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Alaska Health Care Commission

2014 Voting Record

January 5, 2015 Meeting (held via webinar; final CY 2014 meeting rescheduled from 12/9/14)

10 Voting Members Present: Jay Butler, Lincoln Bean, C. Keith Campbell, Allen Hippler, Becky
Hultberg, Greg Loudon, David Morgan, Lawrence Stinson, Robert Urata, Susan Yeager
Voting Member Absent (approved): Emily Ennis

Motion

Vote

Amend the draft Fraud & Abuse
Recommendations by deleting
Recommendation V.f. (recommending the
Department of Health & Social Services’
Medicaid Program investigate beneficiaries
who pay cash for prescriptions for controlled
substances, potentially with the intent of
making the purchase more difficult to track,
to ensure the drugs were not diverted for
improper or illegal use).

Moved by Mr. Hippler;
Seconded by Mr. Bean

The motion failed to pass on a vote of 3 yeas and 6
nays, with one abstention.

Voting in Favor: Mr. Bean, Mr. Hippler, Ms. Yeager

Voting Opposed: Mr. Campbell, Mr. Loudon, Ms.
Hultberg, Mr. Morgan, Dr. Stinson, Dr. Urata

Abstaining: Dr. Butler

Adopt as final for the 2014 Annual Report
the draft Fraud and Abuse Findings &
Recommendations as amended in Version 2
of the 2014 Draft Report.

| Moved by Mr. Campbell;

Seconded by Dr. Urata

The motion passed unanimously.

Amend proposed 2015 Opioid Control
Facilitation Activity A.v. by deleting “and
stories.”

Moved by Mr. Hippler;
Seconded by Dr. Urata

The motion passed on a vote of 8 yeas, and 2 nays.
Voting in Favor: Mr. Bean, Dr. Butler, Mr. Campbell,
Mr. Hippler, Mr. Morgan, Dr. Stinson, Dr. Urata, Ms.

Yeager

Voting Opposed: Mr. Loudon, Ms. Hultberg

To adopt as final for the 2014 Annual Report
the draft proposed 2015 priorities and
facilitation activities, as amended.

Moved by Mr. Loudon
Seconded by Mr. Campbell

The motion passed unanimously.
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Alaska Health Care Commission

2014 Voting Record

To adopt as final for the 2014 Annual Report
the draft All-Payer Claims Database Key
Provisions for State Legislation Policy Brief,
as amended in Version 2 of the 2014 draft
report.

Moved by Mr. Campbell
Seconded by Dr. Urata

The motion passed unanimously.

To adopt as final for the 2014 Annual Report
the draft Health Benefit Recommendations
for Alaska Employers Brief, presented in the
2014 public comment draft report.

Moved by Dr. Urata
Seconded by Mr. Campbell

The motion passed unanimously.

October 2-3, 2014 Meeting

10 Voting Members Present: Ward Hurlburt, Lincoln Bean, Emily Ennis, Allen Hippler, Becky
Hultberg, Greg Loudon, David Morgan, Lawrence Stinson, Robert Urata, Susan Yeager
Voting Member Absent (approved): C. Keith Campbeli

Motion Vote

Release for public comment Commission plans to facilitate Moved by Dr. Urata;
implementation of the following policy recommendations seconded by Mr. Loudon
during 2015:

e |.1.a,d,e: Incorporate evidence-based medicine in pay and | The motion passed unanimously.

benefit design and provide decision-support tools

II.1: Investigate transparency legislation

VIlI.A.3: Foster teleheaith

IV.4: Reform Workers’ Compensation Laws
VIL.1: Encourage & support healthy lifestyles
IV.6: Adopt opioid control policies & programs

Release as draft for public comment the Fraud & Abuse Moved by Mr. Bean;
Findings and Recommendations with noted clarification to seconded by Dr. Urata

Finding #8 (change “Recipients” to “Medicaid beneficiaries”).

The motion passed unanimously.

Include in public comment draft of Commission plans to Moved by Ms. Yeager;
facilitate implementation of policy recommendations: seconded by Dr. Urata

I11.1, Implement Payment Reform, and include care

coordination (broadly defined).

