4 Ashley Nordstrom
RS URTURUURUURUURUSTURRTRRY B 40.00
Physician Assistant 0.00 X 148,865 20,553
5)Elizabeth Wood
RS URTURUURUURUURUUTTURTRRY o 40.00
Physician Assistant 0.00 X 122,765 27,433
(6) Donna Holman
U URUURRURUURTSUTUTRRY 40.00
SNF Administrator 0.00 X 119,693 13,074
(7)Stuart Abney
RO URUURUURTUTURSTRRY o 40.00
Controller 0.00 X 118,099 13,034
(8 Angie Gordon
U UURTURTURUSURUTN SO 1.00
Member 0.00 |X 0 0
9Alison Hildebrant
R URTURTURUURUURRUUIUUNPURUR NS 1.00
Chairman 0.00 |X X 0 0
(10) Lyndsy Johnston
U UURTURTURUSURUTN SO 1.00
Member 0.00 |X 0 0
(MM)Walker Jordon
PO UUTRUURURUIOY RO 1.00
Member 0.00 |X 0 0

Form 990 (2021)
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Form 990 (2021) Jasper Health Services Inc.

58-2510435

Page 8

Part VI

Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)

(A)
Name and title

(B)
Average
hours

©)
Position
(do not check more than one
box, unless person is both an
officer and a director/trustee)

(D)
Reportable
compensation
from the

per week
(list any
hours. for
related
organizations
below
dotted line)

J10}081Ip 10
s9jsny} [enpIApu|

28)snl} [eUOHNJISU|
19010

gafojdwe Aoy
safiojdwoe
pajesuadwoo jsaybiH

Jowo

organization - (W-2/
1099-MISC/
1099-NEC)

(E)
Reportable
compensation
from related
organizations:(W-2/
1099-MISC/
1099-NEC)

(F)
Estimated amount
of other
compensation
from the
organization and
related organizations

1b Subtotal .. ... ...
c Total from continuation sheets to Part VII, Section A .. .. .. .. | 2
d Total (add lines 1b and 1c)

4 1,182,125

149,144

> 1,182,125

149,144

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 » 12

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

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
IV

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

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

Yes [ No

Section B. Independent Contractors

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

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

(A)
Name and business address

B
Description of services

©
Compensation

Parrish Construction Group

Perry

GA

221 17
31069

dustrial Park Drive

Construction

2,074,245

United Emergency Services,

Lafavyette

LA

Inc. 200 Cq

70508

rporate Blvd
ER Physicians

533,640

Progressive Medical Group LLC

Covington

GA

2131 §
30014

ace Street
Hospitalists

231,132

CDH Partners 1Inc

Atlanta

GA

3330 (
30339

umberland Blvd SE

Architectural

197,761

GEI Consultants,

New York

Inc.

NY

1385 Broadway

10018

Renovation

193,380

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 »

DAA

Form 990 (2021)
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Part VI

Statement of Revenue

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

(A)
Total revenue

(B)
Related or exempt
function revenue

©)
Unrelated
business revenue

(D)
Revenue excluded
from tax under
sections 512-514

‘2‘3 1a Federated campaigns ~ = = [ 1a
g é b Membership'dues . .~ =/ 1b
#<| ¢ Fundraising events ic
%_'_f d Related organizatons id
#.E| e Govemment grants (contributions) 1e 1,843,571
g‘{_’ f Al other contributions, gifts, grants,
5g and similar amounts not included above .. ... ... 1f 694,029
-gs g Noncash contributions included in
= lines 1a-1f L 19 [$
S & h Total. Addlines 1a=1f. . ..ot > 2,537,600
Business Code
3 2a Program Service Revenue 623000) 10,457,514 10,457,514
>
BY L
g3 o
EP: .......................................................
Sl e
f All other program service revenue ...................
g Total. Addlines2a—2f ... ... ... ... .. ..oi.... » | 10,457,514
3 Investment income (including dividends, interest, and
other similar amounts) > 2,950 2,950
4 Income from investment of tax-exempt bond proceeds >
5 Royallies ... >
(i) Real (i) Personal
6a Gross rents 6a 1,843
b Less: rental expenses | 6b
C Rental inc. or (loss) | 6¢ 1,843
d Net rental income or (10SS) ... > 1,843 1,843
7a  Gross amount from (i) Securities (ii) Other
sales of assets
other than inventory | 7a
g b Less: cost or other
§ basis and sales exps. | 7b 197,964
€| ¢ Gainor(oss) | 7c -197, 964
E d Net gain or (I0SS) .........ooii et > -197,964 -197,964
& | 8a Gross income from fundraising events
(not including &
of contributions reported on line
1c). See Part IV, line18 8a
b 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
b Less: cost of goods sold 10b
¢ _Net income or (loss) from sales of inventory ............ ... .. >
* Business Code
e ol 11a . Miscellaneous Revenue ... ... ........ 623000 99,494 99,494
§E| b . Discounts and rebates . 623000 24,661 24,661
88 c  cafeteria and Vending . . . . . 722210 5,549 5,549
é d Allotherrevenue ....................................
e Total. Add lines 1Ma—11d ... ... ... .. ... ... > 129,704
12 Total revenue. See instructions ............................ > 12,931,647| 10,581,669 0 -187,622

DAA
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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 rep orted on lines Gb’ 7b’ Total (eAxLenses Progra:r?)service Manage(gent and Fun(grg)ising
8b, 9b, and 10b of Part VIII. expenses general expenses expenses
1  Grants and other assistance to domestic organizations
and domestic governments. See Part IV, line 21 © 7
2 Grants and other assistance to domestic
individuals. See Part IV, line 22
3 Grants and other assistance to foreign
organizations, foreign govemments, 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 288,217 288,217
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 7,300,420 6,528,016 772,404
8 Pension plan accruals and contributions (include
section 401(k) and 403(b) employer contributions) 182,834 157,274 25,560
9 Other employee benefts 653,960 562,536 91,424
10 Payroll taxes 550,337 473,400 76,937
11 Fees for services (nonemployees):
a Management
b Legal 14,335 14,335
¢ Accountng 113,316 113,316
d Lobbying
e Professional fundraising services. See Part IV, line 17
f Investment management fees
g Other. (If line 11g amount exceeds 10% of line 25, column
(A) amount, list line 11g expenses on Schedule ) 2 s 415 ’ 098 1 s 709 ’ 533 706 s 165
12 Advertising and promoton 7,820 5,144 2,676
13 Office expenses 1,212,716 1,142,266 70,450
14 Information technology =
15 Royaltes
16 Occupancy 159,057 138,507 20,550
17 Tave 41,756 32,834 8,922
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials
19 Conferences, conventions, and meetings 53,314 17,094 36,220
20 Interest 2,871 2,871
21 Payments to affiliatess
22 Depreciation, depletion, and amortization 396,605 396,605
23 Insurance 260,285 188,636 71,649
24  Other expenses. ltemize 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 Provider Tax 242,784 242,784
b Repairs & maintenance 212,807 174,706 38,101
¢ . Medical Supplies = 168,042 168,042
d . Dues and Subscriptions 79,285 30,559 48,726
e All other expenses 46,508 40,961 5,547
25  Total functional expenses. Add lines 1 through 24e . . 14,402,967 12,008,897 2,394,070 0
26 Joint costs. Complete this line only if the
organization reported in column (B) joint costs
from a combined educational campaign and
fundraising solicitation. Check here B> if
following SOP 98-2 (ASC 958-720) . .. ............
DAA

Form 990 (2021)



