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N Alaska Health Care Commission
2013 Voting Record

December 6, 2013 Meeting
9 Voting Members Present: Ward Hurlburt, Keith Campbell (via teleconference), Valerie

Davidson, Jeff Davis, Emily Ennis, Thomas Harrell, David Morgan, Lawrence Stinson, Robert Urata
Absent: Allen Hippler; Resigned (seat vacant): Patrick Branco

Motion Vote
Adopt the draft Finding & Recommendation Moved by Dr. Urata;
Statements regarding evidence-based seconded by Col. Harrell

medicine, as revised in the draft dated 12-4-13
(pgs. 4-6), as final for the Commission’s 2013 The maotion passed unanimously.
report.

Adopt the draft Finding & Recommendation Moved by Mr. Davis;
Statements regarding employer engagement seconded by Dr. Urata
as revised in the draft dated 12-4-13 (pgs. 7-
12), with the final bullet of Finding E (pg. 8) The motion passed unanimously.
replaced with the recommended wording
offered by Mr. Puckett*, as final for the
Commission’s 2013 report.

|

|

Adopt the draft Finding & Recommendation | Moved by Mr. Davis;
Statements regarding transparency and the | seconded by Dr. Stinson
health information infrastructure as revised in |

the draft dated 12-4-13 (pgs. 13-14) as final for | The motion passed unanimously.
the Commission’s 2013 report.

Adopt the draft Commission Plans for 2014 Moved by Mr. Davis;
reflected in the draft dated 12-4-13 (pgs. 15), seconded by Dr. Urata
with the inclusion of a new bullet under
Section Il to continue studying the current The motion passed unanimously.
condition of the behavioral health system, as
final for the Commission’s 2013 report.

* “The State of Alaska, Department of Administration, has 62,000 covered lives in the AlaskaCare retiree health
plan. This population consists of 16,000 under 65 retirees, 22,000 Medicare and 24,000 dependents. The non-
diminishment clause of the Alaska State Constitution and subsequent decisions of the Alaska Supreme Court limits
changes to the retiree health plan. Four billion dollars of the retirement systems’ unfunded liability is attributed to
retiree health care costs. Due to this unfunded liability any changes that add to retiree health plan expenses must be
balanced with cost-saving measures.”

1 Updated: December 9, 2013
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Alaska Health Care Commission

2013 Voting Record

November 1-6 electronic vote (via e-mail)

Vote to release the 10-31-13 Draft 2013 Findings & Recommendations for public comment
7 Voting Members Voting in Favor: Ward Hurlburt, Keith Campbell, Thomas Harrell, David

Morgan, Lawrence Stinson, Robert Urata, Emily Ennis

1 Voting Member Voting in Favor with Exceptions: Allen Hippler, taking exception with
Recommendation 4.b. under the Employer’s Role, regarding restriction of reimbursement for

repackaged pharmaceuticals.

2 Voting Members Abstaining (no response): Jeff Davis, Valerie Davidson

October 11, 2013 Meeting

10 Voting Members Present: Ward Hurlburt, Keith Campbell, Valerie Davidson, Jeff Davis, Emily
Ennis, Thomas Harrell, Allen Hippler, David Morgan, Lawrence Stinson, Robert Urata

Resigned (seat vacant): Patrick Branco

Motion

Vote

Include in the Commission’s 2013 draft Finding &
Recommendation Statements for release for public
comment a recommendation that continuing
medical education on over-prescription of opioids
and how to spot potential abusers be required for
licensure/re-licensure of clinicians with
prescription authority.

Moved by Dr. Urata;
seconded by Dr. Stinson

The motion passed unanimously.

Include in the Commission’s 2013 draft Finding &
Recommendation Statements for release for public
comment a recommendation that the state adopt
maximum opioid prescription dosage policies in
state programs responsible for purchase of medical
services.

Moved by Mr. Hippler;
seconded by Mr. Morgan

The motion passed unanimously.

Include in the Commission’s 2013 draft Finding &
Recommendation Statements for release for public
comment, a recommendation that the state
establish and support a real-time prescription
opioid registry.

Moved by Mr. Davis;
seconded by Dr. Stinson

The motion passed on a vote of 9 to 1.

Voting in Favor: Mr. Davis, Mr. Stinson, Mr.
Morgan, Ms. Ennis, Dr. Urata, Mr. Campbell,
Dr. Hurlburt, Col. Harrell, Ms. Davidson
Voting Opposed: Mr. Hippler

Updated: December 9, 2013
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Motion Vote

Include the issue regarding the Division of
Insurance UCR (usual and customary rate)
regulation (3 AAC 26.110) on the Commission’s
2014 agenda for further analysis.

Moved by Ms. Davidson;
seconded by Dr. Stinson

The motion failed on a vote of 6 to 3.

Voting in Favor: Ms. Davidson, Dr. Stinson
Voting Opposed: Mr. Davis, Mr. Hippler, Dr.
Urata, Mr. Campbell, Dr. Hurlburt, Col. Harrell
Recused for potential conflict: Mr. Morgan
(vote counted as “yea”)

Absent for vote: Ms. Ennis

Include in the Commission’s 2013 draft Finding &
Recommendation Statements for release for public
comment, a recommendation that the Division of
Insurance consider modifying the current UCR
(usual and customary rate) regulation (3 AAC
26.110) to eliminate the unintended adverse
pricing consequence.

Moved by Mr. Davis;
seconded by Mr. Hippler

The motion passed on a vote of 8 to 2.

Voting in Favor: Mr. Davis, Mr. Hippler, Ms.
Ennis, Dr. Urata, Mr. Campbell, Dr. Hurlburt,
Col. Harrell

Voting Opposed: Ms. Davidson, Dr. Stinson
Recused for potential conflict: Mr. Morgan
(vote counted as “yea”)

June 21, 2013 Meeting

9 Voting Members Present: Ward Hurlburt, Patrick Branco, Keith Campbell, Jeff Davis, Thomas
Harrell, Allen Hippler, David Morgan, Lawrence Stinson, Robert Urata

Absent: Valerie Davidson, Emily Ennis

Motion

Vote

To adopt changes to the Alaska Health Care
Commission By-Laws as noted in the 02-21-13
amended version and reviewed during the 03-08-
13 meeting.

Moved by Mr. Morgan; seconded by Dr. Urata
The motion passed on a vote of 8 to 1.

Voting in Favor: Mr. Davis, Col. Harrell,
Mr. Campbell, Mr. Branco, Mr. Morgan,
Dr. Hurlburt, Dr. Urata, Dr. Stinson

Voting Opposed: Mr. Hippler

Updated: December 9, 2013
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Motion Vote

To recommend a mandatory hospital discharge
database for the purpose of providing data that
will lead to health care policy decisions that will
improve the health of Alaskans, and to provide

price and quality transparency.

»

Amendment #1, offered by Mr. Branco,
accepted by Dr. Urata: include additional
facilities, including ambulatory surgery centers
and imaging centers, and encourage federal
facility participation.

Amendment #2, offered by Mr. Branco,
accepted by Dr. Urata: Remove the 1%
amendment, and delete from the motion “and
to provide price and quality transparency.”

Amendment #3, offered by Mr. Branco,
accepted by Dr. Urata: include additional
facilities, including ambulatory surgery centers
and imagining centers.

Amendment #4, offered by Mr. Branco,
accepted by Dr. Urata: include and encourage
federal facility participation.

Final motion, as amended: To recommend a
mandatory hospital discharge database for the
purpose of providing data that will lead to health
care policy decisions that will improve the health
of Alaskans, and to encourage federal facility
participation in that database.

Moved by Dr. Urata; seconded by Mr. Branco

No vote taken — withdrawn by 2" Amendment

2" Amendment passed unanimously

3" Amendment failed on a vote of 5 to 4.
Voting in Favor: Mr. Davis, Dr. Urata,

Mr. Campbell, Mr. Branco

Voting Opposed: Col. Harrell, Dr. Stinson,
Dr. Hurlburt, Mr. Hippler, Mr. Morgan

4™ Amendment passed unanimously.

The motion as amended passed

on a vote of 7 to 2.

Voting in Favor: Mr. Davis, Col. Harrell, Mr.
Campbell, Mr. Morgan, Dr. Hurlburt, Dr. Urata,
Dr. Stinson

Voting Opposed: Mr. Branco, Mr. Hippler

Updated: December 9, 2013
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Alaska Health Care Commission
2013 Voting Record

Motion

Vote

To recommend the state immediately proceed
with caution to establish an APCD and take a
phased approach to developing an APCD, and
include in the process:

4

Engage stakeholders in the planning
and establishing parameters

Establish ground rules for data
governance

Ensure appropriate analytical support
to turn data into information and
support appropriate use

Focus on consumer decision support as
a first deliverable

Start with Commercial, Medicaid and
Medicare first, then collaborate with
other federal payers

Address privacy and security concerns

Moved by Mr. Hippler
Seconded by Mr. Campbell

The motion passed unanimously.

Updated: December 9, 2013




ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012- Dec. 31, 2012

FINANCIAL DISCLOSURE STATEMENT FOR:
ALASKA HEALTH CARE COMMISSION MEMBERS

In accordance with AS 18.09.060(4)(D), Alaska Health Care Commission members are required to
report all potential conflicts of interest valued at more than $5,000 annually if the interest is related
to health care system income affecting the member or a member of the member’s immediate family.

THIS REPORT IS A SWORN STATEMENT. YOUR SIGNATURE ON THE LAST PAGE CERTIFIES
THAT THIS DISCLOSURE IS TRUE, CORRECT and COMPLETE.

