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CAUTIONARY STATEMENT REGARDING FORWARD-LOOKING STATEMENTS

In addition to historical information, this Annual Report on Form 10-K (this “Annual Report on Form 10-K”) contains “forward-
looking statements” within the meaning of Section 27A of the Securities Act of 1933, as amended (the “Securities Act”), and Section 21E of
the Securities Exchange Act of 1934, as amended (the “Exchange Act”), which are subject to the “safe harbor” created by those sections.

All statements other than statements of historical facts contained in this Annual Report on Form 10-K, including statements regarding our
future results of operations and financial position, business strategy, prospective products, product approvals, research and development
costs, future revenue, timing and likelihood of success, plans and objectives of management for future operations, future results of
anticipated products and prospects, plans and objectives of management, are forward-looking statements. These statements involve known
and unknown risks, uncertainties and other important factors that may cause our actual results, performance or achievements to be
materially different from any future results, performance or achievements expressed or implied by the forward-looking statements.

In some cases, you can identify forward-looking statements by terms such as “may,” “will,” “should,” “expect,” “plan,”
“anticipate,” “could,” “intend,” “target,” “project,” “contemplate,” “believe,” “estimate,” “predict,” “potential,” “would” or “continue” or
the negative of these terms or other similar expressions, although not all forward-looking statements contain these words. The forward-
looking statements in this Annual Report on Form 10-K are only predictions and are based largely on our current expectations and
projections about future events and financial trends that we believe may affect our business, financial condition and results of operations.
These forward-looking statements speak only as of the date of this Annual Report on Form 10-K and are subject to a number of known and
unknown risks, uncertainties and assumptions, including those described under the sections in this Annual Report on Form 10-K entitled
“Risk Factors” and “Management’s Discussion and Analysis of Financial Condition and Results of Operations” and elsewhere in this
Annual Report on Form 10-K. These forward-looking statements are subject to numerous risks, including, without limitation, the following:

2 2 2 2 ”

e  our management has performed an analysis of our ability to preserve an adequate level of liquidity for a period extending
twelve months from the date of this filing and has identified substantial doubt about our ability to continue as a going concern.
As a result of this analysis, we may look to add additional capital or may delay or scale back growth as needed, to generate
liquidity and positive cash flow as soon as possible;

e  our ability to recognize the anticipated benefits of the Business Combinations (as defined below), which may be affected by,
among other things, competition and our ability to grow and manage growth profitably following the Business Combinations;

e changes in applicable laws or regulations;

e the possibility that we may be adversely affected by other economic, business, and/or competitive factors, including economic
instability and inflationary conditions;

e the possibility that we may never achieve or maintain profitability;

e the difficulty in evaluating our future prospects, as well as risks and challenges, due to the new and rapidly evolving business
and market and our limited operating history;

e the possibility that we may need to raise additional capital to fund our existing operations, develop and commercialize new
services or expand our operations;

e possible difficulty managing growth and expanding operations;

e the continuing impact of the COVID-19 pandemic on operations, which may materially and adversely affect our business and
financial results;

e  our ability to retain qualified personnel;
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e our ability to successfully execute on growth strategies, including identifying and developing successful new geographies,
physician partners, payors and patients, and accurately estimating the size, revenue or medical expense amounts of target
geographies;

e delays and uncertainties in the timing and process of reimbursements by third-party payors and individuals, including any
changes or reductions in Medicare reimbursement rates or rules;

e the termination or non-renewal of the Medicare Advantage contracts held by the health plans with which we contract, or the
termination or non-renewal of our contracts with those plans;

e reductions in the quality ratings of the health plans we serve;

e the effectiveness and efficiency of our marketing efforts, and our ability to develop brand awareness cost-effectively;

e spending changes in the healthcare industry;

e we, our affiliated professional entities and other physician partners may become subject to medical liability claims;

e a failure in our information technology systems;

e  security breaches, loss of data or other disruptions could compromise sensitive information related to our business or prevent us
from accessing critical information, expose us to liability and our reputation may be harmed and we could lose revenue, clients
and members;

e any future litigation against us could be costly and time-consuming to defend,;

e failure to adhere to all of the complex government laws and regulations that apply to our business could result in fines or
penalties, being required to make changes to our operations or experiencing adverse publicity;

e failure to establish and maintain effective internal control over financial reporting and remediate identified material
weaknesses;

e failure to comply with the continued listing standards of the Nasdaq Stock Market LLC (“Nasdaq”);

e the possibility that our arrangements with affiliated professional entities and other physician partners is found to constitute
improper rendering of medical services or fee splitting under applicable state laws;

e the possibility that we face inspections, reviews, audits and investigations under federal and state government programs and
contracts;

e the impact on us of recent healthcare legislation and other changes in the healthcare industry and in healthcare spending is
currently unknown;

e the transition from volume to value-based reimbursement models may have a material adverse effect on our operations; and

e  other risks and uncertainties described in this Annual Report on Form 10-K, including those under the section entitled “Risk
Factors.”
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Because forward-looking statements are inherently subject to risks and uncertainties, some of which cannot be predicted or
quantified and some of which are beyond our control, you should not rely on these forward-looking statements as predictions of future
events. The events and circumstances reflected in our forward-looking statements may not be achieved or occur and actual results could
differ materially from those projected in the forward-looking statements. Moreover, we operate in an evolving environment. New risk
factors and uncertainties may emerge from time to time, and it is not possible for management to predict all risk factors and uncertainties.
Except as required by applicable law, we do not plan to publicly update or revise any forward-looking statements contained herein, whether
as a result of any new information, future events, changed circumstances or otherwise.

You should read this Annual Report on Form 10-K completely and with the understanding that our actual future results may be
materially different from what we expect. We qualify all of our forward-looking statements by these cautionary statements.
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Explanatory Note

This Annual Report on Form 10-K for the fiscal year ended December 31, 2021 includes audited consolidated financial statements
of P3 Health Partners Inc. and its consolidated subsidiaries (the “Company,” “P3,” “we,” “us,” or “our”) for the fiscal years ended
December 31, 2021, 2020 and 2019. The Company has restated the consolidated financial statements for the years ended December 31,
2020 and 2019 and the unaudited condensed consolidated financial information for the quarters ended September 30, 2021, June 30, 2021,
March 31, 2021, September 30, 2020, June 30, 2020 and March 31, 2020 (collectively, the “Affected Periods”).

As described in our Current Report on Form 8-K filed with the SEC on April 25, 2022, the Company and the Audit Committee of
the Company’s Board of Directors (the “Audit Committee”) concluded that, because of errors identified in the Company’s previously
issued financial statements, the Company is restating its financial statements as of and for the years ended December 31, 2020, and 2019.
This restatement related to the Company’s accounting for non-controlling interests related to the variable interest entity medical practices,
preferred returns associated with Class A and Class D Units, the equity accounting treatment associated with Class A Units and capitated
revenue. The effect of these restatements has no impact on the Company’s previously reported cash position, or total operating, investing or
financing cash flows.

Effect of the Restatement on Financial Statements

Previously filed quarterly and annual consolidated financial statements for the periods affected by the restatement have not been
amended. Accordingly, investors should no longer rely upon the Company’s previously released financial statements for these periods and
any earnings releases or other communications relating to these periods, and, for these periods, investors should rely solely on the financial
statements and other financial data for the relevant periods included in this Annual Report on Form 10-K. See Note 2 “Restatement of
Previously Issued Financial Statements” and Note 30 “Quarterly Financial Information (Unaudited)” to our consolidated financial
statements in “Item 15. Exhibits and Financial Statement Schedules” of this Annual Report on Form 10-K for a description of the nature
and impact of the restatement matters. Form 10-Qs of the periods in the fiscal year 2022 will include restated results for the corresponding
interim periods of the fiscal year 2021.

Internal Control over Financial Reporting

See Item 9A. Controls and Procedures in this Annual Report on Form 10-K for additional information related to the identified
material weaknesses in internal control over financial reporting and the related remediation measures.
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SUMMARY RISK FACTORS

Our business is subject to numerous risks and uncertainties, including those described in Part I, “Item 1A. Risk Factors” in this
Annual Report on Form 10-K. You should carefully consider these risks and uncertainties when investing in our common stock. The
principal risks and uncertainties affecting our business include the following:

Our management has performed an analysis of our ability to preserve an adequate level of liquidity for a period extending
twelve months from the date of this filing and has identified substantial doubt about our ability to continue as a going concern.
As a result of this analysis, we may look to add additional capital or may delay or scale back growth as needed, to generate
liquidity and positive cash flow as soon as possible;

We have a history of net losses. We expect to continue to incur losses for the foreseeable future and may never achieve or
maintain profitability.

Our business and the markets it operates in are new and rapidly evolving, which makes it difficult to evaluate its future
prospects and the risks and challenges we may encounter.

Our limited operating history makes it difficult to evaluate our future prospects and the risks and challenges we may encounter.

Goodwill and other intangible assets represent a substantial component of our total assets. If future operating performance were
to fall below current projections of if there are material changes to management’s assumptions, we could be required to
recognize non-cash charges to operating earnings for goodwill and/or other intangible asset impairment, which could be
significant.

We may need to raise additional capital to fund our existing operations or develop and commercialize new services or expand
our operations.

We may experience difficulties in managing our growth and expanding our operations.

The COVID-19 pandemic has impacted, and may continue to impact, our operations and may materially and adversely affect
our business and financial results.

We rely on our management team and key employees, and our business, financial condition, cash flows and results of
operations could be harmed if we are unable to retain qualified personnel.

Our growth depends in part on our ability to identify and develop successful new geographies, physician partners, payors and
patients. If we are not able to successfully execute upon our growth strategies, there may be material adverse effect on our
business, financial condition, cash flows and results of operations.

If growth in the number of patients and physician partners on our platform decreases, or the number of services that we are able
to provide to physician partners and members decreases, due to legal, economic or business developments, our business,
financial condition and results of operations will be harmed.

We primarily depend on reimbursement by third-party payors, as well as payments by individuals, which could lead to delays
and uncertainties in the timing and process of reimbursement, including any changes or reductions in Medicare reimbursement
rates or rules.

The termination or non-renewal of the Medicare Advantage contracts held by the health plans with which we contract, or the
termination or nonrenewal of our contracts with those plans, could have a material adverse effect on our revenue and our
operations.

We are dependent on our affiliated professional entities, physician partners and other providers to effectively manage the
quality and cost of care and perform obligations under payor contracts.
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e Reductions in the quality ratings of the health plans we serve could have a material adverse effect on our business, results of
operations, financial condition and cash flows.

e Developments affecting spending by the healthcare industry could adversely affect our business.
e  We depend on our information technology systems, and any failure of these systems could harm our business.

e  Security breaches, loss of data and other disruptions could compromise sensitive information related to our business or prevent
us from accessing critical information and expose us to liability, which could adversely affect our business and our reputation.

e If our or our vendors’ security measures fail or are breached and unauthorized access to a client’s data or information systems
is obtained, our services may be perceived as insecure, we may incur significant liabilities, our reputation may be harmed, and
we could lose sales, clients and members.

o  We conduct business in a heavily regulated industry and if we fail to adhere to all of the complex government laws and
regulations that apply to our business, we could incur fines or penalties or be required to make changes to our operations or
experience adverse publicity, any or all of which could have a material adverse effect on our business, results of operations,
financial condition, cash flows, and reputation.

e If our arrangements with our affiliated professional entities and other physician partners are found to constitute the improper
rendering of medical services or fee splitting under applicable state laws, our business, financial condition and our ability to
operate in those states could be adversely impacted.

o  We face inspections, reviews, audits and investigations under federal and state government programs and contracts. These
audits could have adverse findings that may negatively affect our business, including our results of operations, liquidity,
financial condition and reputation.

e The impact on us of recent healthcare legislation and other changes in the healthcare industry and in healthcare spending is
currently unknown, but may adversely affect our business, financial condition and results of operations.

e  Our only significant asset is the ownership of a minority of the economic interest in P3 Health Group, LLC (“P3 LLC”), and
such ownership may not be sufficient to generate the funds necessary to meet our financial obligations or to pay any dividends
on our Class A Common Stock.

e  We will be required to make payments under the Tax Receivable Agreement, dated as of December 3, 2021, by and among P3
LLC and the members of P3 LLC from time to time party thereto (the “Tax Receivable Agreement”) for certain tax benefits we
may claim, and the amounts of such payments could be significant.

e  Certain of the former owners of P3 Health Group Holdings, LLC (the “P3 Equityholders™) have substantial control over us, and
their interests, along with the interests of other P3 Equityholders, in our business may conflict with yours.

o  Foresight Sponsor Group, LLC (the “Sponsor”), Chicago Pacific Founders and other Exempt Persons are not limited in their
ability to compete with the Company, and the corporate opportunity provisions in our amended and restated certificate of
incorporation could enable such persons to benefit from corporate opportunities that might otherwise be available to the
Company, which presents potential conflicts of interest.
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e  Failure to comply with the continued listing standards of Nasdaq could result in significant material adverse consequences,
including a limited availability of market quotations, liquidity for our securities and a decreased ability to issue additional
securities or obtain additional financing in the future.

e  Failure to establish and maintain effective internal control over financial reporting and remediate identified material
weaknesses in our internal control over financial reporting, could result in the inability to maintain compliance with securities
law requirements regarding timely filing of periodic reports, which may adversely affect our business and the price of our Class
A Common Stock.

e  Other risks and uncertainties described in this Annual Report on Form 10-K, including those under the section entitled ‘Risk
Factors.”
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PART I
Item 1. Business
Background

We were incorporated in Delaware as Foresight Acquisition Corp. on August 20, 2020. On December 3, 2021 (the “Closing
Date”), P3 Health Partners Inc. (f/k/a Foresight Acquisition Corp. (“Foresight”)) completed the Business Combinations (defined and
discussed more fully below) with P3 Health Group Holdings, LLC, a Delaware limited liability company (“P3 Health Group Holdings”).
Upon completion of the Business Combinations, we changed our name to P3 Health Partners Inc., and we were organized in an “Up-C”
structure in which P3 Health Partners Inc. directly owned approximately 17.1% of P3 Health Group, LLC (“P3 LLC”) and became the sole
manager of P3 LLC.