47010
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Part X Balance Sheet
Check if Schedule O contains a response or note to any line in this Part X |_|_
A) (B)
Beginning of year End of year
1 Cash—neon-interest-bearing ©~ o~ g0 730,278 1 554,387
2 Savings-and temporary cash investments | |~ (¢ . o o 2,322,341 | 2 858,594
3 Pledges and grants receivable, net.” o o o o o 3
4 Accounts receivable, net L 1,069,697]| 4 736,908
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
) under section 4958(f)(1)), and persons described in section 4958(c)(3)B) = 6
% 7 Notes and loans receivable, net 7
< | 8 Inventories forsaleoruse 237,226]| 8 235,381
9 Prepaid expenses and deferred charges 382,230( 9 414,347
10a Land, buildings, and equipment: cost or other
basis. Complete Part VI of Schedule D 10a 12,348,588
b Less: accumulated depreciaon 10b 4,888,434 4,166,494 10c 7,460,154
11 Investments—publicly traded securies 1,052,141 11 415,932
12 Investments—other securities. See Part IV, line 11~~~ 12
13 Investments—program-related. See Part IV, line11. ... 13
14 Intangible assets 14
15 Other assets. See Part IV, line 11 2,102,088] 15 261,461
16 Total assets. Add lines 1 through 15 (must equal line 33) .............................. 12,062,395] 16 10,937,164
17 Accounts payable and accrued expenses 1,047,024 17 1,360,366
18 Grants payabe 18
19 Deferred revenue 361,245]( 19 316,724
20 Tax-exempt bond liabilites 20
21 Escrow or custodial account liability. Complete Part IV of Schedue D 21
@ 22 Loans and other payables to any current or former officer, director,
E trustee, key employee, creator or founder, substantial contributor, or 35%
:g controlled entity or family member of any of these persons 22
= [23 Secured mortgages and notes payable to unrelated third paries 23
24 Unsecured notes and loans payable to unrelated third partes 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 Schedue D 9,734 25 25,248
26 Total liabilities. Add lines 17 through 25 ... 1,418,003 26 1,702,338
Organizations that follow FASB ASC 958, check here P>
§ and complete lines 27, 28, 32, and 33.
& |27 Net assets without donor restrictons 10,644,392 27 9,234,826
@ |28 Net assets with donor restrictons 28
e Organizations that do not follow FASB ASC 958, check here P> D
s and complete lines 29 through 33.
E 29 Capital stock or trust principal, or current unds 29
‘g 30 Paid-in or capital surplus, or land, building, or equipment fund 30
& |31 Retained eamings, endowment, accumulated income, or other funds 31
§ |32 Total net assets or fund balances 10,644,392 32 9,234,826
33 Total liabilities and net assets/fund balances ... ... 12,062,395] 33 10,937,164

DAA

Form 990 (2021)



47010

Form 990 (2021) Jasper Health Services Inc. 58-2510435

Part XI Reconciliation of Net Assets
Check if Schedule O contains a response or note to any line in this Part Xl

1 Total revenue (must equal Part VIIl, column (A), line 12) 1 12,931,647
2 Total expenses (must equal Part IX, column (A), line25) 2 14,402,967
3 Revenu¢ less expenses. Subtractline 2 from linet @ T 3 -1,471,320
4 Net assets.or fund balances at beginning of year (must equal Part X, line 32, column (A)) ~ 4 10,644,392
5 Net unrealized gains (losses) on investments | = o L o o L 00 5 61,754
6 Donated services and use of faclites -~ 6
7 Investment expenses 7
8 Prior period adjustments 8
9 Other changes in net assets or fund balances (explain on Schedueo) 9
10 Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line
32, COMMN (B)) .o\ 10 9,234,826

Part XII Financial Statements and Reporting
Check if Schedule O contains a response or note to any line in this Part XII

1 Accounting method used to prepare the Form 990: |:| Cash Accrual |:| Other

Yes | No

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?
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?

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?
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

Single Audit Act and OMB Circular A-1337?

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

2a X

2b | X

2c | X

3a | X

3b | X

DAA
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SCHEDULE A Public Charity Status and Public Support OME No. 15450047
Form 990
( ) Complete if the organization is a section 501(c)(3) organization or a section 4947(a)(1) nonexempt charitable trust. 2021
Department of the Treasury P 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

Jasper Health Services Inc. 58-2510435

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

1"
12

T

e

f
9

A church, convention of churches, or association of churches described in section 170(b)(1)(A)(i)-
A school described in section 170(b)(1)(A)(ii). (Attach Schedule E (Form 990).)
A hospital or a cooperative hospital service organization described in section 170(b)(1)(A)(iii).
A medical research organization operated in conjunction with a hospital described in section 170(b)(1)(A)(iii). Enter the hospital's name,
city, and state:
An organization operated for the benefit of a college or university owned or operated by a governmental unit described in
section 170(b)(1)(A)(iv). (Complete Part Il.)
A federal, state, or local government or governmental unit described in section 170(b)(1)(A)(v).
An organization that normally receives a substantial part of its support from a governmental unit or from the general public
described in section 170(b)(1)(A)(vi). (Complete Part Il.)
A community trust described in section 170(b)(1)(A)(vi). (Complete Part II.)
An agricultural research organization described in section 170(b)(1)(A)(ix) operated in conjunction with a land-grant college
or university or a non-land-grant college of agriculture (see instructions). Enter the name, city, and state of the college or
university:
An organization that normally receives (1) more than 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 331/3% of its
support from gross investment income and unrelated business taxable income (less section 511 tax) from businesses
acquired by the organization after June 30, 1975. See section 509(a)(2). (Complete Part Ill.)
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
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.
Type II. A supporting organization supervised or controlled in connection with its supported organization(s), by having
control or management of the supporting organization vested in the same persons that control or manage the supported
organization(s). You must complete Part IV, Sections A and C.
Type lll functionally integrated. A supporting organization operated in connection with, and functionally integrated with,
its supported organization(s) (see instructions). You must complete Part IV, Sections A, D, and E.
Type Il 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.

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

Enter the number of supported organizations |:|

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 govering 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.

DAA
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Schedule A (Form 990) 2021 Jasper Health Services Inc. 58-2510435 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 Ill.)
Section A. Public Support
Calendar year (orfiscal year beginning in) P (a) 2017 (b) 2018 (c) 2019 (d) 2020 (e) 2021 (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 (f)
6  Public support. Subtract line 5 from line 4 ..
Section B. Total Support
Calendar year (or fiscal year beginning in)  » (a) 2017 (b) 2018 (c) 2019 (d) 2020 (e) 2021 (f) Total
7  Amounts from line4
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
(Explain in Part VI.) .....................
11  Total support. Add lines 7 through 10
12 Gross receipts from related activities, etc. (see instructons) | 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 box and stop here

Section C. Computation of Public Support Percentage

14
15
16a

17a

18

Public support percentage for 2021 (line 6, column (f) divided by line 11, column (f)) 14

%

Public support percentage from 2020 Schedule A, Part Il, line 14 15

%

33 1/3% support test—2021. 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

33 1/3% support test—2020. 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

10%-facts-and-circumstances test—2021. 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

10%-facts-and-circumstances test—2020. 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

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

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

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

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

DAA
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Schedule A (Form 990) 2021 Jasper Health Services Inc. 58-2510435 Page 3

Part llI Support Schedule for Organizations Described in Section 509(a)(2)

(Complete only if you checked the box on line 10 of Part | or if the organization failed to qualify under Part Il.
If the organization fails to qualify under the tests listed below, please complete Part 11.)

Section A. Public Support

Calendar year (orfiscal year beginning in) P (a) 2017 (b) 2018 (c) 2019 (d) 2020 (e) 2021 (f) Total
1 Gifts, grants, contributions, and membership fees
received. (Do not include any "unusual grants.’) .
2 Gross receipts from admissions, merchandise
sold or services performed, or facilities
furnished in any activity that is related to the
organization’s tax-exempt purpose ... . .. ..
3 Gross receipts from activities that are not an
unrelated trade or business under section 513
4  Tax revenues levied for the
organization's benefit and either paid
to or expended on its behalf
5  The value of services or facilities
furnished by a governmental unit to the
organization without charge
6 Total. Add lines 1 through5
7a Amounts included on lines 1, 2, and 3
received from disqualified persons
b Amounts included on lines 2 and 3
received from other than disqualified
persons that exceed the greater of $5,000
or 1% of the amount on line 13 for the year
¢ Addlines7aand7b
8  Public support. (Subtract line 7c from
line6.)
Section B. Total Support
Calendar year (or fiscal year beginning in) P (a) 2017 (b) 2018 (c) 2019 (d) 2020 (e) 2021 (f) Total
9 Amounts from line6
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
¢ Addlines10aand 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 Partvi)
13  Total support. (Add lines 9, 10c, 11,
and12)
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 2021 (line 8, column (f), divided by line 13, coumn (fy .~ 15 %
16 Public support percentage from 2020 Schedule A, Part lll, INe 15 . . . ittt 16 %
Section D. Computation of Investment Income Percentage
17  Investment income percentage for 2021 (line 10c, column (f), divided by line 13, courn ¢ 17 %
18 Investment income percentage from 2020 Schedule A, Part Ill, linet7 18 %
19a 33 1/3% support tests—2021. 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 ..................... | 4 |:|
b 33 1/3% support tests—2020. 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................. | 4 |:|
20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions ......................... | 4 |:|

DAA
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Page 4

Part IV Supporting Organizations

(Complete only if you checked a box in line 12 on Part I. If you checked box 12a, Part I, 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

3a

4a

5a

9a

10a

Are all of the arganization’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.

