Form 99 0

Department of the Treasury
Internal Revenue Service

Return of Organization Exempt From Income Tax

Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except private foundations)

P Do not enter Social Security numbers on this form as it may be made public.
P Information about Form 990 and its instructions is at www.irs.gov/form990.

Open to Public
Inspection

, 2013, and ending

A For the 2013 calendar year, or tax year beginning

B Check if applicable:

C Name of organization
GROUFP HEALTH COOPERATIVE

D Employer identification number
91-0511770

320 WESTLAKE AVE N, STE 100 SEATTLE, WA 98109-5233

subordinates?
H(b,

]X|5o1(c)(3) [ [so10( )« (insenno_)] [494?(a)(1)or |

Are all subordinales included?

: pricrbg Doing Business As
N chiga Number and street (or P.O. box if mail is not delivered to street address) Room/suite E Telephone number
|| wwmieenn | 320 WESTLAKE AVE N 100 (206) 448-4683
Terminatad City or town, state or province, country, and ZIP or foreign postal code
| [ onansna SEATTLE, WA 98109-5233 G Gross receipts $ 3, 327,200,218,
|| Applieation | F Name and address of principal officer. SCOTT ARMSTRONG H(a) Is this a group return for Yes

Yes

| X | No
Nu

1 Tax-exempt status: | 527 If "No," attach a list. (see instructions)
J  Website: p WWW.GHC.CRG H(c) Group exemption number B
K Form of organization: 1 X | Corporation I ]Trustl 1 Association | l Other B> [ L Year of formation: 194 51 M State of legal domicile: WA
Summary )
1 Briefly describe the organization's mission or most significant activities: TO PROVIDE _C_O_ME’BE_H%YE__ PREVENTION-
8 ORIENTED HEALTH CARE SERVICES TO ITS ENROLLEES AND OTHER _Pﬁ_g E[_“ - S0 18—
5 MANNER THAT REDUCES COST AS A BARRIER TO CARR, =N
§ 2 Check this box P D if the organization discontinued its operations or disposed of more th. f its net assets.
8| 3 Number of voting members of the governing body (Part Vi, line1a) _ . . . . . .. ... | G _____ 3 1.,
ﬁ 4 Number of independent voting members of the governing body (Part Vi, line1b) . = & . 7. .. .. .. . 4 11,
:E 5 Total number of individuals employed in calendar year 2013 (Part V, line 2a) | St ... e e e 5 8,734.
% 6 Total number of volunteers (estimate if necessary) , , . . . . ... . . ... 0 A 6 417.
< | 7a Total unrelated business revenue from Part VI, column (C), line 12 , | | \ ______ o 7a 967,870.
b Net unrelated business taxable income from Form 990-T, Ne34 . . . . % N vt v v b v vt oo v v n a e 7b -4,855.
N Prior Year Current Year
| 8 Contributions and grants (Part Vill, lineth) . . . . ... ; e 46,749,715, 46,303,086.
2| 9 Program service revenue (Part VIll, line 2g) . , . . . . . DN\ & Al 2,653,434,840. [2,810,399, 564.
E 10 Investment income (Part VI, column (A), lines 3, 4, and 7 Q _____________ 25,436,484, 34,635,703,
11 Other revenue (Part VI, column (A), lines 5, 6d, 8¢, 9cal0€and 11e), , ., . . .. ... .. 99,186,151, 94,937, 486.
12 Total revenue - add Iinesathroughﬁ(mustequal)%mlumn(A),Iine12). 2 % ..|2,824,807,190.)2,986,275,839.
13 Grants and similar amounts paid (Part IX, column (A 1<) 0 0
14 Benefits paid to or for members (Part IX, coluin ( SN v w4 e e e e e e e, 0 0
(15 Salaries, other compensation, employee ® art IX, column (A), lines 5-10), , . . . . . 674,726,988.| 661,764,835.
§ 16a Professional fundraising fees (Part IX YT oo = v v moamees 5 8 9 2 oy 0 0
£| b Total fundraising expenses (Part 1X n'(D),line25)p 0
Y7 Otherexpenses(PartIX.colu s 11a-11d,11f-24e) _ . . . . ... .... ...l2,161,251,730.|2,206,320,139.
18 Total expenses. Add !tnes stequal Part IX, column (A),ine25) . _ . . .. .... 2,835,978,718. |2,868,084,974.
19 Revenuelessexpenses,s actline 18fromline 12, . . . v v v v v v v n e s -11,171,528. ] 118,190,865.
S § Beginning of Current Year End of Year
£5/20 Total assets (PartX, e 16) . . . . . . vttt e 1,466,981,065. 1,720,534, 659.
22121 Totaunawes PETXIMR8), , . ¢ yisvss s ¢ ¢ e B b 6 G Pees & 5 5 s 835,358,094.| 750,153,219.
23|22 Net assets or fund balances. Subtract ine 21 from iNE 20, . . . . v v o v v o w v oo wn 631,622,971.| 970,381,440.

Signature Block

Under penalties of perjury, | declare that | have examined this retumn, including accompanying schedules and statements, and to the best of my knowledge and belief, it is
true, correct.and compléfﬁ Declaration of preparer (other than offvger) isbased on all information of which preparer has any knowledge.

- ’ n,f‘c\—\{—g QT—‘:-—«;QD\( \\\"?l‘q
Sign Signature of cfficer l Date '
Hare }?15«\&?)&\2& BELT- LLOYD, \ P CMEE MOUNTING OEFICER
Type or print name and title

Print/Type preparer's name Preparer's ,.wl-;,u . ) Date Check I_l i PTIN
::;d rer |SUE_ ROBISON e i 10/28/14 self-employed | PQ0560072
Usep(ajnly Firm's name PpKPMG LLP Firm's EIN B> 13-5565207

Firm's address P*1918 EIGHTH AVENUE, SUITE 2900 SEATTLE, WA 98101 Phone no. 206-913-4000
May the IRS discuss this return with the preparer shown above? (see instructions) . . . . . . . . . . . . . 0 v i e e m Yes u No
For Paperwork Reduction Act Notice, see the separate instructions. Form 990 (2013)
JSA
3E1010 1.000

2176FT 1783 10/4/2014 9:15:59 AM Vv 13-7.1F 1138282 PAGE 2



GROUP HEALTH COCPERATI VE 91- 0511770

Form 990 (2013) Page 2
Statement of Program Service Accomplishments
Check if Schedule O contains a response or note to any lineinthisPart Il . . ... ... ... .. ... ...,
1 Briefly describe the organization's mission:
ATTACHMVENT 1

2 Did the organization undertake any significant program services during the year which were not listed on the
prior Form 990 or 990-EZ7 L L e
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? Yes No
........................................................ [Jves [X]

If "Yes," describe these changes on Schedule O.
4 Describe the organization's program service accomplishments for each of its three largest program services, as measured by

expenses. Section 501(c)(3) and 501(c)(4) organizations are required to report the amount of grants and allocations to others,
the total expenses, and revenue, if any, for each program service reported.

|:| Yes No

4

a (Code: ) (Expenses $ 2 185, 720, 829. including grants of $ ) (Revenue $ 2,840, 412, 996. )
GROUP HEALTH COOPERATI VE (" GROUP HEALTH') PROVI DED HEALTH CAREA
COVERAGE AND/ OR SERVI CES TO APPROXI MATELY 385, 000 COMVERCI AL/\X
GROUP, MEDI CARE, MEDI CAI D, BASI C HEALTH PLAN, AND | NDI VI DU, \ )
ENROLLEES | N WASHI NGTON AND NORTH | DAHO. MANY MEDI CARE o
MEDI CAI D PATI ENTS RECEI VE SUCH SERVI CES UNDER CAPI TATI GN CONTRACTS
BETWEEN GROUP HEALTH AND GOVERNMENT AGENCI ES. PLEASE w TO A
DESCRI PTI ON OF THE PROGRAM S OBJECTI VES I N SCHEDULth*ART Vi, 2

AND PART VI. 5. /\V
(>
Vo v
b (Code: ) (Expenses $ 51,897,393, incl %ants of $ ) (Revenue $ 17,774, 443, )
CARE AND COVERAGE TO 24 514 PEOPLE IQ%

HEALTH CARE COVERAGE AND SERVI CES_TO-PATI ENTS ENROLLED I N
GOVERNVENT PROGRAME. NN

UNREI MBURSED CARE FOR | NDI VI DUAL PATI ENTS | N NEED.

URGENT AND EMERGENCY CARE. N\ )

PARTNERI NG W TH SAFETY- NET' | ZATI ONS.
PLEASE REFER TO A DES OF THE PROGRAM S OBJECTI VES I N

SCHEDULE H, PART VI.2 A RT VI.5.
a4
X
4c (Code: ) (Expenses $ 61, 550, 583. including grants of $ ) (Revenue $ 46,181, 741. )

HEALTH RESEARCH AND EDUCATI ON FOR 320 PEOPLE | NCLUDI NG
RESEARCH AND EVI DENCE- BASED CARE.

PROFESSI ONAL EDUCATI ON ACTI VI TI ES.

CONSUMER HEALTH EDUCATI ON.

PLEASE REFER TO A DESCRI PTI ON OF THE PROGRAM S OBJECTI VES | N
SCHEDULE H, PART VI.2 AND PART VI.5.

4d Other program services (Describe in Schedule O.) ATTACHVENT 2
(Expenses $ 1,330, 405, including grants of $ ) (Revenue $ )
4e Total program service expenses » 2, 300, 499, 210.
JSA Form 990 (2013)

3E1020 2.000
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GROUP HEALTH COCPERATI VE 91- 0511770

Form 990 (2013) Page 3
Checklist of Required Schedules
Yes No
1 Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If "Yes,"
complete SChedUle A . v . v i i i e e e e e e e e e e e e e e e e e e e e e e 1 X
2 Is the organization required to complete Schedule B, Schedule of Contributors (see instructions)? . . ... .. .. 2 X
3 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 Schedule C,Partl. . . . . . . . v o v i v i i v i i it i e e 3 X
4  Section 501(c)(3) 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,Partll. . . . . . . . . o v o v v v vt v o v u 4 X
5 Is the organization a section 501(c)(4), 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 lll o v e o e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 5 X
6 Did the organization maintain any donor advised funds or any similar funds or accounts for which donors
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? If
"Yes," complete Schedule D, Partl . . . & o v o v i i i i s s e e e e e e e e e e e e e e e e s 6 X
7 Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? If "Yes," complete Schedule D, Partllg. . . . . .. ... 7 X
8 Did the organization maintain collections of works of art, historical treasures, or other similarassets? If "Yes,"
complete Schedule D, Partlll « . v v v v v v v et ettt e e e 8 X
9 Did the organization report an amount in Part X, line 21, for escrow or custodial accotint ‘liability; serve as a
custodian for amounts not listed in Part X; or provide credit counseling, debt management, credit repair, or
debt negotiation services? If "Yes," complete Schedule D, PartIV . . . . . . ... 4. .%o oo i oo oo 9 X
10 Did the organization, directly or through a related organization, hold assets™in temporarily restricted
endowments, permanent endowments, or quasi-endowments? If "Yes," complétesSchedule D, PartV , ., ... .. 10 X
11 If the organization’s answer to any of the following questions is "Yes,' then complete Schedule D, Parts VI,
VII, VIII, IX, or X as applicable.
a Did the organization report an amount for land, buildings, and equipment in Part X, line 10? If "Yes,"
complete Schedule D, Part VI . . . . .. ittt b e 11a| X
b Did the organization report an amount for investments-othersectrities in Part X, line 12 that is 5% or more
of its total assets reported in Part X, line 16? If "Yes," copipleteySchedule D, PartVIl , . . . . .. ... ....... 11b X
¢ 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 If "Yes,"€omplete Schedule D, PartVill, . . . . ... ... ...... 1llc X
d Did the organization report an amount for othgf@assets in Part X, line 15 that is 5% or more of its total assets
reported in Part X, line 167 If "Yes," complete Schedule D, Part IX . . . . . . v v v i i e e e e e e 11d X
e Did the organization report an amount for{other liabilities in Part X, line 25? If "Yes," complete Schedule D, Part X |[1lle X
f Did the organization’s separate or consolidated=financial statements for the tax year include a footnote that addresses
the organization's liability for uncertaintaxypositions under FIN 48 (ASC 740)? If "Yes," complete Schedule D, Part X , . , ., . . 11f X
12 a Did the organization obtain sgparate, independent audited financial statements for the tax year? If "Yes,"
complete Schedule D, Parts Xland Xl . . . . . . . o v 0 i i it e e e e e e e e s 12a X
b Was the organization inclugéd in ‘eehsolidated, independent audited financial statements for the tax year? If "Yes," and if
the organization answered "No%to line 12a, then completing Schedule D, Parts Xl and Xllisoptional . . . . + « « & v & & o v 12b X
13 Is the organization a school described in section 170(b)(1)(A)(ii)? If "Yes," complete ScheduleE . . .. ... ... 13 X
14 a Did the organization maintain an office, employees, or agents outside of the United States?. . . . . . . ... ... 1l4a X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking,
fundraising, business, investment, and program service activities outside the United States, or aggregate
foreign investments valued at $100,000 or more? If "Yes," complete Schedule F, Partsland V. . . . . . ... .. 14b X
15 Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or other assistance to or
for any foreign organization? If "Yes," complete Schedule F,Partslland IV . . . . . . . . . v o oo v v i o 15 X
16 Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or other
assistance to or for foreign individuals? If "Yes," complete Schedule F, Partsllland IV . . . . . . . .. oo oo 00 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) . . ... ... ... 17 X
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIII, lines 1c and 8a? If "Yes," complete Schedule G, Part Il . . . . . . . . o v vt i i v it it it n e 18 X
19 Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a?
If"Yes," complete Schedule G, Part lll . . . . v v v o v o s s e s e s e e e e e e e e e e e e e 19 X
20 a Did the organization operate one or more hospital facilities? If "Yes," complete ScheduleH . . . .. ... .. ... 20a| X
b If "Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return? . . . . . . 20b X
JSA Form 990 (2013)
3E1021 1.000
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GROUP HEALTH COCPERATI VE 91- 0511770

Form 990 (2013) Page 4
Checklist of Required Schedules (continued)
Yes No
21 Did the organization report more than $5,000 of grants or other assistance to any domestic organization or
government on Part IX, column (A), line 1?7 If "Yes," complete Schedule |, Partsland Il . . . ... ......... 21 X
22 Did the organization report more than $5,000 of grants or other assistance to individuals in the United States
on Part IX, column (A), line 2? If "Yes," complete Schedule |, Partsland Il . . . . .. ... ... .......... 22 X
23 Did the organization answer "Yes" to Part VII, Section A, line 3, 4, or 5 about compensation of the
organization's current and former officers, directors, trustees, key employees, and highest compensated
employees? If "Yes," complete Schedule J . . . . . . . it it i i e e e e e e e e e e e e e 23 X
24 a 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, that was issued after December 31, 20027 If "Yes," answer lines 24b
through 24d and complete Schedule K. If“N0," gOt0 liNE25a. . . . v v v v v v b o e e e e e e e e e e e e e e 24a| X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception?. . . . . . . 24b X
¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exemptbonds? . . . . . . . L L L Lo e e e e e e e e e e 24c X
d Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year? . . . . . . 24d X
25a Section 501(c)(3) and 501(c)(4) organizations. Did the organization engage in an excess benefit transaction
with a disqualified person during the year? If "Yes," complete Schedule L, Part1, . . . . .. & . v v 000 o v W 25a X
b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior
year, and that the transaction has not been reported on any of the organization's ppiotsForms 990 or 990-EZ?
If"Yes," complete Schedule L, PartL . . . . . v v i v it it s e e e e e A e e e e e 25b X
26 Did the organization report any amount on Part X, line 5, 6, or 22 for receivablés from or payable to any
current or former officers, directors, trustees, key employees, highest compensated employees, or
disqualified persons? If so, complete Schedule L, Part Il . . . . . . . N 26 X
27 Did the organization provide a grant or other assistance to an offices, “director, trustee, key employee,
substantial contributor or employee thereof, a grant selection committ€e member, or to a 35% controlled
entity or family member of any of these persons? If "Yes," complefe Sehedule L, Partlll. . . . ... ... ..... 27 X
28 Was the organization a party to a business transaction with ong of the following parties (see Schedule L,
Part IV instructions for applicable filing thresholds, conditions sand”exceptions):
a A current or former officer, director, trustee, or key employee@df "Yes," complete Schedule L, PartIV. . . . . ... 28a X
b A family member of a current or former officepr~difector, trustee, or key employee? If "Yes,” complete
Schedule L, Part IV, . . . v v i it e e e A e e e e e e e e 28b X
¢ An entity of which a current or former officer,“director, trustee, or key employee (or a family member thereof)
was an officer, director, trustee, or direct or indirect owner? If "Yes," complete Schedule L,PartIV. . . . ... .. 28c X
29 Did the organization receive more than $26,000 in non-cash contributions? If "Yes," complete Schedule M | 29 X
30 Did the organization receive contributions” of art, historical treasures, or other similar assets, or qualified
conservation contributions? If "Yes,"eomplete Schedule M, . . . . . . . . . i i i i i e e e e e e 30 X
31 Did the organization liquidate,“terminate, or dissolve and cease operations? If "Yes," complete Schedule N,
Partl, . . v v e N Y e e e e 31 X
32 Did the organization sgll,)exehange, dispose of, or transfer more than 25% of its net assets? If "Yes,"
complete Schedule N, Partlll . . . . . o v v i e e e e e e e e e e e e e e e 32 X
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations
sections 301.7701-2 and 301.7701-3? If "Yes," complete Schedule R,Part1 . . . . ... ... ... ....... 33 X
34 Was the organization related to any tax-exempt or taxable entity? If "Yes," complete Schedule R, Part Il, Il
OrIV,and Part V, lINE L & . o o v i e i e e e e e e e e e e e e e e e e e e e e e e e e e e 34 X
35a Did the organization have a controlled entity within the meaning of section 512(b)(13)? . . . . .. ... .. ... 35a| X
b If "Yes" to line 35a, did the organization receive any payment from or engage in any transaction with a
controlled entity within the meaning of section 512(b)(13)? If "Yes," complete Schedule R, Part V,line2, , . . . . 35b X
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable
related organization? If "Yes," complete Schedule R, Part V,line 2 ., . . . . . . .. .. @ ¢ i i iunwne.. 36 X
37 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,
PAMt V. v e e e e e e e e e e e e O I 14 X
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and
19? Note. All Form 990 filers are required to complete ScheduleO . . . . . . . . . .. .. .. ... . ...... 38 X
Form 990 (2013)
JSA
3E1030 1.000
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GROUP HEALTH COCPERATI VE 91- 0511770

Form 990 (2013) Page 5
Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response or note to any lineinthisPartV . .. ... ... ... ......... |:|
Yes No
la Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable, . . . . ... .. la 6, 858
b Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable, ., . ... ... 1b 0
c Did the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming (gambling) winnings to prize winners?, . . . . . . . . . . . . . . e e e e e e e e e e e e e 1c X
2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax
Statements, filed for the calendar year ending with or within the year covered by this return | | 2a 8, 734
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), . . . . ..
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? If "No" to line 3b, provide an explanation in Schedule O , . . . . .. 3b X
4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority
over, a financial account in a foreign country (such as a bank account, securities account, or other financial
BCCOUND)? | L L L i et e e e e e e e e e e e 4a X
b If “Yes,” enter the name of the foreign country:» 4
See instructions for filing requirements for Form TD F 90-22.1, Report of Foreign Bank and Financial Accounts.
5a Was the organization a party to a prohibited tax shelter transaction at any time during the tex year? . ., . . . . .. 5a X
b Did any taxable party notify the organization that it was or is a party to a prohibited™taxsshelter transaction? | 5b X
¢ If "Yes" to line 5a or 5b, did the organization file Form 8886-T? . . . . . . . . . . ;6% Sl v i o e e e e e e e 5c
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 as charitable‘eontributions? . . . . . ... ... 6a X
b If "Yes," did the organization include with every solicitation an express_statément that such contributions or
gifts were not taxdeductible? . . . . . ... .. . L L o 6b
7 Organizations that may receive deductible contributions under segtion 270(c).
a Did the organization receive a payment in excess of $75 made_paftly as a contribution and partly for goods
and services provided to the payor? . . . . . ... ... L he e 7a X
b If "Yes," did the organization notify the donor of the value of{ther goods or services provided? , . . ... ... ... 7b
¢ Did the organization sell, exchange, or otherwise dispose“of tangible personal property for which it was
required to file FOrm 82827 . « v v v v v v i i it e P N e e e e e e e e e e e e e e e e e 7c X
d If "Yes," indicate the number of Forms 8282 filed duriigtheyear ., . . . . .. ... ... ... | 7d |
e Did the organization receive any funds, directly@r=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 as required? | 79
h If the organization received a contribution of cags;*b6ats, airplanes, or other vehicles, did the organization file a Form 1098-C? 7h
8 Sponsoring organizations maiptaiping donor advised funds and section 509(a)(3) supporting
organizations. Did the suppaorting Jorganization, or a donor advised fund maintained by a sponsoring
organization, have excess business,holdings at any time duringtheyear? . . . . . ... ... ... ......... 8
9 Sponsoring organizationg/maintdining donor advised funds.
a Did the organization make any taxable distributions under section4966? ., . . . ... ... ... . ... .. .... 9a
b Did the organization make a distribution to a donor, donor advisor, or related person? , . . . . .. ... ... ... 9b
10 Section 501(c)(7) organizations. Enter:
a Initiation fees and capital contributions included on Part VIIl, line12 , . . .. ... ... ... 10a
b Gross receipts, included on Form 990, Part VIII, line 12, for public use of club facilities . , . . [10b
11 Section 501(c)(12) organizations. Enter:
a Gross income from members or shareholders . . . . . . . . . o 0 i i e e e lla
b Gross income from other sources (Do not net amounts due or paid to other sources
against amounts due or received fromthem.) . . . . . . . . . .. .. . . . e 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization 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 , . . . . | 12b
13 Section 501(c)(29) qualified nonprofit health insurance issuers.
a Is the organization licensed to issue qualified health plans in morethanonestate? , . . . . . ... ... ...... 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 healthplans . . .. ... ... ....... 13b
c Enterthe amountofreservesonhand. . . .. ... ... ... ... .. ... ... 13c
14a Did the organization receive any payments for indoor tanning services during the taxyear? . . . . ... ... ... 1l4a X
b If "Yes," has it filed a Form 720 to report these payments? If "No," provide an explanation in Schedule O . . .. .. 14b
310028 000 Form 990 (2013)
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Form 990 (2013) GROUP HEALTH COOPERATI VE 91- 0511770 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 or note to any lineinthisPartVl . . . . . . ..o v oo v oo v oo v u

Section A. Governing Body and Management
Yes | No
la Enter the number of voting members of the governing body at the end of the taxyear . - . . . la 11
If there are material differences in voting rights among members of the governing body, or if the governing
body delegated broad authority to an executive committee or similar committee, explain in Schedule O.
b Enter the number of voting members included in line 1a, above, who are independent . . . . . 1b 13
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 employee? . . . . . . . . . i i i e e e e e e 2 X
3 Did the organization delegate control over management duties customarily performed by or under the direct
supervision of officers, directors, or trustees, or key employees to a management company or other person? . . 3 X
4 Did the organization make any significant changes to its governing documents since the prior Form 990 was filed?. . . . . . 4 X
5 Did the organization become aware during the year of a significant diversion of the organization's assets?. . . . 5 X
6 Did the organization have members or stockholders? . . . . . . . . . o o i o L e e e e s 6 | X
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint
one or more members of the governing body? . . . . . . . o v o i i n L h e e e e s el e e e 7a | X
b Are any governance decisions of the organization reserved to (or subject to approval, by) members,
stockholders, or persons other than the governingbody? . . . . .. .. ... .. ..... & J.......... 7b | X
8 Did the organization contemporaneously document the meetings held or written a€tions,undertaken during
the year by the following:
a Thegoverning body?. . . . .« v v v i i i i i e e e e e e e e e B e e e 8a | X
b Each committee with authority to act on behalf of the governingbody? . . . . N . . . . . .. oo v oo v gb | X
9 Is there any officer, director, trustee, or key employee listed in Part VI, _Seetion’A, who cannot be reached at
the organization's mailing address? If "Yes," provide the names and addrgsses)in ScheduleO, . . .. ... ... 9 X
Section B. Policies (This Section B requests information about poligies het required by the Internal Revenue Code.)
Yes | No
10a Did the organization have local chapters, branches, or affiliates?,. .. . . . . . . . .. oo v oo v oo oo 10a X
b If "Yes," did the organization have written policies and proce€dures governing the activities of such chapters,
affiliates, and branches to ensure their operations are cofisistent with the organization's exempt purposes? . . . 10b
1la Has the organization provided a complete copy of this Form/990 te all members of its governing 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.
12a Did the organization have a written conflict of interestpolicy? If "No," gotoline13 . . . . .. .. ... ... .. 12a| X
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give
riseto conflicts? « « v v v v v e e e e i e e e e e e e e e e e e e e e e e e 12b| X
¢ Did the organization regularly and consisténtly monitor and enforce compliance with the policy? If "Yes,"
describe in Schedule O hoW thiSWas NG  + + « « v v v v v v v v e e e e e e e e e 12¢| X
13 Did the organization have a writtep’whistleblower policy?. . . . . . . . . v o v o L i o e s e e 13 | X
14  Did the organization have a writtén document retention and destruction policy?. . . . . . . . . .. .. .. .. 14 | X
15 Did the process for detgrmininfg compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization's CEO, Executive Director, or top management official . . . . . . .. .. ... . 00000 15a| X
b Other officers or key employees of the organization . . . . . . . . . . . i i it i 15b| X
If "Yes" to line 15a or 15b, describe the process in Schedule O (see instructions).
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement
with ataxable entity duringthe year? . . . . . v v v o o i i i e e e e e e e e e e e e e e e e e e e e e e e e 16a| X
b If "Yes," did the organization follow a written policy or procedure requiring the organization to evaluate its
participation in joint venture arrangements under applicable federal tax law, and take steps to safeguard the
organization's exempt status with respect to such arrangements? . . . . . .. ... ... . .. .. ... .. 16b| X
Section C. Disclosure
17  List the states with which a copy of this Form 990 is required to be filed »__ _________________ ___ _______________
18 Section 6104 requires an organization to make its Forms 1023 (or 1024 if applicable), 990, and 990-T (Section 501(c)(3)s only)
available for public inspection. Indicate how you made these available. Check all that apply.
Own website |:| Another's website Upon request |:| Other (explain in Schedule O)
19 Describe in Schedule O whether (and if so, how) the organization made its governing documents, conflict of interest policy, and
financial statements available to the public during the tax year.
20 State the name, physical address, and telephone number of the person who possesses the books and records of the
organization: p>MARTI N R DOPPS 320 WESTLAKE AVE N, STE 100 SEATTLE, WA 98109- 5233 206- 448- 5146
JSA Form 990 (2013)
3E1042 1.000
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Form 990 (2013) GROUP HEALTH COCOPERATI VE 91- 0511770 Page 7
Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors
Check if Schedule O contains a response or note to any lineinthisPartVIl. . . . ..................
Section A.  Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
la 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.

e 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 compensation was paid.

e List all of the organization's current key employees, if any. See instructions for definition of "key employee."

e List the organization's five current highest compensated employees (other than an officer, director, trustee, or key employee)
who received reportable compensation (Box 5 of Form W-2 and/or Box 7 of Form 1099-MISC) of more than $100,000 from the
organization and any related organizations.

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

e 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) Position (D) (E) F)
Name and Title Average | (do not check more than one Reportable Reportable Estimated
hours per | box, unless person is both an campehsation | compensation from amount of
week (listany| officer and a director/trustee) ffom related other
hoursfor [o=| | o] x| 2 ]| @ the organizations compensation
related | 22| 2| 2| 2| 354§ organization (W-2/1099-MISC) from the
organizations | 8 & | & | | 3|2 & | &) (W-2/1099-MISC) organization
below dotted | 8 & | 3 2 baNg and related
line) g § ?,'; (% organizations
_(YPORSCHE EVERSON | _7.50
CHAI R, TRUSTEE . 25 [ X X 25, 886. 1, 000. 0
_(QKATHERINE BELL | 696
TRUSTEE 0| X 12, 750. 1, 000. 0
_(SUSAN JOY BYINGTON | 450
VI CE CHAI R, TRUSTEE .20 X 22, 136. 1, 000. 0
_(@RUTA ELMA FANNING N\ )" _6.50
TRUSTEE .20 X 12, 750. 1, 000. 0
5)LEC FRANCI S GREENAVALT JRN\V | 6.50]
TRUSTEE .20 X 12, 750. 1, 000. 0
_(@HARRY HARRISON JR___ % | _6.50
TRUSTEE .20 X 18, 386. 1, 000. 0
_(pPHILLIP JEFFREY HAAS | _6.50
TRUSTEE .20 X 18, 386. 1, 000. 0
_@IENNFER AN JOALY | _6.50
TRUSTEE .20 X 12, 750. 1, 000. 0
_(9ROBERT JOEL MARGULIS | _6.50
TRUSTEE .20 X 18, 386. 1, 000. 0
10)DOROTHY ANNE RUZICKI | _6.50]
TRUSTEE .20 X 18, 386. 1, 000. 0
11)ROBERT ALEXANDER WATT | __6.50]
TRUSTEE .20 X 18, 386. 750. 0
(12)SCOTT ELLIOT ARMBTRONG | 39.00
CEO & PRESI DENT 1.00 X 1,416, 476. 0 - 19, 266.
(13)BARBARA ANN BELT-LLOYD _______ | 40.00
CONTROLLER & EXEC DIR;, FIN OPS 0 X 240, 189. 0 36, 499.
@sscort Bovb | 40.00
VP; FI NANCE 0 X 606, 528. 0 9, 649.
JSA Form 990 (2013)
3E1041 1.000
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GROUP HEALTH COOPERATI VE 91- 0511770
Form 990 (2013) Page 8

WYl  Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)

(A (B) © (D) E) F)
Name and title Average Position Reportable Reportable Estimated
hours per (do not check more than one compensation | compensation from amount of
week (listany [ DOX, unless person is both an from related other
hours for officer and a director/trustee) the organizations compensation
related |23 219183 |2| organization | (W-2/1099-MISC) from the
organizations 5 £ E E g :é—, § g (W-2/1099-MISC) organization
below dotted | & & | & S35 | and related
line) g g § % ® é organizations
15) BRETON CLARK MYERS = ____|_40.00]
ASST TREASURER 0 X 266, 325. 0 11, 813.
16) RICKDALEWOCDS | 40.00]
EVP & GENERAL COUNSEL 0 X 660, 377. 0 218, 716.
17) SARAH BARIAN YATES | 40.00]
VP & DEPUTY GENERAL COUNSEL 0 X 418, 655. 0 24, 085.
18) ELLEN SUZANNE DALY __________ | 40.00] ~
VP, NTWRK SVC & PROVDR RELTNS 0 X 355, 8T9. 0 29, 702.
19) CYNTHIA JOINSON | 40.00] \S
EVP, HR 0 X ;@87. 0 13, 306.
20) LAURA MCMILLAN ____ | 40.00]
VP, STRAG C PLANNI NG & DEPLO 0 X N 2, 505. 0 - 38, 488.
21) ROBERT OBRIEN _______________| 40.00] ‘Q
EVP; HEALTH PLAN DI VI SI ON 0 X ( \ 095, 533. 0 21,128.
22) MARK SZALWNSKI | 40.00] 'Q
EVP; GROUP PRACTI CE DI VI SI ON 0 A 894, 105. 0 29, 702.
23) RANDY BARKER | 40.00] (U J
VP, APPLE DI VI SI ON 0 y: X 414, 301. 0 11, 143,
24) DEBCRAH HUNTINGTON | 40.00] <V
VP; SALES 0 X 375, 848. 0 24, 085.
25) ERICLARSON | 39.0¢
VP, GROUP HEALTH RESEARCH | NST l.Q&; X 454, 299. 0 14, 436.
1b Sub-total |, ... ... ..., .. N »| 2,454, 145. 10, 750. 26, 882.
¢ Total from continuation sheets to Part VII, S@A _____________ »| 6,868, 330. 0 383, 624.
d Total (add lineslband1C) « « « « = v v v v N o L 0t e . »| 9,322,475. 10, 750. 410, 506.