The motion passed unanimously.
Absent from room during vote:
Ms. Hultberg

2 Updated: January 5, 2015




ALASKA HEALTH CARE COMMISSION

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013 Dec. 31, 2013

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: Z!/\J(c)//\/ A TDega > R
MAILING ADDRESS: (- S/ Box 3/F Mak g A @ 283 c

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

CONTACT PHONE(S): g 0,7 . 9Y7- S0/ C Fax:

EMAIL: ___[foprp /o Bosa
SPOUSE / DOMESTIC PARTNER:

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

home): /
~NC o e /3'0 _TX - /4 r D 7/’/'\/ Z/" 0 S N’

AHCC Financial Disclosure Statement {Rev. March 17, 2011] Page 1 0f 4



ALASKA HEALTH CARE COMMISSION

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013~ Dec. 31, 2013

Name: /,,t/(‘ -,/1J L3 B S@

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 anythmg of value and covers all forms of compensation, mcludmg 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 jRev. March 17, 2011] Page 2 of 4



ALASKA HEALTH CARE COMMISSION

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013- Dec. 31, 2013

Name: >~ . yZa e
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, includiljg 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:

Name:

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

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013—- Dec. 31, 2013

R =
Name. F;zﬂ”-—-—c_ A//‘l ‘{fa" ; B
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

QFH& S?oncs:;lgartner ; 'f) AL 7 / '/ C /} r cL

] Filer [J Child
('] Spouse/ partner

O Filer {J Child
[ Spouse/ partner

[ Fiter [ Child
[ Spouse/ partner

[ Fiter [ Child
{1 Spouse/ partner

[ Filer [] 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:

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

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013~ Dec. 31, 2013

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: .://ay <. /3»\7‘/@

MAILING ADDRESS: /0S0) Schnsc D/-. Anchorage 99507
Street Address or P.0. Boy, City, Zip Code

CONTACT PHONE(S): 92 2-246 - £{ 52 307- UY=L 22 Fax: 50 7- 2€5 -20YE
E-MAIL: __J4y. RuTeeRr (P AL Aaska, by
SPOUSE / DOMESTIC PARTNER: /o otes 30 /e —~

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

home
)JeJ\S-/L‘\ Vets<ht Tao, B */« Alrco_ Evﬂ‘/«
1/0—-“/.:, Z:Zn+/o/ /?fbe/f/‘%/v Bmf/eif‘

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



ALASKA HEALTH CARE COMMISSION

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013~ Dec. 31, 2013

N
Name: Ja.y gh?”/ef'

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: /4/&\54/% /Uaﬁéfz/e b/ f/ec /7(A Conrsor 7[/b| Ay
Address: S oo Jmé& S5 Qé/o’f . s An </Q O/'Q‘g;ef 4/;/, <o

DESC?PTION of WORK PERFORMED: EX€CJ/17Z/‘¢/(5 ’0/\ &l fa 5
nhte L7L/OH\S O//Sé acls ,ﬂ/%/\/ < e Sops /;/M lee/ /ﬂ/y)://yef“

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

Employer: Fr‘o vl‘o)a,.-,cp /4/%:#0-. el /e a / CZ—JLU’
Address: _ 2> 7/ C O p’!x)ef’ \57"./, /4—1 Cﬂ\DfQ&)e/ /4/’( 4oy
DESCRIPTION of WORK PERFORMED: _ C e Yo/ £%e/y/e \Smfp’p’?/}/ Tec A.

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

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013~ Dec. 31, 2013

a—
Name: -/o >/ Em?‘/ef
SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

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

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:

Name:

AHCC Financial Disclosure Statement [Rev. March 17, 201 1] Page 3 of 4




ALASKA HEALTH CARE COMMISSION

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013~ Dec. 31, 2013

—~—
Name: /o 3/ 5%%/6/"

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
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

{7 Fiter [ Child
{71 Spouse/ partner

O Fiter £ Child
{71 Spouse/ partner

O Fiter [ Child
["] Spouse/ partner

(] Fiter [] Child
{1 Spouse/ partner

U Fiter [ 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 not believe to be true is guilty of perjury.
SIGNATURE: A
é/ - \/\
Jay £ Bo+ ErR Pec 2] 2o/
NAME of FILER DATE &PLACE SIGNE) / FILED
ArcrnolR Ac L /(F

Alaska Health Care Commission members are solely responsible
Sfor 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