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

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

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.

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.

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

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

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

Did the organization add, substitute, or remove any supported organizations during the tax year? If "Yes,"
answer 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).

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

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

Did the organization provide support (whether in the form of grants or the provision of services or facilities) to
anyone other than (i) its supported organizations, (ii) individuals that are part of the charitable class benefited
by one or more of its supported organizations, or (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.

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).

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).

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.

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.

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.
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 Ill non-functionally integrated
supporting organizations)? If "Yes," answer line 10b below.

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

Yes

No

3a

3b

3c

4a

4b

4c

5a

5b

5¢c

9a

9b

9c

10a

10b

DAA
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Schedule A (Form 990) 2021 Jasper Health Services Inc. 58-2510435 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? 11a

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. 11c
Section B. Type | Supporting Organizations

Yes No

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

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

Section C. Type Il Supporting Organizations

Yes No

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

Section D. All Type lll Supporting Organizations

Yes No

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

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

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

2 Activities Test. Answer lines 2a and 2b below. Yes No

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

that these activities constituted substantially all of its activities. 2a
b Did the activities described on line 2a, above, constitute activities that, but for the organization’s
involvement, one or more of the organization’s supported organization(s) would have been engaged in? If
"Yes," explain in Part VI the reasons for the organization’s position that its supported organization(s) would
have engaged in these activities but for the organization’s involvement. 2b
3 Parent of Supported Organizations. Answer lines 3a and 3b below.
a Did the organization have the power to regularly appoint or elect a majority of the officers, directors, or

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

DAA Schedule A (Form 990) 2021
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Schedule A (Form 990) 2021

Jasper Health Services Inc.

58-2510435 Page 6

Part V

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

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

Section A — Adjusted Net Income

(A) Prior Year

(B) Current Year

(optional)
1 Net short-term capital gain 1
2 Recoveries of prior-year distributions 2
3 Other gross income (see instructions) 3
4 Add lines 1 through 3. 4
5 Depreciation and depletion 5
6 Portion of operating expenses paid or incurred for production or collection
of gross income or for management, conservation, or maintenance of
property held for production of income (see instructions) 6
7 Other expenses (see instructions) 7
8 Adjusted Net Income (subtract lines 5, 6, and 7 from line 4) 8
Section B — Minimum Asset Amount (A) Prior Year ®) Current vear
(optional)
1 Aggregate fair market value of all non-exempt-use assets (see
instructions for short tax year or assets held for part of year):
a Average monthly value of securities 1a
b Average monthly cash balances 1b
¢ Fair market value of other non-exempt-use assets 1c
d Total (add lines 1a, 1b, and 1¢) 1d
e Discount claimed for blockage or other factors
(explain in detail in Part VI):
2 Acquisition indebtedness applicable to non-exempt-use assets 2
3 Subtract line 2 from line 1d. 3
4 Cash deemed held for exempt use. Enter 0.015 of line 3 (for greater amount,
see instructions). 4
5 Net value of non-exempt-use assets (subtract line 4 from line 3) 5
6  Multiply line 5 by 0.035. 6
7 Recoveries of prior-year distributions 7
8 Minimum Asset Amount (add line 7 to line 6) 8
Section C — Distributable Amount Current Year
1 Adjusted net income for prior year (from Section A, line 8, column A) 1
2 Enter 0.85 of line 1. 2
3 Minimum asset amount for prior year (from Section B, line 8, column A) 3
4  Enter greater of line 2 or line 3. 4
5 Income tax imposed in prior year 5
6 Distributable Amount. Subtract line 5 from line 4, unless subject to
emergency temporary reduction (see instructions). 6
7 Check here if the current year is the organization's first as a non-functionally integrated Type Il supporting organization

(see instructions).

DAA

Schedule A (Form 990) 2021
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Schedule A (Form 990) 2021

Jasper Health Services Inc.

58-2510435 Page 7

Part V

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

Section D - Distributions

Current Year

1

Amounts paid to supported organizations to accomplish exempt purposes

2

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

organizations, in excess of income from activity

Administrative expenses paid to accomplish exempt purposes of supported organizations

Amounts paid to acquire exempt-use assets

Qualified set-aside amounts (prior IRS approval required—provide details in Part VI)

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

Total annual distributions. Add lines 1 through 6.

0N |o o | |w

Distributions to attentive supported organizations to which the organization is responsive

(provide details in Part VI). See instructions.

Distributable amount for 2021 from Section C, line 6

1

0

Line 8 amount divided by line 9 amount

U] (ii) (iii)
Section E — Distribution Allocations (see instructions) Excess Distributions Underdistributions Distributable
Pre-2021 Amount for 2021

1 Distributable amount for 2021 from Section C, line 6

2  Underdistributions, if any, for years prior to 2021
(reasonable cause required—explain in Part VI). See
instructions.

3 Excess distributions carryover, if any, to 2021

a From 2016 ... ... .. ... ... ...l

b From 2017 .. ... . . ...

c From 2018 ... ... ... ... ...l

d From 2019 ... .. ... ...l

e From 2020 ... .. ... ... ...l

f Total of lines 3a through 3e

g Applied to underdistributions of prior years

h Applied to 2021 distributable amount

i Carryover from 2016 not applied (see instructions)

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

4  Distributions for 2021 from
Section D, line 7: $

a Applied to underdistributions of prior years
b Applied to 2021 distributable amount
c_Remainder. Subtract lines 4a and 4b from line 4.

5 Remaining underdistributions for years prior to 2021, 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 2021 Subtract lines 3h
and 4b from line 1. For result greater than zero, explain in
Part VI. See instructions.

7 Excess distributions carryover to 2022. Add lines 3j
and 4c.

8  Breakdown of line 7:

a Excess from 2017 .. ... ... ... .. ... ..........
b Excess from 2018 ..........................
c Excess from2019 .. ... ... ... .. ..............
d Excess from 2020 .. .......... ... ... ... ......
e Excess from 2021

DAA

Schedule A (Form 990) 2021
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Schedule A (Form 990) 2021 Jasper Health Services Inc. 58-2510435 Page 8
Part VI Supplemental Information. Provide the explanations required by Part Il, line 10; Part Il, line 17a or 17b; Part
lll, line 12; Part 1V, Section A, lines 1, 2, 3b, 3c, 4b, 4c, 5a, 6, 9a, 9b, 9¢, 11a, 11b, and 11c; Part IV, Section
B, lines 1 and 2; Part IV, Section C, line 1; Part IV, Section D, lines 2 and 3; Part IV, Section E, lines 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.)

DAA Schedule A (Form 990) 2021
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Schedule B
(Form 990)

Schedule of Contributors

P Attach to Form 990 or Form 990-PF.

Department of the Treasury . . )
Internal Revenue Service P Go to www.irs.gov/Form990 for the latest information.

OMB No. 1545-0047

2021

Name of the organization

Jasper Health Services Inc.

Employer identification number

58-251043%

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 33"/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 (ii) Form 990-EZ, line 1. Complete Parts | and II.

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), Il, and IIl.

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 > 3

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 |, 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.

DAA

Schedule B (Form 990) (2021)
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Schedule B (Form 990) (2021)

Page 1 of 5

Name of organization
Jasper Health Services Inc.

Employer identification number

58-2510435

Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
o Person
Payroll
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, $ 577,681 Noncash
............................................................................ (Complete Part Il for
noncash contributions.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 ................................................................................ Person
Payroll
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, $ 891,250 Noncash
............................................................................ (Complete Part Il for
noncash contributions.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
] 3 ................................................................................ Person
Payroll
............................................................................ $ 5,000 Noncash
............................................................................ (Complete Part Il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
4 Person
Payroll
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, $ 10,000 Noncash
............................................................................ (Complete Part Il for
noncash contributions.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
5 0 Person
Payroll
............................................................................ $ 5,000 Noncash
............................................................................ (Complete Part Il for
noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
] 6 ................................................................................ Person
Payroll
$ 10,000 Noncash

(Complete Part Il for
noncash contributions.)

DAA
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Page 2 of 5

Name of organization
Jasper Health Services Inc.

