HOSP345 2025 Annual Hospital Questionnaire

Part A: General Information .~

UiD: HOSP345

1. ldentifcication

Facility Name:

Monrae County Hospital

County:

Monroe

Streat Address;

. 88 Martin Luther King Jr Drive
City:

FORSYTH, éA 31029

Zip: |
© 31020

Maillng Address:

PO Box 1068

Maiting City:

Forsyth

Mailing Zip:

© 31029-1068

Medicaid Provider Number:
0001361

Maedicare Provider Number:

111318

3. Report Period

Report Data for the full twelve month period, January 1, 2025 - December 31, 2025 (365 days). Do not use a different report
period

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

| January 1, 2025- December 31, 2025

Part B: Survey Contact Information

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




Contact Name:
Peggy Leverett
Contact Title:
Exectitive Assistant
Phone: L
. 478-394-6210 :
Fax:

- 478-934-8798

Email;

" PEGGY.LEVERETT@monroehospital.org

Operation,

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 effactive date,
Using the drop-down menus, sefect 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)
¢ The Hospital Authority of Monree County

Organlzation Type
Hospitat Authority

Effective Date

i 07/01/1959

B. Owner's Parent Organization

Full Legal Name {Or Not Appilcable)
L N/A

Organization Type
Mot Applicable ‘

Effective Date .

mm/dd fyyyy

C. Facility Operator

Full Legal Nama {Or Not Applicabiz)
/A

Organlzation Type

© Not Applicable



Effective Date

am/dd fyyyy

D. Operator's Parent Organization

Full Legal Name (Or Not Applicable)
© /A

Organization Type
Not Applicable

Effective Dale

- mm/dd/yyyy

E. Mianagement Contractor

Full Legal Name (Or Not Applicable)
. Alethela Health Partners, INC

Organization Type

~ For Profit

Effective Date

1170142023

F. Management's Parent Organization
Full Legal Name (Or Not Applicable)
: nfa

Organization Type
Not Applicable

Effective Date

mm/dd/yyyy

2. Changes in Ownership, Operation or Management

Check the box to the right if there were any changes in the ownership, operation, or ianagement of the facility during the report petlod or sihce
the last day of the raport perlod
If you checked the box for yes, please explain in the box below and Include effective dates

o




Check the box to the right if vour facllity is part of a health care system
Name

City

State

4,

Check the box to the right i your hospital is a division or subsidiary of a holding company
Name

City

State

5.

Check the box to the right If the hospltal itself operates subsldiary corporations
Name

City

State

6.

Check the hox to the gfght If your hospltat 1s a member of an alliance
Name

.

Clty

State

o




Cheek the box to the rght if your hospital is a participant In a health care network
Name

City

State

8. Peer Review Process Related to Medical Errors

Check ihe box to the Hght if the hospltal has a policy or policies and a peer review process related to medical errors

9. Primary Care Physician Group Practice

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? {(checic
the appropriate boxes)

Health Malntenance Organlzatton{HMO}
Preferred Provider Organtzation{FPO)
Physician Hospital Crganization{PHO)
Pravider Service Organization{PSO)
Other Managed Care or Prepald Plan

10b. Manage 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

Health Maintenance Organization
Preferred Provider Organization
Indemnlty Fee-for-Service Plan

Another Insurance Product Mot Listed Above

11. Owner or Owner Parent Based in Another State

If the awner 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)

Part D: Inpatient Services




1. Utilization of Beds as Set Up_and Staffed(SUS),

Please Indicate the following information. Do not include newhorn and neonatal services, Do not include long-term care units, such
as Skilled Nursing Facility beds if not licensed as hospital beds. if your facility Is approved for LTCH beds report them below,

E)g;;trics (o GYN, includs | 15 1 | B il 1| B 11k !
Pediatrics (Non ICU) o I | p i P | | b | | ¥ |
Pediatric 1CU b | | b [P | 1P | b |
Gynecology (No OB) o | { b L1 b b | | o l
General Medicine o | | b | | b Il b | | b |
General Surgery P | { b [1b || b | | © 1
Medical/Surgical [2s | | [184 | | b3s l§ [ise | | |64 |
Intenslve Care P |k i P | 1P | | b |
Psychiatry b | | b || b F1b HER |
Substance Abuse o | b | | o | b || b |
Qc;u;tllj::;lslca! Rehabilitation ID I b 1 IO I b I ‘0 l
Rehabladon (17 b | B | b B 1]k |
Burn Care b |1 P 1 p | | p | | b |
fj‘:i;‘zgat?:s)("‘d”“ Al b | | B 1 | [.08 ] | p3s | | E22s i
oA 1B || B | B | B |
l [ip | | b || b | | b | | b |
I ) P b | | o | | P | | b |
| |1 P [ | b | | b | | b | p |
Tatal R 25 518 6,544 524 5,787