The Business Combinations

The Business Combinations were effected pursuant to (1) an agreement and plan of merger, dated as of May 25, 2021 (as amended,
the “Merger Agreement”), by and among Foresight, P3 Health Group Holdings and FAC Merger Sub LLC, a Delaware limited liability
company and a wholly owned subsidiary of Foresight (“Merger Sub”), and (2) the transaction and combination agreement, dated as of May
25,2021 (as amended, the “Transaction and Combination Agreement”), by and among Foresight, FAC-A Merger Sub Corp., a Delaware
corporation and a wholly owned subsidiary of Foresight, FAC-B Merger Sub Corp., a Delaware corporation and a wholly owned subsidiary
of Foresight (together with FAC-A Merger Sub Corp., the “Merger Corps”), CPF P3 Blocker-A, LLC, a Delaware limited liability
company, CPF P3 Blocker-B, LLC, a Delaware limited liability company (together with CPF P3 Blocker-A, LLC, the “Blockers”), CPF P3
Splitter, LLC, a Delaware limited liability company, Chicago Pacific Founders Fund-A, L.P., a Delaware limited partnership, and Chicago
Pacific Founders Fund-B, L.P., a Delaware limited partnership (together with Chicago Pacific Founders Fund-A, L.P., the “Blocker
Sellers”), pursuant to which, among other things, P3 Health Group Holdings merged with and into Merger Sub (the “P3 Merger”), with
Merger Sub as the surviving company, which was renamed P3 Health Group, LLC (“P3 LLC”), and the Merger Corps merged with and into
the Blockers, with the Blockers as the surviving entities and wholly-owned subsidiaries of Foresight (collectively, the “Business
Combinations”).

Following the closing of the Business Combinations (the “Closing”), substantially all of the Company’s assets and operations are
held and conducted by P3 LLC and its subsidiaries, and the Company’s only assets are equity interests in P3 LLC. Unless the context
otherwise requires, “we,” “us,” “our,” “P3” and the “Company” refer to the combined company and its subsidiaries. “Foresight” refers to
the Company prior to the Closing, and “P3 LLC” refers to (i) with respect to periods prior to the consummation of the Business
Combinations, FAC Merger Sub LLC, a Delaware limited liability company, and (ii) with respect to periods after the consummation of the

Business Combinations, the surviving entity of the P3 Merger, which was renamed P3 Health Group, LLC.

The Business Combinations resulted in the presentation of the Company’s financial statements on different bases for the period
December 3, 2021 through December 31, 2021 (the “Successor Period”); and the period January 1, 2021 through December 2, 2021 and the
fiscal years ended December 31, 2020 and 2019 (the “Predecessor Periods™). The Company has not provided pro forma statements of
operations and cash flows for the years ended December 31, 2021, 2020 and 2019. Accordingly, references to certain financial results in
2021, 2020 and 2019 may not be comparable.

Recent Acquisitions

On December 27, 2021 and December 31, 2021, respectively, the Company acquired the net assets of Omni IPA Medical Group,
Inc. (“Omni”) and 100% of the equity interests of Medcore Health Plan, Inc. (“Medcore HP”) for a total purchase price of $40.0 million,
including contingent consideration of $3.4 million (together, the “Medcore Acquisition”). Medcore HP is a health plan licensed under the
California Knox-Keen Health Care Service Plan Act of 1975 (the “Knox Keene Act”) and Omni is an independent practice association
located in California. Omni serves as Medcore HP’s contracted physician network providing medical services to Medcore HP’s patients and
members.
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California’s Knox Keene Act requires entities that participate in downstream risk-sharing arrangements, including global risk and
value-based care arrangements, to be licensed health plans. P3’s acquisition of Medcore HP allows P3 and its network of providers to
participate in global risk and value-based care arrangements with California payors. Through this transaction, P3 intends to replicate its
affiliate model to contract with local physicians and grow P3’s network in California.

Overview

P3 is a patient-centered and physician-led population health management company. We strive to offer superior care to those
patients that we serve. Founded and led by physicians, P3 is a team of doctors, clinicians and healthcare professionals with a shared passion
for delivering value-based care (“VBC”). We believe our team’s more than 20 years of experience in value based care and population
health management, combined with our strong payor relationships, large community-based physician networks and custom technology
platform uniquely position us to empower physicians, align incentives for healthcare providers and payors and improve the clinical
outcomes for the communities we serve.

As fellow healthcare professionals, we understand the challenges physicians face when providing value-based care. We have
leveraged that expertise to build our “P3 Care Model.” The key attributes that differentiate P3 include: 1) patient centricity, 2) physician
leadership, and 3) our delegated/integrated care model. Tactically, we typically leverage the community’s existing healthcare infrastructure
to build a strong network of local physicians. We primarily contract with local physicians to enter the P3 network using an affiliate model,
rather than building and staffing our own clinics or acquiring individual practices. By doing so, we preserve the existing patient-physician
relationship, allow physicians to maintain their independence and have a built-in patient panel on Day 1. We then align physician incentives
and provide our team tools and technology to support our physician partners in a value-based care system and care for the patients we have
the honor and privilege to serve together. These affiliated physicians provided care to approximately 90% of our primary care physicians as
of December 31, 2021. We augment these affiliate partnerships with employed Primary Care Physicians (“PCPs,”), P3 operated clinics and
wellness centers. Furthermore, unlike our peers, we offer a broad delegated care model in which we take on the responsibility to reshape the
local healthcare market to provide high quality care for patients throughout the care continuum.

We operate in the $830 billion Medicare market, which covers approximately 63 million eligible lives. This segment is supported
by numerous tailwinds. Approximately 60% of Americans suffer from a chronic disease with 40% suffering from two or more.
Additionally, over 10,000 individuals age into Medicare each day, with 42% choosing Medicare Advantage plans. Our core focus is the
Medicare Advantage market, specifically counties where there are over 10,000 MA eligible lives. MA spending is expected to grow 7% to
8% annually and Medicare Advantage plan penetration of the Medicare beneficiary population is projected to increase from 42% of the
overall Medicare market in 2021 to 51% of the overall Medicare market by 2030.

In Medicare Advantage, the Centers for Medicare & Medicaid Services (“CMS”) pays health plans a monthly sum per member to
manage all health expenses of a participating member. Our platform focuses exclusively on Medicare Advantage and manages the needs of
our members through subscription-like per-member-per-month (“PMPM”) arrangements with health plans or payors. From there, the
economics of our care model are further impacted by our ability to drive total cost of care savings and bend the cost curve. Our model
allows us to “do well” while also “doing good.”

The U.S. healthcare system is ripe for change and disruption, and we believe that the P3 Care Model is distinctly situated to
address several pain points, including:

e  Unsustainable and rising healthcare costs.
e Inadequate access to primary care and PCP shortages.

e  Sub-optimal quality of care and sub-optimal clinical outcomes.




Table of Contents

e  PCP burnout and dissatisfaction.
e Difficulty in maintaining PCP independence.
e Limited collaboration between PCPs and payors.

We overcome these hurdles with a differentiated model that we believe is an attractive option for patients, physicians and payors.
P3 honors the existing social and moral contract between patients and their PCPs, partnering with local physicians using an affiliate model.
We risk-stratify our patients to help our physician partners prioritize care for those who need it the most. We also provide care teams to
serve as an extension of the physician’s practice. These teams provide wraparound services to our patients and collaborate with the patients’
caregivers to ensure patients have the tools to successfully navigate their healthcare journey across the care continuum. We have made
significant investments in technology to customize patient care management plans. Taken as a whole, our P3 Care Model helps facilitate
enhanced clinical outcomes for our key stakeholders, resulting in a 99% physician retention rate, 97% patient satisfaction rate, 35%
reduction in hospitalizations and 36% reduction in emergency department visits.

We are led by one of the most experienced management teams in population health. Our executive team has a track record of more
than twenty years in the healthcare industry. These years of experience have fostered strong relationships in the managed care, physician
and payor segments. This is paired with a deep understanding of physicians, patients, technology, payments and branding. Lastly, the core
of our care model is based on their collective years of experience in medical cost management. We believe these critical facets position our
team to successfully navigate and enable the shift to patient-centric, physician-led, value-based care.

Challenges Facing the Healthcare Industry Today

We believe that the misaligned incentives in the fee-for-service (“FFS”) healthcare payment model and the fragmentation between
physicians and care teams across different points in a patient’s care journey has led to sub-optimal clinical outcomes, limited access, high
spending and unnecessary variability in quality of care. We believe that a platform such as ours, which helps to realign incentives and
focuses on treating the full patient, is uniquely positioned to address these healthcare challenges.

Unsustainable and rising healthcare costs

The United States spent $3.8 trillion, representing 18% of GDP, on healthcare in 2019. National health expenditures are projected
to grow 5.4% per year from 2019 to 2028, according to CMS, outpacing both GDP and inflation expectations.

While representing only 18% of the United States population, the 65 and older age group accounted for 34% of all healthcare
spending in 2019, with an average spend of $19,098 per person, three times higher than that of working adults and five times higher than
that of children. This segment is growing faster than the rest of the population and is projected to reach 22% of the United States population
by 2050. Healthcare expenditures are particularly concentrated in this age group in large part due to the high rate of chronic conditions,
whose treatment accounted for 94% of Medicare spending.

Rising healthcare costs disproportionally impact low and middle income seniors, who often embrace Medicare Advantage plans.
This is our area of focus given we believe we can have the greatest clinical and financial impact on this population. Improved care
management of seniors is critical to reducing the rapid growth in U.S. healthcare spending.
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Inadequate access to primary care and PCP shortages

The U.S. spends only 5% to 7% of its healthcare dollars on primary care compared to an average of 14% spent by Organization for
Economic Cooperation and Development (“OECD”) nations. Driven by this underinvestment, 1 in 4 Americans do not have access to
essential primary care. Going forward, the PCP shortage is slated to worsen: by 2030, there will only be 306,000 primary care physicians in
the nation, representing an approximately 40% decline from the number of physicians in 2020. The current fee-for-service reimbursement
model leads to relatively lower pay for PCPs as well as fewer quality touchpoints with patients. We believe that factors like these directly
contribute to fewer physicians considering, or staying, in the field of primary care.

Sub-optimal quality of care and clinical outcomes

According to a 2015 Commonwealth Fund report, the United States spends significantly more on healthcare as a share of the
economy-nearly twice as much as the average OECD country of 8.8%. Despite this, 40% of U.S. Americans have two or more chronic
conditions. According to the Healthcare Quality and Access (HAQ) Index research completed by the Kaiser Family Foundation, the U.S.
ranks last among comparable countries with the highest hospitalization rates from preventable causes and the highest avoidable deaths.

In addition to these sub-optimal clinical outcomes, consumers are increasingly dissatisfied with their healthcare experience, with
81% reporting dissatisfaction according to Prophet and Camden Group, largely due to quality of care and lack of care coordination.

PCP burnout and dissatisfaction

The traditional FFS model values quantity over quality, which has been shown to lead to physician burnout and jeopardizes the
long-term sustainability of the independent primary care business model. According to a 2018 report, more than 50% of physicians show
signs of burnout. In 2018, the Physicians Foundation reported that 40% of U.S. physicians saw between 11-20 patients per day and nearly
28% saw between 21 and 30. As average reimbursement rates decline in an FFS model, physicians would need to continually increase the
number of patients seen to sustain their practice. Beyond clinical burdens, over 50% of primary care physicians report feeling unfairly
compensated.

Difficulty in maintaining PCP independence

Small physician practices deliver the majority of care in the U.S.—with 53.7% of physicians working in practices with 10 or fewer
physicians, per a 2021 American Medical Association report. That report also found that 2020 was the first year in which a minority
(49.1%) of PCPs worked in a practice that was wholly owned by physicians (e.g., private practice). This represented a decrease of
approximately 5% from 2018 (54.0%).

In our experience, physicians who have chosen to work at smaller practices throughout their careers tend to do so because they
value their independence. Given the increasingly significant financial and administrative burdens, these physicians are generally unable to
maintain independence while effectively transitioning to a value-based care model. We believe that allowing them to maintain their
independence increases their engagement with population health management practices, which is key to transforming the healthcare system.

Limited collaboration between PCPs and payors

Over the years, we have seen that payors recognize the importance of PCPs in directing and managing total cost of care. Payors
have attempted to increase their proximity to primary care physicians through acquisitions and investments in care delivery services and
technologies. However, a payor’s ability to impact physician workflows continues to be structurally limited by the multi-payor nature of
most physician practices. This makes it challenging for any single payor to achieve the level of integration we believe is needed to improve
clinical engagement and effectively manage healthcare costs. We believe this creates significant opportunity for a platform to partner
directly and create alignment between payors and physicians.




Table of Contents

We Deliver Value-Based Care to the Fastest Growing Market in Healthcare
A need for a new payment structure and an aging U.S. population

Historically, healthcare in the U.S. has been focused on reacting to acute events, which resulted in the development of the FFS
payment model. The FFS model unintentionally incentivizes the volume of patients and services performed rather than the quality of
services and care—resulting in a deprioritization of preventative services and overall health of the patient. Beyond sub-optimal clinical
outcomes, FFS results in significant healthcare spend. As 10,000 seniors age into Medicare each day and prevalence of chronic conditions
increases, the need for lower healthcare spend leads the push towards value-based care and additional offerings such as Medicare
Advantage.

Value-based care and Medicare Advantage

Medicare Advantage serves as an alternative to traditional Medicare. Medicare Advantage is an integrated plan that includes both
Part A and Part B coverage. Most Medicare Advantage plans also offer Part D, vision, hearing, dental and other benefits. Typically, the out-
of-pocket costs are lower for Medicare Advantage plans than traditional Medicare, but patients are limited to seeing physicians within the
plan’s network and some coverage of certain specialty services may require PCPs’ referrals and plan authorizations.

Medicare Advantage has been well received since it was introduced, with penetration among Medicare beneficiaries increasing
from 13% in 2004 to 39% as of 2020 and is projected to increase to 51% by 2030. This trend reflects the understanding that Medicare
Advantage plans are financially and clinically valuable to Medicare eligible patients.

Our Market Opportunity

We believe there is significant white space opportunity. As of December 31, 2021, P3 contracted with 2,100 primary care
physicians an increase of 40% from 1,500 at December 31, 2020. This represents less than 1% of the total number of PCPs in the U.S. of
approximately 496,000. The industry is primed for a platform like ours, which allows physicians to remain independent while accessing
financial resources and infrastructure to support a value-based care model.