Employer identification number

58-2510435

Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 o Person
Payroll
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, $ 10,000 Noncash
............................................................................ (Complete Part Il for
noncash contributions.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
8 ................................................................................ Person
Payroll
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, $ 20,000 Noncash
............................................................................ (Complete Part Il for
noncash contributions.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
] 9 ................................................................................ Person
Payroll
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, $ 10,000 Noncash
............................................................................ (Complete Part Il for
noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
0 | Person
Payroll
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, $ 10,000 Noncash
............................................................................ (Complete Part Il for
noncash contributions.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
O Person
Payroll
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, $ 10,000 Noncash
............................................................................ (Complete Part Il for
noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
1200 Person
Payroll
$ 75,000 Noncash

(Complete Part Il for
noncash contributions.)

DAA
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Page 3 of 5

Name of organization
Jasper Health Services Inc.

Employer identification number

58-2510435

Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
N o Person
Payroll
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, $ 75,000 Noncash
............................................................................ (Complete Part Il for
noncash contributions.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
4 Person
Payroll
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, $ 75,000 Noncash
............................................................................ (Complete Part Il for
noncash contributions.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
150 Person
Payroll
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, $ 100,000 Noncash
............................................................................ (Complete Part Il for
noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
le | Person
Payroll
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, $ 45,000 Noncash
............................................................................ (Complete Part Il for
noncash contributions.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
7o Person
Payroll
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, $ 40,000 Noncash
............................................................................ (Complete Part Il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
S Person
Payroll
$ 30,000 Noncash

(Complete Part Il for
noncash contributions.)

DAA
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Name of organization
Jasper Health Services Inc.

Employer identification number

58-2510435

Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
L o Person
Payroll
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, $ 10,000 Noncash
............................................................................ (Complete Part Il for
noncash contributions.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
20 .............................................................................. Person
Payroll
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, $ 10,000 Noncash
............................................................................ (Complete Part Il for
noncash contributions.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
21 0 Person
Payroll
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, $ 10,000 Noncash
............................................................................ (Complete Part Il for
noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 2 .............................................................................. Person
Payroll
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, $ 10,000 Noncash
............................................................................ (Complete Part Il for
noncash contributions.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
] 23 .............................................................................. Person
Payroll
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, $ 10,000 Noncash
............................................................................ (Complete Part Il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
24 Person
Payroll
$ 10,000 Noncash

(Complete Part Il for
noncash contributions.)

DAA
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Name of organization
Jasper Health Services Inc.

Employer identification number

58-2510435

Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
25 0 Person
Payroll
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, $ 10,000 Noncash
............................................................................ (Complete Part Il for
noncash contributions.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
26 .............................................................................. Person
Payroll
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, $ 10,000 Noncash
............................................................................ (Complete Part Il for
noncash contributions.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
27 Person
Payroll
............................................................................ $ 6,500 Noncash
............................................................................ (Complete Part Il for
noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
28 .............................................................................. Person
Payroll
............................................................................ $ 5,000 Noncash
............................................................................ (Complete Part Il for
noncash contributions.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
] 29 .............................................................................. Person
Payroll
............................................................................ $ 5,000 Noncash
............................................................................ (Complete Part Il for
noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
................................................................................... Person
Payroll
$ Noncash

(Complete Part Il for
noncash contributions.)

DAA
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SCHEDULE C Political Campaign and Lobbying Activities OMB No. 1545-0047
(Form 990) 20 21
For Organizations Exempt From Income Tax Under section 501(c) and section 527
P> Complete if the organization is described below. P Attach to Form 990 or Form 990-EZ. Open to Public
Department of the Treasury .
Internal Revenue Service P Go to www.irs.gov/Form990 for instructions and the latest information. Inspection

If the organization answered “Yes,” on Form 990, Part IV, line 3, or Form 990-EZ, Part V, line 46 (Political Campaign Activities), then
» Section 501(c)(3) organizations: Complete Parts I-A and B. Do not complete Part |-C.
» Section 501(c) (other than section 501(c)(3)) organizations: Complete Parts I-Avand C below. Do not complete Part I-B.
» Section 527 organizations: Complete Part I-A only.
If the organization answered “Yes,” on Form 990, Part IV, line 4, or Form 990-EZ, Part VI, line 47 (Lobbying Activities), then
» Section 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)): Complete Part II-A. Do not complete Part II-B.
 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 Employer identification number
Jasper Health Services Inc. 58-2510435
Part I-A 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 instructons »s
3 Volunteer hours for political campaign activities. See insStructions ... ... .. ..o
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 secton49%s »s
2 Enter the amount of any excise tax incurred by organization managers under section 4955 »s
3 If the organization incurred a section 4955 tax, did it file Form 4720 for this year? |:| Yes |:| No
4a Was a correction made? |:|Yes |:| No

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

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

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

line 17b »s
4 Did the fiing organization file Form 1120-POL for this year? [Jyes [ ]No

5 Enter the names, addresses and employer identification number (EIN) of all section 527 palitical 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
filing organization’s contributions received and
funds. If none, enter -0-. promptly and directly
delivered to a separate
political organization.
If none, enter -0-.

(1)

@)

@)

4

®)

(6)

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule C (Form 990) 2021
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Schedule C (Form 990) 2021 Jasper Health Services Inc. 58-2510435 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) Affiliated
(The term “expenditures” means amounts paid or incurred.) organizafign's_totals greup totals
1a 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 tfaandtb)
d Other exempt purpose expenditures
e Total exempt purpose expenditures (add lines icand d)
f Lobbying nontaxable amount. Enter the amount from the following table in both

columns.

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

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

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

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

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

Over $17,000,000 $1,000,000.

Grassroots nontaxable amount (enter 25% of line 1f)

«Q

h Subtract line 1g from line 1a. If zero or less, enter -0-

Subtract line 1f from line 1c. If zero or less, enter-0-

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? .. . ... . . |_| Yes |_| 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) 2018 (b) 2019 (c) 2020 (d) 2021 (e) Total

2a Lobbying nontaxable amount

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

c 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) 2021
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Schedule C (Form 990) 2021 Jasper Health Services Inc. 58-2510435 Page 3
Part I1I-B Complete if the organization is exempt under section 501(c)(3) and has NOT filed Form 5768
(election under section 501(h)).

For each "Yes," response on lines 1a through 1i below, provide in Part 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:
a Volunteers? X
b Paid staff or management (include compensation in expenses reported on lines 1c through 1i)? X
¢ Media advertisements? X
d Mailings to members, legislators, or the public? X
e Publications, or published or broadcast statements? X
f Grants to other organizations for lobbying purposes? X
g Direct contact with legislators, their staffs, government officials, or a legislative body? X
h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means? X
i Other activities? X 531
j Total. Add lines 1c through 1i 531
2a Did the activities in line 1 cause the organization to be not described in section 501(c)3)? X
b If “Yes,” enter the amount of any tax incurred under secton 4912
c If “Yes,” enter the amount of any tax incurred by organization managers under section 4912
d If the filing organization incurred a section 4912 tax, did it file Form 4720 for thisyear? .. ... ... .. ... ... ... .

Part llI-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 prioryear? .. ... ... ... .. .. 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 lllI-A, lines 1 and 2, are answered “No” OR (b) Part llI-A, line 3, is
answered “Yes.”

1 Dues, assessments and similar amounts from members 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 Current year 2a
b Carryover from lastyear 2b
C TOtal 2c
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 expenditure next year? 4
5 Taxable amount of lobbying and political expenditures. See iNStructions . ................ .. ... .. . i i, 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) 2021
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Part IV Supplemental Information (continued)
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SCHEDULE D Supplemental Financial Statements OMB No. 15450047
(Form 990) » Complete if the organization answered “Yes” on Form 990, 2021
Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11c, 11d, 11e, 11f, 12a, or 12b.

Department of the Treasury P 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

Jasper Health Services Inc. 58-2510435

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

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

1 Total number atend ofyear =

2 Aggregate value of contributions to (during year)

3 Aggregate value of grants from (during year)

4 Aggregate value at end ofyear

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? . . . i D Yes D 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 includedin @ 2c
d Number of conservation easements included in (c) acquired after 7/25/06, and not on a
historic structure listed in the National Register 2d
3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the
tax year P

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

violations, and enforcement of the conservation easements it hods? |:| Yes |:| No
6 Staff and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforcing conservation easements during the year

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

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

and section 170MBYI? . - o oo [] Yes [] No

9 In Part XIlI, 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 Il Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered “Yes” on Form 990, Part IV, line 8.

