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HOSP414 2025 Annual Hospital Questionnaire 

Part A: General Information 

UID: HOSP414 

1. Identifcication 

Facility Name: 

Northeast Georgia Medical Center Habersham 

County: 

Habersham 

Street Address: 

541 Historic Highway 441 

City: 

Demorest 

Zip: 

30535 

Mailing Address: 

541 Historic Highway 441 

Mailing City: 

Demorest 

Mailing Zip: 

30535 

Medicaid Provider Number: 

00000877A 

Medicare Provider Number: 

110041 

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 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: 

Linda Berger 

Contact Title: 

Director of Strategy and Planning 
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Effective Date 

07/01/2023 

E. Management Contractor 

Full Legal Name (Or Not Applicable) 

N/A 

Organization Type 

Not Applicable 

Effective Date 

mm/dd/yyyy 

F. Management's Parent Organization 

Full Legal Name (Or Not Applicable) 

N/A 

Organization Type 

Not Applicable 

Effective Date 

mm/dd/yyyy 

GA Health Planning Surveys 

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 you checked the box for yes, please explain in the box below and include effective dates 

Check the box to the right if your facility is part of a health care system 

Name 

Northeast Georgia Health System, Inc. 

City 

Gainesville 

State 

G A  

Check the box t o  the right i f  your hospital i s  a division or subsidiary of a holding company 

Name 

Northeast Georgia Health System, Inc. 

City 

Gainesville 

State 

G A  
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Check the box to the right if the hospital itself operates subsidiary corporations 

Name 

City 

State 

Check the box to the right if your hospital is a member of an alliance 

Name 

VHA of GA Inc./Vol of Amer/GA Allian Comm Hosp 

City 

Atlanta/Dallas/Atlanta 

State 

GA/TX/GA 

7. 

Check the box to the right if your hospital is a participant in a health care network 

Name 

Super Med PPO Network/NEGA Health Partners 

City 

Atlanta/Gainesville 

State 

GA/GA 

8. Peer Review Process Related to Medical Errors 

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

9. Primary Care Physicia n Group Practice 

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

1 Oa. 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) 

Health Maintenance Organization(HMO) 

Preferred Provider Organization(PPO) 

Physician Hospital Organization(PHO) 

Provider Service Organization(PSO) 

Other Managed Care or Prepaid Plan 

1 Ob. Manage Care Information: Insurance Products 
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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 

Health Maintenance Organization 

Preferred Provider Organization 

Indemnity Fee-for-Service Plan 

Another Insurance Product Not Listed Above 

Hospital 
Health Care 

System 

11. Owner or Owner Parent Based in Another State 

Joint Venture with 

Insurer 

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) 

Part D: Inpatient Services 

1. Utilization of Beds as Set Up and Staffed(SUS) 
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Number of Treatments, Procedures, or Patients (Other 3) 

2. Med ical Ventilators 

Provide the number of computerized/mechanical Ventilator Machines that were in use or available for immediate use as of the 

last day of the report period (12/31) 

2 

3. Robotic Surgery System 

# Units 

0 

# Procedures 

0 

Type of Unit(s) 

N/A 

Part G: Facility Workforce lnformaton 

1. Budgeted Staff 

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

Budgeted 
Vacant 

Profession Budgeted 
Contract/Temporary 

FTEs Staff FTE.s 
FTEs 

Licensed Physicians 6 6 6 

Physician Assistants Only (not including Licensed Physicians) 6 6 6 

Registered Nurses (RNs Advanced Practice*) [no E 6 

Licensed Practical Nurses (LPNs) 6 E 6 

Pharmacists 6 6 6 

Other Health Services Professionals* [Fi1 [Ea 6 

Administration and Support Es 6 6 

All Other Hospital Personnel (not included in above) [ns i i 

2. Fi lling Vacancies 
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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 Need To Fill Vacancies 

Physician's Assistants Not Applicable 

Registered Nurses (RNs-Advance Practice) More than 90 Days 

Licensed Practical Nurses (LPNs) More than 90 Days 

Pharmacists 61-90 Days 

Other Health Services Professionals More than 90 Days 

All Other Hospital Personnel (not included above) 61-90 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 

Asian 

Black/African American 

Hispanic/Latino 

Pacific Islander/Hawaiian 

White 

Multi-Racial 

Total 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 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) 

Number of 
Check if Any Number Enrolled 

Medical Specialties are Hospital Number Enrolled as Providers 
as Providers in 

Medical Staff in Medicaid/PeachCare 
Based PEHB Plan 

General and Family Practice Fig R2 2 

General Internal Medicine [Es8 [F48 [E34 

Pediatricians Fi9 31 Rs 

Other Medical Specialties [288 [228 Ro 
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Surgical Specialties 
Number of Check if Number Enrolled as Number 

