
2018 Annual Hospital Questionnaire

Part A : General Information

1. Identification                                                                                       UID:HOSP406

Facility Name: Coffee Regional Medical Center

County: Coffee

Street Address: PO Box 1287

City: Douglas

Zip: 31534

Mailing Address: PO Box 1287

Mailing City: Douglas

Mailing Zip: 31534

Medicaid Provider Number: 000000448A

Medicare Provider Number: 11-0089

2. Report Period

Report Data for the full twelve month period- January 1, 2018 through December 31, 2018.
Do not use a different report period.

Check the box to the right if your facility was not operational for the entire year.
If your facility was not operational for the entire year, provide the dates the facility was operational.

Part B : Survey Contact Information

Person authorized to respond to inquiries about the responses to this survey.

Contact Name: Lavonda Cravey

Contact Title: VP Corporate Revenue Cycle

Phone: 912-383-5600

Fax: 912-389-2112

E-mail: lavonda.cravey@coffeeregional.org
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Part C : Ownership, Operation and Management

1. Ownership, Operation and Management
As of the last day of the report period, indicate the operation/management status of the facility and
provide the effective date. Using the drop-down menus, select the organization type. If the category
is not applicable, the form requires you only to enter Not Applicable in the legal name field. You
must enter something for each category.

A. Facility Owner
Full Legal Name (Or Not Applicable) Organization Type Effective Date

Coffee County Hospital Authority Hospital Authority 6/30/1949

B. Owner's Parent Organization
Full Legal Name (Or Not Applicable) Organization Type Effective Date

Coffee County Local Govt 1/1/1900

C. Facility Operator
Full Legal Name (Or Not Applicable) Organization Type Effective Date

Coffee Regional Medical Center, Inc. Not for Profit 1/1/1995

D. Operator's Parent Organization
Full Legal Name (Or Not Applicable) Organization Type Effective Date

CRH Health Care, Inc. Not for Profit 10/28/1994

E. Management Contractor
Full Legal Name (Or Not Applicable) Organization Type Effective Date

Not Applicable Not Applicable

F. Management's Parent Organization
Full Legal Name (Or Not Applicable) Organization Type Effective Date

Not Applicable Not Applicable

2. Changes in Ownership, Operation or Management
Check the box to the right if there were any changes in the ownership, operation, or management of
the facility during the report period or since the last day of the Report Period.
If checked, please explain in the box below and include effective dates.

3. Check the box to the right if your facility is part of a health care system
Name: CRH Health Care, Inc.
City: Douglas     State: GA

4. Check the box to the right if your hospital is a division or subsidiary of a holding company.
Name: CRH Health Care, Inc.
City: Douglas     State: GA
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5. Check the box to the right if the hospital itself operates subsidiary corporations
Name: CRH Health Care, Inc.
City: Douglas     State: GA

6. Check the box to the right if your hospital is a member of an alliance.
Name: 
City:      State: 

7. Check the box to the right if your hospital is a participant in a health care network
Name: 
City:      State: 

8. Check the box to the right if the hospital has a policy or policies and a peer review process related
to medical errors.

9. Check the box to the right if the hospital owns or operates a primary care physician group
practice.

10a. Managed Care Information: Formal Written Contract
Does the hospital have a formal written contract that specifies the obligations of each party with
each of the following? (check the appropriate boxes)

1. Health Maintenance Organization(HMO)

2. Preferred Provider Organization(PPO)

3. Physician Hospital Organization(PH0)

4. Provider Service Organization(PSO)

5. Other Managed Care or Prepaid Plan

10b. Managed Care Information: Insurance Products
Check the appropriate boxes to indicate if any of the following insurance products have been
developed by the hospital, health care system, network, or as a joint venture with an insurer:

Type of Insurance Product Hospital Health Care System Network Joint Venture with Insurer

Health Maintenance Organization

Preferred Provider Organization

Indemnity Fee-for-Service Plan

Another Insurance Product Not

Listed Above

11. Owner or Owner Parent Based in Another State
If the owner or owner parent at Part C, Question 1(A&B) is an entity based in another state please
report the location in which the entity is based. (City and State)
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Part D : Inpatient Services

1. Utilization of Beds as Set Up and Staffed(SUS):
Please indicate the following information. Dod not include newborn and neonatal services. Do not
include long-term care untits, such as Skilled Nursing Facility beds, if not licensed as hospital beds.
If your facility is approved for LTCH beds report them below.

Category SUS Beds Admissions Inpatient Days Discharges Discharge Days

Obstetrics (no GYN,

include LDRP)

6 587 1,168 587 1,747

Pediatrics (Non ICU) 4 81 177 80 247

Pediatric ICU 0 0 0 0 0

Gynecology (No OB) 5 43 84 43 127

General Medicine 40 2,429 10,048 2,423 12,342

General Surgery 23 672 3,523 675 4,218

Medical/Surgical 0 0 0 0 0

Intensive Care 10 386 1,278 386 1,630

Psychiatry 0 0 0 0 0

Substance Abuse 0 0 0 0 0

Adult Physical

Rehabilitation (18 &

Up)

0 0 0 0 0

Pediatric Physical

Rehabilitation (0-17)

0 0 0 0 0

Burn Care 0 0 0 0 0

Swing Bed (Include All

Utilization)

0 0 0 0 0

Long Term Care

Hospital (LTCH)

0 0 0 0 0

0 0 0 0 0

0 0 0 0 0

0 0 0 0 0

Total 88 4,198 16,278 4,194 20,311
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2. Race/Ethnicity
Please report admissions and inpatient days for the hospital by the following race and ethnicity
categories. Exclude newborn and neonatal.

Race/Ethnicity Admissions Inpatient Days

American Indian/Alaska Native 3 14

Asian 3 6

Black/African American 1,000 4,071

Hispanic/Latino 225 671

Pacific Islander/Hawaiian 2 12

White 2,963 11,495

Multi-Racial 2 9

Total 4,198 16,278

3. Gender
Please report admissions and inpatient days by gender. Exclude newborn and neonatal.

Gender Admissions Inpatient Days

Male 1,561 6,502

Female 2,637 9,776

Total 4,198 16,278

4. Payment Source
Please report admissions and inpatient days by primary payment source. Exclude newborn and
neonatal.

Primary Payment Source Admissions Inpatient Days

Medicare 2,164 10,018

Medicaid 841 2,442

Peachare 1 4

Third-Party 657 2,050

Self-Pay 535 1,764

Other 0 0

5. Discharges to Death
Report the total number of inpatient admissions discharged during the reporting period due to death.

109

6. Charges for Selected Services
Please report the hospital's average charges as of 12-31-2018 (to the nearest whole dollar).

Service Charge

Private Room Rate 760

Semi-Private Room Rate 0

Operating Room: Average Charge for the First Hour 5,268

Average Total Charge for an Inpatient Day 5,395
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Part E : Emergency Department and Outpatient Services

1. Emergency Visits
Please report the number of emergency visits only.

34,101

2. Inpatient Admissions from ER
Please report inpatient admssions to the Hospital from the ER for emergency cases ONLY.

5,788

3. Beds Available
Please report the number of beds available in ER as of the last day of the report period.

18

4. Utilization by Specific type of ER bed or room for the report period.

Type of ER Bed or Room Beds Visits

Beds dedicated for Trauma 2 78

Beds or Rooms dedicated for Psychiatric /Substance Abuse cases 1 697

General Beds 15 32,852

0 0

0 0

0 0

0 0

5. Transfers
Please provide the number of Transfers to another institution from the Emergency Department.

492

6. Non-Emergency Visits
Please provide the number of Outpatient/Clinic/All Other Non-Emergency visits to the hospital.

11,374

7. Observation Visits/Cases
Please provide the total number of Observation visits/cases for the entire report period.

2,394

8. Diverted Cases
Please provide the number of cases your ED diverted while on Ambulance Diversion for the entire
report period.

0

9. Ambulance Diversion Hours
Please provide the total number of Ambulance Diversion hours for your ED for the entire report
period

0
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10. Untreated Cases
Please provide the number of patients who sought care in your ED but who left without or before
being treated. Do not include patients who were transferred or cases that were diverted.

604

Part F : Services and Facilities

1a. Services and Facilities
Please report services offered onsite for in-house and contract services as requested. Please reflect
the status of the service during the report period. (Use the blank lines to specify other services.) 