We believe our total addressable market is represented by the approximately 63 million Americans (approximately 18% of the
total population) who were enrolled in either traditional Medicare or Medicare Advantage nationally in 2020. This represented $830 billion
of annual spend. Within this, we believe our core addressable market to be the Medicare Advantage market, specifically within moderate-
to-highly populated Medicare Advantage eligible dense counties, which we define as having greater than 10,000 Medicare eligible lives. By
multiplying these approximately 26 million Medicare Advantage members by an average $1,000 per member per month spend, we estimate
this represents a core addressable market size of approximately $300 billion.

The P3 Care Model
Patient-Centric

Patient wellness, not sickness. The VBC model rewards superior clinical outcomes and value delivered to the patient. With this in
mind, we built our model to consider the whole patient rather than individual illnesses as they arise. We work with our physician partners to
develop a holistic view of a patient’s health over time to understand the most effective methods to empower their patients to actively
participate in and better manage their health (e.g., medication adherence, complete understanding of potential impediments to receiving
care).
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Robust care teams. We staff dedicated care managers and care navigators to help ensure end-to-end patient care across the full
continuum. Care navigators are responsible for day-to-day patient care (e.g., scheduling appointments, assisting with check-ins, etc.). Care
managers, on the other hand, tend to have more medical responsibilities (e.g., reviewing patient charts, coordinating care with PCPs,
ensuring appropriate documentation) and serve as a communication point across care teams. Together, they complement our network of
physicians and enable the highest quality of care for our patients—ensuring they are being seen at the right time by the appropriate
physician and all corresponding documentation and communication has been streamlined.

Personalized care. Using the P3 Technology Platform for integrated data reporting, physicians can stratify their patient panels
based on risk. Identifying patients who are high risk (or rising risk) helps prioritize those patients who may need to be seen more often or
require additional resources to improve their health. Additionally, our tailored tech suite provides our physician partners with detailed
insights to understand what is driving individual patient clinical outcomes and medical costs. Leveraging this data, we then collaborate with
physicians to build individualized, longitudinal care plans, catered to the needs of individual patients.

Physician-Led

Collaborative and supportive partnerships. As former physicians, we have a deep understanding of the way in which physicians
are trained. In our experience, most physicians not only understand the value of a VBC model, but also want to provide their patients with
the highest quality care. However, the way in which most physicians today were trained caters to an FFS model. To support the VBC
model, we provide training to physicians on best clinical practices based on nationally recognized care guidelines. As a result, we have seen
physicians deliver cost saving, quality healthcare. Unlike some of our peers, we typically enter markets with our affiliate physician model
and contract directly with physician groups or independent physicians to enter the P3 network rather than primarily building and staffing
our own clinics or acquiring physician practices. By doing so, we preserve the existing patient-physician relationship and create a built-in
patient panel on Day 1. Affiliate physicians retain their independence, while gaining access to P3’s teams, tools and technologies that are
key to success in a value-based care model. P3’s care teams become an extension of each physician’s office and support our collective
patients to navigate the health care system, collaborate with caregivers, and enable a successful health care journey. All P3 affiliated
physicians must pass an annual credentialing process and maintain compliance with all regulatory standards.

Aligned incentives. Our model properly aligns physicians’ incentives with clinical outcomes, ensuring patients receive the optimal
care they deserve. To do this, we offer several types of incentive-based payments to our affiliated physicians. First, as physicians join our
network, we continue to pay them on an FFS basis per visit, or structure a contract to offer a monthly, fixed, capitated payment for each
patient paneled to their practice. Additionally, we provide quality incentive payments to our physician partners as they close quality gaps in
care, enable patient access and improve documentation. Finally, as improved clinical outcomes result in reduced medical costs, we share the
savings between P3 and our physician partners. These contracts were built with the physician in mind, which is reflected in our results—a
99% physician retention rate from 2018 through December 31, 2021. Aligning physician incentives with performance on growth, quality,
patient disease documentation, and medical expense creates better economics within their practices.

Broad Delegated Care Model

Reshaping local healthcare. In the United States, 5% to 7% of medical spend occurs in the PCP office. The remaining 93% to
95% occurs outside of the PCP office. Our more than 20 years of experience in the population health management space has allowed us to
build the capabilities to better control and manage the delivery of services across the full care continuum. Our team has the ability to take on
additional services from our payor partners, including: networking, credentialing, utilization management and claims processing. In order to
take on these functions, our teams must pass regular delegation audits by CMS as well as our payor partners. By assuming responsibility for
the patient’s entire care experience, we can tailor care provision and coordination to their individual needs. We take on this added burden,
as it allows us to reshape the local healthcare market and accelerate the shift from a FFS to a VBC model.
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Delegated services. Through delegation, we can build local networks of physicians and specialists to meet the needs of our
patients. By creating a captive network, we ensure that our network of physicians and specialists are properly educated on best clinical
practices based on national recognized care guidelines. Furthermore, delegation allows us to align incentives across the full continuum, not
just the PCP office. With additional tools like utilization management, we ensure that quality care is delivered in the appropriate care
setting. To help with care delivery effectiveness, we perform concurrent reviews to manage acute and post-acute hospitals for length of stay
and appropriateness. Finally, by taking on responsibility for processing and paying claims, we are able to ensure the appropriate payment for
the appropriate care. Ownership over claims creates value and helps to accelerate the reduction of unnecessary medical costs.

P3 Technology/Health Hub

The backbone of our P3 Care Model is our proprietary technology platform—P3 Technology/Health Hub—which enables
physicians, care teams, patients and their family members to engage in the care journey. Our platform was purposefully built as a data and
technology-enabled care ecosystem that drives preventive rather than reactive care.

P3 Technology/Health Hub integrates clinical and claims data from 250+ disparate data points each month from payors, outpatient
and inpatient facilities and other ancillary care settings. By using P3 Technology/Health Hub at the time of patient onboarding, we are able
to assign patient risk levels using our proprietary risk stratification tool that leverages multiple parameters to prioritize patients who require
additional resources. We continually collect data on patients from multiple sources so our care teams can proactively and dynamically
deliver individualized care based on changes to a patient’s health profile. For example, within approximately 12 hours of a hospitalization—
even out of state—our physician partners are notified and alerted to the patient’s clinical status. Our care managers also monitor patient care
and provide physicians with insights to enable additional care across settings and locations. These factors create a positive feedback loop,
whereby our technology accelerates clinical outcomes, improving strong performance, and further growing our business.

The P3 Technology/Health Hub is built on multiple products, including:

Provider Portal. This physician-facing product enables our physician partners to understand, care for and monitor their patients.
Physicians can access a risk stratified patient list based on historical diagnoses, suspect diagnoses, ER visits, chronic comorbidities and
socio economic factors, among others. By using this, P3 is able to present physicians with care opportunities, Healthcare Effectiveness Data
and Information Set (“HEDIS®”) gaps in care and drug substitution opportunities, which directly translate into stronger cost management.
Analyzing the risk-stratified patient-level data helps physicians and office staff strategize patient scheduling to optimize their resources and
work hours to meet the healthcare needs of the patients that need the most care. Provider Portal also generates additional possible
conditions that the physicians can screen for during patient visits. This exercise gives physicians a longitudinal view of patients’ health and
any potential medical conditions they may have developed since their last annual wellness visit. This represents an important opportunity
for physicians to address the conditions which otherwise may have been missed during initial health reviews of the patient.

Provider Portal is also used by our internal certified coders to review and reconcile claims data with EMR and charts data. This
provides P3 an opportunity to capture dropped or missed codes documented in the patient’s medical record that were not properly converted
during the initial submission of claims by our physician partner offices. This practice also ensures that the diagnosis data that is submitted
to health plans is validated with appropriate supporting documentation for seamless acceptance by CMS for year-over-year risk calculation
for our patients.
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P3 Care Connect. P3 Care Connect is a comprehensive management tool used by P3 care management, utilization management
and concurrent review teams. P3 Care Connect enables P3 care managers to provide concierge and individualized care for specific, high-
risk and special needs populations. This capability allows our platform and its constituents to deliver highly impactful clinical programs
aimed to reduce cost and improve clinical outcomes while optimizing efficiency. Care orchestration through a combination of program
management, cohort building, care plan and assessment builders help our care managers build more intelligent care plans. P3 Care Connect
allows our care and medical management teams to process prior authorizations, track P3 patient referrals within our network throughout the
care continuum and manage a concurrent review for inpatient services through an automated platform that improves efficiency and
auditability of existing business workflows. This tool also enables a streamlined communication between P3 and primary care physicians,
specialists and other ancillary care physicians who are involved in the care of our patients.

Analytic Management Tools. Analytic Management Tools is a business intelligence platform that converts data into visualizations
and real-time metrics to empower decision making at every level across the organization. It helps our administrative teams deliver a data
driven approach for a better, more engaged physician experience and act as a support system to their practices.

This tool combines data management with data analysis to evaluate and transform complex data sets into meaningful, actionable
information used to support effective strategic, tactical and operational insights. It also provides comprehensive information that drives
performance to improve clinical outcomes and quality of care and creates physician profiles and cost analysis to improve healthcare
management. With an embedded Risk Adjustment engine, it allows the organization to determine the burden of illness for our patients while
providing stratification clinical data to physicians.

Our Value Proposition
Our P3 Care Model is effective, differentiated and represents a ‘win’ for all key stakeholders.
Patients

Our P3 Care Model of partnering with local physicians allows patients to maintain their relationship with their existing physicians.
We believe this is key to delivering stronger clinical outcomes and support for our patients, as evidenced by our patient satisfaction rate of
97%. Our model deploys care teams for each individual patient to assist in the continuity and coordination of care. This support allows for
seamless interactions across multiple physicians and various care settings. Connectivity minimizes unnecessary progression of disease or
downstream care, which is evident in our results. In 2019, we achieved a 35% reduction in hospitalizations, based on P3’s hospital
admission rate per thousand of 161 in Arizona compared to the local Medicare benchmark of 248. Additionally, in 2019, we achieved a
36% reduction in ED visits based on P3’s emergency department claims per thousand of 357 in Arizona, compared to the local Medicare
benchmark of 557.

Physicians

We believe our model supports and empowers physicians, care teams, and practices in their transition from a traditional FFS to a
VBC model. Importantly, we enable physicians to implement VBC protocols while maintaining their independence. Additionally, our P3
Care Model leverages an innovative technology suite that provides physicians with the tools to drive better clinical outcomes. Enabling
physicians to own much of this process also allows for improved personal satisfaction on their journey to value-based care, resulting in our
99% physician retention rate from 2018 through December 31, 2021 on our network of approximately 2,100 physicians at December 31,
2021.
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Payors

The P3 model is differentiated in our ability to also partner directly with payors. We have a proven ability to manage medical costs
and improve clinical outcomes of our lives under management on behalf of our payor partners. This is evidenced by the receipt of inbound
partnership requests from payors to improve growth, quality and profitability in their markets. We believe there is a significant and growing
demand from payors as they capitate risk and transition to value-based care.

Competitive Differentiation
Broad delegated care model

Under our at-risk model, we are financially responsible for the medical costs associated with our attributed patients across the care
continuum. In the United States, 5% to 7% of medical spend occurs in the PCP office. The remaining 93% to 95% occurs outside of the
PCP office. Our broad delegated care model enables us to better manage and control critical aspects of care beyond the PCP office. By
taking on additional, delegated services from our payor partners, including networking, credentialing, utilization management and claims
processing, we can better control care delivery, align incentives across the care continuum, and ensure that quality care is delivered and
paid for in the appropriate care setting.

Rapidly scalable, capital efficient model

We have demonstrated the rapid scalability of our model with organic revenue growth of 94% from 2018 to 2021. This is in part
due to the capital efficiency of our affiliate model and in part due to our ability to grow through multiple channels. Because we primarily
partner with physicians and physician groups or payors, we do not need to build brick and mortar clinics or acquire practices to enter a new
market. Therefore, we require less upfront capital to enter a market and can take the time to establish a market presence and build patient
recognition and familiarity as well as other relationships before investing significant funds. While many of our competitors employ the buy
/ build or joint-venture partnership model, our approach has a minimal “ramp-up” period and thus a faster expected near-term path to
profitability. Furthermore, our ability to effectively leverage existing physician bases across the U.S. accelerates our speed to scale.

Highly experienced management team

P3 is a four-year-old company, 20 years in the making. Our management team has extensive experience in population health
management, the Medicare Advantage space, and leading the transition to value-based care throughout the United States.

Our executive team has worked hard to build cultural alignment around our vision to transform healthcare. This vision and values
permeate throughout our organization and are embraced by our employees and partners. Furthermore, our executive team has been
thoughtful and strategic about fostering a culture of mentorship to pass on their extensive industry knowledge to future P3 leaders.

Virtuous growth cycle

Our model incentivizes all constituencies across the care spectrum to work together by aligning incentives directly based on
growth, care quality, patient disease documentation, and medical expense improvements. Our model creates better physician economics
within their practices. When all constituencies benefit, we all capture the meaningful value generated by the P3 Care Model by improving
clinical outcomes and decreasing the cost of care. Our ability to drive savings allows us to continuously innovate, support our physician
partners and engage patients on the P3 platform.
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Our Growth Strategy

We intend to utilize our competitive strengths and capitalize on favorable industry trends to increase our footprint within our
current markets and across new states and counties to ultimately increase the number of physicians and patients we serve.

Additional membership through current relationships. Recent data suggests that the number of Medicare-eligible patients and
Medicare Advantage penetration rates will continue to increase in the upcoming years. We believe that this trend will translate into
increased coverage by our current payor partners in our existing markets. As these new patients enroll in Medicare Advantage through our
payors, they become attributed to our platform with little incremental cost to us.

Furthermore, we believe our physician partners will also increase their patient coverage as the number of available Medicare
Advantage lives increases. We expect to be favorably positioned to benefit from this source of growth, bolstered by the sticky physician-
patient relationship and our platform’s ability to assist our physician partners in more effectively managing healthcare quality, patient
experience and cost.