Medical Any are Providers in Enrolled as 

Staff Hospital Medicaid/PeachCare Providers in 
Based PEHB Plan 

Non-OB Physicians Providing OB Services 6 6 6 

Gynecology [no s 6 

Ophthalmology Surgery [me E 6 

Orthopedic Surgery E3 Rz Rs 

Plastic Surgery E g E 

General Surgery R9 R7 Rs 

Thoracic Surgery 6 6 6 

Other Surgical Specialties B3 Rz Ra 

.- · Number Enrolled as 
Other S pecialties Number of Check if Any are Number Enrolled as Providers Providers in PEHB pe Medical Staff Hospital Based in Medicaid/PeachCare Pl P an 

Anesthesiology 

Dermatology 

Emergency Medicine 

Nuclear Medicine 

Pathology 

Psychiatry 

Radiology 

[Trauma & Acute Care 

[Neonatology 

5a. Non-Physicians 

a 

[Fa 

6o 

6 

E 

R 

6a 

5 

6 

6 

a 

a 

a 

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 11 

Podiatrists 17 

Certified Nurse Midwives with Clinical Privileges in the Hospital 

All Other Staff Affiliates with Clinical Privileges in the Hospital 

Sb. Name of Other Professi ons 

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

PA, NP, AA, CRNA 
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Comments and Suggestions 

Part H: Physician Name and License Number 

1. Physicians on Staff 
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Please provide the number of admissions and inpatient days for mothers by the mother's race using 

race/ethnicity classifications. 

Race/Ethnicity Admission by Mother's Race Inpatient Days 

American Indian/Alaska Native 

Asian 

Black/African American 

Hispanic/Latino 

Pacific Islander/Hawaiian 

White 

Multi-Racial 

Total 573 1,291 

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 

Ages 15-44 

Ages 45 and Up 

Total 573 

3. Average Charge for an Uncomplicated Delivery 

1,291 

Please report the average hospital charge for an uncomplicated delivery(CPT 59400) 

21,251 

4. Average Charge for an Premature Delivery 

Please report the average hospital charge for a premature delivery. 

33,872 

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: 

Do you have paid medical interpreters on staff? (Check the box, if yes) 

If you checked yes, how many? (FTEs) 

What languages do they most often interpret? 
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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 

Community Volunteer Interpreter 

Refer patient to outside agency 

Bilingual member of patient's family 

Telephone interpreter service 

Other 

Please describe 

Video Interpreter Service (Language & ASL) 

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 Percent of patients for # of physicians on # of nurses on # of other 

non-English languages whom this is their staff who speak this staff who speak employed staff who 

spoken by your patients preferred language language this language speak this language 

6 6 6 6 6 

6 6 6 6 6 

6 6 6 6 6 

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? 

All employees complete annual mandatory education titled Understanding and Protecting Patient Rights, which reinforces our 

non-discrimination policies under Title VI and Section 1557 of the Affordable Care Act. This training addresses culturally 

competent care, respectful communication, language access requirements, protections for LGBTQIA+ patients, care for 

patients with hearing or vision disabilities, appropriate use of service animals, and patient rights. Staff are educated on the 

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? 

The most urgent opportunity to strengthen our CLAS delivery is enhancement of our communication and documentation 

infrastructure. This includes improving multilingual phone tree capabilities, establishing secondary interpreter vendor 

redundancy, enhancing EHR functionality to accurately track interpreter utilization (including Qualified Bilingual Staff 

documentation), integrating indicators within nurse call systems for patients who are deaf or hard of hearing, and ensuring 

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

Language One: 

English 

Language Two: 

Spanish 

Language Three: 

Language Identification ("I Speak") 

Language Four: 

Braille 

If an unisured 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? 

Health Care Centers/Clinics include: Hall County Health Department, Good News at Noon, Health Access Initiative, Medlink, Con 
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Nurse Employment Addendum 

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

1. 

If yes please list each nurse below: 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. 

The csv file upload is recommended, especially if you have a large number of records to add to the form.) 

· Primar State of Em lo ed b Primary 
Full Name Address Duration 4i 

� 1P!PY Py Dates of Res, ency Agency? (Yes/No) pl Emp oyment 

Only use commas to separate values 

Example Entry: Dean Venture, 1234 Street Name Atlanta GA 30033, 1 year 3 months 12 days, GA, Yes, January 2025 

- Present 

Note: This is an example and there is no unit requirement for Duration 

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. Do not sign until you are ready 

to submit. Signed surveys will be locked to prevent post-validation revisions that could through the survey 

out of balance. If you sign the survey, you will need to contact us to unlock it for revision. 

Authorized Signature 

John Kueven 

Date 

03/06/2026 

Title 

Chief Operating Officer 

Comments 

E.5 - The transfer data include both transfers to non Northeast Georgia Health System facilities and transfer/transports within 
the Northeast Georgia Health System. 
F.1 b - Ambulance trips data reflect EMS arrivals at the hospital. 
F.1 b - Hospice and respite patients are estimated based on system-wide 2025 experience of Northeast Georgia hospitals. 

Response Errors 

TAB QUESTION ERROR 

� 

I 
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