COMMITTEE ON NATURAL RESOURCES
113" Congress Disclosure Form
As required by and provided for in House Rule XI, clause 2(g) and
the Rules of the Committee on Natural Resources
Legislative hearing on: H.R. 3229 (Young of AK), “Indian Health Service Advance Appropriations
Act of 2013.” H.R. 4546 (DeFazio), “Department of the Interior Tribal Self-Governance Act of
2014.” H.R. 4867 (Ruiz), “Economic Development Through Tribal Land Exchange Act.”; and
S. 1603 (Stabenow), “Gun Lake Trust Land Reaffirmation Act.”

July 15,2014

For Witnesses Representing Organizations:

Name: Timothy A. Schuerch
1. Name of Organization(s) You are Representing at the Hearing:
Maniilag Association
2. Business Address:

[Information Redacted For Privacy]

3. Business Email Address: [Information Redacted for Privacy]

4. Business Phone Number: [Information Redacted for Privacy]



For all Witnesses

Name/Organization: Timothy A. Schuerch /Maniilag Association

Title/Date of Hearing: Legislative hearing on: H.R. 3229 (Young of AK), “Indian Health Service Advance
Appropriations Act of 2013.” H.R. 4546 (DeFazio), “Department of the Interior Tribal Self-Governance
Actof2014.” H.R. 4867 (Ruiz), “Economic Development Through Tribal Land Exchange Act.”; and S.
1603 (Stabenow), “Gun Lake Trust Land Reaffirmation Act.” /July 15, 2014

a. Any training or education, diplomas or degrees or other educational experiences that are relevant to your
qualifications to testify on or knowledge of the subject matter of the hearing.

Mr. Schuerch earned his Juris Doctor degree from Southern Methodist University School of Law.

b. Any professional licenses, certifications, or affiliations held that are relevant to your qualifications to testify
on or knowledge of the subject matter of the hearing.

Mr. Schuerch is a licensed attorney and an active member of the Alaska Bar Association in good
standing. He is a tribal member of the Native Village of Kiana, a federally-recognized Tribe.

c. Any employment, occupation, ownership in a firm or business, or work-related experiences that relate to
your to testify on or knowledge of the subject matter of the hearing.

Mr. Schuerch has over 15 years of service as a healthcare attorney and executive. He currently serves
as President/CEO of Maniilaq Association in Kotzebue, Alaska.

d. Any federal grants or contracts (including subgrants or subcontracts) from the Department of the Interior
(and /or other agencies invited) that you have received in the current year and previous four years, including
the source and the amount of each grant or contract.

For the years listed and the current year, Maniilaqg Association has received federal grant, contract and
compact funding from both the Department of Interior and the Indian Health Service, and also receives
Medicare and Medicaid reimbursements from the Centers for Medicare and Medicaid Services (CMS).
Maniilaq Association’s annual budget is approximately $86 million per year.

e. A list of all lawsuits or petitions filed by you against the federal government in the current year and the
previous four years, giving the name of the lawsuit or petition, the subject matter of the lawsuit or petition,
and the federal statutes under which the lawsuits or petitions were filed.

Maniilag Association has recently settled a lawsuit against the Federal Government for a contract
support cost funding shortfall dispute. In addition, Maniilag Association is in active litigation with the
Federal Government with regard to a Village Built Clinic program funding shortfall dispute.

f. A list of all federal lawsuits filed against you by the federal government in the current year and the previous
four years, giving the name of the lawsuit, the subject matter of the lawsuit, and the federal statutes under
which the lawsuits were filed.

None.



g. Any other information you wish to convey that might aid the Members of the Committee to better
understand the context of your testimony.

Maniilag Association relies heavily on Indian Health Service appropriations for the day-to-day
operating costs of its health program, including operation of the Maniilag Health Center in Kotzebue
and 11 outlying village clinics. Disruptions in the Indian Health Service funding cycle significantly
impact Maniilaq’s ability to provide basic health services to the 8,000 Indian Health Service
beneficiaries that it serves.



Witnesses Representing Organizations

Name/Organization: Timothy A. Schuerch /Maniilag Association

Title/Date of Hearing: Leqislative hearing on: H.R. 3229 (Young of AK), “Indian Health Service Advance
Appropriations Act of 2013.” H.R. 4546 (DeFazio), “Department of the Interior Tribal Self-Governance
Actof2014.” H.R. 4867 (Ruiz), “Economic Development Through Tribal Land Exchange Act.”; and S.
1603 (Stabenow), “Gun Lake Trust Land Reaffirmation Act.” /July 15, 2014

h. Any offices, elected positions, or representational capacity held in the organization(s) on whose behalf you
are testifying.

President, CEO Maniilag Association

I. Any federal grants or contracts (including subgrants or subcontracts) from the Department of the Interior
(and /or other agencies invited) that were received in the current year and previous four years by the
organization(s) you represent at this hearing, including the source and amount of each grant or contract for
each of the organization(s).

For the years listed and the current year, Maniilag Association has received federal grant, contract and
compact funding from both the Department of Interior and the Indian Health Service, and also receives
Medicare and Medicaid reimbursements from the Centers for Medicare and Medicaid Services (CMS).
Maniilaq Association’s annual budget is approximately $86 million per year.

j. A list of all lawsuits or petitions filed by the organization(s) you represent at the hearing against the federal
government in the current year and the previous four years, giving the name of the lawsuit or petition, the
subject matter of the lawsuit or petition, and the federal statutes under which the lawsuits or petitions were
filed for each of the organization(s).

Maniilag Association has recently settled a lawsuit against the Federal Government for a contract
support cost funding shortfall dispute. In addition, Maniilag Association is in active litigation with the
Federal Government with regard to a Village Built Clinic program funding shortfall dispute.

k. A list of all federal lawsuits filed against the organization(s) you represent at the hearing by the federal
government in the current year and the previous four years, giving the name of the lawsuit, the subject matter
of the lawsuit, and the federal statutes under which the lawsuits were filed.

None

I. For tax-exempt organizations and non-profit organizations, copies of the three most recent public IRS Form
990s (including Form 990-PF, Form 990-N, and Form 990-EZ) for each of the organization(s) you represent
at the hearing (not including any contributor names and addresses or any information withheld from public
inspection by the Secretary of the Treasury under 26 U.S.C. 6104)).

Attached



Maniilaq Association Federal Grants:

FEDERAL GRANTS FY 11-14 GRANT AMOUNT
AFA LLH.S FY 11 $37,015,703
FY 12 $40,352,697
FY 13 $42,682,424
FY 14 $42,682,424
IHS Special Diabetes For Indians FY 11 $613,712
FY 12 $613,712
FY 13 $613,712
FY 14 $613,712
Temporary Assistance for Needy Families FY 11  $1,056,552
Fy 12  $1,056,556
FY 13  $1,056,554
FY 14  $1,056,554
HRSA CHC 330 FY 11  $1,178,206
Fy 12  $1,310,953
FY 13 $1,878,754
FY 14  $1,932,921
HRSA Health Care and Other Facilities FY 13 $218,859
HRSA New Access Point FY 12 $595,833
HRSA Rural Access to Emergency FY 11 $83,386
HRSA Health Center Outreach and Enrollment Assistance FY 13 $73,128
Alaska Migratory Bird FY 13 $14,800
FY 14 $15,096
EPA IGAP FY 12 $114,949
FY 12 $121,781
FY 13 $333,847
FY 14 $125,000
Tribal Vocational Rehab / Dept. Education FY 13 $400,000
FY 14 $469,670
Nutrition Services Incentive Program (NSPI) FY 14 $32,653
IHS Injury Prevention FY 12 $79,972
FY 13 $65,000
FY 14 $61,750
Title VI, Part C — Native American Caregiver FY 12 $23,470
FY 13 $22,700
FY 14 $43,370
Title VI, Part A — Grants for Native Americans FY 13 $61,670
FY 14 $127,040
Title IV-A Child Care Development fund FY 11 $100,600
FY 13 $438,166
FY 14 $332,091
Title IV-B Promoting Safe and Stable Families FY 12 $63,145
FY 13 $81,363




FY 14 $120,576

Title IV-B Child Welfare Social Services FY 12 $66,514

FY 13 $26,132

FY 14 $27,094
MIRAC - Building Automation System Replacement Design $259,395
MIRAC - Interstitial Fire Stopping $49,902
MIRAC - Ferguson Egress Improvement Design $36,822
MIRAC - Ferguson Boiler Improvements $71,393
MIRAC - Extended Facilities LED Lighting $37,334
MIRAC - Fire Wall Improvements $88,094
MIRAC - Exterior Siding Maintenance $104,672
MIRAC - Chiller Replacement Design $59,836
MIRAC - Campus Lighting Upgrade $90,421

Methamphetamine and Suicide Prevention Initiative (MSPI

FY 13 $114,472
FY 14 $114,476

DOJ CTAS - OVW Tribal Governments Program

FY 13- 14 $250,000

DOJ CTAS — OVW Tribal Sexual Assault Services Program

FY 13- 14 $271,000

FTA Tribal Transportation

FY 14 $37,500

DOJ CTAS - Tribal / Public Safety and Community Policing (COPS)

FY 14 $300,000

DOJ CTAS - BHS / Justice Systems, and Alcohol and Substance Abuse

FY 14 $658,252

Environmental Research Grant - Site Clean Up

FY 14 $255,047

Colorectal cancer screening

FY 13 $30,000

Behavioral Health Aid Program

FY 11 $306,314
FY 13 $411,099
FY 14 $338,273

USDA Code Blue Phase XII and XIII

FY 13-14 $42,610

Administration for Children & Families FVPS

FY 12 $300,886













































































































































































































































































































2010 Exempt Org. Return
prepared for:

Mapriilaq Association
PO Box 256
Kotzebue, AK 99752

Altman, Rogers & Company
425 G. Street, Suite 500
Anchorage, AK 99501



OMB Ne. 1545-0047

Form 990
2010

Return of Organization Exempt From Income Tax

Under section 501(c), 527, or 4947(a)(1t) of the Internal Revenue Code
(except black lung benefit trust or private foundation)

Open to Public
'.i?@%’é’.“&’ém.’;"slﬁ?éé‘“’ * The organization may have to use a copy of this return to satisfy state reporting requirements. - Inspection . - .
A_For the 2010 calendar year, or tax year beginning 10/01 ; 2010, and ending  9/30 , 2011
B Check if applicable: D Employer Identification Number
| _{Address change Maniilaq Association 92-0041461

PO Box 256
Kotzebue, AK 99752

E Telephone number

907-442-7751

|| Name change
| Initial return
Terminated

z Amended retumn

G Grossreceipts 3 92,490, 609.

Application pending | F Name and address of principal oficer.  Tan Erlich H{a) Is this & group return for affiliates? EY“ % No
~ Seme As C_bove o e titr e e v
| Taceemptstats  [X[5010@ [ 50 ¢ )< (insertnoy [ [4ot7exnyor | [527
J Website: » maniilag. org H{c) Group exemption number ™
K Form of organization: |_| Corporation |_i Trust [—}?I Association ’_I Other™ | L Year of Formation: 1971 | M State of legal domicile: AK
(Part] [ Summary
1 Briefly describe the organization's mission or most significant activities: To_carrv out social services, health,
2 and education non-profit activities for Alaskan Native people residing im ____ ___
g Northwest Alaska. _______ _______ _ _ _ _
% 2 Check—thTs_box > |:| if the organizati;n—discontinued its operations oFdeposed of more than 25% of Es net asséjts. T
s 3 Number of voting members of the governing body (Part VI, line 1a). .. ...ovvvveee e .| 3 12
2 4 Number of independent voting members of the governing body (Part VI, ling 1b)............... e 4 0
=| 5 Total number of individuals employed in calendar year 2010 (Part V, line 2a).............ooooveeeiiinn, 5 835
% Total number of volunteers (estimate if NECESSANY). . ... .. e, .| 6 0
< [ 7a Total unrelated business revenue from Part Vil celumn (C), line 12. ..o 7a 0.
b Net unrelated business taxable income from Form 990-T, line 34 .. ....ooo e 7h 0
Prior Year Current Year
o 8 Contributions and grants Part VI, line Th). ... 69,887,577, 69,702,237.
2 | 9 Program service revenue (Part VI, ine 2g). .............coeiievei... 18,781, 764. 21,554,975,
£ 110 Investment income (Part VIII, column (A), lines 3,4, and 7d). .. ... ..o uiinnl, 402,414, 407,801.
€ [ 11 Other revenue (Part VIII, column (A}, lines 5, 6d, 8¢, 9¢, 10c, and 11e)... .. ........ 1,419, 260. 825,596.
12 Total revenue — add lines 8 through 11 (must equal Part VIII, colurnn (A), line 12).. ... 90,491, 015, 92,490,600,
13 Grants and similar amounts paid (Part IX, column (A), lines 1-3}. .. ... ... 3,938, 808.
14 Benefits paid to or for members (Part IX, column (&), ne 4) ..........coooviiivnnnn..
15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10)..... 39,351,421. 43,531,681.
é 16a Professional fundraising fees (Part IX, column (&), line 11e). . .......oo oo,
Ig. b Total fundraising expenses (Part IX, column (D), line 25) » LSyl
17 Other expenses (Part IX, column (A), fines 11a-11d, 115240 .. ... ienennn . 39,207, 296. 41,039,435.
18 Total expenses. Add lines 13-17 (must equal Part 1%, column (A}, line 25). ............ 78,558,717. 88,509,924,
19 Revenue less expenses. Subtract line 18 fromiine 12, ... ... e i i, 11,932, 258. 3,980, 685.
3] Beginning of Current Year End of Year
E.ﬁ 20 Totalassets (Part X, ine 168) . ... .oovree e 79,038,083.| 100,342,314.
a 21 Total liabilities (Part X, line 2B). .. ... ... i e 15,856,025, 35,403,812.
EE 22 Net assets or fund balances. Subtract line 2T fromline 20.... ... . i iie i, 63,182,058. 64, 238,502.
[Part il | Signature Block
R e b2 LA S SR T SREBT STl %l o o the et of my Knwlecgeand e, e, croc, and
SI gn Signalture of officer lDale
Here » Ian Erlich President & CEQ
Type er print name and titie.
Print/Type preparer's name Preparer's signature Date Check D i
Paid TOM J DOMAGALA CPA TOM J DOMAGALA CPA seli-employed  [N/A
Preparer |Fimsneme * Altman, Rogers & Company
Use 0“|y Firm's address ™ 425 G. Street, Suite 500 FimsEIN = N/A
Anchorage, AK 99501 Phoneno.  {907) 274-2992

May the IRS discuss this return with the preparer shown above? (see instructions)

rfl Yes

[ No

BAA For Paperwork Reduction Act Notice, see the separate instructions.

TEEAQT13L 12721/10

Form 990 (2010)




Form 990 (2010) Maniilaq Association _ - 92-0041461 Page 2
Part Il | Statement of Program Service Accomplishments
Check if Schedule O contains a response to any question in this Part 1. ... ... e |_|
1 Briefly describe the organization's mission:

2 Did the organization undertake any significant program services during the year which were not listed on the prior

Form 990 or G00-EZ7 . ..t D Yes X| No
If "Yes,' describe these new services on Schedule O.
3 Did the organization cease conducting, or make significant changes in how it conducts, any program services?. . .. D Yes [X| No

If "Yes,' describe these changes on Schedule O.

4 Describe the exempt purpose achievements for each of the organization's three largest program services by expenses. Section 501(c)(3)
and 501(c)(@) organizations and section 4947(a)(1) trusts are required to report the amount of grants and allocations to cthers, the total
expenses, and revenue, if any, for each program service reported.

4a (Code: i '-11) (Expenses § 84,819,890. including grants of $ 3,938,808. )(Reverve & 21,554,975.)

4b (Code: fre —) {Expenses $ including grants of % ) (Revenue & b
4¢ (Code: k ad -) (Expenses 3 including grants of $ ) Revenue § b]

4d Other program services. {Describe in Schedule ©.)
(Expenses § including grants of _ § ) (Revenue § )
4e Total program service expenses » 84,818, 890.
BAA TEEA0102L  10/06/10 Form 990 (2010)




Form 990 (2010) Maniilaqg Association 92-0041461 Page 3
[Part1V | Checklist of Required Schedules
Yes | No
1 s the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? /f 'Yes,' complete
GBI A . e e e e e e 1 X
Is the organization required to complete Schedule B, Schedule of Contributers? (see instructions)...................... 2 X
Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to candidates
for public office? If 'Yes,' complete Schediile C, Part | .. .. . . . . . . e e e 3 X
4 Section 501(cX3) organizations. Did the organization engage in lobbying activities, or have a section 501(h) election
in effect during the tax year? If "Yes,' complete Schedule C, Part . ... ... .. . . . . . i 4 X
5 Is the organization a section 501(c)@), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-197 If 'Yes,' complete Schedule C, Part il . .. .. .. 5
6 Did the organization maintain any donor advised funds or any similar funds or accounts where donors have the right to
%mr\;l?e advice on the distribution or investment of amounts in such funds or accounts? If "Yes,' complete Schedule D, g X
T e R C I e e e S P Do S B e B ey B e 1o ey ey
7 Did the organization receive or hold a conservation easement, including easements to preserve open space, the
environment, historic land areas or historic structures? /f 'Yes,' complete Schedule D, Part Hl.......... .. ... ........... 7 X
8 Did the organization rmaintain collections of works of art, historical treasures, or other similar assets? /f "Yes,’
complete SohedUle B, Part . e e e e e ] X
9 Did the organization report an amount in Part X, line 21; serve as a custodian for amounts net listed in Part X;
or provide credit counseling, debt management, credit repair, or debt negotiation services? if "Yes, ' complete
Schedule D, Part IV . . e e e 9 X
10 Did the organization, directly or through a related organization, held assets in term, permanent, or quasi-endowments?
Yes, complete SChedUle D, Part V. .. . . . e e e e 10 | X
11 If the organization's answer to any of the following guestions is 'Yes', then complete Schedule D, Parts VI, VII, VIII, IX,
ar X as applicable. ]
a Did the organization report an amount for land, buildings and equipment in Part X, line 107 If 'Yes,  complete Schedule
F T S Ta| X
b Did the organizaticn report an amount for investments— other securities in Part X, line 12 that is 5% or more of its total
assets reported in Part X, line 167 If "Yes,' complete Schedule D, Part VI ... .. i i i 11b X
c Did the organization report an amount for investments— program related in Part X, line 13 that is 5% or more of its total
assets reported in Part X, line 167 /f 'Yes, ' complete Schedule D, Part VIl ... ... .. . . . . . . i, 11¢ X
d Did the organization report an amount for other assets in Part X, line 15 that is 5% or more of its total assets reported
in Part X, line 167 If 'Yes,' complefe Schedule D, Part IX . .. .. .. o e 11d X
e Did the organization report an amount for other liabilities in Part X, line 25?7 If 'Yes,  complete Schedule D, Part X....... 17e| X
f Did the organization's separate or consolidated financial statements for the tax year include a fooinote that addresses
the organization's liability for uncertain tax positions under FIN 48 (ASC 740)7 If 'Yes,' complete Schedule D, Part X....| 11f X
12a Did the or%anization obtain separate, independent audited financial statements for the tax year? Iif 'Yes,' complete
Schedule D, Parts X, XH, angd X . .. e e 12a X
b Was the organization included in consclidated, independent audited financial statements for the tax year? /f ‘Yes,' and
if the organization answered WNo' to line 12a, then completing Schedule D, Parts Xi, Xii, and Xili is optional. . ........... 12b| X
13 Is the organization a school described in section 170(b)Y(1)(AX(D)? If 'Yes,' complete Schedule E........................ 13 X
14a Did the organization maintain an office, employees, or agents outside of the United States?. ........................... 14a X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking, fundraising,
business, and program service activities outside the United States? If 'Yes, ' complete Schedule F, Parts fand IV........ 14b X
15 Did the organization report on Part iX, column (A), line 3, more than $5,000 of grants or assistance to any organization
or entity located outside the United States? If "Yes,' complete Schedule F, Parts ftand IV. .............. ... .......... 15 X
16 Did the organization repert on Part 1X, column (&), line 3, more than $5,000 of aggregate ?rants or assistance to
individuals located outside the United States? If "Yes,  complele Schedule F, Parts iffand IV........................ .. 16 X
17 Did the organization report a total of more than $15,000 of expenses for professional fundraising services on Part IX,
column (A%, lines 6 and 11e? If 'Yes,' complete Schedule G, Part | (see instructions) . ......... .. ... ... cuiiiuiei. .. 17 X
18 Did the organization report more than $15,000 total of fundraising event gross incorme and confributions on Part Vill,
lines 1c and 8a? If 'Yes," complete Schedule G, Part 1l . . ... . . e 18 X
19 Did the organization report more than $15,000 of gross income from gaming activities on Part VIlI, line 9a? Jf 'Yes,'
complete Schedule G, Part Hl. . .. . e e 19 X
20 aDid the organizaticn operate one or more hospitals? If 'Yes,' complete Schedule H. . ... ..o oo i 20 X
b If 'Yes' to line 20a, did the organization attach its audited financial statements to this return? Note. Some Form 990
filers that operate one or more hospitals must attach audited financial statements (see instructions) .................... 20b| X

BAA TEEADI03L 12/21/10

Form 990 (2010)



Form 990 (2010) Maniilaqg Association 92-0041461 Page 4

{PartiV [ Checklist of Required Schedules (continued)

21 Did the organization reg(or’t more than $5,000 of ?/rants and other assistance to governments and organizations in the
United States on Part IX, column (A), line 17 If 'Yes,' complete Schedule I, Parts tand il.............. ...t

Did the organization report more than $5,000 of grants and other assistance to individuals in the United States on Part
IX, column (A), line 27 If 'Yes, ' complete Schedule I, Parts tand Hl ... ... . . .

Did the organization answer "Yes' to Part VI, Section A, line 3, 4, or 5 about compensation of the organization's current
‘agnt’i, fgrr}rlej officers, directors, trustees, key employees, and highest compensated employees? If 'Yes,’ complete
To p = Ta 7 T

24a Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than $100,000 as of
the last day of the year, and that was issued after December 31, 20027 If 'Yes,' answer lines 24b through 24d and
complete Schedule K. 1f No, G0 10 1IN 28, . . o e e e

¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year to defease
ANY 1aX-EX Mt DONAS 7 o e e e e e e

25a Section 501(e)3) and 501(c)4) organizations. Did the organization engage in an excess benefit fransaction with a
disqualified person during the year? If 'Yes, complete Schedule L, Part I, ... . ... .. . i i,

b Is the organization aware that it engaged in an excess benetit transaction with a disgualitied person in a prior year, and
gaﬁ tze,tr?nsgcﬁtl?’n has not been reported on any of the organization's prior Forms 990 or 990-EZ7? If 'Yes,’ complete
CREdUIE L, Part L. o e e

26 Was a loan to or by a current or former officer, director, trustee, key emplo¥ee, highly compensated employee, or
disqualified person outstanding as of the end of the organization's fax year? If 'Yes, "complete Schedule L, Part Il . ... 3

27 Did the organization provide a grant or other assistance to an officer, director, frustee, key employee, substantial
%or;Ttrg‘)L}toi, % ?‘t g’t}?nt selection committee member, or to a person related to such an individual? If ‘Yes,' complete
ChetUe L, Part Tl e e e e e e

28 Was the organization a party to a business transaction with one of the following parties (see Schedule L, Part IV
instructions for applicabie filing thresholds; conditions, and exceptions):

b A family member of a current or former officer, director, trustee, or key employee? If 'Yes,' complete
Schedule L, Pamt IV, . ... e e e

¢ An entity of which a current or former officer, director, trustee, or key employee Tr a family member thereof) was an
officer, director, trustee, or direct or indirect owner? If 'Yes,' complete Schedule L, Part IV. ... ......... ..o .
29 Did the organization receive more than $25,000 in nen-cash contributions? If 'Yes,' complete Schedule M. .. .......... ..
30 Did the organization receive contributions of art, historical treasures, or other simitar assets, or qualified conservation
contributions? If 'Yes, ' complate SCReaUIE M. . . o e i i e e e
31 Did the organization liquidate, terminate, or dissolve and cease operations? If 'Yes,' complete Schedule N, Part I ... .. ..