Site Codes Status Codes
1 = In-House - Provided by the Hospital 1 = On-Going
2 = Contract - Provided by a contractor but onsite 2 = Newly Initiated
3 = Not Applicable 3 = Discontinued 

4 = Not Applicable

Service/Facilities Site Code Service Status

Podatric Services 1 1

Renal Dialysis 2 1

ESWL 2 1

Billiary Lithotropter 3 4

Kidney Transplants 3 4

Heart Transplants 3 4

Other-Organ/Tissues Transplants 3 4

Diagnostic X-Ray 1 1

Computerized Tomography Scanner (CTS) 1 1

Radioisotope, Diagnositic 1 1

Positron Emission Tomography (PET) 2 2

Radioisotope, Therapeutic 3 4

Magnetic Resonance Imaging  (MRI) 1 1

Chemotherapy 1 1

Respiratory Therapy 1 1

Occupational Therapy 2 1

Physical Therapy 2 1

Speech Pathology Therapy 2 1

Gamma Ray Knife 3 4

Audiology Services 1 1

HIV/AIDS Diagnostic Treatment/Services 1 1

Ambulance Services 1 1

Hospice 2 1

Respite Care Services 2 1

Ultrasound/Medical Sonography 1 1

Wound Care Services 2 1

0 0

0 0
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1b. Report Period Workload Totals
Please report the workload totals for in-house and contract services as requested. The number of
units should equal the number of machines.

Category Total

Number of Podiatric Patients 474

Number of Dialysis Treatments 760

Number of ESWL Patients 59

Number of ESWL Procedures 69

Number of ESWL Units 1

Number of Biliary Lithotripter Procedures 0

Number of Biliary Lithotripter Units 0

Number of Kidney Transplants 0

Number of Heart Transplants 0

Number of Other-Organ/Tissues Treatments 0

Number of Diagnostic X-Ray Procedures 31,815

Number of CTS Units (machines) 2

Number of CTS Procedures 13,940

Number of Diagnostic Radioisotope Procedures 4,504

Number of PET Units (machines) 1

Number of PET Procedures 44

Number of Therapeautic Radioisotope Procedures 0

Number of Number of MRI Units 1

Number of Number of MRI Procedures 2,239

Number of Chemotherapy Treatments 1,556

Number of Respiratory Therapy Treatments 95,715

Number of Occupational Therapy Treatments 4,335

Number of Physical Therapy Treatments 37,223

Number of Speech Pathology Patients 234

Number of Gamma Ray Knife Procedures 0

Number of Gamma Ray Knife Units 0

Number of Audiology Patients 542

Number of HIV/AIDS Diagnostic Procedures 158

Number of HIV/AIDS Patients 35

Number of Ambulance Trips 7,039

Number of Hospice Patients 63

Number of Respite care Patients 0

Number of Ultrasound/Medical Sonography Units 4

Number of Ultrasound/Medical Sonography Procedures 6,736

Number of Treatments, Procedures, or Patients (Other 1) 267

Number of Treatments, Procedures, or Patients (Other 2) 520

Number of Treatments, Procedures, or Patients (Other 3) 2,614

2. Medical Ventilators
Provide the number of computerized/mechanical Ventilator Machines that were in use or available
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for immediate use as of the last day of the report period (12/31).

11

3. Robotic Surgery System
Please report the number of units, number of procedures, and type of unit(s).

# Units # Procedures Type of Unit(s)

0 0
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Part G : Facility Workforce Information

1. Budgeted Staff
Please report the number of budgeted fulltime equivalents (FTEs) and the number of vacancies as
of 12-31-2018. Also, include the number of contract or temporary staff (eg. agency nurses) filling
budgeted vacancies as of 12-31-2018.

Profession Profession Profession Profession

Licensed Physicians 5.00 0.00 1.00

Physician Assistants Only (not including

Licensed Physicians)

1.00 0.00 0.00

Registered Nurses (RNs-Advanced Practice*) 168.00 15.00 0.00

Licensed Practical Nurses (LPNs) 34.00 3.00 2.00

Pharmacists 9.00 0.00 0.00

Other Health Services Professionals* 169.00 6.00 2.00

Administration and Support 213.00 9.00 2.00

All Other Hospital Personnel (not included

above)

0.00 0.00 0.00

2. Filling Vacancies
Using the drop-down menus, please select the average time needed during the past six months to
fill each type of vacant position.

Type of Vacancy Average Time Needed to Fill Vacancies

Physician's Assistants 31-60 Days

Registered Nurses (RNs-Advance Practice) 61-90 Days

Licensed Practical Nurses (LPNs) 31-60 Days

Pharmacists 31-60 Days

Other Health Services Professionals 31-60 Days

All Other Hospital Personnel (not included above) 31-60 Days

3. Race/Ethnicity of Physicians
Please report the number of physicians with admitting privileges by race.

Race/Ethnicity Number of Physicians

American Indian/Alaska Native 0

Asian 13

Black/African American 3

Hispanic/Latino 0

Pacific Islander/Hawaiian 0

White 39

Multi-Racial 0

4. Medical Staff
Please report the number of active and associate/provisional medical staff for the following specialty
categories. Keep in mind that physicians may be counted in more than one specialty. Please
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indicate whether the specialty group(s) is hospital-based. Also, indicate how many of each medical
specialty are enrolled as providers in Georgia Medicaid/PeachCare for Kids and/or the Public
Employee Health Benefit Plans (PEHB-State Health Benefit Plant and/or Board of Regents Benefit
Plan).

Medical Specialties 

 

Number of 

 Medical Staff

Check if Any 

 are Hospital Based

Number Enrolled as Providers in

Medicaid/PeachCare

Number Enrolled as

Providers in PEHB Plan

General and Family

Practice

8 0 0

General Internal Medicine 10 0 0

Pediatricians 4 0 0

Other Medical Specialties 8 0 0

Surgical Specialties 

 

Number of 

 Medical Staff

Check if Any 

 are Hospital Based

Number Enrolled as Providers in

Medicaid/PeachCare

Number Enrolled as

Providers in PEHB Plan

Obstetrics 5 0 0

Non-OB Physicians

Providing OB Services

0 0 0

Gynecology 5 0 0

Ophthalmology Surgery 5 0 0

Orthopedic Surgery 5 0 0

Plastic Surgery 0 0 0

General Surgery 4 0 0

Thoracic Surgery 0 0 0

Other Surgical Specialties 4 0 0

Other Specialties 

 

Number of 

 Medical Staff

Check if Any 

 are Hospital Based

Number Enrolled as Providers in

Medicaid/PeachCare

Number Enrolled as

Providers in PEHB Plan

Anesthesiology 4 0 0

Dermatology 0 0 0

Emergency Medicine 10 0 0

Nuclear Medicine 0 0 0

Pathology 1 0 0

Psychiatry 0 0 0

Radiology 2 0 0

Oncology 3 0 0

Neurology/Pulmonology 4 0 0

Gastro 1 0 0
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5a. Non-Physicians
Please report the number of professionals for the categories below. Exclude any hospital-based
staff reported in Part G, Questions 1,2,3 and 4 above.

Profession Number

Dentists (include oral surgeions) with Admitting

Privleges

2

Podiatrists 2

Certified Nurse Midwives with Clinical Privileges in the

Hospital

0

All Other Staff Affiliates with Clinical Privileges in the

Hospital

49

5b. Name of Other Professions
Please provide the names of professions classified as "Other Staff Affiliates with Clinical Privileges"
above.

Nurse Practitioner / Physician Assistant / CRNA

Comments and Suggestions:
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Part H : Physician Name and License Number

1. Physicians on Staff
Please report the full name and license number of each physician on staff. (Due to the large
number of entries, this section has been moved to a separate PDF file.)

Part I : Patient Origin Table

1. Patient Origin
Please report the county of origin for the inpatient admissions or discharges excluding newborns
(except surgical services should include outpatients only).