Category SUSBeds Admisslons npatlent Doys  Dlscharges  Dischargo Days

Intonskveo Care Totals | O ¢ 4 0 [

Rehab Totals 0 0 G 0 0

2. Race/Ethnhicity



Please report admisslons and Inpatlient days for the hospital by the followlng race and ethnicity categorles, Exclude newborn and
neonatal

American Indlan/Alaska Natlve b

Asian b | | b
Black/Aftican American B2 | | b5
Hispanic/Latino b | 1 p
Pacific Islander/Hawallan o 1 iO
White [i52 | | les7
Muitl-Raclat o | |
Total 184 928

3. Gender

Please report admissions and inpatlent days by gender, Exclude newborn and neonatal

Male 87 | | Ppas
Female o7 | | 1589
Total 184 238

4. Payiment Source

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

Medicare h7 | | 256
Medicaid B | | B2
Peachare | b Pl B

Third-Parly IO ] 10

Self-Pay [14 || 4
Other [115 1| lss
Jotl 184 818

5, Discharges to Death

Please raport the total number of Inpatient admisslons discharges during the reporting period due to death

12

6. Charges for Selected Services




Please report the hospital's average charges as of 12-31-2025 (to the nearest whole doliar)

Private Room Rate

Semi-Private Room Rate
Qperating Room: Average Charge for the First Hour

Average Tota! Charge for an Inpatient Day

9,248

Part E: Emergency Department and Outpatient Services

1. Emergency Visits

Please report the number of emergency visits only

12,030

2. Inpatient Admissions from ER

Please report inpatient admssions to the Hospltal from the £R for emergency cases ONLY

- 150

3. Beds Available

Please report the number of beds available in ER as of the tast day of the report period

9

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

Beds dedicated for Trauma o o
Beds or Rooms dedicated for Psychiatric /Substance Abuse cases Io oo
General Beds lo 0
I || © ©
I || b o
i || o

I || b

5. Transfers

flease provide the number of Transfers to another Institution from the Emergency Department

. 432




6. Non-Emergency Visits

Please provide the number of Qutpatient/Clinic/All Other Non-Emergency visits to the hospital

C 5116

7. Observation Visits/Cases

Please provide the total number of Observation visits/cases for the entire report pericd

- 180

8. Diverted Cases

Please provide the number of cases your ED diverted while on Ambulance Diversion for the entire report perlod

S0

9, Ambulance Diversion Hours

Please provide the total number of Ambulance Diversion hours for your ED for the entire report perlod

e

10. Untreated Cases

Please provide the number of patlents who sought care In your £ but who left without or before being treated. Do not include patients who were
transferred or cases that were diverted

207

Part F:

‘Setvices 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 Service 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




Podatric Services B l4
Renal Dialysis B b
ESWL [ e
Billiary Lithotropter 3 b
Kldney Transplants B 3
Heart Transplants |3 [4
Other-Organ/Tissues Transplants |3 ld
Dlagnostic X-Ray h [!
Computerized Tomography Scanner (CT5) [1 [1
Radlolsotope, Diagnositic [3 Id
Positron Emission Tomography (PET) ‘3 ]4
Radioisotope, Therapeutic |3 k
Magnetic Resonance Imaging (MR1) [1 ]1
Chemotherapy |3 }4
Resplratory Therapy 11 [1
Qccupational Therapy P h
Physical Therapy P it
Speech Pathology Therapy P i
Gamma Ray Knife B

Audlology Services [3

HIV/AIDS Diagnostic Treatment/Services IB

Ambutance Services B

Hospice IZ |1
Respite Care Services ft [
Ultrasound/Medical Sonography 1 ft
l b g
i 3

| p

1b. Report Pericd 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




Number of Padlatric Patients

Number of Dlalysls Treatments

Number of ESWI. Patients

Number of ESWI. Procedures

Number of ESWL Units

Number of Blilary Lithotripter Procedures
Number of Biltary Lithotripter Units

Number of Kidney Transplants

Nuiber of Heart Transplants

Number of Other-Organ/Tissues Treatments
Number of Diagnostic X-Ray Procedures
Number of CTS Units {inachines)