Expansion in current markets. Based on our ability to provide a compelling value proposition for physicians looking to shift to
value-based care while remaining independent, we believe there is significant opportunity to grow lives in our current markets in Arizona,
Nevada, Florida and Oregon. Additionally, we have the opportunity to expand our existing membership base through our payor partners’
presence in our current markets.

Expansion into adjacent markets. Once we establish a presence in a geography, we are then able to leverage our regional
infrastructure and our relationships with payors as we expand into adjacent geographies. We are more easily able to deploy this ‘land and
expand’ strategy once we have established the P3 brand in a particular market.

Expansion into new markets. We are constantly evaluating our pipeline of opportunities to continue growing our membership.
Based on our analysis and experience to date, we have identified a list of target markets that we believe are ideal candidates for the P3 Care
Model, whether across physicians or payors. We can facilitate this growth through new payor contracts, new network partnerships via joint
ventures or expanding into a new market as part of an existing payor contract. We target entering 3-5 new markets each year based on this
proven strategy.

Execute on accretive acquisitions. While our growth to date has been organic, we believe there are additional robust opportunities
to acquire additional lives across both physicians and payors.

Competition

The healthcare industry is highly competitive and fragmented. Our primary competition remains the status quo, FFS environment
that much of the healthcare system operates in today. We currently face competition in every aspect of our business, including in offering a
favorable reimbursement structure for existing physician partners and attracting payors and physician partners who are not contracted with
us, from a range of large and medium-sized local and national companies that provide care under a variety of models that could attract
patients, providers and payors. Our primary competitors in the population health management space include Oak Street Health, Cano
Health and Agilon Health, in addition to numerous local provider networks, hospitals and health systems. Moreover, large, well-financed
payors have in some cases developed their own managed care services tools and may provide these services to their physicians and patients
at discounted prices, or may seek to expand their relationships with additional competing physicians or physician networks. Other
organizations may also seek to apply specialized services or programs, including providing data analytics or disease-based programs,
designed to enable physicians or payors to operate successfully under value-based care arrangements. Our competitors typically vary by
geography, and we may also encounter competition in the future from other new entrants. Our growth strategy and our business could be
adversely affected if we are not able to continue to access existing geographies, successfully expand into new geographies or maintain or
establish new relationships with payors and physician partners.
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See “Risk Factors—Risks Related to P3’s Business and Industry—We operate in a competitive industry, and if we are not able to
compete effectively, our business, financial condition and results of operations will be harmed.”

The principal competitive factors in our business include the nature and caliber of relationships with physicians; patient healthcare
quality, outcomes and cost; the strength of relationships with payors; the quality of the physician experience; local geography leadership
position; and the strength of the underlying economic model. We believe our platform, partnership and network model enables us to
compete favorably.

Intellectual Property

We rely on a combination of trademark laws in the U.S. as well as confidentiality procedures and contractual provisions to protect
our trade secrets, including proprietary technology, databases and our brand.

We have a federal trademark registration application for “P3 Health Partners” in the U.S. We also have filed other applications to
protect names and marks that are meaningful to our business in the U.S. across various states and local jurisdictions, including for the use of
the local brand created within each of our geographies, and will pursue additional trademark registrations to the extent we believe it would
be beneficial and cost-effective.

We are the controller of a variety of registered domain names that include “p3hp” and similar variations.

We have developed proprietary technology and processes that support our operational programs and clinical insights, including
our P3 Technology/Health Hub, which is a proprietary system that aids in the aggregation and analysis of third-party data we collect. Our
internally developed technology is continuously refined to support the needs of our platform and partners. Although we do not currently
hold a patent for P3 Technology/Health Hub, we have filed provisional patent applications relating to the P3 Technology/Health Hub, and
we continue to regularly assess the most appropriate methods of protecting our intellectual property and may decide to pursue available
protections in the future.

We maintain our intellectual property and confidential business information in a number of ways. For instance, we have a policy
of requiring all employees and consultants to execute confidentiality agreements upon the commencement of an employment or consulting
relationship with us. Our employee agreements also require relevant employees to assign to us all rights to any inventions made or
conceived during their employment with us in accordance with applicable law. In addition, we have a policy of requiring individuals and
entities with which we discuss potential business relationships to sign non-disclosure agreements. Lastly, our contracts with physicians
include confidentiality and non-disclosure provisions.

We may be unable to obtain, maintain and enforce our intellectual property rights, and assertions by third parties that we violate
their intellectual property rights could have a material adverse effect on our business, financial condition and results of operations.

Human Capital

As of December 31, 2021, we had approximately 500 employees. We consider our relationship with our employees to be good.
None of our employees are represented by a labor union or party to a collective bargaining agreement.

Our human capital resources objectives include identifying, recruiting, retaining, incentivizing and integrating our existing and
prospective employees. We recognize that attracting, motivating and retaining passionate talent at all levels is vital to continuing our
success. By improving employee retention and engagement, we also improve our ability to protect the long-term interests of our
stakeholders and stockholders. We invest in our employees through high-quality benefits and various health and wellness initiatives and
offer competitive compensation packages, ensuring fairness in internal compensation practices.
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People join P3 because of our mission: To ensure providers and their patients get the healthcare they deserve. Together with our
employees and physician partners, we have defined our core values as:

e  People: Our attitude is respecting and valuing everyone. Our community is strong and safe. We are family and we take care of
each other with the same intensity as we take care of our patients.

e  Passion: Our heart is our patients. Our soul is our clinicians. Our strength is our culture.
e  Purpose: Our core is fixing health care. Our mindset is disciplined purposeful growth.

Our human capital efforts are supported by our dedicated human resources team. This team supports the business in identifying
and recruiting top talent, supporting the onboarding and orientation of new hires through a comprehensive new employee orientation, a
manager’s toolkit and resources to support onboarding, goal setting, and in-year management. Our efforts to promote a positive employee
experience and build culture are further supported and enhanced by local and national in-person and virtual events, including town halls, in-
office celebrations and employee activity committees. We have also developed a taskforce that seeks to drive focused and targeted diversity
and inclusion efforts, including employee focus groups and participation up and down the organization to ensure all voices are heard.

Government Regulation
Regulatory Licensing and Certification

Many states, including Florida, require regulatory approval, including licensure and certification, before establishing certain types
of clinics offering certain professional and ancillary services, including the services P3 offers. The operations of the P3 owned and managed
clinics are subject to extensive federal, state and local regulation relating to, among other things, the adequacy of medical care, equipment,
personnel, operating policies and procedures, and proof of financial ability to operate. Our ability to operate profitably will depend in part
on the ability of P3 owned and managed clinics and its providers to obtain and maintain all necessary licenses and other approvals, and
maintain updates to their enrollment in the Medicare and Medicaid programs, including the addition of new clinic locations, providers and
other enrollment information. In addition, certain ancillary services such as the provision of diagnostic laboratory testing require additional
state and federal licensure and regulatory oversight, including oversight by CMS, under Clinical Laboratory Improvement Amendments of
1988 (“CLIA”) which requires all clinical laboratories to meet certain quality assurance, quality control and personnel standards, and
comparable state laboratory licensing authorities. Standards for testing under CLIA are based on the complexity of the tests performed by
the laboratory, with tests classified as “high complexity,” “moderate complexity,” or “waived.” P3 owned and managed clinics hold CLIA
Certificates of Waiver and perform certain CLIA-waived tests, which subjects such clinics to certain CLIA requirements. Sanctions for
failure to comply with applicable state and federal licensing, certification and other regulatory requirements include suspension, revocation
or limitation of the applicable authorization, significant fines and penalties and/or an inability to receive reimbursement from government
healthcare programs and other third-party payors.

With respect to P3’s providers participating in its network, P3 providers must meet minimum requirements to apply for
participation or continued participation with P3 through a credentialing process, including, without limitation, having a valid, current
medical license and DEA registration, if required for the provider’s scope of practice, the absence of any debarment, suspension, exclusion
or other restriction from receiving payments from any government or other third-party payor program, and clearing National Practitioner
Data Bank of any reports and/or disciplinary actions. P3’s credentialing program is designed to meet CMS and the National Committee for
Quality Assurance, or NCQA, credentialing requirements as well as applicable federal and state laws. P3’s credentialing committee is
comprised of a group of multispecialty providers with responsibilities for thoroughly reviewing each P3 provider’s qualifications and
credentials. Providers are generally recredentialed every three years or more often if necessary, which is consistent with industry guidelines.
In addition, network providers are required under their participating provider agreements with P3 to have established an ongoing quality
assurance program. Moreover, P3’s contracts may allow P3 to withhold compensation from time to time based upon the providers meeting
certain quality metrics, including HEDIS quality measures and care coordination metrics.
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State Corporate Practice of Medicine and Fee-Splitting Laws

Our arrangements with our affiliated professional entities and other physician partners are subject to various state laws, commonly
referred to as corporate practice of medicine and fee-splitting laws, which are intended to prevent unlicensed persons from interfering with
or influencing the physician’s professional judgment, and prohibiting the sharing of professional service fees with non-professional or
business interests. These laws vary from state to state, including those where the Company does business, and are subject to broad
interpretation and enforcement by state regulators. For example, the corporate practice of medicine prohibition in Nevada has only been
established through attorney general opinions and there is no statutory or regulatory fee-splitting prohibition in the state. Arizona’s
corporate practice of medicine was established under older case law, and more recent legislation suggests that the prohibition may not be
strictly enforced in the state. Oregon prohibits the corporate practice of medicine but has an exception for professional corporations with
majority physician ownership where a non-licensed person or entity may hold minority ownership interest in such professional corporation.
Florida does not prohibit the corporate practice of medicine but has professional fee-splitting laws, which prohibit the sharing of
professional fees based on referrals for professional services.

California’s corporate practice of medicine doctrine has been developed through statutes, case law and state attorney general
opinions. The general prohibition on the corporate practice of medicine arises out of the California Business and Professions Code, which
has been enforced through case law and attorney general opinions. In California, physicians and certain licensed professionals cannot be
employed by non-professional corporations, except under limited exceptions which do not apply to the Company. Additionally, all clinical
decisions and certain business or management decisions that result in control over a physician’s practice of medicine or a licensed
professional’s clinical decisions must be made by a physician or licensed professional and not by an unlicensed person or entity. California
also prohibits professional fee splitting arrangements, but management fees based on a percentage of gross revenue or similar arrangement
that is commensurate with fair market value of services provided by the management company are generally permissible.

We believe we have structured our management services agreements with the our affiliated professional entities to comply with
the corporate practice of medicine and fee-splitting laws of Nevada, and we expect to enter into similar agreements with affiliated
professional entities in California and other states where we may operate in the future, where all clinical decisions and other business and
management decisions that result in control over a physician’s practice of medicine or a licensed professional’s clinical decisions remain
exclusively with the affiliated professional entities, their physician shareholders and the physicians and licensed professionals employed
and contracted by such entities.

A determination of non-compliance against us and/or our affiliated professional entities or other physician partners based on the
reinterpretation of existing laws or adoption of new laws could lead to adverse judicial or administrative action, civil or criminal penalties,
receipt of cease and desist orders from state regulators, loss of provider licenses, and/or restructuring of these arrangements.

Healthcare Fraud and Abuse Laws

We are subject to a number of federal and state healthcare regulatory laws that restrict certain business practices in the healthcare
industry. These laws include, but are not limited to, federal and state anti-kickback, false claims, self-referral and other healthcare fraud and
abuse laws.

The federal Anti-Kickback Statute (“AKS”) prohibits, among other things, knowingly and willfully offering, paying, soliciting or
receiving remuneration, directly or indirectly, in cash or kind, to induce or reward either the referral of an individual for, or the purchase,
order or recommendation of, any good or service, for which payment may be made under federal and state healthcare programs such as
Medicare and Medicaid. A person or entity does not need to have actual knowledge of the statute or specific intent to violate it in order to
have committed a violation.

Several courts have interpreted the AKS’s intent requirement to mean that if any one purpose of an arrangement involving
remuneration is to induce referrals of federal healthcare covered business, the AKS has been violated.
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The AKS includes statutory exceptions and regulatory safe harbors that protect certain arrangements. By way of example, the
AKS safe harbor for value-based arrangements and the safe harbor for arrangements between managed care organizations and downstream
contractors both require, among other things, that the arrangement does not induce a person or entity to reduce or limit medically necessary
items or services furnished to any patient. Failure to meet the requirements of an applicable AKS safe harbor, however, does not render an
arrangement illegal. Rather, the government may evaluate such arrangements on a case-by-case basis, taking into account all facts and
circumstances, including the parties’ intent and the arrangement’s potential for abuse, and may be subject to greater scrutiny by
enforcement agencies.

The Stark Law prohibits a physician who has a financial relationship, or who has an immediate family member who has a
financial relationship, with entities providing designated health services (“DHS”) from referring Medicare and Medicaid patients to such
entities for the furnishing of DHS, unless an exception applies. The Stark Law also prohibits the entity from billing for any such prohibited
referral. Unlike the AKS, the Stark Law is violated if the financial arrangement does not meet an applicable exception, regardless of any
intent by the parties to induce or reward referrals or the reasons for the financial relationship and the referral.

The Federal False Claims Act, (“FCA”), prohibits a person from knowingly presenting, or caused to be presented, a false or
fraudulent request for payment from the federal government, or from making a false statement or using a false record to have a claim
approved. A claim includes “any request or demand” for money or property presented to the United States government. Moreover, the
government may assert that a claim including items and services resulting from a violation of the AKS or the Stark Law constitutes a false
or fraudulent claim for purposes of the civil False Claims Act. Penalties for a violation of the FCA include fines for each false claim, plus
up to three times the amount of damages caused by each false claim. Private individuals also have the ability to bring actions under these
false claims laws in the name of the government alleging false and fraudulent claims presented to or paid by the government (or other
violations of the statutes) and to share in any amounts paid by the entity to the government in fines or settlement. Such suits, known as qui
tam actions, are pervasive in the healthcare industry.