Inpat=Inpatient Services S18+=Substance abuse adult 18 and over
Surg=Outpatient Surgical S13-17=Substance abuse adolescent 13-17
OB=Obstetric E18+=Extended care adult 18 and over 
P18+=Acute psychiatric adult 18 and over E13-17=Extended care adolescent 13-17
P13-17=Acute psychiatric adolescent 13-17 E0-12=Extended care children 0-12
P0-12=Acute psychiatric children 12 and under LTCH=Long Term Care Hospital
Rehab=Inpatient Rehabilitation

County Inpat Surg OB P18+ P13-17 P0-12 S18+ S13-17 E18+ E13-17 E0-12 LTCH Rehab

Appling 29 42 15 0 0 0 0 0 0 0 0 0 0

Atkinson 507 466 83 0 0 0 0 0 0 0 0 0 0

Bacon 92 167 49 0 0 0 0 0 0 0 0 0 0

Barrow 1 0 0 0 0 0 0 0 0 0 0 0 0

Ben Hill 64 163 7 0 0 0 0 0 0 0 0 0 0

Berrien 13 30 2 0 0 0 0 0 0 0 0 0 0

Bibb 0 1 0 0 0 0 0 0 0 0 0 0 0

Brantley 4 11 0 0 0 0 0 0 0 0 0 0 0

Brooks 1 1 0 0 0 0 0 0 0 0 0 0 0

Bryan 1 0 0 0 0 0 0 0 0 0 0 0 0

Burke 0 1 0 0 0 0 0 0 0 0 0 0 0

Camden 0 1 0 0 0 0 0 0 0 0 0 0 0

Charlton 3 7 1 0 0 0 0 0 0 0 0 0 0

Chatham 0 3 0 0 0 0 0 0 0 0 0 0 0

Cherokee 0 1 0 0 0 0 0 0 0 0 0 0 0

Clinch 41 56 6 0 0 0 0 0 0 0 0 0 0

Cobb 3 0 0 0 0 0 0 0 0 0 0 0 0

Coffee 2,909 2,369 286 0 0 0 0 0 0 0 0 0 0

Colquitt 4 10 0 0 0 0 0 0 0 0 0 0 0

Cook 6 12 0 0 0 0 0 0 0 0 0 0 0

Decatur 0 1 0 0 0 0 0 0 0 0 0 0 0

Dodge 0 6 0 0 0 0 0 0 0 0 0 0 0

Dougherty 3 4 0 0 0 0 0 0 0 0 0 0 0

Emanuel 0 5 0 0 0 0 0 0 0 0 0 0 0

Fulton 1 0 0 0 0 0 0 0 0 0 0 0 0

Glynn 8 4 1 0 0 0 0 0 0 0 0 0 0

Gwinnett 1 1 0 0 0 0 0 0 0 0 0 0 0
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Irwin 68 89 10 0 0 0 0 0 0 0 0 0 0

Jeff Davis 217 217 65 0 0 0 0 0 0 0 0 0 0

Jenkins 1 3 0 0 0 0 0 0 0 0 0 0 0

Jones 0 1 0 0 0 0 0 0 0 0 0 0 0

Lamar 1 1 0 0 0 0 0 0 0 0 0 0 0

Lanier 4 15 1 0 0 0 0 0 0 0 0 0 0

Laurens 2 1 0 0 0 0 0 0 0 0 0 0 0

Liberty 0 1 0 0 0 0 0 0 0 0 0 0 0

Lowndes 6 38 1 0 0 0 0 0 0 0 0 0 0

Montgomery 3 2 0 0 0 0 0 0 0 0 0 0 0

Other Out of State 28 15 0 0 0 0 0 0 0 0 0 0 0

Pierce 17 59 3 0 0 0 0 0 0 0 0 0 0

Pulaski 1 1 0 0 0 0 0 0 0 0 0 0 0

Richmond 0 1 0 0 0 0 0 0 0 0 0 0 0

Rockdale 0 1 0 0 0 0 0 0 0 0 0 0 0

Sumter 1 0 0 0 0 0 0 0 0 0 0 0 0

Tattnall 3 0 0 0 0 0 0 0 0 0 0 0 0

Telfair 62 59 13 0 0 0 0 0 0 0 0 0 0

Tift 12 35 1 0 0 0 0 0 0 0 0 0 0

Toombs 1 2 0 0 0 0 0 0 0 0 0 0 0

Turner 1 12 0 0 0 0 0 0 0 0 0 0 0

Union 0 1 0 0 0 0 0 0 0 0 0 0 0

Walton 0 1 0 0 0 0 0 0 0 0 0 0 0

Ware 70 176 13 0 0 0 0 0 0 0 0 0 0

Washington 1 2 0 0 0 0 0 0 0 0 0 0 0

Wayne 3 6 3 0 0 0 0 0 0 0 0 0 0

Wheeler 2 4 0 0 0 0 0 0 0 0 0 0 0

Wilcox 2 12 1 0 0 0 0 0 0 0 0 0 0

Worth 1 2 0 0 0 0 0 0 0 0 0 0 0

Total 4,198 4,119 561 0 0 0 0 0 0 0 0 0 0

Page 14



Surgical Services Addendum

Part A : Surgical Services Utilization

1. Surgery Rooms in the OR Suite
Please report the Number of Surgery Rooms, (as of the end of the report period). Report only the
rooms in CON-Approved Operating Room Suites pursuant to Rule 111-2-2-.40 and 111-8-48-.28.

Room Type Dedicated Inpatient Rooms Dedicated Outpatient Rooms Shared Rooms

General Operating 0 0 5

Cystoscopy (OR Suite) 0 0 0

Endoscopy (OR Suite) 0 0 2

0 0 0

Total 0 0 7

2. Procedures by Type of Room
Please report the number of procedures by type of room.

Room Type 

 

Dedicated 

 Inpatient Rooms

Dedicated 

 Outpatient Rooms

Shared 

 Inpatient Rooms

Shared 

 Outpatient Rooms

General Operating 0 0 865 2,860

Cystoscopy 0 0 40 227

Endoscopy 0 0 342 780

0 0 0 0

Total 0 0 1,247 3,867

3. Patients by Type of Room
Please report the number of patients by type of room.

Room Type 

 

Dedicated 

 Inpatient Rooms

Dedicated 

 Outpatient Rooms

Shared 

 Inpatient Rooms

Shared 

 Outpatient Rooms

General Operating 0 0 865 2,860

Cystoscopy 0 0 40 227

Endoscopy 0 0 367 869

0 0 0 0

Total 0 0 1,272 3,956

Part B : Ambulatory Patient Race/Ethnicity, Age, Gender and Payment Source

1. Race/Ethnicity of Ambulatory Patients
Please report the total number of ambulatory patients for both dedicated outpatient and shared room
environment.
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Race/Ethnicity Number of Ambulatory Patients

American Indian/Alaska Native 2

Asian 7

Black/African American 946

Hispanic/Latino 221

Pacific Islander/Hawaiian 1

White 2,930

Multi-Racial 12

Total 4,119

2. Age Grouping
Please report the total number of ambulatory patients by age grouping.

Age of Patient Number of Ambulatory Patients

Ages 0-14 154

Ages 15-64 2,618

Ages 65-74 828

Ages 75-85 431

Ages 85 and Up 88

Total 4,119

3. Gender
Please report the total number of ambulatory patients by gender.

Gender Number of Ambulatory Patients

Male 1,762

Female 2,357

Total 4,119

4. Payment Source
Please report the total number of ambulatory patients by payment source.

Primary Payment Source Number of Patients

Medicare 1,763

Medicaid 711

Third-Party 1,371

Self-Pay 274

Perinatal Services Addendum

Part A : Obstetrical Services Utilization

Please report the following obstetrical services information for the report period. Include all deliveries
and births in any unit of th hospital or anywhere on its grounds.

1. Number of Delivery Rooms: 0
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2. Number of Birthing Rooms: 0

3. Number of LDR Rooms: 0

4. Number of LDRP Rooms: 6

5. Number of Cesarean Sections: 232

6. Total Live Births: 566

7. Total Births (Live and Late Fetal Deaths): 568

8. Total Deliveries (Births + Early Fetal Deaths and Induced Terminations): 590

Part B : Newborn and Neonatal Nursery Services

1. Nursery Services
Please Report the following newborn and neonatal nursery information for the report period.

Type of Nursery 

  

Set-Up and Staffed 

 Beds/Station

Neonatal 

 Admissions

Inpatient 

 Days

Transfers 

 within Hospital

Normal Newborn

(Basic)

12 570 964 0

Specialty Care

(Intermediate Neonatal Care)

0 0 0 0

Subspecialty Care

 (Intensive Neonatal Care)

0 0 0 0

Part C : Obstetrical Charges and Utilization by Mother's Race/Ethnicity and Age

1. Race/Ethnicity
Please provide the number of admissions and inpatient days for mothers by the mother's race using
race/ethnicity classifications.