NAME: /gﬁc’xc £ T SRrANCO

MAILING ADDRESS: 2/8 /D4323e22y L. fﬁ???:/u/fm/ 2 9270/

Street Address or P.O. Box, City, Zip Code
CONTACT PHONE(S): (% 7) 6/7-227S_ Fax: J07--725— 8563
E-MAIL: ﬂéﬁ Arlcg (@ KPuner. We7
SPOUSE / DOMESTIC PARTNER: _ M chi . BRAVCY

NAMES of CHILDREN (biological, adoptive, and step children; including adult children not living in your

home):
Tosery P Baancd
WMichpze JT. BRANCO

AHCC Financial Disclosure Statement [Rev. March 17, 2011} Page 1 of 4



ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012- Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $§5,000

1. SALARIED EMPLOYMENT NONE: check box - []

Report each health care system employer who paid you, your spouse, domestic partner or children more than $5,000.
Income means anything of value and covers all forms of compensation, including deferred income.

EARNED BY: [X] Filer / (] Spouse/domestic partner / [_] Child
Employer: 2 ACEH2ALTH

Address:  F/00 7/0/714515 dre, KETCH KA 3 AK 9990/

DESCRIPTION of WORK PERFORMED: Hosp1TAL  CEQ

EARNED BY: [] Filer / (] Spouse/domestic partner / (] Child

Employer:

Address:

DESCRIPTION of WORK PERFOGRMED:

EARNED BY: [ Filer / ] Spouse/domestic partner / [_] Child
Employer:

Address:

DESCRIPTION of WORK PERFORMED:

EARNED BY: [] Filer / (] Spouse/domestic partner / ] Child

Employer:

Address:

DESCRIPTION of WORK PERFORMED:

AHCC Financial Disclosure Statement [Rev. March 17, 2011) Page 2 of 4



ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012—- Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

2. SELF-EMPLOYMENT NONE: check box — []

Self-employment includes sole proprietors, partnerships, limited liability companies, and professional
corporations. Disclose each health care client, customer or business that paid you, your spouse/domestic partner
or child more than $5,000. Income derived from patient care provided by you if you are a self-employed health
care practitioner should be considered in aggregate for meeting the $5,000 threshold, and the name of the practice
listed as the client name. If the identity of other sources of income is confidential by law, you may be excused
from disclosing the source. To obtain an exemption, you must file a written request with the commission.
Income means anything of value and covers all forms of compensation, including deferred income.

EARNED BY: [_] Filer / [_] Spouse/domestic partner / ] Child

Business/Client/Customer name:

Business/Client/Customer address:
DESCRIPTION of services provided:

EARNED BY: [ ] Filer / [_] Spouse/domestic partner /[ ] Child

Business/Client/Customer name:

Business/Client/Customer address:
DESCRIPTION of services provided:

EARNED BY: [_] Filer / [_] Spouse/domestic partner / [_] Child

Business/Client/Customer name:

Business/Client/Customer address:
DESCRIPTION of services provided:

EARNED BY: [] Filer / [ ] Spouse/domestic partner / [] Child

Business/Client/Customer name:

Business/Client/Customer address:
DESCRIPTION of services provided:

AHCC Financial Disclosure Statement {Rev. March 17, 2011] Page 3of4d




ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012- Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

3. OTHER INCOME NONE: check box » [ ]

List sources of income valued over $5,000 not listed elsewhere on this form, including sale of health care goods
or services, pensions paid by health care organizations, monetary gifts and honorariums from health care
organizations, dividends and interest derived from ownership in a health care business, profit made on the sale of
shares in publicly and non-publicly traded health care corporations, and rent paid by a health care organization on
property and real estate in which you hold a business interest.

RECIPIENT SOURCE

[ Filer (J Child
(] Spouse/ partner

O Fiter [ Child
[] Spouse/ partner

O Filer [] Child
(] Spouse/ partner

{1 Fiter [ Child
[C] Spouse/ partner

3 Filer (] Child
] Spouse/ partner

] Fiter [] Child
["]1 Spouse/ partner

CERTIFICATION

I certify under penalty of perjury that the foregoing is true and the information in this disclosure
statement is, to the best of my knowledge, true, correct and complete. A person who makes a
false sworn certification which he or she does not believe to be true is guilty of perjury.

SIGNATURE:
/gr/z/ck T " Banko ¢ /27/6’
NAME of FILER DA'I(E &PL/ACE SIGNED / FILED

Alaska Health Care Commission members are solely responsible
Jor filing complete, accurate and truthful statements.

|  THISIS A PUBLIC DOCUMENT | B

ALASKA HEALTH CARE COMMISSION
3601 C Street, Suite 902
Anchorage, AK 99503-5923
907-334-2474
Fax 907-269-0060

AHCC Financial Disclosure Statement [Rev. March 17, 2011] Page 4 of 4



ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012- Dec. 31, 2012

FINANCIAL DISCLOSURE STATEMENT FOR:
ALASKA HEALTH CARE COMMISSION MEMBERS

In accordance with AS 18.09.060(4)(D), Alaska Health Care Commission members are required to
report all potential conflicts of interest valued at more than $5,000 annually if the interest is related
to health care system income affecting the member or a member of the member’s immediate family.

THIS REPORT IS A SWORN STATEMENT. YOUR SIGNATURE ON THE LAST PAGE CERTIFIES
THAT THIS DISCLOSURE IS TRUE, CORRECT and COMPLETE.

NAME:

MAILING ADDRESS: 7S ol L F— S;A/d( i AR 9’ IA 4/

Street Address or P.O. Box, City, Zip Code
CONTACT PHONE(S): __ 2 §/~5" L2/ ~ 24T —yb2d[—( Fax:
E-MAIL: o,
SPOUSE / DOMESTIC PARTNER: \%@(/ Z AN ’/’.// Yk
NAMES of CHILDREN (biological, adoptive, and step children; including adult children not living in your

P ’\/U:c_/ /mn/a/ [Eﬂ//l 94_4 %gé{&{/ ;)4%42 42%@2//

AHCC Financial Disclosure Statement {Rev. March 17, 2011) Page 1 of 4



ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012- Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

1. SALARIED EMPLOYMENT NONE: check box —» }ﬂ

Report each health care system employer who paid you, your spouse, domestic partner or children more than $5,000.
Income means anything of value and covers all forms of compensation, including deferred income.

EARNED BY: [] Filer / (] Spouse/domestic partner / (] Child
Employer:

Address:

DESCRIPTION of WORK PERFORMED:

EARNED BY: (] Filer / (] Spouse/domestic partner / (] Child

Employer:

Address:

DESCRIPTION of WORK PERFORMED:

EARNED BY: (] Filer / [] Spouse/domestic partner / (] Child
Employer:

Address:

DESCRIPTION of WORK PERFORMED:

EARNED BY: [] Filer / [[] Spouse/domestic partner / [ ] Child
Employer:

Address:

DESCRIPTION of WORK PERFORMED:

AHCC Financial Disclosure Statement [Rev. March 17, 2011} Page 2 of 4



ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012— Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

2. SELF-EMPLOYMENT NONE: check box -;g\

Self-employment includes sole proprietors, partnerships, limited liability companies, and professional
corporations. Disclose each health care client, customer or business that paid you, your spouse/domestic partner
or child more than $5,000. Income derived from patient care provided by you if you are a self-employed health
care practitioner should be considered in aggregate for meeting the $5,000 threshold, and the name of the practice
listed as the client name. If the identity of other sources of income is confidential by law, you may be excused
from disclosing the source. To obtain an exemption, you must file a written request with the commission.
Income means anythin=gr of value and covers all forms of compensation, includingjeferred income.

EARNED BY: [ | Filer / (] Spouse/domestic partner / (] Child

Business/Client/Customer name:

Business/Client/Customer address:
DESCRIPTION of services provided:

EARNED BY: [_] Filer / [_] Spouse/domestic partner / [_] Child

Business/Client/Customer name:

Business/Client/Customer address:
DESCRIPTION of services provided:

EARNED BY: [ ] Filer / [] Spouse/domestic partner / ] Child

Business/Client/Customer name:

Business/Client/Customer address:
DESCRIPTION of services provided:

EARNED BY: [] Filer / [] Spouse/domestic partner / ] Child

Business/Client/Customer name:

Business/Client/Customer address:
DESCRIPTION of services provided:

AHCC Financial Disclosure Statement [Rev. March 17, 2011} Page 3 of 4



ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012- Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

3. OTHER INCOME NONE: check box —»

List sources of income valued over $5,000 not listed elsewhere on this form, including sale of health care goods
or services, pensions paid by health care organizations, monetary gifts and honorariums from health care
organizations, dividends and interest derived from ownership in a health care business, profit made on the sale of
shares in publicly and non-publicly traded health care corporations, and rent paid by a health care organization on
property and real estate in which you hold a business interest.

RECIPIENT SOURCE

] Filer [ Child
[] Spouse/ partner

{1 Filer L] Child
[] Spouse/ partner

{J Fiter [ Child
[] Spouse/ partner

O Filer L] Child
[] Spouse/ partner

{J Filer [ Child
[] Spouse/ partner

[ Fiter [] Child
{"] Spouse/ partner

CERTIFICATION

I certify under penalty of perjury that the foregoing is true and the information in this disclosure
statement is, to the best of my knowledge, true, correct and complete. A person who makes a
false sworn certification which he,or she does not believe to be true is guilty of perjury.

SIGNATURE:

7
Cfloirh [t {203

NAME of FILER DATE &PLACE SIGNED / FILED

Alaska Health Care Commission members are solely responsible
Jor filing complete, accurate and truthful statements.

THIS IS A PUBLIC DOCUMENT

ALASKA HEALTH CARE COMMISSION
3601 C Street, Suite 902
Anchorage, AK 99503-5923
907-334-2474
Fax 907-269-0060

AHCC Financial Disclosure Statement [Rev. March 17, 2011] Page 4 of 4



ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012— Dec. 31, 2012

FINANCIAL DISCLOSURE STATEMENT FOR:
ALASKA HEALTH CARE COMMISSION MEMBERS

In accordance with AS 18.09.060(4)(D), Alaska Health Care Commission members are required to
report all potential conflicts of interest valued at more than $5,000 annually if the interest is related
to health care system income affecting the member or a member of the member’s immediate family.