Did the organizaticn sell, exchange, dispose of, or fransfer more than 25% of its net assets? /f 'Yes,' complete
SR N, Part Fl . i e e e e e e

Did the organization own 100% of an entity disregarded as separate from the organization under Regulations sections
301.7701-2 and 301.7701-37 If 'Yes,' complete Schedule R, Part I. ... ... . . . i

‘}I}Ias Ithe organization related to any tax-exempt or taxable entity? /f 'Yes,' complefe Schedule R, Parts i, Ill, IV, and V,
2.7~
35 Is any related organization a controlled entity within the meaning of section 512(bY(13)7 .............. .

a Did the organization receive ar%y ;a ment from or engage in any transaction with a controlled entity
within the meaning of section 51 (b§(1 3)? If 'Yes,' compleie Schedule R, Part V, line2............... |:| Yes IE No

Section 501(cX3) organizations. Did the organization make any transfers to an exempt non-charitable related
organization? if 'Yes,  complele Schedule R, Part V, ine 2. ... i i e e e e e e

Did the organization conduct more than 5% of its activities through an entity that is not a related organization and that is
treated as a partnership for federal income tax purposes? if 'Yes, complete Schedule R, Part VI. ......................

Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11 and 19?7
Note. Ali Form 99C filers are required to complete Schedule O. . ... ... .. .. . i

Yes | No
21 X
2| X
23 | X
24a X
24h
24c
24d
25a X
25h X
26 X
27 X
Z‘Sa‘ X
28b X
28¢ X
29 X
30 X
31 X
32 X
33 X
M| X
3B | X
36 X
37| X
38 X

BAA

TEEAQ104L 1212110

Form 990 (2010)



Form 920 (2010) Maniilag Assoclation 92-0041461 Page 5

|PartV | Statements Regarding Other IRS Filings and Tax Compliance

Check if Schedule O contains a response to any question inthisPart V... .. oot e

Yes| No
1a Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable.............. 1a 206| .
b Enter the number of Forms W-2G included in line 1a, Enter -0- if not applicabie........... 1b 0
¢ Did the organization comply with backup withholding rules for reportable payments to vendors and reportable gaming L= = 2
{gambling) WiNNiNgs 10 PriZe WINNEIS? . . ittt e e et e e e e e 1¢| X
2a Enter the number of employees reporied on Form W-3, Transmittal of Wage and Tax State- - :
ments, filed for the calendar year ending with or within the year covered by this return. ..., 2a 8351 = :
b If at least one is reported on line 2a, did the organization file all required federal employment tax returns?.............. 2b X
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-file. (see instructions) | p
3a Did the organization have unrelated business gross income of $1,000 or more during the year?......................... 3a X
b If "Yes' has it filed a Form 990-T for this year? /f No,’ provide an explanation in Schedule QG ........................... 3b
4a At any time during the calendar year, did the organization have an interest in, or a signature or other autherity over, a
financial account in a foreign country (such as a bank account, securities account, or other financial account)?.......... 4a X
b If "Yes,' enter the name of the foreign country: » :
See instructions for filing requirements for Form TD F 90-22.1, Report of Foreign Bank and Financial Accounts. et ;
5a Was the organization a parly to a prohibited tax shetter transaction at any time during the taxyear?.................... 5a X
b Did any taxable party notity the organization that it was or is a party to a prohibited tax shelter transaction?............. 5b X
¢ If "Yes,' to line 5a or bb, did the organization file Form B886-T 7. .. ... o i i i e e e e it 5¢
6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the organization
solicit any contributions that were not tax deductible?. . .. ... ... . e e 6a X
bif "Yes,' did the organization include with every solicitation an express statement that such contributions or gifts were
NOt tax dedUCH DI L e e e e e e e e 6b
7 Organizations that may receive deductible contributions under section 170(c). '
a Did the organization receive a gayment in excess of $75 made partly as a contribution and partly for goods and 1
services provided 10 the PayOr? L . o e e e e e 7a X
b If "Yes,' did the organization notify the donor of the value of the goods or services provided?........................... 7h
¢ Did the (gganization sell, exchange, or otherwise dispose of tangible personal property for which it was required to file
L R 7 ¥ S 7c X
d If "Yes,' indicate the number of Forms 8282 filed duringthe year.. ..........cocovieiiinn, I 7d| | =
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract?..... ... ... 7e X
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? .............. 7f X
g If the organization received a contribution of qualified intellectual property, did the organization file Form 8899
85 MECUITEER .. ..o oo oo et e s e e e e Bt e PP L L R Py - o - SRR | 7g
h If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a
Form 108B-C2. . PR NEEE R A NN 7h
8 Sponsoring organizations maintaining donor advised funds and section 50%(a)(3) supporting organizations. Did the ol
supperting organizaticn, or a donor advised fund maintained by a sponsoring organization, have excess business
holdings at any time during the Year?. ... ... o i e e e e e e e 8
9 Sponsoring organizations maintaining donor advised funds. e
a Did the organization make any taxable distributions under section 49667 . ............ ... .. i i i .| 9a
b Did the organization make a distribution to a donor, donor advisor, orrelated person? ..... ... iiiiii i iiiiie e, 8b
10 Section 501(c)7) organizations. Enter:
a Initiation fees and capital contributions included on Part VI, line 12...................... 10a
b Gross receipts, included on Form 990, Part VI, line 12, for public use of club facilities..... | 10b i
11 Section 501(c)X12) organizations. Enter:
a Gross income from members or shareholders ... i 1ia
b Gross income from other sources (Do not net amounts due or paid to other sources
against amounts due or received from them.). .. ... . e 11h o
12a Section 4947(a)(1) non-exempt charitahle trusts. Is the corganization filing Form 990 in lieu of Form 10417 ..............| 12a
b If 'Yes,' enter the amount of tax-exempt interest received or accrued during the year....... l 12b|
13 Section 501(c)29) quaiified nonprofit heaith insurance issuers. LN [l |
a is the organization licensed to issue qualified health plans in more thancne state?................... .o 13a
Note. See the instructions for additional information the organization must report on Schedule O.
b Enter the amount of reserves the organization is required to maintain by the states in
which the organization is licensed to issue qualified health plans ......................... 13b
c Enter the amountofreserves onhand......... .. ... . . e 13¢
T4a Did the organization receive any payments for indoor tanning services duringthe tax year?. . ........................ ... 14a X
b If "Yes,' has it filed a Form 720 to report these payments? If ‘No,' provide an explanation in Schedule Q................ 14h

BAA TEEAD105L 11/3010

Form 990 (2010)



Form 990 (2010) Maniilaq Association 92-00414¢61 Page 6

| Part VI Governance, Management and Disclosure For each 'Yes' response to lines 2 through 7b below, and for
a 'No' response to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes in
Schedule O. See instructions.
Check if Schedule O contains a response to any question inthis Part VI ... i e, m

Section A. Governing Body and Management

Yes | No
1a Enter the number of voting members of the governing body at the end of the tax year ... .. 1a 12| 3
b Enter the number of voting members included in line 1a, above, who are independent..... 1b !
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with any other —
officer, director, trustee or Key emIplOyYEe . ... i e e e e 2
3 Did the organization delegate central over management duties customarily perfermed by or under the direct supervision
of officers, directors or trustees, or key employees to a management company or other person?. ...........oovvvvvvnn.. 3 X
4 Did the organization make any significant changes to its governing documents 4 X
since the prior Form 990 was filed?. .. .......... ... ... . L DU . PR Y . N
5 Did the organization become aware during the year of a significant diversion of the organization's assets? .............. 5 X
& Does the organization have members or StOCKNOIAErS 7. . .. o o i e [ X
7a Does the organization have members, stockholders, or other persons who may elect one or more members of the
GOVEIMING DOy 2. . o e e 7a X
b Are any decisions of the governing body subject to approval by members, stockholders, or other persens?.............. 7b X
8 Did the organization contemporanecusly document the meetings held or written actions undertaken during the year by :
the following: %
A The QOVEINING DTy 2 . o e e e e e ga] X
b Each committee with authority to act on behalf of the governing body?. .. ... i 8b| X

9 Is there any officer, director or frustee, or key employee listed in Part VI, Section A, who cannot be reached at the
organization's mailing address? /f 'Yes, ' provide the names and addresses in Schedule O. . ............................ 9 X

Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code.)

Yes | No
10a Does the organization have local chapters, branches, or affiliates?. . ... ... .. i e 10a] X
b If "Yes,' does the organization have written policies and procedures governing the activities of such chapters, affiliates,
and branches to ensure their operations are consistent with those of the organization?................................. 10b[ X
11 a Has the organization provided a copy of this Form 990 to all members of its goveming body before filing the form?.. .. .. 11a X
b Describe in Schedule O the process, if any, used by the organization to review this Form 990. See Schedule O
12a Does the organization have a written conflict of interest policy? ff No,"gotoline 13. ... . ... . . . o i, 12al X
b Are officers, directors or trustees, and key employees required to disclose annually interests that could give rise
10 CONT IO S 7. L e e e 12b| X
¢ Does the organization regularly and consistently monitor and enforce compliance with the policy? if 'Yes, ' describe in
Schedule O how this is done ... .. See .Schedule. 0. ... . e 12¢| X
13 Does the organization have a written whistieblower policy?. .. ... oo i 131 X
14 Deoes the organization have a written document retention and destruction policy?. .. ... i 14 | X
15 Did the process for determining compensation of the following persons include a review and approval by independent
persons, comparability data, and contemporaneous substantiation of the deliberation and decision? 5 =
a The organization's CEQ, Executive Director, or top management official.. See. Schedule . O.... .................. 15a X
b Other officers of key employees of the organization. .. See. Schedule .O... ... ... ... . i, 15b] X
If Yes' to line 15a or 15b, describe the process in Schedule 0. (See instructions.)
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement with a S i
taxable entity during the year?. .......................... e I .| 16a X

b If "Yes,' has the organization adopted a written policy or precedure requiring the organization to evaluate its
participation in joint venture arrangements under applicable federal tax law, and taken steps to safeguard the L
organization's exempt status with respect to such arrangements?. ... ... ... ... i i6h

Section C. Disclosure
17 List the states with which a copy of this Form 990 is required to be filed » AK

18 Section 6104 requires an erganization to make its Forms 1023 {or 1024 if applicable), 990, and 990-T (501(c}(3)s only) available for pubiic
inspection. Indicate how you make these available. Check all that appiy.

D Own website D Another's website Iz| Upon reguest

19 Describe in Schedule O whether (and if so, how) the organization makes its governing documents, conflict of interest policy, and financial
statements available to the public. See Schedule 0
20 State the name, physical address, and telephone number of the person who possesses the books and records of the organization:

»Tan Erlich PO Box 256 Kotzebue AK 39752 907-442-3311

BAA Form 220 (2010)
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Form 990 (2010) Maniilag Association B _ 92-0041461 Page 7
Part Vil | Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees,

and Independent Contractors

Check if Schedule O contains a response to any question iINthis Part VL. .. ... u i i i |_|
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees

1a Complete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the
organization's tax year,

® List all of the organization's current officers, directors, trustees (whether individuals or organizations), regardless of amount of
compensation. Enter -0- in columns (D), (E), and (F} if no compensatior was paid.

¢ | ist all of the organization's current key employees, if any. See instructions for definition of 'key employee.’

_® List the organization's five current highest compensated emplogees (Iother than an officer, director, trustee, or key employee) who
relcetwgd repo_rta{;le compensation (Box 5 of Form W-2 and/or Box 7 of Form 1099-MISC) of more than $100,000 from the crganization and any
related organizations.

® List all of the organization's former officers, key employees, and highest compensated employees who received more than $100,000 of
repertable compensation from the organization and any related organizations.

® List all of the organization's former directors or trustees that received, in the capacity as a former director or trustee of the
organization, more than $10,000 of reportable compensation from the organization and any related organizations.

List persons in the following order: individual trustees or directors; institutional trustees; officers; key employees; highest compensated
employees; and former such persons.

|_| Check this box if neither the organization nor any related organization compensated any current officer, director, or trustee.

A B) (©) (D) ©) 1)
Name and title Average | Position (check all that apply) Reportable Reportable Estimated
hours 5 =] = . o e compensation from compensation from amount of other
s |23 E| 2\8 )\ 38| | feommemon | chbtogmmes | comporion
hours for | & & g 8 g1&8a a organization
oo [ T2 E| (BB oFganatons
tions in g . E %
Schs;lule 3 g :
¥
_() Emerson Moto _ _____ _ |
Board Member 12 X 25,700. 0. 0.
@ Louis Commack ____ __ |
Chairman 12 X X 43,625. 0. 0.
_&) Vida Coltrain_ ______ |
Vice Chair 12 X X 27,931, 0. 0.
_@ Leslie Burns_ ______ _ |
Board Member 12 X 32,450.1 0. 0.
_®) Caroline Camnon ___ __ _
Board Member 12 X 39,000. 0. 0.
_( Raymond Stoney ______ |
Board Member 12 X 26,150. 0. 0.
_( Johnetta Horner __ _ _ |
Board Member 12 X 26,850. 0. 0.
_@ Nellie Greist ______ |
Board Member 12 X 3,233. 0. 0.
_(® Isabelle Booth _____ |
Secretary 12 X X 35,604. 0. 0.
£10) Sandy Shroyver-Beaver _ |
Board Member 12 X 40, 000. 0. 0.
(i) Percy Ballot _ __ __ __ _
Treasurer 12 X X 32,325, 0. 0.
12) Robert Sampson __ ____ |
Board Member 12 X 44,950. 0. 0.
(13) Robert Ottone _____ _ |
Hlth Admin. 40 X 159, 316. 0. 0.
14 Ian Eriich ____ ____ |
President & CEOQ 40 X 280, 330. 0. 0.
15) Jackie Hill ________ |
Tribal Admin. 40 X 135, 560. 0. 0.
6) Lucy Nelson ________ |
CFO 40 X 168,361, 0. 0.
07 Nathan Kotch _ ____ __ |
Vice President 40 X 167,944, 0. 0

BAA TEEAOIO7L 12/21/10 Form 990 (2010)
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[Part VIl Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (cont)

(L)) (B) © {D) (E) i (F)
Name and title Am:'-large Position (check all that apply) Remﬂ?blef Repoﬂl?blef Esnim:fteo?h Y
T o compensation from compensation from amou| :
e HEH EHE S S
reti;s‘tegr g8 = .' | L% 9l organization
organi- é‘a g 33 ia g oﬁ;rgjnirgalha%r?s
el HIHE |
Sch O) % & E
18) Ellen klmore ___ ___________
Acting Med Dir, 40 X 232,869, 0. 0.
{19) Ella Derbyshire __ _________ .
Med Dircetor 40 X 230, 397. 0. 0.
£20) Ruth Zent _ _______________
Physician 40 X 212,722. 0. 0.
{21) Faith Frable ______________
Physician 40 X 209,134. 0. 0.
(22) Erick Torres-Semprit
Physician 40 X 203,891. 0. 0.
e _
e ____
25 _ e
@6 __ o ______
@n __ _______
28
A2 ____________
ThSubtotal .. ... e » | 2,378,342, 0. 0.
c Total from continuation sheets to Part VI, Section A. ...................... > 0. 0. 0.
dTotal (add lines Thand 1€). . . ... ... .. \iitiitie e iiatanaanaenanaens » | 2,378,342, 0. 0.

2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 in reportable compensation

from the organization ™ 69
Yes | No
3 Did the organization list any former officer, director or trusiee, key employee, or highest compensated employee — -
on line 1a? If "Yes,' complete Schedule Jfor such individual . ... ... . . i e 3 X
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from :
the organization and related organizations greater than $150,0007 If 'ves’ comnplete Schedule J for b 1
SUCR IIOIVIOUA] . . . e e e e e e e 4 | X
5 Did any person listed on line 1a receive or accrue compensation from an}rounrelated organization or individual - :
for services rendered to the organization? /f 'Yes,' complete Schedule Jforsuchperson. .............ccccoiiieiinnn.. 5 X
Section B. independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization.
A . (B) _ ©)
Name and business address Description of services Compensation
Advantage RN LLC 8892 Beckett Road West Checter, OH 45069 Professional Nursing 827,174.
Altman, Rogers & Co. 425 G Sireel, Suite 500 Anchorage, AK 99501 Audit and Tax Serv. 301, 340.
Maniilag Services LLC 1700 Seventh Ave, Ste 2100 Seattle, WA 98101 |Laundry Service 555,546,
Hobbs, Strauss, Dean & Walker 806 SW Broadway, Ste 900 Portland, OR lLegal Services 483,839,
Freddy Kaniki PO Box 256 Kotzebue, AK 99752 Medical /Healthcare 259,481,

2 Total number of independent contractors (including but not limited te those listed above) who received more than

$100,000 in compensation from the organization » 20

BAA TEEAOI08L 12/21/10
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| Part Vil | Statement of Revenue

Al

(8)
Total revenue

(B)
Related or
exempt
function
revenue

)
Unrelated
business
revenue

{D)
Revenue
excluded from tax
under secticns

CONTRIBUTIONS, GIFTS, GRANTS
AND OTHER SIMILAR AMOUNTS

1a Federated campaigns.......... 1a

b Membership dues. ............. 1b

¢ Fundraising events. 1¢

d Related organizations.......... 1d

e Government grants (contributions) . .. .. 1e

69,651, 390.

f All other contributions, gifts, grants, and
similar amounts not included above. ... | 1f

50, 847.

g Noncash contributions inciuded in Ins 1a-1%  $

h Total. Add lines 1a-1f................

'69,702,237.

512, 513, or 514

PROGRAM SERVICE REVENUE

Business Code

20,011,026.

20,011,026.]

624100

1,543,949,

1,543,949,

f All other program service revenue . . .

g Total. Add lines 2a-2f................

21,554, 575.

OTHER REVENUE

8 Investment income (including dividends, interest and

other similar amounts)

4 Income from investment of tax-exempt bond proceeds

5 Rovalties. ...........................

407,801,

407,801,

(i) Real

6a Gross Rents.. ........

h Less; rental expenses.

c Rental income or {loss). . ..

d Net rental income or (loss)...........

oy —
7:a Gross amount from sales of ) e

(iiy Other

assets other than inventory. .

b Less: cost or other basis
and sales expenses .. .. ...

¢ Gain or {loss)........

dNetgainor(loss)....................

8a Gross income from fundraising events
(not including.

of contributions reported on line 1c).
SeePart IV, linel18.................
b Less: direct expenses...............

¢ Net income or (loss) from fundraising events . ........

9a Gross income from gaming activities.
SeePart IV, line 19.................

b Less: direct expenses...............

¢ Net income or (loss) from gaming activities........... B

10a Gross sales of inventory, less returns
and allowances.....................

b Less: costof goods sold ............

c Net income or (loss) from sales of inventory. .........

Miscellaneous Revenue

Business Code

11a Other

825,596,

 825,596.

825,596.

92,490,609,

22,380, 571.

407,801.

BAA
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Form 990 (2010) Maniilaq Association 92-0041461 Page 10
{Part IX | Statement of Functional Expenses
Section 801(cH(3) and 501{c)(4) organizations must complete all columns.
All other organizations must complete column (A) but are not required to complete columns (B), (C), and (D).
C
Do not include amounts re, on lines Total e(ﬁgenses Progra(mB)service Managém)ent and Fund(ga)ising
6b, 7b, 85, 9b, and 10b of Part Vill, expenses general expenses expenses
1 Grants and other assistance to governments e A o ¥ B T
and organizations in the U.S. See Part IV, ¥ =, e B
line 2T e 2,099,391, 2,099,391,
2 Granis and other assistance to individuals in
the US. See Part IV, line22................. 1,839,417. 1,839,417,
3 Grants and other assistance to governments, -
organizations, and individuals outside the
US.SeePart IV, lines 15and16............
4 Benefits paid to or for members.............. : _
Compensation of t offi , directors,
3 trustges, anld key%lrlrzr;;elgygegé.r.s...[ ..... S 1,289,329, 0. 1,289,329, 0.
¢ Compensation not included zbove, to
disqualified g)ersons (as defined under
section 495 %(1%) and persons described
in section 4958(Y3MB) . ... ............ 0. 0. 0. 0.
7 Other salaries andwages. .. ................. 32,257,040. 27,090,817, 5,166,223.
g Pension plan contributions (include
section 401 (k) and section 403(b)
employer contributions) ........... ......... 1,335,000. 1,114,750. 220,250.
9 Other employee benefits. . ............. .. ...
10 Payrolltaxes......................... ..... 8,650,312, 7,272,294, 1,378,018.
11 Fees for services (non-employees):
aManagement...............................
blegal........ ... 253,682. 39,087, 214,595,
cAccounting............. ..
dlobbying. .......... ... ... ...
e Professional fundraising services. See Part IV, line 17. . ..
f Investment managementfees. ...............
gOther. ... .. ... ... . ..o 12,790,202, 10, 905,293. 1,884,9009.
12 Advertising and promotion. . .....  ....... 37,930. 10,012, 27,918.
13 Officeexpenses........... .... ... ... ... 518,402. 456,776. 61, 626.
14 Information technology..... .... ... 341,141, 326,932. 14,209.
15 Rovalties.................. ........ ... ...
16 OCCUPancy............cooei e 6,656,351. 4,933,446, 1,722,905.
17 Travel........oooiieiiie 5,902,807. 4,962,150. 840, 657.
18 Payments of travel or entertainment
expenses for any federal, state, or local
public officials. .. ....... ... ... ... ... ...
19 Conferences, conventions, and meetings .. . ..
20 Interest........ ... ... ... 339, 356. 29, 339,327.
21 Payments to affiliates. . .....................
22 Depreciation, depletion, and amortization. .. .. 2,566,014, 320,783. 2,245,231,
23 INSUMENCE . .. ... .\ eiee it 961, 915. 961, 915.
24 Other expenses. itemize expenses not AT s =
covered above (List miscellaneous expenses W 1
in line 24f. If line 24f amount exceeds 10% 7
of line 25, column éA? amount, list line 247 METRE: e
expenses on Schedule Q). .................. WO i b Y S
a Supplies 5,025, 948. 4,527,876. 498,072.
b Equipment 2,405, 636. 1,488,628. 917, 008.
cBad debt 969, 474. 249,431, 720, 043.
d Miscellaneous 479,972, 176,843. 303,129.
e Postage and Shipping =~ 382,503. 354, 251. 28,252,
f Allotherexpenses.......................... 1,408,102. 16,651,684, -15,243,582.
25 Total functional expenses. Add lines 1 through 24f. . . .. 88,509,924, 84,819,890. 3,690,034, 0.
26 Joint costs. Check here » [ | if following

SOP 98-2 (ASC 958-720). Complete this line
only if the organization reported in column

(B) joint costs from a combined educational
campaign and fundraising solicitation. ... ... ..