Race/Ethnicity Admissions by Mother's Race Inpatient Days

American Indian/Alaska Native 0 0

Asian 1 1

Black/African American 123 270

Hispanic/Latino 78 140

Pacific Islander/Hawaiian 0 0

White 359 706

Multi-Racial 0 0

Total 561 1,117
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2. Age Grouping
Please provide the number of admissions by the following age groupings.

Age of Patient Number of Admissions Inpatient Days

Ages 0-14 0 0

Ages 15-44 561 1,117

Ages 45 and Up 0 0

Total 561 1,117

3. Average Charge for an Uncomplicated Delivery
Please report the average hospital charge for an uncomplicated delivery(CPT 59400)

$6,618.00

4. Average Charge for a Premature Delivery
Please report the average hospital charge for a premature delivery.

$12,783.00

LTCH Addendum

Part A : General Information

1a. Accreditation Check the box to the right if your Long Term Care Hospital is accredited.
If you checked the box for yes, please specify the agency that accredits your facility in the space
below.

1b. Level/Status of Accreditation
Please provide your organization's level/status of accreditation.

2. Number of Licensed LTCH Beds: 0

3. Permit Effective Date: 

4. Permit Designation: 

5. Number of CON Beds: 0

6. Number of SUS Beds: 0

7. Total Patient Days: 0

8. Total Discharges: 0

9. Total LTCH Admissions: 0

Part B : Utilization by Race, Age, Gender and Payment Source

1. Race/Ethnicity
Please provide the number of admissions and inpatient days using the following race/ethnicity
classifications.
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Race/Ethnicity Admissions Inpatient Days

American Indian/Alaska

Native

0 0

Asian 0 0

Black/African American 0 0

Hispanic/Latino 0 0

Pacific Islander/Hawaiian 0 0

White 0 0

Multi-Racial 0 0

Total 0 0

2. Age of LTCH Patient
Please provide the number of admissions and inpatient days by the following age groupings.

Age of Patient Admissions Inpatient Days

Ages 0-64 0 0

Ages 65-74 0 0

Ages 75-84 0 0

Ages 85 and Up 0 0

Total 0 0

3. Gender
Please provide the number of admissions and inpatient days by the following gender classifications.

Gender of Patient Admissions Inpatient Days

Male 0 0

Female 0 0

Total 0 0

4. Payment Source
Please indicate the number of patients by the payment source. Please note that individuals may
have multiple payment sources.

Primary Payment Source Number of Patients Inpatient Days

Medicare 0 0

Third-Party 0 0

Self-Pay 0 0

Other 0 0

Psychiatric/Substance Abuse Services Addendum

Part A : Psychiatric and Substance Abuse Data by Program
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1. Beds
Please report the number of beds as of the last day of the report period. Report beds only for
officially recognized programs. Use the blank row to report combined beds. For combined bed
programs, please report each of the combined bed programs and the number of combined beds.
Indicate the combined programs using letters A through H, for example,"AB"

Patient Type Distribution of CON-Authorized Beds Set-Up and Staffed Beds

A- General Acute Psychiatric Adults 18 and over 0 0

B- General Acute Psychiatric Adolescents 13-17 0 0

C- General Acute Psychiatric Children 12 and

under

0 0

D- Acute Substance Abuse Adults 18 and over 0 0

E- Acute Substance Abuse Adolescents 13-17 0 0

F-Extended Care Adults 18 and over 0 0

G- Extended Care Adolescents 13-17 0 0

H- Extended Care Adolescents 0-12 0 0

0 0

2. Admissions, Days, Discharges, Accreditation
Please report the following utilization for the report period. Report only for officially recognized
programs.

Program Type 

 

Admissions 

  

Inpatient 

 Days 

Discharges 

 

Discharge

Days 

Average Charge 

 Per Patient Day

Check if the Program 

 is JCAHO Accredited

General Acute

Psychiatric Adults 18

and over

0 0 0 0 0

General Acute

Psychiatric

Adolescents 13-17

0 0 0 0 0

General Acute

Psychiatric Children 12

and Under

0 0 0 0 0

Acute Substance

Abuse Adults 18 and

over

0 0 0 0 0

Acute Substance

Abuse Adolescents

13-17

0 0 0 0 0

Extended Care Adults

18 and over

0 0 0 0 0

Extended Care

Adolescents 13-17

0 0 0 0 0

Extended Care

Adolescents 0-12

0 0 0 0 0
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Part B : Psych/SA Utilization by Race/Ethnicity, Gender, and Payment Source

1. Race/Ethnicity
Please provide the number of admissions and inpatient days using the following race/ethnicity
classifications.

Race/Ethnicity Admissions Inpatient Days

American Indian/Alaska

Native

0 0

Asian 0 0

Black/African American 0 0

Hispanic/Latino 0 0

Pacific Islander/Hawaiian 0 0

White 0 0

Multi-Racial 0 0

Total 0 0

2. Gender
Please provide the number of admissions and inpatient days by the following gender classifications.

Gender of Patient Admissions Inpatient Days

Male 0 0

Female 0 0

Total 0 0

3. Payment Source
Please indicate the number of patients by the following payment sources. Please note that
individuals may have multiple payment sources.

Primary Payment Source Number of Patients Inpatient Days

Medicare 0 0

Medicaid 0 0

Third Party 0 0

Self-Pay 0 0

PeachCare 0 0
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Georgia Minority Health Advisory Council Addendum

Because of Georgia’s racial and ethnic diversity, and a dramatic increase in segments of the population with
Limited English Proficiency, the Georgia Minority Health Advisory Council is working with the Department of
Community Health to assess our health systems’ ability to provide Culturally and Linguistically Appropriate
Services (CLAS) to all segments of our population.  We appreciate your willingness to provide information on
the following questions:

1. Do you have paid medical interpreters on staff? (Check the box, if yes.)
If you checked yes, how many? 0 (FTE's)
What languages do they interpret?

2. When a paid medical interpreter is not available for a limited-English proficiency patient, what
alternative mechanisms do you use to assure the provision of Linguistically Appropriate Services? 
(Check all that apply)

Bilingual Hospital Staff Member Bilingual Member of Patient's Family

Community Volunteer Intrepreter Telephone Interpreter Service

Refer Patient to Outside Agency Other (please describe):

3. Please complete the following grid to show the proportion of patients you serve who prefer
speaking various languages (name the 3 most common non-English languages spoken.)

Top 3 most common

non-English languages

spoken by your patients

Percent of patients for

whom this is their

preferred language

# of physicians on

 staff who speak

 this language

# of nurses on

 staff who speak

 this language

# of other 

 employed staff who

speak this language

Spanish NA 0 0 0

0 0 0

0 0 0

4. What training have you provided to your staff to assure cultural competency and the provision of 
Culturally and Linguistically Appropriate Services (CLAS) to your patients?

We use Healthstream Rapid Regulatory courses for Clinical and Non-clincal new employees and
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annually for all employees. We also teach about the Cultural Competence and Language Line use in
Nursing and PCT orientation.

5. What is the most urgent tool or resource you need in order to increase your ability to provide 
Culturally and Linguistically Appropriate Services (CLAS) to your patients?

6. In what languages are the signs written that direct patients within your facility?

1. English 2. Spanish 3. 4.

7. If an uninsured patient visits your emergency department, is there a community health center,
federally-qualified health center, free clinic, or other reduced-fee safety net clinic nearby to which
you could refer that patient in order to provide him or her an affordable primary care medical home
regardless of ability to pay? (Check the box, if yes)
If you checked yes, what is the name and location of that health care center or clinic?

South Central Primary Care, 1004 W Ward ST, Douglas, GA 31533
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Comprehensive Inpatient Physical Rehabilitation Addendum

Part A : Rehab Utilization by Race/Ethnicity, Gender, and Payment Source

1. Admissions and Days of Care by Race
Please report the number of inpatient physical rehabilitation admissions and inpatient days for the
hospital by the following race and ethnicity categories.