1a If the organization elected, as permitted under 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 XIlII 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 > 3

(ii) Assets included in Form 990, Partx »s

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 viIII, line1+ »s
b _Assets included in Form 990, Part X ... ... ... > 3
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2021
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Jasper Health Services Inc.

58-2510435

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 Oter o= g
c Preservation for future generations
4 Provide a description of the organization’s collections and explain how they further the organization’s exempt purpose in Part
Xl
5 During the year, did the organization solicit or receive donations of art, historical treasures, or other similar
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.
1a 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:
Amount
¢ Beginning balance 1c
d Additions during the year 1d
e Distributions during the year 1e
f OENding balance 1f
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 XIll. Check here if the explanation has been provided on Part XUl . . . . . . .. . . . ... ... .............
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
1a Beginning of year balance =~

b Contributions
c Net investment earnings, gains, and

¢ Term endowment P>

losses

End of year balance

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

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 organizatons 3a(i)
(ii) Related organizations 3a(ii)
b If “Yes” on line 3a(ii), are the related organizations listed as required on ScheduerR? ... = 3b
4 Describe in Part Xlll 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 1V, 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
a tand 216,360 216,360
b Buildings 2,172,962 1,769,519 403,443
¢ Leasehold improvements
d Equipment 5,403,047 3,118,915 2,284,132
@ Other ... . ittt 4,556,219 4,556,219
Total. Add lines 1a through 1e. (Column (d) must equal Form 990, Part X, column (B), line 10c.) ... . .. . . . .. . . . .. . . . ... .. . ... . > 7,460,154

DAA
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Schedule D (Form 990) 2021 Jasper Health Services Inc. 58-2510435 Page 3
Part VI 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

)
Total. (Column (b) must equal Form 990, Part X, col. (B) line 12.) >

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

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

Cost or end-of-year market value

(1)
)
Q)
4
(5
(6)
@)
@)
9
Total. (Column (b) must equal Form 990, Part X, col. (B) line 13.) ... . . . >
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)
)
(©)
4
(%)
(6)
@)
@)
9
Total. (Column (b) must equal Form 990, Part X, col. (B) line 15.)
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
(2) Other liabilities 25,248
@)
(4)
(6)
(6)
(1)
(@)
©)
Total. (Column (b) must equal Form 990, Part X, col. (B) line 25) > 25,248
2. Liability for uncertain tax positions. In Part Xlll, provide the text of the footnote to the organization’s financial statements that reports the
organization's liability for uncertain tax positions under FASB ASC 740. Check here if the text of the footnote has been provided in Part XIIl ... ... ... .. &l_

DAA Schedule D (Form 990) 2021
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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 12,993,401
2 Amounts included on line 1 but not on Form 990, Part VIII, line 12:

a Net unrealized gains (losses) on investments | 2a o0l,754

b Donated services and use of facilites ~ =~~~ 0 o0 2b

¢ Recoveries of prior year grants .~ o O o 2c

d Other (Describe in Part xut.y 2d

e Add lines 2athrough 2d 2e 61,754
3 Subtract line 2e from line1 3 12,931,647
4 Amounts included on Form 990, Part VIII, line 12, but not on line 1:

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

b Other (Describe in Partxut.y .~~~ 4b

¢ Add lines4aand4b 4c

5 Total revenue. Add lines 3 and 4c. (This must equal Form 990, Part |, line 12.) .. . . . . . . . .. .. .. ... .. ... .. 5 12,931,647

Part Xl Reconciliation of Expenses per Audited Financial Statements With Expenses per Return.
Complete if the organization answered "Yes" on Form 990, Part 1V, line 12a.

1 Total expenses and losses per audited financial statements 1 14,402,967
2 Amounts included on line 1 but not on Form 990, Part IX, line 25:

a Donated services and use of facilites 2a

b Prior year adjustments 2b

¢ Otherlosses 2c

d Other (Describe in Part xnt.y 2d

e Add lines2athrough2d 2e

3 Subtract line 2e from line1 3 14,402,967
4 Amounts included on Form 990, Part IX, line 25, but not on line 1:

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

b Other (Describe in Partxut.y .~~~ 4b

¢ Addlines4aand4b 4c

5 Total expenses. Add lines 3 and 4c. (This must equal Form 990, Part I, line 18.) . .. .. . . .. ... ... ... ... ... .. ... .. 5 14,402,967

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

Part X - FIN 48 Footnote

Schedule D (Form 990) 2021
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Part Xlll Supplemental Information (continued)
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SCHEDULE H
(Form 990)

Department of the Treasury
Internal Revenue Service

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

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

Hospitals

» Attach to Form 990.

OMB No. 1545-0047

2021

Open to Public
Inspection

Name of the organization

Jasper” Health iServices Inc.

Employer identification number

58-2510435

Part | Financial Assistance and Certain Other Community Benefits at Cost
Yes | No
1a Did the organization have a financial assistance policy during the'tax year? If “No,” skip to queston6a = 1a | X
b If “Yes,” was it a written policy? b | X
2 If the organization had multiple hospital facilities, indicate which of the following best describes application of
the financial assistance policy to its various hospital facilities during the tax year.
Applied uniformly to all hospital facilities Applied uniformly to most hospital facilities
. Generally tailored to individual hospital facilities
3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of
the organization’s patients during the tax year.
a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing
free care? If “Yes,” indicate which of the following was the FPG family income limit for eligibility for free care: 3a | X
[] 100% [] 150% [ ] 200% Other _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
c If the organization used factors other than FPG in determining eligibility, describe in Part VI the criteria used
for determining eligibility for free or discounted care. Include in the description whether the organization used
an asset test or other threshold, regardless of income, as a factor in determining eligibility for free or
discounted care.
4 Did the organization’s financial assistance policy that applied to the largest number of its patients during the
tax year provide for free or discounted care to the “medically indigent™?> 4 | X
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year? 52 | X
b If “Yes,” did the organization’s financial assistance expenses exceed the budgeted amount? 5b X
c If “Yes” to line 5b, as a result of budget considerations, was the organization unable to provide free or
discounted care to a patient who was eligible for free or discounted care? 5¢
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) Ngr_nber of (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent
Means-Tested Government Pro grams prog?ac::;tlizpz; ) ( :;:Zigl) benefit expense revenue benefit expense e(;fp teor:::a
a  Financial Assistance at cost (from
Worksheet 1) 109,176 109,176 0.76
b Medicaid (from Worksheet 3, column a)
958,920 1,380,011 0 0.00
C  Costs of other means-tested
government programs (from
Worksheet 3, column b) 64,572 28,715 35,857 0.25
d  Total. Financial Assistance and
Means-Tested Government Programs
1,132,668 1,408,726 145,033 1.01
Other Benefits
e  Community health improvement
services and community benefit
operations (from Worksheet 4) 0 0.00
f Health professions education
(from Worksheet 5) 0.00
g Subsidized health services (from
Worksheet 6) 533, 640 533, 640 3.71
h  Research (fom Worksheet 7) 0 0.00
i Cash and inkind contributions
for community benefit (from
Worksheet 8) 0 0.00
j Total. Other Benefits 533, 640 533, 640 3.71
k  Total. Add lines 7d and 7j . ... ... 1,666,308 1,408,726 678,673 4.71

Eg{ Paperwork Reduction Act Notice, see the Instructions for Form 990.
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47010

Schedule H (Form 990) 2021 Jasper Health Services Inc. 58-2510435 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.