BAA
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Form 990 (2010) Maniilag Association 92-0041461 Page 11
[Part X [ Balance Sheet
A (Bf)
Beginning of year End of year
1 Cash — non-interest-bearing. . .. ... o i i e e -2,373,824.| 1 345, 3%4.
2 Savings and temporary cash investments............. ool 1,716,090.( 2 499, 213,
3 Pledges and grants receivable, Net ... ... ... i 12,004,174, 3 2,940, 968.
4 Accounts receivable, Met. . ... . e e e e 1,878,947.| 4 2,063,510.
5 Receivables from current and former officers, directors, trustees, key employees, P gl AL e
and highest compensated employees. Complete Part Il of Schedule L............ 5
6 Receivables from other disqualified persons (as defined under section 4958(f)(1)),
persons described in section 4958(c (3%(8), and coqtributing empiqyers and ,
sponsoring organizatiens of section 501{c}(9) voluntary employees' beneficiary 1 -2
A organizations (see instructions). . .......... .. i 6
s 7 Notes and loans receivable, net . .............. . oo 713,472, 7 14,391, 848.
E B Inventories for Sale OF USE. . ..... .ottt et e e 173,722.| 8 231,440.
s| 9 Prepaid expensesanddeferredcharges................ ..ol 9
10a Land, buildings, and equipment: cost or other basis. i - -
Complete Part VI of Schedule D................... 10a 82,142,580. R B M .
b Less: accumulated depreciation.. .................. 10b 21,369,002, 30, 669,000.!10¢ 60,773,578.
11 Investments — publicly traded SeCUMties ... ... ittt 11,363,691.| 11 18,115,841,
12 Investments — other securities. SeePart IV, line 11........... ... ooiieinnat, 12
13 Investments — program-related. See Part [V, line 11........... ..ol 13
14 Intangible assels . ... i 14
15 Otherassets. SeePart IV, line 11, . ... .. .. . i 22,85%2,811.(115 980,522.
16 Total assets. Add lines 1 through 15 (mustequal line 38 ... .. ... e, 79,038,083.[16 100,342, 314.
17 Accounts payable and accrued eXpPenses. .. ........oi..iieiiiei e 4,661,108.|17 4,954,503,
18 Grants payable . .. ... e e s 18
19 Defermed rEVEMUE . .. ...ttt ettt e et e s et e e 1,025,200.]18 1,493,597,
bl 20 Tax-exempt bond liabilities. ... ... oe ettt e 20
ﬂ 21 Escrow or custodial account liability. Complete Part |V of Schedule D............ 21
i:- 22 Payables to current and former officers, directors, trustees, key emplogees,
T highest compensated employees, and disqualified persons. Complete Part Il ]
|'.; Of Sehedule L. .o e e 22
s | 23 Secured mortgages and notes payable to unrelated third parties................. 5,994,434.| 23 17,460, 995.
24 Unsecured notes and loans payable to unrelated third parties.................... 24
25 Other liabilities. Complete Part X of Schedule D...............cocoiiiiiiinnn, 4,175,283.|25 11,494,717,
26 Total liahilities. Add lines 17 through 25 ... .. .. it iiieti i iiinanens 15,856,025, 26 35,403,812.
N Organizations that follow SFAS 117, check here » and complete lines ' = = L=
T 27 through 25 and lines 33 and 34. ol : . 4
g 27 Unrestricted Net sSetS. . .. .o ottt 50,512,916.| 27 58,695,107.
E |28 Temporarily restricted netassets ... 12,669,142.|28 6,243,395,
S| 29 Permanently restricted net assets. . .........oooi i i e 29
2 Organizations that do not follow SFAS 117, check here » D and complete i
ﬁ lines 30 through 34.
b | 30 Capital stock or trust principal, or current funds. .. ................ oo 30
B | 31 Paid-in or capital surplus, or land, building, or equipment fund............. 31
g 32 Retained earnings, endowment, accumulated income, or other funds. ......... .. 32
¢ 33 Totalnetassets orfund balances...............oviiiieierivnienass 63,182,058.| 33 64,938,502,
5! 34 Total liabilities and net assets/fund balances.. . ..........vuvviieiii e ii.s 79,038,083.| 34 100,342, 314.
BAA Form 990 (2010)
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Form 990 (2010) Maniilag Association 92-0041461 Page 12
[Part XI | Reconciliation of Net Assets

Check if Sehedule O contains a response to any guestion inthis Part X).. ... e |f|
1 Total revenue {must equal Part VIII, column (A), ine 12, ... e 1 92,490,609,
2 Total expenses (must equal Part IX, column (A), € 25). .. ...t e 2 88,509,924,
3 Revenue less expenses. Subtract line 2 from line 1. .. . i 3 3,980, 685.
4 Net assels or fund balances at beginning of year (must equal Part X, line 33, column (A% .................. 4 63,182,058.
8 Other changes in net assets or fund balances (explain in Schedule O). .See. Schedule. O.............. 5 -2,224,241,
6 Net assets or fund balances at end of year. Combine lines 3, 4, and 5 (must equal Part X, line 33,
e 18 (=) T T T T 6 64,938,502.

1 Accounting method used to prepare the Form 990: D Cash Accrual D Other

If the organization changed its method of accounting from a prior year or checked ‘Other,’ explain
in Schedule O,

2a Were the organization’s financial statements compiled or reviewed by an independent accountant? ......... ........... 2a . .X
b Were the organization's financial statements audited by an independent accountant? ... ... .. . ... i 2hl X

c if "Yes' to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight of the audit,
review, or compilation of its financial statements and selection of an independent accountant? ......................... 2¢| X

If the organization changed either its oversight process or selection process during the tax year, explain
in Schedule O.

dIf 'Yes' to line 2a or 2b, check a box below to indicate whether the financial statements for the year were issued on a
separate basis, consolidated basis, or both;

|:| Separate basis @ Consolidated basis D Both consolidated and separate basis

3a As a result of a federal award, was the organization required to undergo an audit or audits as set forth in the Single
Audit Act and OMB Circular A-1332. .. o e 3a] X

b If 'Yes,' did the organization undergo the required audit or audits? If the organization did not undergo the required audit
or audits, explain why in Schedule O and describe any steps taken to undergo such audits. . .. ......................... 3b X

BAA Form 990 (2010)
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OMB No. 1545-0047

S e Public Charity Status and Public Support 2010
Complete if the organization is a section 501(cX3) organization or a section

N 4347(a)(1) nonexempt charitable trust. ) Dpen_toP'ubiic o

Binal Raverus Servce » Attach to Form 80 or Form 990-EZ. » See separate instructions. Inspection .-

Name of the organization Employer identification number

Maniilag Association 92-0041461

[Part1 |Reason for Public Charity Status (All organizations must complete this part.) See instructions.

The organization is not a private foundation because it is: (For lines 1 through 11, check only one box.)

1

oW N

(=]

0 ~1 Y

10
n

-

[

%

A church, convention of churches or association of churches described in section 170(b)(1)AXI)-

A school described in section 170(b)}1)}AXii). (Attach Schedule E.}

A hospital or a cooperative hospital service organization described in section T70(bX1)}(A)XGii)-

A medical research organization operated in conjunction with a hospital described in section T70(b)}1XA)jii). Enter the hospital's

name, city, and state: e
An organization operated for the benefit of a college or universily owned or operated by a governmental unit described in section
170(b)1}AXiv). (Compiete Part I1.)

A federal, state, or local government or governmenial unit described in section 170(b)}1)(AXv).

An organization that normally receives a substantial part of its support from a governmental unit or from the general public described
in section 170(bY1)XAXvi). (Complete Part 11.)

A community trust described in section 170(b)(1XAXvi). (Complete Part |1.)

|:| An organization that normally receives: (1) more than 33-1/3% of its support from contributions, membership fees, and gross receipts

e |:| By checkin

from activities related to its exempt functions — subject to certain exceptions, and (2) no more than 33-1/3% of its support from gross
investment income and unrelated business taxable income (less section 517 tax) from businesses acquired by the organization after
June 30, 1975. See section 509(a)}2). (Complete Part 111.)

An organization organized and operated exclusively to test for public safety. See section 50%a)4).

An organization organized and operated exclusively for the berefit of, to perform the functions of, or carrg out the purposes of one or
more Eublicly supported organizations described in section 509(a)(1) or section 509(a)(2). See section 509%(a)3). Check the box that
describes the type of supporting organization and complete lines 11e through 11h.

a |:|Type | b DType ] c |:| Type Il — Functionally integrated d D Type |H — Other

? this box, | certify that the organization is not controlled directly or indirectly by one or more disqualified persons
other thgggé}l;r(lg)ation managers and other than one or more publicly supported organizations described in section 503(a)(1) or
section ay2).

If the organization received a written determination from the IRS that is a Type |, Type Il or Type I}l supporting organization, D
CRECK TNIS DX, oottt et et a e e e e e e e e e e

Since August 17, 2006, has the organization accepted any gift or contribution from any of the following persons?

Yes | No
(i) A person who directly or indirectly controls, either alone or together with persons described in (i) and (i)
below, the governing body of the supported organization?. . ............. ... ... o i 11g G)
(i) A family member of a person described in {y above? ... .. ... 11 g (i}
(iii) A 35% controlled entity of a person described in () or (i above? ... 11 g jii)
Provide the following information about the supported organization(s).
{7 Name of supported (iiy EIN (i} Type of organization {iv) Is the vy Did you notify (vi) Is the {wvii) Amount of support
organization (described on lines -9 organization in | the organization in |  organization in
above or IRC section columm @} listed in column () of column (i}
(see instructions)) your governing your support? organized in the
document? U.s.?
Yes No Yes No Yes No
{A)
(B)
©
(V)]
(E)
Total i
BAA For Paperwork Reduction Act Notice, see the Instructions for Form 380 or 990-EZ. Schedule A (Form 990 or 990-EZ) 2010

TEEAD4Q1L 12/23/10




Schedule A (Form 990 or 990-E7) 2010 Maniilag Association

92-0041461

Page 2

Part i |Support Schedule for Organizations Described in Sections T70(b)1)AXiv) and T70(b)1XAXvi)

(Complete only if you checked the box on line 5
organization fails to qualify under the tests liste

, 7, or B of Part | or if the organization failed to qualify under Part IIl. If the
d below, please complete Part 111.)

Section A. Public Support

Calendar year (or fiscal year
beginning in) »

1

(a) 2006

(b) 2007

(c) 2008

(d) 2009

{e) 2010

N Total

Gifts, grants, contributions, and
membership fees received. SDo
not include 'unusual grants.’). ..

11616954.

16233959.

56521578,

69887577,

69702237,

223962305,

Tax revenues levied for the
organization's benefit and
either paid to it or expended
onitsbehalf.................

The value of services or
facilities furnished by a
governmental unit to the
organization without charge. ...

0.

Total. Add lines 1 through 3.. ..

11616954.

16233959,

69887577,

69702237.

223962305.

The portion of total
contributions by each person
(other than a governmental
unit or publicly supported
organization) included on line 1
that exceeds 2% of the amount
shown on line 11, column (f)...

56521578.

0.

Public suzport. Subtract line 5
from line

223962305.

Section B. Total Support

Calendar year (or fiscal year
beginning in) »

7
8

10

11

12
13

{a) 2006

(b) 2007

(c) 2008

{d) 2009

(e) 2010

() Total

Amounts from line d...........

16233959.

56521578,

69887577,

69702237,

223%62305.

Gross income from interest,
dividends, payments received
on securities loans, rents,
royalties and income from
similar sources................

11616954.

1,500, 000.

879,433,

549, 847.

402,414.

407,801,

3,739,495,

Net income from unrelated
business activities, whether or
not the business is regularly
carriedon.....................

Other income. Do not include
gain or loss from the sale of
capital asgets (Explain in

Part Iv).See Part..IV....

825,596.

Total sullagort. Add iines 7
through

825,596,

228527396,

Gross receipts from related activities, etc (see instructions)

First five years. If the Form 990 is for the or
organization, check this box and stop here

182793051.

ganization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)

Section C. Computation of Public Support Percentage

14 Public support percentage for 2010 (line 6, column (f) divided by line 11, column .

15 Public support percentage from 2009 Schedule A, Part I, line 14

16a 33-1/3% support test — 2010. If the organization did not check the box on line

and stop here. The organization qualifies as a publicly supported organization,

b 33-1/3% support test — 2009, If the organization did not check a box on line
and stop here. The organization qualifies as a publicly supported organization. . .................co'oovenr

.......... 14

98.0%

............................................. 15

97.0%

13 or 16a, and line 15 is 33-1/3% or more, check this bo

>

17a 10%-facts-and-circumstances test — 2010. If the organization did not check a box on line 13, 16a, or 16b, and line 14 is 10%

or mere, and if the organization meeis the 'facts-and-circumstances’ test, check this box and stop here. Explain in Part |V how
the organization meets the ‘facts-and-circumstances' test. The organization qualifies as a pubiicly supported crganization

b 10%-facts-and-circumstances test
or more, and if the organization m
organization meets the 'facts-and-

— 2009. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line 15 is 10%
eets the 'facts-and-circumstances' test, check this box and stop here. Explain in Part IV how the
circumstances' test. The organization qualifies as a publicly supported organization b

18 Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see instructions. .. ™ H

BAA

TEEAQA020 12/2310

Schedule A (Form 990 or 890-E2) 2010



Schedule A (Form 990 or 990-EZ) 2010

Maniilag Association

92-0041461 P

age 3

[Part lli_|Support Schedule for Organizations Described in Section 509(a)2)

{Complete only if you checked the box on line 9 of Part | or if the organization failed to qualify under Part

to qualify under the tests listed below, piease complete Part 11}

Il. If the organization fails

Section A. Public Support

Calendar year or fiscal yr heginning in)*>

1

6
7

Gifts, grants, contributions

and membership fees

received. (Do not include

any ‘unusual grants.h..........
ross receipts from admis-

sions, merchandise sold or

services performed, or facilities

furnished in any activity that is

related to the organization's

tax-exempt purpose ...........

Gross receipts from activities
that are not an unrelated trade
or business under section 513. .

Tax revenues levied for the
organization's benefit and
either paid to or expended on
itsbehalf ....................
The value of services or
facilities furnished by a
governmeniai unit to the
organization without charge .. .

Total. Add lines 1 through 5. . ..
a Amounts included on lines 1,

2, and 3 received from

disqualified persons ...........

b Amounts included on lines 2
and 3 received from other than
disqualified persons that
exceed the greater of $5,000 or
1% of the amount on line 13
fortheyear...................

cAddlines7aand7b...........

Pubilc support (Subtract line
JefromlineB)................

(a) 2006

(b) 2007

({c) 2008

{d) 2009

{e) 2010

(f) Total

Section B. Total Support

Cale

9
10

1

12

13
14

ndar year (or fiscal yr beginning in) >
Amounts from line6...........
a Gross income from interest,
dividends, payments received
on securities loans, rents,
royalties and income from
similar sources............. ..
b Unrelated business taxable
income (less scction 511
taxes) from businesses
acquired after June 30, 1975...
¢ Add lines 10a and 10b.........
Net income from unrelated business
activities not included in line 10b,
whether or not the business is
reqularly carried on. . ..............
Other income. Do not include
gain or loss from the sale of
capital assets (Explain in
Part IV.)

Total support. (Add ins3, 10c, 11, and 12.)

First five years. If the Form 990 is for the or
organization, check this box and stop here

(a) 2006

(b) 2007

{c) 2008

(d) 2009

(e) 2010

(1) Total

ganization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)

Section C. Computation of Public Support Percentage

15 Public support percentage for 2010 (line B, column (f) divided by line 13, column () ..............oovvvivin.., 15 %

16 Public suppart percentage from 2009 Schedule A, Part V1, Bine 15 .. ... o 15 %
Section D. Computation of Investment Income Percentage

17 Investment income percentage for 2010 {line 10¢, column (f) divided by line 13, column ). ... ................ 17 %

18 Investment income percentage from 2009 Schedule A, Part 1, line 17. . oo e 18 %

19a 33-1/3% support tests — 2010. If the organization did not check the box on line 14, and line 15 is more than 33-1/3%, and line 17
is not more than 33-1/3%, check this box and stop here. The organization gualifies as a publicly supported organization...........

b 33-1/3% support tests — 2009, If the organization did not check a box on line 14 or line 19a, and line 16 is more than 33-1/3%, and
line 18 is not more than 33-1/3%, check this box and stop here. The organization qualifies as a publicly supported organization. ...

20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions

-]

-H

BAA

TEEAQAQ3L 12/29/10

Schedule A (Form 990 or 990-EZ) 2010



Schedule A (Form 990 or 990-E2) 2010 Maniilaq Association 92-0041461 Page 4

[Part IV_|Supplemental Information. Complete this part to provide the explanations required by Part Il, line 10;
Part Il, line 17a or 17b; and Part lIl, line 12. Also complete this part for any additional information.
(See instructions).

BAA Schedule A (Form 990 or 990-EZ) 2010

TEEAO404L  09/08/10




2010 Schedule A, Part IV - Supplemental Information Page 5

Maniilaq Association 92-0041461
Part I, Line 10 - Other Income
Nature and Scurce 2010 2009 2008 2007 2006
Other 825,596.

Total § 825,596, 5 0. 8 0. 8 0. 8 0.




OMB No. 1545-0047

Schedule B
S)Fr%r;“O-QPgI-'O)’ -EZ, Schedule of Contributors

Depariment of the Treasury » Attach to Form 990, 990-EZ, or 990-PF

Internal Revenue Service

2010

Name of the organization Employer identification number

Maniilaq Association 92-0041461
Organization type (check one):

Filers of: Section:

Form 990 or 990-EZ X[501(e)_ 3 ) (enter number) crganization

4947 (a)(1) nonexempt charitable trust not treated as a private foundation
527 political organization

Form 990-PF 501(c)(3) exempt private foundation
4947(a)(1) nonexempt charitable trust treated as a private foundation
501(c)(3) taxable private foundation

Check if your organization js covered by the General Rule or a Special Rule. .
Note. Only a section 501(c)(7), (), or (10) organization can check boxes for beth the General Rule and a Special Rule. See instructions.

General Rule

For an organization filing Form 990, 990-EZ, or 990-PF that received, during the year, $5,000 or more (in money or property) from any one
contributor. {Complete Parts | and I1.)

Special Rules

For a section 501 (£)(3) organization filing Form 990 or 990-EZ, that met the 33-1/3% support test of the regulations under sections
509(a)(1) and 170(b)(1)(A5(v;), and received from any one contributor, during the 1year, a contribution of the greater of (1) $5,000 or
(2) 2% of the amount on (i} Form 990, Part VIII, line 1h or (i) Form 980-EZ, line T. Complete Parts | and II.

DFor a section 501(c)}(7), (8), or (10) organization fiting Form 990 or 990-EZ, that received from any one contributor, during the year,
aggregate contributions of mare than $1,000 for use exclusively for religious, charitable, scientific, literary, or educational purposes, or
the prevention of cruelty to children or animals. Complete Parts |, I, and lil.

DFor a section 501(c)(7), (8), or (10) organization filing Form 980 or 990-EZ, that received from any one contributor, during the year,
contributions for use exclusively for religious, charitable, etc, purposes, but these contributions did not aggregate to more than $1,000.
If this box is checked, enter here the total contributions that were received during the year for an exciusively religious, charitable, etc,
purpose. Do not complete any of the parts unless the General Rule applies to this organization because it received nonexclusively

religious, charitable, etc, contributions of $5,000 or more duringthe year. ... o o i, >4

Caution: An organization that is not covered by the General Rule and/for the Special Rules does not file Schedule B (Form 990, 990-EZ, or
990-PF) but it must answer 'No' on Part |V, line 2 of their Form 990, or check the box on line H of its Form 990-EZ, or on line 2 of its Form
990-PF, to certify that it does not meet the filing requirements of Schedule B (Form 990, 990-EZ, or 990-PF).

BAA For Paperwork Reduction Act Notice, see the Instructions for Form 990, Schedule B (Form 990, 990-E7, or 990-FF) (2010)
99%0EZ, or 990-PF.

TEEAQTOIL 12/28/10



Schedule B (Form 290, 990-EZ, or 990-PF) (2010) Page 1 of 1 of Part |

Name of organization Employer identification number
Maniilag Association 92-0041461
Contributors (see instructions.)
{a) (b) {c} (d)
Number Name, address, and ZIP + 4 Aggregate Type of contribution
contributions
1 US Dept of the Interior ___________________ Person
Payroll
1849 C Street NW ___ $___4,207,555.] Noncash
. (Complete Part i if there
Washington, DC 20240 ____ . ___ is a noncash contribution.)
(@) {b) ) ()]
Number Name, address, and ZIP + 4 Aggregate Type of contribution
contributions
2 (Denali Commission ________________________ Person
Payroii
510 L Street, Suite 410 _ $___1,625,473.| Noncash [ |
(Complete Part Ii if there
|Anchorage, AK 99501 is a noncash contribution,)
@ ® (©) (d)
Number Name, address, and ZIP + 4 Aggregate Type of contribution
contributions
3 |US Dept of Health & Human Serv _____ _________ Person
Payroll
200 Independence Avenue SW__ ___ __ ______ | $___46,465,061.| Noncash
. (Complete Part H if there
Washington, DC 20201 ________ __ is a noncash contribution.)
(a) 1) © (d
Number Name, address, and ZIP + 4 Aggregate Type of contribution
contributions
4  |BK Dept of Health & Social Serv__ ______ _____ Person
Payroll | |
PO Box 110601 _ __ ____ $_ __4,516,306.| Noncash B
(Complete Part Il if there
|Juneau, AK 99811-0601 _ __________ | is a noncash contribution.)
(@) b) (©) )
Number Name, address, and ZIP + 4 Aggregate Type of contribution
contributions
5 |BX Dept of Com, Comm & Econ Dev _____________ | Person
Payroll
PO Box 1l1080C $___4,747,839.| Noncash
(Compiete Part Il if there
|Juneau, AK 99811i-0800 _ ___________ is a noncash contribution.)
{a) (b) @ )]
Number Name, address, and ZiP + 4 Aggregate Type of contribution
contributions
6 |US Dept of Tramsportation __________________ Person
Payroll | |
1200 New Jersey Ave SE__ ____ __ __________ __ $___1,397,009.| Noncash | |
) (Complete Part Il if there
Washington, DC 205%0 _____ is a noncash contribution.)

BAA TEEAO702L 10/26/10 Schedule B (Form 990, 990-E2, or 990-PF) (2010)



Schedule B (Form 990, 930-E7Z, or 980-PF) (2010)

Page 1 of 1 of Part i

Name of organization

Maniilag Association

Employer identification number

92-0041461l

!-Part 1] ]Noncash Property (see instructions.)

a
No. from
Part |

(b)
Description of noncash property given

) (d)
FMV (or esttmteg Date received
(see instructions,

N/A

$
@ . (b) . © )
No. from Description of noncash property given FMV (or estlmate; Date received
Part1 {see instructions
$
(a) L {b) . © (d)
No. from Description of noncash property given FMV (or estlmate; Date received
Partl (see instructions,
$
(@) L () , () )
No. from Description of noncash property given FMV (or estlmate; Date received
Part| (see instructions;
5
) . (b . ()
No. from Description of noncash property given FMV (or estlmate; Date received
Part | (see instructions
$
a » ®) : ©. @
MNo. from Description of noncash property given FRV (or estlmate; Date received
Part1 {see instructions,
$
BAA Schedule B (Form 990, 990-EZ, or 90-PF) (2010)

TEEAO703L 10/26M0



Schedule B (Form 930, 990-EZ, or 990-PF) (2010)
Name of organization

Maniilag Association

Page 1 of 1 of Part Il
Employer identification number

92-0041461
[Partill | Exclusively religious, charitable, etc, individual contributions to section 501(c)7), (8), or (10)
organizations aggregating more than $1,000 for the year.Complete cols (a) through (e) and the following line entry.
For organizations completing Part |ii, enter total of exclusively religious, charitable, etc,

contributions of $1,000 or less for the year. (Enter this information once. See instructions.) . ........... ) N/A
(a) (b) {©) (D
N%a frtrolm Purpose of gift Use of gift Description of how gift is held
N/A
()
Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
(@ (b © (d)
Ng- f:tolm Purpose of gift Use of gift Description of how gift is held
a
(e)
Transfer of gift
Transferee's name, address, and ZIiP + 4 Relationship of transferor to transferee
@ (b) (© (d)
N%a fr';olm Purpose of gift Use of gift Description of how gift is held
(e)
Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
@ ®) {© ()
N?"a f'u_"tolm Purpose of gift Use of gift Description of how gift is held
)
Transfer of gift
Transferee’s name, address, and ZIP + 4 Relationship of transferor to transferee

BAA

TEEAO704L  0B/23/09

Scheduie B (Form 990, 990-EZ, or 990-PF) (2010)



SCHEDULE D OMB No. 1545-0047
(Form 990) Supplemental Financial Statements 2010
* Complete ||,f t'I_-ltei \? anizgti?nsass![vgrﬁ 'Ye?,z' to Form 920, ———

n . art IV, lines 6, 7, 8, 9,10, 11, or 12. % n ublic
Ei'iz;"n’;’:“&zae"ﬁﬁ":slﬁ?é‘: i » Attach to Form 980. ™ See separate instructions. Ingepedion -l "
Name of the organization Employer identification number
Maniilaqg Assoclation 92-0041461

Part| |Organizations Maintaining Donor Advised Funds or Other Simitar Funds or Accounts. Complete if
the organization answered "Yes' to Form 990, Part IV, line 6.