Race/Ethnicity Admissions Inpatient Days

American Indian/Alaska Native 0 0

Asian 0 0

Black/African American 0 0

Hispanic/Latino 0 0

Pacific Islander/Hawaiian 0 0

White 0 0

Multi-Racial 0 0

2. Admissions and Days of care by Gender
Please report the number of inpatient physical rehabilitation admissions and inpatient days by
gender.

Gender Admissions Inpatient Days

Male 0 0

Female 0 0

3. Admissions and Days of Care by Age Cohort
Please report the number of inpatient physical rehabilitation admissions and inpatient days by age
cohort.

Gender Admissions Inpatient Days

0-17 0 0

18-64 0 0

65-84 0 0

85 Up 0 0

Part B : Referral Source

1. Referral Source
Please report the number of inpatient physical rehabilitation admissions during the report period
from each of the following sources.

Referral Source Admissions

Acute Care Hospital/General

Hospital

0

Long Term Care Hospital 0

Skilled Nursing Facility 0

Traumatic Brain Injury Facility 0
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0

1. Payers
Please report the number of inpatient physical rehabilitation admissions by each of the following
payer categories.

Primary Payment Source Admissions

Medicare 0

Third Party/Commercial 0

Self Pay 0

Other 0

2. Uncompensated Indigent and Charity Care
Please report the number of inpatietn physical rehabilitation patients qualifying as uncompensated
indigent or charity care

0

Part D : Admissions by Diagnosis Code

1. Admissions by Diagnosis Code
Please report the number of inpatient physical rehabilitation admissions by the "CMS 13" diagnosis
of the patient listed below.

Diagnosis Admissions

1. Stroke 0

2. Brain Injury 0

3. Amputation 0

4. Spinal Cord 0

5. Fracture of the femur 0

6. Neurological disorders 0

7. Multiple Trauma 0

8. Congenital deformity 0

9. Burns 0

10. Osteoarthritis 0

11. Rheumatoid arthritis 0

12. Systemic vasculidities 0

13. Joint replacement 0

All Other 0

Electronic Signature

Please note that the survey WILL NOT BE ACCEPTED without the authorized signature of the Chief Executive Officer
or Executive Director (principal officer) of the facility. The signature can be completed only AFTER all survey data has
been finalized. By law, the signatory is attesting under penalty of law that the information is accurate and complete.

I state, certify and attest that to the best of my knowledge upon conducting due diligence to assure the accuracy and
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completeness of all data, and based upon my affirmative review of the entire completed survey, this completed survey
contains no untrue statement, or incaccurate data, nor omits requested material information or data. I further state,
certify and attest that I have reviewed the entire contents of the completed survey with all appropriate staff of the facility.
I further understand that inaccurate, incomplete or omitted data could lead to sanctions against me or my facility. I
further understand that a typed version of my name is being accepted as my original signature pursuant to the Georgia
Electronic Records and Signature Act.

Authorized Signature: Vicki Lewis

Date: 3/1/2019

Title: CEO

Comments:

Section F (subsection 1b): The last numbers added at the bottom are for 1) Vascular procedures, 2)
Cath Lab procedures and 3) Wound Care Center Procedures respectively.
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Real Property Holdings Owned by the Hospital (HB 321) 

 

 
 

Location1 

 
Parcel ID 
Number 

 
Estimated 

Size 

 
Purchase 

Price2 

Current HealthCare 
Purpose?3 Improvements?4  

 
Notes 

(Optional) Yes No Yes No 

1101 Ocilla Rd. 
Douglas, GA  31533 

D006 142 5.09 acres $802,482 Yes  Yes   

100 Doctors Drive, 
Douglas, GA 31533 

D002009X 1.93 acres $109.508 Yes  Yes   

100 Drs. Dr. Suite G 
Douglas, GA  31533 

D002009C UNK 
 

$545,000 Yes  Yes   

200 Doctors Drive, 
Douglas, GA 

UNK 1.93 acres $109.507 Yes  Yes   

200 Doctors Drive 
Suite 106 / N, 
Douglas, GA 31533 

D002009J UNK $675,000 Yes  Yes   

223 Shirley Ave 
Douglas, GA  31533 

D007154 0.31 acres $103,081 No  Yes   

101 Seymour Ave 
Douglas, GA  31533 

D006005 0.93 acres $410,000 Yes  Yes   

1200 Ward Street 
Douglas, GA  31533 

D003001 4.4 acres $180,000 Yes  Yes   

                                                      
1 Location may be the county, address, or site identification/description. 
2 Purchase price to be listed as of the date of acquisition of the property by the hospital, if known.  If unknown, state “UNK”. 
3 Health care purpose includes the provision of patient care; the provision or delivery of healthcare services, including supportive administrative services; the training and education of physicians, 
nurses, and other healthcare personnel; and community education and outreach relating to health care or wellness. 
4 Improvement means the permanent addition or construction of a building or structure. 
 



1305 Ocilla Road 
Douglas, GA  31533 

D002008 0.58 acres $545,000 Yes  Yes   

2010 Ocilla Rd, 
Douglas, GA 31533 

0097B010 1.04 acres $750,000 Yes  Yes   

1100 Ward St. Ext. 
Douglas, GA  31533 

D006003 0.67 acres 107,422 Yes  Yes   

523 Bowens Mill Rd 
Douglas, GA  31533 

0098183 0.97 acres $225,000 Yes  Yes   

205 Shirley Ave. 
Douglas, GA  31533 

D007143 0.58 acres $110,000 Yes  Yes   

304 Westside Drive, 
Douglas, GA  31533 

D006130 0.56 acres 225,000 Yes  Yes   

196 Westside Drive, 
Douglas, GA  31533 

D006127 1.18 acres 552,713 Yes  Yes   

         
         
Date: _______________. 
Revised: ________________. 
 
 

 

 



               
 

 
List of Hospital Joint Ventures and Ownership Interests (HB 321) 

 
 
 

Entity Name 

 
 

Domicile 

Nature of Ownership or 
Interest 

Book Value of 
Ownership or 

Interest 

 
Notes 

(Optional) 
     
Coffee Regional Medical 
Center Segregated Portfolio 

Cayman Islands The entity was created as a 
segregated portfolio of the 
Georgia Health Care Insurance 
Company SPC.  The entity is 
funded by CRMC, who retains 
contractual rights to all 
beneficial interest in the entity. 

See consolidated 
financial 
statements 

Purpose of entity is to 
provide CRMC and 
affiliates with 
professional and general 
liability coverage. 

     
     
     
   

 



CRH Health Care, Inc. (Parent Company) > 
Consolidating Entities Organization Reporting Chart 

CRH Health 
Care, Inc. 

 
 

CRH Health 
Services, Inc. 

501(c)(3) 

 Coffee Regional 
Medical Center 

501(c)(3) 

Acute Care 
Hospital 

Foundation/ 
Fund Raising 

Holds Real 
Estate 

(2 MOBs) 

CRH  
Ventures, Inc. 

(for profit) 

Provides 
Emergency 

Services 

Revenue Bonds - 
Obligated Group Entities 

 
 

CRH Physician 
Practices 
501(c)(3) 

 

 
 

Emergency 
Physicians of 
Coffee County 

501(c)(3) 

 

Operates 
Physician 
“owned” 
Practices 

Southeastern 
Managed Care, 

Inc. 
(for profit) 

CRMC Segregated 
Portfolio 

(tax exempt) 

Physician 
Hospital 

Organization 
Structure 

Professional 
Liability 

Coverage 

Inactive 
“shell” 

Corporation 

Entities combined and reported 
as “hospital operations” 

Hospital 
Authority 

Coffee County 

CRMC Lease 

Entities combined and internally reported 
separately as “Physician Practice” 
operations for consolidation purposes. 

 
 

Orthopedic 
Surgeons of 

Georgia 
LLC 

 
Records and 
reports Optim 

practice 



               
For the Year Ended December 31, 2017 
 

 
Compensation/Benefits Report – Administrative Positions in the Hospital (HB 321) 

 
(A) Position Title* (B) Breakdown of W-2 and/or 1099-MISC 

Compensation 
 
 

(C) Retirement 
and other 
Deferred 
Compensation 

(D) Nontaxable 
Benefits 

 
(i) Base 
Compensation 

 
(ii) Bonus & 
Incentive 
Comp. 