2 Total number of individuals (including |ted to those listed above) who received more than $100,000 of

reportable compensation from the org 1157

Yes | No

3 Did the organization list a r officer, director, or trustee, key employee, or highest compensated

employee on line 1a? If "Yes," complete Schedule J for suchindividual . . . . ... ... ... ..., 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 $150,000? If “Yes,” complete Schedule J for such

INIVIAUAL . 4 o e e e e e e e e e e e e e e e e 4 | X
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual

for services rendered to the organization? If “Yes,” complete Schedule J for suchperson . ... ............ 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. Report compensation for the calendar year ending with or within the organization's tax
year.

(A B) ©

Name and business address Description of services Compensation

ATTACHVENT 3

2 Total number of independent contractors (including but not limited to those listed above) who received
more than $100,000 in compensation from the organization » 592

TSA
3E1055 1.000 Form 990 (2013)
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GROUP HEALTH COCPERATI VE 91- 0511770

Form 990 (2013) Page 8
WYl  Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A (B) © (D) E) F)
Name and title Average Position Reportable Reportable Estimated
hours per (do not check more than one compensation | compensation from amount of
week (listany [ DOX, unless person is both an from related other
hours for officer and a director/trustee) the organizations compensation
related |23 219183 |2| organization | (W-2/1099-MISC) from the
organizations |2 | 2|3 | o | B3 2 (W-2/1099-MISC) organization
below dotted 8% o =N - and related
line) g = 3 ) ® 3 organizations
2zl 8] 3
g2 2
Qo
(26) ERNLEFF | _40.00]
VP, CONSULT SPEC & AC SVCS 0 X 411, 968. 0 13, 306.
(127) LAIRAREHRMANN | 20.00]
VP, COVMUNI TY RESPONSI BI LI TY 20. 00 X 379, 951. 0 10, 690.
(1 28) RICHARD EDWARD MAGNUSON | 39.00]
EVP, CH EF FINL & ADM OFFI CER 1.00 X 287, 157. 0 0
__________________________________________ |
O
=
“““““““““““““““““““““““ AN
------------------------------------------ A@
__________________________________________ b
%J
N
D
1b Sub-total, L. N >
c Total from continuation sheets to Part VII, S@A _____________ | 2
d Total (add lineslband1c) . . . . . . . .« N . . . ... o000 0. >
2 Total number of individuals (including b |ted to those listed above) who received more than $100,000 of
reportable compensation from the or 1157
Yes | No

r officer, director, or trustee, key employee, or highest compensated

3 Did the organization list a
employee on line 1a? If "Yes," complete Schedule J for suchindividual . . . . ... ... ... ..., 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 $150,000? If “Yes,” complete Schedule J for such

INIVIAUAL . & . h et e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 4 | X
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule J for suchperson . ... ............ 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. Report compensation for the calendar year ending with or within the organization's tax
year.
(A (B) ©
Name and business address Description of services Compensation
2 Total number of independent contractors (including but not limited to those listed above) who received
more than $100,000 in compensation from the organization »
S
1055 1.000 Form 990 (2013)
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Form 990 (2013)
Part VIl

GROUP HEALTH COCOPERATI VE

91-0511770

Page 9

Statement of Revenue

Check if Schedule O contains a response or note to any line in this Part VI

(GY)
Total revenue

B)
Related or
exempt
function
revenue

©
Unrelated
business
revenue

(D)
Revenue
excluded from tax
under sections
512-514

la

- ® QO O T

Contributions, Gifts, Grants
and Other Similar Amounts

Federated campaigns . . . . . . . . la

Membershipdues . « « « v =« &« 1b

Fundraisingevents . . . . « . . . . 1c

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

1,414, 758.

Government grants (contributions) . . | 1€

37,801, 858.

All other contributions, gifts, grants,

and similar amounts not included above . [_1f

7,086, 470.

Noncash contributions included in lines 1a-1f: $

4, 400.

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

46,

303,

086.

2a

Program Service Revenue
«Q —+~ ®© QO O T

MEDI CARE/ MEDI CAI D PAYMENTS

Business Code

900099

965,

405,

650.

965, 405, 650.

FEES AND CONTRACTS FROM GOV' T AGENCI ES

900099

691,

522,

340.

691, 522, 340.

MEMBER DUES

900099

618,

590,

893.

618, 5904893,

CAPI TATI ON REVENUE

900099

204,

101,

993.

204, ¥01,993.

NON- COVERED ENROLLEE SVC

900099

127,

343,

951.

127,343,951.

All other program service revenue
Total. Addlines2a-2f . . . . . . . . . ...

203,

434,

737.

203, 434, 737.

2,810,

399,

564.

(

6a

o o T

7a

8a

Other Revenue

9a

10a

Investment income (including dividends, interest, and

other similaramounts). . . . . . . . . . ..

Income from investment of tax-exempt bond proceeds . . . >

31, 859, 678.

Royalties

(ii) Personal

Gross rents

Less: rental expenses . . .

Rental income or (loss)

Net rental incomeor(loss) . . . . . ...

(i) Securities

(il) ©tfier

Gross amount from sales of

assets other than inventory | 338, 161, 336.

57898, 461.

Less: cost or other basis

and sales expenses . . . . 339, 766, 410.

1,017, 362.

-1, 605,074

Gain or (loss)

4, 381, 099.

Net gain or (loss)

Gross income from fundraising.

events (not including $

of contributions reported on lin€ 1c).

See Part 1V, line 18
Less: direct expenses
Net income or (loss) from fundraising events .

Gross income from gaming activities.
See Part IV, line 19

Less: direct expenses
Net income or (loss) from gaming activities . .

Gross sales of inventory, less
returns and allowances a

Less: costofgoodssold . . . . . . . .. b
Net income or (loss) from sales of inventory,

2,776, 025.

2,776, 025.

- 140,

607.

-140, 607.

Miscellaneous Revenue

Business Code

12

ADM N CONTRACT

561000

89, 863,

816.

89, 863, 816.

SALES TO MEMBERS

446199

3,

973,

840.

3, 973, 840.

GROUP_HEALTH RESEARCH | NSTI TUTE

541700

801,

832.

801, 832.

All other revenue

Total. Add lines 11a-11d
Total revenue. See instructions

900099

438,

605.

131, 960.

306, 645.

95, 078,

093.

2,986,

275,

839.

2,904, 369, 180.

967, 870.

34, 635, 703.

JSA

3E1051 1.000
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Form 990 (2013) GROUP HEALTH COOPERATI VE 91- 0511770 Page 10
Statement of Functional Expenses
Section 501(c)(3) and 501(c)(4) organizations must complete all columns. All other organizations must complete column (A).

Check if Schedule O contains a response or note to any line in this Part IX

Do not include amounts reported on lines 6b, 7b, Total éﬁgenses Progra(nB1)service Managt(e%)ent and Func(llrja)ising
8b, 9b, and 10b of Part VIII. expenses general expenses expenses
1 Grants and other assistance to governments and
organizations in the United States. See Part IV, line 21 . 0
2 Grants and other assistance to individuals in
the United States. See Part IV, line22., . . . . . 0
3 Grants and other assistance to governments,
organizations, and individuals outside the
United States. See Part IV, lines 15 and 16_ | , . 0
4 Benefits paid toor formembers , ., , . ... .. 0
5 Compensation of current officers, directors,
trustees, and key employees . . . . ... ... 9, 795, 312. 9, 795, 312.
6 Compensation not included above, to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(c)(3)(B) 0
7 Other salaries andwages . . . . . ... ... | 523,876,190.| 296, 236,690.| 227,639, 500.
8 Pension plan accruals and contributions (include section
401(k) and 403(b) employer contributions) . . . . . . 68, 437, 797. 38, 699, 576. 29, 738, 221.
9 Other employeebenefits . . . . . . . . . . .. 13, 333, 041. 7,539, 445. 5, 793, 596.
10 Payrolltaxes « « « « « v v v v u e e 46, 322, 495. 26, 511, 266. 19, 811, 229.
11 Fees for services (non-employees):
a Management ., .. ....... 0
blegal . .......... ... 1, 969, 483. 1, 969, 483.
cAccounting . . ... ... ... ... ..., 947, 820. 947, 820.
dLlobbying . . .. ..., ... ... 785, 173. 785, 173.
e Professional fundraising services. See Part IV, line 17, 0 ) | -
f Investment managementfees , ., ... ... 1, 295, 826. 1, 295, 826.
g Other. (if line 11g amount exceeds 10% of line 25, column
(A) amount, list line 11g expenses on Schedule O.)s + = & & 1' 653’ 165' 185 1’ 561' 635’ 777 91’ 529' 408
12 Advertising and promotion _ , . . . ... ... 3, %65, 167. 147, 184. 3,617, 983.
13 OffiCe eXpenses . . v v v v v v e v v v v e 313,239, 941. | 289, 514, 354. 23, 725, 587.
14 Information technology. . . . . ... ... .. 25, 273, 195. 106, 122. 25,167, 073.
15 Royalties, , . . ... ..o ook 0
16 Occupancy . . . . . . .. ....... . N\ 48, 703, 318. 19, 313, 925. 29, 389, 393.
17 Travel . . N 2, 294, 520. 1,522, 713. 771, 807.
18 Payments of travel or entertainment “expenses
for any federal, state, or local public\officials 0
19 Conferences, conventions, and/meetings , . , . 5,112, 061. 996, 986. 4,115, 075.
20 Interest . . .. .. .....% ..... .. 10, 363, 228. 827. 10, 362, 401.
21 Payments to affiliates. . . . ... .. .. ... 0
22 Depreciation, depletion, and amortization , , _ , 57, 350, 313. 31, 850, 800. 25, 499, 513.
23 INSUFANCE . . . o v e e e e 16, 485, 156. 15, 798, 007. 687, 149.
24 Other expenses. Itemize expenses not covered
above (List miscellaneous expenses in line 24e. If
line 24e amount exceeds 10% of line 25, column
(A) amount, list line 24e expenses on Schedule O.)
2ADM NI STRATI VE/ ACCESS FEES 8,098, 311. 7,352, 588. 745, 723.
pBAD DEBT EXPENSE 15, 260, 551. 840, 146. 14, 420, 405.
<DUES/ LI CENSES/ PERM TS 3, 853, 802. 541, 117. 3,312, 685.
4¢PREM UM AND BUSI NESS TAX 36, 850, 954. 1, 282, 572. 35, 568, 382.
e All other expenses _________________ 1, 506, 135. 609, 115. 897, 020.
25 Total functional expenses. Add lines 1 through 24e 2, 868, 084, 974. 2, 300, 499, 210. 567, 585, 764.
26 Joint costs. Complete this line only if the
organization reported in column (B) joint costs
from a combined educational campaign and
fundraising solicitation. Check here p |:| if
following SOP 98-2 (ASC 958-720) . . . . .. . 0
JSA Form 990 (2013)
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GROUP HEALTH COOPERATI VE 91- 0511770
Form 990 (2013) Page 11
EP@ Balance Sheet
Check if Schedule O contains a response or note to anylineinthisPart X . . ... ... ... .. ........ | ]
(A) (B)
Beginning of year End of year
1 Cash-non-interest-bearing | . . . . . . . ... ... .. 41,794,036.| 1 189, 536, 704.
2 Savings and temporary cashinvestments_ . . . . . . ... ... ... ... 31,748, 248.| 2 22, 343, 469.
3 Pledges and grants receivable, net . . . . ... 6, 790, 364.| 3 8,413, 001.
4 Accounts receivable,net L 93,794, 184.| 4 88,172, 374.
5 Loans and other receivables from current and former officers, directors,
trustees, key employees, and highest compensated employees.
Complete Part Il of Schedule L _ _ . . . . . .. .. .. .. .. .. ... .. 0 5 0
6 Loans and other receivables from other disqualified persons (as defined under section
4958(f)(1)), persons described in section 4958(c)(3)(B), and contributing employers
and sponsoring organizations of section 501(c)(9) voluntary employees' beneficiary
” organizations (see instructions). Complete Part Il of ScheduleL . . . . . . . ... 0 6 0
‘sn‘.) 7 Notes and loans receivable,net . . . . . . . . . ... ... ... ... ... 1,768,945, | 7 823, 474.
2| 8 |Inventoriesforsaleoruse ... .. .. ... ... .. .. ..., 17,957,077.| 8 12,822, 894.
9 Prepaid expenses and deferredcharges . . . .. ... ... ... .. ... 24,491, 412.| 9 19, 381, 216.
10a Land, buildings, and equipment: cost or 5\
other basis. Complete Part VI of Schedule D 10a 1109478948. )
b Less: accumulated depreciation, ., . . ... ... 10b 686, 493, 405. 428,423, 038. |10c 422, 985, 543.
11 Investments - publicly traded securities . . . . . . . .. .. ... 622,)005, 017. | 11 679, 518, 111.
12  Investments - other securities. See Part IV, line 11, . . . . . . . .. .. ... 164, 449, 046. | 12 199, 063, 900.
13 Investments - program-related. See Part IV, line 11 _ . . . . .. .. ... N\ 18, 076, 182.| 13 23, 065, 182.
14 Intangibleassets . . . . . . ... ... ... N Q14 0
15 Other assets. See Part IV, line11 . . . . . .. .. .. .. ......C.\~ 25, 683, 516. | 15 54, 408, 791.
16  Total assets. Add lines 1 through 15 (must equal line 34) . . . N . . 1, 466, 981, 065. | 16 |1, 720, 534, 659.
17  Accounts payable and accrued expenses . . . . . .. .. ... 0N L. 307,174,879.| 17 356, 057, 653.
18 Grantspayable, . . . ... ... ...... ... . .. . 0k L 160, 000. | 18 150, 000.
19 Deferredrevenue | . . ., . ... ... . ... .. AT L. 27,201, 955. | 19 44, 015, 890.
20 Tax-exempt bond liabilites . . . . .. ... ... . L 2N ... 139, 903, 363. | 20 129, 805, 552.
@ |21  Escrow or custodial account liability. Complete Part M, of Schedule D | | | | Q21 0
=]22 Loans and other payables to current andy fofmer officers, directors,
% trustees, key employees, highest compensated employees, and
= disqualified persons. Complete Part Il of Schedde L . . _ . . . . .. ... .. g 22 0
23 Secured mortgages and notes payable tognrelated third parties | | | . . . . g 23 0
24 Unsecured notes and loans payableMotunrelated third parties, | . . . . . . . Q 24 0
25 Other liabilities (including federal income tax, payables to related third
parties, and other liabilities,_fot/Mcluded on lines 17-24). Complete Part X
of Schedule D . . . . . a. NY. . 360,917, 897. | 25 220, 124, 124.
26 Total liabilities. Add lifn€s *&sthrough25. . . . . . . . . ... v v v v v .. 835, 358, 094. | 26 750, 153, 219.
Organizations that follow SFAS 117 (ASC 958), check here » m and
3 complete lines 27 through 29, and lines 33 and 34.
§ 27 Unrestricted netassets _ ... 617, 868, 794. | 27 953, 734, 158.
&|28 Temporarily restricted netassets L. 5, 568, 486. | 28 7,349, 921.
=29 Permanently restrictednetassets. . . . .. .......... .. ... ... 8, 185, 691. | 29 9, 297, 361.
T Organizations that do not follow SFAS 117 (ASC 958), check here P> |:| and
5 complete lines 30 through 34.
,g 30 Capital stock or trust principal, or currentfunds = = . . ... ...... 30
@131 Paid-in or capital surplus, or land, building, or equipment fund . 31
f 32 Retained earnings, endowment, accumulated income, or other funds | 32
2|33 Total net assets or fund balances 631, 622, 971.| 33 970, 381, 440.
34 Total liabilities and net assets/fund balances. . . . . . . v v v v v v v v .. 1, 466, 981, 065. | 34 |1, 720, 534, 659.
Form 990 (2013)
JSA
3E1053 1.000
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GROUP HEALTH COCPERATI VE 91- 0511770

Form 990 (2013) Page 12
Reconciliation of Net Assets
Check if Schedule O contains a response or note to anylineinthisPart Xl .. .................
1 Total revenue (must equal Part VIII, column (A),line 12) . . . . . . v o v o v v v i i i v e 1 2, 986, 275, 839.
2 Total expenses (must equal Part IX, column (A),line25) . . . . . . . v v i vt v i i i e e 2 2,868, 084, 974.
3 Revenue less expenses. Subtractline2fromline 1. . . . . v v v o o v v i ot nh i e e 3 118, 190, 865.
4 Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A)) . . . . . 4 631, 622, 971.
5 Net unrealized gains (losses)oninvestments . . . . . . . . . o i i h i h s e 5 20, 606, 576.
6 Donated services and use of facilities . . . . . . . . . o L L L e e e e e 6 0
7 Investment eXpensSesS . « v v vt v v b h ke e e e e e e e e e e e e e e e e e e e e s 7 0
8 Priorperiodadjustments . . . . . . . L L e e e s e e e e e 8 0
9 Other changes in net assets or fund balances (explainin Schedule O) . . . . . . . ... ... ... 9 199, 961, 028.
10 Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line
33, COUMN (B)) & v v v v e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 10 970, 381, 440.
m Financial Statements and Reporting
Check if Schedule O contains a response or note to any lineinthisPartXIl . . .. ............... [ ]
Yes | No
1 Accounting method used to prepare the Form 990: |:| Cash Accrual |:| Other
If the organization changed its method of accounting from a prior year or checked "Qther," explain in
Schedule O.
2a Were the organization's financial statements compiled or reviewed by an independentraecountant? 2a X

If "Yes," check a box below to indicate whether the financial statements for theyear were compiled or
reviewed on a separate basis, consolidated basis, or both:

|:| Separate basis |:| Consolidated basis |:| Both consolidated ‘and separate basis

b Were the organization's financial statements audited by an independent acceuntant? . . . .. ... ... ... 2b | X
If "Yes," check a box below to indicate whether the financial statements)for the year were audited on a
separate basis, consolidated basis, or both:
|:| Separate basis Consolidated basis |:| Both conselidated and separate basis

¢ 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 statemefits/and selection of an independent accountant? 2c | X
If the organization changed either its oversight process or selection process during the tax year, explain in
Schedule O.

3a As aresult 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-133 2 i . & . L i i i i e s s s e s e e s i s e s s s s 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. 3p | X

Form 990 (2013)

JSA
3E1054 1.000

2176FT 1783 10/31/2014 11:01:40 AM V 13-7.5F 1138282 PACGE 14



SCHEDULE A Public Charity Status and Public Support | oM No. 1545-0047

(Form 990 or 990-EZ) Complete if the organization is a section 501(c)(3) organization or a section 2@ 1 3
4947(a)(1) nonexempt charitable trust.

Department of the Treasury P Attach to Form 990 or Form 990-EZ. ) Open to Public
Internal Revenue Service P Information about Schedule A (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
GROUP HEALTH COOPERATI VE 91- 0511770

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.)

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

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

A hospital or a cooperative hospital service organization described in section 170(b)(1)(A)(iii).

A medical research organization operated in conjunction with a hospital described in section 170(b)(1)(A)(iii). Enter the

hospital's name, city, and state: =~~~

An organization operated for the benefit of a college or university owned or operated by a governmental unit described in

section 170(b)(1)(A)(iv). (Complete Part I1.)

A federal, state, or local government or governmental unit described in section 170(b)(1)(A)(v).

An organization that normally receives a substantial part of its support from a governmental unit or from the general public

described in section 170(b)(1)(A)(vi). (Complete Part Il.)

A community trust described in section 170(b)(1)(A)(vi). (Complete Part II.)

An organization that normally receives: (1) more than 331/3 % of its support fromgeenttibutions, membership fees, and gross

receipts from activities related to its exempt functions - subject to certain exceptions, and (2) no more than 331/3 % of its

support from gross investment income and unrelated business taxable income (less section 511 tax) from businesses

acquired by the organization after June 30, 1975. See section 509(a)(2). (€omplete Part 1Il.)

An organization organized and operated exclusively to test for public safety=See section 509(a)(4).

An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the

purposes of one or more publicly supported organizations deseribed=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 |:| Typell ¢ |:| Type lll-Funationally integrated d |:| Type lll-Non-functionally integrated

e |:| By checking this box, | certify that the organization is nét gontfolled directly or indirectly by one or more disqualified persons
other than foundation managers and other than ones/Gr more publicly supported organizations described in section 509(a)(1)
or section 509(a)(2).

f If the organization received a written determination from the IRS that it is a Type I, Type Il, or Type Il supporting
organization, check this box N L L L
g Since August 17, 2006, has the organization\aecepted any gift or contribution from any of the
following persons?
(i) A person who directly or indireetly=eontrols, either alone or together with persons described in (ii) and Yes | No
(ii) below, the governing body of the supported organization? = . . . . . . . ... ... ...... 119()
(i) Afamily member of a persomdescribed in (i) above? . L 11g(ii)
(iii) A 35% controlled entity of a’person described in (i) or (i) above? . . . ... .. ... ... ... 11g(iii)
h Provide the following infrmation about the supported organization(s).
(i) Name of supported (i) EIN (iii) Type of organization (iv) Is the (v) Did you notify (vi) Is the (vii) Amount of monetary
organization (described on lines 1-9 organizationin | the organization | organization in support
above or IRC section Cgtr(')gf;fﬂr:” in col. (i) of your | col. (i) organized
(see instructions)) Y e support? inthe U.S.?
Yes No Yes No Yes No
(A)
B
©
(D)
(E)
Total
For Paperwork Reduction Act Notice, see the Instructions for Schedule A (Form 990 or 990-EZ) 2013

Form 990 or 990-EZ.

JSA
3E1210 1.000
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GROUP HEALTH COCPERATI VE 91- 0511770

Schedule A (Form 990 or 990-EZ) 2013 Page 2
Support Schedule for Organizations Described in Sections 170(b)(1)(A)(iv) and 170(b)(1)(A)(vi)

(Complete only if you checked the box on line 5, 7, or 8 of Part | or if the organization failed to qualify under
Part lll. If the organization fails to qualify under the tests listed below, please complete Part IIl.)

Section A. Public Support

Calendar year (or fiscal year beginning in) P> (a) 2009 (b) 2010 (c) 2011 (d) 2012 (e) 2013 (f) Total

1

Gifts, grants, contributions, and
membership fees received. (Do not
include any "unusual grants.") . . . . . .

2  Tax revenues levied for the
organization's benefit and either paid
to or expended onitsbehalf . . . . . . .
3 The value of services or facilities
furnished by a governmental unit to the
organization without charge . . . . . . .
4  Total. Add lines 1 through 3. . . . . ..
The portion of total contributions by
each person (other than a
governmental unit or publicly 4
supported organization) included on
line 1 that exceeds 2% of the amount Q
shown on line 11, column (f). . . . . . . N
6 Public support. Subtract line 5 from line 4. e\ )
Section B. Total Support
Calendar year (or fiscal year beginning in) P> (a) 2009 (b) 2010 (c) 20 (d) 2012 (e) 2013 (f) Total
7 Amounts fromline4 ... .......
8 Gross income from interest, dividends,
payments received on securities loans,
rents, royalties and income from similar
Sources -----------------
9 Net income from unrelated business
activities, whether or not the business
isregularly carriedon . . . . . . . ...
10 Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPartIV.) « .« . v v v v v v
11  Total support. Add lines 7 through 10 . . \\
12  Gross receipts from related activities, etc. (see ifistruations) . . . . . .« . . v o o oo o0 e 12
13 First five years. If the Form 990 is for the™®rganization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check thisboxand stop hereh, . o\ v @ v v v v i v v v e e e e e e e e e e e e e e e e e e e e e e e e s » I:I
Section C. Computation of Public‘Support Percentage
14  Public support percentage fog 2013 (line 6, column (f) divided by line 11, column (f)) . . ... . .. 14 %
15 Public support percentage/from*2012 Schedule A, Part Il line 14, . . . ... .. ... ... .. .. 15 %
16a 331/3% support test - 2018, If the organization did not check the box on line 13, and line 14 is 331/3 % or more, check
this box and stop here. The organization qualifies as a publicly supported organization ., . .. ... ............. 4
b 331/3% support test - 2012. If the organization did not check a box on line 13 or 16a, and line 15 is 331/3 % or more,
check this box and stop here. The organization qualifies as a publicly supported organization. . . ... ........... 4
17a 10%-facts-and-circumstances test - 2013. If the organization did not check a box on line 13, 16a, or 16b, and line 14 is
10% or more, and if the organization meets the "facts-and-circumstances" test, check this box and stop here. Explain in
Part IV how the organization meets the "facts-and-circumstances” test. The organization qualifies as a publicly supported
OTgaNIZAtION . | . . it i it e e e e e e e e e e e e e e e e e e e e e e e >
b 10%-facts-and-circumstances test - 2012. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line
15 is 10% or more, and if the organization meets the "facts-and-circumstances" test, check this box and stop here.
Explain in Part IV how the organization meets the "facts-and-circumstances" test. The organization qualifies as a publicly
supported Organization , | . . . . . . . . e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e >
18 Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see
INStIUCHONS L L L L . L it it i e e e e e e e e e e e e e e e e e e e e e e e e e e e e [ |
Schedule A (Form 990 or 990-EZ) 2013
JSA

3E1220 1.000
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GROUP HEALTH COCPERATI VE

Schedule A (Form 990 or 990-EZ) 2013
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 Il.
If the organization fails to qualify under the tests listed below, please complete Part I1.)

91- 0511770

Page 3

Section A. Public Support

Calendar year (or fiscal year beginning in) P

1

7a

Gifts, grants, contributions, and membership fees
received. (Do not include any "unusual grants.")
Gross receipts from admissions, 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 its behalf | _ . . .
The value of services or facilities
furnished by a governmental unit to the
organization without charge
Total. Add lines 1 through 5
Amounts included on lines 1, 2, and 3

received from disqualified persons . . . .
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 for the year

Add lines7aand7b. . . . . . . .. .
Public support (Subtract line 7c from
liNEBG.) v v v v v v i e i e e e e

(a) 2009

(b) 2010

(c) 2011

(d) 2012

(e) 2013

(f) Total

C

Section B. Total Support

Calendar year (or fiscal year beginning in) P

9
10a

11

12

13

14

Amounts fromline6. . . .. ... ...
Gross income from interest, dividends,
payments received on securities loans,
rents, royalties and income from similar
SOUMCES . v + v v v + s s s = = = = = = &«

Unrelated business taxable income (less
section 511 taxes) from businesses
acquired after June 30, 1975
Add lines 10a and 10b

Net income from unrelated husiness
activities not included in Jine\10b,
whether or not the business'is segularly
carriedon = « = & s & o w s 2l s ow o=

Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPartIV.) , ... .......
Total support. (Add lines 9, 10c, 11,
and 12.)

(a) 2009

(5),20.1,0

(c) 2011

(d) 2012

(e) 2013

(f) Total

First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)

organization, check this box and stop here

Section C. Computation of Public Support Percentage

15 Public support percentage for 2013 (line 8, column (f) divided by line 13, column (f)) . . . . . . . . . ... 15 %
16 Public support percentage from 2012 Schedule A, Partlll, line15. . . . . . . . v o v v v v i v v v 0 v w v s 16 %
Section D. Computation of Investment Income Percentage
17  Investment income percentage for 2013 (line 10c, column (f) divided by line 13, column (f)) , . . . . ... .. 17 %
18 Investment income percentage from 2012 Schedule A, Partlll, line17 . . . . . . . . . . . v v v v+ .. 18 %
19a 331/3% support tests - 2013. If the organization did not check the box on line 14, and line 15 is more than 331/3 %, and line

17 is not more than 331/3 %, check this box and stop here. The organization qualifies as a publicly supported organization | 2 |:|

b 331/3% support tests - 2012. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 331/3 %, and

line 18 is not more than 331/3 %, check this box and stop here. The organization qualifies as a publicly supported organization | 2
20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions | 2 ’:'
JSA

3E1221 1.000

2176FT 1783 10/31/2014 11:01:40 AM V 13-7.5F
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GROUP HEALTH COCPERATI VE 91- 0511770
Schedule A (Form 990 or 990-EZ) 2013 Page 4

Supplemental Information. Provide the explanations required by Part II, line 10; Part Il, line 17a or 17b;
and Part lll, line 12. Also complete this part for any additional information. (See instructions).

JSA Schedule A (Form 990 or 990-EZ) 2013

3E1225 2.000
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Schedu
(Form 990,
or 990-PF)

Department of the Treasury

Internal Reve

le B Schedule of Contributors

OMB No. 1545-0047

990-EZ,

P Information about Schedule B (Form 990, 990-EZ, or 990-PF) and its instructions is at www.irs.gov/form990.

nue Service

» Attach to Form 990, Form 990-EZ, or Form 990-PF. 2@13

Name of th

GROUP HEALTH COCPERATI VE

e organization

91-0511770

Employer identification number

Organization type (check one):

Filers of: Section:

Form 990 or 990-EZ 501(c)( 3 ) (enter number) organization
|:| 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 privatexfoundation
|:| 501(c)(3) taxable private foundation

Check if your organization is covered by the General Rule or a Special Rule.

Note. Only a section 501(c)(7), (8), or (10) organization can check boxes for botfhrthe General Rule and a Special Rule. See
instructions.

General Rule

[]

For an organization filing Form 990, 990-EZ, or 990-RF that received, during the year, $5,000 or more (in money or
property) from any one contributor. Complete Rarts Land II.

Special Rules

[]

For a section 501(c)(3) organization¥iling’Form 990 or 990-EZ that met the 33 1/3 % support test of the regulations
under sections 509(a)(1) and 170(b)(4)(A)(vi) and received from any one contributor, during the year, a contribution of
the greater of (1) $5,000 or, (2)/2% of the amount on (i) Form 990, Part VIII, line 1h, or (ii) Form 990-EZ, line 1.
Complete Parts | and Il.