[ {a) Donor advised funds ! {b) Funds and other accounts

- | T
1 Total number atendofyear................. :
2 Aggregate contributions to {during year)...... E
3 Aggregate grants from (during year)......... :
'4 Aggregate value atend of year.............. I
5 Did the organization inform all donors and doner advisors in writing that the assets held in donor advised

funds are the organization's properly, subject to the organization's exciusive legal control?..................... DYes |:| No
6

Did the or%anizatiqn inform all grantees, donors, and donor advisars in writing that grant funds can be
used only for charitable purposes and not for the benefit of the donor or donor advisor, or for any other
purpose conferring imperrmissible private beneiil? ... o DYes D No

[Part Il | Conservation Easements. Complete if the organization answered "Yes' to Form 990, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).
Preservation of land for public use (e.g., recreation or education) Preservation of an historically important land area
Protection of natural habitat Preservation of a certified historic structure
Preservation of open space

2 Complete lines 2a through 2d if the organization held a qualified conservation contribution in the form of a conservation easement on the
last day of the tax year.

Held at the End of the Tax Year

a Total number of conservation easements. ... ... ... i e 2a

b Total acreage restricted by conservation easements . ........oviiiiiiiiin i e 2b
¢ Number of conservation easements on a certified historic structure included in @)............. 2c
d Number of conservation easements included in (c) acquired after 8/17/06, and not on a historic
structure listed in the National Register ... ... i e 2d
3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the
tax year »

4 Number of states where property subject to conservation easement is located *

5 Does the organization have a written policy regarding the periodic monitoring, inspection, handling of violations,
and enforcement of the conservation easements itholds?............. ... .. ... |:| Yes |:| No
6 Staff and volunteer hours devoted to monitoring, inspecting, and enforcing conservalion easements during the year
[

7 Amount of expenses incurred in menitering, inspecting, and enforcing conservation easements during the year
>3

8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section

170 @ B)() and section 170N BN ? . . ..o e |:| Yes |:| No

9 InPart XIV. describe how the organization reports conservation easements in its revenue and expense statement, and balance sheet, and
include, if applicable, the text of the footnote to the organization's financial statements that describes the organization's accounting for
___conservation easements. _
Part il | Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered "Yes' to Form 990, Part IV, line 8.

1a If the organization elected, as permitted under SFAS 116 (ASC 958), not to report in its revenue statement and balance sheet works of
art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of public service, provide,
in Part X1V, the text of the footnote fo its financial statements that describes these items.

b If the organization elected, as permitted under SFAS 116 (ASC 958), to report in its revenue statement and balance sheet works of art,
historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of public service, provide the
following amounts relating to these items:

{i) Revenues included in Form 990, Part VIl line 1. .. ..o >3
(i) Assets included in Form 990, Part X .. ... ... ... it e e 5

2 If the organization received or heid works of art, historical treasures, or other similar assets for financial gain, provide the foliowing
amounts required to be reported under SFAS 116 (ASC 958) relating to these items:

a Revenues included in Form 990, Part VIIl, line 1. ... . o e "3
b Assets included in Form 900, Part X. . ... ... e e e e e e 3
BAA For Paperwork Reduction Act Notice, see the Instructions for Form 990, TEEA3201L 1141510 Schedule D {Form 990) 2010




Schedule D (Form 990) 2010 Maniilag Association _ 92-0041461 Page 2
{Part ill |Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)

3 Using the organization's acquisition, accession, and other records, check any of the following that are a significant use of its collection
items {check all that apply):

a | |Public exhibition d Loan or exchange programs
b | |Scholarly research e Cther
¢ || Preservation for future generations

4 gr%igiava description of the organization's collections and explain how they further the organization’s exempt purpose in
a ;

5 During the year, did the organization solicit or receive donations of art, historical treasures, or other similar
assetls to be sold to raise funds rather than to be maintained as part of the organization's collection?............. |_| Yes . |_| No

[Part IV |Escrow and Custodial Arrangements. Complete if organization answered 'Yes' to Form 990, Part IV, line
9, or reported an amount on Form 990, Part X, line 21.

Ta |s the organization an agent, trusiee, custodian, or other intermediary for contributions or other assets rot
inctuded on Form 990, Part X2..._._... ... L JEPU TN [ves  []No

b If 'Yes," explain the arrangement in Part XIV and complete the following table:

Amount
cBeginning balance. ... . ... .. e e 1c
dAdditions during the year ....... . . oo i 1d
e Distributions during the year. .. .. ... le
fEnding balance. ... .. 1f
2a Did the organization include an amount on Form 980, Part X, ine 217 ... v D Yes |:| No

b If 'Yes,' explain the arrangemient in Part XIV. .
[Part V | Endowment Funds. Complete if the organization answered 'Yes' to Form 990, Part IV, line 10.

{(2) Current year {h) Prior year {c) Two years back (d) Three years back _{e) Four years back
1a Beginning of year balance. ... .. 5,217,037. 4,869,430, 4,427,741. ' i
b Contributions. .. ............... 57,710. 164,371.
¢ Net investment earnings, gains,
and 10SSeS.......... i, 138,062. 183,236, 441, 689.
d Grants or scholarships....... ..
e Other expenditures for facilities
and programs.................
f Administrative expenses.......
g End of year balance . .. ........ 5,412,809. 5,217,037 4,869,430.
2 Provide the estimated percentage of the year end balance held as:
a Board designated or quasi-endowment ™ 100.00 %

b Permanent endowment » %
¢ Term endowment » %

3a Are there endowment funds not in the possession of the organization that are held and administered for the

organization by: Yes No

() unrelated organizations . .. ... .. i 3a)| X

(iD). related organizations. .. ... .. . 3a(i) X
b If 'Yes' to 3a(ii), are the related crganizations listed as required on Schedule R?. .. ..o 3b

4 Describe in Part XIV the intended uses of the organization's endowment funds. See Part XIV
[Part VI |Land, Buildings, and Equipment. See Form 990, Part X, line 10.

Description of investment {a) Cost or other basis| (b} Cost or other {c) Accumulated {d) Book value
{investment) asis {other) depreciation

Taland... ... - 725,000, i ' 725,000.
bBuildings...................... ...l 67,727,639, 11,304,273. 56,423, 366.

¢ Leasehold improvements. ................ ...
dEquipment............. ... .. .. 10,271,994, 7,204,876, 3,067,118.
eOther. . ... .. ... 3,417,947, 2,859,853, 558,094,
Total. Add lines 1a through le (Cofumn (d) miust equal Form 890, Part X, colurnn B), line 10(€).) ................... » 60,773,578,
BAA Schedule D (Form 990) 2010
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Schedule D (Form 990) 2010 Maniilag Association

92-0041461 Page 3

| Part VIl | Investments—Other Securities. See Form 990, Part X, line 12.

N/A

(a) Description of security or category
(including name of security)

{b) Book value

(c) Method of valuation:
Cost or end-of-year market value

(1) Financial derivatives

(2) Closely-held equity interests

(3) Other

?otal. (Column (b) must equal Form 990 Part X, column (B) line 12). .. ™

[Part VIl llnvestments—Program Related. (See Form 990, Part X, line 13)

N/A

(a) Description of investment type

(b) Book value

{c) Method of valuation:
Cost or end-of-year market value

a

_@

@

@

]

&)

@

®

®

ae

Total. (Column (b) must equal Form 990, Part X, column (B) ling 13.) . ™
Part IX_[Other Assets. (See Form 990, Part X, line 15) N/A

{a) Description

(b) Book value

)

@)

(€3]

Q)

6]

®)

@

)

®

(Y]

Total. (Column (b) must equal Form 990, Part X, column(B), line 15)

Iﬁanx | Other Liabilities. (See Form 990, Part X, line 25)

{a) Description of liability {®) Amount i
(1) Federal income taxes
(@ Accrued Payroll & Related liabiliti 4,061,667.
(3) Investment in Maniilaq Services, LL 34,4717. !
@) Lease Payable 1,323,044. E
&) Line of Credit 5,994,434,
&) Prepald Deposits 81,0095,
@
&)
) —
o
4D
Total. (Column (b) must equal Form 990, Part X, column (B) line 25). . . . .. 11,494,717.

2. FIN 48 (ASC 740) Footnote. In Part XIV, provide the text of the footnote to the organization's financial statements that reports the
organization's liability for uncertain tax positions under FIN 48 (ASC 740).

BAA
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|T-"art X1_|Reconciliation of Change in Net Assets from Form 990 to Audited Financial Statements
T Total revenue (Form 990, Part Vill,column (A), line 12) ... ou oot e i 92,490,609,
2 Total expenses (Form 990, Part IX, column (A), [N 25). ... . oo v e 88,509,924,
3 Excess or (deficit) for the year. Subtract line 2 from lINe 1. ... ..o e e 3,980, 685.
4 Net unrealized gains (10SSES) ON INVESIMENIS. . ... . e e -38,615.
5 Donated services and use of facilities. . ..........oooi it
6 INVesStmeNt eXpeNSES . .
7 Prior period adjustments. ..
8 Other Describe in Part X1V . ..o e
9 Total adjustments (net). Add lines 4 through 8. .. ... . .. o oo -38,615.
10 Excess or (deficit) for the year per audited financial statemenis. Combine lires 3and S.........ooovoneo o .. 3,942,070.
[Part Xl | Reconciliation of Revenue per Audited Financial Statements With Revenue per Return
1 Total revenue, gains, and other support per audited financial statements. .. .............0 00, 1 92,451,994,
2 Amounts included on line 1 but not on Form 990, Part VIII, line 12:
a Net unrealized gains oninvestments. . ................... .. ... i, 2a -38, 615
b Donated services and use of facilities. ........... ... .. ... . i i . 2b
€ Recoveries of prioryeargrants. ......... ........o0 o 2¢c
dCther Qescribe inPart XIV). . ... 2d %
e Add lines Za through 2d .. ... 2e -38,615.
3 Subtractfine 2e from lINe L .. ..o i 3 92,490,609.
4 Amounts included on Form 990, Part VIII, line 12, but not on line 1:
a Investmenis expenses not included on Form 990, Part VIII, line 7b..... . .| 4a
b Cther Describe in Part XIV.). ... ..o 4b -
cAddlines da and Ab. ... .. 4c¢
5 Total revenue. Add lines 3 and 4c. (This must equal Form 990, Part {, line 120 ........cccoove i, 5 92,490,609,
[ Part XHI | Reconciliation of Expenses per Audited Financial Statements With Expenses per Return
1 Total expenses and losses per audited financial statements. . ... ... .. iiiier e, 1 88,509,924,
2 Amounts included on line 1 but not on Form 990, Part X, line 25:
a Donated services and use of facilities.............. ... ... ... .. ... . ..., 2a
b Prior year adjustments............................. T 1 U 2b
cCtherlosses ........................ T 1 S S 2¢
d Other (Describe in Part XIV.)......... - S S S 2d o
e Add lines 2a through 2d ... ... .. 2e
3 Subtract line 2e from liNe T . ..o 3 88,509,924,
4 Amounts included on Form 990, Part IX, line 25, but not on line 1:
a Investments expenses not included on Form 990, Part VIII, line 7b..... ....... da
b Other Describe inPart XIV.). ..o 4b e
cAddlines daand b ... .. ... e T 4c
5 Total expenses. Add lines 3 and 4¢. (This must equal Form 990, Part 1, line 18)........................... 5 88,509,924,

[Part XiV_[Supplemental Information

Complete this part to provide the descriptions required for Part Il, lines 3, 5, and 9; Part IIl, lines 1a and 4; Part IV, lines 1b and 2b;
Part V, line 4; Part X, line 2; Part X|, line 8; Part XlI, lines 2d and 4b; and Part XlIl, lines 2d and 4b. Also complete this part to provide

any additional information.

BAA TEEA3304L 02/11/11
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[Part XIV | Supplemental Information (continued)
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SCHEDULEH
{(Form 990)

» Complete if the organization answered "Yes' to Form 990, Part IV, question 20.
» Aftach to Form 990.

Department of the Treasury
Internal Revenue Service

Hospitals

> See separate instructions.

OMB No. 1545-0047

2010

to Public ..
nspection

. 0

Name of the organization

Maniilaq Association

Employer identification number

92-0041461

[Partl |Financial Assistance and Certain Other Community Benefits at Cost

Yes | No
Ta Did the organization have a charity care policy? If 'No,' skip 10 qUESEHON Ba. . . ... o oot 1a X
b If Yes,' was it a written policy?. ... |
2 If the organization had multiple hospital facilities, indicate which of the following best describes application of the
financial assistance policy to the various hospital facilities during the tax year.
Applied uniformly to all hospital facilities Applied uniformly to most hespital facilities
Generally tailored to individual hospital facilities
3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of the
organization's patients during the tax year.
a Did the organization use Federal Poverty Guidelines (FPG) to determine eligibility for providing free care to low 3
income individuals? If 'Yes,' indicate which of the following was the FPG family income limit for eligibility for frec care: .. | 3a X
[] 100% [] 150% [] 200% [ ] other % ]
b Did the organization use FPG to determine eligibility for providing discounted care to low income individuals? .
If *Yes," indicate which of the following was the family income limit for eligibility for discounted care:................... 3b X
[] 200% [ ] 250% [] 300% [] 350% [] 400% [] other %
¢ If the organization did not use FPG to determine eligibility, describe in Part V| the income based criteria for
determining eligibility for free or discounted care. Include in the description whether the organization used an
asset test or other thresheld, regardless of income, to determine eligibility for free or discounted care.
4 Did the organization's financial assistance policy that a(zﬁplied to the largest number of its patients during the tax year — -
provide for free or discounted care to the 'medically indigent'?. .. ..... .. ... o o T 4 X
Sa Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax vear? ... 5a X
b If Yes,' did the organization's financial assistance expenses exceed the budgeted amount?............................ 5b
c If 'Yes' to line 5b, as a result of budget considerations, was the organization unable to provide free or discounted
care to a patient who was eligible for free or discounted care?. . ....... ... ... .. ... 5c
6a Did the organization prepare a community benefit report during the tax year?. ... oooei e, 6a X
b If "Yes,' did the organization make it available to the public?.. ... .. ... ..o 6h
Complete the following table using the worksheets provided in the Schedule H instructions. Do not submit these
worksheets with the Schedule H,
7 _Financial Assistance and Certain Other Community Benefits at Cost
Financial Assistance and {a) Number of {b) Persons (cLTota_l community (d) Direct offsetting () Net community {f Percent
Means-Tested Government a;}mtrl:rsn s¢:r ¢ :p?i';:g b enefit expense revenue benefit expense efp?rﬁle
Programs {opfionaly
a Financial assistance at cost
(from Worksheets T and 2. ...
b Unreimbursed Medicaid
(from Worksheet 3, column &). .
¢ Unreimbursed costs — other
means-tested government programs
(from Worksheet 3, column By, . ... ...
d Total Financial Assistance and
Means-Tested Government Programs. . . 0 0 0. 0. 0.
Other Benefits
e Community health improvement
services and community benefit
operaticns (from Worksheet 4). ... ...
f Health professions eduication
(from Workshest 5). ........ ... ..
¢ Subsidized health services
(from Worksheet 6). ............... .
h Research (from Worksheet 7). ..... ..
i Cash and in-kind contributions
to community groups (from Worksheet 8)
j Total. Other Benefits.......... 0 0 Q. 0. 0.
k Total. Add line 7dand 7....... 0 0 0. 0. 0

BAA For Paperwork Reduction Act Notice, see the Instructions for Form 990.
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Schedule H (Form 990) 2010 Maniilag Association 92-0041461 Page 2
Partll | Community Building Activities Complete this table if the o\r};anization conducted any community
building activities during the tax year, and describe in Part VI how its community building activities
promoted the health of the communities it serves.

(&) Mumber of {b} Persons (cg Total community f {d) Direct oftsetting {e} Net community () Percent
activities or served uitding expense revenue building expense of total
rograms {opticnal) expense
gap wnal}
1 Physical improvements and housing. .
2 Economic developrent .. .........
3 Community supgort. .............
4  Environmental improvements. . ... ..
85 Lezdership development ard training
for community members .. ........
6 Coalition building . ..............
7 Cormmunity health
imorovement advocacy, . ..........
8 Workforce development...........
9 Other........................
10 Total.................... 0 0 0. 0. 0. 0.
[FPartiil |Bad Debt, medicare, & Golleciion Practices
Section A, Bad Debt Expense Yes | No
1 Does the organization report bad debt expense in accordance with Healthcare Financial Management
Association Statement NO. 157, ... . i e 1 X
2 Enter the amount of the organization's bad debt expense (atcosh)......................... 2 969,474,
3 Enter the estimated amount of the organization's bad debt expense (at cost} attributable
to patients eligible under the organization’s financial assistance policy..................... 3

4 Provide in Part VI the text of the footnote to the organization's financial statements that describes bad debt
expense. In addition, describe the costing methodology used in determining the ar:g#gtsmgew lines 2
and 3, and raticnale for including a portion of bad debt amounts as community be :

Section B. Medicare

5 Enter total revenue received from Medicare (including DSHand IME) ... ... ............. 5 3,441,540,
6 Enter Medicare allowable costs of care relating to payments on line 5.... ... ........... 1 8 3,801,017,
7 Subtract line 6 from line 5. This is the surplus (or shortfall)........... ... ... ... ...... 7 -359,477.
8 Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community benefit,
Also describe in Part VI the costing methodglogy pr sauregused to determine the amount reported on line 6. Check the
box that describes the method used:
|:| Cost accounting system D Cost to charge ratio |z| Cther
Section C. Coliection Practices
9a Did the organization have a written debt collection policy during the tax year?. .......... ... .. iiiiiir ciein e, 9al X
b If "Yes,' did the organization's collection policy that applied to the largest number of its patients during the tax year
contain provisions on the collection practices to be followed for patients who are known to qualify for%inancial
assistance? Describe in Part Ml . .. o e e ob X
[Part IV _| Management Companies and Joint Ventures
 ome o iy D g Chorgemons |0 0. dncr | s,
ownership % employees' profil % ownership %
or stock ewnership %
T
2
3
4
5
6
7
8
9
10
11
12
13

BAA TEEA3B02L 02/24/11 Schedule H (Form 990) 2010
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w

(Part V |Facility Information

Section A. Hospital Facilities
glst in order of size, measured by total revenue per
acility, from largest to smallest)

How many hospital facilities did the o %anization operate
duringthetaxyear? ............... L& . ...... ... .. ...

Name and address

Licensed| Gereral [ Chil- | Teach-
Hospital| medical | dren’s | ing
and | hospital | hospital
surgical

Critical
ACCASS
hosptal

saarch
facility

ER-
24 hours

ER-
other

Other (describe)

1 Selawik Clinic

Selawlk, AK 89770

2 Noorvik Clinic

Noorvik, AK 99763

3 Kivalina Clinic

Kivalina, AK 99750

4 Noatak Clinic

Noatak, AK 99751

5 Buckland Clinic

Buckland, AK 99727

6 Kiana Clinic

Shungnak, AK 99737

8 Ambler Clinic

Ambler, AK 99786

9 Kobuk Clinic

TEEA3S03L 031711
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[Part V_|Facility Information (continued) Copy 1 of 12

Section B. Facility Policies and Practices » .
(Complete a separate Section B for each of the hospital facilities listed in Part V, Section A)

Name of Hospital Facility: Selawik Clinic

Line Number of Hospital Facility (from Schedule H, Part V, Section A): 1

Yes | No
Community Health Needs Assessment (Lines 1 through 7 are optional for 2010) '

T During the tax year or any prior tax year, did the hospital facility conduct a community health needs assessment (Needs
Assessment)? I No,' skip 10 e 8. . .. 1 X

If "Yes,' indicate what the Needs Assessment describes (check all that apply):
a A definition of the community served by the hospital facility

b Demographics of the community

[ Existing health care facilities and resources within the community that are available to respond to the health needs ofl
the community

d : How data was obtained

€ | | The health needs of the community

f Primary and chronic disease needs and other health issues of uninsured persons, low-income persons, and

— minority groups
g : The process for identifying and prioritizing community health needs and services to meet the community health needs
h L The process for consulting with persons representing the community's interests

i information gaps that limit the hospital facility's ability to assess all of the community's health needs

I L] Other (describe in Part V1)

2 Indicate the tax year the hospital facility last conducted a Needs Assessment:

3 In conducting its most recent Needs Assessment, did the hospital facility take into account input from persons who
represent the community served by the hospital facility? If 'Yes,’ describe in Part V| how the hospital facility took into

account input from persons who represent the community, and identify the persons the hospital facility consulted. . ... ... 3
4 Was the hospital facility's Needs Assessment conducted with one or mere other hospital facilities? If "Yes,' list the other

hospital facilities in Part V. .. ... 4
5 Did the hospital facility make its Needs Assessment widely available to the public? ...........ccoo oo, 5

If *Yes," indicate how the Needs Assessment was made widely available (check all that apply):
a Hospital facility's website
b Available upon request from the hospital facility
c Cther (describe in Part VI)
6 IfI Iﬂt]r? ?ospi}a)l facility addressed needs identified in its most recently conducted Needs Assessment, indicate how (check
all that apply):
: Adoption of an implementation strategy to address the health needs of the hospital facility's community
Execution of the implementation strategy
| | Participation in the development of a community-wide community benefit plan
|| Participation in the execution of a community-wide community benefit plan
| | Inclusion of a community benefit section in operational plans
|| Adoption of a budget for provision of services that address the needs identified in the Needs Assessment
| | Pricritization of health needs in s community
| | Prioritization of services that the hospital facility will undertake to meet health needs in its community
|| Other (describe in Part VI) [ o]l B0

b= - B - N o T -

7 Did the hospital facility address all of the needs identified in its most recentlﬁ conducted Needs Assessment? if ‘No,'
explain in Part VI which needs it has not addressed and the reasons why it has not addressed such needs.............. 7

Financial Assistance Policy
Did the hospital facility have in place during the tax year a written financial assistance policy that:

8 Explained eligibility criteria for financia! assistance, and whether such assistance includes free or discounted care?. .. ... 8 . X
9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care to low income individuals? .. ....... 9| X
if "es,” indicate the FPG family income limit for eligibility for free care: _ _ 1 %
BAA Schedule H (Form 990) 2010}
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{PartV |Facility Information (continued) Copy 2 of 12

Section B. Facility Policies and Practices . . )
(Complete a separate Section B for each of the hospital facilities listed in Part V, Section A)

Name of Hospital Facility: Noorvik Clinic

Line Number of Hospital Facility (from Schedule H, Part V, Section A): 2

Yes | No

Community Health Needs Assessment (Lines 1 through 7 are optional for 2010)

1 Curing the tax year or any prior tax year, did the hospital facility conduct 2 community health needs assessment (Needs
Assessmenty? T IND, sKip 10 N8 B ..o . e e e e 1 X

If 'Yes," indicate what the Needs Assessment describes (check all that apply):

a| | A definition of the community served by the hospital facility

b | Demographics of the community

c Existing health care facilities and resources within the community that are available to respond to the health needs of
— the community

d : How data was obtained

e | ! The health needs of the community

f Primary and chronic disease needs and other health issues of uninsured persons, low-income persons, and
— minority groups

g : The process for identifying and prioritizing community health needs and services to meet the community health needs

h | | The process for consulting with persons representing the community's interests

i L] Information gaps that limit the hospital facility’s ability to assess all of the community’s health needs

i Other {describe in Part VI}

2 Indicate the tax year the hospital facility last conducted a Needs Assessment: _

3 In conducting its most recent Needs Assessment, did the hospital facility take into account input from persons who
represent the community served by the hospital facility? if "Yes,’ describe in Part VI how the hospital facility took into

account input from persons who represent the community, and identify the persons the hospital facility consulted ....... 3
4 Was the hospital facility's Needs Assessment conducted with one or more other hospital facilities? If "Yes,' list the other

hospital facilities I Part Vi . . ... o e e 4
5 Did the hospital facility make its Needs Assessment widely available to the public? ....................oo v e 5

If *Yes,' indicate how the Needs Assessment was made widely available (check all that apply):
a Hospital facility's website
b Awvailable upon request from the hospital facility
c Other {describe in Part VI}
6 If"trt\ﬁ l;lospi}a)l facility addressed needs identified in its most recently conducted Needs Assessment, indicate how (check
all that apply):
: Adoption of an implementation strategy to address the health needs of the hospital facility's community
L] Execution of the implementation strategy
| | Participation in the development of a community-wide community benefit plan
|| Participation in the execution of a community-wide community benefit plan
L] Inclusion of a community benefit section in operational plans
|| Adoption of a budget for provision of services that address the needs identified in the Needs Assessment
Prioritization of health needs in its community
|| Prioritization of services that the hospital facility will undertake te meet health needs in its community i
|_| Other (describe in Part \)} el el
7 Did the hospital facility address all of the needs identified in its most recently conducted Needs Assessment? If 'No,’
explain in Part V| which needs it has not addressed and the reasons why it has not addressed suchneeds.............. 7
Financiai Assistance Policy
Did the hospital facility have in place during the tax year a written financial assistance policy that:

oOw = o an on

& Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted care?.. 8 ' X
9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care to low income individuals? ... ... 9 | X
If 'Yes, indicate the FPG family income limit for eligibility for tree care: _ _ _1 %
BAA ' Schedule H (Form 990) 2010}

TEEA3804L 03/02/11



Schedule H (Form 990) 2010 Maniilag Association

92-0041461 Page 4

IﬁartV | Facility Information (continued)

Copy 3 of 12

Section B. Facility Policies and Practices . . .
(Complete a separate Section B for each of the hospital facilities listed in Part V, Section A)

Name of Hospital Facliity: Kivalina Clinic

Line Number of Hospital Facility (from Schedule H, Part V, Section A): 3

Yes | No

Community Health Needs Assessment (Lines 1 through 7 are optional for 2010)

1

- o o 0 TN

— -

2
3

b
c

6 If the hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate how {check

FTa a0 o

7 Did the hospital facility address ail of the needs identified in its most recentiy conducted Needs Assessment? If 'No,'
explain in Part VI which needs it has not addressed and the reasons why it has not addressed such needs. ............. 7

During the tax ¥ear or any prior tax year, did the hospital facility conduct 2 community health needs assessment (Ncods
TN, ship 10 TINE 8. . o e 1 X

Assessment)?
If "Yes,' indicate what the Needs Assessment describes (check all that apply):
A definition of the community served by the hospital facility
Demographics of the community

the community
How data was obtained
The health needs of the community

— minority groups

Other (describe in Part V)
Indicate the tax year the hospital facility last conducted a Needs Assessment:

Was the hospital facility's Needs Assessment conducted with one or more other hespital facilities? If "Yes,' list the other
hospital facilities IN Part WVl ... 4

Existing health care facilities and resources within the community that are available to respond to the health needs off - B

Primary and chronic disease needs and other health issues of uninsured persons, low-income persons, and

The process for identifying and prioritizing community health needs and services to meet the community health needs
The process for consulting with persons representing the community's interests
information gaps that limit the hospital facility's ability to assess all of the community's heaith needs

In conducting its most recent Needs Assessment, did the hospital facility take into account input from persons who
represent the community served by the hospital facility? If 'Yes,' describe in Part VI how the hospital facility took into
account input from persons who represent the community, and identify the persons the hospital facility consulted. .. ... .. 3

Did the hospital facility make its Needs Assessment widely available to the public?

If 'Yes,' indicate how the Needs Assessment was made widely available (check all that apply):

Hospital facility's website
Available upon request from the hospital facility
Other (describe in Part VI}

all that apply):

Execution of the implementation strategy
Parlicipation in the development of a community-wide community benefit

Inclusion of a community benefit section in operational plans

: Prioritization of health needs in its community

] Other (describe in Part Vi)

| [ Adoption of an implementation strategy to address the health needs of the hospital facility's community

plan

: Participation in the execution of a community-wide community benefit plan
] Adoption of a budget for provision of services that address the needs identified in the Needs Assessment

Prioritization of services that the hospital facility will undertake to meet health needs in its community

Financial Assistance Policy

9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care to low income individuals? .. ....... 9| X
1%

Did the hospital facility have in place during the tax year a written financial assistance policy that:

If 'Yes,' indicate the FPG family income limit for eligibility for free care:

BAA
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[Part V_ |Facility Information (continued) Copy 4 of 12

Section B. Facility Policies and Practices .
(Complete a separate Section B for each of the hospital facilities listed in Part V, Section A)

Name of Hospital Facility; Noatak Clinic

Line Number of Hospital Facility (from Schedule H, Part V, Section A): 4

Yes| No

Community Health Needs Assessment (Lines 1 through 7 are optional for 2010)

1 During the tax year or any prior tax year, did the hospital facility conduct a community health needs assessment (Needs
Assessment)? If 'No,' skipto line 8. . .. . T 1 X

ILYes,' indicate what the Needs Assessment describes (check all that apply):
a | | A definition of the community served by the hospital facility
|| Demographics of the community

Existing health care facilities and resources within the community that are available to respond to the health needs of;
— the community

d | [How data was obtained
e The health needs of the community
f

Primary and chronic disease needs and other health issues of uninsured persons, low-income persons, and
— minority groups

g : The process for identifying and prioritizing community health needs and services to meet the community health needs
h The process for consulting with persons representing the community's interests
I
1

O o

|| Information gaps that limit the hospital facility's ability to assess all of the community's health needs
|| Other (describe in Part VI)
2 Indicate the tax year the hospital facility last conducted a Needs Assessment:

3 In conducting its most recent Needs Assessment, did the hospital facility take into account inﬁut from persons who
represent the community served by the hospital facility? If 'Yes,' describe in Part VI how the hospital facility took into

account input from persons who represent the community, and identify the persons the hospital facility consulted. . ... ... 3
4 Was the hospital facility's Needs Assessment conducted with one or more other hospital facilities? If "Yes,' list the other

hospital facilities in Part Wl . e T 4
5 Did the hospital facility make its Needs Assessment widely available to the public? .................iiives oinl, 5

If Yes," indicate how the Needs Assessment was made widely available {check all that apply):

Hospital facility's website

b Available upon request from the hospital facility

Other (describe in Part VI)

6 IfI It?r? rtlospi}a; facility addressed needs identified in its most recently conducted Needs Assessment, indicate how (check

all that apply):

: Adoption of an implementation strategy to address the health needs of the hospital facility's community

| | Execution of the implementation strategy

|| Participation in the development of a community-wide community benefit plan

| | Participation in the execution of a community-wide community benefit plan

| [ Inclusion of a community benefit section in operational plans

| [ Adoption of a budget for provision of services that address the needs identified in the Needs Assessment

| | Prioritization of health needs in its community

| | Prioritization of services that the hospital facility will undertake to meet health needs in its community

|| Other (describe in Part V1)

7 Did the hospital facility address all of the needs identified in its most recentiy conducted Needs Assessment? if ‘No,'

explain in Part VI which needs it has not addressed and the reasons why it has not addressed such needs. ............. 7

Financial Assistance Policy
Did the hospital facility have in place during the tax year a written financial assistance policy that:

oo =0 0 0 o v

8 Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted care?. . ... . '8 X ﬂ
§ Used federal poverty guideiines (FPG) to determine eligibility for providing free care to low income individuals? ....... .. 9 | X
if 'Yes,' indicate the FPG family income limit for eligibility for free care: _ _ 1%
BAA Schedule H (Form 990} 201 0}
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[Part V_ |Facility Information (continued) Copy 5 of 12

Section B. Facility Policies and Practices
(Complete a separate Section B for each of the hospital facilities listed in Part V, Section A}

Name of Hospital Facility: Buckland Clinic

Line Number of Hospital Facility (from Schedule H, Part V, Section A): 5

Yes_ No_

Community Health Needs Assessment (Lines 1 through 7 are optional for 2010) =

1 During the tax year or any prior tax year, did the hospital facility conduct a community heaith needs assessiment (Needs
Assessment)? 1f N, skip o N 8. . .. 1 X
If "Yes," indicate what the Needs Assessment describes (check all that apply): iy gl/i e

a | | A definition of the community served by the hospital facility

| | Demographics of the community

[ Existing health care facilities and resources within the community that are available to respond to the health needs of| -
the community

How data was obtained
The health needs of the community

Primary and chronic disease needs and other health issues of uninsured persons, low-income persons, and
minority groups

|| The process for identifying and prioritizing community health needs and services to meet the community health needs
The process for consulting with persons representing the community’s interests

| | Information gaps that limit the hospital facility's ability to assess all of the community's health needs

|| Other (describe in Part V1) 1
2 Indicate the tax year the hospital facility last conducted a Needs Assessment: =

3 In conducting its most recent Needs Assessment, did the hospital facility take into account input from persons who
represent the community served by the hospital facility? If "Yes,' describe in Part VI how the hospital facility took into

- m

- - ]

account input from persons who represent the community, and identify the persons the hospital facility consulted. . ... ... 3
4 Was the hospital facility's Needs Assessment conducted with one or more other hospital facilities? If "Yes,' list the other

hospital facilities In Part VL .. . i e e e e e e e 4
5 Did the hospital facility make its Needs Assessment widely available to the public? . .............ccvviiniin.s. .- B

If 'Yes,' indicate how the Needs Assessment was made widely available (check all that apply):

a E Hospital facility's website

L Available upon request from the hospital facility

__| Other (describe in Part VI)

6 lf”t?ﬁ ltwspi}a)l facility addressed needs identified in its most recently conducted Needs Assessment, indicate how (check

all that apply):

: Adoption of an implementation sirategy to address the heaith needs of the hospital facility's community

|| Execution of the implementation strategy

[ | Participation in the development of a community-wide community benefit plan

| | Participation in the execution of a community-wide community benefit plan

L] Inclusion of a community benefit section in operational plans

| | Adoption of a budget for provision of services that address the needs identified in the Needs Assessment

|| Prioritization of health needs in its community

| | Prioritization of services that the hospital facility will undertake to meet heaith needs in its community

|| Other (describe in Part VI)

7 Did the hog)ital facility address all of the needs identified in its most recentlﬁ cenducted Needs Assessment? If ‘No,'
explain in Part V| which needs it has not addressed and the reasons why it has not addressed suchneeds. ............. 7

Financial Assistance Policy
Did the hospital facility have in place during the tax year a wrilten financial assistance policy that:

[ - 3

=@ e o0 o

8 Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted care?...... 8| X |
9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care to low income individuals? ......... 9 | X
If "Yes,' indicate the FPG family income limit for eligibility for free care: 1%
BAA Schedule H (Form 990} 2010}
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| Part

V_ [Facility Information (continued) Capy

6 of 12

Section B. Facility Policies and Practices . . )
(Complete a separate Section B for each of the hospital facilities listed in Part V, Section A)

Name

Line Number of Hospital Facility (from Schedule H, Part V, Section A): 6

of Hospital Facllity: Kiana Clinic

Yes

No

Community Health Needs Assessment (Lines 1 through 7 are optional for 2010)

1 During the tax year or any prior tax year, did the hospital facility conduct a community health nceds assessment (Needs
1

Assessment)?

a
b
[ >4

d
e

g
h
i
i

21

0]

F'No, skipto line B. . .. T
If 'Yes,' indicate what the Needs Assessment describes (check all that apply):

A definition of the community served by the hospital facility

Demographics of the community

the community
How data was obtained
The health needs of the community

Primary and chronic disease needs and other health issues of uninsured persons, low-income persons, and
minority groups

The process for identifying and prioritizing community health needs and services to meet the community health needs
The process for consulting with persons representing the community’s interests

Information gaps that limit the hospital facility’s ability to assess all of the community's health needs

Other (describe in Part Vi)

ndicate the tax year the hospital facility last conducted a Needs Assessment:

3 In conducting its most recent Needs Assessment, did the hospital facility take into account input from persons who
represent the communily served by the hospital facility? If 'Yes,' describe in Part VI how the | ospial facility took into
account input from persons who represent the community, and identify the persons the hospital facility consuited. .. ... ..

| _| Existing health care facilities and resources within the community that are availabie to respond to the health needs of :

4 Was the hospital facility's Needs Assessment conducted with one or more ather hospital facilities? If 'Yes,' list the other
hospitai facilities in Part V. ... e e T

5 Did the hospital facility make its Needs Assessment widely available to the public? ...........o oo,

[x N - 2

o ™ o o0 oFrN

f "Yes,' indicate how the Needs Assessment was made widely available (check all that apply):
| | Hospital facility's website

|| Available upon request from the hospital facility

|| Other (describe in Part Vi)

f the hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate how (check

all that apply):

: Adoption of an implementation strateqy to address the health needs of the hospital facility's community
| _j Execution of the implementation sirategy

| | Participation in the development of a community-wide community benefit plan

| [ Participation in the execution of a community-wide community benefit plan

|| Inclusion of a community benefit section in operational plans

| | Adoption of a budget for provision of services that acddress the needs identified in the Needs Assessment
L Prioritization of health needs in its community

| | Prioritization of services that the hospital facility will undertake to meet health needs in its community
Cther (describe in Part Vi)

L1

7 Did the hospilai facility address ail of the needs identified in its most recently conducted Needs Assessment? If 'No,”
explain in Part V| which needs it has not addressed and the reasons why it has not addressed such needs. .............

Financial Assistance Policy

Did the hospital facility have in place during the tax year a written financial assistance policy that:

9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care to low income individuals? .. ... ...

f 'Yes," indicate the FPG family income limit for eligibility tor ree care: _ 1 %

BAA

Schedule H (Form 990) 2010}
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[Part V" [Facility information (continued) Copy 7 of 12

Section B. Facility Policies and Practices )
(Complete a separate Section B for each of the hospital facilities listed in Part V, Section A)

Name of Hospital Facility: Shungnak Clinic

Line Number of Hospital Facility (from Schedule H, Part V, Section A): 7

Yes| No

Community Health Needs Assessment (Lines 1 through 7 are optional for 2010)

1 During the tax year or any prior tax year, did the hospital facility conduct a community health needs assessment (Needs
Assessment)? 1f NO, sKip 10 iNe 8. . .. . T 1 X

If "Yes,' indicate what the Needs Assessment describes (check all that apply):
a A definition of the community served by the hospital facility
b Demographics of the community

[ Existing health care facilities and resources within the community that are available to respond to the health needs of]
the community

d How data was obtained
The health needs of the community

e
f D Primary and chronic disease needs and other health issues of uninsured persons, low-income perseons, and
minority groups

g The process for identifying and prioritizing community health needs and services to meet the community health needs
h The process for consulting with persons representing the community's interests
i
i

Information gaps that limit the hospital facility's ability to assess all of the community's health needs
Other (describe in Part VI)
2 Indicate the tax year the hospital facility last conducted a Needs Assessment:

3 In conducting its most recent Needs Assessment, did the hospital facility take into account input from persons who
represent the community served by the hospital facility? If "Yes,' describe in Part VI how the hospital facility took into

account input from persons who represent the community, and identify the persons the hospital facility consulted. . . ... . . 3
4 Was the hospital facility's Needs Assessment conducted with one or more other hospital facilities? If *Yes,' list the other

hospital facilities in Part V. . ... 4
5 Did the hospital facility make its Needs Assessment widely available to the public? . ........ ................ fa s 5

If "Yes,' indicate how the Needs Assessment was made widely available (check all that apply):

a | |Hospital facility's website
b | | Available upon request from the hospital facility
c |_| Other (describe in Part VI)
6 ”i [tl?ﬁ rtmspi}a)l facility addressed needs identified in its most recently conducted Needs Assessment, indicate how (check
alf that apply):
a : Adoption of an implementation strategy to address the health needs of the hospital facility's community
b | | Execution of the implementation strategy
c| | Participation in the development of a community-wide community benefit plan
d | | Participation in the execution of a community-wide community benefit plan
e | |Inclusion of a community benefit section in operational plans
f | | Adoption of a budget for provision of services that address the needs identified in the Needs Assessment
g | | Prioritization of health needs in its community
h | | Prioritization of services that the hospital facility will undertake to meet health needs in its community
i | | Other (describe in Part VI)

7 Did ihe hospital {acilily address all of the needs identified in its most recently conducted Needs Assessment? If 'No,'
explain in Part VI which needs it has not addressed and the reasons why it has not addressed such needs.............. 7

Financial Assistance Policy
Did the hospital facility have in place during the tax year a written financial assistance policy that:

8 Expiained eligibility criteria for financial assistance, and whether such assistance includes free or discounted care?. . . ... 8 X
9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care to low income individuals? ......... 9| X
it "Yes," indicate the FPG family income limit for eligibility for free care: _ _ 1%
BAA Schedule H (Form 990) 2010}

TEEA3804L 03/02111



Schedule H (Form 990) 2010 Maniilag Association 92-0041461 Page 4
[PartV_|Facility Information (continued) Copy 8 of 12

Section B. Facility Policies and Practices .
(Complete a separate Section B for each of the hospital facilities listed in Part V, Section A)

Name of Hospital Facility: Ambler Clinic

Line Number of Hospital Facility (from Schedule H, Part V, Section A): 8

Yes | No

Community Health Needs Assessment (Lines 1 through 7 are optional for 2010}

1 During the tax {ear or any prior tax year, did the hospital facility contduct a community health needs assessment (Needs
Assessment)? I 'No,' skip to liNe 8. . oo e e 1

I "Yes,' indicate what the Needs Assessment describes (check all that apply):
a | | A definition of the community served by the hospital facility
B Demographics of the community

[ Existing health care facilities and resources within the community that are available to respond to the health needs of}. ':
— the community

| | How data was obtained

e The health needs of the community

t Primary and chronic disease needs and other health issues of uninsured persons, low-income persons, and
— minority groups

g | | The process for identifying and priorilizing community health needs and services to meet the community health needs
h | | The process for consulting with persons representing the community's interests
1
|

| | Information gaps that limit the hospital facility's ability to assess all of the community's health needs
|| Other (describe in Part V1)
2 Indicate the tax year the hospital facility last conducted a Needs Assessment:

3 In conducting its most recent Needs Assessment, did the hospital facility take into account input from persons who
represent the community served by the hospital facility? If "Yes,' describe in Part VI how the hospital facility took into
account input from persons who represent the community, and identify the persons the hospital facility consulted. . .. .... 3

4 Was the hospital facility's Needs Assessment conducted with one or more other hospital facilities? If "Yes,' list the other
hospital facilities N Part V. . ... e e e e 4

5 Did the hospital facility make its Needs Assessment widely available to the public? ......... ... .. ... ... ... .......... 5
If "Yes,' indicate how the Needs Assessment was made widely available {check all that apply):

a : Hospital facility's website

|| Available upon request from the hospital facility

|| Other (describe in Part VI)

6 If”tlgﬁ rtlospi}a)l facility addressed needs identified in its most recently conducted Needs Assessment, indicate how (check
all that apply):

: Adoption of an implementation strategy to address the health needs of the hospital facility's community
| | Execution of the implementation strategy
| | Participation in the development of a community-wide community benefit plan
|| Participation in the execution of a community-wide community benefit plan
|| Inclusion of a community benefit section in operational plans
L] Adoption of a budget for provision of services that address the needs identified in the Needs Assessment
| | Prioritization of health needs in its community
| | Prioritization of services that the hospital facility will undertake to meet health needs in its community
|| Other (describe in Part VI
7 Did the hospiiai facility address all of the needs identified in its most recently conducted Needs Assessment? if 'No,*
explain in Part VI which needs it has not addressed and the reasons why it gas not addressed such needs.............. 7
Financial Assistance Policy
Did the hospital facility have in place during the tax year a written financial assistance policy that:
B Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted care?.
9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care to low income individuals? . . .. 9l X
if "Yes,' indicate the FPG family income limit for eligibiiity for free care: 1 %

o o

= oda ™ e o0 g

(]
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IPartV__ |Facility Information (continued) Copy 9 of 12

Section B. Facility Policies and Practices X
(Complete a separate Section B for each of the hospital facilities listed in Part V, Section A)

Name of Hospital Facility: Kobuk Clinic

Line Number of Hospital Facility (from Schedule H, Part V, Section A): 9

Yes | No

Community Health Needs Assessment (Lines 1 through 7 are optional for 2010)

1 During the tax i/ear cr any pricr tax year, did the hospital facility conduct a community health needs assessment (Needs
Assessment)? 1f 'No,' skip 10 line 8. . .. e e i X

If "Yes,' indicate what the Needs Assessment describes (check all that apply):
a A definition of the community served by the hospital facility
Demographics of the community

Existing health care facilities and resources within the community that are available to respond to the health needs of
the community

d How data was obtained
e The health needs of the community
f

Primary and chronic disease needs and other health issues of uninsured persons, low-income persons, and
minority groups

g The process for identifying and pricritizing community health needs and services to meet the community health needs
h The process for consulting with persons representing the community's interests
i
J

oo

Information gaps that limit the hospital facility's ability to assess ali of the community's health needs
Other (describe in Part V)
2 Indicate the tax year the hospital facility last conducted a Needs Assessment:

3 In conducting its most recent Needs Assessment, did the hospital facility take into account input from persons who
represent the community served by the hospital facility? If "Yes,' describe in Part VI how the hospital facility took into

account input from persons who represent the community, and identify the persons the hospital facility consulted........ 3
4 Was the hospital facility's Needs Assessment conducted with one or more other hospital facilities? If "Yes,' list the other

hospital facilities in Part V. ... e e e e 4
8§ Did the hospital facility make its Needs Assessment widely available to the public? .. ... ... ... ....... ... ... 5

If_‘Yes,‘ indicate how the Needs Assessment was made widely available (check all that apply):
a | | Hospital facility's website
b Available upon request from the hospital facility

¢ | | Other (describe in Part VI)
6 If||t?ﬁ r;ospi’lna)l facility addressed needs identified in its most recently conducted Needs Assessment, indicate how (check
all that apply):
] Adoption of an implementation strategy to address the health needs of the hospital facility's community
: Execution of the implementation strategy
Participation in the development of a community-wide community benefit plan
B Participation in the execution of 2 community-wide community benefit plan
: Inclusion of a community benefit section in operational plans
Adoption of a budget for provision of services that address the needs identified in the Needs Assessment
|| Pricritization of health needs in its community
: Prioritization of services that the hospital facility will undertake to meet health needs in its community
|| Other (describe in Part VI)
7 Did the hospital facility address all of the needs identified in its most recentIF\]r conducted Needs Assessment? if ‘No,'
explain in Part VI which needs it has not addressed and the reasons why it has not addressed such needs. ............. 7
Financial Assistance Poiicy
Did the hospital facility have in place during the tax year a written financial assistance policy that:

= om ™Mo an o

8 Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted care?. ..... 8 -X
9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care to low income individuals? .........| 9 | X
If 'Yes,' indicate the FPG family income limit for eligibility for free care: 1%
BAA Schedule H (Form 990) 2010}
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[PartV_ [Facility information (continued) Copy 10 of 12

Section B. Facility Policies and Practices ) o .
(Complete a separate Section B for each of the hospital facilities listed in Part V, Section A)

Name of Hospital Facility: Deering Clinic

Line Number of Hospital Facility (from Schedule H, Part v, Section A): 10

Yes | No

Community Heaith Needs Assessment (Lines 1 through 7 are optional for 2010)

1 During the tax year or any prior tax year, did the hospital facility conduct a community health needs assessment (Needs
Assessment)? 1T 'No,' skip to line 8., .. . T 1 X
If 'Yes," indicate what the Needs Assessment describes (check all that apply):
a Z A definition of the community served by the hospital facility
L Demoegraphics of the community

c Existing heaith care facilities and resources within the community that are available to respend to the health needs of] -
— the community

d How data was obtained
e | | The health needs of the community

f Primary and chronic disease needs and other health issues of uninsured persons, low-income persons, and
T minority groups

g The process for identifying and prioritizing community health needs and services to meet the community health needs
h The process for consulting with persons representing the community's interests
i
!