(iii) Taxable 
Deferred Comp. 
Accrued in Prior 
Years 

(iv) Other 
Reportable 
Compensation 

1. President / CEO 385,449     13,765 
2. Executive VP / Chief Nursing Executive 260,292     19,941 
3. VP / Executive Director of Foundation (1) 190,020     0 
4. VP of Performance Improvement & 

Director of Pharmacy (2) 
188,009     19,941 

5. VP / Controller (3) 148,282     19,941 
6. VP of Nursing Services (4) 125,795     0 
7. VP of CRH Physician Practices 120,204     19,941 
8. VP of Operations 117,871     19,941 
9. VP of Human Resources (5) 106,867     4,588 
10. Nursing Director of Emergency Services 103,342     13,765 
 

(1) Transition from VP/Controller 
(2) In position for 9 months 
(3) CFO not listed as it was a contract position for 2017.  Total paid to CFO contractor was $260,565 
(4) In position for 9 months 
(5) In position for 10 months – resigned October 2017 

             Note, all individuals in the list above were full-time employees. 

 

 

 



 
Lack of continual fulfillment of the conditions set out in the Certification/Accreditation Agreement may render this Certificate invalid.  
 

DNV GL - Healthcare, 400 Techne Center Drive, Suite 100, Milford OH, 45150.    Tel: 513-947-8343        www.dnvglhealthcare.com 
 

Certificate No.: 

276419-2018-AHC-USA-NIAHO 

Initial date: 

9/14/2018 

Valid until: 

9/14/2021 

This is to certify that: 

Coffee Regional Medical Center 
1101 Ocilla Hwy, Douglas, GA 31533 

has been found to comply with the requirements of the: 

NIAHO® Hospital Accreditation Program 
 
Pursuant to the authority granted to DNV GL Healthcare USA, Inc. by the U.S. 
Department of Health and Human Services, Centers for Medicare and Medicaid Services, 
this organization is deemed in compliance with the Medicare Conditions of Participation 
for Hospitals (42 C.F.R. §482).   
 
This certificate is valid for a period of three (3) years from the Effective Date of 
Accreditation. 
 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

For the Accreditation Body: 

DNV GL - Healthcare 

Katy, TX 

 

 

 

______________________ 

Patrick Horine 

Chief Executive Officer 

 

 

 
 

 

 

 



 

 
Lack of continual fulfillment of the conditions set out in the Certification/Accreditation Agreement may render this Certificate invalid.  
 

DNV GL - Healthcare, 400 Techne Center Drive, Suite 100, Milford OH, 45150.    Tel: 513-947-8343        www.dnvglhealthcare.com 
 

 























Billing and Collection Policy 
 

__________________________________________________________________ 
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POLICY 
 
It is the policy of Coffee Regional Medical Center (CRMC) to provide outstanding medical care to our patients while 
maintaining patient confidentiality in accordance with the HIPPA established guidelines.  CRMC’s goal it to create a fair 
and efficient process of collecting payment for services rendered to the community it serves regardless of race, creed, 
color, sex, national origin, sexual orientation, handicap, age, or ability to pay.  
 
CRMC has established a goal of meeting the needs of the community by treating all patients equally with dignity, respect, 
and confidentiality. Also CRMC goals is to respond promptly to patient inquiries regarding their bills and request for 
assistance, ensure hospital billing and collection guidelines are followed, and communicate financial responsibility to the 
patient before services are rendered when possible.  
 
CRMC will evaluate all requests for financial assistance in accordance to the Financial Assistance/Charity policy for 
Coffee Regional Medical Center and will also communicate financial responsibilities prior to and/or after medical services 
have been rendered. All services will be billed in a timely and accurate manner, in accordance with all applicable federal, 
state and local laws and regulations.  
 
CRMC will pre-admit/pre-register patients for services when possible.  Pre-service payments will be requested prior to or 
at the time of service for uncovered portions of patient’s charges.  The amount requested for payment will be determined 
after verification of eligibility and insurance benefits.   
 
Coffee Regional Medical Center as a courtesy will submit the standard UB or 1500 claim form to insurance carriers 
electronically and/or hardcopy if the patient provides required insurance information and signs a consent/assignment of 
benefits.  Patient responsibility with insurance coverage will be determined by contractual agreements with third party 
payers and the patient’s health benefit plan.  Patients will be responsible for any unpaid balances including deductibles, 
co-pays, co-insurance, or non-covered services.    
 
Internal collections and external collection agencies may be used to collect outstanding balances owed. 

Department(s)  Patient Financial Services 

Original Effective Date 07/14/2011 

Scope Departmental 

Cross Reference 
TJC Standard   

Current Review Date 03/12/2014, 09/24/2019 

Signatures Deborah Massey  Date 09/24/2019 

 Deborah Massey  Title Director of PFS 

Signatures 
 

 Date 09/24/2019 

Approved by Lavonda Cravey  Title VP of Corporate Revenue 



2018 Hospital Financial Survey

Part A : General Information

1. Identification                                                                                       UID:HOSP406

Facility Name: Coffee Regional Medical Center

County: Coffee

Street Address: 1101 Ocilla Road 

City: Douglas

Zip: 31533

Mailing Address: PO Box 1287

Mailing City: Douglas

Mailing Zip: 31534

2. Report Period

Please report data for the hospital fiscal year ending during calender year 2018 only.
Do not use a different report period.

Please indicate your hospital fiscal year.
 From: 1/1/2018  To:12/31/2018

Please indicate your cost report year.
 From: 01/01/2018  To:12/31/2018

Check the box to the right if your facility was not operational for the entire year.
If your facility was not operational for the entire year, provide the dates the facility was operational.

3. Trauma Center Designation Change During the Report Period

Check the box to the right if your facility experienced a change in trauma center designation during
the report period.
If your facility's trauma center designation changed, provide the date and type of change.

Part B : Survey Contact Information

Person authorized to respond to inquiries about the responses to this survey.
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Contact Name: John McLeod

Contact Title: Controller

Phone: 912-384-1900

Fax: 912-383-5667

E-mail: john.mcleod@coffeeregional.org
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Part C : Financial Data and Indigent and Charity Care

1. Financial Table
Please report the following data elements.  Data reported here must balance in other parts of the
HFS.

Revenue or Expense Amount

Inpatient Gross Patient Revenue 115,785,783

Total Inpatient Admissions accounting for Inpatient Revenue 4,792

Outpatient Gross Patient Revenue 230,698,296

Total Outpatient Visits accounting for Outpatient Revenue 81,113

Medicare Contractual Adjustments 137,247,632

Medicaid Contractual Adjustments 49,412,137

Other Contractual Adjustments: 36,666,980

Hill Burton Obligations: 0

Bad Debt (net of recoveries): 17,075,169

Gross Indigent Care: 17,119,670

Gross Charity Care: 4,174,515

Uncompensated Indigent Care (net): 17,119,670

Uncompensated Charity Care (net ): 4,174,515

Other Free Care: 1,049,875

Other Revenue/Gains: 7,304,859

Total Expenses: 93,090,995

2. Types of Other Free Care
Please enter the amount for each type of other free care. The amounts entered here must equal the
total "Other Free Care" reported in Part C. Question 1. Use the blank line to indicate the type
description and amount for other free care that is not included in the types listed.

Other Free Care Type Other Free Care Amount

Self-Pay/Uninsured Discounts 0

Admin Discounts 25,908

Employee Discounts 0

Negotiated, Point of Service, Courtesy 1,023,967

Total 1,049,875

Part D : Indigent/Charity Care Policies and Agreements

1. Formal Written Policy
Did the hospital have a formal written policy or written policies concerning the provision of indigent
and/or charity care during 2018? (Check box if yes.)

2. Effective Date
What was the effective date of the policy or policies in effect during 2018?

12/22/2015

3. Person Responsible
Please indicate the title or position held by the person most responsible for adherence to or
interpretation of the policy or policies you will provide the department.?
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PFS Director

4. Charity Care Provisions
Did the policy or policies include provisions for the care that is defined as charity pursuant to HFMA
guidelines and the definitions contained in the Glossary that accompanies this survey (i.e., a sliding
fee scale or the accomodation to provide care without the expectation of compensation for patients
whose individual or family income exceeds 125% of federal poverty level guidelines)? (Check box if
yes.)

5. Maximum Income Level
If you had a provision for charity care in your policy, as reflected by responding yes to item 4, what
was the maximum income level, expressed as a percentage of the federal poverty guidelines, for a
patient to be considered for charity care (e.g., 185%, 200%, 235%, etc.)?