For a section 501(c)(7)a(8), or (10) organization filing Form 990 or 990-EZ that received from any one contributor,
during the year, total contributions of more 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 |, II, and Ill.

For a section 501(c)(7), (8), or (10) organization filing Form 990 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 total to more than $1,000. If this box is checked, enter here the total contributions that were received during the
year for an exclusively 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 during the year > 3

Caution. An organization that is not covered by the General Rule and/or the Special Rules does not file Schedule B (Form 990,
990-EZ, or 990-PF), but it must answer "No" on Part 1V, line 2, of its Form 990; or check the box on line H of its Form 990-EZ or on its

Form 990

-PF, Part |, line 2, to certify that it does not meet the filing requirements of Schedule B (Form 990, 990-EZ, or 990-PF).

For Paperw

JSA
3E1251 1.000

21

ork Reduction Act Notice, see the Instructions for Form 990, 990-EZ, or 990-PF. Schedule B (Form 990, 990-EZ, or 990-PF) (2013)

76FT 1783 10/31/2014 11:01:40 AM V 13-7.5F 1138282
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Schedule B (Form 990, 990-EZ, or 990-PF) (2013)

Page 2

Name of organization GROUP HEAL TH COOPERATT VE Employer identification number
91- 0511770
Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
__ !- R Person
Payroll
__________________________________________ $____30,223,558. | Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
__ _2 R Person
4 Payroll
__________________________________________ $_______2L_2§QQZ'_ Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
)]
(a) (b) © (d)
No. Name, address, and ZIP + 4 T ntributions Type of contribution
( )\
3 \ Person
)<\ Payroll
______________________________________ ()]s 2932695 | Noncash
@ (Complete Part Il for
_________________________________ h Y A noncash contributions.)
£ N
(a) (b) (c) (d)
No. Name, address, and ZIP. Total contributions Type of contribution
N\
. f’ N C_) ______________ Person
\ Payroll
___________________ V_________________ $______1,836,403. | noncash
@ (Complete Part Il for
________________ e e noncash contributions.)
D
(2) N (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- _5 R Person
Payroll
__________________________________________ $______1,760,668. | nNoncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- _6 R Person
Payroll
__________________________________________ $______1,401,479. | nNoncash
(Complete Part Il for
__________________________________________ noncash contributions.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2013)
3E1253 1.000

2176FT 1783 10/31/2014 11:01:40 AM V 13-7.5F

1138282
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Schedu

le B (Form 990, 990-EZ, or 990-PF) (2013)

Page 2

Name of organization

GROUP HEALTH COOPERATIT VE

Employer identification number

91-0511770

Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.

(@

(b)

(©)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
__ _7 R Person
Payroll
__________________________________________ $______1,178,550. | nNoncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
__ _8 R Person
4 Payroll
__________________________________________ $ ______}nggii'_ Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
)]
(a) (b) © (d)
No. Name, address, and ZIP + 4 T ntributions Type of contribution
o)
S )< \ Person
N Payroll
______________________________________ Q_) $________________ | Noncash
(Complete Part Il for
_________________________________ N noncash contributions.)
7~
(a) (b) (c) (d)
No. Name, address, and ZIP. Total contributions Type of contribution
N\
e | e __ G) ______________ Person
\ Payroll
___________________ V_________________ $ _______________ | Noncash
@ (Complete Part Il for
________________ e e noncash contributions.)
D
(a) N o (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
e Person
Payroll
__________________________________________ S Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
e | Person
Payroll
__________________________________________ S Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2013)
3E1253 1.000

2176FT 1783 10/31/2014 11:01:40 AM V 13-7.5F

1138282
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Schedule B (Form 990, 990-EZ, or 990-PF) (2013)

Page 3

Name of organization

GROUP HEALTH COOPERATI VE

Employer identification number

91-0511770

Noncash Property (see instructions). Use duplicate copies of Part Il if additional space is needed.

(a) No.
from
Part |

(b)

Description of noncash property given

(c)
FMV (or estimate)
(see instructions)

(d)

Date received

_____________________________________________ R S
(a) No. (c)
‘ (b) . (d)
rom Description of noncash pr rty given FMV (or estimate) Date received
Part | escription of noncash property give (see instructions) ereceive
4
_____________________________________________ S = S

(a) No.
from
Part |

(b)

Description of noncash property given

4
(c)
) FMV (or estimate)

(see instructions)

(d)

Date received

________________________________ R S
7~ \
(a) No. o) " © @
from Description of noncash pr ty given FMV (or estimate) Date received
Part | escription ot no (s.p ygive (see instructions) ereceie
L Y
_______________________ &~
............... S e |
yo)
(2) No. X N © @
from Description of noncash pr rty given FMV (or estimate) Date received
Part | escription of noncash property give (see instructions) ereceie
_____________________________________________ R S
(a) No. ()
‘ (b) : (d)
rom Description of noncash pr rty given FMV (or estimate) Date received
Part | escription of noncash property give (see instructions) e receive
_____________________________________________ R S

JSA
3E1254 1.000

2176FT 1783 10/31/2014 11:01:40 AM V 13-7.5F

Schedule B (Form 990, 990-EZ, or 990-PF) (2013)
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Schedule B (Form 990, 990-EZ, or 990-PF) (2013)

Page 4

Name of organization GROUP HEALTH COOPERATI VE

Employer identification number

91-0511770

Exclusively religious, charitable, etc., individual contributions to section 501(c)(7), (8), or (10) organizations
that total more than $1,000 for the year. Complete columns (a) through (e) and the following line entry.

For organizations completing Part lll, enter the total of exclusively religious, charitable, etc.,
contributions of $1,000 or less for the year. (Enter this information once. See instructions.) » $

Use duplicate copies of Part Il if addit

ional space is needed.

(a) No.
from
Part |

(b) Purpose of gift

(c) Use of gift

(e) Transfer of gift

Transferee's name, address, and ZIP + 4

Relationship of transferor to transferee

(a) No.
from
Part |

Transferee's name, address, and ZIP + 4

C

(e) Trans&r\w

Relationship of transferor to transferee

(a) No.
from
Part |

(a) No.
from
Part |

(e) Transfer of gift

Transferee's name, address, and ZIP + 4

Relationship of transferor to transferee

JSA
3E1255 1.000
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SCHEDULE C Political Campaign and Lobbying Activities OMB No. 1545-0047

(Form 990 or 990-EZ)

For Organizations Exempt From Income Tax Under section 501(c) and section 527

2013

P Complete if the organization is described below. P Attach to Form 990 or Form 990-EZ. Open to Public
Department of the Treasury P See separate instructions. P Information about Schedule C (Form 990 or 990-EZ) and its P .
Inspection

Internal Revenue Service instructions is at www.irs.gov/form990.
If the organization answered "Yes," to Form 990, Part IV, line 3, or Form 990-EZ, Part V, line 46 (Political Campaign Activities), then

® Section 501(c)(3) organizations: Complete Parts I-A and B. Do not complete Part I-C.
® Section 501(c) (other than section 501(c)(3)) organizations: Complete Parts I-A and C below. Do not complete Part I-B.
® Section 527 organizations: Complete Part I-A only.
If the organization answered "Yes," to Form 990, Part IV, line 4, or Form 990-EZ, Part VI, line 47 (Lobbying Activities), then

® Section 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)): Complete Part II-A. Do not complete Part 11-B.
® Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)): Complete Part 1I-B. Do not complete Part II-A.

If the organization answered "Yes," to Form 990, Part IV, line 5 (Proxy Tax) or Form 990-EZ, Part V, line 35c¢ (Proxy Tax), then
® Section 501(c)(4), (5), or (6) organizations: Complete Part III.

Name of organization Employer identification number

GROUP HEALTH COCPERATI VE 91-0511770

EYAMY Complete if the organization is exempt under section 501(c) or is a section 527 organization.

1 Provide a description of the organization's direct and indirect political campaign activities in Part |V.
2 Political expenditures., . . . . . . ... L e e e e e > 5

3 Volunteerhours, , . . . . .. ... .. ittt DL

Complete if the organization is exempt under section 501(c)(3).

1 Enter the amount of any excise tax incurred by the organization under section 495§, .1\ . . . > $
2 Enter the amount of any excise tax incurred by organization managers under section4955 , . » $
3 If the organization incurred a section 4955 tax, did it file Form 4720 for thisyear?®» . . . ... ... ...... Yes No
4a Was acorrectionmade? . . . . . .. ... e e e Yes No
b If "Yes," describe in Part IV.
Part I-C Complete if the organization is exempt under section 501(c), except section 501(c)(3).
1 Enter the amount directly expended by the filing organization for section 527 exempt function
activities, . . ... ... e T > S
2 Enter the amount of the filing organization's funds contributedvto other organizations for section
527 exempt function activities, , . ., . . ... ... L L e e e > $
3 Total exempt function expenditures. Add lines 14and 2. Enter here and on Form 1120-POL,
line17b . . . ST L »$
4 Did the filing organization file Form 1120-POL fonthisyear? . . . . . . . . . . . . . . . i i v i e i e . |_, Yes |_, No

5 Enter the names, addresses and employeridentification number (EIN) of all section 527 political organizations to which the filing
organization made payments. For each ‘erganization listed, enter the amount paid from the filing organization's funds. Also enter
the amount of political contributionsereceived that were promptly and directly delivered to a separate political organization, such
as a separate segregated fund or apelitical action committee (PAC). If additional space is needed, provide information in Part IV.

(a) Name (b) Address (c) EIN (d) Amount paid from (e) Amount of political

filing organization's contributions received and
funds. If none, enter -0-. promptly and directly
delivered to a separate
political organization. If
none, enter -0-.

1)

2

(3)

4)

(5)

(6)

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule C (Form 990 or 990-EZ) 2013

JSA

3E1264 1.000
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Schedule C (Form 990 or 990-EZ) 2013 GROUP HEALTH COOPERATI VE 91- 0511770 Page 2

HWHIPY Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election under
section 501(h)).

A Check | | if the filing organization belongs to an affiliated group (and list in Part IV each affiliated group member's
name, address, EIN, expenses, and share of excess lobbying expenditures).

B Check >|:| if the filing organization checked box A and "limited control" provisions apply.

Limits on Lobbying Expenditures (a) Filing (b) Affiliated
(The term "expenditures" means amounts paid or incurred.) organization's totals group totals
la Total lobbying expenditures to influence public opinion (grass roots lobbying). . . . .
b Total lobbying expenditures to influence a legislative body (direct lobbying) . . . . . . 840, 359.
¢ Total lobbying expenditures (add lines 1aand1b) , . . . . ... ... ...+ .. ... 840, 359.
d Other exempt purpose expenditures . . . . . . . . v v v v b ot e e e 2,867, 244, 615.
e Total exempt purpose expenditures (add lines 1icand1d), , . .. ........... 2,868, 084, 974.
f Lobbying nontaxable amount. Enter the amount from the following table in both
columns. 1, 000, 000.
If the amount on line 1e, column (a) or (b) is:| The lobbying nontaxable amount is:
Not over $500,000 20% of the amount on line 1e.

Over $500,000 but not over $1,000,000 $100,000 plus 15% of the excess over $500,000.
Over $1,000,000 but not over $1,500,000 |$175,000 plus 10% of the excess over $1,000,000. !

Over $1,500,000 but not over $17,000,000 |$225,000 plus 5% of the excess over $1,500,000.

Over $17,000,000 $1,000,000.
g Grassroots nontaxable amount (enter 25% of line 1f) , , . . .. ... ......... 250, 000.
h  Subtract line 1g from line 1a. If zeroorless,enter-0- , . . . . . . .. ... ... . o 0 0
i Subtract line 1f from line 1c. If zeroor less, enter-0- . . . . . . . . . . . . ... K. . 0 0
i If there is an amount other than zero on either line 1h or line 1i, did theNorganization file Form 4720
reporting section 4911 taxforthisyear? . . . . . . . @ i i i i i i i it e s e e Yes |:| No

4-Year Averaging Period Undeg Section 501(h)
(Some organizations that made a section 501(h) elegtion'do not have to complete all of the five
columns below. See the instructionsf0r lines 2a through 2f on page 4.)

Lobbying Expenditures During=4-Year Averaging Period

Calendar year (or fiscal year

beginning in) (a) 2010 () 2011 (c)2012 (d) 2013 (e) Total

2a Lobbying nontaxable amount

1, 000, 000w 1, 000, 000. 1, 000, 000. 1, 000, 000. 4, 000, 000.
b Lobbying ceiling amount
(150% of line 2a, column (e)) \C) 6, 000, 000.

Cc Total lobbying expenditures

887, 298. 811, 312. 935, 937. 840, 359. 3,474, 906.

d Grassroots nontaxable amount 250, 000. 250, 000. 250, 000. 250,000.| 1,000, 000.
e Grassroots ceiling amount

(150% of line 2d, column (e)) 1, 500, 000.

f Grassroots lobbying expenditures

Schedule C (Form 990 or 990-EZ) 2013

JSA
3E1265 1.000
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GROUP HEALTH COCPERATI VE 91- 0511770
Schedule C (Form 990 or 990-EZ) 2013 Page 3

EWHIE=0 Complete if the organization is exempt under section 501(c)(3) and has NOT filed Form 5768
(election under section 501(h)).

(@ (b)

For each "Yes," response to lines la through 1li below, provide in Part IV a detailed
description of the lobbying activity. Yes | No Amount

1 During the year, did the filing organization attempt to influence foreign, national, state or local
legislation, including any attempt to influence public opinion on a legislative matter or
referendum, through the use of:

a Volunteers?

b  Paid staff or ﬁwén'a'gén:me'nt'(ihc':hjd;a 'cc')rﬁp'eﬁs'at'ic;n in e'xf)e'ns'e's 're'pc.:)rie'd on lines 1'c'tr'1r¢:')u'g'h 1|)'7

c Medla advertlsements'; ----------------------------------------

d Mailings to members, legislators, or the public?

e Publications, or published or broadcast statemeht.s?' .....................

f  Grants to other organizations for lobbying purposes?

g Direct contact with legislators, their staffs, government officials, or a legislative body?

h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means?

I Other aCtIVItIeS? -------------------------------------------

j Total Addlines Tcthrough 1i . . . ... ... ... . . -
2a Did the activities in line 1 cause the organization to be not described in section 501(c)(3)? ¢ ) .

b If "Yes," enter the amount of any tax incurred under section4912 . . . . . . .. ../ \.

C If "Yes," enter the amount of any tax incurred by organization managers under section, 4912

d If the filing organization incurred a section 4912 tax, did it file Form 4720 for this year?% . . . .
Complete if the organization is exempt under section 501(c)(4), sé€ction 501(c)(5), or section

501(c)(6).
Yes | No

1  Were substantially all (90% or more) dues received nondeductible by members? 1
2 Did the organization make only in-house lobbying expenditures of $2,000 or less?” =TTt 2
3 Did the organization agree to carry over lobbying and political eXpenditures from the p'ribr'yéa'r?' 3

Complete if the organization is exempt undet section 501(c)(4), section 501(c)(5), or section
501(c)(6) and if either (a) BOTH Part llI-AdThes A and 2, are answered "No," OR (b) Part Ill-A, line 3, is
answered "Yes."

1  Dues, assessments and similar amounts from members™ J. . . L 1

Section 162(e) nondeductible lobbying and, political expenditures (do not include amounts of
political expenses for which the section 527(f) YaxX*was paid).

a Currentyear . | . L b e 2a
Carryover from lastyear . 0 N e 2b

C TOtaI -------------------------------------------------------- 20
3 Aggregate amount reported in sg6tion$033(e)(1)(A) notices of nondeductible section 162(e) dues | _ . . | 3

4 If notices were sent and theqameunt on line 2c exceeds the amount on line 3, what portion of the
excess does the organizatiénjagree to carryover to the reasonable estimate of nondeductible lobbying
and political expenditure next year? 4

5  Taxable amount of lobbying and political expenditures (see instructions) . . . . ... ... ... ... .. 5
Supplemental Information

Provide the descriptions required for Part I-A, line 1; Part I-B, line 4; Part I-C, line 5; Part II-A (affiliated group list); Part II-A, line 2; and
Part 1I-B, line 1. Also, complete this part for any additional information.

JSA Schedule C (Form 990 or 990-EZ) 2013
3E1266 1.000
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GROUP HEALTH COCPERATI VE 91- 0511770

Schedule C (Form 990 or 990-EZ) 2013 Page 4
g\  Supplemental Information (continued)

JSA Schedule C (Form 990 or 990-EZ) 2013
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SCHEDULE D Supplemental Financial Statements OMB No. 1545-0047

(Form 990) » Complete if the organization answered "Yes," to Form 990, 2@ 1 3
Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11c, 11d, 11e, 11f, 12a, or 12b.

Department of the Treasury P Attach to Form 990.

Internal Revenue Service P Information about Schedule D (Form 990) and its instructions is at www.irs.gov/form990. Inspection

Name of the organization Employer identification number

GROUP HEALTH COOPERATI VE 91-0511770

Organizations Maintaining Donor Advised Funds or Other Similar 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

Total number atendofyear . . .........
Aggregate contributions to (during year)
Aggregate grants from (during year). . . .. ..
Aggregate value atendofyear. . . . ... ...
Did the organization inform all donors and donor advisors in writing that the assets held in donor advised
funds are the organization's property, subject to the organization's exclusive legalcontrol? . . . ... ... .. |:| Yes |:| No
6 Did the organization inform all grantees, donors, and donor advisors 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 impermissible private benefit? . . . . . L L 0 0 0 e e e e e e e e e |:| Yes |:| No
Conservation Easements. Complete if the organization answered "Yes" to Rérm 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.

a b~ WON B

Held at the End of the Tax Year
a Total number of conservationeasements . . . . . . . .. ... s+ Nt it e e 2a
b Total acreage restricted by conservatoneasements . . . ... L. . L .. ... ... .... 2b
¢ Number of conservation easements on a certified historic stfugtur€includedin(a). . . . . . 2c
d Number of conservation easements included in (c) acquifed aftér 8/17/06, and not on a
historic structure listed in the National Register. . . /. %. . . . . . . . . v o v v v v v 2d
3 Number of conservation easements modified, transfefred, released, extinguished, or terminated by the organization during the
taxyear » _________________

4  Number of states where property subject to_conservation easementis located » _________________
5 Does the organization have a written policy regarding the periodic monitoring, inspection, handling of

violations, and enforcement of the conservation easementsitholds? . . ... ... ... ... ... ... |:| Yes |:| No
6 Staff and volunteer hours devoted @ monitoring, inspecting, and enforcing conservation easements during the year

» _ ________
7 Amount of expenses incurredsin monitoring, inspecting, and enforcing conservation easements during the year

»s __ L)

8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B
(i) and section 170(h)(4)(B)(i)? , | . . . . . . i e e e

9 In Part XIIl, 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 I Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered "Yes" to Form 990, Part IV, line 8.

la |If the or?anization 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 XllI, the text of the footnote to 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 . . . . v ¢ v v v i i v v e e e e e e e e e e | g
(ii) Assets included in Form 990, Part X . . . v v v o i v it e e e e e e e e e e e e e e e e e e s »s_

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

a Revenuesincluded in Form 990, Part VIl ine 1 . . . . . . . v v v v v vt e e e e e e e e e e e e e e > _
b Assetsincluded in Form 990, Part X . . . . . . . ¢ i i i i i it e e e e e e e e e e e e e e e e s » 3
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2013
JSA
3E1268 2.000
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GROUP HEALTH COCPERATI VE 91- 0511770

Schedule D (Form 990) 2013 Page 2
*EIsdlll 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
b Scholarly research e
Preservation for future generations
4 Provide a description of the organization's collections and explain how they further the organization's exempt purpose in Part

XIII.
5 During the year, did the organization solicit or receive donations of art, historical treasures, or other similar

Loan or exchange programs
Other

EI Yes EI No

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

la Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
inCIUded On Form 990’ Part X? --------------------------------------------
b If "Yes," explain the arrangement in Part XIll and complete the following table:

Amount
¢ Beginningbalance . . . . . . .. . o e e e e e e e s 1c
d Additions duringtheyear . ... ... ... i i e 1d
e Distributionsduringtheyear. . . . . . . . . o o i i o e e le
f Endingbalance . . . . . . . . . o L e s e e e 1f

2a Did the organization include an amount on Form 990, Part X, line 21? |_, Yes | | No
b If "Yes," explain the arrangement in Part XIll. Check here if the explanation ha§*been provided inPart XIIl, _ . . . . . ..

Endowment Funds. Complete if the organization answered("Yes"to Form 990, Part IV, line 10.
(a) Current year (b) Prior yeap (c) Two years back (d) Three years back

(e) Four years back

la Beginning of year balance . . . .

b Contributions . . . .. ... ...
Net investment earnings, gains,

andlosses. . . . . ... ...

d Grants or scholarships . . . ...
Other expenditures for facilities

and programs . . . . . . . . ...

Administrative expenses . . . . .

g End of yearbalance. . ... ...

2 Provide the estimated percentage of the ‘eurrent year end balance (line 1g, column (a)) held as:

a Board designated or quasi-endowment p %
Permanent endowment p G-~
¢ Temporarily restricted endowmeht p/ %

The percentages in lines 2a72byand 2c¢ should equal 100%.
3a Are there endowment funds¢not in the possession of the organization that are held and administered for the
organization by: Yes | No
(i) unrelated organizations. . . . . . . . . . L .. e e e e e e e e e e e e e e e e e 3a(i)
(ii) related Organizations . . . . . . .. ...ttt e e e e e 3a(ii)
b If "Yes" to 3a(ii), are the related organizations listed as required on Schedule R? , . . . . ... ... ....... 3b
4 Describe in Part XllI the intended uses of the organization's endowment funds.

=FTsavll Land, Buildin%s, and Equipment. . .
Complete if the organization answered "Yes" to Form 990, Part IV, line 11a. See Form 990, Part X, line 10.
Description of property (a) Cost or other basis (b) Cost or other basis (c) Accumulated (d) Book value
(investment) (other) depreciation
la Land. -« v v v v v i e 28, 297, 754. 28, 297, 754.
b Buildings + .« .« 582, 730, 210. |298, 635, 181. 284, 095, 029.
¢ Leasehold improvements. . . . . . . . ..
d Equipment . .. ....... 0000 484, 290, 848. |387, 858, 224. 96, 432, 624.
e Other . . . ... v i v it 14,160, 136. 14, 160, 136.
Total. Add lines 1a through 1e. (Column (d) must equal Form 990, Part X, column (B), line 10(c).). . . . . . » 422,985, 543.
Schedule D (Form 990) 2013
JSA
3E1269 2.000
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GROUP HEALTH COOPERATI VE 91- 0511770
Schedule D (Form 990) 2013 Page 3
Investments - Other Securities.
Complete if the organization answered "Yes" to Form 990, Part IV, line 11b. See Form 990, Part X, line 12.

(a) Description of security or category (b) Book value (c) Method of valuation:
(including name of security) Cost or end-of-year market value
(1) Financial derivatives , . . .. ... ......... 3, 503, 456. ATTACHVENT 1
(2) Closely-held equity interests . , . . . ... ..... 194, 923, 044. ATTACHVENT 2
3 other_
__WWONE HEALTHPORT 637, 400. cosT
L
e
e
...
B
..
(H)
Total. (Column (b) must equal Form 990, Part X, col. (B) line 12.) P> 199, 063, 900.
Investments - Program Related.
Complete if the organization answered "Yes" to Form 990, Part IV, line 11c. Form 990, Part X, line 13.
(a) Description of investment (b) Book value QMet od of valuation:
A r end-of-year market value
(1) ~\_)
2) ()
(3) \
(4) R
(5) o
(6) JA)
(7) N
(8) (>
<&
Total. (Column (b) must equal Form 990, Part X, col. (B) line 13.) P> A

gl Other Assets.
Complete if the organization answered,”" to Form 990, Part IV, line 11d. See Form 990, Part X, line 15.

‘wwion (b) Book value
) N

) (4
) N\

(1

(2

(3

(4) 2N\
(5

(6

(

(

) SHY
) \V

8) X
9)
Total. (Column (b) must equal Form 990, Part X, col. (B)line 15.), , . . . . . . . . . i v v i v v i v b n v nnw >
Other Liabilities.
Complete if the organization answered "Yes" to Form 990, Part IV, line 11e or 11f. See Form 990, Part X,

line 25.
1. (a) Description of liability (b) Book value
(1) Federal income taxes
(2)SELF | NSURANCE 73,737, 483.
(3)RETI REE MEDI CAL 46, 001, 000.
(4)PENSI ON LI ABI LI TY 77,645, 933.
(5) DEFERRED COMPENSATI ON 6, 310, 723.
(6) LEASES 8, 234, 517.
(7)RENT DI FFERENTI AL 5, 465, 840.
(8)SECURI TY CARE CLAI M5 2,384, 913.
(9)OTHER LI ABI LI TI ES 343, 715.
Total. (Column (b) must equal Form 990, Part X, col. (B) line 25.) P 220, 124, 124.

2. Liability for uncertain tax positions. In Part XllI, 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). Check here if the text of the footnote has been provided in Part XIlI I:I

JSA
3E1270 1.000 Schedule D (Form 990) 2013
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GROUP HEALTH COCPERATI VE 91- 0511770
Schedule D (Form 990) 2013 Page 4

Reconciliation of Revenue per Audited Financial Statements With Revenue per Return.
Complete if the organization answered "Yes" to Form 990, Part IV, line 12a.

1  Total revenue, gains, and other support per audited financial statements .~~~ . . .. .. .. 1 3023727889.
2 Amounts included on line 1 but not on Form 990, Part VIII, line 12:

a Netunrealized gains on investments . . .. ... ... .. 2a 38, 548, 034.

b Donated services and use of facilites .~~~ . . 2b

¢ Recoveries of prioryeargrants . ... .. ... ... 2¢

d Other (DescribeinPart XLy . . . ... ... ... ... 2d 199, 842.

e Add lines 2a through 2d 2e 38, 747, 876.

........................... e 2984980013.
4 Amounts included on Form 990, Part VIII, line 12, but not on line 1:

a Investment expenses not included on Form 990, Part VIIl, line7b . . 4a 1, 295, 826.

b Other (DescribeinPartXIL) . ... ... ... . ... . .. ... 4b

¢ Addlinesdaanddb L 4c 1, 295, 826.
5 Total revenue. Add lines 3 and 4c. (This must equal Form 990, Part |, line12.) . . . ... ..... ... 5 2986275839.

EWPMIl Reconciliation of Expenses per Audited Financial Statements With Expenses per Return.
Complete if the organization answered "Yes" to Form 990, Part IV, line 12a.

1  Total expenses and losses per audited financial statements o 1 1 2867116288.
2 Amounts included on line 1 but not on Form 990, Part IX, line 25:

a Donated services and use of facilities 2a

b Prioryearadustments Tt o

C Ofherlosses STt Z

d Other (DescribeinPartXily ~~~~ - 0Tt nrr s 2d 327, 140.

e Addlines 2a through2d "I egg 0o 327, 140.

........................... P 2866789148.
4 Amounts included on Form 990, Part IX, line 25, but not on line 1:

a Investment expenses not included on Form 990, Part VIII, line 7b 4a 1, 295, 826.

b Other (DescribeinPartxunty (707 4b

o Add lines da and b e p NG 4 1, 295, 826.
5  Total expenses. Add lines 3 and 4c. (This must equal Foff 990/ Part I line18). . .. . ... ... ... | 5 2868084974,

REWPMIl  Supplemental Information.
Provide the descriptions required for Part Il, lines 3, 5, and=9; Part lll, lines 1a and 4; Part IV, lines 1b and 2b; Part V, line 4; Part X, line
2; Part Xl, lines 2d and 4b; and Part XlI, lines 2d and 4b. Al§6 complete this part to provide any additional information.

SEE PACE 5

JSA Schedule D (Form 990) 2013
3E1271 1.000
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Schedule D (Form 990) 2013 GROUP HEALTH COOPERATI VE 91- 0511770 Page 5
CETS®MIIl Supplemental Information (continued)

PART XI
LI NE 2D
OTHER THAN TEMP. | MPAI RED (%20, 433)
BOOK PARTNERSHI P EARNI NGS 84, 068
NON- CASH CONTRI BUTI ON (%4, 400)
COGS RECLASS $140, 607
TOTAL $199, 842
PART XI 1
LI NE 2D
LOSS ON SALE OF ASSETS $191, 648
TAX PARTNERSH P EARNI NGS ($5, 115)
COGS RECLASS $140, 607
TOTAL $327)140
ATTACHVENT 1

SCHEDULE D, PART VII - | NVESTMENTS - FI NANCI AL DERI VATI VES

CasT
DESCRI PTI ON BOOK VALUE OR FW
DERI VATI VES 3, 503, 456. casT

TOTALS 3, 503, 456.

Schedule D (Form 990) 2013
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Schedule D (Form 990) 2013 GROUP HEALTH COOPERATI VE 91- 0511770 Page 5
CETS®MIIl Supplemental Information (continued)

ATTACHVENT 2

SCHEDULE D, PART VII - | NVESTMENTS - CLOSELY HELD EQUI TY | NTERESTS

DESCRI PTI ON BOOK VALUE Ogolf-ll\;k/
GROUP HEALTH OPTI ONS 116, 114, 676. CosT
I NVESTMENT | N BANK LOANS 30, 581, 694. CosT
I NVESTMENT | N SUBSI DI ARI ES 23, 553, 340. CosT
I NVESTMENT IN LLC S 2,342, 711. CosT
I NVESTMENT | N AEl X 22, 330, 623. CosT

TOTALS 194, 923, 044.

Schedule D (Form 990) 2013
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SCHEDULE H Hospitals | ome No. 1545-0047
(Form 990)

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

p Attach to Form 990. P> See separate instructions. Open to Public
Eﬁgﬁ]r;?q;g\}e%fggeslﬁa;uw P Information about Schedule H (Form 990) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
GROUP HEALTH COCPERATI VE 91-0511770
Financial Assistance and Certain Other Community Benefits at Cost
Yes| No
la Did the organization have a financial assistance policy during the tax year? If "No," skip to question6a . . . . . . .. la | X
b If"Yes,"wasitawrittenpolicy?. . . . . .« o i i e e e e e s e e e s 1b [ X

2 If the organization had multiple hospital facilities, indicate which of the following best describes application of
the financial assistance policy to its various hospital facilities during the tax year.

Applied uniformly to all hospital facilities Applied uniformly to most hospital 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) as a factor in determining eligibility for providing
free care? If "Yes," indicate which of the following was the FPG family income limit for eligibility for free care: |3a|X
100% |:| 150% 200% |:| Other %
b Did the organization use FPG as a factor in determining eligibility for providing/diScounted care? If "Yes,"
indicate which of the followinc[; was the familﬂcome limit for eligibility for discounted‘care: 3p | X

200% 250% 300%

350% |:| 400% |:| Other %

¢ If the organization used factors other than FPG in determining eligibility, deseribe in Part VI 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 threshold, regardless of income, ‘as’a factor in determining eligibility
for free or discounted care.