Information gaps that limit the hospital facility's ability to assess all of the community's health needs
Other {describe in Part VI)
2 Indicate the tax year the hospital facility last conducted a Needs Assessment:

8 In conducting its most recent Needs Assessment, did the hospital facility take into account input from persons who
represent the community served by the hos;lzlital facility? If "Yes,’ describe in Part VI how the hospital facility took into
account input from persens who represent the community, and identify the persons the hospital facility consulted. . ... .. 3

4 Was the hospital facility’s Needs Assessment conducted with one or more other hospital facilities? If 'Yes,' list the other
hospital facilities IN Part Vi, ... ... T 4

5 Did the hospital facility make its Needs Assessment widely available to the public? ......................... . .. ... ... 5
If "Yes," indicate how the Needs Assessment was made widely availzble (check all that apply):
a Hospital facility's website
Available upon request from the hospital facility
Other (describe in Part VI)

[ -2

6 If||tT|$ rtwspi}a)l facility addressed needs identified in its most recently conducted Needs Assessment, indicate how (check
all that appiy):

E Adoption of an implementation strategy to address the health needs of the hospital facility's community
| | Execution of the implementation strategy
| Participation in the development of a community-wide community benefit plan
|| Participation in the execution of a community-wide community benefit plan
|| Inclusion of a community benefit section in operational plans
| _| Adoption of a budget for provision of services that address the needs identified in the Needs Assessment
|| Prioritization of health needs in its community
|| Prioritization of services that the hospital facility will undertake to meet health needs in its community
|| Other (describe in Part Vi)
7 Did the hospital tacility address all of the needs identified in its most recently conducted Needs Assessment? If 'No,'
explain in Part VI which needs it has not addressed and the reasons why it has not addressed such needs. . ............ 7
Financial Assistance Policy
Did the hospital facility have in place during the tax year a written financial assistance policy that: w1l ol
8 Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted care?. . .. .. 8 X
9 Used federai poverty guidelines (FPG) to determine eligibility for providing free care to low income individuals? . ..... .. g | X
if "Yes,' indicate the FPG famnily income limit for eligibility for free care: _ 1 %

- Sa ™ & a0 oo
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[PartV [Facility Information (continued)

Copy 11 of 12

Section B. Facility Policies and Practices )
(Complete a separate Section B for each of the hospital facilities listed in Part V, Section A)

Name of Hospital Facility: Maniilaqg Health Center

Line Number of Hospital Facility (from Schedule H, Part V, Section A): 11

Yes

No

Community Health Needs Assessment (Lines 1 through 7 are optional for 2010)

1 During the tax year or any prior tax year, did the hospital facilily canduct & community health needs assessment (Needs
Assessment)? 1 INo, SKip 10 N8 B. . o i i e e e e

h:Yes,' indicate what the Needs Assessment describes (check all that apply):
a| A definition of the community served by the hospital facility
Demographics of the community

Le 2N - o

the community
| | How data was obtained
The health needs of the community

Primary and chronic disease needs and other health issues of uninsured persons, low-income persons, and
— minority groups

: The process for identifying and prioritizing community health needs and serviges to meet the community health needs
| | The process for consulting with persons representing the community's interests

Information gaps that limit the hospital facility's ability to assess all of the community's health needs

|| Cther (describe in Part V1)

2 Indicate the tax year the hospital facility last conducted a Needs Assessment: _

3 In conducting its most recent Needs Assessment, did the hospital facility take into account inﬁut from persons who

represent the community served by the hos%ital facility? If "Yes,' describe in Part VI how the hospital facility took into
account input from persons who répresent the community, and identify the persons the hospital facility consulted.. .. .. ..

[ - - N

-t

_——

Existing health care facilities and resources within the community that are available to respond to the health needs of) -~ -

4 Was the hospital facility's Needs Assessment conducted with one or more other hospital facilities? If "Yes,' list the other
hospital faciliies IN Part Vi, ... ... . e e e

5 Did the hospital facility make its Needs Assessment widely available to the public? .. .................0 ool
If 'Yes,' indicate how the Needs Assessment was made widely available (check all that apply):

: Hospital facility's website

L Available upon request from the hospital facility

|| Other (describe in Part VD)

o N

6 h‘I It|;lﬁ Itwspi’ia)l facility addressed needs identified in its most recently conducted Needs Assessment, indicate how (check
all that apply):

: Adoption of an implementation strategy to address the health needs of the hospital facility's community
Execution of the implementation strategy

| Participation in the development of a community-wide community benefit plan

|| Participation in the execution of a community-wide community benefit plan

Inclusion of a community benefit section in operational plans

|| Adoption of a budget for provision of services that address the needs identified in the Needs Assessment
|| Prioritization of health needs in its community

Prioritization of services that the hospital facility will undertake to meet health needs in its community

| | Other (describe in Part VI)

7 Did the hospital facility address all of the needs identified in its most recently conducted Needs Assessment? If 'No,’
explain in Part V| which needs it has not addressed and the reasons why it has not addressed such needs..............

- o ™ a oo o n

Financial Assistance Policy

Did the hospital facility have in place during the tax year a written financial assistance policy that:

9 Used federal poverly guidelines (FPG) to determine eligibility for providing free care to low income individuals? .........
If 'Yes,' indicate the FPG family income limit for eligibility for free care: __ _1%

BAA Schedule H (Form 990} 2070}
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[Part V_ [Facility information (continued) Copy 12 of 12

Section B. Facility Policies and Practices . _
(Complete a separate Section B for each of the hospital facilities listed in Part V, Section A)

Name of Hospital Facility: Point Hope Clinic

Line Number of Hospital Facility (from Schedule H, Part V, Section A): 12

Yes | No

Community Health Needs Assessment (Lines 1 through 7 are optional for 2010}

1 During the tax rear or any prior tax year, did the hospita! facility conduct 2 community health needs assessment (Needs
Assessment)? I 'No," skip 10 line B. .. . e 1 X

If 'Yes,' indicate what the Needs Assessment describes {(check all that apply):
a [ |A definition of the community served by the hospital facility
Dermographics of the community

Existing health care facilities and resources within the community that are available to respond to the health needs of e
the community

d [ ! How data was obtained
e The health needs of the community
f

Primary and chronic disease needs and other health issues of uninsured persons, low-income persons, and
minority groups

a The process for identifying and prioritizing community health needs and services to meet the community health needs
h The process for censulting with persons representing the community's interests
i
i

o o

Information gaps that limit the hospital facility's ability to assess all of the community's heakth needs
Cther (describe in Part VI)
2 Indicate the tax year the hospital facility last conducted a Needs Assessment;

3 In conducting its most recent Needs Assessment, did the haspital facility take into account inﬁut from persons who
represent the community served by the hospital facility? If 'Yes,’ describe in Part VI how the hospital facility took into

account input from persons who represent the community, and identify the persons the hospital facility consulted. .. .. . .. 3
4 Was the hospital facility's Needs Assessment conducted with one or more other hospital facilities? If "Yes," list the other

hospital facilities IN Part VL . ... e e 4
5 Did the hospital facility make its Needs Assessment widely available to the public? ........... .. ... . oo .. 5

i "Yes,' indicate how the Needs Assessment was made widely available {check all that apply):
a | |Hospital facility's website
b Available upon request from the hospital facility

¢ | | Cther (describe in Part VI)

6 h‘I Itftlﬁ It'lospi’lta)l facility addressed needs identified in its most recently conducted Needs Assessment, indicate how (check
all that apply):

: Adoption of an implementation strategy to address the health needs of the hospital facility's community
Execution of the implementation strategy

| | Participation in the development of a community-wide community benefit plan

|| Participation in the execution of a community-wide community benefit plan

L] Inclusion of a community benefit section in operational plans

| | Adoption of a budget for provision of services that address the needs identified in the Needs Assessment
J Prioritization of health needs in its community

j Prioritization of services that the hospital facility will undertake to meet health needs in its community

2 - i I - N o T - )

QOther {describe in Part VI)
7 Did the hespital facilily address all of the needs identified in its most recently conducted Needs Assessment? If 'No,’
explain in Part VI which needs it has not addressed and the reasons why it has not addressed such needs. ............. 7
Financial Assisiance Policy
Did the hospital facility have in place during the tax year a written financial assistance policy that:

8 Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted care?. .. 8 ) -X
9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care to low income individuals? ......... 9| X
i "res,' indicate the FPG family income limit for eligibility for free care: _ _ 1 %
BAA ' Schedule H (Form 990) 2010}
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[Part V [Facility Information (continued) Selawik Clinic Copy 1 of 12
Yes | No
10 Used FPG to determine eligibility for providing discounted care to low income individuals? ...............0 0 e 10 | X
If 'Yes, indicate the FPG family income limit for eligibility for discounted care: 1 % L et
11 Explained the basis for calculating amounts charged to patients?.. ... 1 X

If "Yes,' indicate the factors used in determining such amounts (check all that apply):

iz! Income level

Asset level

Medical indigency : 5

: Insurance status

Uninsured discount

Medicaid/Medicare

|| State regulation

|_| Other (describe in Part VI) |

12 Explained the method for applying for financial assistance? ........... ... i 12 | X

13 Included measures to publicize the policy withirt the community serviced by the hospital facility?. .....................0. 13 X
If__'_Yes,' indicate how the hospital facility publicized the policy (check all that apply):

| The policy was posted on the hospital facility's website

| The policy was attached to billing invoices

|| The policy was posted in the hospital facility's emergency rooms or waiting rooms

L] The policy was posted in the hospital facility's admissions offices

|| The policy was provided, in writing, to patients on admission to the hospital facility

The policy was available on request

Other (describe in Part V1)

Billing and Collections

TG ™0 o n oo

l\n-'-tbn.nu'u.r

14 Did the hospital have in place during the tax year a separate biI|in%‘and collections policy, or a written financial
assistance policy that explained actions the hospital facility may take upon non-payment?.............................. 14 | X

15 Check all of the following collection actions against a patient that were permitted under the hospital facility's policies at
any time during the tax year:

Reporting to credit agency
Lawsuits

Liens on residences

Body attachments

Other actions (describe in Part VI)

o o6 o

16 Did the hospital facility engage in or authorize a third party to perform any ot the foliowing collection actions during the
T = Lo A P PRI R 16 | X

if "Yes,' check all collection actions in which the hospital facility or a third party engaged (check all that apply):
X | Reporting to credit agency

Lawsuits

Liens on residences

Body attachments

Other actions (describe in Part VI}

L - T s T - -

17 {ﬂditcate Iw)hich actions the hospital facility took before initiating any of the collection actions checked in line 16 {(check all }
at apply o

a |Y Notified patients of the financia! assistance policy on admission
b [ | Notified patients of the financial assistance policy prior to discharge
[ t Notified patients of the financial assistance policy in communications with the patients regarding the patients’ hills

d |:| Documented its determination of whether a patient who applied for financial assistance under the financial
assistance policy qualified for financial assistance

e [ ] Other (describe in Part V1)
BAA Schedule H (Form 990) 2010}
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Schedule H (Form 990) 2010 Maniilag Association 92-0041461 Page 5
[PartV |Facility Information (continued) Noorvik Clinic Copy 2 of 12
Yes | No
10 Used FPG to determine eligibility for providing discounted care to low income individuals? . ............. ...t 10 | X
If 'Yes,' indicate the FPG family income limit for eligibility for discounted care: _ 1% ~ e e e
11 Explained the basis for calculating amounts charged to patients?.................oooi i 1| X
If "Yes,' indicate the factors used in determining such amounts (check all that apply):
a IX] Income level )
b [ | Asset level o
¢ | | Medical indigency
d | | Insurance status e 2
e | [Uninsured discount
L Medicaid/Medicare % )
g | | State regulation
h |_j Other (describe in Part Vi) S e ||
12 Explained the method for applying for financial assistance?................ . oo 12 | X
13 Included measures to publicize the policy within the community serviced by the hospital facility?. . ...................... 13 X
If "Yes," indicate how the hospital facility publicized the policy (check all that apply): i
a ': The policy was posted on the hospital facility's website
b [ | The policy was attached to billing invoices
¢ || The policy was posted in the hospital facility's emergency rooms or waiting rooms
d| |The policy was posted in the hospital facility's admissions offices
e| | The policy was provided, in writing, to patients on admission to the hospital facility
fl The policy was available on request
Other {describe in Part VI)
Billing and Collections
14 Did the hospital have in place during the tax year a separate billing and collections pollcy, or a written financial
assistance policy that explained actions the hospital facility may take upon non-payment?.............................. 14 | X
16 Check all of the following collection actions against a patient that were permitted under the hospital facility's policies at
any time during the tax year:
Reporting to credit agency
b| |Lawsuits
c | |Liens on residences
d | |Body attachments
e | | Other actions (describe in Part VI)
16 Did the hospltal facility engage in or authorize a third party to perform any of the following collection actions during the
=7 /A 16 | X
if "Yes,' check all coliection actlons in which the hospital facility or a third party engaged (check a!l that apply):
a |X| Reporting to credit agency
b | |Lawsuits
¢ | lienson residences
d || Body attachments
e | | Other actions {describe in Part VI)
17 ’l[ﬂdicat% Iv\r)}'nch actions the hospital facility took before initiating any of the collection actions checked in line 16 (check all
at apply
& K Notified patients of the financial assistance policy on admission )
b L Notitied patients of the financial assistance policy prior to discharge
¢ | | Notified patients of the financial assistance policy in communications with the patients regarding the patients’ bitls
d |:| Documented its determination of whether a patient who applied for financial assistance under the financial
assistance policy qualified for financial assistance
e |_! Other (describe in Part VI)

BAA

Schedule H (Form 990) 2010}
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Schedule H Form 990) 2010 Maniilag Association 92-0041461 Page 5

[PartV__ |Facility Information (continued) Kivalina Clinic Copy 3 of 12
Yes | No
10 Used FPG to determine eligibility for providing discounted care to low income individuals? .. ........................... 10 ¢ X
if 'Yes," indicate the FPG family income limit for eligibility for discounted care: 1 % L lss i,
11 Explained the basis for calculating amounts charged to patients?............ .. ... ... ... . . iiiiiiiai.. o 11 | X
If "Yes,' indicate the factors used in determining such amounts (check all that apply):
a E Income lgvel
b | ;Asset level
c Medical indigency
d insurance status
el | Uninsured discount
f Medicaid/Medicare
g State regulation
h Other (describe in Part VI) | By
T2 Explained the method for applying for financial assistance? ... .. ... ... ... i 12 | X
13 Included measures te publicize the policy within the community serviced by the hospltal facility?. . ................ ... 13 X

If 'Yes," indicate how the hospital facility publicized the policy {check all that apply):
™ The policy was posted on the hospital facility's website
t The policy was attached to billing invoices
| | The policy was posted in the hospital facility's emergency rooms or waiting rooms
| | The policy was posted in the hospital facility's admissions offices
| | The policy was provided, in writing, to patients on admission to the hospital facility
| | The policy was available on request

g Other (describe in Part VI)
Billing and Collections

=0 a0 on

14 Did the hospital have in place during the tax year a separate billing and collections policy, or a written financial
assistance policy that explained actions the Rospital facility may take upon non-payment? ... .. .. ... .............. 14 | X

15 Check all of the following collection actions against a patient that were permitted under the hospital facility's policies at
any time during the tax year:

Reperting to credit agency
Lawsuits

Liens on residences

Body attachments

Other actions (describe in Part VI)

LB - N I - i

16 Pld the hospltal facility engage in or authorize & third party to perform any of the following collection actions during the 16 | x
C= ) T | .

If "Yes,' check all collection actions in which the hospital facility or a third party engaged (check all that apply):

a E Reporting to credit agency

b | |Lawsuits

c| | Liens on residences

d | | Body attachments

e | | Other actions (describe in Part VI) _
17 mdicate Iw)hnc:h actions the hospital facility took before initiating any of the collection actions checked in line 16 (check all | -

hat apply;

a E Notified patients of the financial assistance policy on admission ;

b |_| Notified patients of the financial assistance policy prior to discharge 65

c | [Notified patients of the financial assistance policy in communications with the patients regarding the patients' bills

d

D Documented its determination of whether a patient who applied for financial assistance under the financial
assistance policy qualified for financial assistance

e ,[_! Other {describe in Part VI)
BAA Schedule H (Form 990) 2010}
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Schedule H (Form 990) 2010 Maniilag Association 62-0041461 Page 5

[Part V_ [Facility Information (continued) Noatak Clinic Copy 4 of 12
Yes | No
10 Used FPG to determine eligibility for providing discounted care to low income individuals? ......................... 10 | X
If 'Yes,' indicate the FPG family income limit for eligibility for discounted care: _ _ 1% |
11 Explained the basis for calculating amounts charged to patients?. ... i 1 | X

If 'Yes,' indicate the factors used in determining such amounts (check all that apply):
z(_- Incomne ievel
| | Asset ievel

Medical indigency
| Insurance status
| Uninsured discount
] Medicaid/Medicare
State regulation
|| Other {describe in Part V1) Lo
12 Explained the method for applying for financial assistance? . ... i 12 | X
13 Included measures to publicize the policy within the community serviced by the hospitat facility?... . ......... ... 13 X

If 'Yes,' indicate how the hospital facility publicized the policy (check all that apply):

: The policy was posted on the hospital facilily's website
The policy was attached to billing invoices i

The policy was posted in the hospital facility's emergency rooms or waiting rooms
: The policy was posted in the hospital facility's admissicns offices
|| The policy was provided, in writing, to patients on admission to the hospital facility
| | The policy was available on request
_ g Other (describe in Part VI)
Billing and Collections

oa o oo o8

0o o0 oW

14 Did the hospital have in place during the tax year a separate biIIingi(and collections policy, or a written financial
assistance policy that explained actions the hospital facility may take upon non-payment?....................ooen. 14 | X

15 Check all of the following collection actions against a patient that were permitted under the hospital facility's policies at
any time during the tax year:

Reporting to credit agency

b | |Lawsuits

c | |Liens on residences

d | |Body attachments

e | | Other actions (describe in Part V1)

16 Did the hospital facility engage in or authorize a third party to perform any of the following collection actions during the

- o R R IR 16 | X
if_'Yes,' check all collection actions in which the hospital facility or a third party engaged (check all that apply):
a |X| Reporting to credit agency
b| | Lawsuits
c| | Liens on residences
d | |Body attachments
e | [Other actions (describe in Part VI)
17 mdicate IW)hich actions the hospital facility took before initiating any of the collection actions checked in line 16 (check ali
at apply,
a z Notified patients of the financial assistance policy on admission
b |_| Notified patients of the financial assistance policy prior to discharge
¢ |_| Nefified patients of the financial assistance policy in communications with the patients regarding the patients' bills
d Docurmented its determination of whether a patient who applied for financial assistance under the financial
assistance policy qualified for financial assistance
e [_I Other (describe in Part V1)
BAA Schedule H (Form 990) 2010}
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Schedule H (Form 990) 2010 Maniilag Association ) 92-0041461 Page 5

{Part ¥ | Facility Information (continued) Buckland Clinic Copy 5 of 12
Yes | No
10 Used FPG to determine eligibility for providing discounted care to low income individuals? . ....... ...........oiel | 70 | X
If "Yes,' indicate the FPG family income limit for eligibility for discounted care: 1 % [ | S T
11 Explained the basis for caiculating amounts charged o patients?............... o0 o | 1n | X ‘

If_ Yes,' indicate the factors used in determining such amounts (check all that apply):

a |X| income level : e

b : Asset level I

¢ | | Medical indigency

d | Insurance status b - 2

e | |Uninsured discount . : l ol

f | | Medicaid/Medicare e Tl

g | : State regulation | hid

h [ Other (describe in Part Vi) . |
12 Explained the methed for applying for financial assistance? . ........ ... .o ol L1121 X
13 Included measures to publicize the policy within the community serviced by the hospital facility?. . ..................... 13 X

If "Yes,' indicate how the hospital facility publicized the policy (check all that apply): '

a : The policy was posted on the hospital facility's website

b| |The poiicy was attached to billing invoices

c | | The policy was posted in the hospital facility's emergency rooms or waiting rooms

d I The policy was posted in the hospital facility's admissions offices

el | The policy was provided, in writing, to patients on admission to the hospital facility

f| |The policy was available on request

g Other (describe in Part VI)
Billing and Collections
14 Did the hospital have in place during the tax year a separate billing and collections pollcy, or a written flnanCIaI

assistance policy that explained actions the hospital facility may take upon non-payment? .................... 14 | X

15 Check all of the following collection actions against a patient that were permitted under the hospital facility's policies at
any time during the tax year:

Reporting to credit agency
b| |Lawsuits
¢ | |Liens on residences
d | |Body attachments
e | | Other actions (describe in Part VI
16 E)Id the hosp|tal facility engage in or authorize a thira party to perform any of the following collection actions during the 16 | X
e = | /S .
If 'Yes,' check all collection actions in which the hospital facility or a third party engaged {check all that apply): :

a z Reporting to credit agency

b | |lLawsuits

c| | Liens on residences

d | | Body attachments

e | | Other actions (describe in Part VI) &l
17 !cﬂditcate Iw)hic:h actions the hospital facility took before initiating any of the collection actions checked in line 16 (check all i

at apply,

a [X] Notified patients of the financial assistance policy on admission

b || Notified patients of the financial assistance policy prior to discharge

c | | Nofified patients of the financial assistance policy in communications with the patients regarding the patients' bills

d Documented its determination of whether a patient who applied for financial assistance under the financial

assistance policy qualified for financial assistance

e |_| Other (describe in Part V)
BAA Scheduie H (Form 990) 2010}
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Schedule H (Form 990) 2010 Maniilag Association 92-0041461 Page 5