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013- Dec. 31, 2013

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: ﬂ /dré ﬂm,afé//

MAILING ADDRESS: __ /o ¥ 72 ) LC/“’(,U@.‘(:-.( Ay PG48y

Street Address or P.O. Box, City, Zip Code
CONTACT PHONE(S): 07 - J2 /% Sh3/ Fax: 5 iy &

E-MAIL: o Theamed <V @ §oq e
7 7
SPOUSE / DOMESTIC PARTNER: <~ /4, L7} o

NAMES of CHILDREN (biological, adoptive, and step children; including adult children not living in your
home): _
Q[{AZCJ/ /)aULcj//, bﬁflrl/{/AS

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



ALASKA HEALTH CARE COMMISSION

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013 Dec. 31, 2013

Name: C.od"//ﬁ. ["a-rn/_/;////

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

1. SALARIED EMPLOYMENT NONE: check box —» /E:

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

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013- Dec. 31, 2013

Name: (zfdc’f'?% K,;/f;?’./r/

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

2. SELF-EMPLOYMENT NONE: check box —>/E’

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/demestic 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:

Name:

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



ALASKA HEALTH CARE COMMISSION

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013- Dec. 31, 2013

£ .
Name: (/(4?2% /ﬁ':/? ////
SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000
3. OTHER INCOME NONE: check box — /KI

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

[ Fiter [J Child
("1 Spouse/ partner

[ Filer [] Child
[1 Spouse/ partner

[ Fiter [] Child
(] Spouse/ partner

(] Filer [] Child
(] Spouse/ partner

O Filer 3 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:
. e, L f £ <
Y Keih (g Eew i < J/
NAME of FILER / DATE &PLACE SIGNED/ FILED

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

R . e

I THISIS 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 - |[), 20 = TV = D

2014 FINANCIAL DISCLOSURE STATEMENT j 0CT 31 201 l
Covers the reporting period Jan. 1, 2013— Dec. 31, 2013 ' 4

Anchorage Commissioners O
Dept. of Heallh & S sciyf o lfl!ége

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 movre than $5,000 annually if the interest is related
to health care system income affectmg 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: E;m[/\/ F Ehﬂlﬁ
MAILING ADDRESS: _ [ [ B8 W _Chenc. Hills @r‘ 5‘”&@4&3 Al

Street Address or P.O. Box, City, Zip Code q Q‘?O q
CONTACT PHONE(S): qo 7 ~~"7 q - L)L 271 Fax:

E-MAIL: €/ 1\/ @ fra-alaska. net
SPOUSE / DOMESTIC PARTNER: Lawsr Ence /4 6‘ OQCZ ! I’I a
NAMES of CHILDREN (biological, adoptive, and step children; including adult children not living ifi your

frome): A [/ 50n C é:l p#ﬁf‘d
Me\ﬁrcm V. Goadm\oj

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



ALASKA HEALTH CARE COMMISSION

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013— Dec. 31, 2013

Name: Em //\/ E. Eﬂﬂ ¢S

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: Fair banks Respwrce A gency

Address: 805 :“rc‘rloof"r Way | F—alr'loa,n,'(S, AKag70!
DESCRIPTION of WORK PERFORMED: ___E X&c i+ ve. Dipec tor

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

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013~ Dec. 31, 2013

Name: ED’Y\f l\j/ l:.. Ehh (S
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, includinJgr deferred income.

EARNED BY: [_] Filer / %pousddomesﬁc partner / [] Child .
Business/Client/Customer name: (Or. _2 ) Nence A Gvad tn ?} . ] ;\.Cmﬁglffé
Business/Client/Customer address: &0 (L i V.S i 'sz Ave ) f%urba,n}c.g Ak 99709
DESCRIPTION of services provided: _ COUNSELine; Zenices . PSuc by

p 9 ; ’ tﬂ@&p)/

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:

Name:

AHCC Financial Disclosure Statement [Rev. March 17, 2011} Pagc Jof4



QOctober 1, 2014

List of Insurance Companies Paying Dr. Lawrence A. Gooding
Over $5,000 Between 1/1/2013 and 12/12/2013

Aetna
PO Box 14079
Lexington, KY 40512

Magellan Health Services
14100 Magellan Plaza
Maryland Heights, MO 63043

ComPsych EAP Corp
PO Box 8379
Chicago, IL, 60680-8379

Federal Employees Blue Cross Blue Shield of Alaska
PO Box 240489
Anchorage, AK 99524