THIS REPORT IS A SWORN STATEMENT. YOUR SIGNATURE ON THE LAST PAGE CERTIFIES
THAT THIS DISCLOSURE IS TRUE, CORRECT and COMPLETE.

(/o AelTte
H000D a5 o D,

NAME: \}Q €/(£ F)&\/?C\(%LN\ ; g iy, <
"-"’i-'.e.:‘-_y-_.:_ A ‘-— .: - 478 &QAIZD

Street Address or P.O. Box, Cit L.
CONTACT PHONE(S): 037 ~ SO T Fax /D] -729 - 120/
E-MAIL: vdow c(am, D antAC. sres

SPOUSE / DOMESTIC PARTNER: N ,/14“ Q)

MAILING ADDRESS:

NAMES of CHILDREN (biological, adoptive, and step children; including adult children not living in your

home): :
Koilie Nean(e
\M'gW\a M-f:ojaiéx

AHCC Financial Disclosure Statement [Rev. March 17, 2011] Page 1 of 4



ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012- Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

1. SALARIED EMPLOYMENT NONE: check box — [ ]

Report each health care system employer who paid you, your spouse, domestic partner or children more than $5,000.
Income means anything of value and covers all forms of compensation, including deferred income.

EARNED BY: [ Filer / [ ] Spouse/domestic partner /[ Child

. ‘e f s _
Employer: ,,A’Lﬂ, L.'iz’:-é? p\\ 20 /2 ( 1 2AX 'Hr’n_,/—% C_ Mo f/{ “ng
Address: J/ blb A\A[n«.f‘. :;..:La/ T)\/‘ (Ve - .A-'\c ba f’Z?JM", ,4/,&_ (757 {2 /V

DESCRIPTION of WORK PERFORMED:
(.t/s'an ‘ Z‘m-k"f/mv&’n € f=_t 7‘% WP s o

EARNED BY: [] Filer / [] Spouse/domestic partner / [_] Child
Employer:

Address:

DESCRIPTION of WORK PERFORMED:

EARNED BY: [] Filer / [] Spouse/domestic partner / [_] Child
Employer:

Address:

DESCRIPTION of WORK PERFORMED:

EARNED BY: [ ] Filer / [] Spouse/domestic partner / (] Child
Employer:

Address:

DESCRIPTION of WORK PERFORMED:

AHCC Financial Disclosure Statement [Rev. March 17, 2011} Page 2 of 4



ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012~ Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

2. SELF-EMPLOYMENT NONE: check box — F;l

Self-employment includes sole proprietors, partnerships, limited liability companies, and professional
corporations. Disclose each health care client, customer or business that paid you, your spouse/domestic partner
or child more than $5,000. Income derived from patient care provided by you if you are a self-employed health
care practitioner should be considered in aggregate for meeting the $5,000 threshold, and the name of the practice
listed as the client name. If the identity of other sources of income is confidential by law, you may be excused
from disclosing the source. To obtain an exemption, you must file a written request with the commission.
Income means anything of value and covers all forms of compensation, includillgﬂ:ferred income.

EARNED BY: [_] Filer / [] Spouse/domestic partner / [ ] Child

Business/Client/Customer name:

Business/Client/Customer address:
DESCRIPTION of services provided:

EARNED BY: [ ] Filer / [] Spouse/domestic partner / [ ] Child

Business/Client/Customer name:

Business/Client/Customer address:
DESCRIPTION of services provided:

EARNED BY: [ ] Filer / [] Spouse/domestic partner / [ ] Child

Business/Client/Customer name:

Business/Client/Customer address:
DESCRIPTION of services provided:

EARNED BY: [_] Filer / [] Spouse/domestic partner /[ ] Child

Business/Client/Customer name:

Business/Client/Customer address:
DESCRIPTION of services provided:

AHCC Financial Disclosure Statement [Rev. March 17, 2011} Page 3 of 4




ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012- Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

3. OTHER INCOME NONE: check box —»

List sources of income valued over $5,000 not listed elsewhere on this form, including sale of health care goods
or services, pensions paid by health care organizations, monetary gifts and honorariums from health care
organizations, dividends and interest derived from ownership in a health care business, profit made on the sale of
shares in publicly and non-publicly traded health care corporations, and rent paid by a health care organization on
property and real estate in which you hold a business interest.

RECIPIENT SOURCE

[ Filer [ Child
] Spouse/ partner

O Fiter ] Child
[] Spouse/ partner

[ Filer [ Child
[7] Spouse/ partner

[ Filer L] Child
[] Spouse/ partner

[ Filer [ Chitd
[C] Spouse/ partner

{1 Filer [ Child
["] Spouse/ partner

CERTIFICATION

I certify under penalty of perjury that the foregoing is true and the information in this disclosure
statement is, to the bestl?f my knowledge, true, correct and complete. A person who makes a
false sworn certificatjon’ whjch he or she does not believe to be true is guilty of perjury.

SIGNATURE: //

\alerie t\_/x/C@a/\ ?/L//A3

NAME of FILER DATE &PLACE SIGNED / FILED

Alaska Health Care Commission members are solely responsible
Jor filing complete, accurate and truthful statements.

ALASKA HEALTH CARE COMMISSION
3601 C Street, Suite 902
Anchorage, AK 99503-5923
907-334-2474
Fax 907-269-0060

AHCC Financial Disclosure Statement [Rev. March 17, 2011) Page 4 of 4



ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012- Dec. 31, 2012

FINANCIAL DISCLOSURE STATEMENT FOR:
ALASKA HEALTH CARE COMMISSION MEMBERS

In accordance with AS 18.09.060(4)(D), Alaska Health Care Commission members are required to
report all potential conflicts of interest valued at more than $5,000 annually if the interest is related
to health care system income affecting the member or a member of the member’s immediate family.

THIS REPORT IS A SWORN STATEMENT. YOUR SIGNATURE ON THE LAST PAGE CERTIFIES

THAT THIS DISCLOSURE IS TRUE, CORRECT and COMPLETE.

NAME: chhq \b A Dwis

MAILING ADDRESS: £§5“O Dend; ) oM

Street Address or P.O. Box, Ci!}’, Zip Code

CONTACT PHONE(S):: 907 - 617 -2404 Fax:

E-MAIL: thC‘ Aov D dvemeda . Covm

SPOUSE / DOMESTIC PARTNER: g wzauvnae [(/ 1 ()a,v‘\r

NAMES of CHILDREN (biological, adoptive, and step children; including adult children not living in your

e C(’\vlsjtnfﬁ)k’\ef} fdlc(’tolﬁkf] l.))lm((e/

AHCC Financial Disclosure Statement {Rev. March 17, 2011] Page 1 of 4



ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012- Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

1. SALARIED EMPLOYMENT NONE: check box —» [ ]

Report each health care system employer who paid you, your spouse, domestic partner or children more than $5,000.
Income means anything of value and covers all forms of compensation, including deferred income.

EARNED BY: m Filer / [] Spouse/domestic partner / [] Child
Employer: ?r 2 O fen rP) ‘ Je CV‘o s

Address: 2850 :D 2w WQ; S # |40y

1
P ~
DESCRIPTION of WORK PERFORMED: Hee 1. Thsoiance  Frecu e

EARNED BY: [] Filer / [ ] Spouse/domestic partner / M Child

Employer: Un :d #v‘n'{tf 0«E L0 & Mefjf'cw( (én]/tr

Address:

DESCRIPTION of WORK PERFQRMED: Res "o't "-v‘j. ‘;ﬂ él}x Ji'ccan I\Y

EW\(-/‘:)-M'\}; Mda\(ﬂ/\&

EARNED BY: [] Filer / [} Spouse/domestic partner / [} Child
Employer:

Address:

DESCRIPTION of WORK PERFORMED:

EARNED BY: [ ] Filer / (] Spouse/domestic partner / (] Child

Employer:

Address:

DESCRIPTION of WORK PERFORMED:

AHCC Financial Disclosure Statement [Rev. March 17, 2011] Page 2 of 4



ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012~ Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

2. SELF-EMPLOYMENT NONE: check box —» M

Self-employment includes sole proprietors, partnerships, limited liability companies, and professional
corporations. Disclose each health care client, customer or business that paid you, your spouse/domestic partner
or child more than $5,000. Income derived from patient care provided by you if you are a self-employed health
care practitioner should be considered in aggregate for meeting the $5,000 threshold, and the name of the practice
listed as the client name. If the identity of other sources of income is confidential by law, you may be excused
from disclosing the source. To obtain an exemption, you must file a written request with the commission.
Income means anything of value and covers all forms of compensation, including deferred income.

EARNED BY: [_] Filer / (] Spouse/domestic partner / [] Child

Business/Client/Customer name:

Business/Client/Customer address:
DESCRIPTION of services provided:

EARNED BY: [] Filer / [] Spouse/domestic partner / ] Child

Business/Client/Customer name:

Business/Client/Customer address:
DESCRIPTION of services provided:

EARNED BY: [] Filer / (] Spouse/domestic partner / [] Child

Business/Client/Customer name:

Business/Client/Customer address:
DESCRIPTION of services provided:

EARNED BY: [ Filer / (] Spouse/domestic partner / (] Child

Business/Client/Customer name;

Business/Client/Customer address:
DESCRIPTION of services provided:

AHCC Financial Disclosure Statement [Rev. March 17, 2011) Page 3 of 4




ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012- Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

3. OTHER INCOME NONE: check box —»

List sources of income valued over $5,000 not listed elsewhere on this form, including sale of health care goods
or services, pensions paid by health care organizations, monetary gifts and honorariums from health care
organizations, dividends and interest derived from ownership in a health care business, profit made on the sale of
shares in publicly and non-publicly traded health care corporations, and rent paid by a health care organization on
property and real estate in which you hold a business interest.