Number of CTS Procedures

Number of Diagnostic Radiolsotope Procedures
Number of PET Units {machines)

Number of PET Procedures

Number of Therapeautic Radiolsotope Procedures
Number of Number of MR Units

Number of Number of MRI Procedures

H H
Iﬁs;nl;:ar of Chemotherapy Treatments

A

Number of Respiratory Therapy Treatments
Wtjg%ber of Qccupational Therapy Treatiments

Nﬁ,ﬁiber of Physical Therapy Treatments

Tx

M‘NUW{JEY of Speech Pathology Patlents
ﬁ-h;;ﬁ‘l\ber of Gamima Ray Knife Procedures
Number of Gamma Ray Knife Units
Number of Audiology Patients
Number of HIV/AIDS Diagnostic Procedures
Number of HIV/AIDS Patients
Number of Ambulance Trips

Number of Hosplce Patlents

Mumber of Resplte care Patients

i =-1iR=1 = I = AR S




Number of Ultrasound/Medical Sonography Units |1
Mumber of Ultrasound/Medical Sonography Procedures [1,069
Number of Treatments, Procedures, or Patients {Other 1) IO
Number of Treatments, Procedures, or Patients {Other 2) IO
Number of Treatments, Procedures, or Pattents (Other 3) ‘0_

2. Medical Ventilators

Provide the number of computerized/mechanical Ventifator Machines that were in use or available for immediate use as of the {ast day of the report
perlod (12/31)

6

3. Robotic Surgery System

# Units
0
it Procedures
- 0
Type of Unlt{s)

n/a

Part G: Facility Worldforce Informaton -

1. Budgeted Staff




Please report the number of budgeted fulltime equivalents (FTEs) and the number of vacancies as of 12-31-2025. Also, Inc!u(ie the
number of contract or temporary staff (eg. agency nurses) filling budgeted vacancles as of 12-31-2025

Licensed Physicians b Pl b o |
Physiclan Assistants Only (not inciuding Licensed Physiclans) IO | {0 |0 |
Registered Nurses (RNs Advanced Practice*) P75 | 1 ls 3 |
Licensed Practical Nurses {LPNs) [ta4 | | I8 b |
Pharmacists P | P P |
Other Health Services Professianalst s | | s o |
Administration and Support ) | | b b |
All Other Hospltal Personnel (not included in above) 150.5 | | b lt63, i

2. Filling Vacancies

Physlcian's Asslstants

Registered Nurses (RNs-Advance Practice)
Licensed Practical Nurses {LPNs)
Pharmacists

Other Health Services Professionals

All Other Hospltal Personnel (not Included above)

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

| Not Applicable 1 vi
[61-90 Days vl
131-60 Days v]
[ Not Applicable Y]
|31-60 Days Vi
|30 Days or Less vl

3. Race/Ethnicity of Physicians

Pleasa report the number of physiclans with admitting privileges by race

American Indian/Alaska Mative

Aslan

Black/African American
Hispanic/Latino

Paclfic Islander/Hawailan
White

Multi-Raclal

Total




4. Medical Staff

Please report the number of active and assoclate/provisional medical staff for the following specialty categories. Keep in mind
that physiclans may be counted in more than one speciaity. Please Indicate whether the specialty group(s) Is hospital-based.
Also, indicate how many of each medical speclalty are enrolled as providers In Georgla Medicald/PeachCara for Kids and/or the
Public Employee Health Benefit Plans (PEHB-State Health Benefit Plant and/or Board of Regents Beneflt Plan)

General and Family Practice

Pediatricians

General Internal Medicine
ps ]

ey o 1 [
k=2

Other Medical Speciaities 6

Obstetrles
Non-08B Physiclans Providing OB Services _
Gynecology D
Ophthalmology Surgery C} !
Orthopedic Surgery m
Plastic Surgery C::]
General Surgery -
Thoracic Surgery _]
Other Strglcal Speclalties C\

s 1o o] =S [ ™= [ &) [@]
o o I -0 IR o B oo Y I O A= I ot B e




Anesthosiology ] b | | b |
Dermatology b 1 P |l |
Emergency Medicine b |1 b |
Nuclear Medicine b b |1 b |
pathology b [ 1o |
Psychiatry ] P | |
Radlolagy b | o |
l || b | p | | [o |
| || B | p || P |
| || e | D || b |