[PartV_|Facility Information (continued) Kiana Clinic Copy 6 of 12
' Yes | No
10 Used FPG to determine eligibility for providing discounted care to low income individuals?. . ............ ... .. iieii., 10 | X

If "ves,' indicate the FPG family income limit for eligibility for discounted care: 1 % il 3
11 Explained the basis for calculating amounts charged to patients?. ... ... ... n | X

If "Yes,' indicate the factors used in determining such amounts (check all that apply):
X | Income level
Asset level
Medical indigency -
Insurance status o,
Uninsured discount ‘
i Medicaid/Medicare
State regulation
Other (describe in Part V1) Ll
12 Explained the method for applying for financial assistance? . ... ottt e 112 | X
13 Included measures to publicize the policy within the community serviced by the hospital facility?................. .. 13 X
If "Yes,' indicate how the hospital facility publicized the policy (check all that apply):
1 The policy was posted on the hospital facility's website
: The policy was attached to billing invoices
| | The policy was posted in the hospital facility's emergency rooms or waiting rooms
| | The policy was posted in the hospital facility's admissions offices
| | The policy was provided, in writing, to patients on admission to the hospital facility
| | The policy was available on request
g Other (describe in Part VI
Billing and Collections

)T o 0 60 O n

-0 0O 0 o W

14 Did the hospital have in place during the tax year a separate billingkand collections policy, or a written finangial
assistance policy that explained actions the hospital facility may take upon non-payment?. . ... ... ... . .. ... ....... 14 | X

15 Check all of the following collection actions against a patient that were permitted under the hospital facility's policies at
any time during the tax year:

Reporting to credit agency

b | |Lawsuits

c | |Liens on residences

d | | Body attachments

e | | Other actions (describe in Part Vi)

16 Pid the f;ospital facility engage in or authorize a third party to perform any of the following collection actions during the 6 | x
2 - |

If 'Yes,’ check all coliection actions in which the hospital facility or a third parly engaged (check all that apply):
X| Reporting to credit agency

Lawsuits

Liens on residences

Body attachments

Other actions (describe in Part VI)

L - S 2 T -~ ]

17 mdicate Iw)hic:h actions the hospital facility took before initiating any of the collection actions checked in line 16 {check all
that apply;

E Netified patients of the financial assistance policy on admission
Notified patients of the financial assistance policy prior to discharge
Notified patients of the financial assistance policy in communications with the patients regarding the patients' bills

a
b
c
d |:| Documented its determination of whether a patient who applied for financial assistance under the financial
assistance policy qualified for financial assistance

e |_| Other (describe in Part Vi)
BAA Schedule H (Form 990) 2010}
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Schedule H (Form 990) 2010 Maniilag Association 92-0041461 Page 5

[PartV_|Facility Information (continued) Shungnak Clinic Copy 7 of 12
Yes | No

10 Used FPG to determine eligibility for providing discounted care to low income individuals? . ...................c..oio0. 10 | X
If 'Yes,' indicate the FPG family income limit for eligibility for discounted care: __ 1% . LR

11 Explained the basis for calcuiating amounts charged to patients?. . ... ... o i 11 | X

If *es," indicate the factors used in determining such amounts (check all that apply):

a [X| Income level

b : Asset level

¢ || Medical indigency

d | |Insurance status

e | | Uninsured discount

f || Medicaid/Medicare &

g | | State regulation

h | | Other (describe in Part VI) i Wl
12 Explained the method for applying for financial assistance? . ........ooo oot e o121 X
13 Included measures to publicize the policy within the community serviced by the hespital facility?. .. ..................... 13 X

If 'Yes,' indicate how the hospital facility publicized the policy (check all that apply): '

al |The policy was posted on the hospita!l facility's website

b '-_- The policy was attached to billing invoices

¢ | | The policy was posted in the hospital facility's emergency rooms or waiting rooms

d | | The policy was posted in the hospital facility's admissions offices

e | |The policy was provided, in writing, to patients on admission to the hospital facility

f The policy was available on request

__ @ | | Other (describe in Part VI)

Billing and Collections

14 Did the hospital have in place during the tax year a separate biIIin;i(and collections policy, or a written financial
assistance policy that explained actions the hospital facility may take upon non-payment?.............................. 14 | X

15 Check all of the following collection actions against a patient that were permitted under the hospital facility's policies at
any time during the tax year:

Reporting to credit agency
b | |Lawsuits
¢ | |Liens on residences
d | |Body attachments
e | | Other actions (describe in Part VI)
16 Did the hospital facility engage in or authorize a third party to perform any of the following collection actions during the
X YA e 16 [ X
If 'Yes,' check all collection actions in which the hospital facility or a third party engaged (check all that apply):

a z Reporting to credit agency
b | | Lawsuits
¢ | |Liens on residences
d | | Body attachments
e [ | Other actions (describe in Part VI}
17 {ﬂditcate Iw)hich actions the hospital facility took before initiating any of the collection actions checked in line 16 (check all
at apply
a £ Notified patients of the financial assistance policy on admission
2] a Notified patients of the financial assistance policy prior to discharge i
¢ | [Notified patients of the financial assistance policy in communications with the patients regarding the patients' bills
d

D Documented its determination of whether a patient who applied for financial assistance under the financial F
assistance policy qualified for financial assistance . ]

e | | Other (describe in Part Vi)
BAA Schedule H (Form 990) 2010}
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Schedule H (Form 990) 2010 Maniilag Association 92-0041461 Page 5

[PartV [Facility Information (continued) Ambler Clinic Copy 8 of 12

Yes | No

10 Used FPG to determine eligibility for providing discounted care to low income individuals? ............. ... L. 10 ] X
If 'Yes," indicate the FPG family income limit for eligibility for discounted care: _ 1 % B s

11 Explained the basis for calculating amounts charged to patients?. . ... . i i e 11 | X
If 'Yes,' indicate the factors used in determining such amounts (check all that appiy): v

E income level

| ! Asset level

L] Medical indigency

Insurance status

Uninsured discount

| | Mecicaid/Medicare

| | State regulation ‘

|_| Other (describe in Part V1) i [t

12 Explained the method for applying for financial assistance? . .. ... i i e 12 1 X

Included measures to publicize the policy within the community serviced by the hospital facility?. .. .. .................. 13 X

i 'Yes,' indicate how the hospital facility publicized the pelicy (check all that apply):

:' The policy was posied on the hospital facility's website

The policy was attached to billing invoices

The policy was posted in the hospital facility's emergency rooms or waiting rooms

The policy was posted in the hospital facility's admissions offices

The policy was provided, in writing, to patients on admission to the hospital facility

|| The policy was available on request

Other (describe in Part VI)

illing and Collections

T 0 o0 T

[T T

—
w
-0 o0 T o

14 Did the hospital have in place during the tax year a separate billing and collections policy, or a written financial
assistance policy that explained actions the hospital facility may take upon non-payment?......................oo 14 | X

15 Check all of the following collection actions against a patient that were permitied under the hospital facility's policies at
any time during the tax year:

Reporting to credit agency
b| |Lawsuits
¢ | |Liens on residences
d | |Body attachments
e . Other actions {describe in Part VI)
16 Did the hospital facility engage in or authorize a third party to perform any ot the following collection actions during the
102D L. L8 /PSS 16 | X
If "es,' check all cailection actions in which the hospital facility or a third parly engaged (check all that apply): v
X | Reporting to credit agency

a2
b | |Lawsuits
c | |Liens on residences
d | |Body attachments
e | | Other actions {describe in Part VI)
17 mdicate !w{;ich acticns the hospital facility took before initiating any of the collection actions checked in line 16 (check all
hat appiy.
a E Notified patients of the financial assistance policy on admission
b | | Notified patients of the financial assistance policy prior to discharge
¢ || Notified patients of the financial assistance policy in communications with the patients regarding the patients' bills
d

|:| Documented its determination of whether a patient who applied for financial assistance under the financial
assistance policy qualified for financial assistance
e |—| Other {describe in Part V1)
BAA Schedule H (Form $90) 2010}
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Schedule H (Form 990) 2010 Maniilag Association 92-0041461 Page §

[Part V |Facility Information (continued) Kobuk Clinic Copy 9 of 12
Yes | No
10 Used FPG to determine eligibility for providing discounted care to low income individuals? . .............. ... ..... | 10! X
If "Yes,' indicate the FPG family income limit for eligibility for discounted care: _ _ 1 % NI
11 Explained the basis for calculating amounts charged to patients?..............co oo bmeenncomnes . X

If 'Yes,' indicate the factors used in determining such amounts (check all that apply):
z‘ Income level
| Asset level

Medical indigency
B Insurance status
| Uninsured discount

Medicaid/Medicare
: State regulation s
|| Other (describe in Part VI) i
12 Explained the method for applying for financial assistance? ......... ..o oo 12 | X
13 Included measures to publicize the policy within the community serviced by the hospital facility?..... .......... - 13 X

If Yes,' indicate how the hospital facility publicized the policy (check all that apply): ‘

T The policy was posted on the hospitai facility’s website
: The policy was attached to billing invoices
L The policy was posted in the hospital facility's emergency rooms or waiting rooms
The policy was posted in the hospital facility's admissions offices
L The policy was provided, in writing, to patients on admission to the hospital facility
L The policy was available on request
___@| | Other {describe in Part VI)
Billing and Collections

14 Did the hospital have in place during the tax year a separate billing and collections policy, or a written financial

assistance policy that explained actions the hospital facility may taﬁ&e upon non-payment?. .. ... oo 14 | X

¢ ™0 a0 oo

- 0o a0 o N

15 Check all of the following collection actions against a patient that were permitted under the hospital facility's policies at
any time during the tax year:

Reporting to credit agency

¢ | |Liens on residences
| | Body attachments
e | | Other actions (describe in Part VI)

16 Did the hospital facility engage in or authorize @ thurd party 10 perform any of the following collection actions during the

1< =1 2 P .16 | X
if "Yes, check ali coliection actions in which the hospital facility or a third party engaged (check all that apply):
a [X] Reporting to credit agency
b : LawsLits
¢ | |Lienson residences
d [ |Body attachments
e | | Other actions (describe in Part V1)
17 mdjtcate lw)hich actions the hospital facility took before initiating any of the collection actions checked in line 16 (check all
at apply.
a z Notified patients of the financial assistance policy on admission
b [l Notified patients of the financial assistance peoiicy prior {o discharge \ '__.
¢ |_| Notified patients of the financial assistance policy in communications with the patients regarding the patients' bills
d Documented its determination of whether a patient who applied for financial assistance under the financial
assistance policy qualified for financial assistance
e I_I Other {describe in Part Vi) |
BAA Schedule H (Form 990} 2010}
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Schedule H (Form 990) 2010 Maniilag Association 92-0041461 Page 5

[Part V_ |Facility Information (continued) Deering Clinic Copy 10 of 12
Yes | No
10 Used FPG to determine eligibility for providing discounted care to low income individuals? . ........................... 10 | X
If 'Yes,' indicate the FPG family income limit for eligibility for discounted care: 1 % LT el T,
11 Explained the basis for calculating amounts charged to patients?............. ... o i i 11 | X

If "Yes,' indicate the factors used in determining such amounts {check all that apply):
E Income: level
Asset level
: Medicat indigency Y
| | Insurance status |
Uninsured discount =0 il
|| Medicaid/Medicare 2
State regulation
|| Other (describe in Part VI) 1
Explained the method for applying for financial assistance? . ... .. ... . . i i i i e 12 [ X
Included measures to publicize the policy within the community serviced by the hospital facility?....................... [ 13 X
If 'Yes,' indicate how the hospital facility publicized the policy (check all that apply):
: The policy was posted on the hospital faciiity's website
| [ The policy was attached to billing invoices
|| The policy was posted in the hospital facility's emergency rooms or waiting rooms
| [ The policy was posted in the hospital facility's admissions offices .
| | The policy was provided, in writing, to patients on admission to the hospilal facility
L The policy was available on request
Other (describe in Part VI)
Billing and Collections

In ad
N
-0 o0 g W JTaQ ™ o o0 oW

14 Did the hospital have in place during the tax year a separate biIIingi(and collections policy, or a written financial
assistance policy that explained actions the hospital facility may take upon non-payment? .. ........................... 14 | X

15 Check all of the following collection actions against a patient that were permitted under the hospital facility's policies at
any time during the tax year:

a Reporting to credit agency
b Lawsuits

[ Liens on residences

d Body attachments

e

Other actions (describe in Part VI)

16 Did the hospital facility engage in or authorize a third party to pertorm any ot the following collection actions during the
L) 802 | A A 16 | X

ItYes,' check all collection actions in which ihe hospitai faciiity or a third party engaged (check all that apply):

a E Reporting to credit agency
b | | Lawsuits
c | [Liens on residences
d | |Body attachments
e | | Other actions (describe in Part VI)
17 Jl[ﬂdicate I\n.r)hich actions the hospital facility took before initiating any of the collection actions checked in line 16 {check all | .
hat apply :
a E Notified patients of the financial assistance policy on admission
b L] Nolified patients of the financiai assistance poiicy prior to discharge
¢ || Notified patients of the financial assistance policy in communications with the patients regarding the patients' bills
d

Documented its determination of whether a patient who applied for financial assistance under the financial
assistance policy qualified for financial assistance
e [ | Other (describe in Part VI)
BAA Schedule H (Form 990) 2010}
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Schedule H (Form 990) 2010 Maniilag Association 92-0041461 Page 5

[Part V__|Facility information (continued) Maniilag Health Center Copy 11 of 12
Yes | No

10 Used FPG to determine eligibility for providing discounted care to low income individualS? . .........ooveeee v, 10! X
If *Yes," indicate the FPG family income limit for eligibility for discounted care: __ 1% ol y

11 Expiained the basis for calculating amounts charged to patients?. .. ... . i e e 11 | X

If "Yes,' indicate the factors used in determining such amounts (check all that apply):
a [X! Income level
b Asset level
c Medical indigency
—
d ‘_ Insurance status
e ! | Uninsured discount

f Medicaid/Medicare
g State regulation
h Other (describe in Part Vi) e W
12 Explained the method for applying for financial assistance? ... . . 12 | X
13 Included measures to publicize the policy within the community serviced by the hospital facility?. . ..............ovvo ..., i3 X

If *Yes," indicate how the hospital facility publicized the policy (check all that apply):
: The policy was posted on the hospital facility's website
| | The policy was attached to billing invoices
| The policy was posted in the hospital facility's emergency rooms or waiting rooms
|| The policy was posted in the hospital facility's admissions offices
| | The policy was provided, in writing, to patients on admission to the hospital facility
|| The policy was available on request

g Other {describe in Part VI}
Billing and Collections

il - N o T -

14 Did the hospital have in place during the tax year a separate billing and collections policy, or a written financial
assistance policy that explained actions the hospital facility may take upon non-payment?. ............................. 14 | X

15 Check ail of the following collection actions against a patient that were permitied under the hospital facility's policies at
any time during the tax year:

a [X| Reporting to credit agency
b | |Lawsuits
¢ | |Liens on residences
d | |Body attachments
e . Cther actions (describe in Part VI)
16 ItDid the gospital facility engage in or authorize a third party to perform any of the following collection actions during the 2l 2
2 O
if "Yes,' check all collection actions in which the hospital facility or a third parly engaged (check all that apply): ;

a [X| Reporting to credit agency
b | |Lawsuits
c Liens on residences
d | | Body attachments
e | | Other actions (describe in Part VI)
17 mdli(cate iW)hich actions the hospital facility took before initiating any of the collection actions checked in line 16 (check ail
nat appiy.
a i Notified patients of the finarcial assistance policy on admission
b | | Notified patients of the financial assistance policy prior to discharge
¢ | | Notified patients of the financial assistance policy in communications with the patients regarding the patients' bills
d

Documented its determination of whether a patient whe applied for financial assistance under the financial
assistance policy gualified for financial assistance
e :—| Other (describe in Part VI)
BAA Schedule H (Form 990) 2010}
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Schedule H (Form 990) 2010 Maniilag Association 92-0041461 Page 5

|PartV__|Facility Information (continued) Point Hope Clinic Copy 12 of 12
Yes | No
10 Used FPG to determine eligibility for providing discounted care to low income individuals? ............................ 10 | X
If "Yes,' indicate the FPG family income limit for eligibility for discounted care: 1 % | o
11 Explained the basis for calculating amounts charged to patients? . ... . ... i e 11 | X

If 'Yes,' indicate the factors used in determining such amounts (check all that apply):
z Income level

| | Asset level

| _| Medical indigency
| | Insurance status
| Uninsured discount
| | Medicaid/Medicare
| | State regulation .,
|_j Other (describe in Part V1) L
Explained the method for applying for financial assistance? .... . ............ .. ......... - . N 12 | X
included measures to publicize the policy within the community serviced by the hospital facility?................ .| 18 X
If 'Yes,' indicate how the hospital facility publicized the policy {check all that apply):
E The policy was pested on the hospita! facility's website

| | The policy was attached to billing invoices

| | The policy was posted in the hospital facility's emergency rooms or waiting rooms
|| The policy was posted in the hospital facility's admissions offices

|| The policy was provided, in writing, to patients on admission to the hospital facility
| | The policy was available on request

Other (describe in Part V1)

illing and Collections

14 Did the hospital have in place during the tax year a separate biIIingLand collections policty, or a written financial
assistance policy that explained actions the hospital facility may take upon non-payment?. . ............................ 14 | X

L — d
w N
-0 o0 oo oo ™o 00 o0

15 Check all of the following collection actions against a patient that were permitted under the hospital facility's policies at
any time during the tax year:

Reporting to credit agency
b| |Lawsuits
¢ | |Liens on residences
d | | Body attachments
e | | Other actions (describe in Part VI)
16 Fid the t_}ospital facility engage in or authorize a third party to perform any of the following collection actions during the
2 = |
If "Yes,' check all collection actions in which the hospital facility or a third party engaged (check all that apply):
Reporting to credit agency
Lawsuits
Liens on residences
Body attachments
Other actions (describe in Part VI)
17 mdj(cate Iw)hic:h actions the hospital facility took before initiating any of the collection actions checked in line 16 (check all
at apply,
a Notified patients of the financial assistance policy on admission
b Notified patients of the financiz! assistance policy prier to discharge
c Notified patients of the financial assistance pelicy in communications with the patients regarding the patients' bills
d

16 | X

O a6 oW

Documented its determination of whether a patient who appiied for financial assistance under the financial
assistance policy qualified for financial assistance

e [ | Other (describe in Part VI) P el o

BAA Schedule H (Form 990) 2010}
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Schedule H (Form 950) 2010 Maniilag Asscciation 92-0041461 Page 6
[Part V¥ |Facility Information (continued) Selawik Clinic Copy 1 of 12
Policy Relating to Emergency Medical Care
Yes | No
18 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care that
requires the hospital facility to provide, without discrimination, care for emergency medical conditions to individuals
regardless of their eligibility under the hospital facility's financial assistance policy?. ................ o 18 [ X
If 'No," indicate the reasons why (check all that apply): ; a1
a I: The hospital facility did not provide care for any emergency medical conditions
b | | The hospital facility did not have a policy relating to emergency medical care
C The hospital facility limited who was eligible to receive care for emergency medical conditions (describe in Part V)
d | | Cther (describe in Part Vi)
Charges for Medical Care
19 Indicate how the hospital facility determined the amounts billed to individuals who did not have insurance covering
emergency or other medically necessary care (check all that apply):
a |:| The hospital facility used the lowest negotiated commercial insurance rate for those services at the hospital facility
b D The hospital facility used the average of the three lowest negotiated commercial insurance rates for those services at
the hospital facility
c| |The hospital facility used the Medicare rate for those services
d l:l Other (describe in Part VI) §
20 Did the hospital faciliéy charge any of its patients who were eligible for assistance under the hospital facility's financial
assistance policy, and to whom the hospital facility provided emergency or other medically necessary services, more
than the amounts generally billed to individuals who had insurance covering such care?. . ................. ... ..o 20 X
If "Yes,' explain in Part VI. -
21 Did the hospital facility charge any of its patients an amount equal to the gross charge for any service provided to
that At B ? . .. e e e e e e e 21 X

If *Yes,' explain in Part VI.

Schedule H (Form 990) 2010}
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Schedule H (Form 990) 2010 Maniilaq Association 92-0041461 Page 6
|Part V_ |Facility Information (continued) Noorvik Clinic Copy 2 of 12
Policy Relating to Emergency Medical Care

Yes | No

18 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care that
requires the hospital faciiity to provide, without discrimination, care for emergency medica! conditions to individuals
regardless of their eligibility under the hespital facility's financial assistance policy?. ... ....................... . ..118 X

If 'No,' indicate the reasons why (check all that apply):
a | | The hospital facility did not provide care for any emergency medical conditions
b | | The hospital facility did not have a policy relating to emergency medical care
c The hospital facility limited who was eligible to receive care for emergency medical conditions (describe in Part Vi)
d | | Other (describe in Part Vi) [
Charges for Medical Care

19 Indicate how the hospital facility determined the amounts billed to individuals who did not have insurance covering
emergency or other medically necessary care {check all that apply):

a D The hospital facility used the lowest negotiated commercial insurance rate for those services at the hospital facility

b D The hospital facility used the average of the three lowest negotiated commercial insurance rates for these services at
the hospital facility :

c The hospital facility used the Medicare rate for those services i

d Other (describe in Part VI) o

20 Did the hospital facility charge any of its patients who were eligible for assistance under the hospital facility's financial
assistance policy, and to whom the hospital facility provided emergency or other medically necessary services, more
than the amounts generally billed to individuals who had insurance coveringsuchcare?. .. ......... ... ............... 20 X

If "Yes," explain in Part VI.

21 Did the hosgital facility charge any of its patients an amount equal to the gross charge for any service provided to
that Pal Nt ? e 21 X

If "'Yes,' explain in Part VI

Schedule H (Form 990) 2010}
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Schedule H (Form 990) 2010 Maniilaq Association _ 92-0041461 Page 6
(PartV__|Facility Information (continuec) Kivalina Clinic Copy 3 of 12
Policy Relating to Emergency Medical Care

Yes | No
18 Did the hospital facilit'y have in place during the tax year a written policy relating to emergency medical care that
requires the hospital facility to provide, without discrimination, care for emergency medical conditions to individuals
regardless of their eligibility under the hospital facility's financial assistance policy?. ..................... TR 18 | X
¥ 'No,' indicate the reasons why (check all that apply): A
a The hospital facility did not provide care for any emergency medical conditions iy

b The hospital facility did not have a policy relating to emergency medical care
c The hospital facility limited who was eligible to receive care for emergency medical conditions (describe in Part V1)
d | | Other (describe in Part Vi)

Charges for Medical Care

12 Indicate how the hospital facility determined the amounts billed to individuals who did not have insurance covering i
emergency or other medically necessary care (check all that apply): et

a |:| The hospital facility used the lowest negotiated commercial insurance rate for those services at the hospital facility

b |:| The hospital facility used the average of the three lowest negotiated commercial insurance rates for those services at
the hospital facility

c |_| The hospital facility used the Medicare rate for those services

d D Other (describe in Part VI)

20 Did the hospital facility charge any of its patients who were eligible for assistance under the hospital facility's financial
assistance policy, and to whom the hospital facility provided emergency or other medically necessary services, more
than the amounts generally billed to individuals who had insurance covering such care?. . ...t 20 X

If 'Yes,' explain in Part VI.

21 Did the hosgital facility charge any of its patients an amount equal to the gross charge for any service provided fo
TR L =1L 21 X

If "Yes,' explain in Part VI.