RECIPIENT SOURCE

[ Filer [] Child
[ Spouse/ partner

L Filer [_] Child
[ ] Spouse/ partner

[ Filer (] Child
["] Spouse/ partner

] Filer [] Child
"] Spouse/ partner

[ Filer [ Child
(] Spouse/ partner

] Filer [] Child
(] Spouse/ partner

CERTIFICATION

I certify under penalty of perjury that the foregoing is true and the information in this disclosure
statement is, to the best of my knowledge, true, correct and complete. A person who makes a
false sworn certification which he or she does not believe to be true is guilty of perjury.

SIGNATURE: /// \J‘V/%/ %J

T, Z%.Jf)m 7 é/z///_% vl AK

NAME of FILER DATE &PLACE SIGNED/ FILED

Alaska Health Care Commission members are solely responsible
Jor filing complete, accurate and truthful statements.

ALASKA HEALTH CARE COMMISSION
3601 C Street, Suite 902
Anchorage, AK 99503-5923
907-334-2474
Fax 907-269-0060

AHCC Financial Disclosure Statement [Rev. March 17, 2011} Page 4 of 4



ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012— Dec. 31, 2012

FINANCIAL DISCLOSURE STATEMENT FOR:
ALASKA HEALTH CARE COMMISSION MEMBERS

In accordance with AS 18.09.060(4)(D), Alaska Health Care Commission members are required to
report all potential conflicts of interest valued at more than $5,000 annually if the interest is related
to health care system income affecting the member or a member of the member’s immediate family,

‘

THIS REPORT IS A SWORN STATEMENT. YOUR SIGNATURE ON THE LAST PAGE CERTIFIES

THAT THIS DISCLOSURE IS TRUE, CORRECT and COMPLETE.

» LY o SR " v ey . o { Ji 2 A e

NAME: Emi/} E_Ennis
MAILING ADDRESS: 8B W . Cheng SHils Dr. Fairbanks G470 9

Street Address or P.O. Box, City, Zip Code ¢

CONTACT PHONE(S): G07-479-4 37/ Fax:
E-MAIL: _Emi '/v e '@-g - alask4 . net
(SPOUSE )DOMESTIC PARTNER: Lgwirence. A. Gepda )
NAMES of CHILDREN (biological, adoptive, and step children; including adult children not living in your

home):
i, Allson SifLord

ZI_’}P_:?gn Goodl‘nj

AHCC Financial Disclosure Statement [Rev. March 17, 2011} Page 1 of 4



ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012- Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

1. SALARIED EMPLOYMENT NONE: check box — [ ]

- Report each health care system employer whe paid you, your spouse, domestic partner or children more than $5,000.
Income means anythingf value and covers all forms of compensation, including deferred income.

EARNED BY: [ Filer / [] Spouse/domestic partner / [ ] Child

Employer: _Fainbanks ReEsSoun en
mployer ai % C&_Ag_ Cl.;/
Adares: 805 Airpors+ Way, Fairhanks G997eq

DESCRIPTION of WORK PERFORMED: __E x ecu fve [Dinec =

EARNED BY: [ Fiter /] Sp().use/dohlesﬁc pa.r.t;lerl O child
Employer:

Address:

DESCRIPTION of WORK PERFORMED:

EARNED BY: [] Filer / [] Spouse/domestic partner / (] Child
Employer:

Address:

DESCRIPTION of WORK PERFORMED:

EARNED BY: [] Filer / [] Spouse/domestic partner / [] Child
Employer:

Address;

DESCRIPTION of WORK PERFORMED:

AHCC Financinl Disclosure Statement [Rev. March 17, 2011] Page 2 of 4



ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012— Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

2. SELF-EMPLOYMENT Paq& / NONE: check box — []

| Self-employment includes sole proprietors, partherships, limited liability companies, and professional
corporations. Disclose each health care client, customer: or business that paid you, your spouse/domestic partner
or child more than $5,000. Income derived from patient care provided by you if you are a self-employed health
care practitioner should be considered in aggregate for meeting the $5,000 threshold, and the name of the practice
listed as the client name. If the identity of other sources of income is confidential by law, you may be excused
from disclosing the source. To obtain an exemption, you must file a written request with the commission.
Income means anything of value and covers all forms of compensation, including deferred income.

EARNED BY: [ ] Filer/ @omesﬁc partner / [} Child
Business/Client/Customer name: __ Mg J_Q[hm EAL

Business/Client/Customer address: lan d, ¢ 2
DESCRIPTION of services provided: 255“ hole LY. cal T §-1V,

{

EARNED BY: [_] Filer/ M,Spouse/domostic partner / [_] Child
Business/Client/Customer name: | py Wzs

Business/Client/Customer address: 0 Box 772025, adison , WL~ 5317
DESCRIPTION of services provided: _ﬁs%ha%@_pa{n}f

EARNED BY: [} Filer / [\A'Spouse/domestic partner / [] Child i
Business/Client/Customer name: _mgp_*w

Business/Client/Customer address: [ ’u‘l‘fb
DESCRIPTION of services provided: ﬂslfC hol %‘ ey Thera &’ m& 55 5_5 /

EARNED BY: [] Filer / [\ Spouse/domestic partner / [] Child

Business/Client/Customer name: Adufs LE€Grn: ag Broarams of Alaskc_
Business/Client/Customer address: QQ Hall Street., é; Pﬁm;;&,ﬁz aQ4q 2%/

DESCRIPTION of services provided: c r }./

AHCC Finaneisl Discloguve Statement [Rev. Maych 17,2011} Page 3 of 4



ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012—- Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

3. OTHER INCOME NONE: check box » [ ]

List sources of income valued over $5,000 not listed elsewhere on this form, including sale of health care goods
or services, pensions paid by health care organizations, monetary gifts and honorariums. from health care
organizations, dividends and interest derived from ownership in a health care business, profit made on the sale of
shares in publicly and non-publicly traded health care corporations, and rent paid by a health care organization on
property and real estate in which you hold a business interest.

RECIPIENT SOURCE

1 Filer [ Child
[] Spouse/ partner

[ Filer [ Child
[] Spouse/ partner

[ Filer L] Child
[_] Spouse/ partner

L] Filer (] Child
[] Spouse/ partner

L1 Filer [ Child
[] Spouse/ partner

[] Filer [ ] Child
[] Spouse/ partner

CERTIFICATION

I certify under penalty of perjury that the foregoing is true and the information in this disclosure
statement is, to the best of my knowledge, true, correct and complete. A person who makes a
false sworn certification which he or she does not believe to be true is guilty of perjury.

SIGNATURE: A%rug . P

Emily F. Ennis 8/8 )13 Anchore <
NAME of ﬁLER DATE &PLACE SIGNED7 FILED

 Alaska Health Care Commission members. are s'quIy responsible

fo} filing complete, accurate and trutltﬁli statements.

ALASKA HEALTH CARE COMMISSION
' 3601 C Street, Suite 902’
. Anchorage, AK 99503-5923.
907-334-2474
Fax 907-269-0060

AHCC Financial Disclosure Statement [Rev. March 17, 2011] Page 4 of 4



ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012— Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

2. SELF-EMPLOYMENT page 2 dontrinuef NONE: check box — []

- Self-employment includes sole proprietors, partnerships, limited liability companies, and professional
corporations. Disclose each health care client, customer or business that paid you, your spouse/domestic partner
or child more than $5,000. Income derived from patient care provided by you if you are a self-employed health
care practitioner should be considered in aggregate for meeting the $5,000 threshold, and the name of the practice
listed as the client name. If the identity of other sources of income is confidential by law, you may be excused
from disclosing the source. To obtain an exemption, you must file a written request with the commission.

Income means anything of value and covers all forms of compensation, including deferred income.

EARNED BY: [] Filer / [ Spouse/domestic partner/[] Child
Business/Client/Customer name: p e lA.Sk'(.

[ s eShie
Business/Client/Customer address: &Mﬁ@_&lﬁm@a& , Ak 94S8 Q$[
DESCRIPTION of services provided: { 7 Thes

P _ESMW e

EARNED BY: [] Filer / [ }Spouse/domestic partner / [] Child

Business/Client/Customer name: W&I:&tg 2ndd PQIISJ'D" ( we AS)

Business/Client/Customer address: QQ Qo X a f[ Eﬂ; 5&% W_A. a 5 I-’14
DESCRIPTION of services provided: _Pawgf[_mﬂf, v

EARNED BY: [ | Filer / [\Spouse/domestic partner / [ ] Child bae :
Business/Client/Customer name: n EAP

Business/Client/Customer address: £Q &x 183 5] &I (:ﬁ&&nngqag Td =3 Zf_@g

DESCRIPTION of services provided:

EARNED BY: [] Filer/ Eﬁpousefdomestic partner / [] Child
Business/Client/Customer name: _C4D in p% EAP
Business/Client/Customer address: 20 i B i &6 6 Ko

DESCRIPTION of services provided: —pwﬂslmg{?—v

AHCC Financisl Disclosuve Statement [Rev, March 17, 2011] Page 3 of 4



ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012—- Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

3. OTHER INCOME NONE: check box » [ ]

List sources of income valued over $5,000 not listed elsewhere on this form, including sale of health care goods
or services, pensions paid by health care organizations, monetary gifts and honorariums from health care
organizations, dividends and interest derived from ownership in a health care business, profit made on the sale of
shares in publicly and non-publicly traded health care corporations, and rent paid by a health care organization on
property and real estate in which you hold a business interest.

RECIPIENT SOURCE

] Filer [ Child
[] Spouse/ partner

] Filer (] Chilad
[] Spouse/ partner

O Filer [ Child
[] Spouse/ partner
{1 Fiter [ Child \
[ ] Spouse/ partner
[ Filer CIChild | - . 3 IRy o 1S
] Spouse/ partner -

D Filer D Child
[[] Spouse/ partner

CERTIFICATION

I certify under pepalty. of perjury that the foregomg is true and the information in this disclosure
statement is, to the best of my knowledge true, correct and complete A person who makes a
false sworn cértification whicH he or she doe§ not believe to be true is guilty of perjury.