Premera Blue Cross Blue Shield of Alaska
PO Box 240609
Anchorage, AK 99524

CIGNA Behavioral Health
PO Box 188022
Chattanooga, TN 37422

WPAS
PO Box 34840
Seattle, WA 98124



ALASKA HEALTH CARE COMMISSION

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013- Dec, 31, 2013

Name: Em:'h{ F- EHHZS‘
SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000
3. OTHER INCOME NONE: check box —» E]

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

[ Fiter [J Child
(] Spouse/ partner

[ Fiter L] Child
{1 Spouse/ partner

(O Fiter [ Child
Spouse/ partner

[] Fiter [] Child
Spouse/ partner

O Fiter [J Child
{1 Spouse/ partner

{1 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: _é’rrm&f\; SN
OCtE R7, ROty

TN ’
Emi iy F. Ennis Fourbonks, Ales éa
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

2014 FINANCIAL DISCLOSURE STATEMENT
(-‘ Covers the reporting period Jan. 1, 2013- Dec. 31, 2013

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: Accen M Hirrcer
MAILING ADDRESS: 6130 (sooxrep Tese SR AmcHotnes AK 94507
Street Address or P.O. Box, City, Zip Code
CONTACT PHONE(S): F07 61 333S Fax:
E-MAIL: allaw. hipgler @ anm. con
( - SPOUSE / DOMESTIC PARTNER: CurisTing HiPrusR

NAMES of CHILDREN (biological, adoptive, and step children; including adult children not living in your
home):
Aieen, Anreon, Perretua , Resavs, Aworew, Aiwnn, Acgrausex

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



ALASKA HEALTH CARE COMMISSION

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013~ Dec. 31, 2013

Name: Acien theecer

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.

EAR

Loy - @Nror—
s W 72

BY: [&YFiler/[] Spo:?wn&tic partner / ] Child

Employer: orrvrRIm IBadk

Address: 5M ANctorAes A qQqs29

DESCRIPTION ORK PE MED: RAATIONSIHIC MApeemEnT,
Loan L DEw Ra T
/

EARNED BY: M Filer / ] Spouse/domestic partaer / [_] Child

Employer: Fﬁucnneﬂ- WRCSH COoMSTRVCLTERS

Address: Toley 233929 Axcctotdes AR 5513

DESCRIPTION of WORK PERFORMED:

Accovumire, RELATONSNIC NAvAGENENT

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

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013— Dec. 31, 2013

Name: Accen Hiseier

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

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

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:

Name:

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



ALASKA HEALTH CARE COMMISSION

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013— Dec. 31, 2013

Name: ALien Hippiet
SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000
3. OTHER INCOME NONE: check box — IE’

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
["1 Spouse/ partner

(J Filer [] Child
[1 Spouse/ partner

3 Filer [] Child
{1 Spouse/ partner

] Filer [] Child
{1 Spouse/ partner

O Fiter O3 Child
[] Spouse/ partner

(] Filer [] Child
[] Spouse/ partner

CERTIFICATION

[ 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: Ot loppde,
Accen (-‘.p(.,?p. /B-2~Y [/ Aworoehos
NAME of FILER DATE &PtACE SIGNED/ FILED

Alaska Health Care Commission members are solely responsible
Sor 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

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013— Dec. 31, 2013

InEL_TVE

NOV - 3 2014
L

|
| Ac e e

I_i';.. = o iu|.'h <. i t'z

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: E;ﬁlﬁgﬂ, L HAH@?W/\

MAILING ADDRESS: ﬂg_mm_m Ak 9980/

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

contact pHongsy: 07586 - 1756 Fax:

E-MAIL: Lo

SPOUSE / DOMESTIC PARTNER: L}[# LH’(N/W)

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

rome): ﬁzp!m(, Bawat, Dane. titvevs
)

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

Page 1 of 4



ALASKA HEALTH CARE COMMISSION

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013~ Dec. 31, 2013

N ame: E&ﬂ“& E I:'lﬂ” l“@

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

1. SALARIED EMPLOYMENT NONE: check box — m

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, includingr deferred income.