(a) Number of (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent of
activities or served building expense revenue building expense total expense
programs (optional)
(optional)
1 Physical improvements and housing 0 0.00
2 Economic development 0 0.00
3 Community support 0 0.00
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 advocacy 0 0.00
8 Workforce development 0 0.00
9 Other 0 0.00
10 Total 0 0.00
Part Il Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense Yes | No
1 Did the organization report bad debt expense in accordance with Healthcare Financial Management Association Statement No. 15? 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 2 737,640

3 Enter the estimated amount of the organization’s bad debt expense attributable to
patients eligible under the organization’s financial assistance policy. Explain in Part VI the
methodology used by the organization to estimate this amount and the rationale, if any,
for including this portion of bad debt as community benefit . ... 3 553,230

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 1,691,125
6 Enter Medicare allowable costs of care relating to payments on ines 6 1,694,109
7 Subtract line 6 from line 5. This is the surplus (or shortfaly ... 0-. 7 -2,984
8 Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community

benefit. Also describe in Part VI the costing methodology or source used to determine the amount reported
on line 6. Check the box that describes the method used:
|:| Cost accounting system |:| Cost to charge ratio Other
Section C. Collection Practices
9a Did the organization have a written debt collection policy during the tax year? 9a | X

b If “Yes,” did the organization’s collection policy that applied to the largest number of its patients during the tax year contain provisions
on the collection practices to be followed for patients who are known to qualify for financial assistance? Describe in Part VI ... ... .. ... 9b | X

Part IV Management Companies and Joint Ventures (owned 10% or more by officers, directors, trustees, key employees, and physicians—see instructions)

(a) Name of entity (b) Description of primary (c) Organization's |(d) Officers, directors,| (€) Physicians'
activity of entity profit % or stock trustees, or key profit % or stock
ownership % employees’ profit % ownership %
or stock ownership %

Ol N |d|wIN|=

-
o

-
-

-
N

-
w
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Schedule H (Form 990) 2021 Jasper Health Services Inc. 58-2510435 Page 3
Part V Facility Information
Section A. Hospital Facilities 5 é? % g g % % Fé,g
(list in order of size, from largest to smallest—see instructions) % g % § % § |3
How many hospital facilities did the organization operate during g § 2|8 § g %
the tax year?. _ 1 IS % ‘f;__’. E % &
Name, address, primary website address, and state license number é_ 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 Jasper Memorial Hospital
898 College Street
Monticello GA 31064
www.Jjaspermemorialhospital.org
079—5 92 X|X X X SNF, Swing-bed,Clinic

Schedule H (Form 990) 2021
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Schedule H (Form 990) 2021 Jasper Health Services Inc. 58-2510435 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 Jasper Memorial Hospital

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
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 X
2 Was the hospital facility acquired or placed into service as a tax-exempt hospital in the current tax year or
the immediately preceding tax year? If "Yes," provide details of the acquisition in Sectionc 2 X
3 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community health needs assessment (CHNA)? If "No," skip to line 12 3 [ X
If “Yes,” indicate what the CHNA report describes (check all that apply):
a é A definition of the community served by the hospital facility
b é Demographics of the community
c ﬁ Existing health care facilities and resources within the community that are available to respond to the
___ health needs of the community
| X| How data was obtained
e é The significant health needs of the community
f é Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
g The process for identifying and prioritizing community health needs and services to meet the
community health needs
h The process for consulting with persons representing the community's interests
i The impact of any actions taken to address the significant health needs identified in the hospital
facility's prior CHNA(s)
j |:| Other (describe in Section C)
4 Indicate the tax year the hospital facility last conducted a CHNA: 2022
5 In conducting its most recent CHNA, did the hospital facility take into account input from persons who represent
the broad interests of the community served by the hospital facility, including those with special knowledge of or
expertise in public health? If “Yes,” describe in Section C how the hospital facility took into account input from
persons who represent the community, and identify the persons the hospital facility consulted 5 [ X
6a Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilites in SectonC 6a X
b Was the hospital facility's CHNA conducted with one or more organizations other than hospital facilities? If "Yes,"
list the other organizations in SectonCc 6b X
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 ul): _ Www . jaspermemorialhospital.org
b Other website (list url):
c 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 line 11~ 8 X
9 Indicate the tax year the hospital facility last adopted an implementation strategy: 20 ﬁ
10 s the hospital facility's most recently adopted implementation strategy posted on a website? 10 | X
a If“Yes, (isturl: http://www. Jaspermemorialhospital.orqg/
b If “No,” is the hospital facility's most recently adopted implementation strategy attached to this return? 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 501(r)3)? 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) 2021
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Part V Facility Information (continued)
Financial Assistance Policy (FAP)
Name of hospital facility or letter of facility reporting group Jasper Memorial Hospital
Yes [ No
Did the hospital facility have in place during the tax year a written financial assistance policy that:
13 Explained eligibility criteria for financial assistance, and whether such assistance included free or discounted care? ./ .. ./ .. .. 13 | X
If “Yes,” indicate the eligibility criteria explained in the FAP:
a Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 125 %
~_and FPG family income limit for eligibility for discounted care of 250 %
b [ [ Income level other than FPG (describe in Section C)
c | | Asset level
d | X| Medical indigency
e | | Insurance status
f [X]| Underinsurance status
g ] 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 his or her
application
b Described the supporting documentation the hospital facility may require an individual to submit as part
of his or her application
c Provided the contact information of hospital facility staff who can provide an 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):

The FAP was widely available on a website (list url): www.jaspermemorialhospital.org

The FAP application form was widely available on a website (st ur):  www. jaspermemorialhospital.org

A plain language summary of the FAP was widely available on a website (list url): WWW . j aspe rmemorialho spital .0rg

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

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

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

Individuals were notified about the FAP by being offered a paper copy of the plain language summary of
the FAP, by receiving a conspicuous written notice about the FAP on their billing statements, and via
conspicuous public displays or other measures reasonably calculated to attract patients' attention
Notified members of the community who are most likely to require financial assistance about availability
of the FAP

The FAP, FAP application form, and plain language summary of the FAP were translated into the
primary language(s) spoken by Limited English Proficiency (LEP) populations

Other (describe in Section C)

DAA
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Part V Facility Information (continued)

Billing and Collections

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

Yes | No

17 Did the hospital facility have in/place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party
may take upon nonpayment? ... .. .l e e e e e A 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)

b Selling an individual's debt to another party

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

nonpayment of a previous bill for care covered under the hospital facility's FAP
Actions that require a legal or judicial process
e Other similar actions (describe in Section C)

f é 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
| | Actions that require a legal or judicial process
e | | Other similar actions (describe in Section C)
20 Indicate which efforts the hospital facility or other authorized party made before initiating any of the actions listed (whether or
not checked) in line 19 (check all that apply):
Provided a written notice about upcoming ECAs (Extraordinary Collection Action) and a plain language summary of the
FAP at least 30 days before initiating those ECAs (if not, describe in Section C)
Made a reasonable effort to orally notify individuals about the FAP and FAP application process (if not, describe in Section C)
Processed incomplete and complete FAP applications (if not, describe in Section C)
Made presumptive eligibility determinations (if not, describe in Section C)
Other (describe in Section C)
None of these efforts were made
Policy Relating to Emergency Medical Care

21 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care
that required the hospital facility to provide, without discrimination, care for emergency medical conditions to
individuals regardless of their eligibility under the hospital facility's financial assistance policy? . .. ... .. ... ... .. . ... ... ... .. ... 21 | X
If “No,” indicate why:
a The hospital facility did not provide care for any emergency medical conditions
b The hospital facility's policy was not in writing
c The hospital facility limited who was eligible to receive care for emergency medical conditions (describe
in Section C)
d |_| Other (describe in Section C)
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Part V Facility Information (continued)
Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
Name of hospital facility or letter of facility reporting group Jasper Memorial Hospital
Yes | No
22 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged
to FAP-eligible individuals for emergency or other medically necessary care.
a |:| The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service
during a prior 12-month period
b The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service and
all private health insurers that pay claims to the hospital facility during a prior 12-month period
c |:| The hospital facility used a look-back method based on claims allowed by Medicaid, either alone or in
combination with Medicare fee-for-service and all private health insurers that pay claims to the hospital
facility during a prior 12-month period
d |:| The hospital facility used a prospective Medicare or Medicaid method
23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility
provided emergency or other medically necessary services more than the amounts generally billed to
individuals who had insurance covering SUCh Care? . . . . 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
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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, 6a, 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

» o« ” o«

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

Facility 1, Jasper Memorial Hospital - Part V, Line 3e

Jasper Memorial Hospital identified an overall need to improve community

edcuation and awareness, as well as provide access to services that address

these health needs:

Obesity and poor nutrition

Mental health and substance abuse

Cancer and cancer screenings

Chronic pain

Cardiovascular and hypertension

Specialty care

Dialvyis

Transpotation and emergency transfers

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

Jasper Memorial Hospital’s approach to achieving community health

improvement priorities follows a six— step process designed to be updated

every three vyvears to assess progress in addressing the health needs

of the community. It begins with defining JMH’s target community, and then

assessing the health needs of the community using available health data and

input from a broad range of advocates representing the health interests of

the residents within the community. Input is gathered via face-to-face

interviews. From analysis of data and community input, the health needs are

identified and prioritized. The six-step planning process follows:

1. Assess the health needs of Jasper County

2. Set health improvement priorities

3. Plan health improvement initiatives to address priorities

Schedule H (Form 990) 2021
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Schedule H (Form 990) 2021 Jasper Health Services Inc. 58-2510435 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, 6a, 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

» o« ” o«

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

4. Implement specific health improvement strategies and plans

5. Report health improvement plans and benefits to the Jasper County public

6. Evaluate outcomes and progress toward health improvement goals.

The leadership at Jasper Memorial Hospital meets to develop strategies and

plans to address the identified health need priorities. These strategies

and plans are then implemented and reported to the public wvia the

hospital’s website as Jasper Memorial Hospital’s Community Health Needs

Assessment and Implementation Plan.