Further, the Civil Monetary Penalties Statute authorizes the imposition of civil monetary penalties, assessments and exclusion
against an individual or entity based on a variety of prohibited conduct, including, but not limited to offering remuneration to a federal
health care program beneficiary that the individual or entity knows or should know is likely to influence the beneficiary to order or receive
health care items or services from a particular provider. Moreover, in certain cases, providers who routinely waive copayments and
deductibles for Medicare and Medicaid beneficiaries can also be held liable under the AKS and civil FCA. One of the statutory exceptions
to the prohibition is non-routine, unadvertised waivers of copayments or deductible amounts based on individualized determinations of
financial need or exhaustion of reasonable collection efforts. The HHS’ Office of Inspector General emphasizes, however, that this
exception should only be used occasionally to address special financial needs of a particular patient. Although this prohibition applies only
to federal healthcare program beneficiaries, the routine waivers of copayments and deductibles offered to patients covered by commercial
payors may implicate applicable state laws related to, among other things, unlawful schemes to defraud, excessive fees for services, tortious
interference with patient contracts and statutory or common law fraud.

The Health Insurance Portability and Accountability Act, as amended by the Health Information Technology for Economic and
Clinical Health Act of 2009 (collectively, “HIPAA™) also established federal criminal statutes that prohibit, among other things, knowingly
and willfully executing, or attempting to execute, a scheme to defraud any healthcare benefit program, including private third-party payors,
and knowingly and willfully falsifying, concealing or covering up a material fact or making any materially false, fictitious or fraudulent
statement in connection with the delivery of or payment for healthcare benefits, items or services. Similar to the AKS, a person or entity
does not need to have actual knowledge of the statute or specific intent to violate it in order to have committed a violation.

Several states in which we operate have also adopted similar fraud and abuse laws as described above. The scope of these laws and
the interpretations of them vary from state to state and are enforced by state courts and regulatory authorities, each with broad discretion.
Some state fraud and abuse laws apply to items or services reimbursed by any payor, including patients and commercial insurers, not just
those reimbursed by a federally funded healthcare program.

23




Table of Contents

Violation of any of these laws or any other governmental regulations that apply may result in significant penalties, including,
without limitation, administrative civil and criminal penalties, damages, disgorgement, fines, additional reporting requirements and
compliance oversight obligations, in the event that a corporate integrity agreement or other agreement is required to resolve allegations of
noncompliance with these laws, the curtailment or restructuring of operations, exclusion from participation in governmental healthcare
programs and/ or individual imprisonment.

Healthcare Reform

In the United States, there have been, and we expect there will continue to be, a number of legislative and regulatory changes to
the healthcare system, many of which are intended to contain or reduce healthcare costs. By way of example, in the United States, the
Affordable Care Act, as amended by the Health Care and Education Reconciliation Act (the “ACA”) substantially changed the way
healthcare is financed by both governmental and private insurers. The ACA required, among other things, CMS to establish a Medicare
shared savings program that promotes accountability and coordination of care through the creation of Accountable Care Organizations
(“ACOs”). The Medicare shared savings program allows for providers, physicians and other designated health care professionals and
suppliers to form ACOs and voluntarily work together to invest in infrastructure and redesign delivery processes to give coordinated high
quality care to their Medicare patients, avoid unnecessary duplication of services and prevent medical errors. ACOs that achieve quality
performance standards established by CMS are eligible to share in a portion of the Medicare program’s cost savings. ACO program
methodologies and participation requirements are updated by CMS for each performance year and participants are expected to comply with
such program requirements and required to report on performance after the close of the year. ACOs that fail to comply with such program
requirements can face penalties or even termination of their participation in the Medicare shared savings program.

Since its enactment, there have been judicial, executive and Congressional challenges to certain aspects of the ACA. On June 17,
2021, the U.S. Supreme Court dismissed the most recent judicial challenge to the ACA without specifically ruling on the constitutionality of
the ACA. Prior to the Supreme Court’s decision, President Biden issued an executive order initiating a special enrollment period from
February 15, 2021 through August 15, 2021 for purposes of obtaining health insurance coverage through the ACA marketplace. The
executive order also instructed certain governmental agencies to review and reconsider their existing policies and rules that limit access to
healthcare. It is unclear how other healthcare reform measures of the Biden administration or other efforts, if any, to challenge, repeal or
replace the ACA will impact the ACA or our business.

In addition, other legislative changes have been proposed and adopted since the ACA was enacted. These changes included
aggregate reductions to Medicare payments to providers of 2% per fiscal year, which went into effect on April 1, 2013 and, due to
subsequent legislative amendments to the statute, will remain in effect through 2030, with the exception of a temporary suspension from
May 1, 2020 through March 31, 2022, and a 1% reduction from April 1, 2022 through June 30, 2022 unless additional Congressional
action is taken. In addition, on January 2, 2013, the American Taxpayer Relief Act of 2012 was signed into law, which, among other things,
reduced Medicare payments to several providers, including hospitals, and increased the statute of limitations period for the government to
recover overpayments to providers from three to five years.
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Additionally, the Center for Medicare and Medicaid Innovation continues to test an array of value-based alternative payment
models, including the Global and Professional Direct Contracting Model to allow Direct Contracting Entities to negotiate directly with the
government to manage traditional Medicare beneficiaries and share in the savings and risks generated from managing such beneficiaries.
Although we currently do not participate in these pilot payment models, we may choose to do so in the future. Additional changes that may
affect our business include the expansion of new programs such as Medicare payment for performance initiatives for physicians under the
Medicare Access and CHIP Reauthorization Act of 2015, which first affected physician payment in 2019. At this time, it is unclear how the
introduction of the Medicare quality payment program will impact overall physician reimbursement. In addition, there likely will continue
to be regulatory proposals directed at containing or lowering the cost of healthcare, as government healthcare programs and other third-
party payors transition from FFS to value-based reimbursement models, which can include risk-sharing, bundled payment and other
innovative approaches. It is possible that the federal or state governments will implement additional reductions, increases, or changes in
reimbursement in the future under government programs that may adversely affect us or increase the cost of providing our services. The
implementation of cost containment measures or other healthcare reforms may prevent us from being able to generate revenue or attain
growth, any of which could have a material impact on our business.

Further, healthcare providers and industry participants are also subject to a growing number of requirements intended to promote
the interoperability and exchange of patient health information. For example, on April 5, 2021, healthcare providers and certain other
entities became subject to information blocking restrictions pursuant to the Cures Act that prohibit practices that are likely to interfere with
the access, exchange or use of electronic health information, except as required by law or specified by the HHS as a reasonable and
necessary activity. Violations may result in penalties or other disincentives. It is unclear at this time what the costs of compliance with the
new rules will be, and what additional risks there may be to our business.

Data Privacy and Security Laws

We are subject to a number of federal and state laws and regulations that govern the collection, use, disclosure, and protection of
health-related and other personal information, including health information privacy and security laws, data breach notification laws, and
consumer protection laws and regulations (e.g., Section 5 of the FTC Act). For example, HIPAA imposes obligations on “covered entities,”
including certain healthcare providers, such as the affiliated professional entities, health plans, and healthcare clearinghouses, and their
respective “business associates” that create, receive, maintain or transmit individually identifiable health information for or on behalf of a
covered entity, such as P3, as well as their covered subcontractors with respect to safeguarding the privacy, security and transmission of
individually identifiable health information. Entities that are found to be in violation of HIPAA, whether as the result of a breach of
unsecured PHI, a complaint about privacy practices, or an audit by HHS, may be subject to significant civil, criminal, and administrative
fines and penalties and/or additional reporting and oversight obligations if required to enter into a resolution agreement and corrective action
plan with HHS to settle allegations of HIPAA non-compliance.

In addition, certain state laws, such as the CMIA, the CCPA, and the CPRA, govern the privacy and security of personal
information, including health-related information in certain circumstances, some of which are more stringent than HIPAA and many of
which differ from each other in significant ways and may not have the same effect, thus complicating compliance efforts.

Failure to comply with these laws, where applicable, can result in the imposition of significant civil and/or criminal penalties and
private litigation. Privacy and security laws, regulations, and other obligations are constantly evolving, may conflict with each other to
complicate compliance efforts, and can result in investigations, proceedings, or actions that lead to significant civil and/or criminal penalties
and restrictions on data processing.
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Federal and State Insurance and Managed Care Laws

Regulation of downstream risk-sharing arrangements, including, but not limited to, at-risk and other value-based arrangements,
varies significantly from state to state. Some states require downstream entities and risk-bearing entities to obtain an insurance license, a
certificate of authority, or an equivalent authorization, in order to participate in downstream risk-sharing arrangements with payors. In some
states, statutes, regulations and/or formal guidance explicitly address whether and in what manner the state regulates the transfer of risk by a
payor to a downstream entity. However, the majority of states do not explicitly address the issue, and in such states, regulators may
nonetheless interpret statutes and regulations to regulate such activity. If downstream risk-sharing arrangements are not regulated directly in
a particular state, the state regulatory agency may nonetheless require oversight by the licensed payor as the party to such a downstream
risk-sharing arrangement. Such oversight is accomplished via contract and may include the imposition of reserve requirements, as well as
reporting obligations. Further, state regulatory stances regarding downstream risk-sharing arrangements can change rapidly and codified
provisions may not keep pace with evolving risk-sharing mechanisms and other new value-based reimbursement models. Certain of the
states where we currently operate or may choose to operate in the future regulate the operations and financial condition of risk bearing
organizations like us and our affiliated providers. By way of example, P3 recently acquired Medcore HP, a licensed health plan under the
Knox Keene Act, which subjects the entity to certain capital requirements, licensing or certification, governance controls, utilization review
and grievance procedures, among others. While these regulations have not had a material impact on our business to date, as we continue to
expand, for example, through acquisitions or otherwise, these rules may require additional resources and capitalization and add complexity
to our business.

Seasonality

Our business experiences some variability depending upon the time of the year. While new patients are attributed to our platform
throughout the year, we experience the largest portion of our at-risk membership growth during the first quarter. Operations in our new
markets generally begin on January 1, at which time our payor partners attribute patients to our physician partners as our agreements with
those payors in those geographies become effective. This coincides with the beginning of the Medicare program year, when plan enrollment
selections made during the prior Annual Enrollment Period, which runs each year from October 15 to December 7.

In addition, in January of each year, CMS revises the risk adjustment factor for each patient based upon health conditions
documented in the prior year, leading to an overall increase in per-member revenue. As the year progresses, our per-member revenue
declines as new members join us typically with less complete or accurate documentation (and therefore lower risk-adjustment scores) and
patient morbidity disproportionately impacts our higher-risk (and therefore greater revenue) members.

Medical costs will vary seasonally depending on a number of factors, including the weather and the number of calendar
working days in a given period. Certain illnesses, such as the influenza virus, are far more prevalent during colder months of the year,
which will result in an increase in medical expenses during these time periods. We would therefore expect to see higher levels of per
member medical costs in the first and fourth quarters.

Additional Information

We were incorporated under the laws of the State of Delaware on August 20, 2020 under the name Foresight Acquisition Corp.
Upon the closing of the Business Combinations, we changed our name to P3 Health Partners Inc. Our principal executive offices are located
at 2370 Corporate Circle, Suite 300, Henderson, NV 89074 and our telephone number is (702) 910-3950. Our website is www.p3hp.com.
Under the investor relations page of the Company’s website, ir.p3hp.org, we make available free of charge a variety of information for
investors, including our annual report on Form 10-K, quarterly reports on Form 10-Q, current reports on Form 8-K and any amendments to
those reports, as soon as reasonably practicable after we electronically file that material with or furnish it to the Securities and Exchange
Commission (“SEC”). The information found on our website is not part of this or any other report we file with, or furnish to, the SEC.
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Item 1A. Risk Factors

Our business involves a high degree of risk. You should carefully consider the risks and uncertainties described below, together
with all of the other information in this Annual Report on Form 10-K. The occurrence of any of the events described below could harm our
business, operating results, financial condition, liquidity, or prospects. In any such event, the market price of our Class A Common Stock
could decline, and you may lose all or part of your investment. Additional risks and uncertainties not presently known to us, or that we
currently deem immaterial, may also impair our business. See ““Cautionary Statement Regarding Forward-Looking Statements.”

Risks Related to Our Business and Financial Results

Our management has performed an analysis of our ability to continue as a going concern and has identified substantial doubt about
our ability to continue as a going concern.

Based on their assessment, our management has raised concerns about our ability to continue as a going concern. This evaluation
of our cash resources available over the next twelve months from the date of this filing does not take into consideration the potential
mitigating effect of management’s plans that have not been fully implemented or the many factors that determine the Company’s capital
requirements, including the pace of our growth, ability to manage medical costs, the maturity of our members, and our ability to raise
capital. As substantial doubt about our ability to continue as a going concern exists, our ability to finance our operations through the sale
and issuance of debt or equity securities or through bank or other financing could be impaired. Management continues to explore raising
additional capital through a combination of debt financing, other non-dilutive financing, and/or equity financing to supplement the
Company’s capitalization and liquidity, but there can be no assurance that such financing will be available on terms commercially
acceptable to the Company. Our ability to continue as a going concern may depend on our ability to obtain additional capital. If we raise
funds by issuing debt securities or preferred stock, or by incurring loans, these forms of financing would have rights, preferences, and
privileges senior to those of holders of our Common Stock. If adequate capital is not available to us when, or in the amounts needed, we
could be required to terminate, or significantly curtail our operations and prospects. Our financial consolidated results of operations could
be materially adversely affected by these decisions and these decisions could materially impact future investment in the Company.

Risks Related to Our Limited Operating History and Early Stage of Growth

We have a history of net losses. We expect to continue to incur losses for the foreseeable future and we may never achieve or maintain
profitability.

We have incurred significant losses since inception. For the Successor Period ended December 31, 2021, the Predecessor Period
ended December 2, 2021 and the Predecessor year ended December 31, 2020, we incurred net losses of $57.9 million, $146.4 million and
$31.4 million, respectively. As of December 31, 2021, we had an accumulated deficit of $39.4 million. We expect that our operating
expenses will continue to increase as we grow our business, build relationships with physician partners and payors, develop new services
and comply with the requirements associated with being a public company. Since our inception, we have financed our operations primarily
through private placements of equity securities, payments received from various payors and borrowings under our credit facilities. We may
not succeed in sufficiently increasing our revenue to offset these expenses. Consequently, we may not be able to achieve and maintain
profitability for the current or any future fiscal year. We may never be able to generate sufficient revenue to achieve or sustain profitability
and our recent and historical growth should not be considered indicative of our future performance.
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Our business and the markets in which we operate are new and rapidly evolving, which makes it difficult to evaluate our future
prospects and the risks and challenges we may encounter.