E ARNED 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

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013— Dec. 31, 2013

Name: MI( H'IA p+be 74\

SOURCES OF HEAL"l[H CARE SYSTEM INCOME OVER $5,000

2. SELF-EMPLOYMENT NONE: check box — Q

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:

Name:

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




ALASKA HEALTH CARE COMMISSION

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013—- Dec. 31, 2013

Name: K{_b(m L' ‘H'I_A, me

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000
3. OTHER INCOME NONE: check box - [i¢

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

[ Fiter [] Child
("] Spouse/ partner

] Fiter [] Child
("] Spouse/ partner

[J Filer [] Child
("] Spouse/ partner

{J Fiter [ Child
[1 Spouse/ partner

O Filer [ Child
(] Spouse/ partner

[ Filer [ 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;: A
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

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013— Dec. 31, 2013

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: _AU/AAD A A/ﬁﬁ LB
MAILING ADDRESS: __/ 750/  <24/4) A JNCHHd =, 15{4"- 94 <K

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

CONTACT PHONE(S): [4) fo) ZL7F £& IO Fax:
EMAIL: o 2rd, horSbord @ fosks . ciey
( ) SPOUSE/DOMESTIC PARTNER: 7 /2404 A "ﬁ/‘/ A foy ST
NAMES of CHILDREN (biological, adoptive, and step children; including adult children not living in your

home):
CHRoLAEL E, DALEALLS
WwALRY) 7S, thRBUIKT v

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



ALASKA HEALTH CARE COMMISSION

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013~ Dec. 31, 2013

Name: «wAR) B . Ao RES /T

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: & T4-T72 of AeASNA, DELT of Yedi7H ¢ Soci e, BA CES

Address: :)/O\ (6 '5701“0.& J S‘Mlte 76 ’iu (J..Lo“raféle_ ,)4—!"» Qé'g'(-g
DESCRIPTION of WORK PERFORMED: (_\ 1e.-C bUe iaJ i 1;( e, :;D_/\LSS

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

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013— Dec. 31, 2013

Name: WARD B . HuREAUVRT
SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

2. SELF-EMPLOYMENT NONE: check box — 8-

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:

Name:

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




ALASKA HEALTH CARE COMMISSION

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013- Dec. 31, 2013

Mame: WARD B, JReARURT
SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000
3.OTHER INCOME NONE: check box > [ ]

L_ist sources of income valued over $5,000 not listed elsewhere on this form, including sale of health care goods

o T services, pensions paid by health care organizations, monetary gifts and honorariums from health care
o-rganizations, dividends and interest derived from ownership in a health care business, profit made on the sale of
sthares 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

e Filer [1Chibd feusion -~ p21d by U5, Publc HeatlhSepvico

Spouse/ partner

[ Fiter [] Child
(] Spouse/ partner

1 Fiter [ Child
[ Spouse/ partner

") Fiter [ Child
[] Spouse/ partner

] Fiter [_] Child
(1 Spouse/ partner

[ Filer [] Child
[] Spouse/ partaer

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.( 45 ,444 Wk WC’_

v6/a/ 'y
WARD B L for. L7 Ly bk G, Dk
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

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013— Dec. 31, 2013

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: GIFQ/C\ LOWd\O(\

MAILING ADDREss: V010 Veaus W ay M ch oInge MC F93)5
Street Address or P.O. Box, City, Zip Code

CONTACT PHONE(S): __ 901 -3H5~- 9 “6(9/ho~w Fax:
E-MAIL: q\oan [2) qmc\‘l Com
SPOUSF/DOMESTIC PARTNER. “Tean e Loudon

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

home): CL\(\}@*()?\\,QF/ Catherine CCQ\"CB

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



ALASKA HEALTH CARE COMMISSION

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013— Dec. 31, 2013

Name: 6‘ (—Qo\ Lo ud-on

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:

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

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013- Dec. 31, 2013

Name: 6 \'Q:f;(' Lo 'V\,d-O{\

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

2. SELF-EMPLOYMENT NONE: check box — X

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:

Name:

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




ALASKA HEALTH CARE COMMISSION

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013~ Dec. 31, 2013

Name: G\r‘eﬁ L-O\'\AO"\

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000
3. OTHER INCOME NONE: check box — M

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

O Fiter [ Child
["] Spouse/ partner

U Fiter [ Child
[] Spouse/ partner

] Filer ] Child
[} Spouse/ partner

(O Fiter L Child
{1 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: %Bw« %\P%\Q

Q Anroreq

Gfep\ L owdhon AI2F [ 1Y Alaky
NAME of FILER DATE &PLACE SIGNED / FILED

Alaska Health Care Commission members are solely responsible
Sor 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