Sa, Non-Physicians

Please report the number of professlonals for the categories below. Exclude any hospital-based staff reported in Part G, Questions
1,2,3 and 4 above,

Dentists {Include ora! surgelons) with Admitting Privieges b |
Podiatrists o !
Certified Nurse Midwives with Clinleal Privileges In the Hospital b I
All Other Staff Affiliates with Clinlcal Privileges in the Hospital 12 I

5b. Name of Other Professions

Please provide the names of professions classified as "Other Staff Affiliates with Clinlcal Privilages” above.
Tanuny Barnett, NP; Rebecca Sherwood, NP; Elizaheth Goodwin, NP; Robert Pye, NP; Bryan Justice, CRNA; Willlam Agudelo, CRNA; Carmen Potts, CRNA; D

Comiments and Suggestions

Part H: P

ician Name and License Number

1. Physicians on Staff




Please report the full name and license number of each physician on staff, You may enter the data on the web form or upload the
data to the wab form using a .csv file that matches our downloadable template. The .csv file must contaln two columns, with the full

name and the left and the license number on the right. If you include column headings, they must match those providad in our
template

Only use commas lo separale values

PartI: Patient Origin Table

1. Patient Origin

s Inpat=inpatient Services » S513-17=Substance abuse adalescent 13-17
» Surg=Outpatient Surgical » F18+=Extended care adult 18 and over

+ OB=0Obstetric + E13-17=Extended care adolescent 13-17

s P18+=Acute psychiatric adult 18 and over + E0-12=Extended care children 0-12

+ P13-17=Acute psychiatric adolescent 13-17 ¢ LTCH=Llang Term Care Hospital

s PO-12=Acute psychiatric children 12 and under « Rehab=Inpatient Physical Rehabilitation

¢ S18+=Substance abuse adult 18 and over




Please report the county of origh for the inpatient admissions or discharges excluding newborns {except surgical services should
include outpatients only).You may enter the data on the web form or upload the data to the web form using a .csv file that matches
our downloadable template.The .csv file must contain the same column headings as shown in our template, in exactly the same
order. You do not need to include every county, but the county names, state names, and other out of staie category must match
those in our template,

[Bibb v]| fio] | B | BY | BB | &1 | BT el | k]| BBl |E]|E |
[buus v)| fo]) | B | B1 | B | B[ BI| B0 | BD |60 | B | B]| BB |
[oustov] | F] | B | b1 | 81| B E) |6 | BB |l BI{ED|E 1
omar ¥} 6] | 0| B | B0 | B | B1| B | ED BB |R]|R]|E |
[momor) | fi37] | B] | b1 | BB | B | B jR]|R]|E]|E]|ED|E ;
foercv] | | B | B3| 00| B0 | &) BT | B3| B | BD|El|ED|6B |
[spatdine] | 1 B [ B] [ BT | B | B1| B | 60| BD|BDE]|ED|E 1
[ogior M| 01| B[ 61|60 | 60| B0 |6 | B[ BT B[R] |B]|E |
wane ¥]| ] | B[ B]| B0 | &D | B0 | B | B | b1 | B3| BT E]|6B |
Hey vI| BT | B0 | B | B[RO | BT B0 | B0 B0 | BT B1| B} R |
[eentiiv] | 1| B | BJ | BB | B | ED | b |6 | BT|B]|ET|E |
leym V| ] | BJ | RI|BD|F]|B]| B[ BD|BD | 60| B3| ED]|E |
[Menwev]| 7] | B | &I | B | 6] | B} 81| R || BT |E]|B]|E |
[Peach V1| B | i) (&) | B3| RD|B] B[R] |RD|ED|81|6D|E 1
[Upson ]| B | 0 | 61 | B[] | E)| 6D |BD|ED|RD|BD|ED|E r
Totals 44 t 3 | 06 ¢ +o0o (0 |6 +O0 (O O 0 0 |0




Surgical Services Addendum

1. Surgery Rooms in the OR Suite

Please report the Number of Surgery Rooins, (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

General Operating lo | [9 I it I 1
Cystoscopy (OR Sults) o | | P | | P | 1o
Endoscopy (OR Suite) [0 [ {0 1 IO | 0 ;
I || b | | b |k || o
Total 0 0 { 1
2. Procedures by Type of Room
Please report the number of procedures by type of room., ’

Genera} Operating o | [ b [ 1B I 3
Cystoscopy o | i b | i b | | o
Endoscopy p | b | B || B RE
| b | | b | | b | 1 b | | o
Total ¢ 0 0 3 3

3. Patients by Type of Room

Please report the number of patients by type of room.