4 Did the organization's financial assistance policy that applied to,thé,largest number of its patients during the

tax year provide for free or discounted care to the "medically indigent'? . . . . . . . .. ... ... ... ... ... 4 | X
5a Did the organization budget amounts for free or discounted care pfovided under its financial assistance policy during the tax year? s5a X
b If "Yes," did the organization's financial assistance expepSes ex€eed the budgeted amount? . . . . . . ... ... .. 5b
If "Yes" to line 5b, as a result of budget consid€rations, was the organization unable to provide free or
discounted care to a patient who was eligible for frée or discounted care? . . . . . . . . .. . ..o 0o 5¢c
6a Did the organization prepare a community benefitféport during the taxyear? . . ... ... ... ... .. ... .. 6a | X
b If "Yes," did the organization make it available tothe’public? . . . . . . . . . . . . o oo Lo e e 6b | X

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) ’t\‘_u_fttlbf?f of (byPe¥sons (c) Total community (d) Direct offsetting (e) Net community (f) Percent
Means-Tested Government | ‘programan served benefit expense revenue benefit expense of total
Programs {optianal) (6ptional) expense
a Financial Assistance at cost
(from Worksheot 1) » « » - 735 891, 597. 891, 597. .03
b Medicaid (from Worksheet 3,
20237 41, 810, 507. 15, 043, 522. 26, 766, 985. .94

columna) « « « = &« & 4

C Costs of other means-tested
government programs (from

Worksheet 3, coumn b) | 1591 1, 470, 603. 1, 470, 603. .05

d Total Financial Assistance and
Means-Tested Government

Programs =« = = « « « « 22563 44,172, 707. 15, 043, 522. 29,129, 185. 1.02
Other Benefits
€ Community health improvement

services and community benefit 4 2111 823’ 608 823' 608 . 03

operations (from Worksheet 4) «

f Health professions education

(from Workehoot 5) « « » - 10 320 10, 135, 707. 10, 135, 707. .35
g Subsidized health services (from
Workshoet 6]« » » + + + » 7 1951 7,724, 686. 2,730, 921. 4,993, 765. .17
h  Ressarch from Workshest 7 1 51, 414, 876. 46, 181, 741. 5, 233, 135. .18
i Cash and in-kind contributions
for community bene (rom 2 18, 792. 18, 792.
| Total, Other Bensfits « + » » 24 4382 70, 117, 669. 48,912, 662. 21, 205, 007. .73
k Total. Add lines 7d and 7j. . 24 26945 114, 290, 376. 63, 956, 184. 50, 334, 192. 1.75
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule H (Form 990) 2013
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GROUP HEALTH COCPERATI VE

91- 0511770

Schedule H (Form 990) 2013 Page 2
Part Il Community Building Activities Complete this table if the organization 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.

(a) Number of | (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent of
activities or served building expense revenue building expense total expense
programs (optional)
(optional)
1 Physical improvements and housing
2 Economic development
3 Community support 1 406, 904. 406, 904. .01
4 Environmental improvements 1 33, 377. 33, 377.
5 Leadership development and
training for community members 1 20, 000 20, 000
6 Coalition building
7 Community health improvement
advocacy 1 27, 723. 27, 723
8 Workforce development
9 Other
10 Total 4 488, 004. ﬁ\\ 488, 004 .01
Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense X Yes | No
1 Did the organization report bad debt expense in accordance with Healthcare Finangi @agement Association
StatementNO. 152, . . . . v i i i s e e e e e e e e e e e G 1 X
th

2 Enter the amount of the organization's bad debt expense. Explain in Part sg

methodology used by the organization to estimate this amount, | . . . . . = |2 12,115, 193.
3 Enter the estimated amount of the organization's bad debt expense aa le to
patients eligible under the organization's financial assistance policy. Part VI
the methodology used by the organization to estimate this amou the rationale,
if any, for including this portion of bad debt as community benefit. . ¢ . . . .. .. .. 3
4 Provide in Part VI the text of the footnote to the organization's financial statements that describes bad debt
expense or the page number on which this footnote is co the attached financial statements.
Section B. Medicare
5 Enter total revenue received from Medicare (includi andIME) .. ........ 5 678, 808.
6 Enter Medicare allowable costs of care relating t entsonlne5.......... 6 1, 656, 578.
7 Subtract line 6 from line 5. This is the surplus (ON fall) . . . ... ... ... 7 -977, 770.
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 costi ethodology or source used to determine the amount reported

on line 6. Check the box that descri e method used:
|:| Cost accounting system ost to charge ratio |:| Other
Section C. Collection Practices Q

9a Did the organization have itten’debt collection policy during the taxyear?. . . . . . . . . . .o v v
b If "Yes," did the organization's collegtion 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 financial assistance? Describe in Part VI

9a | X

9b | X

Part IV Man agement Companies and Joint Ventures (owned 10% or more by officers, directors, trustees, key employees, and physicians - see instructions)
(a) Name of entity (b) Description of primary (c) Organization's (d) Officers, directors, (e) Physicians'
activity of entity profit % or stock trustees, or key profit % or stock
ownership % employees' profit % ownership %
or stock ownership %

1
2
3
4
5
6
7
8
9
10
11
12
13
JSA
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GROUP HEALTH COCPERATI VE

91- 0511770

Schedule H (Form 990) 2013 Page 3
Facility Information
Section A. Hospital Facilities clololaloln|m|m
gle|z|8|=|2|8|P
1HHEEEE
(list in order of size, from largest to smallest - see instructions) % g § ‘% § ;’; el
als|g|lala|el”
How many hospital facilities did the organization operate % ?;’o = % 3|<
during the tax year? 1 2 é Facilit
Name, address, primary website address, and state license % h reportiyng
number - Other (describe) group
1 CAPITOL H LL MAIN BUI LDI NG
201 16TH AVE E
SEATTLE WA 98112- 5260
WAV GHC. ORG LOCATI ONS/
XX
2
\
3
-0
"
V;
4 B
N
/Q\
("
y \J)
> 12%'
N
Y .ad

10

JSA
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GROUP HEALTH COCPERATI VE 91- 0511770

Schedule H (Form 990) 2013 Page 4
Facility Information (continued)
Section B. Facility Policies and Practices
(Complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)
Name of hospital facility or facility reporting group CAPI TOL HI LL BUI LDI NG
If reporting on Part V, Section B for a single hospital facility only: line number of
hospital facility (from Schedule H, Part V, Section A) 1
Yes No
Community Health Needs Assessment (Lines 1 through 8c are optional for tax years beginning on or before March 23, 2012)
1 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community health needs assessment (CHNA)? If "No," skiptoline9.. . . . . .. ... ... ... ... ..... 1 X
If "Yes," indicate what the CHNA report describes (check all that apply):
a _X A definition of the community served by the hospital facility
b _X Demographics of the community
L X Existing health care facilities and resources within the community that are available to respond to the
___health needs of the community
d _X How data was obtained
e _X The health needs of the community
f _X 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 Information gaps that limit the hospital facility's ability to assess the_cemmunity's health needs
j - Other (describe in Section C)
2 Indicate the tax year the hospital facility last conducted a CHNA: 20 _1 i
3 In conducting its most recent CHNA, did the hospital facility, take into account input from persons who
represent the broad interests of the community served by the hespital facility, including those with special
knowledge of or expertise in public health? If "Yes," describetin_Section C how the hospital facility took into
account input from persons who represent the community, ,and identify the persons the hospital facility
consulted . . ... N 3 | X
4 Was the hospital facility's CHNA conducted with one Ok more other hospital facilities? If "Yes," list the other
hospital facilities in Section C . . . . . . . .. A e 4 X
5 Did the hospital facility make its CHNA report Widelyavailable to the public? , . . . . . ... ... ....... 5 | X
If "Yes," indicate how the CHNA report was made*widely available (check all that apply):
a Hospital facility's website (list url): VWAL, GHC. ORG HTM./ PUBLI C/ ABOUT/ COMVUNI TY
b - Other website (list url):
c Available upon request from.the hospital facility
d - Other (describe in Section‘€)
6 If the hospital facility addressedynéeds identified in its most recently conducted CHNA, indicate how (check
all that apply as of the epd of the"tax year):
a X] Adoption of an implémentation strategy that addresses each of the community health needs identified
___through the CHNA
b _X Execution of the implementation strategy
¢ | | Participation in the development of a community-wide plan
d | | Participation in the execution of a community-wide plan
e _X Inclusion of a community benefit section in operational plans
f _X Adoption of a budget for provision of services that address the needs identified in the CHNA
g _X 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 Section C)
7 Did the hospital facility address all of the needs identified in its most recently conducted CHNA? If "No,"
explain in Section C which needs it has not addressed and the reasons why it has not addressed such needs . 7 X
8a Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a
CHNA as required by Section 50T(1)(3)? . » . .« v v v v e e e e e e e e e e 8a X
b If "Yes" to line 8a, did the organization file Form 4720 to report the section 4959 excise tax? , . . . ... ... 8b
c If "Yes" to line 8b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilities? $
Schedule H (Form 990) 2013
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GROUP HEALTH COCPERATI VE 91- 0511770

Schedule H (Form 990) 2013 Page 5
Facility Information (continued)
Financial Assistance Policy = CAPI TOL HI LL BUI LDI NG Yes | No
Did the hospital facility have in place during the tax year a written financial assistance policy that:
9  Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted
= 72 9 | X
10 Used federal poverty guidelines (FPG) to determine eligibility for providing freecare? . . . ... .. ... ... 10| X
If "Yes," indicate the FPG family income limit for eligibility for free care: _2 9 0_ %
If "No," explain in Section C the criteria the hospital facility used.
11 Used FPG to determine eligibility for providing discountedcare? . . . . . . . & v v v v i v i v it it v e 11 | X
If "Yes," indicate the FPG family income limit for eligibility for discounted care: 2_ ;r’ 9 %
If "No," explain in Section C the criteria the hospital facility used.
12 Explained the basis for calculating amounts charged to patients? . . . . . . . . .. ... o oo o L 12 | X
If "Yes," indicate the factors used in determining such amounts (check all that apply):
a | X| Income level
b | X| Asset level
¢ | | Medicalindigency
d | X| Insurance status
e | | Uninsured discount
f | X| Medicaid/Medicare
g | X| State regulation
h | | Residency
i || Other (describe in Section C)
13 Explained the method for applying for financial assistance?. . . . . . . . . . N . oo v oo i i oo 13| X
14 Included measures to publicize the policy within the community served by the*hospital facility? . . . . ... .. 14 | X
If "Yes," indicate how the hospital facility publicized the policy (check all that apply):
a _X The policy was posted on the hospital facility's website
b _X The policy was attached to billing invoices
c _X The policy was posted in the hospital facility's emergenicy reoms or waiting rooms
d | | The policy was posted in the hospital facility's admiSsiens-offices
e | | The policy was provided, in writing, to patients @h ‘admiSsion to the hospital facility
f | | The policy was available on request
g || Other (describe in Section C)
Billing and Collections
15 Did the hospital facility have in place during the,tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained actions the hospital facility may take upon non-payment? , | | . 15 | X
16  Check all of the following actions against an individual that were permitted under the hospital facility's
policies during the tax year before making reasonable efforts to determine the individual's eligibility under the
facility's FAP:
a Reporting to credit ageney
b Lawsuits
c Liens on residences
d Body attachments
e Other similar actions (describe in Section C)
17 Did the hospital facility or an authorized third party perform any of the following actions during the tax year
before making reasonable efforts to determine the individual's eligibility under the facility's FAP? . . . . . . .. 17 X
If "Yes," check all actions in which the hospital facility or a third party engaged:
a Reporting to credit agency
b Lawsuits
c Liens on residences
d Body attachments
e Other similar actions (describe in Section C)
Schedule H (Form 990) 2013
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GROUP HEALTH COCPERATI VE 91- 0511770

Schedule H (Form 990) 2013

Page 6

Facility Information (continued) CAPI TOL HI LL BUI LDI NG

18 Indicate which efforts the hospital facility made before initiating any of the actions listed in line 17 (check all that apply):

Notified individuals of the financial assistance policy on admission
Notified individuals of the financial assistance policy prior to discharge

Notified individuals of the financial assistance policy in communications with the individuals regarding the individuals' bills
Documented its determination of whether individuals were eligible for financial assistance under the hospital facility's

financial assistance policy
Other (describe in Section C)

Policy Relating to Emergency Medical Care

Yes| No
19 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? . . ... ... ... 19 | X
If "No," indicate why:
a The hospital facility did not provide care for any emergency medical conditions
b The hospital facility's policy was not in writing
c The hospital facility limited who was eligible to receive care for emergency medical cenditions (describe
in Section C)
d |:| Other (describe in Section C)
Changes to Individuals Eligible for Assistance under the FAP (FAP-Eligible Individuals)
20 Indicate how the hospital facility determined, during the tax year, the maximum_amounts that can be charged
to FAP-eligible individuals for emergency or other medically necessary care.
a |:| The hospital facility used its lowest negotiated commercial insurance rate when calculating the
maximum amounts that can be charged
b |:| The hospital facility used the average of its three lowest negatiated commercial insurance rates when
calculating the maximum amounts that can be charged
c |:| The hospital facility used the Medicare rates when calculating the maximum amounts that can be
charged
d Other (describe in Section C)
21 During the tax year, did the hospital facility charge&ny FAP-eligible individual 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® . ™. . . . . . . i i i it i e e e e e e e e e e e e e e 21 X
If "Yes," explain in Section C.
22 During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross
charge for any service provided to that individual? . . . . . . . . @ i i i v it e e e e e e e e e e e 22 X

If "Yes," explain in Section C.

JSA
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GROUP HEALTH COCPERATI VE 91- 0511770
Schedule H (Form 990) 2013 Page 7

Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
1j, 3, 4, 5d, 6i, 7, 10, 11, 12i, 149, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions
for each facility in a facility reporting group, designated by "Facility A," "Facility B," etc.

PART V, LINE 3

THE CENTER FOR COVMUNI TY HEALTH AND EVALUATI ON (CCHE) CONDUCTED KEY

| NFORMANT | NTERVI EW6 W TH 23 | NDI VI DUALS REPRESENTI NG PUBLI C HEALTH, CTY
GOVERNMENT, THE HEALTHCARE SAFETY NET, CULTURAL COVMMUNI TI ES, SCHOOLS AND
HEALTH ADVOCACY | N KI NG COUNTY. THE FI NDI NGS WERE ALSO | NFORMED BY 8 KEY
I NFORMANT | NTERVI EW6 CONDUCTED EARLI ER AS PART OF THE NEEDS ASSESSMENT
FOR VI RG Nl A MASON MEDI CAL CENTER, ONE OF GROUP HEALTH S HEALTH CARE
PARTNERS AND 4 PUBLI C HEALTH DATA EXPERTS. THE LI ST OF 35 KEY

| NFORMANTS/ DATA EXPERTS | S AS FOLLOWS:

- MARGUERI TE RO, DRPH; CHI EF, ASSESMENT, PCLI CY DEVERORMENT &
EVALUATION UNIT - PUBLI C HEALTH SEATTLE & KI NG COUNTY

-JCE CAMPO, MPH;, SENI OR FORECAST ANALYST -WASHI'NGTON STATE OFFI CE OF
FI NANCI AL MANAGEMENT

- EVA WONG, PHD; EPI DEM OLOG ST - PUBR| € HEALTH SEATTLE & KI NG COUNTY

-CHRI' S HALSELL; ASSESSMENT COORRINATOR - WASHI NGTON STATE DEPT OF
HEALTH

- ANTO NETTE ANGULO, MpHy “BVRECTOR, PREVENTI VE HEALTH SERVI CES - SEA
MAR COVMMUNI TY HEALTH CENTERS

- PETER RETZTAGG EXECUTI VE DI RECTOR - COMMUNI TY FOR YOUTH

- Rl CHARD BROOKS; EXECUTI VE DI RECTOR - RENTON AREA YOUTH AND FAM LY
SERVI CES

- RALPH FORQUERA; EXECUTI VE DI RECTOR - SEATTLE | NDI AN HEALTH BOARD

-LI SA YOHALEM DI RECTOR, PLANNI NG & DEVELCOPMENT - HEALTHPO NT

- DAVE LEI BMAN, COMVANDER - RENTON POLI CE DEPARTMENT

- KEN VEI NBERG, CEO - JEW SH FAM LY SERVI CES REFUGEE & | MM GRANT

JSA Schedule H (Form 990) 2013

3E1331 1.000

2176FT 1783 10/31/2014 11:01:40 AM V 13-7.5F 1138282 PAGE 40



GROUP HEALTH COOPERATI VE 91- 0511770
Schedule H (Form 990) 2013 Page 7
Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
1j, 3, 4, 5d, 6i, 7, 10, 11, 12i, 149, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions
for each facility in a facility reporting group, designated by "Facility A," "Facility B," etc.

SERVI CE CENTERS

- CHRI STOPHER W LLI AMS; ACTI NG SUPERI NTENDENT - SEATTLE PARKS &
RECREATI ON

- ADAM TAYLOR, PROJECT MANAGER, GLOBAL TO LOCAL I NI TI ATIVE - PUBLIC
HEALTH- SEATTLE & KI NG COUNTY

- COLLEEN BRANDT- SCHLUTER; HUMAN RESOURCES MANAGER - CI TY OF SEATAC

- MANDI GEORGE; CHRONI C DI SEASE PREVENTI ON DI RECTOR - YMCA OF GREATER
SEATTLE

-MARK SM TH; CHI EF OPERATI NG OFFI CER - BOYS & G RLS CLUBS OF KiNG
COUNTY

- PRAM LA JAYAPAL; EXECUTI VE DI RECTOR - ONE AMERI CA

- ABBI E ZAHLER, COVMUNI TY ADVOCACY SUPERVI SOR - (I NTEERNATI ONAL COVMUNI TY
HEALTH SERVI CES

- JASON BERRY; EXECUTI VE DI RECTOR - YMCA-AUBURN VALLEY

-JANET ST. CLAIR, DEPUTY DI RECTOR - ASMAN COUNSELI NG & REFERRAL SERVI CES

- ALI CE PARK; PROGRAM MANAGER - “KI"NG COUNTY FOOD & FI TNESS | NI TI ATI VE

- JENNI FER RAM REZ- ROBI NSON{,_I"NTERI M DI RECTOR - NEW FUTURES

- BLI SHDA LACET; REACH/PROGRAM COCRDI NATOR - PUBLI C HEALTH SEATTLE &
KI' NG COUNTY

- MATI AS VALENZUELA; KI NG COUNTY EQUI TY & SOCI AL JUSTI CE | NI TI ATI VE -
PUBLI C HEALTH- SEATTLE & KI NG COUNTY

- ESTELA ORTEGA M GUEL MAESTAS; EXECUTI VE DI RECTOR ASSOCI ATE
ADM NI STRATOR - EL CENTRA DE LA RAZA

- TERRY HI GASHI YAMA, COVMUNI TY SERVI CES ADM NI STRATOR - CITY OF RENTON

- GREG DOOTSON, NORTH PUGET SCUND DI RECTOR - LUTHERAN COMMUNI TY SERVI CES

| NTERNATI ONAL

JSA Schedule H (Form 990) 2013
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GROUP HEALTH COOPERATI VE 91- 0511770
Schedule H (Form 990) 2013 Page 7
Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
1j, 3, 4, 5d, 6i, 7, 10, 11, 12i, 149, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions
for each facility in a facility reporting group, designated by "Facility A," "Facility B," etc.

- SUSAN M LLEDER; PROGRAMS DI RECTCR - AMERI CAN DI ABETES ASSCOCI ATI ON
- EUDORA CARTER;, CHRONI C DI SEASE SELF MANAGEMENT - CENTER FOR
MULTI CULTURAL HEALTH
- MARK SECORD; EXECUTI VE DI RECTOR - NEI GHBORCARE HEALTH
- SONJA REI B; LEAD NURSE - BELLEVUE SCHOOL DI STRI CT
-TRISE MOORE; FAM LY & COVMUNI TY PARTNERSHI P ADVOCATE - FEDERAL WAY
SCHOOL DI STRI CT
-EM LY LESLIE; HUMAN SERVI CES MANAGER - CI TY OF BELLEVUE
-JAY BENNETT; COMMUNI TY SERVI CES MANAGER - CI TY OF FEDERAL WAY
-PATTY HAYES, RN, M\; DI RECTOR, COMMUNI TY HEALTH SERVI CES==» PUBLI C

HEALTH- SEATTLE & KI NG COUNTY

PART V, LINE 7

A LI ST OF POTENTI AL SI GNI FI CANT HEALTH, NEEDS WAS COWVPI LED AND SENT TO A
BROAD GROUP OF STAKEHCOLDERS WHO WERENASKED TO SELECT PRI ORI TI ES ACCORDI NG
TO THE FOLLON NG CRI TERI A: 1) THE/SEVERI TY AND URGENCY CF THE HEALTH
NEEDS OF THE COVMUNI TI ES SERVED BY GROUP HEALTH HOSPI TAL; 2) AREAS WHERE
GROUP HEALTH HAS THE MOSTUKEVERAGE TO MAKE THE BI GGEST | MPACT; 3)
STAKEHOLDERS' PERCEPTI ON OF THE | MPORTANCE THE COVMUNI TY PLACES ON
ADDRESSI NG THE NEED;, AND 4) CONNECTI ON TO GROUP HEALTH S M SSI ON, CORE
VALUES, AND STRATEG ES. AS A RESULT OF THE FEEDBACK RECEI VED, THE
FOLLOW NG HEALTH NEEDS WERE SELECTED AS | MPLEMENTATI ON STRATEG ES OF THE
CHNA: 1) | MPROVEMENTS | N ACCESS TO CARE FOR UNDERSERVED PCPULATI ONS; 2)
PROMOTI ON OF PHYSI CAL ACTIVITY, |MPROVED FI TNESS, AND HEALTHY EATI NG AND

3) CARDI OVASCULAR AND DI ABETES DI SEASE PREVENTI ON.
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GROUP HEALTH COCPERATI VE 91- 0511770
Schedule H (Form 990) 2013 Page 7

Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

1j, 3, 4, 5d, 6i, 7, 10, 11, 12i, 149, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions
for each facility in a facility reporting group, designated by "Facility A," "Facility B," etc.

GROUP HEALTH W LL NOT ADDRESS: 1) | NJURY PREVENTI ON (NOT THE MOST
EFFECTI VE OR EFFI Cl ENT AREA OF FOCUS FOR CROUP HEALTH); 2) TOBACCO
CESSATI ON ( OTHER ORGANI ZATI ONS ARE | N A BETTER PCOSI TI ON AND ARE BETTER
FOCUSED I N THI S AREA); 3) MENTAL HEALTH AND SUBSTANCE ABUSE ( ALTHOUGH
GROUP HEALTH HAS A BEHAVI ORAL HEALTH UNIT, THI S WAS NOT CONSI DERED
EXPERTI SE THAT | T COULD LEVERAGE EFFECTI VELY); AND 4) ORAL HEALTH ( GROUP

HEALTH DOES NOT PROVI DE ORAL HEALTH CARE).

PART V, LINE 20D

GROUP HEALTH BI LLING | S BASED ON USUAL, CUSTOVARY AND REASOGNABLE (UCR)
CHARGES FOR THE GEOGRAPHI C AREA, W TH CONSI DERATI ON“OF=ACTUAL AVERAGE
COSTS OF CARE PROVI DED BY GROUP HEALTH TO ALL RATIENTS. MAXI MUM CHARGES
FOR FAP- ELI G BLE | NDI VI DUALS ARE NO MORE THANRTHE AMOUNTS CGENERALLY

BI LLED TO | NSURED PATI ENTS FOR EMERGENCY*"OR MEDI CALLY NECESSARY CARE.
FURTHER, CHARGES TO ELI A BLE | NDI VI DYARS FOR ANY OTHER CARE ARE LESS THAN

THE GROSS CHARGES FOR THAT CARE:

JSA Schedule H (Form 990) 2013
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Schedule H (Form 990) 2013

GROUP HEALTH COCPERATI VE

91- 0511770

Page 8

Facility Information (continued)

Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital

Facility

(list in order of size, from largest to smallest)

How many non-hospital health care facilities did the organization operate during the tax year? 38

Name and address

Type of Facility (describe)

1 CAPI TOL HILL

EAST BUI LDl NG

MEDI CAL CLINIC

1600 E JOHN ST

SEATTLE

WA 98112-5260

2 CAPITOL HILL

NORTH BUI LDI NG

MEDI CAL CLINIC

310 15TH AVE

E

SEATTLE

WA 98112-5260

3 CAPITOL HILL

SQUTH BUI LDI NG

MEDI CAL CLINIC

125 16TH AVE

E

SEATTE

WA 98112-5260

4

4 CAPITOL HILL

VEST BU LDI NG

MEDI INIC

201 16TH AVE

E

SEATTLE

WA 98112-5260

5 CAPITOL HILL

ANNEX BUI LDI NG

,IZI)I\Q

L CLINIC

112 16TH AVE

E

SEATTLE

WA 98112-5260

6 BELLEVUE MEDI CAL CENTER

MEDI CAL CENTER

11511 NE 10TH STREET

BELLEVUE

WA 98004

7 BREMERTON BEHAVI ORAL HEALTH

SERVI CES

BEHAVI ORAL HEALTH CLINI C

555 PACI FI C AVE, STE 202 (
BREMERTON VA 98337 A

s BREMERTON MEDI CAL CENTER AQ/ MEDI CAL CENTER
2741 WHEATON WAY, SUITE A ~X
BREMERTON VA 98310+ )

o EVERETT MEDI CAL CENTER -~ MEDI CAL CENTER
2930 NAPLE STREET NN

EVERETT

WA 98201- 4261

10 COEUR D ALENE MEDI CAL CENTER\ ./

MEDI CAL CENTER

1090 W PARK PLACE

CCEUR D ALENE

7'

JSA
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GROUP HEALTH COCPERATI VE

91- 0511770

Page 8

Facility Information (

continued)

Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital

Facility

(list in order of size, from largest to smallest)

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

Name and address

Type of Facility (describe)

1

DOMNTONN SEATTLE MEDI CAL CENTER

MEDI CAL CENTER

1420 5TH AVE, STE 375

SEATTLE

WA 98101

FACTORI A MEDI CAL CENTER

MEDI CAL CENTER

13451 SE 36TH STREET

BELLEVUE

WA 98006- 1454

KENT MEDI CAL CENTER

MEDI CAL CENTER

26004 104TH AVE SE

KENT VA 98031 .
4 LI DGERWOOD MEDI CAL CENTER VEDI NTER
6002 N LI DGERWOOD
SPOKANE VA 99208 ,\Q
5 LYN\W\OOD NEDI CAL CENTER DI AL CENTER

20200 54TH AVENUE W

L YNNWOOD

WA 98036- 6389

NORTHGATE MEDI CAL CENTER

MEDI CAL CENTER

9800 4TH AVENUE NE

SEATTLE WA 98115- 2158 I\

7 NORTHGATE SOUTH BUI LDI NG N MEDI CAL CLINIC
9720 4TH AVENUE NE (
SEATTLE WA 98115 A

g NORTHSHORE MEDI CAL CENTER AQ/ MEDI CAL CENTER
11913 NE 195TH STREET ~X
BOTHELL WA 98011~8T47

9 OLYMPI A MEDI CAL CENTER Ky MEDI CAL CENTER
700 LILLY ROAD NE NN

OLYMPI A

WA 98506- 5196

10

PORT ORCHARD MEDI CAL CENTERN o/

MEDI CAL CENTER

1400 POTTERY AVENUE

PORT ORCHARD

{J~ VWA 08366- 3768

JSA
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GROUP HEALTH COCPERATI VE
Schedule H (Form 990) 2013

91- 0511770

Page 8

Facility Information (continued)

Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital

Facility
(list in order of size, from largest to smallest)

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

Name and address

Type of Facility (describe)

1 POULSBO MEDI CAL CENTER

MEDI CAL CENTER

19379 7TH AVENUE NE

POULSBO WA 98370

2 PUYALLUP MEDI CAL CENTER MEDI CAL CENTER
611 31ST AVE SW
PUYALLUP WA 98374

3 RAINI ER MEDI CAL CENTER

MEDI CAL CENTER

5316 RAINI ER AVE S

SEATTLE WA 98118-2398

4

4 REDMOND MEDI CAL CENTER MEDI NTER
15809 BEAR CREEK PARKWAY, SUl TE #100
REDMOND WA 98052-4370 /\Q

5 RENTON MEDI CAL CENTER DI CAL CENTER

275 BRONSON WAY NE

RENTON WA 98056- 4099

6 BURI EN MEDI CAL CENTER

MEDI CAL CENTER

140 SW 146TH STREET

BURI EN WA 98166- 1997 AL

7 RI VERFRONT NMEDI CAL CENTER AN MEDI CAL CENTER
322 W NORTH Rl VER DRI VE ( +
SPOKANE

g S| LVERDALE MEDI CAL CENTER

MEDI CAL CENTER

10452 SI LVERDALE WAY NW

WA 99201 Q,/\/
o)
A4
SI LVERDALE

y ad
WA 98383%") ~
9 SOUTH HI LL MEDI CAL CENTER —

MEDI CAL CENTER

4102 S REGAL STREET, SUTE 101 \\

SPOKANE WA 99223- 4733

10 SI LVERDALE EYE CARE SERVI CES\ ./

MEDI CAL CLINIC

10516 SI LVERDALE WAY NW _SUl TE 104

SI LVERDALE {J~ VWA 08383-8745
N

JSA
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GROUP HEALTH COCPERATI VE

Schedule H (Form 990) 2013

Facility Information (continued)
Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital
Facility

(list in order of size, from largest to smallest)

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

91- 0511770

Page 8

Name and address

Type of Facility (describe)

1

TACOVA HEAR CENTER/ AUDI OLOGY & EYE CARE

MEDI CAL CLINIC

5821 S SPRAGUE COURT

TACOVA WA 98409

2 ST JOSEPH MEDI CAL CLINIC
1708 S YAKI MA AVENUE
TACOVA WA 98405

TACOVA MEDI CAL CENTER

MEDI CAL CENTER

209 MARTI N LUTHER KI NG JR WAY

TACOVA WA 98405- 4267

4

4 TACOVA SOUTH MEDI CAL CENTER MEDI NTER
9505 S STEELE ST
TACOVA WA 98444-6858 /\Q

5 VERADALE MEDI CAL CENTER DI CAL CENTER

14402 E SPRAGUE AVENUE

SPOKANE VALLEY WA 99216- 2167

METROPCOLI TAN PARK EAST RESEARCH FACI LI TY

1730 M NOR AVENUE

RESEARCH FACI LI TY

SEATTLE WA 98101 I\
7 TACOVA BEHAVI ORAL HEALTH SERVI CES N MEDI CAL CLINIC
4301 S PINE STREET ,
TACOVA WA 98409- 7206/ ,
g FEDERAL WAY MEDI CAL CENTER /\%/ MEDI CAL CENTER
301 SOUTH 320TH STREET P
FEDERAL WAY WA 980Q3-5296
9 =
NV
(s
10 N\
N\
N4

JSA
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GROUP HEALTH COCPERATI VE 91- 0511770

Schedule H (Form 990) 2013 Page 9
=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs 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 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.).