SIGNATURE: M J é—y\/,w

Em:ly F Enn's B3/8/M3  Ancherast
NAME of FILER DATE &PLACE SIGNED / FILED

Alaska Health Care Commission members are solely responsible
Jor filing complete, accurate and truthful statements.

[ PUBLIC DOCUMENT —— |

ALASKA HEALTH CARE C_OMMISSION
3601 C Street, Suite 902
Anchorage, AK 99503-5923
907-334-2474
Fax 907-269-0060

AHCC Financial Disclosure Statement [Rev. March 17, 2011] Page 4 of 4



ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012— Dec. 31, 2012

FINANCIAL DISCLOSURE STATEMENT FOR:
ALASKA HEALTH CARE COMMISSION MEMBERS

In accordance with AS 18.09.060(4)(D), Alaska Health Care Commission members are required to
report all potential conflicts of interest valued at more than $5,000 annually if the interest is related
to health care system income affecting the member or a member of the member’s immediate family.

THIS REPORT IS A SWORN STATEMENT. YOUR SIGNATURE ON THE LAST PAGE CERTIFIES
THAT THIS DISCLOSURE IS TRUE, CORRECT and COMPLETE.

NAME: 770”765 /7/0//'1'//
MAILING ADDREss: __/ 778 G}Upm/q Ave TBEA Ak 97.(0(

Street Address or P.O. Box, City, Zip Code

CONTACT PHONE(S): _J389- 3006 223- 6325/ .
EMAIL:  thomesharcill@es, o i/

SPOUSE / DOMESTIC PARTNER: C asryf ¢ ( Can of )

NAMES of CHILDREN (biological, adoptive, and step children; including adult children not living in your

heme). @/mf,CA«/, Jerista

AHCC Financial Disclosure Statement [Rev. March 17, 2011} Page 1 of 4




ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012— Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

1. SALARIED EMPLOYMENT NONE: check box —» [ ]

Report each health care system employer who paid you, your spouse, domestic partner or children more than $5,000.
Income means anything of value and covers all forms of compensation, including deferred income.

EARNED BY: [X] Filer / (] Spouse/domestic partner / ] Child
Employer: _(JSAF

Address: S 955 Zeamer Ave TBER Ak 9950l

DESCRIPTION of WORK PERFORMED: _ g spifel Commondts / C’af/la/qr/«f/

EARNED BY: [ ] Filer / [] Spouse/domestic partner / ] Child
Employer:

Address:

DESCRIPTION of WORK PERFORMED:

EARNED BY: [ ] Filer / [[] Spouse/domestic partner / ] Child
Employer:

Address:

DESCRIPTION of WORK PERFORMED:

EARNED BY: [] Filer / [[] Spouse/domestic partner / ] Child
Employer:

Address:

DESCRIPTION of WORK PERFORMED:

AHCC Financial Disclosure Statement [Rev. March 17, 2011) Page 2 of 4



ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012— Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

2. SELF-EMPLOYMENT NONE: check box — /]

Self-employment includes sole proprietors, partnerships, limited liability companies, and professional
corporations. Disclose each health care client, customer or business that paid you, your spouse/domestic partner
or child more than $5,0007 Income derived from patient care provided by you if you are a self-employed health
care practitioner should be considered in aggregate for meeting the $5,000 threshold, and the name of the practice
listed as the client name. If the identity of other sources of income is confidential by law, you may be excused
from disclosing the source. To obtain an exemption, you must file a written request with the commission.
Income means anything of value and covers all forms of compensation, including deferred income.

EARNED BY: [ ] Filer / [] Spouse/domestic partner / [] Child

Business/Client/Customer name:

Business/Client/Customer address:
DESCRIPTION of services provided:

EARNED BY: [] Filer / (] Spouse/domestic partner / [] Child

Business/Client/Customer name:

Business/Client/Customer address:
DESCRIPTION of services provided:

EARNED BY: [] Filer / ] Spouse/domestic partner / [ ] Child

Business/Client/Customer name:

Business/Client/Customer address:
DESCRIPTION of services provided:

EARNED BY: [] Filer / [] Spouse/domestic partner / [ ] Child

Business/Client/Customer name:

Business/Client/Customer address:
DESCRIPTION of services provided:

AHCC Financinl Disclosure Stntement [Rev. March 17, 2011] Page 3 of 4




ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012- Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

3. OTHER INCOME NONE: check box —»

List sources of income valued over $5,000 not listed elsewhere on this form, including sale of health care goods
or services, pensions paid by health care organizations, monetary gifts and honorariums from health care
organizations, dividends and interest derived from ownership in a health care business, profit made on the sale of
shares in publicly and non-publicly traded health care corporations, and rent paid by a health care organization on
property and real estate in which you hold a business interest.

RECIPIENT SOURCE
O Fiter [ Child

Spouse/ partner
Filer L] Child
ouse/ partner

Filer L] Child
Spouse/ partner
Filer L] Child
Spouse/ partner
Filer [} Child
Spouse/ partner
Fiter L_] Child
Spouse/ partner

CERTIFICATION

I certify under penalty of perjury that the foregoing is true and the information in this disclosure
statement is, to the best of my knowledge, true, correct and complete. A person who makes a
false sworn certification which he or she does not believe to be true is guilty of perjury.
Digitally signed by HARRELL.THOMAS.W.1186848396
HARRELL.THOMAS.W.1186848396 o asreseiommenacassane o CumUshF
SIGNATURE: Date: 2013.08.31 16:46:46 -08'00'

NAME of FILER DATE &PLACE SIGNED / FILED

Alaska Health Care Commission members are solely responsible
Jor filing complete, accurate and truthful statements.

- e 'THIS IS A PUBLIC DOCUMENT 2

ALASKA HEALTH CARE COMMISSION
3601 C Street, Suite 902
Anchorage, AK 99503-5923
907-334-2474
Fax 907-269-0060

AHCC Financial Disclosure Statement [Rev. March 17, 2011] Page 4 of 4




ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012- Dec. 31, 2012

FINANCIAL DISCLOSURE STATEMENT FOR:
ALASKA HEALTH CARE COMMISSION MEMBERS

In accordance with AS 18.09.060(4)(D), Alaska Health Care Commission members are required to
report all potential conflicts of interest valued at more than $5,000 annually if the interest is related
to health care system income affecting the member or a member of the member’s immediate family.

THIS REPORT IS A SWORN STATEMENT. YOUR SIGNATURE ON THE LAST PAGE CERTIFIES
THAT THIS DISCLOSURE IS TRUE, CORRECT and COMPLETE.

NAME: /4”6-1 //l'/)’D/Zf’

MAILING ADDRESS: T30  Crooren IRee Co  Quceonhec Av 99527
Street Address or P.O. Box, City, Zip Code

CONTACT PHONE(S): __ 907 2¢4 2522 Fax:_39¢ 2336

E-MAIL: allen@ fFoulknerwalsy. con

SPOUSE / DOMESTIC PARTNER: Chrshns  H, pples

NAMES of CHILDREN (biological, adoptive, and step children; including adult children not living in your
home):

Allen, Aaron Perpetus, Rosali , Andrew, Midan, Alexandon,
A Al lLast Ao IJ@’ e

AHCC Financial Disclosure Statement {Rev. March 17,2011} Page 1 of 4




ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012- Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

1. SALARIED EMPLOYMENT NONE: check box —» [t}

Report each health care system employer who paid you, your spouse, domestic partner or children more than $5,000.
Income means anything of value and covers all forms of compensation, including deferred income.

EARNED BY: iler / [_] Spouse/domestic partner / [ ] Child
Employer:

Address:

DESCRIPTION of WORK PERFORMED:

EARNED BY: [] Filer / [_] Spouse/domestic partner / ] Child
Employer:

Address:

DESCRIPTION of WORK PERFORMED:

EARNED BY: [ ] Filer / (] Spouse/domestic partner / ] Child

Employer:

Address:

DESCRIPTION of WORK PERFORMED:

EARNED BY: [ ] Filer / [[] Spouse/domestic partner / [] Child

Employer:

Address:

DESCRIPTION of WORK PERFORMED:

AHCC Financial Disclosure Statement [Rev. March 17, 2011) Page 2 of 4



ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012- Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

2. SELF-EMPLOYMENT NONE: check box —» =—

Self-employment includes sole proprietors, partnerships, limited liability companies, and professional
corporations. Disclose each health care client, customer or business that paid you, your spouse/domestic partner
or child more than $5,000. Income derived from patient care provided by you if you are a self-employed health
care practitioner should be considered in aggregate for meeting the $5,000 threshold, and the name of the practice
listed as the client name. If the identity of other sources of income is confidential by law, you may be excused
from disclosing the source. To obtain an exemption, you must file a written request with the commission.
Income means anything of value and covers all forms of compensation, including deferred income.

EARNED BY: [] Filer / [] Spouse/domestic partner / [ ] Child

Business/Client/Customer name:

Business/Client/Customer address:
DESCRIPTION of services provided:

EARNED BY: [ ] Filer / [] Spouse/domestic partner / [ ] Child

Business/Client/Customer name:

Business/Client/Customer address:
DESCRIPTION of services provided:

EARNED BY: [] Filer / [] Spouse/domestic partner / ] Child

Business/Client/Customer name:

Business/Client/Customer address:
DESCRIPTION of services provided:

EARNED BY: [_] Filer / [] Spouse/domestic partner /[ ] Child

Business/Client/Customer name:

Business/Client/Customer address:
DESCRIPTION of services provided:

AHCC Financial Disclosure Statement [Rev. March 17, 2011] Page 3 of 4



ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012—- Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

3. OTHER INCOME NONE: check box — B/

List sources of income valued over $5,000 not listed elsewhere on this form, including sale of health care goods
or services, pensions paid by health care organizations, monetary gifts and honorariums from health care
organizations, dividends and interest derived from ownership in a health care business, profit made on the sale of
shares in publicly and non-publicly traded health care corporations, and rent paid by a health care organization on
property and real estate in which you hold a business interest.