General Operating b | | b | | b [ | B | 2
Cystoscopy o | | b | i p | | © | o
Endoscopy b | | b 1tb Pl b || o ]
l i B | | b | | b | | B || o
ol e toe 0 s s

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




1. Race/Ethnicity of Ambulatory Patients

Please report the total number of amhbulatory patients for both dedicated outpatlent and shared room environment,

American Indian/Alaska Native }0 |
Asian IO l
Black/Afrlcan Amerlcan b I
Hispanic/Latino [0 1
Paclflc istander/Hawailan [0 I
White B |
pulti-Raclal [0 |
Total - 3
2. Age Grouping

Please report the total number of ambulatory patients by age grouping,

Ages 0-14 b |
Ages 15-64 b ]
Ages 65-74 B |
Ages 75-85 b |
Ages 85 and Up b |
Total 3

3. Gender

Please report the total number of ambulatory patients by age gender.

Male [0 l
Female i3 |
Total IR 3

4. Payment Source




Please report the total humber of ambulatory patients by payment source, Report Peachcare for Kids as Third-Party.

Mdcare | [t !
Medicaid 4 !
Third-Party ' 2 2
Self-Pay p |
Total 3

Georgia Minority Health Advisory Council Addendum ~

Because of Geargia's racial and ethnic diversity, and a dramatic lncrease in segments of the population with Limited English
Profictency, the Georgia Minarity Health Advisory Council is working with the Departiment of Community Health to assess ouy
health systems' ability to provide Culturally and Linguistically Appropriate Services (CLAS) o all segments of our population. We
appreciate your willinghess to provide information on the following questions:

Do you have pald medical lnterpreters on staff? {Check the boy, if yes)
I you checked yes, how many? (FTEs)

What languages do they most often interpret?

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

Bllingual hospitat staff member
Community Velunteer interpreter

Refer patient to outside agency -
Bilingual member of patlent's family !
Telephone interpreter service

Other
Please describe

Language Line

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

[Spanish |




What training lave you provided to your staff to assure cultural competency and the provision of Culturally and Linguistically Appropriate Services
(CLAS] to your patients?

i New Hire Orientation and Annual Employee Competency training for Cultural Diversity

What is the most urgent tool or resource you need in order to Increase your ablity to provide Culturally and Linguistically Appropriate Services {CLAS)
to your patients?

: nfa

In what languages are the signs written that direct patients within your facility?
Language Cne;
Spanish

Language Two!
Language Three:
Language Four;

if an unistired patient visits your emergency departinent, is there a community health center, federatly-qualified health center, free clinlc, or other
reduced-fee safety net clinic nearby to which you could refer that patlent In order to provide him or her an affordable primary care medical home
regardless of abllity to pay? (Check the box, if yas)

if you checked yes, what Is the name and locatlon of that health care center oy clinfe?

Rock Springs Clinic, 134 Martin Luther King Jr Drive, Forsyth, GA 31028, Care Connect 130 North Lee Street Forsyth Ga 31029, Monroe County Health Dep

Employment Addendum

Did your factlity employ one or more nurses holding a multistate license pursuant to O.C.G.A. § 43-26-60 el seq. for 30 days or more in 2025
(January 1, 2025 through December 31, 2025)7 (Check the box, if yes.)

-t

I




If yes please fist each nurse helow: 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 uplead the data to the web form using the .csv file, The csv file upload is recommended,
especially if you have a large number of records to add to the form.)