Facility 1, Jasper Memorial Hospital - Part V, Line 11

Each of the eight identified health needs were evaluated and prioritized by

input from the JMH CHNA Steering Committee composed of hospital leadership.

Health needs were prioritized based upon the scope and severity of the

issue. Each need was evaluated based upon the priority of the issue, the

fit with the JMH mission, the ability to achieve improvement, and the

availlability of hospital resources. Three of the eight identified health

needs were selected for implementation:

1) Cancer Screening Expansion (with emphasis on Colon cancer)

2) Interventional Pain Services (to alleviate chronic physical pain)

3) Obesity and Nutrition with the emphasis on diabetes prevention

The remaining five identified health needs will be addressed indirectly

through other means . While mental health, behavioral issues, and substance

abuse continue to be significant health issues in Jasper County,

community resources bevond the JMH Emergency Department and Primary Care

Center are limited, so out of county agencies will continue to be used as

referral sources; also the recently activated nation-wide 988 hotline will
Schedule H (Form 990) 2021
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Schedule H (Form 990) 2021 Jasper Health Services Inc. 58-2510435 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, 6a, 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.

be promoted. Health education and screening, along with the Primarvy.. Care

Center will continue to address cardiovascular and hypertension health

issues. The need for specialty care will be addressed as part of the

recruitment of a gastroenterologist and an interventional pain physician

for colon cancer screening and pain management respectively. Dialysis care

will be referred to the Covington dialysis center operated by US Renal

Care. The remaining need for transportation solutions to address out-

of-hospital transfers will depend upon Jasper County expanding its EMT

services.

An individual’s access to clinical care and treatment options is impacted

by economic constraints. JMH will continue to participate as a Medicaid and

Medicare provider and will continue to educate its patient population about

coverage and payment options in accordance with established policies. Due

to resource constrains, JMH is unable to address this need further at this

time.

Facility 1, Jasper Memorial Hospital - Part V, Line 16j

JMH provides both a telephone interpretation line and a Spanish speaking

onsite interpreter (normal business hours for onsite interpreter).

Schedule H (Form 990) 2021
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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? 1

Name and address Type of Facility (describe)

1 The Retreat Nursing Home
898 College Street

Monticello GA 31064 Long term care and skilled nursing

Schedule H (Form 990) 2021
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Part VI Supplemental Information

Provide the following information.

1

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

9b.

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons

who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or

under the organization’s financial assistance policy.

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

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

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

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

organization, files a community benefit report.

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

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

Jasper Memorial Hospital also provides an automatic 50% discount to

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

the account is ready to be billed.

Part I, Line 7g - Subsidized Health Services Explanation

The emergency room 1is available with Hospital supported emergency room

physician coverage on a 24/7 basis. There 1s no billing by the Hospital

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

physician service) but the Hospital must pay a supplemental amount

to have the physicians available.

Part I, Line 7 - Costing Methodology Explanation

The data reported in this area 1s reported as instructed by Catholic Health

Association's "A Guide for Planning and Reporting Community Benefits,

2008". See also the description for Part III, Line 2.
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Part VI Supplemental Information

Pro
1

vide the following information.

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

9b.

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons

who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or

under the organization’s financial assistance policy.

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

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

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

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

organization, files a community benefit report.

Part III, Line 2 - Bad Debt Expense Methodology

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

considered uncollectible and includes implicit price concessions. See

Footnote 2 of the attach Audited Financial Statements.

Part III, Line 3 - Bad Debt Expense, Patients Eligible for Assistance

Based on the higher than state average unemployment levels for Jasper

County and unofficial information relating to a sample of accounts,

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

policies if they apply.

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

See pages 12-17 of the attached audited financial statements for the

discussion on uninsured patients and provision for bad debts as part of

the

Net Patient Service Revenue footnote.

Part III, Line 8 - Medicare Explanation

Medicare allowable costs are computed in accordance with cost reporting
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Part VI Supplemental Information

Pro
1

vide the following information.

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

9b.

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons

who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or

under the organization’s financial assistance policy.

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

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

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

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

organization, files a community benefit report.

methodologies utilized on the Medicare Cost Report and in accordance with

related regulations. Indirect costs are allocated to direct service areas

using the most appropriate statistical basis.

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

Medicare 1is a federal program which dictates payment rates and conditions

of participation for serving certain elderly and disabled members of the

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

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

population often unable to travel great distances for their needs.

Part III, ILine 9b - Collection Practices Explanation

The policy on handling bad debt regquires a review to see

1if an account has been screened for indigent/charity

approval in the process to determine if the account may be

sent to bad debt. In addition, accounts have online

documentation of various steps in the financial

assistance process including notice when an application

has been given/mailed, requests for additional data, and
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Part VI Supplemental Information

Provide the following information.

1

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

9b.

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons

who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or

under the organization’s financial assistance policy.

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

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

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

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

organization, files a community benefit report.

ultimate determination that allows collection efforts to

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

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

debt when one or more of the following conditions apply:

1) The hospital receives discharge notice for Chapter 7 or

Chapter 13 Bankruptcy.

i1ii)All third-party balances have been collected or efforts

to collect exhausted.

iii)Self-pay account 1s aged greater than 150 days from

discharge or date of service and no payment has been

received within prior 30 days.

iv)Accounts for patients/guarantors who have existing

accounts in bad debt status or have had checks returned

for insufficient funds, or who have repeatedly broken

payment promises.

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

2)Review Selection Reports to evaluate placement of

accounts with an outside agency.

DAA
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Schedule H (Form 990) 2021 Jasper Health Services Inc. 58-2510435 Page 10
Part VI Supplemental Information

Provide the following information.

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

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

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

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

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

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

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

3)Determine if the following conditions exist prior to

submitting for bad debt write off approval:

a)Account 1is returned from extended Business Office with

all collection effort exhausted.

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

davs.

ii) Guarantor has received a combination of three letters,

statements or verbal contact.

iii)Guarantor has defaulted on an agreed contract

arrangement.

iv) Financial comments have been reviewed to determine if

extenuating circumstances exist regarding lack of self-pay

payments.

v)Accounts have been screened for Indigent/Charity

approval.

vi)Account has been screened for appropriate eligibility

program approval.

vii)Account has return mail without a new address
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Part VI Supplemental Information

Pro
1

vide the following information.

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

Needs assessment. Describe how the organization assesses the health care/needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B.
Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the organization’s financial assistance policy.
Community information. Describe the community the organization serves, taking into account the geographic area and
demographic constituents it serves.
Promotion of community health. Provide any other information important to describing how the organization’s hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).
Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served.
State filing of community benefit report. If applicable, identify all states with which the organization, or a related
organization, files a community benefit report.

obtained.

vilii)Review patient/guarantor account history.

ix)Accounts for patients/guarantors who have existing

accounts in bad debt status or have had checks returned

for insufficient funds, or who have repeatedly broken

payment promises.

Part VI, Line 2 - Needs Assessment

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

clinical personnel, community Board members, and local community leaders

from attendance at both reqularly scheduled group meetings and from

meetings where hospital staff are invited to attend. Participation in

community wide emergency management planning meetings. Review of market

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

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

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

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

conducted a formal community health needs assessment.

DAA
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Part VI Supplemental Information

Pro
1

vide the following information.

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

9b.

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons

who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or

under the organization’s financial assistance policy.

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

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

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

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

organization, files a community benefit report.

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

During the registration process, registration staff offer a copy of the

application for financial assistance and an explanation of what information

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

must be provided. Patients are informed that 1f approved the level of

assistance will be based upon their income level. During any contact by

phone, letter, or personal visit, the individual is made aware of the

hospital's financial assistance program and offered an application if

interested. During presentations to community groups concerning the

hospital, a mention of the financial assistance program is made.