RECIPIENT SOURCE

[ Filer [] Child
(] Spouse/ partner

[ Fiter [ Child
(] Spouse/ partner

1 Filer [] Child
"] Spouse/ partner

O Fiter [ Child
(] Spouse/ partner

[ Fiter [ Child
(] Spouse/ partner

[1 Filer [] Child
(] Spouse/ partner

CERTIFICATION

I certify under penalty of perjury that the foregoing is true and the information in this disclosure
statement is, to the best of my knowledge, true, correct and complete. A person who makes a
false sworn certification which he or she does not believe to be true is guilty of perjury.

SIGNATURE: Qe /zéf«..,-é‘..

Alleu Lhppler o—17-13
NAME of FILER !/ DATE &PLACE SIGNED / FILED

Alaska Health Care Commission members are solely responsible
Jor filing complete, accurate and truthful statements.

| THIS IS A PUBLIC DOCUMENT

ALASKA HEALTH CARE COMMISSION
3601 C Street, Suite 902
Anchorage, AK 99503-5923
907-334-2474
Fax 907-269-0060

AHCC Financial Disclosure Statement [Rev. March 17, 2011) Page 40f4



ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012—- Dec. 31, 2012

FINANCIAL DISCLOSURE STATEMENT FOR:
ALASKA HEALTH CARE COMMISSION MEMBERS

In accordance with AS 18.09.060(4)(D), Alaska Health Care Commission members are required to
report all potential conflicts of interest valued at more than $5,000 annually if the interest is related
to health care system income affecting the member or a member of the member’s immediate family.

THIS REPORT IS A SWORN STATEMENT. YOUR SIGNATURE ON THE LAST PAGE CERTIFIES
THAT THIS DISCLOSURE IS TRUE, CORRECT and COMPLETE.

NAME: LOARD 5. /ﬂf(gﬂléf
MAILING ADDRESs: 77 72/  SPAN  DE Ahcke LA, /,4&, 98574

Street Address or P.O. Box, City, Zip Code
CONTACT PHONE(S): P07 2f & T Fax:
E-MAIL: e ord /M’f/‘éﬂf 7 @ &@g/c e Gol.

SPOUSE / DOMESTIC PARTNER: :7’;;54’4»‘ 7- Xéﬁ/éwﬂf

NAMES of CHILDREN (biological, adoptive, and step children; including adult children not living in your
home): —
) 2l srd £ /.4,,/14’?‘ 24

AHCC Financial Disclosure Statement [Rev. March 17, 2011) Page 1 of 4



ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012~ Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

1. SALARIED EMPLOYMENT NONE: check box - [ ]

Report each health care system employer who paid you, your spouse, domestic partner or children more than $5,000.
Income means anything of value and covers all forms of compensation, including deferred income.

EARNED BY: [] Filer / [_] Spouse/domestic partner / [_] Child
Employer: S 7478 o2 LiLAd5A
Address;: _ 3627 &  STHELr Covie 75T, Atcfnddar AL PPE S

DESCRIPTION of WORK PERFORMED: __ CAAEL iy Lpeadl. ch Fradd
~
DA Tbt/T g flaflrh § PR preal
[ evm £ Lose Cine full Frge e/

EARNED BY: [ ] Filer / [] Spouse/domestic partner / ] Child
Employer:

Address:

DESCRIPTION of WORK PERFORMED:

EARNED BY: [ Filer / ] Spouse/domestic partner / ] Child
Employer:

Address:

DESCRIPTION of WORK PERFORMED:

EARNED BY: [ ] Filer / [[] Spouse/domestic partner / [_] Child

Employer:

Address:

DESCRIPTION of WORK PERFORMED:

AHCC Financial Disclosure Statement [Rev. March 17, 2011] Page 2 of 4



ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012- Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

2. SELF-EMPLOYMENT NONE: check box — ]

Self-employment includes sole proprietors, partnerships, limited liability companies, and professional
corporations. Disclose each health care client, customer or business that paid you, your spouse/domestic partner
or child more than $5,000~ Income derived from patient care provided by you if you are a self-employed health
care practitioner should be considered in aggregate for meeting the $5,000 threshold, and the name of the practice
listed as the client name. If the identity of other sources of income is confidential by law, you may be excused
from disclosing the source. To obtain an exemption, you must file a written request with the commission.

Income means anything of value and covers all forms of compensation, including deferred income.

EARNED BY: [ ] Filer / [] Spouse/domestic partner / ] Child

Business/Client/Customer name:

Business/Client/Customer address:
DESCRIPTION of services provided:

EARNED BY: [] Filer / [[] Spouse/domestic partner / ] Child

Business/Client/Customer name:

Business/Client/Customer address:
DESCRIPTION of services provided:

EARNED BY: [] Filer / [] Spouse/domestic partner / [ ] Child

Business/Client/Customer name;

Business/Client/Customer address:
DESCRIPTION of services provided:

EARNED BY: [ ] Filer / [] Spouse/domestic partner / [] Child

Business/Client/Customer name:

Business/Client/Customer address:
DESCRIPTION of services provided:

AHCC Financial Disclosure Statement {Rev. March 17, 2011] Page 3 of 4




ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012— Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

3. OTHER INCOME NONE: check box —»

List sources of income valued over $5,000 not listed elsewhere on this form, including sale of health care good§
or services, pensions paid by health care organizations, monetary gifts and honorariums from health care
organizations, dividends and interest derived from ownership in a health care business, profit made on the sale of
shares in publicly and non-publicly traded health care corporations, and rent paid by a health care organization on
property and real estate in which you hold a business interest.

RECIPIENT SOURCE

{1 Filer [] Child
] Spouse/ partner

3 Filer [ Child
(] Spouse/ partner

[ Filer [ Child
(] Spouse/ partner

[ Filer [ Child
[] Spouse/ partner

] Filer [] Child
(] Spouse/ partner

[J Filer [] Child
[7] Spouse/ partner

CERTIFICATION

I certify under penalty of perjury that the foregoing is true and the information in this disclosure
statement is, to the best of my knowledge, true, correct and complete. A person who makes a
false sworn certification which he or she does not believe to be true is guilty of perjury.

SIGNATURE: ///MW@ i

LU IRD B Aeide o7 SYs/es
NAME of FILER DATE &PLACE SIGNED / FILED

Alaska Health Care Commission members are solely responsible
Jor filing complete, accurate and truthful statements.

ALASKA HEALTH CARE COMMISSION
3601 C Street, Suite 902
Anchorage, AK 99503-5923
907-334-2474
Fax 907-269-0060

AHCC Financial Disclosure Statement [Rev. March 17, 2011] Page 4 0f 4



ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012- Dec. 31, 2012

FINANCIAL DISCLOSURE STATEMENT FOR:
ALASKA HEALTH CARE COMMISSION MEMBERS

In accordance with AS 18.09.060(4)(D), Alaska Health Care Commission members are required to
report all potential conflicts of interest valued at more than $5,000 annually if the interest is related
to health care system income affecting the member or a member of the member’s immediate family.

THIS REPORT IS A SWORN STATEMENT. YOUR SIGNATURE ON THE LAST PAGE CERTIFIES
THAT THIS DISCLOSURE IS TRUE, CORRECT and COMPLETE.

NAME: _ Dayi ) M“S oW

MAILING ADDRESS: 2176 SXawn Sffg\_ Ovive, Qednecuse Qlaska 99508
Street Address or P.O. Box, City, Zip Code Yy
CONTACT PHONE(S): (.qo’l) 211~ 57224 (3'6 (f\b’h Se3-UR1L Fax: Wlp

E-MAIL: Moregin dauid conaie @) e mas 1. Covm

SPOUSE / DOMESTIC PARTNER: C ovnve V) ooy
NAMES of CHILDREN (biological, adoptive, and step children; including adult children not living in your

home):
A evon MO‘(‘:Q,QVJ é. om & <\D°\k\ M dﬂQ a v

AHCC Financial Disclosure Statement [Rev. March 17, 2011] Page 1 of 4



ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012~ Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

1. SALARIED EMPLOYMENT NONE: check box —» [ ]

Report each health care system employer who paid you, your spouse, domestic partner or children more than $5,000.
Income means anything of value and covers all forms of compensation, including deferred income.

EARNED BY: }{ Filer / [] Spouse/domestic partner / ] Child
Employer: Sou‘\’\\ cewnl *‘ﬂs\ Co\.xN &C«*'.\ owN
Address: 1200 Tuder Cewher Drive : Sunrte 320 - Quch o‘(‘u.bc d alesKe 99508

DESCRIPTION of WORK PERFORMED: Cost Beused Qeionpuvsementt —
Me Licave [Medicend Cost Repor™ e Costs/uos Reps o
wyidey Envo\lomews Aicove, Medicaid an R1C Ak

- L S

EARNED BY: [ ] Filer / ] Spouse/domestic partner / (] Child
Employer:

Address:

DESCRIPTION of WORK PERFORMED:

EARNED BY: [ ] Filer / [] Spouse/domestic partner / [] Child
Employer:

Address:

DESCRIPTION of WORK PERFORMED:

EARNED BY: [] Filer / [[] Spouse/domestic partner / ] Child
Employer:

Address:

DESCRIPTION of WORK PERFORMED:

AHCC Financial Disclosure Statement [Rev. March 17, 2011 Page 2 of 4



ALASKA HEALTH CARE COMMISSION
2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012— Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

2. SELF-EMPLOYMENT NONE: check box — M

‘| Self-employment inCludes sole proprietors, partnerships, limited liability companies, and professional
corporations. Disclose each health care client, customer or business that paid you, your spouse/domestic partner
or child more than $5,000. Income derived from patient care provided by, you if you are a self-employed health
care practitioner should be considered in aggregate for meeting the $5,000 threshold, and the name of the practice
listed as the client name. If the identity of other sources of income is confidential by law, you may be excused
from disclosing the source. To obtain an exemption, you must file a written request with the commission.
Income means anythin.gr of value and covers all forms of compensation, including deferred income.