200%
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6. Agreements Concerning the Receipt of Government Funds
Did the hospital have an agreement or agreements with any city or county concerning the receipt of
government funds for indigent and/or charity care during 2018? (Check box if yes.)

Part E : Indigent And Charity Care

1. Gross Indigent and Charity Care Charges
Please indicate the totals for indigent and charity care for the categories provided below.  If the
hospital used a sliding fee scale for certain charity patients, only the net charges to charity should be
reported (i.e., gross patient charges less any payments received from or billed to the patient.) Total
Uncompensated I/C Care must balance to totals reported in Part C.

Patient Type Indigent Care Charity Care Total

Inpatient 7,988,750 565,685 8,554,435

Outpatient 9,130,920 3,608,830 12,739,750

Total 17,119,670 4,174,515 21,294,185

2. Sources of Indigent and Charity Care Funding
Please indicate the source of funding for indigent and/or charity care in the table below.

Source of Funding Amount

Home County 0

Other Counties 0

City Or Cities 0

Hospital Authority 0

State Programs And Any Other State Funds

(Do Not Include Indigent Care Trust Funds)

0

Federal Government 0

Non-Government Sources 0

Charitable Contributions 0

Trust Fund From Sale Of Public Hospital 0

All Other 0

Total 0

3. Net Uncompensated Indigent and Charity Care Charges
Total net indigent care must balance to Part C net indigent care and total net charity care must
balance to Part C net charity care.

Patient Type Indigent Care Charity Care Total

Inpatient 7,988,750 565,685 8,554,435

Outpatient 9,130,920 3,608,830 12,739,750

Total 17,119,670 4,174,515 21,294,185
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Part F : Patient Origin

1. Total Gross Indigent/Charity Care By Charges County
Please report Indigent/Charity Care by County in the following categories. For non Georgia use
Alabama, Florida, North Carolina, South Carolina, Tennessee, or Other-Out-of-State.
To add a row press the button. To delete a row press the minus button at the end of the row.
(You may enter the data on the web form or upload the data to the web form using the .csv file.)

Inp Ad-I = Inpatient Admissions (Indigent Care) Inp Ad-C = Inpatient Admissions (Charity Care)
Inp Ch-I = Inpatient Charges (Indigent Care) Inp Ch-C = Inpatient Charges (Charity Care)
Out Vis-I = Outpatient Visits (Indigent Care) Out Vis-C = Outpatient Visits (Charity Care)
Out Ch-I = Outpatient Charges (Indigent Care) Out Ch-C = Outpatient Charges (Charity Care)

County Inp Ad-I Inp Ch-I Out Vis-I Out Ch-I Inp Ad-C Inp Ch-C Out Vis-C Out Ch-C

Appling 1 12 16 3,007 0 0 7 18,048

Atkinson 110 1,977,109 778 1,261,238 11 57,925 305 642,311

Bacon 12 132,989 57 36,504 1 1,412 23 31,180

Baldwin 0 0 1 36,508 0 0 1 12,168

Ben Hill 13 51,289 102 17,750 1 1,403 31 28,266

Berrien 0 12,712 25 37,754 2 38,732 9 11,992

Brantley 0 0 20 60 0 0 2 11,019

Brooks 0 0 1 3 0 0 0 0

Bulloch 0 0 0 0 0 0 1 272

Camden 0 0 2 6 0 0 0 0

Charlton 0 0 2 3 0 0 0 0

Clinch 2 16 40 9,582 0 0 10 36,093

Cobb 0 0 6 5,251 0 0 0 0

Coffee 425 5,341,768 4,506 7,357,505 47 359,656 1,259 2,320,606

Colquitt 0 0 1 3 0 0 5 15,848

COOK 1 12 1 3 0 0 0 0

CRISP 1 12 0 0 0 0 0 0

DODGE 1 20,025 11 8,416 0 0 0 0

DOOLY 0 0 1 3 0 0 0 0

Dougherty 0 0 4 12 0 0 1 46,725

FLORIDA 0 0 1 1,083 0 0 1 444

GLYNN 0 0 1 3 0 0 6 2,604

HOUSTON 0 0 2 1,270 0 0 0 0

IRWIN 7 72,347 72 83,986 0 0 16 10,148

JEFF DAVIS 22 179,360 141 44,588 5 13,224 67 177,035

JENKINS 0 0 0 0 1 980 1 207

LAMAR 0 0 1 3 0 0 0 0

LANIER 0 0 7 2,717 0 0 0 0

LAURENS 0 0 2 940 0 0 0 0

LOWNDES 0 0 12 33 0 0 1 3,111

MITCHELL 0 0 0 0 0 0 0 0

MONTGOMERY 0 0 2 6 0 0 0 0
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NEWTON 0 0 1 568 0 0 0 0

Other Out of State 1 45,585 5 11,293 0 0 2 2,114

PIERCE 3 122,457 30 37,472 0 0 8 7,049

SUMTER 0 0 1 3 0 0 0 0

TELFAIR 5 32,970 100 118,309 1 6,700 26 92,802

TIFT 1 13 8 30 0 0 6 14,599

TOOMBS 0 0 1 3 0 0 0 0

WALKER 0 0 2 390 0 0 0 0

WARE 5 62 78 34,475 2 65,702 36 78,369

WAYNE 1 12 8 15,206 0 0 0 0

WHEELER 0 0 4 13 0 0 0 0

WILCOX 0 0 6 4,922 1 19,951 4 45,819

Total 611 7,988,750 6,059 9,130,921 72 565,685 1,828 3,608,829
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Indigent Care Trust Fund Addendum

1. Indigent Care Trust Fund
 Did your hospital receive funds from the Indigent Care Trust Fund during its Fiscal Year 2018? 
(Check box if yes.)

2. Amount Charged to ICTF
Indicate the amount charged to the ICTF by each State Fiscal Year (SFY) and for each of the
patient categories indicated below during Hospital Fiscal Year 2018.

Patient Category SFY 2017

7/1/16-6/30/17

SFY2018

7/1/17-6/30/18

SFY2019

7/1/18-6/30/19

A. Qualified Medically Indigent Patients with incomes up to 125% of the

Federal Poverty Level Guidelines and served without charge.

7,583,302 11,464,353 16,027,881

B. Medically Indigent Patients with incomes between 125% and 200% of

the Federal Poverty Level Guidelines where adjustments were made to

patient amounts due in accordance with an established sliding scale.

2,866,427 3,230,906 5,775,288

C. Other Patients in accordance with the department approved policy. 0 0 0

3. Patients Served
Indicate the number of patients served by SFY.

SFY 2017

7/1/16-6/30/17

SFY2018

7/1/17-6/30/18

SFY2019

7/1/18-6/30/19

6,845 8,395 9,086

Reconciliation Addendum

 This section is printed in landscape format on a separate PDF file.
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Electronic Signature

Please note that the survey WILL NOT BE ACCEPTED without the authorized signature of the Chief Executive Officer
or Executive Director (principal officer) of the facility. The signature can be completed only AFTER all survey data has
been finalized. By law, the signatory is attesting under penalty of law that the information is accurate and complete.

I state, certify and attest that to the best of my knowledge upon conducting due diligence to assure the accuracy and
completeness of all data, and based upon my affirmative review of the entire completed survey, this completed survey
contains no untrue statement, or incaccurate data, nor omits requested material information or data. I further state,
certify and attest that I have reviewed the entire contents of the completed survey with all appropriate staff of the facility.
I further understand that inaccurate, incomplete or omitted data could lead to sanctions against me or my facility. I
further understand that a typed version of my name is being accepted as my original signature pursuant to the Georgia
Electronic Records and Signature Act.

Signature of Chief Executive: Vicki Lewis

Date: 9/17/2019

Title: CEO

I hereby certify that I am the financial officer authorized to sign this form and that the information is
true and accurate. I further understand that a typed version of my name is being accepted as my
original signature pursuant to the Georgia Electronic Records and Signature Act.
Signature of Financial Officer: Martin Hutson

Date: 9/17/2019

Title: CFO

Comments:
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2018 Positron Emission Tomography (PET) Services Survey

Part A : General Information

1. Identification                                                                                       UID:HOSP406

Facility Name: Coffee Regional Medical Center

County: Coffee

Street Address: PO Box 1287 

City: Douglas

Zip: 31534

Mailing Address: PO Box 1287 

Mailing City: Douglas

Mailing Zip: 31534

Medicaid Provider Number: 000000448A

Medicare Provider Number: 11-0089

2. Report Period

Report Data for the full twelve month period- January 1, 2018 through December 31, 2018.
Do not use a different report period.