2014 FINANCIAL DISCLOSURE STATEMENT
(.\_ Covers the reporting period Jan. 1, 2013- Dec. 31, 2013

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: David M sxsat
MAILING ADDRESS: 2170 S’musog,} Vr S odoce e, Gl ICa 4956 %
Street Address rP.0. Box, City, Zip Code /
CONTACT PHONE(S): (jo‘l) 3\1- 89 2Y Fax: 1\‘10:!) 842-93%
E-MAIL: DavidConie = ém& \.covn / d mave '50.43 bl . G YC
( i SPOUSE / DOMESTIC PARTNER: Conmie Mae Ye e N

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

Bavon, ort)qvu] ?cw.\ N\ort)qv'

AHCC Financial Disclosure Statement {Rev. March 17, 2011] Page 1 0f4



ALASKA HEALTH CARE COMMISSION

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013— Dec. 31, 2013

Name: Dow'aé M“&)’\"/

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 $3,000,
Income means anything of value and covers all forms of compensation, including deferred income.

EARNED BY: [X] Filer / [] Spouse/domestic partner / ] Child
Employer: By stel ’Ba}f A Yeo. Hed ¥ Cw evaX1 on

Address: loos IKaws¥ quick, &é:l Box 130 = O\ ugr\cmn’ ak q4q So7)

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

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013- Dec. 31, 2013

Name: Duv\.é M ’é G

SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000

2. SELF-EMPLOYMENT 1\/ / Q’ / NONE: check box — m

'e

Self-employment includes sole proprietors, partnershipé. 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:

Name:

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



ALASKA HEALTH CARE COMMISSION

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013~ Dec. 31, 2013

Name: DGL\I; c\, m U‘K“’VJ
SOURCES OFHEALTH 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
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

[ Fiter {1 Child
[] Spouse/ partner

[ Fiter [T Chila
(1 Spouse/ partner

[ Fiter ] Child
] Spouse/ partner

[ Fiter [] Child
[ Spouse/ partner

L Fiter [ Chita
[] 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: @/C‘Q-’Y\’\V/\”

Dewnd Mox v’ O 10 20 1Y
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

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013- Dec. 31, 2013

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.

e __ Ll eenel  Smng |
MAILING ADDRESS: [ q [7 Wﬂ# ; /in&@mcﬂx y Ak 9958/

Street Address or P.O. Box, City, Zip Fode’
CONTACT PHONE(S): D07 278 2 7 Fax:

E-MAIL:

€ )  SPOUSE/DOMESTICPARINER: __Z L [2AZEZTH <7 7N5aﬂj
NAMES of CHILDREN (biological, adoptive, and step children; including adult children not living in your

") ARRY spisn, TIPS <aison  MATRESD Srnson)
AT M A2 ' ‘

==+ 1

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



ALASKA HEALTH CARE COMMISSION

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013~ Dec. 31, 2013

Name: L’W% §77/\752)7\/

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: %iler/ (] Spouse/domestic partner / [_] Child

Employer: ADVANCED PAIN (ENTEES oF ALASIA

Address: fOH7 /)75/90# M %Wﬁ Ay Gaspy

DESCRIPTION of WORK PERFORMED: P 7% "/g (1 ﬂ/’\)

EARNED BY: @’ﬁler/ [] Spouse/domestic partner / [_] Child
Employer: _W% }4 1/74 Sk MEDTCAL DE UFEL ORpeEATT
Address: IOI Wi HH@#M A’h@&d@c@ Ak g8y

DESCRIPTION of WORK PERFORMED: I~ }da 4/',')4@!"3 [u,/_ﬂ

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

Employer: <.r:u,4 /"‘1'741 /(ZzﬂZ;.w( 9(/1.;}«(/7—1-—: é:«-; ’(y
Address: /QL‘“/ /;’f Lell /M fziﬁxémff At

DESCRIPTION of WORK PERFORMED: /ﬂ /“1 Crln

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
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ALASKA HEALTH CARE COMMISSION

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013—- Dec. 31, 2013

Name:

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 partuer / [_] 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:

Name:

AHCC Financisl Disclosure Statement |Rev. March 17, 2011} Page 3 0f 4




ALASKA HEALTH CARE COMMISSION

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013— Dec. 31, 2013

Name: Z _holea cE— STINS D/\/
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

m {71 Spouse/ partner IA’LA’KZCA mléﬁc L ND?UF Ldﬁfﬁﬂﬁ_” M/ﬂg’ﬁlé

iter [_] Child

O Filer ] Child
(] Spouse/ partner

[ Fiter [] Child
['] Spouse/ partner

(1 Fiter (] Child
[T1 Spouse/ partner

O Fiter [ Child
(] Spouse/ partuer

] 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 w he or she does not believe to be true is guilty of perjury.