EARNED BY: [] Filer / (] Spouse/domestic partner / [ ] Child

Business/Client/Customer name:

Business/Client/Customer address:
DESCRIPTION of services provided:

EARNED BY: [] Filer / [] Spouse/domestic partner / [] Child

Business/Client/Customer name:

Business/Client/Customer address:
DESCRIPTION of services provided:

EARNED BY: [ ] Filer / [_] Spouse/domestic partner / ] Child

Business/Client/Customer name:

Business/Client/Customer address:
DESCRIPTION of services provided:

EARNED BY: [_] Filer / [_] Spouse/domestic partner / ] Child
Business/Client/Customer name:

Business/Client/Customer address:
DESCRIPTION of services provided:

AHCC Financinl Disclosure Statement [Rev. March 17, 2011] Page3of 4




ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012- Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

3. OTHER INCOME NONE: check box > [X,

List sources of income valued over $5,000 not listed elsewhere on this form, including sale of health care goods
orservices, pensions paid by health care organizations, monetary gifts and honorariums from health care
organizations, dividends and interest derived from ownership in a health care business, profit made on the sale of
shares in publicly and non-publicly traded health care corporations, and rent paid by a health care organization on
property and real estate in which you hold a business interest.

RECIPIENT SOURCE

[ Filer [J Child
[ Spouse/ partner

[ Filer [] Child
] Spouse/ partner

{1 Filer [J Child
[J Spouse/ partner

{J Filer [ Child
[] Spouse/ partner

[ Fiter [T Child =
CI'Spouse/ partner

[J Filer [T Child
Spouse/ partner

CERTIFICATION

I certify under penalty of perjury that the foregoing is true and the information in this disclosure
statement is, to the best of my knowledge, true, correct and complete. A person who makes a
false sworn certification which he or she does not believe to be true is guilty of perjury.

SIGNATURE;: hg:mgmsm«,w

; 20\ \
NAME of FILER ) DATE &PLACE SIGNED / FILED

Alaska Health Care Commission members are solely responsible
Jor filing complete, accurate and truthful statements.

ALASKA HEALTH CARE COMMISSION
3601 C Street, Suite 902
Anchorage, AK 99503-5923
907-334-2474
Fax 907-269-0060

AHCC Financinl Disclosure Statement [Rev. March 17, 2011) Page 4 of 4



ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012— Dec. 31, 2012

FINANCIAL DISCLOSURE STATEMENT FOR:
ALASKA HEALTH CARE COMMISSION MEMBERS

In accordance with AS 18.09.060(4)(D), Alaska Health Care Commission members are required to
report all potential conflicts of interest valued at more than $5,000 annually if the interest is related
to health care system income affecting the member or a member of the member’s immediate family.

THIS REPORT IS A SWORN STATEMENT. YOUR SIGNATURE ON THE LAST PAGE CERTIFIES
THAT THIS DISCLOSURE IS TRUE, CORRECT and COMPLETE.

NAME: /-44/&(/ M % S VAY OA/
maILING apbress:_ /S /L ﬁ’é&#@ /zﬁ /’[WW /4’K G750 7

Street Address or P.O. Box, ('Ilty, Zip Code

CONTACT PHONE(S): 9&7 275 2*7 %/ Fax:

E-MAIL:

SPOUSE / DOMESTIC PARTNER: £~ [ ZABETH

NAMES of CHILDREN (biological, adoptive, and step children; including adult children not living in your

" [ AUIRENCE, THMES, SACH, det ATTHEL

AHCC Financial Disclosure Statement [Rev. March 17, 2011) Page 1 of 4



ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012—- Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

1. SALARIED EMPLOYMENT NONE: check box - [ ]

Report each health care system employer who paid you, your spouse, domestic partner or children more than $5,000.
Income means any_thigg of value and covers all forms of compensation, including deferred income.

Employer:

Address: f i { — =2 wl
DESCRIPTION of WORK PERFORMED: /) &w7 S A2 c//

EARNED BY: ﬂz{ler

Spouse/domestic partner O Chlld
Employer: Q oY ’(’Ié M %4’*( &y [61/’ "lef‘
Address: /q / 7 7%@’0 # M J%’(K&mgz 74’k %(&7

DESCRIPTION of WORK PERFORMED: / / A1 ] éf\ﬁdq

L4

EARNED BY #\MFiler / [] Spo;g/::zestlc artner / [ ] Ch|ld
Address: ﬂ/ﬁ /VZ(«O?/I 4&# V‘ﬁ A

DESCRIPTION of WORK PERFORMED: p A/ﬁ ¢4 an

Employer:

EARNED BY: [] Filer / [] Spouse/domestic partner / [ ] Child
Employer:

Address:

DESCRIPTION of WORK PERFORMED:

AHCC Financinl Disclosure Statement [Rev. March 17, 2011} Page 2 of 4



ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012- Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

2. SELF-EMPLOYMENT NONE: check box — [ ]

Self-employment includes sole proprietors, partnerships, limited liability companies, and professional

corporations. Disclose each health care client, customer or business that paid you, your spouse/domestic partner
or child more than $5,000. Income derived from patient care provided by you if you are a self-employed health
care practitioner should be considered in aggregate for meeting the $5,000 threshold, and the name of the practice
listed as the client name. If the identity of other sources of income is confidential by law, you may be excused
from disclosing the source. To obtain an exemption, you must file a written request with the commission.
Income means anything of value and covers all forms of compensation, including deferred income.

EARNED BY: [_] Filer / [_] Spouse/domestic partner / [] Child

Business/Client/Customer name:

Business/Client/Customer address:

DESCRIPTION of services provided:

EARNED BY: [_| Filer / [_] Spouse/domestic partner / (] Child

Business/Client/Customer name:

Business/Client/Customer address:

DESCRIPTION of services provided:

EARNED BY: [} Filer / [[] Spouse/domestic partner / [_] Child

Business/Client/Customer name:

Business/Client/Customer address:

DESCRIPTION of services provided:

EARNED BY: [ ] Filer / [[] Spouse/domestic partner / [_] Child

Business/Client/Customer name:

Business/Client/Customer address:

DESCRIPTION of services provided:

AHCC Financial Disclosure Statement [Rev. March 17, 2011}

Page 3 of 4




ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012— Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

3. OTHER INCOME NONE: check box > [ ]

List sources of income valued over $5,000 not listed elsewhere on this form, including sale of health care goods
or services, pensions paid by health care organizations, monetary gifts and honorariums from health care
organizations, dividends and interest derived from ownership in a health care business, profit made on the sale of
shares in publicly and non-publicly traded health care corporations, and rent paid by a health care organization on
property and real estate in which you hold a business interest.

RECIPIENT SOURCE

[ Filer [ Child
[ Spouse/ partner

O Filer [J Child
[[] Spouse/ partner

1 Filer [J Child
[] Spouse/ partner

[ Filer [J Child
[[] Spouse/ partner

[ Filer [ Child
[[] Spouse/ partner

] Filer [J Child
a Spouse/ partner

CERTIFICATION

I certify under penalty of perjury that the foregoing is true and the information in this disclosure
statement is, to the best of my\knowledge, true, correct and complete. A person who makes a
false sworn certification w he or she does not believe to be true is guilty of perjury.

SIGNATURE:
v
[Aweens <= e s Archprar
NAME of FILER DATE &PLACE SIGNED / FILED

Alaska Health Care Commission members are solely responsible
Jor filing complete, accurate and truthful statements.

THIS IS A PUBLIC DOCUMENT

ALASKA HEALTH CARE COMMISSION
3601 C Street, Suite 902
Anchorage, AK 99503-5923
907-334-2474
Fax 907-269-0060

AHCC Financial Disclosure Statement [Rev. March 17, 2011] Page 4 of 4



ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012— Dec. 31, 2012

FINANCIAL DISCLOSURE STATEMENT FOR:
ALASKA HEALTH CARE COMMISSION MEMBERS

In accordance with AS 18.09.060(4)(D), Alaska Health Care Commission members are required to
report all potential conflicts of interest valued at more than $5,000 annually if the interest is related
to health care system income affecting the member or a member of the member’s immediate family.

THIS REPORT IS A SWORN STATEMENT. YOUR SIGNATURE ON THE LAST PAGE CERTIFIES
THAT THIS DISCLOSURE IS TRUE, CORRECT and COMPLETE.

NAME: 12‘0 (et Urske

MAILING ADDRESS: 15 ) (&»uz\ ey TW[ ﬂv{é“(q?ol
Street Address or P.O. Box, City, Zip Code (

CONTACT PHONE(S): qo72 723 Y+ Fax:_ §07 S¥b2oy 29

E-MAIL: Ve VExe @& SGey. vad.