Check the box to the right if your facility was not operational for the entire year.
If your facility was not operational for the entire year, provide the dates the facility was operational.

08/13/2018 - 12/31/2018

Part B : Survey Contact Information

Person authorized to respond to inquiries about the responses to this survey.

Contact Name: Lavonda L Cravey

Contact Title: VP Corporate Revenue Cycle

Phone: 912-383-5600

Fax: 912-383-5680

E-mail: lavonda.cravey@coffeeregional.org
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Part C : Ownership, Operation and Management

1. Ownership, Operation and Management
As of the last day of the report period, indicate the operation/management status of the facility and
provide the effective date. Using the drop-down menus, select the organization type. If the category
is not applicable, the form requires you only to enter Not Applicable in the legal name field. You
must enter something for each category.

A. Facility Owner
Full Legal Name (Or Not Applicable) Organization Type Effective Date

Coffee County Hospital Authority Hospital Authority 06/30/1949

B. Owner's Parent Organization
Full Legal Name (Or Not Applicable) Organization Type Effective Date

Coffee County Local Govt 01/01/1900

C. Facility Operator
Full Legal Name (Or Not Applicable) Organization Type Effective Date

Coffee Regional Medical Center, Inc. Not for Profit 01/01/1995

D. Operator's Parent Organization
Full Legal Name (Or Not Applicable) Organization Type Effective Date

CRH Health Care, Inc. Not for Profit 10/28/1994

E. Management Contractor
Full Legal Name (Or Not Applicable) Organization Type Effective Date

Not Applicable Not Applicable

F. Management's Parent Organization
Full Legal Name (Or Not Applicable) Organization Type Effective Date

Not Applicable Not Applicable

2. Changes in Ownership, Operation or Management
Check the box to the right if there were any changes in the ownership, operation, or management of
the facility during the report period or since the last day of the Report Period.
If checked, please explain in the box below and include effective dates.

3a. Type of PET Authorization (Select one only.)

Mobile Vendor CON Holder

3b. Certificate of Need Project Number
Please enter the Certificate of Need project number.

GA 017-01
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3c. Name of Mobile Vendor (If selected PET CON (Mobile Contract) at 3A. above.)
 

Diversified Imaging Services, Inc. Diagnostic Pet, LLC

Part D : PET Imaging Services Technology and volume by Diagnostic Type

1. Manufacturer and Model
Please document the manufacturer and model of PET equipment and select PET only or PET/CT
Hybrid Unit. NOTE: IF you have more than one scanner, please complete one survey for each
machine.

PET / CT Hybrid Unit
Siemens Biograph 16 TruePoint PET/CT

2. Patients and Scans for PET Imaging Services
Please report the patients and scans for PET imaging services during the reporting period by the
patient's primary diagnostic area. Please provide unduplicated patient counts within each of the
three subgroups. The sum total of all patients for all three diagnostic areas (automatically calculated
by the web page) may include some duplication.

Oncology Patients Number of Patients Total Number of Scans Follow Up Scans

Lung and Bronchus Cancers 12 13 1

Colon and Rectal Cancers 2 3 1

Lymphoma Cancers 6 7 1

Melanoma Cancers 2 2 0

Esophageal Cancers 1 1 0

Head and Neck Cancers 2 2 0

Breast Cancers 6 6 0

Other Cancers 9 9 0

Total 40 43 3

Cardiovascular Patients Number of Patients Number of Scans

All Cardiovascular Patients 0 0

Total 0 0

Neurology Patients Number of Patients Number of Scans

Dementias (incuding Alzheimer's) 0 0

Other Neurological Use 1 1

Total 1 1

Other Diagnostic Areas Number of Patients Number of Scans

All Other Patients 0 0

Total 0 0
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Part E : PET Services Financial Summary and Patient Demographics

1. Patients by Primary Payment Source
Please report the total number of patients (unduplicated) receiving PET services by primary
payment source.

Primary Payment Source Number of Patients (unduplicated)

Medicare 28

Medicaid 5

Third-Party 7

Self-Pay 1

Total 41

2. Total Charges and Adjusted Gross Revenue
Please report the total charges and adjusted gross revenues for PET services.

Total Charges Adjusted Gross Revenue

260,140 175,354

3. Total Uncompensated Charges and I/C Patients
Please report the total amount of uncompensated PET services charges that can be attributed to
persons who are indigent or eligible for charity care. Also provide the number of I/C patients in the
PET program.

Total Uncompensated Charges I/C Patients

4,983 8

4. Average Treatment Charge
What is your program's average treatment charge for a PET scan or study (one patient visit
regardless of number of images)?

5,800

5. Patients by Race/Ethnicity
Please report the number of patient served during the entire report period by the following race and
ethnicity categories.

Race/Ethnicity Number of Patients

American Indian/Alaska Native 0

Asian 0

Black/African American 3

Hispanic/Latino 1

Pacific Islander/Hawaiian 1

White 36

Multi-Racial 0

Total 41

6. Patients by Age Group and Gender
Please report the number of patients served during the entire report period by the gender and age
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grouping below.

Age Group Male Female

Ages 0-14 0 0

Ages 15-64 10 9

Ages 65-74 7 6

Ages 75-85 1 7

Ages 85 and Up 1 0

Total 19 22

7. Participation in Reporting
Does your facility/service participate in and report to the Georgia Comprehensive Cancer Registry?
(check box for YES, leave unchecked for NO)

8. Days and Hours of Operation 
Please indicate the days and hours of operation for your program's PET services.

Mon    Tue    Wed    Thurs    Fri    Sat    Sun

Hours of Operation: 1:30pm until 7:00pm

9. Total Number of Days that PET Scans Were Offered
Please report the total number of days that PET scans were offered during the report period.

Total Days PET Scans Offered

10

Part F : Mobile PET Services

1. Mobile PET Services- (For mobile vendors holding a CON to provide PET services.)
Please report each location served during the reporting period and the number of days of services
provided at each loacation for each month. If your PET service is fixed-based, or your facility holds a
CON for mobile PET services under contract, continue with Part G.

Site Name Site County Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
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Part G : Patient Origin Table (Must be completed by all providers)

1. Patient Origin by County
Please report the county of origin for patients served by your PET program during the report period. 
Note to Mobile PET Providers who hold a CON: You must complete this section for every site visit
location. Please select from the list of site visit ocations(s) provided above.

Name County Patients Served Patient County

Coffee Regional Medical Center Coffee 1 Appling

Coffee Regional Medical Center Coffee 7 Atkinson

Coffee Regional Medical Center Coffee 1 Bacon

Coffee Regional Medical Center Coffee 1 Clinch

Coffee Regional Medical Center Coffee 26 Coffee

Coffee Regional Medical Center Coffee 1 Jeff Davis

Coffee Regional Medical Center Coffee 3 Telfair

Coffee Regional Medical Center Coffee 1 Ware

Total 41
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Electronic Signature

Please note that the survey WILL NOT BE ACCEPTED without the authorized signature of the Chief Executive Officer
or Executive Director (principal officer) of the facility. The signature can be completed only AFTER all survey data has
been finalized. By law, the signatory is attesting under penalty of law that the information is accurate and complete.

I state, certify and attest that to the best of my knowledge upon conducting due diligence to assure the accuracy and
completeness of all data, and based upon my affirmative review of the entire completed survey, this completed survey
contains no untrue statement, or incaccurate data, nor omits requested material information or data. I further state,
certify and attest that I have reviewed the entire contents of the completed survey with all appropriate staff of the facility.
I further understand that inaccurate, incomplete or omitted data could lead to sanctions against me or my facility. I
further understand that a typed version of my name is being accepted as my original signature pursuant to the Georgia
Electronic Records and Signature Act.

Authorized Signature: Vicki Lewis

Date: 05/10/2019

Title: CEO

Comments:

Please note that for Part A, Question 2 regarding the Report Period: This period (08/13/2018 -
12/31/2018) is specifically in reference to our facility offering PET services to our patients. Our
facility was fully operational for the entire year.
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