Our business and the markets in which we operate are new and rapidly evolving which make it difficult to evaluate and assess the
success of our business to date, our future prospects and the risks and challenges that we may encounter. These risks and challenges include

our ability to:

e attract new members and partner physicians to our platform and position our platform as a convenient and accepted way to
access and deliver healthcare;

e retain our current members, affiliated professional entities and other physician partners and encourage them to continue to
utilize our platform and services;

e gain market acceptance of our services and products with members and physicians and maintain and expand such relationships;
e comply with existing and new laws and regulations applicable to our business and in our industry;

e anticipate and respond to changes in Medicare reimbursement rates and the markets in which we operate;

e react to challenges from existing and new competitors;

e maintain and enhance our reputation and brand;

e  cffectively manage our growth and business operations, including new geographies;

e forecast our revenue, which includes reimbursements, and budget for, and manage, our expenses, including our medical
expense amounts, and capital expenditures;

e hire and retain talented individuals at all levels of our organization;

e maintain and improve the infrastructure underlying our platform, including our data protection, intellectual property and
cybersecurity; and

e successfully update our platform and services, including expanding our services into different healthcare products and services,
develop and update our software, offerings and services to benefit our members.

If we fail to understand fully or adequately address the challenges that we are currently encountering or that we may encounter in
the future, including those challenges described here and elsewhere in this “Risk Factors” section, our business, financial condition and
results of operations could be adversely affected. If the risks and uncertainties that we plan for when operating our business are incorrect or
change, or if we fail to manage these risks successfully, our results of operations could differ materially from our expectations and our
business, financial condition and results of operations could be adversely affected.

Our limited operating history makes it difficult to evaluate our future prospects and the risks and challenges we may encounter.

We were established in 2017 and we are continuing to grow our marketing and management capabilities. Consequently,
predictions about our future success or viability may not be as accurate as they could be if we had a longer operating history. If our growth
strategy is not successful, we may not be able to continue to grow our revenue or operations. Our limited operating history, evolving
business and rapid growth make it difficult to evaluate our future prospects and the risks and challenges we may encounter, and we may not
continue to grow at or near historical rates.
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In addition, as a business with a limited operating history, we may encounter unforeseen expenses, difficulties, complications,
delays and other known and unknown challenges. We are transitioning to a company capable of supporting commercialization, sales and
marketing. We may not be successful in such a transition and, as a result, our business may be adversely affected.

We may need to raise additional capital to fund our existing operations or develop and commercialize new services or expand our
operations.

We may need to spend significant amounts to expand our existing operations, including expansion into new geographies, to
improve our platform and to develop new services. Based upon management’s assessment of the Company’s ability to continue as a going
concern as described above, we believe that our existing cash, cash equivalents and restricted cash may not be sufficient to fund our
operating and capital needs for at least the next 12 months. Our expectation regarding the sufficiency of funds is based on assumptions that
may prove to be wrong, and we could use our available capital resources sooner than we currently expect. Until such time, if ever, as we
can generate sufficient revenues, we may finance our cash needs through a combination of equity offerings and debt financings or other
sources. In addition, we may seek additional capital due to favorable market conditions or strategic considerations, even if we believe that
we have sufficient funds for our current or future operating plans.

Our present and future funding requirements will depend on many factors, including:

e  our ability to achieve revenue growth;

e  our ability to effectively manage medical expense amounts;

e the cost of expanding our operations, including our geographic scope, and our offerings, including our marketing efforts;

e our rate of progress in launching, commercializing and establishing adoption of our services; and

e the effect of competing technological and market developments.

To the extent that we raise additional capital through the sale of equity or convertible debt securities, your ownership interest will
be diluted, and the terms of these securities may include liquidation or other preferences that adversely affect your rights as a
securityholder. In addition, debt financing and preferred equity financing, if available, may involve agreements that include covenants
limiting or restricting our ability to take specific actions, such as incurring additional debt, making capital expenditures or declaring
dividends. If we raise additional funds through collaborations, strategic alliances or marketing, distribution or licensing arrangements with
third parties, we may be required to relinquish valuable rights to our technologies, intellectual property, or future revenue streams or grant
licenses on terms that may not be favorable to us. Furthermore, any capital raising efforts may divert our management from their day-to-

day activities, which may adversely affect our ability to advance development activities. If we are unable to raise additional funds when
needed, we may be required to delay, limit, reduce or terminate development efforts.
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We may not be able to maintain compliance with our debt covenants in the future which could result in an event of default.

Our Facility contains customary affirmative and negative covenants which, among other things, require us to maintain minimum
liquidity and annual minimum revenue levels that increase over time. If we breach these or other financial covenants and fail to secure a
waiver or forbearance from the lender, LTD-D, such breach or failure could result in an event of default and accelerate the repayment of the
outstanding borrowings under the Facility or the exercise of other rights or remedies that LTD-D may have under applicable law. As of
December 31, 2021, the Company was not in compliance with its Term Loan covenants related to issuance of the 2021 financial statements
with an audit opinion free of a “going concern” qualification or timely filing of the 2021 financial statements. LTD-D has granted (i) a
waiver of the covenant under the Facility related to the existence of a “going concern” qualification in the audit opinion for our audited
financial statements for the fiscal year ended December 31, 2021 and (ii) a consent to extend the deadline to provide audited financial
statements for the year ended December 31, 2021 to October 21, 2022. We were in compliance with all other covenants under the Facility
as of December 31, 2021. However, there can be no assurance that we will be able to maintain compliance with these covenants in the
future or that the lenders under the Facility or the lenders of any future indebtedness we may incur will grant us any such waiver or
forbearance in the future.

We may experience difficulties in managing our growth and expanding our operations.

We expect to experience significant growth in the scope of our operations. Our ability to manage our operations and future growth
will require us to continue to improve our operational, financial and management controls, compliance programs and reporting systems. We
may not be able to implement improvements in an efficient or timely manner and may discover deficiencies in existing controls, programs,
systems and procedures, which could have an adverse effect on our business, reputation and financial results. Additionally, rapid growth in
our business may place a strain on our human and capital resources.

We may not recognize the anticipated benefits of recent and future acquisitions and any such acquisitions could disrupt our operations
and have a material adverse effect on our business, financial condition and results of operations.

The anticipated benefits of the Company’s Business Combinations, other recent acquisitions and any future acquisitions may not
be realized fully, or at all, and may take longer to realize than expected. Anticipated benefits of any acquisition may be affected by, among
other things, competition and our ability to grow and manage growth profitably. Further, we may not be able to continue the operational
success or successfully finance or integrate any businesses that we acquire. The integration of any acquisition may divert management’s
time and resources from our core business and disrupt our operations or may result in conflicts with our business. Any acquisition may not
be successful, may reduce our cash reserves, may negatively affect our earnings and financial performance and, to the extent financed with
the proceeds of debt, may increase our indebtedness. We cannot ensure that any acquisition we make will not have a material adverse effect
on our business, financial condition and results of operations.

A significant portion of our assets consists of goodwill and other intangible assets, the value of which may be reduced if we determine
that those assets are impaired.

We have substantial goodwill as a result of recent business combinations and acquisitions. As of December 31, 2021, the net
carrying value of goodwill and other intangible assets represented $2.1 billion, or 91% of our total assets. Goodwill and indefinite-lived
intangible assets totaling $1.3 billion are evaluated for impairment annually, or more frequently if circumstances indicate impairment may
have occurred. Definite-lived intangible assets totaling $0.8 billion are amortized over 10 years.

Due to the decrease in the share price over the second quarter of 2022, the Company will record a significant goodwill impairment
of $851.5 million as of June 30, 2022. If future operating performance were to fall below current projections or if there are material changes
to management’s assumptions, we could be required to recognize additional non-cash charges to operating earnings for goodwill and/or
other intangible asset impairment, which could be significant.
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Risks Related to Our Business and Industry

The COVID-19 pandemic has impacted, and may, along with future pandemics or epidemics, continue to impact, our operations and
may materially and adversely affect our business and financial results.

On March 11, 2020, the World Health Organization designated COVID-19 a global pandemic. The COVID-19 pandemic has
spread globally, including to Nevada, where our primary office is located. The COVID-19 pandemic is evolving, and has led to the
implementation of various responses, including government-imposed, shelter-in-place orders, quarantines, travel restrictions and other
public health safety measures. In response to the spread of COVID-19, and in accordance with direction from state and local government
authorities, we have restricted access to our facilities mostly to personnel and third parties who must perform critical activities that must be
completed on-site, limited the number of such personnel that can be present at our facilities at any one time, and requested that most of our
personnel work remotely.

Governmental and non-governmental organizations may not effectively combat the spread and severity of COVID-19, increasing
the potential for harm for our enrolled members. The COVID-19 virus disproportionately impacts older adults, especially those with
chronic illnesses, which describes many of our members. If the spread of COVID-19 is not contained, the capitated revenue we receive may
prove to be insufficient to cover the cost of healthcare services delivered to our enrolled members, which could increase significantly as a
result of higher utilization rates of medical facilities and services and other increases in associated medical claims and related costs. Patients
have been and may continue to be reluctant to seek necessary care given the risks of the COVID-19 pandemic. This could have the effect of
deterring healthcare costs to later periods and may also affect the health of patients who defer treatment, which may cause our costs to
increase in the future. In addition, the clinical disease burdens of our members may increase over time to the extent that members have
received reduced preventative care to manage their existing clinical conditions, and the amount of medical care which has been deferred
during the pandemic may exceed our expectations.

Numerous state and local jurisdictions, including all markets where we operate, have imposed, and others in the future may
impose, “shelter-in-place” orders, quarantines, executive orders and similar government orders and restrictions for their residents to control
the spread of COVID-19. Such orders or restrictions have resulted in periods of remote operations at our headquarters and medical centers,
work stoppages among some vendors and suppliers, slowdowns and delays, travel restrictions and cancellation of events and have restricted
the ability of our front-line outreach teams to host and attend community events, among other effects, thereby negatively impacting our
operations.

In response to the COVID-19 pandemic, we created a COVID-19 Task Force that is supported by team members from across the
organization to ensure a coordinated response. We quickly made operational changes to the staffing and operations of our medical centers to
minimize potential exposure to COVID-19, in accordance with local and state guidelines. Our company owned clinics remained open to
those members with urgent needs, and we successfully pivoted our company owned clinics to a telemedicine offering for routine care in
order to protect and better serve our patients, providers, care teams and community. We provided support to our affiliate physicians to
implement similar telemedicine offers to ensure safe patient access. We implemented daily temperature monitoring of our employees and
implemented mandatory face masks allowing our administrative offices to remain open to support our medical centers and affiliated
physicians. We also established a work-from-home policy, encouraged employees to work remotely when necessary to reduce risk to
potential exposure and provided access to free vaccinations. Deeply committed to our employees, we made a conscious decision not to
furlough any of our employees, even if their function was disrupted by COVID-19. If the COVID-19 pandemic worsens, especially in
regions where we have offices or medical centers, our business activities originating from affected areas could be adversely affected.
Disruptive activities could include business closures in impacted areas, further restrictions on our employees’ and service providers’ ability
to travel, impacts to productivity if our employees or their family members experience health issues, and potential delays in hiring and
onboarding of new employees. We may take further actions that alter our business operations as may be required by local, state, or federal
authorities or that we determine are in the best interests of our employees. Such measures could negatively affect our member growth,
membership retention or employee productivity, any of which could harm our financial condition and business operations.
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Due to the COVID-19 pandemic, we may not be able to document the health conditions of our members as completely as we have
in the past. Medicare pays capitation using a “risk adjustment model,” which compensates providers based on the health status (acuity) of
each individual member. Payers with higher acuity members receive more, and those with lower acuity members receive less. Medicare
requires that a patient’s health issues be documented annually regardless of the permanence of the underlying causes. Historically, this
documentation was required to be completed during an in-person visit with a patient. As part of the Coronavirus Aid, Relief and Economic
Security Act, or CARES Act, Medicare is allowing documentation for conditions identified during video visits with patients. However,
given the disruption caused by COVID-19, it is unclear whether we will be able to document the health conditions of our members as
comprehensively as we did in 2019, which may adversely impact our revenue in future periods.

The COVID-19 pandemic could also cause our third-party data center hosting facilities and cloud computing platform providers,
which are critical to our infrastructure, to shut down their business, experience security incidents that impact our business, delay or disrupt
performance or delivery of services, or experience interference with the supply chain of hardware required by their systems and services,
any of which could materially adversely affect our business. Further, the COVID-19 pandemic has resulted in our employees and those of
many of our vendors working from home and conducting work via the internet, and if the network and infrastructure of internet providers
becomes overburdened by increased usage or is otherwise unreliable or unavailable, our employees’, and our customers’ and vendors’
employees’, access to the internet to conduct business could be negatively impacted. Limitations on access or disruptions to services or
goods provided by or to some of our suppliers and vendors upon which our platform and business operations relies, could interrupt our
ability to provide our platform, decrease the productivity of our workforce, and significantly harm our business operations, financial
condition, and results of operations.

Our platform and the other systems or networks used in our business may experience an increase in attempted cyber-attacks,
targeted intrusion, ransomware, and phishing campaigns seeking to take advantage of shifts to employees working remotely using their
household or personal internet networks and to leverage fears promulgated by the COVID-19 pandemic. The success of any of these
unauthorized attempts could substantially impact our platform, the proprietary and other confidential data contained therein or otherwise
stored or processed in our operations, and ultimately our business. Any actual or perceived security incident also may cause us to incur
increased expenses to improve our security controls and to remediate security vulnerabilities.

Any of these factors could severely impact our development activities and business operations. These and other factors arising
from the COVID-19 pandemic could worsen in countries that are already afflicted with COVID-19, could continue to spread to additional
countries, or could return to countries where the pandemic has been partially contained, and could further adversely impact our ability to
conduct our business generally and have a material adverse impact on our operations and financial condition and results.

Due to our recurring contracted revenue model, the COVID-19 pandemic did not have a material impact on our revenues during
2020 and 2021. Nearly 97% of our total revenues are recurring, consisting of fixed per member per month capitation payments received
from Medicare Advantage health plans. Based upon claims paid to date, our direct costs related to COVID-19 claims were approximately
$67.4 million for the period from March 1, 2020 through December 31, 2021. We expect to incur additional COVID-19 related costs given
the volume of positive cases and “breakthrough” cases (positive cases in vaccinated patients) present in our markets. Because of the nature
of capitation arrangements, the full impact of the COVID-19 pandemic may not be fully reflected in our results of operations and overall
financial condition until future periods.