Applications will be provided to all parties upon request, so individuals

other than current patients may make application. Once approved, an

individual has twelve (12) months of coverage under the program and does

not have to reapply each time they receive services. The hospital uses a

telephone service for patients who do not speak English and all guestions

during registration, including the need for financial assistance, Jo

through the translator. On the web, the first paragraph in the section

Schedule H (Form 990) 2021
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Sch

edule H (Form 990) 2021 Jasper Health Services Inc. 58-2510435 Page 10

Part VI Supplemental Information

Pro
1

vide the following information.

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

9b.

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons

who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or

under the organization’s financial assistance policy.

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

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

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

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

organization, files a community benefit report.

about bills and insurance discusses the hospital's financial assistance

policies. A sign is placed between the Emergency Room entrance and the

registration area.

Part VI, Line 4 - Community Information

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

has a population of approximately 14,000 with approximately 16% of the

population over age 65. Census bureau records reflect nearly 73% of the

population listed as white with 21% listed as black. An estimated 19.4% of

the population is below the poverty level. 18% of the population was

uninsured, above the US and State averages.

Part VI, Line 5 - Promotion of Community Health

In addition to providing health related information in news articles for

the local newspaper, we conduct annual flu immunization campaigns including

remote site vaccination drives. Jasper Memorial Hospital provides reduced

cost sports physicals for the local schools, provides staff for

presentations to students, and serves as a host facility for the high

DAA

Schedule H (Form 990) 2021
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Schedule H (Form 990) 2021 Jasper Health Services Inc. 58-2510435 Page 10
Part VI Supplemental Information

Provide the following information.

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

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

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

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

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

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

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

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

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

and provide health education to community clubs.

The organization and all its volunteer board are composed of community

members with diverse professional and community service backgrounds. Our

Emergency Department has 24/7 physician coverage and 1s open to all

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

gqualified physicians in the region. Any surplus of funds is reinvested into

the operations and capital budget of the organization.

Schedule H (Form 990) 2021
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SCHEDULE J Compensation Information

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

Compensated Employees

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

P Attach to Form 990.

OMB No. 1545-0047

2021

Open to Public

E]?Siratrln;?vg;:gesz:ﬁg i »Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
Jasper Health Services Inc. 58-2510435
Part | Questions Regarding Compensation
Yes No
1a Check the appropriate box(es) if the organization provided any of the following to or for a person listed on Form
990, Part VII, Section A, line 1a. Complete Part Ill to provide any relevant information regarding these items.
First-class or charter travel Housing allowance or residence for personal use
Travel for companions Payments for business use of personal residence
Tax indemnification and gross-up payments Health or social club dues or initiation fees
Discretionary spending account 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 1b

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
1a? 2
3 Indicate which, if any, of the following the organization used to establish the compensation of the
organization’s CEO/Executive Director. Check all that apply. Do not check any boxes for methods used by a
related organization to establish compensation of the CEO/Executive Director, but explain in Part Ill.
Compensation committee Written employment contract
Independent compensation consultant Compensation survey or study
Form 990 of other organizations Approval by the board or compensation committee
4 During the year, did any person listed on Form 990, Part VII, Section A, line 1a, with respect to the filing
organization or a related organization:

a Receive a severance payment or change-of-control payment? 4a X
Participate in or receive payment from a supplemental nonqualified retirement plan? 4b X
Participate in or receive payment from an equity-based compensation arrangement? 4c X
If "Yes" to any of lines 4a—c, list the persons and provide the applicable amounts for each item in Part IIl.

Only section 501(c)(3), 501(c)(4), and 501(c)(29) organizations must complete lines 5-9.
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 organizaton? 5a X

b Any related organizaton? 5b X
If “Yes” on line 5a or 5b, describe in Part IIl.

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 organizaton? 6a X
b Any related organizaton? 6b X
If “Yes” on line 6a or 6b, describe in Part Ill.
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 6? If “Yes,” describe in Partut -~ 7 X
8 Were any amounts reported on Form 990, Part VII, paid or accrued pursuant to a contract that was subject

to the initial contract exception described in Regulations section 53.4958-4(a)(3)? If “Yes,” describe

inPartit 8 X
9 If "Yes" on line 8, did the organization also follow the rebuttable presumption procedure described in

Regulations section 53.4058-0(C) 2 i iiiiiiiiiiiiiii.. 9

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

Schedule J (Form 990) 2021
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SCHEDULE L
(Form 990)

Department of the Treasury
Internal Revenue Service

Transactions With Interested Persons
> Complete if the organization answered “Yes” on Form 990, Part IV, line 25a, 25b, 26, 27,
28a, 28b, or 28c, or Form 990-EZ, Part V, line 38a or 40b.

P Attach to Form 990 or Form 990-EZ.

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

OMB No. 1545-0047

2021

Open To Public
Inspection

Name of the organization

Jasper Health Services Inc.

Employer identification number

58-2510435

Part | Excess Benefit' Transactions (section 501(c)(3), section 501(c)(4);/and section 501(c)(29) organizations only).
Complete if the organization answered “Yes” on Form 990, Part 1V, line 25a or 25b, or Form 990-EZ, Part V, line 40b.
(b) Relationship between disqualified person and (d) Corrected?
1 (a) Name of disqualified person (c) Description of transaction
organization Yes No
(1)
(2)
@)
(4)
(5)
(6)

2 Enter the amount of tax incurred by the organization managers or disqualified persons during the year

under section 4958

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

Part Il

Loans to and/or From Interested Persons.

Complete if the organization answered “Yes” on Form 990-EZ, Part V, line 38a or Form 990, Part IV, line 26; or if the

organization reported an amount on Form 990, Part X, line 5, 6, or 22.

(a) Name of interested person

(b) Relationship
with organization

(c) Purpose of
loan

(d) Loan
to or from
the org.?

(e) Original
principal amount

To

From

(f) Balance due

(g) In default?

(h) Approved
by board or
committee?

(i) Written
agreement?

Yes

No

Yes

No

Yes

No

(1)

(2)

(3)

(4)

(5)

(6)

()

(8)

©)

(10)

Total

Part lll

Grants or Assistance Benefiting Interested Persons.

Complete if the organization answered “Yes” on Form 990, Part 1V, line 27.

(a) Name of interested person

(b) Relationship between interested
person and the organization

(c) Amount of assistance

(d) Type of assistance

(€) Purpose of assistance

(1)

(2)

(3)

(4)

(5)

(6)

(1)

(8)

©)

(10)

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

DAA

Schedule L (Form 990) 2021
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Schedule L (Form 990) 2021 Jasper Health Services Inc. 58-2510435 Page 2
Part IV Business Transactions Involving Interested Persons.
Complete if the organization answered “Yes” on Form 990, Part IV, line 28a, 28b, or 28c.

(a) Name of interested person (b) Relationship between (c) Amount of (d) Description of transaction (e)ofS gragr.ing

interested person and the transaction revenues?

organization Yes | No

(1) Donna Holman Family Bd mbr 119,693| Employee X
(2)
@)
(4)
()
()
0]
®)
©)
(10)

Part V Supplemental Information.

Provide additional information for responses to questions on Schedule L (see instructions).

Schedule 1L, Part V - Additional Information

Donna Holman is emplovyed by the organization as the skilled nursing home

administrator and is the grandmother of board member Dr. Lyndsy Johnston.

Schedule L (Form 990) 2021

DAA
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SCHEDULE O Supplemental Information to Form 990 or 990-EZ OMB No. 1545-0047
(Form 990) Complete to provide information for responses to specific questions on 2021
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 P Go to www.irs.gov/Form990 for the latest information. Inspection
Name of the organization Employer identification number
Jasper Health Services Inc. 58-2510435

Form 990 - Additional Information

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990) 2021
DAA



47010

Schedule O (Form 990) 2021 Page 2
Name of the organization Employer identification number
Jasper Health Services Inc. 58-2510435

Inc.'s (ORMC) CEO and the Chief-Elect of the Medical Staff. Any

Page 1 of 3
Schedule O (Form 990) 2021

DAA
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Schedule O (Form 990) 2021 Page 2
Name of the organization Employer identification number
Jasper Health Services Inc. 58-2510435

return with the IRS.

Page 2 of 3
Schedule O (Form 990) 2021
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Schedule O (Form 990) 2021 Page 2
Name of the organization Employer identification number
Jasper Health Services Inc. 58-2510435
Con At a0
.............................. AR A PRI B T L 0L 8 UL U= A A O A S
Professional fees
.............................. S.......748,030 S0 s 0
Purchased  SeIrVICES
.............................. S.......239,124 .. .8%......006,165 S .0
....................... Lo A
$ 1,709,533 706,165 S 0
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