Schedule H ¢(Form 990) 2010}
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Schedule H (Form 990) 2010 Maniilaq Association 92-0041461 Page 6
[PatV_|Facility Information (continued) Noatak Clinic Copy 4 of 12
Policy Relating to Emergency Medical Care

Yes| No

18 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care that
requires the hospital facility to provide, without discrimination, care for emergency medical conditions to individuals
regardless of their eligibility under the hospital facility's financial assistance policy?. .. ... ... ... ... coiiiiiein... 18 | X

if 'No,’ indicate the reasons why (check all that apply):
a | : The hospital facility did not provide care for any emergency medica!l conditions
b The hespital facility did not have a policy relating to emergency medical care
c The hospital facility limited who was eligible to receive care for emergency medical conditions (describe in Part Vi)
d | | Other (describe in Part VI)
Charges for Medicai Care

19 Indicate how the hospital facility determined the amounts billed to individuals who did not have insurance covering
emergency or other medically necessary care (check all that apply):

a |:| The hospital facitity used the lowest negotiated commercial insurance rate for those services at the hospital facility

b D The hospital facility used the average of the fhree lowest negotiated commercial insurance rates for those services at
the hospital facility

[ l:l The hospital facility used the Medicare rate for those services

d | | Other (describe in Part VI)

20 Did the hospital facifi(tﬂy charge any of its patients who were eligible for assistance under the hospital facility's financial
assistance policy, and to whom the hospital facility provided emergency or other medically necessary services, more
than the amounts generally billed to individuals who had insurance coveringsuch care? . ... oo oo 20 ‘ X

If "Yes,' explain in Part VI.

21 Did the _hosgital facility charge any of its patients an amount equal to the gross charge for any service provided to
a1 o= 1= o1 2 X

If "Yes,' explain in Part VI.

Schedule H (Form 990) 2010}
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Schedule H (Form 990} 2010 Manillag Association . 92-0041461 Page 6
{PartV | Facility Information (continued) Buckland Clinic Copy 5 of 12
Policy Relating to Emergency Medical Care

Yes| No

18 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care that
requires the hospitat facility to provide, without discrimination, care for emergency medical conditions to individuals
regardless of their eligibility under the hospital facility's financial assistance policy?.................c. it 18 | X

If 'No,' indicate the reasons why (check all that apply):
a | | The hospital facility did not provide care for any emergency medical conditions
b | | The hospital facility did not have a policy relating to emergency medical care
c The hospital facility limited who was eligible to receive care for emergency medical conditions (describe in Part VI)
d | | Other (describe in Part V)
Charges for Medical Care

19 Indicate how the hospital facility determined the amounts billed to individuals who did not have insurance covering
emergency or other medically necessary care (check ali that apply):

a |:| The hespital facility used the lowest negotiated commercial insurance rate for those services at the hospital facility

b D The hospital facility used the average of the three lowest negotiated commercial insurance rates for those services at
the hospital facility

[ The hospital facility used the Medicare rate for those services

d Other (describe in Part VI)

20 Did the hospital faciligl charge any of its patients who were eligible for assistance under the hospital facility's financial
assistance policy, and to whom the hospital facility provided emergency or other medically necessary services, more
than the amounts generally billed to individuals who had insurance covering suchcare?. .................... ... 20 X _

If Yes,' explain in Part VI.

21 Did the hosgital facility charge any of its patients an amount equal to the gross charge for any service provided to
tat DA O ? . . ... e e e 2 X

If 'Yes,' explain in Part VI.

Schedule H (Form 930) 2010}
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Schedule H (Form 9903 2010 Maniilag Association 92-00414¢61 Page 6
|PartV__|Facility Information (continued) Kiana Clinic Copy 6 of 12
Policy Relating to Emergency Medical Care

Yes | No

18 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care that
requires the hospital facility to provide, without discrimination, care for emergency medical conditions to individuals
regardless of their eiigibility under the hospital facility's financial assistance policy?.. ............ . . . coeein... 18 | X

If 'No,' indicate the reasons why (check all that apply):
a The hospital facility did not provide care for any emergency medica! conditions
b The hospital facility did rot have a policy relating to emergency medical care
¢ The hospital facility limited who was eligibie to receive care for emergency medical conditions (describe in Part VI) ) e
d | | Otrer (describe in Pari VI) i
Charges for Medical Care

19 Indicate how the hospital facility determined the amounts billed to individuals who did not have insurance covering
emergency or other medically necessary care {check all that apply):

a |:| The hospital facility used the lowest negotiated commercial insurance rate for those services at the hospital facility

b D The hospital facility used the average of the three lowest negotiated commercial insurance rates for those services at
the hospital facility

[ The hospital facility used the Medicare rate for those services

d Cther (describe in Part VI)

20 Did the hospital faciliéy charge any of its patients who were eligible for assistance under the hospital facility's financial
assistance policy, and to whom the hospital facility provided emergency or other medically necessary services, more
than the amounts generally billed to individuals who had insurance covering such care?. .. ... ... ..iverereiererrn.n, .| 20 X

If "Yes,' explain in Part VL.

21 Did the _hosgital facility charge any of its patients an amount equal to the gross charge for any service provided to
that At N . . e e 21 X

If "Yes,' explain in Part VI.

Schedule H (Form 990) 2010}
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Schedule H (Form 990) 2010 Maniilaq Association 92-0041461 Page 6
[PartV__|Facility Information (continued) ' Shungnak Clinic Copy 7 of 12
Policy Relating to Emergency Medical Care

Yes | No

18 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care that
requires the hospital facility to provide, without discrimination, care for emergency medical conditions to individuals
regardless of their eligibility under the hospital facility's financial assistance policy?..... .......... ..., 18 | X

If '‘No,' indicate the reasons why {check all that apply):
a The hospital facility did not provide care for any emergency medical conditions
b The hospital facility did not have a policy relating to emergency medical care
c The hospital facility limited who was eligible to receive care for emergency medical conditions (describe in Part Vi)
d | | Other (describe in Part VI)
Charges for Medical Care

19 Indicate how the hospitatl facility determined the amounts billed to individuals who did not have insurance covering
emergency or other medically necessary care (check all that apply):

a D The hospital facility used the lowest negotiated commercial insurance rate for those services at the hospital facility

b D The hespital facility used the average of the three lowest negotiated commercial insurance rates for those services at
the hospital facility

c |_| The hospital facility used the Medicare rate for those services

d D Other (describe in Part VI)

20 Did the hospital facili:r charge any of its patients who were eligible for assistance under the hospital facility's financial
assistance policy, and to whom the hospital facility provided emergency or other medically necessary services, more
than the amounts generally billed to individuals who had insurance covering suchcare? ............................... 20 X

If 'Yes,' explain in Part VI.

21 Did the _hosgital facility charge any of its patients an amount equal to the gross charge for any service provided to
AT L 0 LU . 2RO 21 X

If "Yes,' explain in Part VI,

Schedule H (Form 990) 2010}
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Schedule H (Form 990) 2010 Maniilaq Association 92-0041461 Page 6
[Part V |Facility Information (continued) Ambler Clinic Copy 8 of 12
Policy Relating to Emergency Medical Care

| Yes| No

18 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care that
requires the hospital facility to provide, without discrimination, care for emergency medical conditions to individuals
regardless of their eligibility under the hospital facility's financial assistance policy?..............ocec e 18 | X

If 'No,' indicate the reasons why (check all that apply):
a The hospita! facility did not provide care for any emergency medical conditions
b The hospital facility did not have a policy relating to emergency medical care
c The hospital facility limited who was eligible to receive care for emergency medical conditions (describe in Part Wi}
d | | Other (descrive in Pari Vl)
Charges for Medical Care

19 Indicate how the hospital facility determined the amounts billed to individuals who did not have insurance covering
emergency or other medically necessary care (check all that apply):

a D The hespital facility used the lowest negotiated commercial insurance rate for those services at the hospital facility

b [:I The hospital facility used the average of the three lowest negotiated commercial insurance rates for those services at| -
the hospital facility

c The hospital facility used the Medicare rate for those services

d Other (describe in Part VI)

2( Did the hospital facili‘ly charge any of its patients who were eligible for assistance under the hospital facility's financial
assistance policy, and to whom the hospital facility provided emergency or other medically necessary services, more
than the amounts generally billed to individuals who had insurance covering suchcare?. ... ...........cooiciiiiii s, 20 X

If Yes,' explain in Part VI.

21 Did the hosgital facility charge any of its patients an amount equal to the gross charge for any service provided to
Y A1 1=Y L 21 X

If "Yes,' explain in Part VI.

Schedule H (Form 990) 2010}
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Schedule H (Form 990) 2010 Maniilag Association 92-0041461 Page 6
[PartV_ [Facility Information (continued) Kobuk Clinic Copy 9 of 12
Policy Relating to Emergency Medical Care

Yes | No
18 Did the hospital fa_aci!i;y have in place during the tax year a written policy relating to emergency medical care that
requires the hospital facility to provide, without discrimination, care for emergency medical conditions to individuals
regardless of their eligibility under the hospital facility's financial assistance policy?... .. ... ... ... R 18 | X

If 'No," indicate the reasons why (check all that apply):
a The hospital facility did not provide care for any emergency medical conditions
b | | The hospital facility did not have a policy relating to emergency medical care
¢ | | The hospital facility limited who was eligible to receive care for emergency medical conditions (describe in Part V1)
d | | Other {describe in Part VI)
Charges for Medical Care

19 Indicate how the hospital facility determined the amounts billed to individuals whe did not have insurance covering
emergency or other medically necessary care (check all that apply):

a D The hospital facility used the lowest hegotiated commercial insurance rate for those services at the hospital facility

b D The hospital facility used the average of the three lowest negotiated commercial insurance rates for those services at
the hospital facility

c The hospital facility used the Medicare rate for those services

d Other (describe in Part VI)

20 Did the hospital facility charge any of its patients who were eligible for assistance under the hospital facility's financial
assistance policy, and to whom the hospital facility provided emergency or other medically necessary services, more
than the amounts generally billed to individuals who had insurance covering such care?.. ..........ooo'eereernns . 20 X

If Yes,' explain in Part VI.

21 Did the _hosgital facility charge any of its patients an amount equal to the gross charge for any service provided to
it Pl N7 o e 21 X

If "Yes," explain in Part VI.

Schedule H (Form 980) 2010}
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Schedule H (Form 990) 2010 Manliilag Assoclation 92-0041461 Page 6
[PartV__[Facility Information (continued) Deering Clinic Copy 10 of 12
Policy Relating to Emergency Medical Care

| Yes | No

18 Did the hospital facility have in place during the tax year a written policy relating to emergency medicail care that
requires the hospital facility to provide, without discrimination, care for emergency medical conditions to individuals
regardless of their eligibility under the hospital facility's financial assistance policy?......... ... vivrrereeeeannns, 18 | X

If 'No,' indicate the reasons why (check all that apply):
a The hospital facility did not provide care for any emergency medical conditions
b The hospital facility did not have a policy relating to emergency medical care
¢ [ | The hospital facility limited who was eligible to receive care for emergency medical conditions (describe in Part VI)
d [ Other {describe in Part VH
Charges for Medical Care

19 Indicate how the hospital facility determined the amounts billed to individuails who did not have insurance covering g -
emergency or other medically necessary care (check all that apply): ™

a D The hospital facility used the lowest negotiated commercial insurance rate for those services at the hospital facility

b [:I The hospital facility used the average of the three lowest negotiated commercial insurance rates for those services at
the hospital faciity

c |:| The hospital facility used the Medicare rate for those services

d | | Other (describe in Part VI)

20 Did the hospital facility charge any of its patients who were eligible for assistance under the hospital facility's financial
assistance policy, and to whom the hospital facility provided emergency or cther medically necessary services, more
than the amounts generally billed to individuals who had insurance covering suchcare?. ...........0 ................... 20 X

If "Yes,' explain in Part V|,

21 Did the _hosgital facility charge any of its patients an amount equal to the gross charge for any service provided to
it pat N ? L 21 X

If "Yes,' explain in Part VI,

Schedute H (Form 980) 2010}
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Schedule H (Form 990) 2010 Maniilag Association 92-0041461 Page 6
[Part V__|Facility Information (continued) Maniilaq Bealth Center Copy 11 of 12
Policy Relating to Emergency Medical Care

Yes| No

18 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care that
requires the hospitat facility to provide, withoul discrimination, care for emergency medical conditions to individuals
regardiess of their eligibility under the hospital facility's financial assistance policy?.......................... oo 18 | X

If "No," indicate the reasons why {check all that apply):

: The hospital facility did not provide care for any emergency medical conditions

|| The hospital facility did not have a policy relating to emergency medical care

|| The hospital facility limited who was eligible to receive care for emergency medical conditions {describe in Part V1)
d Other (describe in Part Vi)

Charges for Medical Care

o oW

19 Indicate how the hospital facility determined the amounts billed to individuais who did not have insurance covering
emergency or other medically necessary care (check all that apply):

a |:| The hospital facility used the lowest negotiated commercial insurance rate for those services at the hospital facility

b |:| The hospital facility used the average of the three lowest negotiated commercial insurance rates for those services at| -
the hospital facility

[ The hospital facility used the Medicare rate for those services

d Other (describe in Part VI}

20 Did the hospital facili(tiv charge any of its patients who were eligible for assistance under the hospital facility's financial
assistance policy, and to whom the hospital facility provided emergency or other medically necessary services, more
than the ameunts generally billed to individuals who had insurance coveringsuch care?. ....................oon 20 X

If "Yes,' explain in Pari VI,

21 Did the _hosgital facility charge any of its patients an amount equal to the gross charge for any service provided to
that PALIENE? .. ... 21 X

If "Yes,' explain in Part VI

Schedule H (Form 990) 2010}
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Schedule H (Form 990) 2010 Maniilaq Asscciation 92-0041461 Page 6
(Part V |Facility Information ¢continued) Point Hope Clinic Copy 12 of 12
Policy Relating to Emergency Medical Care

Yes| No

18 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care that
requires the hospital facility to provide, without discringination, care for emergency medical conditions to individuals
regardless of their eligibility under the hospital facility's financial assistance policy?............o i it 18 | X

If 'No," indicate the reasons why (check all that apply):
2 | | The hospital facility did not provide care for any emergency medical conditions
b The hospital facility did not have a policy relating to emergency medical care
[ The hospital facility limited who was eligible to receive care for emergency medical conditions {describe in Part VI)
d | | Other (describe in Part Vi
Charges for Medical Care

19 Indicate how the hospital facility determined the amounts billed to individuals who did not have insurance covering
emergency or other medically necessary care (check all that apply):

a D The hospital facility used the lowest negotiated commercial insurance rate for those services at the hospital facility

b D The hospital facility used the average of the three lowest negotiated commercial insurance rates for those services at
the hospital facility

c The hospital facility used the Medicare rate for those services

d | |Other (describe in Part Vi) ool Ll

20 Did the hospital facility charge any of its patients who were eligible for assistance under the hospital facility's financial
assistance policy, and to whom the hospital facility provided emergency or other medically necessary services, more
than the amounts generally billed to individuals who had insurance covering suchcare?. .. .........c...ooviiierinnnnn. 20 X

If "'Yes,' explain in Part VI. i

21 Did the hosgital facility charge any of its patients an amount equal to the gross charge for any service provided to
At Pat e 7 o 21 X

If "Yes,' explain in Part VI.

Schedule H (Form 990) 2010}
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Schedule H (Form 990) 2010 Maniilag Association 92-0041461 Page 7
[PartV_[Facility Information (continued)

Section C. Other Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital Facility
(list in order of size, measured by total revenue per facility, from largest to smallest)

How many non-hospital facilities did the organization operate during the tax year? 1

Name and address Type of Facility (describe)

1 Utugqunaat Inaat-Long Term Care Facility A long term care nursing
PO Box 256 __|wing co-located with the
Kotzebue, AK 99752 Maniilag Health Center in

Kotzebue, AK. The Elder
Care houses the following
programs: 18 Bed Long Term
Care Program, Physical
Therapy, Long Term Care
Social Services, and
Specialty Clinic Support.

BAA Schedule H (Form 990) 2010
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Schedule H (Form 990) 2010 Manililag Association 92-0041461 Page 8

[Part VI | Supplemental Information

Complete this part to provide the following information.

1

2

3

Required descriptions, Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il; Part lll, lines 4, 5, and 9b; and Part V,
Section B, lines 1j, 3, 4, 5¢, 6i, 7, 11h, 13g, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

Needs assessment. Describe how the orgé':mization assesses the health care needs of the communities it serves, in addition to any needs
assessments reported in Part V, Section B.

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons who may be
billed for patient care about their eligibility for assistance under federal, state, or local government programs or under the organization's
financial assistance policy.

Community information. Describe the community the organization serves, taking into account the geographic area and demographic
constituents it serves.

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities or other
h]gaith clareffactljlltles fu;ther its exempt purpose by promoting the health of the community (e.g., open medical staff, community board, use
of surplus funds, etc.).

Affiliated health care system. If the organization is Rart of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served.

State filing of communil{ benefit report. |f applicable, identify all stales with which the organization, or a related organization, files a
community benefit report.

Financial counselors assist with applications for Medicaid/Medicare.

BAA

TEEA3IB08L 02/25/11 Schedule H (Form 930) 2010




Schedule H (Form 990) 2010 Maniilag Association 92-0041461 Page 8
[Part VI | Supplemental Information
Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il; Part llI, lines 4, 5, and 9b; and Part V,
Section B, lines 1j, 3, 4, 5¢, 6i, 7, 11h, 13q, 15e, 16e, 17e, 18d, 194, 20, and 21.

2 Needs assessment. Describe how the orgBanization assesses the health care needs of the communities it serves, in addition to any needs
assessments reported in Part V, Section B.

3 Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons who may be
billed for patient care about their eligibility for assistance under federal, state, or local government pregrams or under the organization's
financial assistance policy.

4 Community information. Describe the community the organization serves, taking into account the geographic area and demographic
constituents it serves.

5 Promotion of community health. Provide any other information important to describing how the organization's hospital facilities or other
health care facilities further its exempt purpose by promoting the health of the community {e.g., open medical staff, community board, use
of surplus funds, etc.).

6 Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served.

7 State filing of communit? benefit report. If applicable, identify all states with which the organization, or a related organization, files a
community benefit report.

services., {(i.e. New skilled nursing facilities, physical therapy suite,

BAA TEEA3BOSL 02/25/11 Scheduie H (Form 990) 2010
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(%CH%%LE J Compensation Information OMB No. 15450047
om For certain Officers, Directors, Trustees, Key Employees, and Highest
Compensated Em’ployees 201 0
» Complete if the organization answered 'Yes' to Form 990, Part IV, line 23. . Open to Public
epament.of the_ Tregswy ™ Aftach to Form 990. ™ See separate instructions. - Inspection
Name of the organization Employer identification numher
Maniilag Asscciation 92-0041461
Part 1 | Questions Regarding Compensation
Yes | No
1a Check the appropriate box(es) if the organization provided any of the following to or for a person listed in Form 990, Part ) —
VI, Section A, line 1a. Complete Part IIt to provide any relevant information regarding these items.
g First-class or charter travel Housing allowance or residence for personal use
Travel for companions Payments for business use of personal residence
Tax indemnification and gross-up payments Health or social ¢club dues or initiation fees
Discrefionary spending account Personal services (e.g., maid, chauffeur, chef)
b I any of the boxes on line 1a are checked, did the organization follow a written policy regarding payment or - :
reimbursement or provision of all of the expenses described above? If 'No,' complete Part |1l to explain. ................ 1b
2 Did ihe organization require substantiation prior to reimbursing or allowing expenses incurred by all officers, directors,
trustees, and the CEQ/Executive Director, regarding the items checked in line 1a7........ooooe oo 2
3 Indicate which, if any, of the following the organization uses to establish the compensation of the organization's
CEG/Executive Director. Check all that apply.
Compensation commitiee Written employment contract
Independent compensation consultant Compensation survey or study
Form 990 of other organizations Approval by the board or compensation committee
4 During the year, did any person listed in Form 930, Part VII, Section A, line 1a with respect to the filing organization o
or a related organization: (=
a Receive a severance payment or change-of-conirol payment from the organization or a related organization? ........... 4a X
b Participate in, or receive payment from, a supplemental nenqualified retirementplan?........... ... ... ooieiiuen. ... 4b X
c Participate in, or receive payment from, an equity-based compensation arrangement? ......................... ... ... 4c¢ X
if 'Yes' to any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part Iil.
Only section 501(c)X3) and 501(c)4) organizations must complete lines 5-9.
5 For persons listed in Form 990, Part VI, Section A, line 1a, did the erganization pay or accrue any compensation
contingent on the revenues of: L .
8 The OrganiZation? . ... e 5a X
b ANy related organiZation 2. ... .. 5b X
If "Yes' to line 5a or 5b, describe in Part 11,
€ For persons listed in Form 990, Part VIi, Section A, line 1a, did the organization pay or accrue any compensation
contingent on the net earnings of: A | e |n
AThe OrgaMIZatON T L e ...| 6a X
b Any related organization?. .. ... ... 6b X
If 'Yes' to line 6a or 6b, describe in Part |11 - : s
7 For persons listed in Form 990, Part VI, Section A, line 1a, did the organization provide any non-fixed payments not
described in lines 5 and 62 If 'Yes,' describe in Part Ll .. ... o 7 X
8 Were any amounts reported in Form 990, Part VII, paid or accrued pursuant to a contract that was subject to the initial
contract exception described in Reguiations section 53.4958-4(2)(3)? If 'Yes,' describe inPart Il ... ........ ... ........ 8 X
9 If'Yes'tg line 8, did the organization also follow the rebuttable presumption procedure described in Regulations
SECHON B B B0 P . o e 2
BAA For Paperwork Reduction Act Notice, see the Instructions for Form 990, Schedule J (Form 990) 2010

TEEASIOL 12/22M0
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Schedule R (Form 990) 2010 Page 5
iPart VIl | Supplemental Information

Complete this part to provide additional information for responses to questions on Schedule R
{see instructions).

BAA TEEABQQSL  07/16/10 Schedule R (Form 920) 2010



OMB No, 1545-0047

2010

SCHEDULE O

PO S ‘ Supplemental Information to Form 990 or 990-EZ

Complete to provide information for responses to specific questions on

Form 990 or 990-EZ or to provide any additional information. - Open to Public '
igeoat Roverve Sorvies | » Attach to Form 990 or 990-EZ. " Inspection
Name of the organization Employer identification number
Maniilaq Asscciation 92-0041461
_ _ Form 990 - Explanation of AmendedReturn _ __ __ __________________________________
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e e

BAA For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. TEEA4901L  10/26/10 Schedule O (Form 990 or 990-EZ) 2010



2010 Schedule O - Suppiemental Information Page 2
Maniilaq Association 92-0041461

Form 990, Part XI, Line 5
Other Changes in Net Assets or Fund Balances

Net Equity Of AEFIlIate. ... .......ooiiiiimiiiiie $ -2,185,626.

Net Unrealized Gains or Losses on Investments.....................oooiiiivennn .. -38, 615,
Total § -2,224,241.
















































































































































































































	SchuerchDisclosure7-15-14.pdf
	SchuerchDisc1
	SchuerchDisc2
	990_Schuerch_Maniilaq_2011_2.pdf
	SFinance14071413150
	SFinance14071413151
	SFinance14071413160


	SchuerchDisc3
	SchuerchDisc4
	990_Schuerch_Maniilaq_2009_2.pdf
	990 2009 Return P2
	990 2009 Return P3
	990 2009 Return P4
	990 2009 Return P5
	990 2009 Return P6