] Q
SPOUSE / DOMESTIC PARTNER: O/V\AAM
NAMES of CHILDREN (biological, adoptive, and step children; including adult children not living in your
home): h d N .5
Aav . th golo | Wiel UoXe , L e U=

7

AHCC Financial Disclosure Statement [Rev. March 17, 2011] Page 1 of 4



ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012— Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

1. SALARIED EMPLOYMENT NONE: check box —» [ |

- Report each health care system employer-who paid you, your spouse, domestic partner or children more than $5,000.
Income means anything of value and covers all forms of compensation, includingfdeferred income,

EARNED BY: [ ] Filer / (] Spouse/domestic partner / ] Child
Employer:

Address:

DESCRIPTION of WORK PERFORMED:

EARNED BY: [ ] Filer / [] Spouse/domestic partner / [_] Child
Employer:

Address:

DESCRIPTION of WORK PERFORMED:

EARNED BY: [] Filer / [] Spouse/domestic partner / [] Child
Employer:

Address:

DESCRIPTION of WORK PERFORMED:

EARNED BY: [ ] Filer / [] Spouse/domestic partner / [] Child
Employer:

Address:

DESCRIPTION of WORK PERFORMED:

AHCC Financial Disclosure Statement [Rev. March 17, 2011] Page 2 of 4



ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012- Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

2. SELF-EMPLOYMENT NONE: check box — [ ]

Self-employment includes sole proprietors, partnerships, limited liability companies, and professional
corporations. Disclose each health care client, customer or business that paid you, your spouse/domestic partner
~or child more than $5,000. Income derived from patient care provided by you if you are a self-employed health
care practitioner should be considered in aggregate for meeting the $5,000 threshold, and the name of the practice
listed as the client name. If the identity of other sources of income is confidential by law, you may be excused
from disclosing the source. To obtain an exemption, you must file a written request with the commission.
Income means anything of value and covers all forms of compensation, including deferred income.

4
EARNED BY: [ ] Filer / [ ] Spouse/domestic partner /] Child

Business/Client/Customer name: 0. [(e/u\ Y\/\M Cgu\,\
Business/Client/Customer address: ( Q o\ ! S'VQAAM/\z {A.%Las Leawr \Twew /L\/,‘}QEO)

DESCRIPTION of services provided: PM\ Nre draar -

EARNED BY: [AFiler / [] Spouse/domestic partner / (] Child Qk&(z“' o
Business/Client/Customer name: WMMWMW A, MM‘H\
Business/Client/Customer address: be—‘—t‘ Al - M‘i'm Ivbzbﬂ_ﬂ_;/{
DESCRIPTION of services provided: __Peasiens  Chaats  €6v v hetteq
peUe T e fospitl  ane Amw oV NOh(_@v C"MS}

GPPeopd

EARNED BY: [ 4Filer / ] Spouse/domestic partner / [] Child
Ay ~
Business/Client/Customer name: Vet Fedand O W delty, Conr
&5 03
Business/Client/Customer address: Twitey, el Brundd~ J W = 79€0

DESCRIPTION of services provided: 9 cw-(lm T e
o QU bolft. 2 dlos,

EARNED BY: [AFiler / [] Spouse/domestic partner / [ ] Child

Business/Client/Customer name: {/‘) Vo L b (-

Business/Client/Customer address: U) ‘fa"'\(’ o A’b’v(’)sv K’ -

DESCRIPTION of services provided: <ov & of o oo Diweckor + M de
M@;&N V\Mmﬁi‘ l‘,,(. lﬂbﬁ(‘ T A‘GU S Pvac{"‘ue w w"M(\el(

AHCC Financial Disclosure Smtement [Rev. March 17, 2011] Page 3 of 4



ALASKA HEALTH CARE COMMISSION

2013 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2012- Dec. 31, 2012

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

3. OTHER INCOME ] NONE: check box —» [ ]

List sources of income valued over $5,000 not listed elsewhere on this form, including sale of health care goods
or services, pensions paid by health care organizations, monetary gifts and honorariums from health care
organizations, dividends and interest derived from ownership in a health care business, profit made on the sale of
shares in publicly and non-publicly traded health care corporations, and rent paid by a health care organization on
property and real estate in which you hold a business interest.

RECIPIENT SOURCE

O Filer (J Child
(] Spouse/ partner

O Filer [J Child
(] Spouse/ partner

U Filer [ Child
('] Spouse/ partner

[ Filer [] Child
(] Spouse/ partner

[ Filer [] Child
[[] Spouse/ partner

] Filer ] Child
("] Spouse/ partner

CERTIFICATION

I certify under penalty of perjury that the foregoing is true and the information in this disclosure
statement is, to the best of my knowledge, true, correct and complete. A person who makes a
false sworn certification which he or she does not believe to be true is guilty of perjury.

SIGNATURE: m

Do b Uvurn o[)1n  Ande e

NAME of FILER DATE &PLACE SIGNED / FILED

Alaska Health Care Commission members are solely responsible
Jor filing complete, accurate and truthful statements.

THIS IS A PUBLIC DOCUMENT

ALASKA HEALTH CARE COMMISSION
3601 C Street, Suite 902
Anchorage, AK 99503-5923
907-334-2474
Fax 907-269-0060

AHCC Financial Disclosure Statement [Rev. March 17, 2011} Page 4 of 4




THE STATE Department of

0 AL ASKA Health and Social Services

Alaska Health Care Commission

3601 C Street, Svite 902
Anchorage, Alaska 99503-5924
Main: 907.269.7800

Fax: 907.269.0060

GOVERNOR SEAN PARNELL

MEMORANDUM
DATE: October 2, 2013
TO: Angie White, Litigation Assistant
Department of Law

Opinions, Appeals, & Ethics Section

FROM: Ward Hurlburt, MD, MPH, Chair WM @
Alaska Health Care Commission
Department of Health & Social Services

SUBJECT:  Executive Branch Ethics Act, AS 39.52 Quarterly Report:
July 1 — September 30, 2013

As designated ethics supervisor and chair for the Alaska Health Care Commission, I wish to
advise you that I have received no notifications of potential violations or requests for ethics
determinations under the Ethics Act (AS 39.52) and have made no written determinations for this
quarter.

No other commissioner disclosed a potential conflict of interest at a recorded public meeting
during this quarter.



Ethics Supervisor Quarterly Statistical Summary*

Reporting Period July 1-September 30, 2013

Alaska Health Care Commission

Reporting Agency, Board, Commission or Public Corporation

Type of Disclosure Number Reviewed

All agencies, boards, commissions and public corporations:

Notices of Potential Violation 0
Requests for Ethics Determination 0
Gifts 0
Gifts from Other Governments 0
Interests in Contracts, Grants, Leases, Loans 0

Agencies only:

Outside Employment or Services 0

Boards, commissions and public corporations only:

Conflicts of Interest stated orally
at board/commission meetings 0

* Please report the total number of written disclosures in each category,
regardless of disposition. You need not report informal oral or email
contacts, only those disclosures submitted on ethics disclosure forms.

* Attach this summary to your regular quarterly report.

Revised 2012



THE STATE Department of

of AL A SKA Health and Social Services

Alaska Health Care Commission

3601 C Street, Suite 902
Anchorage, Alaska 99503-5924
Main: 907.269.7800

Fax: 907.269.0060

GOVERNOR SEAN PARNELL

MEMORANDUM
DATE: July 2, 2013
TO: Angie White, Litigation Assistant
Opinions, Appeals, & Ethics Section
Department of Law
FROM: Ward Hurlburt, MD, MPH, Chair (
Alaska Health Care Commission

Department of Health & Social Services

SUBJECT:  Executive Branch Ethics Act, AS 39.52 Quarterly Report: April 1 - June 30,
2013

As designated ethics supervisor and chair for the Alaska Health Care Commission, I wish to
advise you that I have received no notifications of potential violations or requests for ethics
determinations under the Ethics Act (AS 39.52) and have made no written determinations for this
quarter.

No other commissioner disclosed a potential conflict of interest at a recorded public meeting
during this quarter.



Ethics Supervisor Quarterly Statistical Summary*

Reporting Period April 1 - June 30, 2013

Alaska Health Care Commission

Reporting Agency, Board, Commission or Public Corporation

Type of Disclosure Number Reviewed

All agencies, boards, commissions and public corporations:

Notices of Potential Violation 0
Requests for Ethics Determination 0
Gifts 0
Gifts from Other Governments 0
Interests in Contracts, Grants, Leases, Loans 0

Agencies only:

Outside Employment or Services 0

Boards, commissions and public corporations only:

Conflicts of Interest stated orally
at board/commission meetings 0

* Please report the total number of written disclosures in each category,
regardless of disposition. You need not report informal oral or email
contacts, only those disclosures submitted on ethics disclosure forms.

* Attach this summary to your regular quarterly report.

Revised 2012



THE STATE Department of

O%L A S KA Health and Social Services

Alaska Health Care Commission

GOVERNOR SEAN PARNELL
3601 C Sireet, Suite 902

Anchorage, Alaska 99503-5924
Main: 907.269.7800
Fax: 907.269.0060

MEMORANDUM
DATE: April 4, 2013
TO: Angie White, Litigation Assistant
Opinions, Appeals, & Ethics Section
Department of Law

FROM: Ward Hurlburt, MD, MPH, Chair Wit %4 : é’ Leeilbree g&; >

Alaska Health Care Commission
Department of Health & Social Services

SUBJECT:  Executive Branch Ethics Act, AS 39.52 Quarterly Report: January — March, 2013

As designated ethics supervisor and chair for the Alaska Health Care Commission, I wish to
advise you that I have received no notifications of potential violations or requests for ethics
determinations under the Ethics Act (AS 39.52) and have made no written determinations for this
quarter.

No other commissioner disclosed a potential conflict of interest at a recorded public meeting
during this quarter.



'

Ethics Supervisor Quarterly Statistical Summary*

Reporting Period January 1-March 31, 2013

Alaska Health Care Commission

Reporting Agency, Board, Commission or Public Corporation

Type of Disclosure Number Reviewed

All agencies, boards, commissions and public corporations:

Notices of Potential Violation 0
Requests for Ethics Determination 0
Gifts 0
Gifts from Other Governments 0
Interests in Contracts, Grants, Leases, Loans 0

Agencies only:

Outside Employment or Services 0

Boards, commissions and public corporations only:

Conflicts of Interest stated orally
at board/commission meetings 0

* Please report the total number of written disclosures in each category,
regardless of disposition. You need not report informal oral or email
contacts, only those disclosures submitted on ethics disclosure forms.

* Attach this summary to your regular quarterly report.

Revised 2012