SIGNATURE: /
L pntt STcon/ [0 2 /4 Denenn il
NAME of FILER DATE &PJACE SIGNED/ FILED

Alaska Health Care Commission members are solely responsible
for 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

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013- Dec. 31, 2013

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: 00\0 Uvotan wny
MAILING ADDRESS: 3150 Clovad dauy
Street Address or P.O. Box, City, Zip Code l
CONTACT PHONE(S): %o 723 %Ny Fax: 9o 758k LY
E-MAIL: beuvata & 4 . e
SPOUSE / DOMESTIC PARTNER: Ckv\\fﬁu;&

NAMES of CHILDREN (biological, adoptive, and step children; including aduit children not living in your
home): N
Ko Cb(?»o[n el Urats | Cunag by, (A rokfe

AHCC Financinl Disclosure Statement [Rev. March 17, 2011] Page 1 of 4
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ALASKA HEALTH CARE COMMISSION

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013—- Dec. 31, 2013

Name: Yob W e

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 anythin;ggf value and covers all forms of compensation, including deferred income.

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

Employer: \J(J»\\éc\‘ '\M/&Mdka (AAQ

Address: (B Sodvnnr Liasdy (o N e AL 94501
DESCRIPTION of WORK PERFORMED: A« p(**‘\s (.\C._m:. - wadkeld o

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

Employer; ()thoe»sI\ O‘Q A(lb'{%(* stm 66\-4&
Address: Teon  Alodhs

DESCRIPTION of WORK PERFORMED: D igeckn vy ©F  (@eet®y (oo,
r&b-c»-ﬁo Ceodg Skvdat ©

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

Employer: Kart Py !b’O e
Address: ooy !‘z& WS cuto
DESCRIPTION of WORK PERFORMED: __~ Mibe  wi sl e L

EARNED BY: [] Filer / (] Spouse/domestic partner / =] Child
Employer: ShdenX ~ pad 0 S beel - W Ry

Address:

DESCRIPTION of WORK PERFORMED:

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




ALASKA HEALTH CARE COMMISSION

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013- Dec. 31, 2013

Name: ‘)Oc b U

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 / B’L(hild

Business/Client/Customer name: (-L\\AAI Yo Wyeake
Business/Client/Customer address: Wur e, — Yot b ddvessioba o
DESCRIPTION of services provided: V6 “’-3 Wedf tayg

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:

Name:

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




ALASKA HEALTH CARE COMMISSION

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013- Dec. 31, 2013

Name: PN‘O W wd
SOURCES OF HEALTH CARE SYSTEM INCOME OVER $5,000
3. OTHER INCOME NONE: check box > D

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

{AFiler [] Child

(] Spouse/ partner 2 @-.MQ\QQ_Q, AM;:-Q, Gatea ~ W 8¢ vetn- Vet by

{0 Filer ] Child
] Spouse/ partner

U] Filer (] Child
(] Spouse/ partner

{1 Filer {] Child
(] Spouse/ partner

] Filer [] Child
"] Spouse/ partner

{1 Filer [] Child
["] Spouse/ partner

CERTIFICATION

[ 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: b <

H

e bUsudm w0 1 [ - frede (gl

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

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013— Dec. 31, 2013

6D

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: S'\AQG\‘A M Y eage~
MAILING ADDRESS: 10 _ (30 % J 0 ?—to\‘\’\" 5;4,42 P R\ Rv k)Lc? 9-\ 1)
Street Address or P.O. Box, City, Zip Code O L
CONTACT PHONES): 1071 002~qLlD Fax: 407 25 /- 611 V
E-MAIL: _ ¢ DtaNe \L_A)eh_—)a;qe_f &
. e /
\  (SPOUSEYBOMESTIC PARTNER: __| NOvaS Y@p’tﬁ? 3 il
4 —
' NAMES of CHILDREN (biological, adoptive, and step children; including adult children not living in your
home):
N A