The extent to which the COVID-19 outbreak, or another pandemic, epidemic, or outbreak of an infectious disease may directly or
indirectly impact our operations and results of operations will depend on multiple factors. Such factors include, but are not limited to, the
ultimate geographic spread of the disease, the duration of the outbreak, the emergence of variants, the availability and efficacy of a vaccine,
additional or modified government actions, new information that emerges concerning the severity and impact of COVID-19 and actions to
contain the outbreak or treat its impact, such as social distancing, quarantines, lock-downs or business closures. We may be unable to
properly anticipate or prepare for these events and, as a result, our business may be materially adversely impacted.
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We rely on our management team and key employees and our business, financial condition, cash flows and results of operations could
be harmed if we are unable to retain qualified personnel.

Our success depends largely upon the continued services of key members of senior management. Most members of senior
management are at-will employees and therefore they may terminate employment with us at any time with no advance notice. We also rely
on our leadership team in the areas of managed care, operations and general and administrative functions. From time to time, there may be
changes in our management team resulting from the hiring or departure of executives, which could disrupt our business. The replacement of
one or more of our executive officers or other key employees would likely involve significant time and costs and may significantly delay or
prevent the achievement of our business objectives. Our business would also be adversely affected if we fail to adequately plan for
succession of our executives and senior management; or if we fail to effectively recruit, integrate, retain and develop key talent and/or align
our talent with our business needs, in light of the current rapidly changing environment. While we have succession plans in place and we
have employment arrangements with a limited number of key executives, these do not guarantee that the services of these or suitable
successor executives will continue to be available to us.

Competition for qualified personnel in our field is intense due to the limited number of individuals who possess the skills and
experience required by our industry. As a result, as we continue to grow and enter new geographies, it may be difficult for us to hire
additional qualified personnel with the necessary skills. If our hiring efforts in new or existing geographies are not successful, our business
will be harmed. In addition, we experienced labor shortages in 2021, which were pronounced as a result of the ongoing COVID-19
pandemic. A number of factors have and may in the future adversely affect the labor force available to us or increase labor costs, including
high employment levels, federal unemployment subsidies, increased wages offered by other employers, vaccine mandates and other
government regulations. In addition, we have experienced high employee turnover and expect to continue to experience high employee
turnover in the future. New hires require significant training and, in most cases, take significant time before such personnel achieve full
productivity. New employees may not become as productive as we expect, and we may be unable to hire or retain sufficient numbers of
qualified individuals. If our retention efforts are not successful or our employee turnover rate increases in the future, our business, financial
condition, cash flows and results of operations will be harmed.

In addition, in making employment decisions, job candidates often consider the value of the stock options or other equity
instruments they are to receive in connection with their employment. Volatility in the price of our stock may, therefore, adversely affect our
ability to attract or retain highly skilled personnel. Further, the requirement to expense stock options and other equity instruments may
discourage us from granting the size or type of stock option or equity awards that job candidates require to join our company. Failure to
attract new personnel or failure to retain and motivate our current personnel, could have a material adverse effect on our business, financial
condition and results of operations.
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Our growth depends in part on our ability to identify and develop successful new geographies, physician partners, payors and patients.
If we are not able to successfully execute upon our growth strategies, there may be a material adverse effect on our business, financial
condition, cash flows and results of operations.

Our business depends on our ability to identify and develop successful geographies and relationships with physician partners and
payors, and to successfully execute upon our growth initiatives to increase the profitability of our physician partners. In order to pursue our
strategy successfully, we must effectively implement our platform, partnership and network model, including identifying suitable
candidates and successfully building relationships with and managing integration of new physician partners and payors. We contract with a
limited number of affiliated professional entities and other physician partners and rely on such physicians within each geography. Our
growth initiatives in our existing geographies depend, in part, on our physician partners’ ability to increase their capacity to service
Medicare patients, and to effectively meet increased patient demand. Our affiliated professional entities and other physician partners may
encounter difficulties in recruiting additional primary care physicians to their practices due to many factors, including significant
competition in their geographies. Accordingly, the loss or dissatisfaction of any physician partners, our inability to recruit and integrate
physician partners into our model, or the failure of our affiliated professional entities or other physician partners to recruit additional
primary care physicians or manage and scale capacity to timely meet patient demand, could substantially harm our brand and reputation,
impact our competitiveness, inhibit widespread adoption of our platform, partnership and network model and impair our ability to attract
new physician partners and maintain existing physician partnerships, both in new geographies and in geographies in which we currently
operate, which could have a material adverse effect on our business, financial condition, cash flows and results of operations.

Further, our growth strategy depends, in part, on securing and integrating new high-caliber physician partners and expanding into
new geographies in which we have little or no operating experience. Integration and other risks can be more pronounced for larger and
more complicated relationships or relationships outside of our core business space, or if multiple relationships are pursued simultaneously.
Additionally, new geographies may be characterized by stakeholder preferences for, and experience with, rates of Medicare Advantage
enrollment, Medicare Advantage reimbursement rates, payor concentration and rates of unnecessary variability in and utilization of medical
care that differ from those in the geographies where our existing operations are located. Likewise, new geographies into which we seek to
expand may have laws and regulations that differ from those applicable to our current operations. As an immature and rapidly growing
company, we may be unfamiliar with the regulatory requirements in each geography that we enter, and we may be forced to incur
significant expenditures to ensure compliance with requirements to which we are subject. If we are unable or unwilling to incur such costs,
our growth in new geographies may be less successful than in our current geographies.

Further, our growth to date has increased the significant demands on our management, operational and financial systems,
infrastructure and other resources. We must continue to improve our existing systems for operational and financial management, including
our reporting systems, procedures and controls. These improvements could require significant capital expenditures and place increasing
demands on our management. We may not be successful in managing or expanding our operations or in maintaining adequate financial and
operating systems and controls. If we do not successfully manage these processes, our business, financial condition, cash flows and results
of operations could be harmed.

If growth in the number of patients and physician partners on our platform decreases, or the number of services that we are able to
provide to physician partners and members decreases, due to legal, economic or business developments, our business, financial
condition and results of operations will be harmed.

Substantially all of our total revenues relate to federal government healthcare programs. The policies and decisions made by the
federal government regarding these programs have a substantial impact on our profitability. Additionally, our future results of operations
depend, in part, on our ability to expand our services and offerings, including broadening our continuum of care. As we grow our member
base, we will need to maintain and grow our network of providers. Certain of our providers are permitted to provide services on other
platforms, and therefore, our success will be dependent on our ability to retain and recruit highly trained and licensed physicians and other
providers to our platform.
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There are sometimes wide variations in the established per member reimbursement rates as a result of, among other things,
members’ risk status, acuity levels and age, plan benefit design and geography. As the composition of our membership base changes, due to
programmatic, competitive, regulatory, benefit design, economic or other changes, there is a corresponding change to our premium revenue,
costs and margins, which could have a material adverse effect on our business, financial condition, cash flows and results of operations.

Additional factors that could affect our ability to sell products and services include, but are not limited to:
e price, performance and functionality of our solution;

e availability, price, performance and functionality of competing solutions;

e  our ability to develop and sell complementary services;

e  stability, performance and security of our hosting infrastructure and hosting services; and

e changes in healthcare laws, regulations or trends.

Any of these consequences could lower retention rate and have a material adverse effect on our business, financial condition and
results of operations.

If the estimates and assumptions we use to project the size, revenue or medical expense amounts of our target geographies are
inaccurate or the cost of providing services exceeds the amounts received by us, our future growth prospects may be impacted, and we
may generate losses or fail to attain financial performance targets.

We often do not have access to reliable historical data regarding the size, revenue or medical expense levels of our target
geographies or potential physician partners. As a result, our market opportunity estimates and financial forecasts developed as we enter into
a new geography, are subject to significant uncertainty, and are based on assumptions and estimates that may not prove to be accurate. The
estimates and forecasts in this Annual Report on Form 10-K relating to the size and expected growth of the market for our services and the
estimates of our market opportunity may prove to be inaccurate.

Principal assumptions relating to our market opportunity include estimates of the total number and average length of relationships
between Medicare Advantage patients and their physicians, historical Medicare Advantage patient growth rates, amount of revenue and
medical expenses associated with Medicare Advantage members expected to be attributed to our affiliated professional entities and other
physician partners and historical experience that such physician partners have with a similar platform. Our opportunity is based on the
assumption that our platform, partnership and network model will be more attractive to potential physician partners than competing
options. However, potential physician partners may elect to pursue a different strategic option.

Changes in our anticipated ratio of medical expense to revenue can significantly impact our financial results. Accordingly, the
failure to adequately predict and control medical costs and expenses could have a material adverse effect on our business, results of
operations, financial condition and cash flows. Additionally, the medical expenses of patients may be outside of our affiliated providers’
control in the event that patients take certain actions that increase such expenses, such as unnecessary hospital visits. If we underestimate or
do not correctly predict the cost of the care our affiliated providers furnish to patients, we might be underpaid for the care that must be
provided to patients, which could have a negative impact on our results of operations and financial condition.
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We primarily depend on reimbursement by third-party payors, as well as payments by individuals, which could lead to delays,
uncertainties and disagreements regarding the timing and process of reimbursement, including any changes or reductions in Medicare
reimbursement rates or rules.

The reimbursement process is complex and can involve lengthy delays. Although we recognize revenue when we provide services
to patients, we may from time to time experience delays in receiving the associated capitation payments or, for patients on fee-for-service
arrangements, the reimbursement for the service provided. In addition, third-party payors may disallow, in whole or in part, requests for
reimbursement based on determinations that the patient is not eligible for coverage, certain amounts are not reimbursable under plan
coverage, were for services provided that were not medically necessary, or additional supporting documentation is necessary. Third-party
payors are also increasingly focused on controlling healthcare costs, and such efforts, including any revisions to reimbursement policies,
may further reduce, complicate or delay our reimbursement claims. Further, the Medicare program and its reimbursement rates and rules,
upon which many third-party payors base their reimbursement rate, are subject to frequent change. Retroactive adjustments may change
amounts realized from third-party payors. As described below, we are subject to audits by such payors, including governmental audits of
our Medicare claims, and may be required to repay these payors if a finding is made that we were incorrectly reimbursed. Delays,
uncertainties and disagreements regarding the reimbursement process may adversely affect accounts receivable, increase the overall costs of
collection and cause us to incur additional borrowing and other costs related to resolving disagreements or uncertainties. For example, in
July 2021, a discrepancy was identified in the service agreement with one of our health plans in the way the revenue of Medicare Part C and
Medicare Part D was being calculated compared to the definitions of “revenue” under the service agreement. This discrepancy resulted in a
contract dispute and a renegotiation of the service agreement. We have determined it is probable that resolution of this discrepancy will
result in an additional payment to the health plan of approximately $10.6 million. This contingent liability is reflected in the Company’s
financial statements presented in this Annual Report on Form 10-K. See Note 26 “Commitments and Contingencies” for additional
information on the impact of this discrepancy.

In addition, certain of our patients are covered under health plans that require the patient to cover a portion of their own healthcare
expenses through the payment of copayments or deductibles. We may not be able to collect the full amounts due with respect to these
payments that are the patient’s financial responsibility, or in those instances where physicians provide services to uninsured individuals. To
the extent permitted by law, amounts not covered by third-party payors are the obligations of individual patients for which we may not
receive whole or partial payment. Any increase in cost shifting from third-party payors to individual patients, including as a result of high
deductible plans for patients, increases our collection costs and reduces overall collections, which we may not be able to offset with
sufficient revenue.

In response to the COVID-19 pandemic, the Centers for Medicare & Medicaid Services, or CMS, the federal agency responsible
for administering the Medicare program, made several changes in the manner in which Medicare will pay for telehealth visits, many of
which relax previous requirements, including site requirements for both the providers and patients, telehealth modality requirements and
others. State law applicable to telehealth, particularly licensure requirements, has also been relaxed in many jurisdictions as a result of the
COVID-19 pandemic. It is unclear which, if any, of these changes will remain in place permanently and which will be rolled-back following
the COVID-19 pandemic. If regulations change to restrict our ability to or prohibit us from delivering care through telehealth modalities,
our financial condition and results of operations may be adversely affected.
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The termination or non-renewal of the Medicare Advantage contracts held by the health plans with which we contract, or the
termination or nonrenewal of our contracts with those plans, could have a material adverse effect on our revenue and operations.

We contract with health plans to provide capitated care services with respect to certain of their Medicare Advantage members. Our
operations are dependent on a concentrated number of payors with whom we contract to provide services to members. Our contracts with
two health plans to provide capitated care services for their members collectively accounted for approximately 53% and 46% of our
capitated revenue for the year ended December 31, 2020 and December 31, 2021, respectively. If a plan with which we contract for these
services loses its Medicare Advantage contracts with CMS, receives reduced or insufficient government reimbursement under the Medicare
Advantage program, decides to discontinue its Medicare Advantage and/or commercial plans, decides to contract with another company to
provide capitated care services to its members, or decides to directly provide care, our contract with that plan could be at risk and we could
lose revenue. In addition, certain of our contracts with health plans are terminable without cause. If any of these contracts were terminated,
certain patients covered by such plans may choose to shift to another primary care physician (“PCP”) within their health plan’s network.
Moreover, our inability to maintain our agreements with health plans, in particular with key payors such as Centene Corporation, Atrio
Health Plans, United Healthcare and Aetna, with respect to their Medicare Advantage members or to negotiate favorable terms for those
agreements in the future, could result in the loss of patients and could have a material adverse effect on our profitability and business.

The healthcare industry has also experienced a trend of consolidation, resulting in fewer but larger payors that have significant
bargaining power, given their market share. Payments from payors are the result of negotiated rates. These rates may decline based on
renegotiations and larger payors having significant bargaining power to negotiate higher discounted fee arrangements with healthcare
providers. As a result, payors increasingly are demanding discounted fee structures or the assumption by healthcare providers of all or a
portion of the financial risk related to paying for care provided through capitation agreements.