briua Gils |+ fest ickney Cre i year | | BA No ]sn/- presen
[amanda Moare | | |5465 Hwy 362 W, | 5 months I 1 A o l874/25- present
[Amanda swbbs | | 112 Tyus Street, Ba] | [11 months | | ©A INo [2/28725- present
[andrea Fournter | | [133 Creekside tand | [2 manths | | kA [No [12/01/25- present
fandrew Arcand | | {258 Ridgebend Diiy | 4 manths I | ba Nes [fo721/25- present
Anslee Gord | | {104 Creekside Teail] | [3 months | | ©BA {No [11/19/25- present
Brandy Myers | | 171 River Walk Fory | [1year3amonths | | A [No [11/18/24- present
IBridget Jones  } | [i02 Forest Overlag} | |1 year, 3months } | [6A INo [12/16/24-present
[Brittany steiger | | 193 Deerfield Tracd | |8 months | | kA o [5/7/25- present
Kcheryl Mckeowmy | | [503 Parks Road For] | [2year7months | | A [no [7/3/23-~ prasent
[conner McMichae] | 1785 Nottingham Df | [3 year | | BA iNo [10/3/2022- present
[crashunia Stodghi] | [3376 Brownlee Rod | f2 year |1 A o [2/16/23- present
[Crystal preston | | [4009 High Fails Rd] | i year | ka No [12/9724- present
[crystal Tusty | | [66 Qakbridge DrE] | 2.5 year | | A [Na [7/3/23- present
[pavidBrown | | [1900 SmithRoad, § | {2 year | 1 BA o 8/28/23- present
[Emilyvining | | [123 Zebulon Road,| | [0 months | | BA iNo I5/12/25- present
[Genevieve ob;woél [335 Sleepy Lane W} | |4 year | | kA INo B/10/22- present
lackson Davis | | [115 Pinedate Sweed | [2 year P 1A [No [11/17725-present
Dacquelyn Hollows] | [122 Landing way, d | | year P ba Mo [p/14722- present
lessica Murphy | | 145 Hillsdale Rd £d] | |6 year | | A INo [1722/20-present
[katelyn Hanson-M | [307 Hickory Road, ] | |3 menths | | BaA [No [11/17/25- present
[Kayla Harper | | [584 Eady CreekRa] | [2year | | kA INo [1715/24- present
[emuel Huston | | |04 Weber Caut t] | [year | | [a [No lo/26724- present
[atishiaking | | [522Beverly Drive, 1 | [2year |1 A INo {10/9/23- present
lauren Epperson | | [308 Sims Street Ba] | |5 year | | A [No [10/17/20-present
[Magean Mullis {1 | [11 Buckhead land| | |1 year T NO W/15/24- present
[Makena Hughes | | [153 Trice Road, Mil] | [5 months | | GA [No [10/6/25- present
Matthew Smith | | l672 Grove street B8] | [7 months | | ka o [7/28/25- present
Paciekinard 1 | [112 Moore Street§ | i year b Ba [No ls717/24- present




[Rhianon Mangan 1 | [129 chamlee Wayd | [t year A [No [12/13/24-present
(Rifey Brumbalow | | [235Singley Road 1} [ [3 years GA INo [2/19/22- present
Rodericatamb | | [122 West Rtiver Car] | {1 year kA es [11/8/24- present
[Sarah Gibby | | [170 Berry Road Bar] | |8 manths kA INo lo/12/25- present
[sarah McDowell | | [345Us Hwy 3418 | [5years GA INo [10/12/20- present
[shantia Thomas | | [248 EdgewsterDr,] | [7 months GA INo [7128/25- present
lshelley Rowell | | [205 Lorraine Woodi | [3 years GA [No [10/6/22- present
[sherwin Bland | | [1049 Birdseye View | [11 months foH INo B3/10/25- present
fawnie Campbell } | [356 Oakridge Drivd | [4 years GA [No [12/15/21- present
Minity Stokes | | 1284 PeaRidgeRd] | [6months Ga fio [B/4/25- present
WWrojay Robinson | | [55 Nelson Road, TH | 3 kA fNo lo/12/22-present
Ifvette Velazquez | | {360 Preskness Way| | [3 years Ga iNo 11717/23- present

Gnly use commas fo separate volues

Example Entry: Dean Venture, 1234 Street Name Atlanta GA 30033, 1 year 3 months 12 days, GA, Yes, January 2025 - Present
Note: This is ah example and there is no unit requirement for Duration




Please hote 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 Jaw, the signatory is
attesting under penalty of faw that the information is accurate and complete, | 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. | further state, certify and attest that | have reviewed the entire contents of the completed survey with all apprapriate staff of the
facility. [ further understand that inaccurate, incomplete or omitted data could lead to sanctions against me or my facility. | 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. Do not sign until you are ready to submit, Signed surveys wili be locked to prevent post-validation revisions that
cotild through the survey out of halance, 1 you sign the survey, you will need to contact us to unloclc it for revision.

Authorized Signature

© Kerry Trapnell

Date
- 03/09/2026

Title
CAQ, Aletheia Health Partoers, INC

Comiments

Response Errors

TAR QUESTION ERROR