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.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related

organization, files a community benefit report.

PART |, LINE 3(C) CHARITY CARE ELIG@BILITY CRITER A

GROUP HEALTH PROVI DES FREE CARE TO LOW I NCOVE | NDI VI DUAES=AT 200% OF

FEDERAL POVERTY GUI DELI NES BUT DOES NOT OFFER DI SCOUNTED CARE.

PART |, LINE 7(F) PERCENT OF TOTAL EXPENSE

BAD DEBT EXPENSE |S | NCLUDED ON FORM 990+ PART | X LI NE 25, COLUMN (A),

BUT SUBTRACTED FOR PURPCSES OF CALCURATI NG THE PERCENTAGE FOR PART I,

LI

NE 7, COLUWN (F).

PART |, LINE 7 PERCENFORTOTAL EXPENSE

COST- TO CHARGE RATI O DERI VED FROM WORKSHEET 2, RATI O OF PATI ENT CARE

COST- TO CHARGES, WAS USED TO REPORT THE FOLLOW NG COMMUNI TY BENEFI T

EXPENSES:

CHARI TY CARE AT COST UNREI MBURSED COSTS- OTHER- MEANS TESTED GOVERNMENT

PROGRAMS ( HEALTHCARE ASSI STANCE)

GROUP HEALTH UTI LI ZED THE STATUTORY LI NE OF BUSI NESS REPORT AND OTHER

| NTERNAL REPORTS, THAT PROVI DE DETAI LED REVENUE AND EXPENSE BY LI NE OF

JSA
3E1
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GROUP HEALTH COCPERATI VE 91- 0511770

Schedule H (Form 990) 2013 Page 9
=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs 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 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.).

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.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related
organization, files a community benefit report.

BUSI NESS USI NG THE | NCOVE STATEMENT AND COST MANAGEMENT DATA (CMVD)

EXPENSE AND UTI LI ZATI ON | NFORMATI ON. ON A MONTHLY BASI SABL GAAP GENERAL

LEDGER EXPENSES ARE LOADED | NTO THE CVD COSTI NG SYSTEM=AT THE ACCOUNTI NG

UNIT (AU) AND ACCOUNT LEVEL ALONG W TH PATI ENT (UTI4I ZATI ON | NFORMATI ON

FROM VARI QUS UTI LI ZATI ON SYSTEMS. EACH AU S CATEGORI ZED W THI N CVD AS

ONE OF THREE TYPES OF EXPENSES: 1) DEL{ VERY SYSTEM REPRESENTI NG MEDI CAL

SERVI CES PROVI DED TO CONSUMERS; 2) HEARTH PLAN REPRESENTI NG | NSURANCE

SERVI CES; OR 3) OVERHEAD REPRESENLING ADM NI STRATI VE SUPPORT SERVI CES TO

BOTH DELI VERY SYSTEM AND HEAETH PLAN. OVERHEAD | S ALLOCATED TO EI THER

DELI VERY SYSTEM OR HEAETHWPLAN USI NG A STEP DOWN PROCESS BASED ON

RELEVANT STATI STI CS SUCH AS NUMBER CF FTES, LABOR COST, SQUARE FEET, ETC.

THE OVERHEAD ALLOCATI ON PERCENTAGE BETWEEN DELI VERY SYSTEM AND HEALTH

PLAN ARE DETERM NED AND MAI NTAI NED BY THE CMD COSTI NG AND COSTI NG

METHODOLOGY REVI EW TEAM

JSA
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GROUP HEALTH COCPERATI VE 91- 0511770

Schedule H (Form 990) 2013 Page 9
=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs 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 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.).

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.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related
organization, files a community benefit report.

PART 11, COVMUNITY BU LDI NG

GROUP HEALTH PROVI DES COMMUNI TY SUPPORT THROUGH OUR SPONSEGRSHI PS OF MANY

ORGANI ZATI ONS.  ACTI VI TI ES AND EVENTS HOSTED BY THESE“GRGANI ZATI ONS

ENCOURAGE PHYSI CAL ACTIVITY FROM A W DE RANGE GF GOVMUNI TY MEMBERS SUCH

AS THE SEATTLE- TO- PORTLAND BI CYCLE CLASSI CAGRNZAGA UNI VERSI TY' S AND THE

SEATTLE STORM S SUMMVER BASKETBALL CAMPS=BLOOVSDAY TRAI NI NG CLI NI CS, THE

SEATTLE SOUNDERS YOUTH SOCCER CAMPS AND YMCA' S HEALTHY KI DS DAY.

GROUP HEALTH, | N PARTNERSHLP*W'TH SEVERAL STATE AND FEDERAL AGENCI ES,

CONTI NUES TO PROMOTE ENVINRAGNVENTAL | MPROVEMENTS THROUGH AN | NNOVATI VE

PATI ENT MEDI CATI ON DI SPCSAL PROGRAM WHI CH ALLOWS PATI ENTS W TH

DI SCONTI NUED OR EXPI RED MEDI CATI ONS TO DI SPOSE OF THEM I N A SAFE AND

ENVI RONMVENTALLY SOUND MANNER.  THI'S SYSTEM | NVOLVES SECURE, CONVEN ENT

DROP BOXES LOCATED I N 25 GROUP HEALTH PHARMACI ES ACRCSS THE STATE TO

ALLOW MEMBERS AND PATI ENTS TO RECYCLE I N A WAY THAT KEEPS THEM OUT COF

LANDFI LLS AND WATER SYSTEMS. | N ADDI TI ON TO ENVI RONMVENTAL BENEFI TS, THI S

PROGRAM ALSO HELPS PREVENT RI SKS TO THE SAFETY OF PARTI Cl PANTS SUCH AS

ABUSE AND ACCI DENTAL PO SONI NG IN 2013, CGROUP HEALTH DI SPCSED OF OVER

JSA

Schedule H (Form 990) 2013

3E1327 2.000

2176FT 1783 10/31/2014 11:01:40 AM V 13-7.5F 1138282 PAGE 50



GROUP HEALTH COCPERATI VE 91- 0511770

Schedule H (Form 990) 2013 Page 9
=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs 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 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.).

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.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related

organization, files a community benefit report.

19, 000 POUNDS OF UNUSED MEDI CATI ONS.

THROUGH SPONSORSHI P OF THE UNI TED WAY LOANED EXECUFIWE=PROGRAM GROUP

HEALTH CONTRI BUTES TO LEADERSH P DEVELOPMENT AND TiRAI NI NG FOR COMMUNI TY

MEMBERS. GROUP HEALTH S SUPPORT MAKES AVAIIFABLE”A LOANED EXECUTI VE

| DENTI FI ED BY THE UNI TED WAY, WHI CH EDUGATES CURRENT AND FUTURE DONORS

ABOUT HUMAN SERVI CE NEEDS | N THE COWUNI TY.

GROUP HEALTH ADVOCATES COMNUNKTY HEALTH | MPROVEMENT THROUGH A "WALK AND

TALK" PROGRAM OPEN TOAVEMBERS, EMPLOYEES AND MEMBERS OF THE COVMUNI TY. AT

SI X GROUP HEALTH CLI NI CS THROUGHOUT OUR WESTERN WASHI NGTON SERVI CE AREA,

PEOPLE ARE I NVITED TO JON A MEMBER OF THE HEALTH TEAM TO RECEI VE A QUI CK

HEALTH TI P AND JO N OTHER WALKERS FCOR A 30-45 M NUTE WALK I N THE AREA CF

THE CLINIC. GROUP HEALTH ALSO ORGANI ZED AND COPERATED A FI TNESS NETWORK

THAT ENCOURAGED AND | NCENTI VI ZED THE COMMUNI TY TO PARTI Cl PATE | N PHYSI CAL

ACTIVITY AND DEVELOPED AND PI LOTED A VEB- BASED PORTAL CALLED NEI GHBORHOCD

HEALTH LI NK WHI CH CONTAI NS COMMUNI TY PROCGRAMS AND ORGANI ZATI ONS THAT

SUPPORT HEALTHY LI VI NG SPECI FI CALLY PHYSI CAL ACTIVITY, HEALTHY EATI NG

JSA
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GROUP HEALTH COCPERATI VE 91- 0511770

Schedule H (Form 990) 2013 Page 9
=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs 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 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.).

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.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related

organization, files a community benefit report.

AND CHRONI C DI SEASE MANAGEMENT.  NEI GHBORHOOD HEALTH LINK IS AVAI LABLE I N

THE CLI NI CAL SETTI NG TO LI NK PATI ENTS TO THESE RESOURCES™AND TO THE

COMMUNI TY TO LCCATE RESOURCES FOR THEMSELVES AND THEIL R=FAM LI ES.

PART 111, LINE 2, BAD DEBT EXPENSE METHODOEQGY

BAD DEBT IS RECORDED WHEN A PATI ENT WHOSS)DETERM NED TO HAVE THE

FI NANCI AL CAPACI TY TO PAY FOR SERVI CESS S UNW LLI NG TO SETTLE THE BI LL.

BAD DEBT ASSI GNVENTS | NCLURE

STANDARD:

- PATI ENTS/ GUARANTORS WHO DO NOT PAY FCOR LEG TI MATE SERVI CES AFTER 3

STATEMENTS

EXCEPTI ONS TO STANDARD:

- PATI ENTS/ GUARANTORS WHOSE MAIL |'S RETURNED TO GROUP HEALTH AND WHO

CANNOT BE CONTACTED

- PATI ENTS/ GUARANTORS WHO DECLARE BANKRUPTCY

- DECEASED PATI ENTS/ GUARANTORS

JSA
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GROUP HEALTH COCPERATI VE 91- 0511770

Schedule H (Form 990) 2013 Page 9
=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs 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 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.).

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.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related

organization, files a community benefit report.

- PATI ENTS/ GUARANTORS WHO FAI L TO MEET THE REQUI REMENTS OF A{ NEEGOTI ATED

PAYMENT ARRANGEMENT

THE FOLLOWN' NG IS THE BAD DEBT POLI CY:

F NO PAYMENT | S RECElI VED AFTER THE THI RD”STATEMENT, AND THE BALANCE | S

AT LEAST 15 DAYS AFTER THE 3RD CYCLE Bl M2 DATE AND NOT MORE THAN 90 DAYS

FROM THE FI RST STATEMENT DATE, STANDARD BALANCES ARE SYSTEMATI CALLY

REFERRED TO THE COLLECTI ON EXTERNAL AGENCY AND WRI TTEN OFF TO BAD DEBT

EXPENSE.

- EXCEPTI ONS TO STANDARD)BABD DEBT ACCOUNTS, | NCLUDI NG RETURNED MAI L,

LAPSED PAYMENT ARRANGEMENTS, DECEASED PATI ENTS AND BANKRUPTCI ES ARE

MANUALLY ASSI GNED TO BAD DEBT EXPENSE AND FORWARDED TO THE COLLECTI ON

ACGENCY.

- COLLECTI ON AGENCY | S I NSTRUCTED TO NOT REPORT ACCOUNTS TO THE CREDI T

BUREAUS UNTI L AFTER THE FI RST 3 MONTHS OF COLLECTI ON ACTI VI TY.

- JUSTI FI CATI ON FOR MANUALLY ASSI GNED ( NON STANDARD) BAD DEBT WRI TE- OFFS

'S RECORDED | N THE PATIENT' S ELECTRONI C Bl LLI NG RECORD.

- STAFF MEMBERS ARE AUTHORI ZED TO REVERSE THE DECI SI ON TO REFER AN ACCOUNT
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs 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 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.).

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.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related
organization, files a community benefit report.

TO A COLLECTI ON AGENCY WHEN A M STAKE | S DI SCOVERED THAT CAUSED THE

ASSI GNVENT TO BE MADE | N ERROR OR WHEN NEW | NFORVATI ON ABGUIT | NSURANCE

COVERACE | S RECEI VED.

- AFTER BAD DEBT ASSI GNVENT, SPONSORED CARE IS GFFERED BY AGENCY | F

PATI ENT CONTACTS THEM AND STATES THEY CANNGOT, RAY.

PART 111, LINE 4, BAD DEBT EXPENSE

BAD DEBT EXPENSE | S DESCRI BED I'NSEHE AUDI TED FI NANCI AL STATEMENT

FOOTNOTES ON PAGE 9 UNDER €ECTIYON (F) ACCOUNTS RECEI VABLE AND (G

PROVI SI ON FOR UNCCLLEGTY)BLE ACCOUNTS AND RETROACTI VI TY.

PART 111, LINE 8, MED CARE SHORTFALL

GROUP HEALTH FI LES A LOW VOLUME MEDI CARE COST REPORT WHI CH | NCLUDES ONLY

STATI STI CAL USAGE | NFORVATI ON.  THE LOW VOLUME REPORT DCES NOT | NCLUDE THE

PAYMENT FROM CM5 OR COST | NFORVATI ON FOUND | N FULL COST REPORTS. GROUP

HEALTH USES | NTERNAL MEDI CARE CHARGE AND REVENUE | NFORMATI ON TO COMPUTE A

COST TO CHARGE RATI O FOR I TS CENTRAL HOSPI TAL MEDI CARE COSTS. GROUP

HEALTH DCES NOT | NCLUDE ANY MEDI CARE SHORTFALL AS COVMUNI TY BENEFI T.

JSA

Schedule H (Form 990) 2013

3E1327 2.000

2176FT 1783 10/31/2014 11:01:40 AM V 13-7.5F 1138282 PACGE 54



GROUP HEALTH COCPERATI VE 91- 0511770

Schedule H (Form 990) 2013 Page 9
=E1g@VIl Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.
2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs 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 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.).

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 community benefit report. If applicable, identify all states with which the organization, or a related

organization, files a community benefit report.

PART 111, LINE 9, COLLECTION PCLICY

BAD DEBT EXPENSE | S RECOGNI ZED WHEN A PATI ENT WHO | S DETERM NED TO HAVE
THE FI NANCI AL CAPACI TY TO PAY FOR SERVI CES | S UNW LINN&'TO SETTLE THE

Bl LL. STANDARD PRACTI CE | S TO REFER ACCOUNTS FGR GOLLECTI ON AFTER THREE
30 DAY BI LLI NG CYCLES HAVE PASSED W THOUT JPAYMENT. EACH BI LLI NG STATEMENT
| NCLUDES | NFORVATI ON ON HOW PATI ENTS CAN“CONTACT GROUP HEALTH S SPONSORED
CARE DEPARTMENT TO | NQUI RE ABOUT PAYMENT ASSI STANCE. AT ANY PO NT IN THE
Bl LLI NG PROCESS WHEN THE PATI ENJ_NNFORMS GROUP HEALTH THEY ARE UNABLE TO
PAY, THEY ARE SCREENED FOR(LIKELY ELI G BI LI TY FOR FI NANCI AL ASSI STANCE
AND SENT A FI NANCI AL ASSINSTANCE APPLI CATI ON, VWHI CH COLLECTS | NCOVE AND
OTHER FI NANCI AL | NFORVATION. | F A PATIENT IS ELI G BLE FOR FREE OR

DI SCOUNTED CARE, THE CHARGES ARE WRI TTEN OFF AS ADJUSTMENTS TO REVENUE

AND NOT RECOGNI ZED AS BAD DEBT. THE COLLECTI ONS PROCESS | S TERM NATED.

PART VI, LINE 2, NEEDS ASSESSMENT
GROUP HEALTH LEADERS W TH THE SUPPORT OF THE ORGANI ZATI ON CONTI NUE TO
SERVE ON A NUMBER OF COALI TI ONS, COLLABORATI VES AND BOARDS TO ASSESS AND

| MPROVE THE HEALTH OF THE COVMUNI TI ES WE SERVE. THESE | NCLUDE THE PUGET
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs 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 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.).

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.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related

organization, files a community benefit report.

SCUND HEALTH ALLI ANCE, KI NG COUNTY HOSPI TALS FOR HEALTH ER COMVUNI Tl ES,

THE BREE COLLABORATI VE, THE COVMUNI TY TRANSFORVATI ON GRANTS» STEERI NG

COW TTEES AND THEI R TEAMS, YOUTHCARE, YMCA, ALLI ANGES=GR EDUCATI ON AND

THE WASHI NGTON CHI LDREN' S ALLI ANCE TO NAME A FEW ¢ GROUP HEALTH

PARTI Cl PATES | N THESE POLI CY, ADVOCACY AND/TRANSFORMATI ON EFFORTS TO

ENSURE GREATER ACCESS TO ADDRESS THE NEEBS)COF THE COVMMUNI TY AND STATE

POPULATI ONS AND TO ENSURE EQUI TY ANDNAECESS FOR CUR LOW | NCOVE

POPULATI ONS. SOVE OF THESE GROURS-ARE BRI NG NG TOGETHER DELI VERY SYSTEMS,

STATE AND CI TY GOVERNVENT, ANDyHOSPI TALS AND | NSURERS TO ADDRESS

ENTRENCHED | SSUES THAT“CANNOT BE TACKLED BY ANY ONE ENTI TY ALONE.

PART VI, LINE 3, PATIENT EDUCATI ON OF ELI G BILITY FOR ASSI STANCE

GROUP HEALTH HAS TWO FI NANCI AL ASSI STANCE PROGRAMS VWHI CH ARE ADM NI STERED

AS THE SPONSORED CARE PROGRAM THE CHARI TY CARE PROGRAM | S FOR MEMBERS

OR NON- MEMBERS OF GROUP HEALTH. PATI ENTS SEEKI NG HOSPI TAL SERVI CES AT

GROUP HEALTH CENTRAL HOSPI TAL OR ANOTHER STATE- LI CENSED HOSPI TAL WHEN

SERVI CES ARE DELI VERED BY A GROUP HEALTH PROVI DER, WHO HAVE | NCOMES AT OR

BELOW 200% OF THE FEDERAL POVERTY LEVEL (FPL) ARE ELI G BLE FOR CHARI TY
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs 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 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.).

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.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related

organization, files a community benefit report.

CARE ASSI STANCE. THE HEALTH CARE ASSI STANCE PROGRAM IS FOR ENR@LLEES

SEEKI NG ANY MEDI CAL CARE OR SERVI CE AT A GROUP HEALTH FACHBI TY AND WHO

ARE AT OR BELOW 250% FPL. HEALTH CARE ASSI STANCE J S\ A=SHORT- TERM PROGRAM

PROVI DI NG ASSI STANCE W TH | NPATI ENT AND OUTPATI({ENTy FEES, COPAYS,

PRESCRI PTI ON COSTS, GLASSES AND HEARI NG AlLPS

GROUP HEATLH | NFORMS PATI ENTS ABOUT 'SPONSCRED CARE AS FOLLOWS:

1.

GROUP HEALTH DI SPLAYS™RCGSTERS AT THE MAI N ENTRANCES OF GROUP

HEALTH HOSPI TAL, AT THE)HGSPI TAL' S URGENT CARE CENTER AND AT I TS

LABOR/ DELI VERY UNI T. EACH POSTER | NFORMS PATI ENTS THAT THEY MAY BE

ELI G BLE FOR FREE CARE | N SEVEN DI FFERENT LANGUAGES.

DESK CARDS AT THE RECEPTI ON AND REG STRATI ON AREAS | N THE HOSPI TAL REPEAT

THE MESSAGE (I N ENGLI SH) AND | NCLUDE THE FI NANCI AL GUI DELI NES.

2.

GROUP HEALTH HOSPI TAL URGENT CARE STAFF PROVI DES FI NANCI AL

| NFORMATI ON AND ATTESTATI ON FORMS TO PATI ENTS SEEKI NG CHARI TY CARE AT THE

JSA
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs 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 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.).

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.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related
organization, files a community benefit report.

TI ME OF REA STRATI ON FOR SERVI CES.

3.

AS PART OF THEI R STANDARD COPERATI NG PROCEDURES,~=CLI| NI CAL, CUSTOMER

SERVI CE AND PATI ENT BI LLI NG STAFF THROUGHOUT GROUR, HEALTH ARE ABLE TO

PROVI DE | NFORVATI ON ABOUT AND ASSI STANCE W THN\RATI ENT QUALI FI CATI ON FOR

SPONSORED CARE PROGRAMS AT THE TI ME OR SERVI CE OR VI A TELEPHONE.

4.

ADM NI STRATI VE AND BI LLI'NG-GFFI CE STAFF AT ALL 25 GROUP HEALTH

MEDI CAL CENTERS PROVI DE PATLENTS W TH SPONSORED CARE APPLI CATI ONS UPON

REQUEST AT THE TI ME OF~SERVI CE.

5.

THERE IS A STANDARD NOTI CE ON ALL GRCOUP HEALTH BI LLS FOR PATI ENT

CARE WHI CH STATES THAT THE PATI ENT MAY BE ELI G BLE FOR FI NANCI AL

ASSI STANCE AND PROVI DES CONTACT | NFORMVATI ON FOR ASSI STANCE.

6.

| NFORVATI ON REGARDI NG GROUP HEALTH FI NANCI AL ASSI STANCE | S

AVAI LABLE ON THE PUBLI C VEBSI TE AT

HTTPS: / / WAM.. GHC. ORG HTM./ PUBLI C/ CUSTOVER- SERVI CE/ FI NANCI AL- ASSI STANCE.
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Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.
2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs 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 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.).

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.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related

organization, files a community benefit report.

PART VI, LINE 4, COVMUN TY | NFORVATI ON

GROUP HEALTH S SERVI CE AREAS | NCLUDE ALL, OR PARTS OF, 20=COUNTIES IN

WASHI NGTON AND 2 COUNTIES I N | DAHO. IN THE LAST DEGADEY THE M NORI TY

POPULATI ON | N WASHI NGTON AS A WHOLE GREW FROM 20. 6% OF THE STATE

POPULATI ON TO 25. 2% ELEVEN COUNTI ES HAVEZM NORI TY POPULATI ONS ABOVE THE

STATE AVERAGE. FOR THE COUNTI ES IN GROWP HEALTH S SERVI CE AREA, FRANKLI N

(51.2%, YAKIMA (45.0%, KING (8.9% W Pl ERCE (9.2% AND WALLA WALLA

(19.7% COUNTI ES CONSI STENTLY HAVESTHE H GHEST PERCENT OF HI SPANI C

POPULATI ONS.  FRANKLI N COUNT/Y9AND YAKI MA COUNTY HAVE THE LARGEST SHARES

OF NON-VH TE POPULATI GNS.NCURRENT DATA | NDI CATES 49. 5% OF WASHI NGTON' S

AFRI CAN AMERI CAN POPULATI ON RESI DES | N KI NG COUNTY AND 22.5% | N Pl ERCE

COUNTY. W TH RESPECT TO THE ASI AN AND PACI FI C | SLANDER POPULATI ON, 58. 6%

RESI DE | N KI NG COUNTY, WTH 9.8% I N PI ERCE COUNTY, AND 13.1% | N SNOHOM SH
COUNTY.  YAKI MA COUNTY' S RANKI NG AS HOME TO THE SECOND LARGEST

CONCENTRATI ON OF THE AMERI CAN | NDI AN AND ALASKA NATI VE POPULATI ON I N 2000
WAS OVERTAKEN BY PI ERCE COUNTY | N 2008. GROUP HEALTH SERVES ALL OF THESE
COMMUNI TIES. THE ETHNI C AND RACI AL MAKEUP OF OUR MEMBERS ARE AS FOLLOWS:

CAUCASI AN (80% , AFRI CAN AMERI CAN BLACK (3%, ASI AN PACI FI C | SLANDER
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs 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 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.).

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.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related
organization, files a community benefit report.

(8%, H SPANIC (5% ALASKA NATI VE/ AVERI CAN | NDI AN (1% AND OTHER (3% .

IN 2013, GROUP HEALTH COOPERATI VE AND | TS WHOLLY- OANED=SUBSI DI ARI ES,

GROUP HEALTH OPTI ONS, | NC. AND KPS HEALTH PLANS, RROVI DED HEALTH CARE

COVERAGE AND SERVI CES TO APPROXI MATELY 617#000 4 NDl VI DUALS. GROUP HEALTH

WAS ABLE TO REACH THESE | NDI VI DUALS VI AMNDI VI DUAL AND FAM LY, COWMERCI AL

GROUP, FEDERAL EMPLOYEE HEALTH BENEFNISPLAN, PUBLI C EMPLOYEE BENEFI T

BOARD PLAN ( FOR WASHI NGTON STATE“EMPLOYEES), AND MEDI CARE ADVANTAGE PLAN

ENRCLLEES | N WASHI NGTON ANDR /NERTH | DAHO.

GROUP HEALTH EXTENDS | TS HEALTH CARE SERVI CES TO THE COMMUNI TY, PROVI DI NG

CARE TO PECPLE | N NEED REGARDLESS OF THEI R ENRCLLMENT STATUS OR ABI LI TY

TO PAY. SPECI AL ATTENTI ON | S DEVOTED TO UNDERSERVED, AT-RI SK PCPULATI ONS.

IN 2013, SPECI FI CALLY RELATED TO LOW I NCOVE | NDI VI DUALS, GROUP HEALTH

PROVI DED CARE TO APPROXI MATELY 16, 000 HEALTHY OPTI ONS ( WASHI NGTON

STATE- MVANAGED MEDI CAI D) PATI ENTS AND APPROXI MATELY 4, 500 LOW I NCOVE BASI C

HEALTH PATI ENTS I N 6 COUNTI ES AROUND THE STATE. THI S WAS ACCOWPLI SHED

THROUGH GROUP HEALTH CONTRACTI NG TO DELI VER HEALTH CARE SERVI CES TO

JSA
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs 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 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.).

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.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related

organization, files a community benefit report.

PATI ENTS ENRCLLED I N MOLI NA HEALTHCARE OF WASHI NGTON' S HEALTHY(OPTI ONS

AND BASI C HEALTH PLANS. GROUP HEALTH, | N ADDI TI ON, PROVEDED CARE TO

MEDI CAl D FEE- FOR- SERVI CE PATI ENTS WHO WERE UNABLE JFO,AGCESS GROUP HEALTH

THROUGH THE MANAGED MEDI CAl D PROGRAM  GROUP HEALTH SERVED APPROXI MATELY

300 OF THESE | NDI VI DUALS.

IN ADDI TI ON, GROUP HEALTH S FAM LY BEGMNNINGS UNIT (FBU) | N SEATTLE

PROVI DES LABCR AND DELI VERY AND\WNEGNATAL | NTENSI VE CARE UNI T SERVI CES TO

MEDI CAlI D PATI ENTS, W TH GROUPYHEALTH PHYSI CI ANS AND NURSE M DW VES

DELI VERI NG NEVWBORNS. CONLRACTS W TH SEVERAL COVMUNI TY HEALTH CLI NI CS AND

FEDERALLY QUALI FI ED HEALTH CENTERS ALLOW COMMUNI TY PROVI DERS TO DELI VER

THE PATI ENTS OF THESE COVMUNI TY CLI NI CS AT THE FBU, W TH BACK- UP AND

SUPPORT PROVI DED BY GROUP HEALTH OB- GYN PHYSI CI ANS. I N 2013, OVER 1, 300

PATI ENTS WERE TREATED I N OUR Bl RTHI NG FACI LI TY, ONE OF THE FEWIN SEATTLE

THAT ALLOWS CERTI FI ED NURSE M DW FE BI RTHI NG FOR ALL PATI ENTS. IN

ADDI TI ON, THE FBU WAS AWARDED THE BABY- FRI ENDLY HOSPI TAL DESI GNATI ON, ONE

OF ONLY TWO CHI LDBI RTH CENTERS | N SEATTLE TO RECEI VE TH S ACCOLADE.

BABY- FRI ENDLY IS A GLOBAL | NI TI ATI VE SPONSORED BY THE WORLD HEALTH

JSA
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs 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 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.).

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.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related

organization, files a community benefit report.

ORGANI ZATI ON AND UNI CEF.

FI NALLY, THE GROUP HEALTH TEEN PREGNANCY AND PARENFING=CLI NI C PROVI DES

COVPREHENSI VE SERVI CES TO WOMEN, | NFANTS AND CHI LDREN AND OTHER HEALTH

CARE SERVI CES TO BOTH ENROLLED GROUP HEALTHYMEMBERS AND NON- NROLLED

LOW | NCOVE TEENAGERS AND YOUNG ADULTS. o %"N)2013, THE TOTAL NUMBER OF

PATI ENT VI SITS WAS 3, 092.

PART VI, LINE 5, PROMOTI ON(OFyCOVMUNI TY HEALTH

GROUP HEALTH S PRI MARY“EXENPT PURPCSE |S TO PROVI DE COVPREHENSI VE,

PREVENTI ON- ORI ENTED HEALTH CARE SERVI CES. BENEFI Cl ARIES OF TH S PURPOSE

ARE GROUP HEALTH ENROLLEES AND NON- ENROLLED PATI ENTS. GROUP HEALTH ALSO

PROVI DES HEALTH | MPROVEMENT- RELATED EDUCATI ON AND | NFORMATI ON, FI NANCI AL

AND OTHER SUPPCORT TO COVMUNI TY- BASED ORGANI ZATI ONS, WTH A FOCUS ON

PREVENTI ON AND WVELLNESS, AND CONDUCTS RESEARCH ACTI VI TI ES THAT BENEFI T

THE BROADER COMVUNI TY.

TO FULFILL I TS PURPOSE, GROUP HEALTH PROVI DES OUTPATI ENT PRI MARY AND
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs 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 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.).

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.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related

organization, files a community benefit report.

SPECI ALTY CARE AS WELL AS SQOVE | NPATI ENT ACUTE AND SUB- ACUTE CARE THROUGH

THE SERVI CES OF SALARI ED PHYSI Cl ANS, NURSES, AND OTHER HEARTH CARE

PROVI DERS. THE SALARI ED PHYSI CI ANS ARE EMPLOYED BY “GR@JP HEALTH

PERVANENTE, P.C., AN ORGAN ZATI ON W TH WHOM GRQUP {HEALTH HAS AN EXCLUSI VE

CONTRACT. AS OF YEAR-END 2013, GROUP HEALFH ‘©@RERATED ONE HOSPI TAL, 25

PRI MARY CARE MEDI CAL CENTERS, SI X SPEC|LAETY CARE UNI TS AND SEVEN

BEHAVI ORAL HEALTH CLINICS. GROUP HEALTH ALSO CONTRACTS W TH COVMMUNI TY

HEALTH CARE PROVI DERS FOR SERVI"€ESAHERE GROUP HEALTH DOES NOT OPERATE

I TS OAN FACI LI TI ES AND FOR(MERIYCAL SERVI CES NOT PROVI DED AT GROUP HEALTH

FACI LI TI ES.