AHCC Financial Disclosure Statement |Rev. March 17, 2011) Page 1 0f 4



ALASKA HEALTH CARE COMMISSION

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013—- Dec. 31, 2013

Name: 5"*}5 o \)\-QCL CA O—

N
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: Dgpm d] UMQ-QM /Q M OANAN

Address: _' 2o D mmmm %C— Q’\C ot cl SDKF
DESCRIPTION of WORK PERFORMED: MHAQMJ _&XZJ()\JM/L D l a/eLjTD/

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

Employer: jO\ f‘I_Ou(JA ’28 A—LMM
Address: ('P(OU A WCQ-_-J e M M .

DESCRIPTION of WORK PERFORMED: ?{ muaﬁ

EARNED BY: [] Filer / [[] Spouse/domestic partuner / [_] 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

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013— Dec. 31, 2013

Name: S&maﬁ-ugaul«./

SOURCESQ)F HEQLTH CARE SYSTEM INCOME OVER $5,000

2. SELF-EMPLOYMENT NONE: check box —))é‘

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, includingr 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:

Name:

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




ALASKA HEALTH CARE COMMISSION

2014 FINANCIAL DISCLOSURE STATEMENT
Covers the reporting period Jan. 1, 2013— Dec. 31, 2013

Name: g«m a L)\ A0
SOURCES 09HEA§EH CARE SYSTEM INCOME OVER $5,000 IB/

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-pubhcly 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 (] Child
(] Spouse/ partner

[ Fiter [ Child
] Spouse/ partner

[T Filer [ Child
[ Spouse/ partner

[ Fiter [ Child
(] Spouse/ partner

(] Filer [] Child
(] Spouse/ partner

[ Filer ] Child
[ Spouse/ partner

CERTIFICATION

[ 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: &Aw ™ L)\Q,OJLO\Q/"\
WuSan M Yeaq L s ), 201/

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



THE STATE

"ALASKA

GOVERNOR SEAN PARNELI

MEMORANDUM
DATE: April 25, 2014
TO: Kimberly Halstead, Litigation Assistant

Opinions, Appeals, & Ethics Section
Office of the Attorney General

E&&r‘»—&(, S Zd o lfﬂf‘
FROM: Ward Hurlburt, MD, MPH, Chair

Alaska Health Care Commission
Department of Health & Social Services

Department of
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

SUBJECT:  Executive Branch Ethics Act, AS 39.52 Quarterly Report:

January 1 — March 31, 2014

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 Jan 1-Mar 31, 2014

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 ASKA Health and Social Services

Alaska Health Care Commission

GOVERNOR SEAN PARNELL
3601 C Street, Suite 902

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

MEMORANDUM
DATE: July 7,2014
TO: Kimberly Halstead, Litigation Assistant
Opinions, Appeals, & Ethics Section
Office of the Attorney General V3

FROM: Ward Hurlburt, MD, MPH, Chair 'g/g/{ %Z/L/ vz z'/“>

Alaska Health Care Commission
Department of Health & Social Services

SUBJECT: Executive Branch Ethics Act, AS 39.52 Quarterly Report:
April 1 - June 30,2014

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, 2014

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,
regardiess 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 ASKA Health and Social Services

Alaska Health Care Commission

GOVERNOR SEAN PARNELL
3601 C street, Suite 902

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

MEMORANDUM
DATE: October 20, 2014
TO: Kimberly Halstead, Litigation Assistant
Opinions, Appeals, & Ethics Section
Office of the Attorney Gw |
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:
July 1 — September 30, 2014

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, 2014

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



Department of
Health and Social Services

Alaska Health Care Commission

Anchorage

3601 C Sireet, Suite 902
Anchorage, Alaska 99503-5923
Main: 907.269.7800

Fax: 907.269.0060

MEMORANDUM

DATE: December 31, 2014

TO: Kimberly Halstead, Litigation Assistant
Opinions, Appeals, & Ethics Section
Office of the Attorney General

FROM: Jay Butler, MD, Chair
Alaska Health Care Co sion
Department of Health & Social Services

SUBJECT: Executive Branch Ethics Act, AS 39.52 Quarterly Report:
October 1 — December 31, 2014

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 Oct 1 - Dec 31, 2014

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