GROUP HEALTH CONDUCTS PRACTI CAL, PUBLI C DOVAI N RESEARCH TO | MPROVE HEALTH

AND HEALTH CARE THROUGHOUT THE COMMUNI TY AND NATI ON THROUGH THE GROUP

HEALTH RESEARCH | NSTI TUTE (CGHRI) | NVESTI NG OVER $51M I N 2013. SI NCE

GHRI' S I NCEPTI ON I N 1983, GHRI | NVESTI GATORS HAVE PUBLI SHED MORE THAN

4,000 SCI ENTI FI C PAPERS AND HAVE MADE MAJOR CONTRI BUTI ONS TO EFFECTI VE

CARE OF CHRONI C CONDI TI ONS SUCH AS DI ABETES, BACK PAI N, CARDI OVASCULAR

DI SEASE, AND DEPRESSI ON. GHRI RESEARCHERS DEVELOP AND STUDY WAYS TO HELP
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GROUP HEALTH COCPERATI VE 91- 0511770

Schedule H (Form 990) 2013 Page 9
=E1g@VIl Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.
2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs 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 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.).

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.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related
organization, files a community benefit report.

THE POPULATI ON MAKE | NFORVED MEDI CAL DECI SIONS, QUI T SMOKI NG AND FI GHT
OBESI TY. GHRI ALSO SUPPORTS RESEARCH THAT | MPROVES THE SAFETY AND

EFFI CACY OF MEDI CATI ONS, | MVUNI ZATI ONS, MEDI CAL | NAG NG/ AND CANCER
SCREENI NG WHI LE SOVE RESEARCH TAKES A LONG Tl ME O REACH AND | NFLUENCE
THE HEALTH CARE SYSTEM | TSELF (1. E. CLI NI CAly 'RRACTI CE), CHRI | NVESTS IN

DI SSEM NATI ON AND TRANSLATI ON ACROSS QUR“COVMUNI TY.

GHRI 1S A GLOBALLY RECOGNI ZED LEABRER | N PREVENTI VE MEDI CI NE, HEALTHY
AG NG WOMEN S HEALTH, AND{CANCER CONTROL, ALL USI NG CUTTI NG EDGE DATA

ANALYSI S AND HEALTH | NFORMATI ON TECHNOLOGY. GHRI | NVESTI GATORS ARE

HELPI NG DEVELOP AND EVALUATE GROUP HEALTH S ADVANCED PRI MARY CARE MEDI CAL

HOVE MODEL, AND | S RESPONSI BLE FOR THE DEVELOPMENT OF THE CHRONI C CARE
MODEL. IN ADDITION, GHRI'S CENTER FOR COVMUNI TY HEALTH AND EVALUATI ON
LEADS EVALUATI ONS OF HEALTH- RELATED PROGRAMS AND | NI TI ATI VES NATI ONALLY,
CONTRI BUTI NG TO | MPROVEMENTS | N HEALTH OUTCOVES FOR THE MYRI AD OF

COMMUNI TI ES | T SERVES.

GROUP HEALTH ENGAGES I N A VARI ETY OF HEALTH PROMOTI ON ACTIVITIES. GROUP

JSA
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GROUP HEALTH COCPERATI VE 91- 0511770

Schedule H (Form 990) 2013 Page 9
=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs 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 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.).

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.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related

organization, files a community benefit report.

HEALTH PHYSI CI AN AND STAFF VOLUNTEERS PROVI DED NO- COST MEDI CAL ¢ SUPPORT AT

MEDI CAL TENTS SET UP AT THE SI TES OF SEVERAL ACTI VI TI ESTAND EVENTS W TH

W DE PUBLI C PARTI Cl PATION. THI' S SUPPORT RANGED FROW,BASI C FI RST AID TO

ADVANCED MEDI CAL SUPPORT AND STABI LI ZATI ON FOR (PARTI Cl PANTS NEEDI NG TO BE

TRANSFERRED TO A HI GHER LEVEL OF CARE. CROYP\HEALTH ALSO ACTI VELY

PROMOTES HEALTHY LI FESTYLES BY SPONSOR| NG ACTI VI TI ES HOSTED BY

ORGANI ZATI ONS SUCH AS THE CASCADE BI'€@YELE CLUB AND THE YOUTH PROGRAMS OF

THE YMCA DESI GNED TO HELP AT- RI"SKYOUTH AND LOW | NCOVE COMMUNI TI ES STAY

SAFE AND HEALTHY AND ACCESS RESOURCES TO | MPROVE THEI R HEALTH.

THROUGH A PARTNERSHI P W TH KI NG COUNTY, GROUP HEALTH ALSO SUPPORTS 6

SCHOOL- BASED HEALTH CENTERS AT M DDLE AND HI GH SCHOOLS | N THE SEATTLE

PUBLI C SCHOOL DI STRICT. TH S | NCLUDES HI RI NG NURSES AND NURSE

PRACTI TI ONERS AND SUPPCORTI NG THEI R CLI NI C AND ADM NI STRATI VE NEEDS. THE

SCHOOL- BASED CENTERS SERVED APPROXI MATELY 3, 700 STUDENTS I N 2013 AND ARE

A HUGE BOOST TO THE HEALTH AND WELLNESS OF THE STUDENT COVMUNI TY.

GROUP HEALTH PARTNERS W TH PROJECT ACCESS, AN CORGANI ZATI ON WHI CH WORKS

JSA
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GROUP HEALTH COCPERATI VE 91- 0511770

Schedule H (Form 990) 2013 Page 9
=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs 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 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.).

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.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related
organization, files a community benefit report.

W TH MEDI CAL PROVI DERS | N HEALTH CARE COMMUNI TI ES ACRCSS THE COUNTRY TO

PROVI DE MEDI CAL CARE TO | NDI VI DUALS THAT MEET COUNTY- SPECKRI C MEDI CAL AND

FI NANCI AL ELI G BILITY CRI TERI A GROUP HEALTH COORDKFNATES W TH PRQIECT

ACCESS TO PROVI DE CARE TO THESE PATI ENTS AT DESI GNATED MEDI CAL CENTERS

AND SPECI ALTY DEPARTMENTS.

GROUP HEALTH HOSTED TWO CONTI NUI NG MEDMCAL EDUCATI ON CONFERENCES | N 2013

TO LEADERS | N TACOVA ON | MPROVING=CLI NI CAL QUTCOVES AND BETTER NMANAGEMENT

OF COSTS FOR PATI ENTS | N OUR*REG ON WHO HAVE HYPERTENSI ON, HYPERLI Pl DEM A

AND TYPE 2 DI ABETES AND)I"N/SPOKANE ON MANAG NG ACUTE | NJURY AND CHRONI C

PAIN OF THE KNEE. THESE CONFERENCES WERE OPEN TO NON- GROUP HEALTH

COVMMUNI TY HEALTH LEADERS FOR FREE OR REDUCED COST.

PART VI, LINE 6, AFFILIATED HEALTH CARE SYSTEM

GROUP HEALTH COOPERATI VE IS ONE OF THE NATI ON S LARCGEST CONSUMER GOVERNED

HEALTH CARE ORGANI ZATI ONS. GROUP HEALTH IS GOVERNED BY AN | NDEPENDENT

BOARD OF TRUSTEES COVPRI SED OF 11 ENROLLED MEMBERS ALL OF WHOM RESI DE | N

THE GROUP HEALTH SERVI CE AREA AND ARE ELECTED BY GROUP HEALTH S VOTI NG

JSA
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GROUP HEALTH COCPERATI VE 91- 0511770

Schedule H (Form 990) 2013 Page 9
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs 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 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.).

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.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related

organization, files a community benefit report.

MEMBERSHI P.  VOTI NG MEMBERSHI P IS OPEN TO ALL GROUP HEALTH ENRGLLEES OVER

THE ACE OF 18.

GROUP HEALTH COOPERATI VE HAS A WHOLLY- OANED SUBSI D ARY, THE GROUP HEALTH

FOUNDATI ON, WHICH | S ALSO A 501(C) (3) ORGANWZAWWON. THE PURPCSE COF THE

GROUP HEALTH FCUNDATION IS TO | MPROVE JHE HEALTH OF COMMUNI TI ES I N

PARTNERSHI P W TH GROUP HEALTH COOPERATMVE AND GROUP HEALTH RESEARCH

I NSTI TUTE. GROUP HEALTH FOUNDATIMGN | NVESTS | N RESEARCH RELATED TO HEALTH

CARE | NNOVATI ON, QUALI TY OULECOVES AND COMMUNI TY PARTNERSHI PS AND PROVI DES

TECHNI CAL ASSI STANCE AND'GRANTS, AS WELL AS SPONSCRI NG SPECI FI C PROGRAMS,

TO PROMOTE CH LDREN S HEALTH AND FI TNESS, PREVENTI VE CARE AND HEALTH

EDUCATI ON AND DI VERSI TY. THE GROUP HEALTH FOUNDATI ON IS CURRENTLY

ENGAGED IN A MULTI - YEAR PROGRAM W TH ORGANI ZATI ON AND SCHOOL- BASED

PARTNERS | N COVMUNI TI ES ACROSS THE STATE TO ADDRESS THE EFFECTS OF

PARENTAL HESI TANCY ON LOW VACCI NATI ON RATES OF WASHI NGTON' S CHI LDREN.

THI'S | NCLUDES PROCURI NG AND PROVI DI NG VACCI NES TO CHI LDREN, AS WELL AS

SPONSORI NG SOCI AL MARKETI NG AND OTHER ACTI VI TI ES TO REDUCE PARENTAL

HESI TANCY RELATED TO CHI LDHOOD VACCI NATI ON.
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GROUP HEALTH COCPERATI VE 91- 0511770

Schedule H (Form 990) 2013 Page 9
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs 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 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.).

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.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related

organization, files a community benefit report.

GROUP HEALTH COOPERATI VE HAS AN EXCLUSI VE CONTRACT W THRGRAOUP HEALTH

PERVANENTE, P.C., A GROUP PRACTICE W TH OVER 900 SADARIED CLI NI Cl ANS.

GROUP HEALTH PERMANENTE |'S NOT UNDER COVMON GOVERNANCE OR CONTROL W TH

GROUP HEALTH COOPERATI VE, BUT THE TWO ORGANNZATI ONS COLLABORATE TO SERVE

THE COVMUNI TY. BOTH GROUP HEALTH COOPERATIHVE AND GROUP HEALTH PERMANENTE

PARTI Cl PATE AS FACULTY AND PRECEPTORS, FOR RESI DENCY AND HEALTH

PROFESSI ONALS TRAI NI NG PROGRAMS), /N ADDI TI ON TO THE OPERATI ON OF A

FAM LY PRACTI CE RESI DENCY, RROGRAM ( FOR WHI CH GROUP HEALTH PERMANENTE

PHYSI CI ANS SERVE AS FACULNLY) AND AN OPTOVETRY RESI DENCY I N 2 MEDI CAL

CENTER LOCATI ONS, GROUP HEALTH COOPERATI VE AND GROUP HEALTH PERMANENTE

PARTI Cl PATE | N THE TRAI NI NG OF OVER A DOZEN MEDI CAL SPECI ALTI ES AND AN

ADDI TI ONAL 20+ M D- LEVEL AND NON- PHYSI Cl AN TRAI NI NG PROGRAMS, | NCLUDI NG

THOSE FOR CRI TI CAL SHORTAGE PROFESSI ONS SUCH AS NURSI NG, PHYSI CAL THERAPY

AND PHARMACY. | N ADDI TION TO THE ABOVE- MENTI ONED PROGRAMS | N WASHI NGTON

STATE, IN 2013, GROUP HEALTH PHYSI Cl ANS AND STAFF VOLUNTEERED MEDI CAL

SERVI CES TO HOVELESS SHELTERS, COMMUNITY CLI NI CS AND OTHER RELI EF EFFORTS

IN THE U.S. AND AROUND THE WORLD.
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GROUP HEALTH COCPERATI VE 91- 0511770

Schedule H (Form 990) 2013 Page 9
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs 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 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.).

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.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related
organization, files a community benefit report.

AS AN | NTEGRATED CARE CORGANI ZATI ON AND ONE OF THE LARGEST=RPROVI DERS | N

WASHI NGTON STATE, GROUP HEALTH COOPERATI VE HAS | NNeVATYE NEW APPROACHES

TO CARE AND | TS CLEAR CARE HMO MEDI CARE ADVANTAGE {PLANS HAVE CONTI NUED TO

RECEI VE THE HI GHEST RATI NG FROM CMS (5- STARYRAIM'NG SINCE 2012. THI S HAS

| NCLUDED BEI NG A NATI ONAL LEADER I N THESW DESPREAD ADOPTI ON OF ELECTRONI C

MEDI CAL RECORDS, FOCUS ON PREVENTI ONNAND A PATI ENT- CENTERED MEDI CAL HOVE

MODEL OF CARE. GROUP HEALTH | S\A-FOUNDI NG MEMBER OF THE WASHI NGTON

HEALTH ALLI ANCE WHOSE M SSKEONYI'S TO PROMOTE HEALTH AND | MPROVE THE

QUALI TY AND AFFORDABI I TYa.® THE HEALTH CARE SYSTEM BY REDUCI NG OVERUSE,

UNDERUSE AND M SUSE OF HEALTH CARE SERVI CES.

PHYSI CI AN AND NON- PHYSI CI AN LEADERS AT GROUP HEALTH ALSO CONTRI BUTE TO

THE DI SSEM NATI ON AND COMMUNI TY- W DE PRACTI CE OF EVI DENCE- BASED MEDI CI NE

AND CQUTCOMES | MPROVEMENT BY SHARI NG CLI NI CAL GUI DELI NES, QUALITY

| MVPROVEMENT EFFORTS AND PROTOCCLS RELATED TO SHARED DECI SI ON- MAKI NG AND

OTHER PATI ENT ENGAGEMENT TOCOLS, LEAN PROCESS | MPROVEMENTS | N CLI NI CAL

CARE, THE MEDI CAL HOVE TEAM BASED CARE MODEL, THE CHRONI C CARE MCDEL, AND

JSA
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Schedule H (Form 990) 2013 Page 9
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs 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 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.).

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.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related
organization, files a community benefit report.

OTHER CARE | NNOVATI ONS.  GROUP HEALTH IS A LEADER | N THE WASHI NGTON STATE

HEALTH ALLI ANCE, WHI CH PUBLI CLY AND TRANSPARENTLY REPORTS=RPROVI DER

QUALI TY MEASURES THROUGH I TS COVMUNI TY CHECKUP.

PART VI, LINE 7, STATE FILING OF COWUNI TY/BENEFI T REPORT

THI'S QUESTION IS NOT APPLI CABLE.

JSA
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SCHEDULE J Compensation Information OMB No. 1545-0047
(Form 990) For certain Officers, %g(erﬁt‘;)éi,s;{gjtzﬁbl}é%;mployees, and Highest 2@ 1 3
P Complete if the organization answered "Yes" to Form 990, Part IV, line 23. .
Department of the Treasury _ P Attach to Form 990. P> See separate instructions.
Internal Revenue Service P Information about Schedule J (Form 990) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
CROUP HEALTH COOPERATI VE 91- 0511770
Questions Regarding Compensation
Yes No
la Check the appropriate box(es) if the organization provided any of the following to or for a person listed in Form
990, Part VII, Section A, line 1a. Complete Part lll to provide any relevant information regarding these items.
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
Discretionary spending account Personal services (e.g., maid, chauffeur, chef)
b If 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 Il to
BXPlaIN e e e e e b e 1b X
2 Did the organization require substantiation prior to reimbursing or allowing expenses.,lincurred by all
directors, trustees, and officers, including the CEO/Executive Director, regarding the jtems checked in line
1A e e e e ONN 2 X
3 Indicate which, if any, of the following the filing organization used to establish the cempgensation of the
organization's CEO/Executive Director. Check all that apply. Do not check any boxes for methods used by a
related organization to establish compensation of the CEO/Executive Director, but@xplain in Part Ill.
Compensation committee Written employmenteontract
Independent compensation consultant Compensatiof 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 990, Part VII, Seetion A, line 1a, with respect to the filing
organization or a related organization:
a Receive a severance payment or change-of-control payment? ». ™7 . . . . . ... .. .. 4a X
b Participate in, or receive payment from, a supplementalhonqudlified retrementplan? . . . ... ... ... 4b X
¢ Participate in, or receive payment from, an equity-based*€ompensation arrangement?_ . . . . . ... ... ... 4c X
If "Yes" to any of lines 4a-c, list the persons and«previde the applicable amounts for each item in Part IIl.
Only section 501(c)(3) and 501(c)(4) organizatigns must complete lines 5-9.
5 For persons listed in Form 990, Part VI, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenuesof:
a Theorganization? | L R e e e e e e e 5a X
b Anyrelated organization? | A L L e e 5b X
If "Yes" to line 5a or 5b, deseribeNn'Part Ill.
6 For persons listed in Forgt”990wPart VI, Section A, line 1a, did the organization pay or accrue any
compensation contingent oh the net earnings of:
a Theorganization? | L e e e e 6a X
b Anyrelated organization? | L e e 6b X
If "Yes" to line 6a or 6b, describe in Part lll.
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 67 If "Yes," describe inPart Il _ . . . . . . . .. .. .. ... .. .... 7 X
8 Were any amounts reported in Form 990, Part VI, paid or accrued pursuant to a contract that was subject
to the initial contract exception described in Regulations section 53.4958-4(a)(3)? If "Yes," describe
0T == B 8 X
9 If "Yes" to line 8, did the organization also follow the rebuttable presumption procedure described in
Regulations section 53.4958-6(C)? . . . . . v v i i i i i e e e e e e e e e e e e e e e e e e e e e 9 X

For Paperwork Reduction Act Notice, see the Instructions for Form 990.
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GROUP HEALTH COCPERATI VE 91- 0511770

Schedule J (Form 990) 2013 Page 2
3E1agll Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees. Use duplicate copies if additional space is needed.

For each individual whose compensation must be reported in Schedule J, report compensation from the organization on row (i) and from related organizations, described in the
instructions, on row (ii). Do not list any individuals that are not listed on Form 990, Part VII.

Note. The sum of columns (B)(i)-(iii) for each listed individual must equal the total amount of Form 990, Part VII, Section A, line 1a, applicable column (D) and (E) amounts for that
individual.

(B) Breakdown of W-2 and/or 1099-MISC compensation (C) Retirement and (D) Nontaxable (E) Total of columns (F) Compensation
(A) Name and Title (i) Base (i) Bonus & incentive (iii) Other other deferred benefits BX-O) reported as deferred in
compensation compensation reportable compensation prior Form 990
compensation \
SCOTIT ELLI OT ARMSTRONG | ) 968, 017 275, 684 172,775 -43, 40 g\ 24, 806 1, 397, 882.
4 CEO & PRESI DENT (i) -
BARBARA ANN BELT- LLOYD | ) .

5 CONTROLLER & EXEC DIR FIN OPS
SCOTT BOYD

3 VP, FINANCE
BRETON CLARK MYERS

4 ASST TREASURER

RI CK DALE WOODS
5 EVP & GENERAL COUNSEL

SARAH BARI AN YATES
g VP & DEPUTY GENERAL COUNSEL

ELLEN SUZANNE DALY
7 VP, NTWRK SVC & PROVDR RELTNS

CYNTHI A JOHNSON
g EVP HR
LAURA MCM LLAN
g VP; STRAG C PLANNING & DEPLO

ROBERT O BRI EN
10EVP; HEALTH PLAN DI VI S| ON

MARK SZALW NSKI
11 EVP; GROUP PRACTI CE DI VI SI ON

RANDY BARKER
12 VP; APPLE DI VI SI ON

DEBORAH HUNTI NGTON
13VP; SALES

ERI C LARSON
14 VP GROUP HEALTH RESEARCH | NST

ERI N LEFF
15VP; CONSULT SPEC & AC SVCS

LAURA REHRVANN
16VP; COVWUNI TY RESPONSI BI LI TY

=
=

= =
=

= =
=

= =
=

= =
=

= =
=

= =
=

= =
=

=)
=

=
=

= =
=

= =
=

= =
=

= =
=

= =
=

=)
=

=
=
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GROUP HEALTH COCPERATI VE

Schedule J (Form 990) 2013

91- 0511770

Page 2

Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees. Use duplicate copies if additional space is needed.

For each individual whose compensation must be reported in Schedule J, report compensation from the organization on row (i) and from related organizations, described in the
instructions, on row (ii). Do not list any individuals that are not listed on Form 990, Part VII.

Note. The sum of columns (B)(i)-(iii) for each listed individual must equal the total amount of Form 990, Part VII, Section A, line 1a, applicable column (D) and (E) amounts for that

individual.

(A) Name and Title

(B) Breakdown of W-2 and/or 1099-MISC compensation

(C) Retirement and

(i) Base
compensation

(il) Bonus & incentive
compensation

(iii) Other
reportable
compensation

other deferred
compensation

(D) Nontaxable
benefits

(E) Total of columns

B)i)-(D)

(F) Compensation
reported as deferred in
prior Form 990

Rl CHARD EDWARD MAGNUSON
4 EVP; CHIEF FINL & ADM CFFI CER

0
(i)

0
(i)

0
(i)

0
(i)

0
(i)

0
(i)

0
(i)

0
(i)

0
(i)

0

10 (ii)

0

11 (ii)

0

12 (ii)

0

13 (ii)

0

14 (i)

0

15 (ii)

0
(i)

16

JSA
3E1291 1.000

2176FT 1783 10/31/2014 11:01:40 AM V 13-7.5F

1138282

Sch

edule J (Form 990) 2013

PACGE 73



GROUP HEALTH COCPERATI VE 91- 0511770

Schedule J (Form 990) 2013 Page 3

=E13lI[l Supplemental Information

Complete this part to provide the information, explanation, or descriptions required for Part |, lines 1a, 1b, 3, 4a, 4b, 4c, 5a, 5b, 6a, 6b, 7, and 8, and for Part Il.
Also complete this part for any additional information.

FI RST CLASS TRAVEL

SCHEDULE J, PART |, LINE 1A

PER THE GROUP HEALTH EXPENSE REI MBURSEMENT PCLICY, AIR TRAVEL | S TO BE
BOOKED AT COACH CLASS UNLESS PRE- AUTHORI ZED BY THE APPROVI NG MANAGER. THE
COVPENSATI ON COW TTEE OF THE BOARD OF GRCUP HEALTH AUTHORI ZED

FI RST- CLASS TRAVEL FCOR THE PRESI DENT/ CEO DUE TO EXTENSI VE AMOUNT OF

REQUI RED BUSI NESS TRAVEL DURI NG 2013. FI RST CLASS TRAVEL EXPENSE | .S\NOTE
REPORTED AS TAXABLE COVMPENSATION AS I T IS ONLY REI MBURSED WHEN= NCURRED

FOR BUSI NESS PURPCSES.

SCCl AL CLUB DUES

SCHEDULE J, PART 1, LINE 1A

ALL EMPLOYEES ARE RESPONSI BLE FOR FOLLOW NGALE OF GROUP HEALTH S EXPENSE
REI MBURSEMENT GUI DELI NES AND BEI NG GOAD STEWARDS OF THE COMPANY' S
RESOURCES. THE COVPANY W LL PAY FOR THE PRESI DENT AND CEO S SOCI AL CLUB
DUES | F THE EXPENSE COWVPLI ES W TH THE EXPENSE REI MBURSEMENT PCLI CY AND
THE BUSI NESS EXPENSES ARE RELATED TO A LEG TI MATE BUSI NESS PURPOSE AND
ARE REASONABLE FOR THE SI TUATION | N WHI CH THEY WERE | NCURRED. SCCI AL CLUB

DUES ARE NOT TREATED AS TAXABLE COVPENSATI ON WHEN STRI CTLY | NCURRED FCOR

Schedule J (Form 990) 2013
JSA
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GROUP HEALTH COCPERATI VE 91- 0511770

Schedule J (Form 990) 2013 Page 3

=E13lI[l Supplemental Information

Complete this part to provide the information, explanation, or descriptions required for Part |, lines 1a, 1b, 3, 4a, 4b, 4c, 5a, 5b, 6a, 6b, 7, and 8, and for Part Il.
Also complete this part for any additional information.

BUSI NESS PURPCSE.

SEVERANCE PAYMENT

SCHEDULE J, PART 1, LINE 4A

THE GROUP HEALTH PRESI DENT AND CEO, THE EXECUTI VE VI CE PRESI DENTS, AND
THE VI CE PRESI DENTS ARE EACH PARTI ES TO WRI TTEN EMPLOYMENT AGREEMENTS

W TH GROUP HEALTH COOPERATI VE THAT PROVI DE FOR SEVERANCE BENEFI TS UNDER
CERTAI N CONDI TI ONS. THE PRESI DENT AND CEO S EMPLOYMENT AGREEMENT I\S
APPROVED BY THE COWVPENSATI ON COW TTEE OF THE BOARD OF TRUSTLEES.

EXECUTI VES WHO ARE TERM NATED FOR CAUSE, OR WHO ELECT ¢TO, TERM NATE THEI R
EMPLOYMENT RELATI ONSHI P W THOUT CAUSE ( MEANI NG THEYNVOEUNTARI LY QUIT),
ARE NOT ENTI TLED TO SEVERANCE BENEFI TS. I N THELEVENT THE EXECUTI VE I S

ELI G BLE FOR SEVERANCE BENEFI TS, THE SEVERANCEZBENEFI TS ARE AS FOLLOWS:

SEVERANCE PAYMENTS | N THE MAXI MUM TOTAL AMOUNT OF TWELVE (12) MONTHS OF
BASE SALARY, (EI GHTEEN (18) MONTHS FOR THE PRESI DENT AND CEOQ), PLUS

MEDI CAL AND DENTAL COVERAGE (AT THE SAME LEVEL PROVI DED TO THE EXECUTI VE
AS OF THE DATE OF SEPARATION) FOR A MAXI MUM OF TWELVE (12) MONTHS

(EI GHTEEN (18) MONTHS FOR THE PRESI DENT AND CEOY . THESE BENEFI TS ARE

Schedule J (Form 990) 2013

JSA
3E1505 1.000

2176FT 1783 10/31/2014 11:01:40 AM V 13-7.5F 1138282 PAGE 75



GROUP HEALTH COCPERATI VE 91- 0511770

Schedule J (Form 990) 2013 Page 3

Supplemental Information
Complete this part to provide the information, explanation, or descriptions required for Part |, lines 1a, 1b, 3, 4a, 4b, 4c, 5a, 5b, 6a, 6b, 7, and 8, and for Part Il.
Also complete this part for any additional information.

FORFEI TED | F THE EXECUTI VE VI OLATES THE TERMS OF THE NON- COVPETI Tl ON,
NON- SOLI CI TATI ON, AND CONFI DENTI ALI TY COMM TMENTS | N THE EMPLOYMENT

AGREEMENT.

FURTHER, W TH RESPECT TO THE EXECUTI VE VI CE PRESI DENTS AND VI CE

PRESI DENTS, THE SEVERANCE PAYMENTS (AND MEDI CAL AND DENTAL COVERAGE) W L'k
CEASE AFTER SI X MONTHS OF THE EXECUTI VE' S SEPARATI ON DATE I N THE EVENT
AND AS OF THE DATE THAT THE EXECUTI VE PROVI DES SERVI CES, OR ENTERS:| NTO
AN AGREEMENT TO PROVI DE SERVI CES, AS AN EMPLOYEE OR | NDEPENDENT
CONTRACTOR TO GROUP HEALTH, ANY OF I TS SUBSI DI ARI ES, GROJP HEALTH
PERVANENTE, OR ANY OTHER ORGAN ZATI ON I N A COVPARABRBE POSI TI ON ( MEANI NG
AN EXECUTI VE LEVEL POSI TI ON W TH COVPENSATI ON, THAT | S AT LEAST 80% OF THE

EXECUTI VE' S COVPENSATI ON AS OF THE SEPARATHON/DATE) .

LAST, THE PRESI DENT AND CEO S EMPLOYMENT AGREEMENT ALSO PROVI DES FOR
SEVERANCE PAYMENTS | N THE EVENT OF A CHANGE I N CONTROL, VWH CH THE
EMPLOYMENT AGREEMENT DEFI NES AS (1) THE ACQUI SI TI ON BY ANOTHER

ORGANI ZATI ON OF OANERSHI P OR CONTROL OF ALL OR SUBSTANTI ALLY ALL OF THE

Schedule J (Form 990) 2013
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GROUP HEALTH COCPERATI VE 91- 0511770

Schedule J (Form 990) 2013 Page 3

Supplemental Information
Complete this part to provide the information, explanation, or descriptions required for Part |, lines 1a, 1b, 3, 4a, 4b, 4c, 5a, 5b, 6a, 6b, 7, and 8, and for Part Il.
Also complete this part for any additional information.

ASSETS OR OPERATI ONS OF GROUP HEALTH, BY MERGER, CONSCLI DATI ON,

DI SSCLUTI ON, LI QUI DATI ON, JO NT VENTURE, PARTNERSHI P, AFFI LI ATl ON,
MANAGEMENT AGREEMENT, SALE OR TRANSFER OF ASSETS, OR OTHERW SE; (2) A
CONVERSI ON OF GROUP HEALTH TO A STOCK- BASED CORPCRATION; (3) A FIFTY
PERCENT (50% OR GREATER CHANGE IN THE COWPCOSI TI ON OF THE BOARD CF
TRUSTEES THAT OCCURS W THI N ANY SI NGLE CALENDAR YEAR, OR (4) ANY OTHER
CHANGE | N THE MANAGEMENT OR CPERATI ONAL CONTROL OF GROUP HEALTH THAT | &
DETERM NED BY THE GROUP HEALTH BOARD OF TRUSTEES BY MAJORI TY YOTE WO BE A

CHANGE | N CONTROL FOR PURPOSES OF THE CEO S EMPLOYMENT AGREEMENT.

EXECUTI VE RECEI VI NG SEVERANCE PAYMENTS | N 2013:

RI CHARD EDWARD MAGNUSCON, EVP, CHI EF FI N L& ADM OFFI CER 276, 000
SCOTT BOYD, VP, FI NANCE 82, 846
RANDY BARKER, VP, APPLE DI VI SI ON 160, 385
LAURA MCM LLAN, VP, STRATEG C PLANNI NG & DEPLOYMENT 98, 154

Schedule J (Form 990) 2013
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Schedule J (Form 990) 2013 Page 3

=E13lI[l Supplemental Information

Complete this part to provide the information, explanation, or descriptions required for Part |, lines 1a, 1b, 3, 4a, 4b, 4c, 5a, 5b, 6a, 6b, 7, and 8, and for Part Il.
Also complete this part for any additional information.

SUPPLEMENTAL NONQUALI FI ED RETI REMENT PLAN

SCHEDULE J, PART I, LINE 4B

THE GROUP HEALTH PRESI DENT AND CEO, THE EXECUTI VE VI CE PRESI DENTS, AND
THE VI CE PRESI DENTS ARE ELI G BLE TO PARTI Cl PATE | N A NONQUALI FI ED
SUPPLEMENTAL EXECUTI VE RETI REMENT PLAN (THE "PLAN') APPROVED BY THE GROUP
HEALTH COOPERATI VE BOARD OF TRUSTEES COVPENSATI ON COVM TTEE AND

ADM NI STERED BY THE COVPENSATI ON COWM TTEE. GROUP HEALTH CREDI TS TO\THE
ACCOUNT OF EACH ACTI VE PARTI Cl PANT AN ANNUAL CONTRI BUTI ON AMOUNT OF NI NE
PERCENT OF THE PARTI Cl PANT' S BASE SALARY (15. 3% FOR THE PRESI'DENT AND
CEQ . THE FORMULA FOR THE ANNUAL CONTRI BUTI ON | S BASED ONSTHE

PARTI Cl PANT' S BASE SALARY AND EXCLUDES ANY | NCENTI&E, PLAN OR BONUS
PAYMENT AMOUNTS. THE PLAN BALANCES ARE SUBJECT \TO)SUBSTANTI AL RI SK OF
FORFEI TURE UNTI L THE PARTI CI PANT HAS VESTED AND MET OTHER PLAN

REQUI REMENTS. VESTI NG OCCURS El THER EI'VE YEARS AFTER THE DATE ON WHI CH A
PARTI Cl PANT ENTERS THE PLAN, OR ON THE DATE ON WH CH A PARTI Cl PANT
COVPLETES TEN CONSECUTI VE YEARS OF EMPLOYMENT W TH GROUP HEALTH
COOPERATI VE, WH CHEVER OCCURS FI RST, PROVI DED THAT THE PARTI Cl PANT DOES
NOT EXPERI ENCE A SEPARATI ON FROM SERVI CE BEFORE THE VESTI NG DATE. A

PARTI Cl PANT REMAI NS ELI G BLE TO PARTI Cl PATE UNTIL H S OR HER ACCOUNT

Schedule J (Form 990) 2013
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GROUP HEALTH COCPERATI VE

Schedule J (Form 990) 2013

91- 0511770

Page 3

=E13lI[l Supplemental Information

Complete this part to provide the information, explanation, or descriptions required for Part |, lines 1a, 1b, 3, 4a, 4b, 4c, 5a, 5b, 6a, 6b, 7, and 8, and for Part Il.

Also complete this part for any additional information.

BALANCE | S El THER FULLY DI STRI BUTED OR FORFEI TED.

PLAN CONTRI BUTI ONS AND DI STRI BUTI ONS | N 2013 AS FOLLOWE:

SERP DI STRI BUTI ONS

GROUP HEALTH MADE SERP

Rl CHARD EDWARD MAGNUSON, EVP, CHI EF FIN L & ADM OFFI CER 11, 157
SCOTT BOYD, VP, FI NANCE 2,353
RANDY BARKER, VP, APPLE DI VI SI ON 2, 607
LAURA MCM LLAN, VP, STRATEG C PLANNI NG & DEPLOYMENT 874
SERP CONTRI BUTI ONS - VESTED
SCOTT ELLI OT ARMSTRONG, CEO & PRESI DENT 145, 814
RI CK DALE WOODS, EVP & GENERAL COUNSEL 41, 642
SCOIT BOYD, VP, FI NANCE 104, 458
SARAH BARI AN YATES, VP & DEPUTY GENERAL COUNSEL 25, 809
ROBERT O BRI EN, EVP, HEALTH PLAN DI VI'S| ON 242, 669
CYNTHI A JOHNSON, EVP, HR 32,172
RANDY BARKER, VP, APPLE DI VI SI ON 24,494
LAURA MCM LLAN, VP, STRATEG C PLANNI NG & DEPLOYMENT 19, 835
Schedule J (Form 990) 2013
JSA
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GROUP HEALTH COCPERATI VE 91- 0511770

Schedule J (Form 990) 2013 Page 3

Supplemental Information
Complete this part to provide the information, explanation, or descriptions required for Part |, lines 1a, 1b, 3, 4a, 4b, 4c, 5a, 5b, 6a, 6b, 7, and 8, and for Part Il.
Also complete this part for any additional information.

ERI C LARSON, VP, CGROUP HEALTH RESEARCH | NSTI TUTE 29, 956
LAURA REHRVANN, VP, COMMUNI TY RESPONSI BI LI TY 24,992
DEBCORAH HUNTI NGTON, VP, SALES 25, 802
ERI N LEFF, VP, CONSULT SPEC & AC SERVI CES 61, 593

SERP CONTRI BUTI ONS - NONVESTED

MARK SZALW NSKI, EVP, GROUP PRACTI CE Di VI SI ON 47, 295

PAYMENTS SUBJECT TO THE | NI TI AL CONTRACT EXCEPTI ON

SCHEDULE J, PART |, LINE 8

A PORTI ON OF THE COVPENSATI ON REPCRTED | N PART VI I WAS®™PAI D PURSUANT TO A
VRI TTEN CONTRACT THAT WAS THE | NI TI AL CONTRACT{(W)THI N THE MEANI NG OF
REGULATI ONS SECTI ON 53. 4958. 4(A) (3)) BETDWEEN GROUP HEALTH COOPERATI VE
AND AN | NDI VI DUAL, BRETON MYERS, WHO WAS NOT A DI SQUALI FI ED PERSON

(WTH N THE MEANI NG OF REGULATI ONS SECTI ON 53. 4958. 3) | MVEDI ATELY BEFORE
ENTERI NG | NTO THE CONTRACT. THE ORGANI ZATI ON FOLLOWED THE REBUTTABLE

PRESUMPTI ON PROCEDURE | N ESTABLI SHI NG THAT COVPENSATI ON.

Schedule J (Form 990) 2013
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SCHEDULE K
(Form 990)

Department of the Treasury
Internal Revenue Service

BOND | SSUE 2006
Supplemental Information on Tax-Exempt Bonds

» Complete if the organization answered "Yes" to Form 990, Part IV, line 24a. Provide descriptions,
explanations, and any additional information in Part VI.

» Attach to Form 990.

P» See separate instructions.
»Information about Schedule K (Form990) and its instructions is at www.irs.gov/form990.

OMB No. 1545-0047

2013

Open to Public
Inspection

Name of the organization

Employer identification number

CROUP HEALTH COOPERATI VE 91- 0511770
=g Bond Issues
) ) L (h) On (i) Pooled
(a) Issuer name (b) Issuer EIN (c) CUSIP # | (d) Date issued (e) Issue price (f) Description of purpose (9) Defeased behalf of financing
Issuer
*D Yes No Yes No | Yes | No
A WASHI NGTON HEALTH CARE FACI LI TI ES AUTHORI TY 91- 1108929 97978EE24 11/ 08/ 2006 99, 995, 662. | REVENUE BOND 2006 X X X
: N
c Y
D :‘
Proceeds W\ J
A N A B D
1 Amountofbondsretired . . . . . .. i P
2 Amountofbondslegallydefeased, . .. ....................... L.
3 Total proceeds of ISSUE . . . . . . v v v v it i e e e e e SN2 o 99,995, 662,
4 Gross proceedsinreserve funds ., . . . . . . . i it e e e e e e e Y. 8, 848, 163.
5 Capitalized interest fromproceeds., . . .. .. ... .. ¢ v v v v .. C'\\ ..
6 Proceeds in refunding escrows. . . . . .. ............... . é i./' .
7 Issuance costs from proceeds . . . . . . . . e e AN 1, 999, 913.
8 Credit enhancement fromproceeds . . . ... ... ....... -~ .
9 Working capital expenditures from proceeds
10 Capital expenditures fromproceeds . , . . .. ... .... 89, 147, 586.
11 Otherspentproceeds ., . ................
12 Otherunspentproceeds ., ... ............°%
13 Year of substantial completion, . . ... ..... 2008
Yes No Yes No Yes No Yes No
14 Were the bonds issued as part of a current refundin X
15 Were the bonds issued as part of an advance refunding issue? X
16 Has the final allocation of proceeds been made? X
17 Does the organization maintain adequate books and records to support the
final allocation of proceeds? . . . . . .. ... X
Private Business Use
A B D
1 Was the organization a partner in a partnership, or a member of an LLC, Yes No Yes No Yes No Yes No
which owned property financed by tax-exemptbonds? , , . . ... ... .. ....... X
2 Are there any lease arrangements that may result in private business use of
bond-financed property? |, L L X
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule K (Form 990) 2013
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GROUP HEALTH COCPERATI VE 91- 0511770
Schedule K (Form 990) 2013 Page 2

sCWRIl  Private Business Use (Continued) BOND | SSUE 2006
A B [ D

3a Are there any management or service contracts that may result in private business Yes No Yes No Yes No Yes No
use of bond-financed property? X

b If "Yes" to line 3a, does the organization routinely engage bond counsel or other outside counsel
¢ Are there any research agreements that may result in private business use of bond-
financed property?

d If "Yes" to line 3c, does the organization routinely engage bond counsel or other
outside counsel to review any research agreements relating to the financed property? , . \

other than a section 501(c)(3) organization or a state or local government , , . . . . . » % % % %

4  Enter the percentage of financed property used in a private business use by entities Q \

5 Enter the percentage of financed property used in a private business use as a
result of unrelated trade or business activity carried on by your organization,
another section 501(c)(3) organization, or a state or local government , , ., ... .. » R 9 % % %

Totaloflines 4 and 5 . . . . . . i i i i i i et e e e % % % %
Does the bond issue meet the private security or payment test?

8a Has there been a sale or disposition of any of the bond-financed property to a non- \\_{
governmental person other than a 501(c)(3) organization since the bonds were issued? . A X

b If "Yes" to line 8a, enter the percentage of bond-financed property sold or disposed
o) S - % % % %

9 Has the organization established written procedures to ensure that all nonqgalifieth
bonds of the issue are remediated in accordance with the requirements u?er

0|d Reduction and Yes No Yes No Yes No Yes No

c Norebatedue? . . . . . & i i i i ittt it e e e e e e
If you checked "No rebate due" in line 2c, provide in Part VI the date the rebate
computation was performed

4a Has the organization or the governmental issuer entered into a qualified hedge with
respect to the bond iSSUE? . . & v v v v v vttt b e e e e e e e e e X
Name of provider . . . . . . . i i i i e i it e e e e e e e e e CI TI BANK N. A.

Term Of Hedge. .« v v v o e v e e e et e e e e e e e e e e e e e 30. 000
Was the hedge superintegrated?. . . . . . v i it it e ettt X
Was the hedge terminated?. . . v v v v v v v v v e e e e e e e e e e e e e e e e e X

JSA Schedule K (Form 990) 2013
3E1296 1.000
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GROUP HEALTH COCPERATI VE

91- 0511770

Schedule K (Form 990) 2013 Page 3
Arbitrage (Continued)
A B D
Yes No Yes No Yes No Yes No
5a Were gross proceeds invested in a guaranteed investment contract (GIC)? . . . ... .. X
b Name of provider . . . . . . i i i i i i i it e e e e e e e e e e e TRINITY PLUS
C Termof GIC . o . i it it et et e e e e 10. 000
d Was the regulatory safe harbor for establishing the fair market value of the GIC satisfied?. . . . . . X
6 Were any gross proceeds invested beyond an available temporary period? . . . ... .. X
7 Has the organization established written procedures to monitor the
requirements of SECHON 1482 . . . . . . v v v it i e e e e e e e e e X |
Procedures To Undertake Corrective Action N\
A B D
Has the organization established written procedures to ensure that violations Yes No s No Yes No Yes No
of federal tax requirements are timely identified and corrected through the \ 4
voluntary closing agreement program if self-remediation is not available
under applicable regulations? X

Supplemental Information. Provide additional information for responses to questio

“5n Schedule K (see instructions).
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Schedule K (Form 990) 2013 Page 4
Supplemental Information. Provide additional information for responses to questions on Schedule K (see instructions) (Continued)
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. OMB No. 1545-0047

SCHEDULE O Supplemental Information to Form 990 or 990-EZ
(Form 990 or 990-EZ) 2@ 1 3

Complete to provide information for responses to specific questions on
Department of the Treasury Form 990 or 990-EZ or to provide any additional information.
Internal Revenue Service » Attach to Form 990 or 990-EZ. Inspection
Name of the organization Employer identification number
GROUP HEALTH COOPERATI VE 91- 0511770

ORGANI ZATI ON' S MEMBERSHI P

FORM 990, PART VI, SECTION A, LINE 6

GROUP HEALTH COOPERATI VE (CGHC) HAS VOTI NG MEMBERS. THE GHC BYLAWS QUTLI NE
A NUMBER COF PURPGOSES, | NCLUDI NG TO SERVE THE GREATEST POSSI BLE NUMBER OF
PEOPLE UNDER CONSUMER COOPERATI VE PRI NCI PLES W THOUT DI SCRI M NATI QN

ELI G BLE CONSUMERS WHO BELI EVE IN THI S PURPCSE ARE ENCOURAGEDAFQYBECOVE
VOTI NG MEMBERS AND PARTI Cl PATE | N GOVERNI NG GHC. TO BE ELI G BLE FOR
MEMBERSHI P, A CONSUMER MUST BE EI GHTEEN YEARS OF AGE OR™GRDER AND CURRENT

IN MONTHLY PREM UMS.

ORGANI ZATI ON' S VOTI NG MEMBERSHI P

FORM 990, PART VI, SECTION A, LINE 7A

GHC HAS VOTI NG MEMBERS. THE RI GHTS @-“WMEMBERS ARE DELI NEATED IN GHC S
BYLAWS AND | NCLUDE THE DETERM™WATION OF QUALI FI CATI ONS FOR MEMBERSHI P,
THE ELECTI ON OF MEMBERS Ck JFHE BOARD OF TRUSTEES (GHC S GOVERN NG BODY) ;
THE ELECTI ON OF THE GHANR/OF THE STANDI NG NOM NATI NG COMWM TTEE OF THE
MEMBERSHI P (WHI CH EVALUATES AND NOM NATES CANDI DATES FOR ELECTI ON TO THE
BOARD) ; ADCPTI ON OF RESOLUTI ONS THAT ARE ADVI SORY TO THE BOARD; APPROVAL
OF EXTRAORDI NARY ACTI ONS; AND AMENDMVENT OF THE PREAMBLE, MEMBERSHI P, AND

MEMBERSHI P RI GHTS SECTI ONS OF THE BYLAWS.

APPROVAL BY VOTE OF MEMBERS
FORM 990, PART VI, SECTION A, LINE 7B

GHC BYLAWS PROVI DE THAT THE MERGER OR CONSCLI DATI ON OF GHC W TH ANOTHER

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2013)
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ENTI TY, THE VOLUNTARY DI SSCLUTI ON OF GHC, OR THE SALE, LEASE, EXCHANGE,
OR OTHER DI SPOSI TI ON OF ALL OR SUBSTANTI ALLY ALL OF THE PROPERTY AND
ASSETS OF GHC MUST BE APPROVED BY VOTE OF THE MEMBERS. THE BOARD OF
TRUSTEES PRESENTS A PROPOSED PLAN OF MERGER, CONSCLI DATI ON, DI SSOLUTI ON,
OR SALE, LEASE, EXCHANGE OR OTHER DI SPCSI TI ON OF ALL OR SUBSTANTI ALLY ALL
OF THE PROPERTY AND ASSETS OF GHC TO THE MEMBERS FOR APPROVAL. SUCH
RESCLUTI ON | S FI RST CONSI DERED AT AN ANNUAL COR SPECI AL MEETI NG ALSQ,
AVENDMENTS TO ARTI CLE 2 OF THE GHC BYLAWS ( ADDRESSI NG MEMBERSHI P” AND
MEMBERSHI P RI GHTS) MAY ONLY BE APPROVED BY VOTE OF THE MEMBERS. JTHE BOARD

OF TRUSTEES NMAY PROPOSE AMENDMENTS TO ARTI CLE 2 BY RESCOLUTI ON.

ORGANI ZATI ON' S FORM 990 REVI EW PROCESS

FORM 990, PART VI, SECTION A, LINE 11A

THE FORM 990 UNDERGOES A ROBUST PREPARA®I @N AND REVI EW PROCESS BEFORE | T
IS SIGNED. THE ORGANI ZATI ON' S FI NANGE=TEAM WORKS CLOSELY W TH THE QOUTSI DE
ACCOUNTI NG FIRM | T ENGAGES TO PREPARE THE RETURN AND | NVOLVES NMANY
MEMBERS OF MANAGEMENT | N REW EW'OF THE RETURN. THE FORM 990 | S THEN

REVI EVED BY GHC MANAGEMENT "FOR ACCURACY AND COVPLETENESS PRI OR TO BEI NG
PRESENTED TO GHC S AUBI T AND COWVPLI ANCE COW TTEE OF THE BOARD OF
TRUSTEES (A DULY CONSTI TUTED COW TTEE OF THE BOARD). THE FI NAL DRAFT
FORM 990 |'S PRESENTED TO THE AUDI T AND COVPLI ANCE COW TTEE FOR REVI EW
AND DI SCUSSI ON. THE FI NAL DRAFT FORM 990 IS ALSO PROVI DED TO THE FULL

BOARD OF TRUSTEES FOR REVI EW AND | NFORMATI ON BEFORE THE RETURN IS FI LED.

ORGANI ZATI ON'' S MONI TORI NG AND ENFORCEMENT OF CONFLI CT OF | NTEREST POLI CY

FORM 990, PART VI, SECTION B, LINE 12C
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GROUP HEALTH COOPERATI VE HAS AN ORGANI ZATI ON- W DE CONFLI CT OF | NTEREST
POLI CY THAT COVERS TRUSTEES, OFFI CERS, AND EMPLOYEES. | T ALSO APPLIES TO
CERTAI N | NDEPENDENT CONTRACTCORS WHEN THEY PERFORM WORK ON BEHALF OF GROUP
HEALTH. THE PCOLI CY | NCLUDES REQUI RED DI SCLOSURE PROCEDURES WH CH ARE

APPLI ED TO ALL GROUP HEALTH TRUSTEES AND GROUP HEALTH OFFI CERS.

THE AUDI T AND COVPLI ANCE COMM TTEE OF THE BOARD | S RESPONSI BLE FOR
APPROVI NG COVPLI ANCE PROCEDURES RELATED TO THI S PCLI CY FOR TRUSJEES AND
GROUP HEALTH OFFI CERS AND | S DELEGATED NECESSARY AUTHORI TY TO, APPROVE

SUCH PROCEDURES. THESE PROCEDURES | NCLUDE:

- TRUSTEES AND COOPERATI VE OFFI CERS SHALL PROVI DE° A VWRI TTEN DECLARATI ON OF
ANY ACTUAL OR POTENTI AL AREAS OF CONFLICT OF ) NFEREST ON AN ANNUAL BASI S
USI NG FORM5 AND PROCEDURES DEVELOPED BY=THE OFFI CE OF COVPLI ANCE AND

ETH CS. THESE DECLARATI ONS ARE SUBMERLED BY TRUSTEES AND OFFI CERS TO THE
OFFI CE OF COVPLI ANCE AND ETHI CSfFOR REVI EW THE OFFI CE OF COVPLI ANCE AND
ETH CS EVALUATE THE DECLARAT,ONS AND PROVI DES A SUMMARY OF DI SCLOSURES
THAT ARE FORWARDED TO THENAWUDI T AND COVPLI ANCE COW TTEE FOR

CONSI DERATI ON.  ANY APRARENT CONFLI CTS OF | NTEREST AND/ OR OTHER | NSTANCES
OF NONCOVPLI ANCE WTH THI S PCLI CY ARE REFERRED BY THE AUDI T AND

COVPLI ANCE COWM TTEE TO THE CHAI R OF THE COOPERATI VE FOR RESCLUTI ON AS

DESCRI BED BELOW

- DURI NG THE YEAR, TRUSTEES AND COOPERATI VE OFFI CERS REPORT MATERI AL

ADDI TI ONS OR CHANGES TO THE | NFORMVATI ON PROVI DED ON ANNUAL CONFLI CT OF

JSA Schedule O (Form 990 or 990-EZ) 2013

3E1228 1.000

2176FT 1783 10/31/2014 11:01:40 AM V 13-7.5F 1138282 PAGE 87



Schedule O (Form 990 or 990-EZ) 2013 Page 2
Name of the organization Employer identification number

GROUP HEALTH COCPERATI VE 91-0511770

| NTEREST DECLARATI ONS. THESE ADDI TI ONS OR CHANGES TO THE DECLARATI ONS ARE
SUBM TTED TO THE OFFI CE OF COWPLI ANCE AND ETHI CS FOR REVIEW | F THE

REVI EW | NDI CATES THAT THERE | S A CONFLI CT OF | NTEREST OR THE APPEARANCE
OF ONE, A SUWMARY OF THE ADDI TI ONS OR CHANGES | S FORWARDED TO THE AUDI T
AND COVPLI ANCE COW TTEE, FOLLOW NG THE PROCESS USED FOR ANNUAL

DECLARATI ONS.

- THE CHAI R OF THE COOPERATI VE COUNSELS ANY TRUSTEE COR OFFI CER ABOUT
PROHI BI TED CONFLI CTS OF | NTEREST AND OTHER | NSTANCES OF NONCOWPLI ANCE
WTH THI S POLI CY, | NCLUDI NG APPARENT UNDI SCLOSED CONFLI GIS CF | NTEREST
AND, | F NOT RESOLVED TO HI S/ HER SATI SFACTI ON, PLACES THE*MATTER ON THE
AGENDA OF AN EXECUTI VE SESSI ON. THE CHI EF COVPLI‘ANCE"AND ETHI CS OFFI CER

SUPPORTS THE CHAI R OF THE COOPERATI VE | N FUEFLDEENG TH S RESPONSI BI LI TY.

- TRUSTEES SHALL DI SCLOSE AN ACTUAL @eNELI CT OF | NTEREST, OR THE
APPEARANCE OF SUCH A CONFLI CT, MHEN SUCH AN | NTEREST BECOVES A MATTER FOR
BOARD ACTI ON. ANY TRUSTEE HAVI NG AN ACTUAL CONFLICT OF | NTEREST, OR THE
APPEARANCE OF A CONFLI CT '@Vl NTEREST, RELATED TO A MATTER AT | SSUE SHALL
NOT VOTE, TAKE OTHER™ACTI ON, OR USE HI S/ HER PERSONAL | NFLUENCE ON THE
MATTER BEYOND THAT DESCRI BED BELON THE M NUTES OF THE MEETI NG REFLECTS
THAT A DI SCLOSURE WAS MADE AND THAT THE TRUSTEE ABSTAI NED FROM

PARTI Cl PATI ON | N THE DI SCUSSI ON EXCEPT AS DESCRI BED BELOW | F ANY TRUSTEE
HAS REASON TO BELI EVE S/ HE OR ANOTHER TRUSTEE NMAY HAVE AN ACTUAL CONFLI CT
OF | NTEREST, OR THE APPEARANCE OF SUCH A CONFLI CT, THE TRUSTEE SHALL

RAI SE THE QUESTI ON FOR CONSI DERATION. | F THERE | S ANY DI SAGREEMENT
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REGARDI NG THE EXI STENCE OF AN ACTUAL CONFLI CT OF | NTEREST, OR THE
APPEARANCE OF SUCH A CONFLI CT, THE CHAI R OF THE COOPERATI VE POLLS OTHER
TRUSTEES TO DETERM NE | F THE BOARD CONCLUDES THAT AN ACTUAL CONFLI CT OR
THE APPEARANCE OF A CONFLI CT OF I NTEREST EXI STS. | F THE BOARD CONCLUDES
THERE IS A CONFLI CT OR THE APPEARANCE OF A CONFLI CT, THEN THE TRUSTEE
ABSTAI NS FROM VOTI NG OR DI SCUSSI ONS ON THE MATTER. THE REQUI REMENTS OF
THI' S PARAGRAPH SHOULD NOT BE CONSTRUED AS PREVENTI NG THE TRUSTEE W TH AN
ACTUAL CONFLI CT OF | NTEREST, OR THE APPEARANCE OF SUCH A CONFLI CT,)) FROM
BRI EFLY STATI NG HI S/ HER PCSI TION I N THE MATTER, NOR FROM ANSVERI NG

PERTI NENT QUESTI ONS OF OTHER TRUSTEES OR COFFI CERS S| NCE «{l SMHER KNOW.EDGE

MAY BE OF ASSI STANCE.

- GROUP HEALTH OFFI CERS ARE REQUI RED TO DI SCKOSE=AN ACTUAL CONFLI CT OF

| NTEREST, OR THE APPEARANCE OF SUCH A CeNELI CT, WHEN SUCH AN | NTEREST | S
RELEVANT TO A MATTER I N WHI CH THEY HAVE, A ROLE, EI THER DI RECTLY OR
THROUGH SUBORDI NATES ACTI NG AT THEI R DI RECTI ON. ANY GROUP HEALTH OFFI CER
HAVI NG AN ACTUAL CONFLI CT ORI NFEREST, OR THE APPEARANCE COF A CONFLICT OF
| NTEREST, RELATED TO A MATTER AT | SSUE SHALL NOT PARTI Cl PATE I N THE
MATTER OR USE HI S/ HER(PERSONAL OR PROFESSI ONAL | NFLUENCE ON THE MATTER
ANY GROUP HEALTH OFFI CER WHO BELI EVES HE/ SHE MAY HAVE AN ACTUAL CONFLICT
OF | NTEREST, OR THE APPEARANCE OF SUCH A CONFLICT, IS EXPECTED TO ABSTAI N
FROM PARTI CI PATI ON OR STATI NG HI S/ HER PGSI TION I N THE MATTER, OR MAY ASK
H S/ HER DI RECT SUPERVI SOR TO DETERM NE | F THE SUPERVI SOR BELI EVES THAT AN
ACTUAL CONFLI CT OR THE APPEARANCE OF A CONFLI CT OF I NTEREST EXI STS. |F

THE SUPERVI SOR DETERM NES THAT A CONFLI CT OF | NTEREST OR THE APPEARANCE
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OF A CONFLICT EXI STS, THE | NDI VI DUAL SHALL ABSTAI N FROM PARTI Cl PATI ON I N
THE MATTER. CONSULTATI ON W TH THE OFFI CE OF COWPLI ANCE AND ETHICS | S
RECOMMVENDED WHEN | T IS DI FFI CULT TO DETERM NE WHETHER THE Cl RCUMSTANCES
CONSTI TUTE A CONFLI CT OF | NTEREST. THE GROUP HEALTH OFFI CE OF COWPLI ANCE
AND ETHI CS | S RESPONSI BLE FOR DEVELOPI NG COVPLI ANCE PROCEDURES FOR

ADM NI STERI NG THI S POLI CY, DEVELOPI NG PROCEDURES FOR THE DI SCLCOSURE
STATEMENTS TO BE COVPLETED BY KEY PERSONS (AS DEFINED IN TH S POLI CY),
AND FOR PROVI DI NG GENERAL GUI DANCE TO GROUP HEALTH MANAGEMENT AND
EVMPLOYEES REGARDI NG COVMPLI ANCE WTH THI' S POLI CY. THE OFFI CE_OF COVPLI ANCE
AND ETHICS WLL CONSULT W TH GROUP HEALTH EXECUTI VE MANAGEMENT TO ENSURE
SUPPORT FOR THE | MPLEMENTATI ON AND ADM NI STRATION OF THI'S PCLI CY. THE
CHI EF COVPLI ANCE AND ETHI CS OFFI CER W LL PROVI DE RERI"ODI C REPORTS TO THE
AUDI T AND COVPLI ANCE COW TTEE ON THE | MPLENENTATI ON AND ADM NI STRATI ON

OF TH S PQLI CY.

-ALL KEY PERSONS MUST COWPLETE AN ANNUAL DI SCLOSURE STATEMENT TO | DENTI FY
ACTUAL CONFLI CTS OF | NTEREST, OR Cl RCUMSTANCES THAT M GHT G VE THE
APPEARANCE OF A CONFLI CT '@Vl NTEREST, OR TO ATTEST THAT NO SUCH CONFLI CT
EXI STS. DURI NG THE YEAR, KEY PERSONS REPCORT NMATERI AL ADDI TI ONS OR CHANGES
TO THE | NFORMATI ON PROVI DED ON ANNUAL CONFLI CT OF | NTEREST DECLARATI ONS.
THESE ADDI TI ONS OR CHANGES TO THE DECLARATI ONS ARE SUBM TTED TO THE

OFFI CE OF COVPLI ANCE AND ETHI CS, FOLLOW NG THE PROCESS USED FOR ANNUAL

DECLARATI ONS.

-ALL DI SCLOSURE STATEMENTS OF KEY PERSONS WHO HAVE A GROUP HEALTH MANAGER
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ARE REVI EVED BY THE KEY PERSON S DI RECT MANAGER AND BY THE OFFI CE OF
COVPLI ANCE AND ETHI CS TO DETERM NE WHETHER OR TO WHAT EXTENT ANY

DI SCLOSED ACTI VI TY MAY BE UNDERTAKEN. THE DI SCLOSURE STATEMENTS OF KEY
PERSONS WHO DO NOT HAVE A GROUP HEALTH MANAGER ( TRUSTEES, THE PRESI DENT
AND CEO) WLL BE REVI EWVED BY THE OFFI CE OF COWPLI ANCE AND ETHI CS. NOT

EVERY POTENTI AL CONFLI CT OF | NTEREST SI TUATI ON W LL WARRANT ACTI ON.

- COVERED PERSONS NOT CONSI DERED KEY PERSONS MAY ALSO BE ASKED T@ GOVPLETE

ANNUAL DI SCLOSURE STATEMENTS.

ORGANI ZATI ON' S COVPENSATI ON SETTI NG PROCESS

FORM 990, PART VI, SECTION B, LINE 15

GROUP HEALTH COCPERATI VE (CGHC) 1S GOVERNED/BY “AN | NDEPENDENT BOARD OF
TRUSTEES (" THE BOARD'), COWPRI SED CF 11-C@NSUMERS ELECTED BY GHC S VOTI NG
MEMBERS. THE BOARD HAS DELEGATED TOwFHE, COVPENSATI ON COWM TTEE OF THE
BOARD (THE "COWM TTEE") THE RESPONSI Bl LI TY FOR NEGOTI ATI NG AND APPROVI NG
THE EMPLOYMENT AGREEMENT AND, COVPENSATI ON PACKAGE FOR THE GHC PRESI DENT
AND CHI EF EXECUTI VE OFFEI CER/(" CEQ'); APPROVI NG THE EXECUTI VE TOTAL
COVPENSATI ON PHI LOSCPElY THAT DRI VES ALL EXECUTI VE COVPENSATI ON DECI S| ONS;
AND APPROVI NG COVPENSATI ON FOR THE EXECUTI VE VI CE PRESI DENTS AND VI CE
PRESI DENTS OF GHC ( EXCEPT FOR COMPENSATI ON ESTABLI SHED I N THE | NI TI AL
VWRI TTEN CONTRACTS OFFERED TO CANDI DATES FOR VI CE PRESI DENT POSI TI ONS WHO
ARE NOT THEN EMPLOYED BY GHC AND WHO HAVE NOT BEEN DETERM NED TO BE A
" DI SQUALI FI ED PERSON' UNDER APPLI CABLE | RS REGULATI ONS, AS TO WHOM THE
BOARD HAS DELEGATED SUCH AUTHORI TY TO THE CEOQ). THE FI VE MEMBERS COF THE

COW TTEE ARE THE CHAI R OF THE BOARD OF TRUSTEES, THE VI CE CHAI R, AND

JSA Schedule O (Form 990 or 990-EZ) 2013

3E1228 1.000

2176FT 1783 10/31/2014 11:01:40 AM V 13-7.5F 1138282 PAGE 91



Schedule O (Form 990 or 990-EZ) 2013 Page 2
Name of the organization Employer identification number

GROUP HEALTH COCPERATI VE 91-0511770

THREE ADDI TI ONAL TRUSTEES SELECTED BY THE CHAI R AS ADOPTED BY THE

COW TTEE, THE EXECUTI VE TOTAL COVPENSATI ON PHI LOSOPHY PROVI DES THAT GHC
W LL MAINTAIN AN EXECUTI VE TOTAL COVPENSATI ON PROGRAM DESI GNED TO

FACI LI TATE THE ACH EVEMENT OF | TS CHARI TABLE M SSI ON, VALUES AND

ORGANI ZATI ONAL GOALS.

EXECUTI VE COVPENSATI ON IS SET AT A LEVEL THAT ENABLES THE ORGANI ZATLON TO
ATTRACT, RETAIN, MOTI VATE AND REWARD THE HI GHEST CALI BER EXECUTINVES AT A
COST THAT IS CONSI STENT W TH OUR PERFORVMANCE AND CHARI TABLE_M, SSI ON.
BASED UPON THOSE PRI NCI PLES, THE PHI LOSOPHY CONFI RM5 THAT CONPENSATI ON

W LL BE COWARED TO COVPARABLE ORGANI ZATI ONS ( HMOS ANDYMANAGED CARE,
HEALTH CARE, AND HEALTH | NSURANCE ORGANI ZATI ONS)Y, NAND THAT BASE SALARY
RANGES W LL BE BU LT AROUND 50TH PERCENTI LE/ANARKET BASE PAY LEVELS,
ANNUAL AND LONG TERM | NCENTI VES W LL BE=TARGETED AT THE 50TH PERCENTI LE
(WTH AN OPPORTUNI TY TO EARN ABOVE §HAT, LEVEL BASED ON PERFORVMANCE), AND
BENEFI TS AND PERQUI SI TES W LL BE ESTABLI SHED CONSI STENT W TH MARKET
PRACTI CES. A SI GNI FI CANT PORII ON OF EXECUTI VES' TOTAL COVPENSATION IS
CONTI NGENT ON | NDI VI DUAL "AND ORGANI ZATI ONAL PERFORVANCE. CONSI STENT W TH
GHC' S PHI LOSOPHY, THE(COW TTEE REVI EW6 AND APPROVES THE ANNUAL
PERFORMANCE GOALS AND CRI TERIA TO BE USED | N DETERM NI NG SALARY | NCREASES
AND | NCENTI VE COVPENSATI ON CRI TERI A FOR THE GHC CEQ, EXECUTI VE VI CE

PRESI DENTS AND VI CE PRESI DENTS (WHI CH GROUP | NCLUDES ALL GHC KEY
EMPLOYEES AND GHC OFFI CERS, EXCLUDI NG THE CHAI R OF THE BOARD AND THE VI CE
CHAI R, WHO ARE NOT EMPLOYED BY GHC). THE COW TTEE ALSO H RES A QUALI FI ED

| NDEPENDENT COVPENSATI ON CONSULTANT (AN | NDEPENDENT EXPERT) TO REVI EW
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ANALYZE AND PROVI DE BENCHMARKI NG DATA FOR THE TOTAL COMPENSATI ON AND
BENEFI TS PACKAGES OF THE CEQ, EXECUTI VE VI CE PRESI DENTS AND VI CE

PRESI DENTS. APPROPRI ATE COMPARABI LI TY DATA | S OBTAI NED FROM THE

| NDEPENDENT EXPERT, |.E., COVPENSATI ON PAI D BY SI M LARLY SI TUATED

ORGANI ZATI ONS (BOTH TAXABLE AND TAX- EXEMPT, OF SIM LAR SIZE AND I N THE
SAME | NDUSTRY) FOR SIM LAR JOB RESPONSI BI LI TIES. THE COW TTEE' S WRI TTEN
RECORDS AND M NUTES | NCLUDE THE (1) TERVS OF THE ARRANGEMENT W TH THE

DI SQUALI FI ED PERSON (| NCLUDI NG THE DATE THE ARRANGEMENT WAS APPROVED)

(2) A LIST OF MEMBERS PRESENT DURI NG THE DEBATE ON THE TRANSACTION ( AND
HOW THE MEMBERS VOTED WHEN | T WAS APPROVED); AND (3) A DESCRFPTION OF THE
COVPARABLE DATA RELI ED ON BY THE COWM TTEE. KEY DELI(BERATI ONS OF THE
COW TTEE ARE ALSO DOCUMENTED I N M NUTES WHI CH ARE, APPROVED AT THE NEXT
COW TTEE MEETI NG THE COWM TTEE' S COVPENSATI ON=DECI SI ONS ARE SHARED W TH

THE BOARD.

THE FOLLOW NG ARE THE 2013 OFFI CES, AND PCSI TI ONS FOR WHI CH THE

ABOVE- DESCRI BED PROCESS WASJSED TO ESTABLI SH COVPENSATI ON FOR THE
PERSONS WHO HELD THESE, PCSI'WI ONS: PRESI DENT & CEQ, VI CE PRESI DENT (VP),
ADM NI STRATI VE SERVI CES DI VI SION; VP, FINANCE; | NTERIM VP AND CHI EF

FI NANCI AL OFFI CER;, EXECUTI VE VI CE PRESI DENT (EVP), CROUP PRACTI CE

DI VI SION, VP, NETWORK SERVI CES & PROVI DER RELATI ONS; EVP, GROUP PRACTI CE
DIVISION, VP, SALES; EVP, HUMAN RESOURCES; VP, GROUP HEALTH RESEARCH

I NSTI TUTE; VP, CONSULTATI VE SPECI ALTY & MARKET DEVELCPMENT; VP, CHI EF
TECHNOLOGY OFFI CER; VP, PUBLI C AFFAIRS; VP, MARKETING EVP & CH EF

FI NANCI AL OFFI CER; VP, STRATEG C PLANNI NG, DEPLOYMENT & BUSI NESS
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DEVELOPMENT; EVP, HEALTH PLAN DI VI SI ON; VP, COVMUNI TY RESPONSI BI LI TY; VP,
CLI Nl CAL EXCELLENCE & NURSI NG OPERATI ONS; | NTERI M VP, PRI MARY CARE &
NURSI NG VP, PRI MARY CARE, CLI N CAL EXCELLENCE & NURSI NG VP, EMPLOYEE &
LABOR RELATI ONS; EVP, CHI EF LEGAL OFFI CER & ADM NI STRATI VE SERVI CES; VP &
GENERAL COUNSEL; VP, DELIVERY SYSTEM SUPPCRT SERVI CES & CH EF MEDI CAL

| NFORMATI CS OFFI CER; VP, ANALYTICS & CH EF MEDI CAL | NFORMATI ON OFFI CER,
VP, MARKET DEVELOPMENT; VP, CHI EF ACTUARY; VP, FINANCH AL PLANNI NG &
ANALYSI S; VP, TREASURY; VP & CH EF ACCOUNTI NG OFFI CER;, VP, | NNOVATI ON,
DEVELOPMENT & BUSI NESS SERVI CES; VP HUMAN RESOURCES OPERATI ONS; ,AND VP,

HUMAN RESOURCES BUSI NESS SCLUTI ONS. THI' S PROCESS WAS ALSO USED I N 2012.

ORGANI ZATI ON' S DOCUMENTS AVAI LABLE TO THE PUBLIC

FORM 990, PART VI, SECTION C, LINE 19

BYLAWS, CONSCLI DATED AUDI TED FI NANCI AL STATEMENTS, AND THE FORM 990 AND
990-T ARE MADE AVAI LABLE TO THE GENERADL, PUBLI C THROUGH GHC S WEBSI TE AND
BY PROVI DI NG PAPER COPI ES UPON REQUEST. COPI ES OF THE CONFLI CT OF

| NTEREST POLI CY ARE MADE AVAILLABLE UPON REQUEST.
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RECONCI LI ATI ON OF NET ASSETS

PART X, LINE 9

MEMBERSHI P $(51, 825)
CAPI TAL DUES $(69, 454)
TEMP RESTRI CTED $1, 781, 435
PERM RESTRI CTED $1, 111, 670
OTHER COVPREHENSI VE | NCOMVE $146, 627, 569
RETAI NED EARNI NGS $50, 561, 633
TOTAL OTHER CHANGES | N NET ASSETS $199, 96177028
ATTACHVENT 1

FORM 990, PART 111, LINE 1 - ORGAN ZATI ON S M _SSiFON

GROUP HEALTH COCPERATI VE (" CROUP HEALTH)» NS ONE OF THE NATION S
LARGEST CONSUMER GOVERNED HEALH CARE®GRGANI ZATI ONS. GROUP HEALTH | S
GOVERNED BY AN | NDEPENDENT BOARD( OF, TRUSTEES COWPRI SED COF 11
CONSUMERS ELECTED BY GROUP HEALTH S VOTI NG MEMBERSHI P. ANY PERSON 18
YEARS AND CLDER WHO IS ENRGCWED | N A PREPAI D HEALTH PLAN OFFERED BY
GROUP HEALTH OR A DESI"GNATED AFFI LI ATE OR A SUBSI DI ARY (" ENROLLEE")
I'S ELI G BLE TO BE A VOTI NG MEMBER CGROUP HEALTH S PRI MARY EXEMPT
PURPCSE | S TO PROVI DE COVPREHENSI VE, PREVENTI ON- ORI ENTED HEALTH CARE
SERVI CES TO I TS ENRCLLEES AND OTHER PATI ENTS | N A MANNER THAT REDUCES
COST AS A BARRI ER TO CARE AND TO PROVI DE HEALTH- RELATED EDUCATI ON AND
RESEARCH ACTI VI TI ES THAT BENEFI T THE BROADER COMMUNI TY. TO FULFI LL
THI' S PURPCSE, CGROUP HEALTH PROVI DES OUTPATI ENT PRI MARY AND SPECI ALTY

CARE AS VELL AS | NPATI ENT ACUTE AND SUB- ACUTE CARE, THROUGH THE

JSA Schedule O (Form 990 or 990-EZ) 2013

3E1228 1.000

2176FT 1783 10/31/2014 11:01:40 AM V 13-7.5F 1138282 PAGE 95



Schedule O (Form 990 or 990-EZ) 2013 Page 2
Name of the organization Employer identification number
GROUP HEALTH COOPERATI VE 91- 0511770

ATTACHVENT 1 (CONT' D)

FORM 990, PART 111, LINE 1 - ORGANI ZATION'S M SSI ON

SERVI CES OF SALARI ED PHSYI Cl ANS, NURSES, AND OTHER HEALTH CARE
PRACTI TI ONERS. THE SALARI ED PHSYI Cl ANS ARE EMPLOYED BY GROUP HEALTH
PERVANENTE, P.C., AN ORGAN ZATI ON W TH WHOM GROUP HEALTH HAS AN
EXCLUSI VE CONTRACT. | N 2013, GROUP HEALTH OPERATED ONE HOSPI TAL, 25
PRI MARY CARE MEDI CAL CENTERS, SI X SPECI ALTY CARE UNI TS, SEVEN
BEHAVI ORAL HEALTH CLINI CS, 13 EYE CARE CLINCS, FIVE AUDI OLOGY/ HEAR
CENTERS, AND El GHT SPEECH, LANGUAGE AND LEARNI NG CLI NI CS. GROUP
HEALTH ALSO CONTRACTS W TH COMMUNI TY HEALTH CARE PROVI DERS FOR
SERVI CES WHERE GROUP HEALTH DOES NOT OPERATE | TS OAN FACI LI TI ES AND

FOR SUB- SPECI ALTY MEDI CAL SERVI CES NOT PROVI DED AT GROUP=HEALTH

FACI LI TI ES.
ATTACHVENT 2
FORM 990, PART I1Il, LINE 4D - OTHER PROG&RAM SERVI CES
DESCRI PTI ON GRANTS EXPENSES REVENUE
HEALTHY COVMUNI Tl ES 1, 330, 405.
TALARS 1, 330, 405.
ATTACHMENT 3

990, PART VII- COVPENSATI ON CF THE FI VE HI GHEST PAI D | ND. CONTRACTORS

NAME AND ADDRESS DESCRI PTI ON OF SERVI CES COVPENSATI ON

VI RG NI A MASON HOSPI TAL SERVI CES 97, 332, 229.
PO BOX 91046
SEATTLE, WA 98111

OVERLAKE HOSPI TAL HOSPI TAL SERVI CES 71, 398, 677.
1035 116TH AVE NE
BELLEVUE, WA 98004

JSA Schedule O (Form 990 or 990-EZ) 2013
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Schedule O (Form 990 or 990-EZ) 2013 Page 2

Name of the organization Employer identification number
GROUP HEALTH COOPERATI VE 91- 0511770
ATTACHVENT 3 ( CONT' D)

990, PART VII- COVPENSATI ON CF THE FI VE HI GHEST PAI D | ND. CONTRACTORS

NAME AND ADDRESS DESCRI PTI ON OF SERVI CES COVPENSATI ON

ST JOSEPH FRANCI SCAN HEALTH SYSTEM HOSPI TAL SERVI CES 58, 666, 829.
PO BOX 34936
SEATTLE, WA 98124

PROVI DENCE HEALTH & SERVI CES HOSPI TAL SERVI CES 90, 895, 653.
PO BOX 34439
SEATTLE, WA 98124

GROUP HEALTH PERMANENTE MEDI CAL PROFESSI ONAL 352, 242, 586.
320 WESTLAKE AVE N, SU TE 100
SEATTLE, WA 98109- 5233

JSA Schedule O (Form 990 or 990-EZ) 2013
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GROUP HEALTH COCPERATI VE 91- 0511770

SCHEDULE R Related Organizations and Unrelated Partnerships [[OMB No. 1545-0047
(Form 990) PComplete if the organization answered "Yes" on Form 990, Part IV, line 33, 34, 35b, 36, or 37. 2@13
» Attach to Form 990. P See separate instructions. .
Department of the Treasury P Information about Schedule R (Form 990) and its instructions is at www.irs.gov/form990 Open to P.Ub“C
Internal Revenue Service T ’ Inspection
Name of the organization Employer identification number
GROUP HEALTH COOPERATI VE 91-0511770
Identification of Disregarded Entities Complete if the organization answered "Yes" on Form 990, Part IV, line 33.
@ (b) ) (d) (e) ®
Name, address, and EIN (if applicable) of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling
or foreign count entity

_(1) COLUMBI A MEDI CAL_ASSOCI ATES, L.L.C _____ __ 20-0986848 | D\
1003 EAST TRENT SU TE 150 SPOKANE, WA 99202 COVP MED CARE |WA Q 19, 841, 451. 5,913, 969. |GHC
@@auwsAdING L.L.C ] O
1003 EAST TRENT SU TE 150 SPOKANE, WA 99202 I NACTI VE VA" Y CMA L. L.C

N\
] \OV
N N

C
O <//\)

Identification of Related Tax-Exempt Organizations Complete i ofganization answered "Yes" on Form 990, Part IV, line 34 because it had
one or more related tax-exempt organizations during the tax ye&

(CY] U’/ ©) (d) (e) ® - )
Name, address, and EIN of related organization i activity Legal domicile (state | Exempt Code section | Public charity status Direct controlling Section 5’15(3)(13)
- \ or foreign country) (if section 501(c)(3)) entity coer:]tritoy?e
<\l ) Yes No

[ Gow HEATHFOMDATION  91-12462787\

320 WESTLAKE AVE. N, STE 100 SEATTLE, WA 98109 EOUNDATI ON WA 501(C) (3) |7 GHC X

(2) GROUP HEALTH NCRTHVEST 91- 1 6

T 320 WESTLAKE AVE. N, STE 100 SEATTLE, WA 98209 “777 1 NACTI VE WA 501(C) (3) 11, TYPE | |GHC X
e . N
)
)
©_
.
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule R (Form 990) 2013
JsA
3E1307 1.000
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GROUP HEALTH COOPERATI VE 91- 0511770
Schedule R (Form 990) 2013 Page 2
mwwaml  |dentification of Related Organizations Taxable as a Partnership Complete if the organization answered "Yes" on Form 990, Part IV, line 34
because it had one or more related organizations treated as a partnership during the tax year.
(@) (b) (©) (d) () ) 9 (h) @) @) (k)
Name, address, and EIN of Primary activity Legal Direct controlling _ Predominant Share of total Share of end-of- | pisproportionate Code V-UBI General or | Percentage
related organization domicile entity 'ncgrr?rzlgt‘zgted' income year assets alocations? | @amount in box 20 | managing | ownership
(state or excluded from of Schedule K-1 partner?
foreign tax under (Form 1065)
country) sections 512-514)
Yes| No Yes| No
S (
@ _ ] Q \
e — O
@ ] \J
o _ )s
L
© ] AN
f
@ ] </\)
2 ¢
Identification of Related Organizations Taxable as a Corporatior@{Tr}rst Complete if the organization answered "Yes" on Form 990, Part IV,
line 34 because it had one or more related organizations treated as a corporation or trust during the tax year.
(a) 4 (©) (d) (e) ) ()] (h) (0]
Name, address, and EIN of related organization Pri ivity Legal domicile | Direct controlling Type of entity Share of total Share of Percen- Section
\ (state or foreign entity (C corp, S corp, or income end-of-year assets tage ili(ttrjgl(lgi)
country) trust) ownership entity?
TN ’ lYes|No
\ N 4
(1) GROUP HEALTH OPTIONS,_INC. _________________91:1467158 |\
320 WESTLAKE AVE NORTH, SUITE 100 SEATTLE, WA 98109- 5233/;&/| NSURANCE WA GHC C OORP 897, 993, 307. 219, 372, 981. |100. 0000| X
_@)__KES_HEAI;TL"_@A’\LS_________________________92-_\%@__
400 WARREN AVE BREMERTON, WA 98337 | NSURANCE WA GHC C OORP 115, 373, 711. 40, 798, 021. |100. 0000| X
(3) GROUP HEALTH SERVICES, INC_______________N\A1.1302222 |
320 VESTLAKE AVE NORTH, SUITE 100 SEATTLE, WA 98109%5233 | NACTI VE WA (e C OORP 100. 0000 X
(4) GROUP HEALTH OF WASHINGTON_ __ ______________ 91:1314907 _ |
320 VESTLAKE AVE NORTH, SUITE 100 SEATTLE, WA 98109- 5233 | NACTI VE WA G C OORP 100. 0000 X
. _ ]
. __ ]
- _ ]
JSA Schedule R (Form 990) 2013
3E1308 1.000
2176FT 1783 10/31/2014 11:01:40 AM V 13-7.5F 1138282 PAGE 99



GROUP HEALTH COCPERATI VE 91- 0511770

Schedule R (Form 990) 2013 Page 3

Transactions With Related Organizations Complete if the organization answered "Yes" on Form 990, Part IV, line 34, 35b, or 36.

Note. Complete line 1 if any entity is listed in Parts Il, lll, or IV of this schedule. Yes | No

1 During the tax year, did the organization engage in any of the following transactions with one or more related organizations listed in Parts [I-IV?
a Receipt of (i) interest (ii) annuities (iii) royalties or (iv) rent from a controlled entity | . . . . . . . L L L s, 1a| X
b Gift, grant, or capital contribution to related organization(s) . . . . . . . . L. e 1b| X
¢ Gift, grant, or capital contribution from related organization(s) . . . . . . . . . L L. e e e lc| X
d Loans or loan guarantees to or for related organization(s) . . . . . . .. ... e e e e 1d X
e Loans or loan guarantees by related organization(s), . . . . . . . . L L L. e e e e e e le X
f  Dividends from related organization(s). . . . . . . . . .. ... e N R e e if X
g Sale of assets torelated organization(s) . . . . . . . ... N 1g X
h  Purchase of assets from related organization(s) . . . . . . .. ... .. .. ... .. 1h X
i Exchange of assets with related organization(s), . . . . . .. ... ... ... .. ... T 1i X
j Lease of facilities, equipment, or other assets to related organization(s) . . . . . . . . . . . . e N 1j X
k Lease of facilities, equipment, or other assets from related organization(s) | . . . . . . . . . . NN L 1k X
| Performance of services or membership or fundraising solicitations for related organization(s) &, . . 4 . . . . . . . ] X
m Performance of services or membership or fundraising solicitations by related organization(8),. . . . . . . . . . . . . im X
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(S)y™ _ . . . . . . . . . in| X
o Sharing of paid employees with related organization(s). . . . . . . . ... .. e e e 1o X
p Reimbursement paid to related organization(s) forexpenses . . . . . . . L N AL L L e 1p X
q Reimbursement paid by related organization(s) for expenses . | . . L L Y L L L L e e 1q X
r Other transfer of cash or property to related organization(s) . . . . . N N, . . . . L e ir X
s Other transfer of cash or property from related organization(s) . . /. v ¥ .t i i i i i i i i i it e et e et e e e e ae e e e e 1s X

2 If the answer to any of the above is "Yes," see the instructionsfok information on who must complete this line, including covered relationships and transaction thresholds.

(@) (b) () (d)
Name of related organization Transaction Amount involved Method of determining
type (a-s) amount involved

(1) GROUP HEALTH OPTI ONS, | NC. L 308, 111, 449. FW

(2) GROUP HEALTH OPTI ONS, | NC. A 16, 643. FW

(3) KPS HEALTH PLANS L 3, 048, 627. FW

(4) GROUP HEALTH FOUNDATI ON C 1, 401, 479. CASH

(5) COLUMBI A MEDI CAL ASSOCI ATES, LLC B 5, 600, 000. CASH

(6) COLUMBI A MEDI CAL ASSOCI ATES, LLC L 766, 088. CASH

JSA Schedule R (Form 990) 2013
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GROUP HEALTH COCPERATI VE

Schedule R (Form 990) 2013

91- 0511770

Page 4

Unrelated Organizations Taxable as a Partnership Complete if the organization answered "Yes" on Form 990, Part IV, line 37.

Provide the following information for each entity taxed as a partnership through which the organization conducted more than five percent of its activities (measured by total assets
or gross revenue) that was not a related organization. See instructions regarding exclusion for certain investment partnerships.

(@) (b) (©) (d) (e) ® @ (h) @ (0] 103
Name, address, and EIN of entity Primary activity Legal domicile Predominant Are all partners Share of Share of Disproportionate Code V-UBI General or | percentage
(state or foreign income (related, section total income end-of-year allocations? amount in box 20 managing ownership
country) unrelated, excluded 501(c)(3) assets of Schedule K-1 partner?
from tax under organizations? (Form 1065)
section 512-514) Yes | No Yes | No Yes | No
©o ] (
B Q \
e O
i
@] N\
®e ]
© ] z\
AN
o] </\J
P V4
@] Y
©o ] ~/
w ] C i
NG
an_ ] N\
/\k/
(N W
as ]
a4 ]
asy ]
ae) ]
JSA Schedule R (Form 990) 2013
3E1310 1.000
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GROUP HEALTH COCPERATI VE 91- 0511770

Schedule R (Form 990) 2013 Page 5
Supplemental Information
Complete this part to provide additional information for responses to questions on Schedule R (see
instructions).

Schedule R (Form 990) 2013
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om 3868 Application for Extension of Time To File an

(Rev. January 2014) Exempt Organization Return OMB No. 1545.1709
Department of the Treasury P> File a separate application for each return.

Internal Revenue Service P Information about Form 8868 and its instructions is at www.irs.gov/form8868.

e |f you are filing for an Automatic 3-Month Extension, complete only Part I and check thisbox , . . . . .. ... ....... » | X

e |f you are filing for an Additional (Not Automatic) 3-Month Extension, complete only Part Il (on page 2 of this form).
Do not complete Part Il unless you have already been granted an automatic 3-month extension on a previously filed Form 8868.

Electronic filing (e-file). You can electronically file Form 8868 if you need a 3-month automatic extension of time to file (6 months for
a corporation required to file Form 990-T), or an additional (not automatic) 3-month extension of time. You can electronically file Form
8868 to request an extension of time to file any of the forms listed in Part | or Part Il with the exception of Form 8870, Information
Return for Transfers Associated With Certain Personal Benefit Contracts, which must be sent to the IRS in paper format (see
instructions). For more details on the electronic filing of this form, visit www.irs.gov/efile and click on e-file for Charities & Nonprofits.

Automatic 3-Month Extension of Time. Only submit original (no copies needed).
A corporation required to file Form 990-T and requesting an automatic 6-month extension - check this box and complete

PAILIONY | . L ettt e e e e e e e e e e e > ]
All other corporations (including 1120-C filers), partnerships, REMICs, and trusts must use Form 7004 to request an extension of time
to file income tax returns. Enter filer's identifying number, see instructions
Name of exempt organization or other filer, see instructions. Employer identification number (EIN) or
Type or
print GROUP HEALTH COOPERATIVE {')7&-0511770
File by the Number, street, and room or suite no. If a P.O. box, see instructions. 'Wecurity number (SSN)
due date for
filing your 320 WESTLAKE AVE N o)
rﬁ};;[};::s City, town or post office, state, and ZIP code. For a foreign address, see instructions.b‘
SEATTLE, WA 98109-5233 \N
Enter the Return code for the return that this application is for (file a separate@ foreachreturn) . . . . .. ... ... I_OILI
Application Return | Appli w Return
Is For Code ILA Code
Form 990 or Form 990-EZ 01 (orn\ 990-T (corporation) 07
Form 990-BL 02 £ JForm 1041-A 08
Form 4720 (individual) 08y orm 4720 (other than individual) 09
Form 990-PF ﬁM Form 5227 10
Form 990-T (sec. 401(a) or 408(a) trust) 05 |Form 6069 11
Form 990-T (trust other than above) R - . 06 Form 8870 12
X\

e The books are in the care of » _M/_-\BI!N_@E_S_ ________________________________________

Telephone No. » 206 448-514 Q ______ FAXNo.®»
e |f the organization does not have a r place of business in the United States, check thisbox _ . . . . . ... ... ... | 2 |:|
e |[f this is for a Group Return, ent@ anization's four digit Group Exemption Number (GEN) . If this is
for the whole group, check this gox ~ . | 2 |:| . If it is for part of the group, check thisbox_ . ., . . .. > |_, and attach

a list with the names and EINs oféall members the extension is for.
1 | request an automatic 3-month (6 months for a corporation required to file Form 990-T) extension of time
untl 08715 , 20 14 , to file the exempt organization return for the organization named above. The extension is
for the organization's return for:
> calendar year 2013 or

| 2 - tax year beginning , 20, and ending , 20

2  If the tax year entered in line 1 is for less than 12 months, check reason: |:| Initial return |:| Final return
Change in accounting period

3a If this application is for Form 990-BL, 990-PF, 990-T, 4720, or 6069, enter the tentative tax, less any
nonrefundable credits. See instructions. 3al$ 0
b If this application is for Form 990-PF, 990-T, 4720, or 6069, enter any refundable credits and
estimated tax payments made. Include any prior year overpayment allowed as a credit. 3b|$ 0
¢ Balance due. Subtract line 3b from line 3a. Include your payment with this form, if required, by using EFTPS
(Electronic Federal Tax Payment System). See instructions. 3c|$ 0
Caution. If you are going to make an electronic funds withdrawal (direct debit) with this Form 8868, see Form 8453-EO and Form 8879-EO for payment
instructions.
For Privacy Act and Paperwork Reduction Act Notice, see instructions. Form 8868 (Rev. 1-2014)

JSA

3F8054 2.000
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Form 8868 (Rev. 1-2014)

e [f you are filing for an Additional (Not Automatic) 3-Month Extension, complete only Part Il and check thisbox. . . ... .. | 2 M
Note. Only complete Part Il if you have already been granted an automatic 3-month extension on a previously filed Form 8868.

e |f you are filing for an Automatic 3-Month Extension, complete only Part | (on page 1).

Additional (Not Automatic) 3-Month Extension of Time. Only file the original (no copies needed).

Enter filer's identifying number, see instructions

Name of exempt organization or other filer, see instructions. Employer identification number (EIN) or

Type or

print GROUP HEALTH COOPERATIVE 91-0511770
i Number, street, and room or suite no. If a P.O. box, see instructions. Social security number (SSN)

fuodmotr | 320 WESTLAKE AVE N

:iéitz?n}’%ire City, town or post office, state, and ZIP code. For a foreign address, see instructions.

instructions. SEATTLE, WA 98109-5233

Enter the Return code for the return that this application is for (file a separate application foreachreturn) . . . . ... ... .. foli]
Application Return | Application Return
Is For Code |lIs For Code
Form 990 or Form 990-EZ 01
Form 990-BL 02 Form 1041-A 4 08
Form 4720 (individual) 03 Form 4720 (other than indiv@\ 09
Form 990-PF 04 Form 5227 A 10
Form 990-T (sec. 401(a) or 408(a) trust) 05 Form 6069 /\‘ 11
Form 990-T (trust other than above) 06 Form 8870 e\ ) 12

STOP! Do not complete Part Il if you were not already granted an automatic 3-montl(extfn'sion on a previously filed Form 8868.

e The books are in the care of »MARTIN R. DOPPS N o~
Telephone No. » 206 448-5146 FaxNo. B = _

e |[f the organization does not have an office or place of busmess in the Unite \ checkthisbox . ... ........... > |:|
e |[f this is for a Group Return, enter the organization's four digit Group E X umber (GEN) . If this is
for the whole group, check thisbox . . . . .. | 4 |:| Ifitis for par?& up, check thisbox. . . . ... | 4 |_, and attach a

list with the names and EINs of all members the extension is for.

4 |request an additional 3-month extension of time until /V 11/17 ,20 14

5 For calendaryear 2013 | or other tax year beginning , and endlng , 20

Change in accounting period
7  State in detail why you need the extension INA@TION NECESSARY TO PREPARE A COMPLETE
AND ACCURATE RETURN IS NOT YET AVATGABLE.

el
N\

6  If the tax year entered in line 5 is for less than 12 mo@ heck reason: |_, In|t|aI return |_, Final return

8a |If this application is for Forms 99 WO-PF, 990-T, 4720, or 6069, enter the tentative tax, less any
nonrefundable credits. See instrg@ 8a|$ NONE
b If this application is for F% 0-PF, 990-T, 4720, or 6069, enter any refundable credits and
estimated tax payments Include any prior year overpayment allowed as a credit and any| |
amount paid previously w@orm 8868. 8b|($ NONE
¢ Balance Due. Subtract line 8b from line 8a. Include your payment with this form, if required, by using EFTPS
(Electronic Federal Tax Payment System). See instructions. 8c|$ NONE

Signature and Verification must be completed for Part Il only.

Under penalties of perjury, | declare that | have examined this form, including accompanying schedules and statements, and to the best of my
knowledge and belief, it is true, correct, and complete, and that | am authorized to prepare this form.

Signature P> g(l aj.@anéfmﬁ_ Title B CPA Date > 08/11/2014

Form 8868 (Rev. 1-2014)

JSA

3F8055 2.000
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