If any of our affiliated professional entities or other physician partners lose their regulatory licenses, permits and/or accreditation
status, or become ineligible to receive reimbursement under Medicare or Medicaid or other third-party payors, there may be a material
adverse effect on our business, financial condition, cash flows, or results of operations.

The operations of our managed clinics through our affiliated professional entities or other physician partners are subject to
extensive federal, state and local regulation relating to, among other things, the adequacy of medical care, equipment, personnel, operating
policies and procedures, fire prevention, rate-setting and compliance with building codes and environmental protection. Our managed
clinics and affiliated professional entities are also subject to extensive laws and regulation relating to facility and professional licensure,
conduct of operations, including financial relationships among healthcare providers, Medicare and Medicaid fraud and abuse and physician
self-referrals, and maintaining updates to our affiliated professional entities” enrollment in the Medicare and Medicaid programs, including
the addition of new clinic locations, providers and other enrollment information. Our managed clinics and affiliated professional entities are
subject to periodic inspection by licensing authorities and accreditation organizations to assure their continued compliance with these
various standards. There can be no assurance that these regulatory authorities will determine that all applicable requirements are fully met
at any given time. Should any of our managed clinics or affiliated professional entities be found to be noncompliant with these
requirements, we could be assessed fines and penalties, could be required to refund reimbursement amounts or could lose our licensure or
Medicare and/or Medicaid certification or accreditation so that we or affiliated professional entities are unable to receive reimbursement
from such programs and possibly from other third-party payors, any of which could materially adversely affect our business, financial
condition, cash flows or results of operations.
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We are dependent on our affiliated professional entities and other physician partners and other providers to effectively manage the
quality and cost of care and perform obligations under payor contracts.

Our success depends upon our continued ability to collaborate with and expand a network of high-caliber affiliated professional
entities and other physician partners who can provide high quality of care, improve clinical outcomes and effectively manage healthcare
costs, which are key drivers of our profitability. Our physician partners could demand an increased payment arrangement or take other
actions, or fail to take actions, that could result in higher medical costs, lower quality of care for our members, harm to our reputation or
create difficulty meeting regulatory or other requirements. Likewise, our physician partners could take actions contrary to our instructions,
requests, policies or objectives or applicable law, or could have economic or business interests or goals that are or become inconsistent with
our own. Further, our physician partners may not engage with our platform to assist in improving overall quality of care and management of
healthcare costs, which could produce results that are inconsistent with our estimates and financial models and negatively impact our
growth.

In addition to receiving care from our affiliated professional entities and other physician partners, our members also receive care
from an array of hospitals, specialists and ancillary providers who typically contract directly with our payors. We cannot guarantee the
quality and efficiency of services from such providers, over which we have no control. Members who receive sub-optimal healthcare from
such providers may be dissatisfied with our physician partners, which would have a negative impact on member satisfaction and retention.
Any of these consequences could adversely impact our business, financial condition and results of operations.

We could also experience significant losses if the expenses incurred to deliver healthcare services to our attributed members
exceed revenues we receive from payors in respect of our attributed members. Under a capitation contract, a payor typically prospectively
pays periodic capitation payments representing a prospective budget from which its physician partnerships manage healthcare expenses on
behalf of the population enrolled with that physician partnership. To manage total medical services expense, we rely on our affiliated
professional entities’ and other physician partners’ ability to improve clinical outcomes, implement clinical initiatives to provide a better
healthcare experience for our members and accurately and sufficiently document the risk profile of our members. While our contracts vary,
generally, if the cost of medical care provided exceeds the corresponding capitation revenue we receive, we may realize operating deficits,
which are typically not capped, and could lead to substantial losses.

Reductions in the quality ratings of the health plans we serve could have a material adverse effect on our business, results of
operations, financial condition and cash flows.

As a result of the Affordable Care Act, as amended by the Health Care and Education Reconciliation Act, or the ACA, the level of
reimbursement each health plan receives from CMS is dependent, in part, upon the quality rating of the Medicare Advantage plan. Such
ratings impact the percentage of any cost savings rebate and any bonuses earned by such health plan. Since a significant portion of our
revenue is expected to be calculated as a percentage of CMS reimbursement received by these health plans with respect to our patients,
reductions in the quality ratings of a health plan that we serve could have a material adverse effect on our business, results of operations,
financial condition and cash flows.

Given each health plan’s control of its plans and the many other providers that serve such plans, we believe that we will have
limited ability to influence the overall quality rating of any such plan. The Bipartisan Budget Act, passed in February 2018, implemented
certain changes to prevent artificial inflation of star ratings for Medicare Advantage plans offered by the same organization. In addition,
CMS has terminated plans that have had a rating of less than three stars for three consecutive years, whereas Medicare Advantage plans
with five stars are permitted to conduct enrollment throughout almost the entire year. Because low quality ratings can potentially lead to the
termination of a plan that we serve, we may not be able to prevent the potential termination of a contracting plan or a shift of patients to
other plans based upon quality issues which could, in turn, have a material adverse effect on our business, results of operations, financial
condition and cash flows.
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We operate in a competitive industry, and if we are not able to compete effectively, our business, financial condition and results of
operations will be harmed.

Our industry is competitive and we expect it to attract increased competition, which could make it difficult for us to succeed. We
currently face competition in various aspects of our business, including in offering a favorable reimbursement structure for physician
partners and potential physician partners and attracting payors and physician partners who are not contracted with us, from a range of
companies that provide similar services under different care models that could attract patients, providers and payors, including hospitals,
managed service organizations and provider networks and data analysis consultants. Further, individual physicians who are contracted
within our network may affiliate with our competitors. Competition from hospitals, managed service organizations and provider networks
and data analysis consultants, payors and other parties could result in payors changing the benefit structure that is offered to our members,
which could negatively impact our profitability and market share.

Our primary competitors include Oak Street Health, Cano Health and Agilon Health, in addition to numerous local provider
networks, hospitals and health systems. Moreover, large, well-financed payors have in some cases developed their own managed services
tools and may provide these services to their physicians and patients at discounted prices, or may seek to expand their relationships with
additional competing physicians or physician networks, including in geographic areas we serve. This may result in a more competitive
environment and increased challenges to grow at the rates we have projected. We expect that competition will continue to increase as a
result of consolidation in the healthcare industry and increased demand for its services.

Some of our competitors may have greater name recognition, particularly in local geographies, longer operating histories, superior
products or services and significantly greater resources than we do. Further, our current or potential competitors may be acquired by or
partner with third parties with greater resources than we have. As a result, our competitors may be able to respond more quickly and
effectively than we can to new or changing opportunities, technologies, standards or customer requirements and may have the ability to
initiate or withstand substantial benefits structure and premium competition. In addition, current and potential competitors have established,
and may in the future establish, cooperative relationships with providers of complementary services, technologies or services to increase the
attractiveness of their services.

Accordingly, new competitors or alliances may emerge that have greater market share, a larger customer base, better data
aggregation systems, greater marketing expertise, greater financial resources and larger marketing teams than we have, which could put us
at a competitive disadvantage. Our competitors could also be better positioned to serve certain segments of the healthcare delivery industry,
which could create additional pressure on the premiums that our payors are able to charge. If we are unable to successfully compete, our
business, financial condition, cash flows and results of operations could be materially adversely affected.

Our future growth and the profitability of our business will depend in large part upon the effectiveness and efficiency of our marketing
efforts, and our ability to develop brand awareness cost-effectively.

Our business success depends on our ability to attract and retain members, which significantly depends on our marketing practices.
Our future growth and profitability will depend in large part upon the effectiveness and efficiency of our marketing efforts, including our
ability to:

e  create greater awareness of our brand;

e identify the most effective and efficient levels of spending in each market, media and specific media vehicle;

e determine the appropriate creative messages and media mix for advertising, marketing and promotional expenditures;

e cffectively manage marketing costs (including creative and media) to maintain acceptable consumer acquisition costs;
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e sclect the most effective markets, media and specific media vehicles in which to advertise; and
e convert consumer inquiries into clients and members.

We believe that developing and maintaining widespread awareness of our brand in a cost-effective manner is critical to achieving
widespread adoption of our services and attracting new clients and members. Our brand promotion activities may not generate consumer
awareness or increase revenue, and even if they do, any increase in revenue may not offset the expenses we incur in building our brand. If
we fail to successfully promote and maintain our brand, or incur substantial expenses in doing so, we may fail to attract or retain members
necessary to realize a sufficient return on our brand-building efforts or to achieve the widespread brand awareness that is critical for broad
adoption of our brands.

Developments affecting spending by the healthcare industry could adversely affect our business.

The U.S. healthcare industry has changed significantly in recent years, and we expect that significant changes will continue to
occur. General reductions in expenditures by healthcare industry participants could result from, among other things:

e government regulations or private initiatives that affect the manner in which healthcare providers interact with patients, payors
or other healthcare industry participants, including changes in pricing or means of delivery of healthcare products and services;

e  consolidation of healthcare industry participants;
e reductions in government funding for healthcare; and

e adverse changes in business or economic conditions affecting healthcare payors or providers or other healthcare industry
participants.

Any of these changes in healthcare spending could adversely affect our revenue. Even if general expenditures by industry
participants remain the same or increase, developments in the healthcare industry may result in reduced spending in some or all of the
specific markets that we serve now or in the future. However, the timing and impact of developments in the healthcare industry are difficult
to predict. We cannot assure you that the demand for our solutions and services will continue to exist at current levels or that we will have
adequate technical, financial, and marketing resources to react to changes in the healthcare industry.

We and our affiliated professional entities and other physician partners may become subject to medical liability claims, which could
cause us to incur significant expenses and may require us to pay significant damages if the claims are not covered by insurance.

Our overall business entails the risk of medical liability claims. Although we and our affiliated professionals carry insurance
covering medical malpractice claims in amounts that we believe are appropriate in light of the risks attendant to the services rendered,
successful medical liability claims could result in substantial damage awards that exceed the limits of our and those affiliated professionals’
insurance coverage. We carry or will carry professional liability insurance for the Company and each of our healthcare professionals.
Additionally, all of the network providers that contract or will contract with us separately carry or will carry professional liability insurance
for themselves and their healthcare professionals. Professional liability insurance is expensive and insurance premiums may increase
significantly in the future, particularly as we expand our services. As a result, adequate professional liability insurance may not be available
to us and our affiliated professionals in the future at acceptable costs or at all, which may negatively impact our and our affiliated
professionals’ ability to provide services to members, and thereby adversely affect our overall business and operations.
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Any claims made against us or our affiliated professionals that are not fully covered by insurance could be costly to defend
against, result in substantial damage awards, and divert the attention of our management and our affiliated professional entities from our
operations, which could have a material adverse effect on our business, financial condition and results of operations. In addition, any claims
may adversely affect our business or reputation.

If we or our affiliated professional entities or other physician partners fail to comply with applicable data interoperability and
information blocking rules, our consolidated results of operations could be adversely affected.

The 21st Century Cures Act, or the Cures Act, which was passed and signed into law in December 2016, includes provisions
related to data interoperability, information blocking and patient access. In March 2020, the U.S. Department of Health and Human
Services, or HHS, Office of the National Coordinator for Health Information Technology, (“ONC”), and CMS finalized and issued
complementary rules that are intended to clarify provisions of the Cures Act regarding interoperability and information blocking, and
include, among other things, requirements surrounding information blocking, changes to ONC’s health IT certification program and
requirements that CMS regulated payors make relevant claims/care data and provider directory information available through standardized
patient access and provider directory application programming interfaces that connect to provider electronic health record systems. The
companion rules will transform the way in which healthcare providers, health IT developers, health information exchanges/health
information networks, or HIEs/HINs, and health plans share patient information, and create significant new requirements for healthcare
industry participants. For example, the ONC rule, which went into effect on April 5, 2021, prohibits healthcare providers, health IT
developers of certified health IT, and HIEs/HINs from engaging in practices that are likely to interfere with, prevent, materially discourage,
or otherwise inhibit the access, exchange or use of electronic health information, or EHI, also known as “information blocking.” To further
support access and exchange of EHI, the ONC rule identifies eight “reasonable and necessary activities” as exceptions to information
blocking activities, as long as specific conditions are met. Any failure to comply with these rules could have a material adverse effect on our
business, results of operations and financial condition.

Our business and operations would suffer in the event of information technology system failures, security breaches, or other
deficiencies in cybersecurity.

Our information technology systems facilitate our ability to conduct our business. While we have disaster recovery systems and
business continuity plans in place, any disruptions in our disaster recovery systems or the failure of these systems to operate as expected
could, depending on the magnitude of the problem, adversely affect our operating results by limiting our capacity to effectively monitor and
control our operations. Despite our implementation of a variety of security measures, our information technology systems could be subject
to physical or electronic break-ins, and similar disruptions from unauthorized tampering or any weather-related disruptions where our
headquarters is located. In addition, in the event that a significant number of our management personnel were unavailable in the event of a
disaster, our ability to effectively conduct business could be adversely affected.
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In the ordinary course of our business, we, our affiliated professional entities or other physician partners collect and store sensitive
data, including personally identifiable information, protected health information, or PHI, intellectual property and proprietary business
information owned or controlled by us or our employees, members and other parties. We manage and maintain our applications and data
utilizing a combination of on-site systems and cloud-based data centers. We utilize external security and infrastructure vendors to provide
and manage parts of our information technology systems, including our data centers. These applications and data encompass a wide variety
of business-critical information, including research and development information, customer information, commercial information and
business and financial information. We face a number of risks with respect to the protection of this information, including loss of access,
inappropriate use or disclosure, unauthorized access, inappropriate modification and the risk of being unable to adequately monitor and
audit and modify our controls over our critical information. This risk extends to the third-party vendors and subcontractors we use to
manage this sensitive data or otherwise process it on our behalf. A breach or failure of our or our third-party vendors’ or subcontractors’
network, hosted service providers or vendor systems could result from a variety of circumstances and events, including third-party action,
employee negligence or error, malfeasance, computer viruses, cyber-attacks by computer hackers such as denial-of-service and phishing
attacks, failures during the process of upgrading or replacing software and databases, power outages, hardware failures, telecommunication
failures, user errors, or catastrophic events. If these third-party vendors or subcontractors fail to protect their information technology
systems and our confidential and proprietary information, we may be vulnerable to disruptions in service and unauthorized access to our
confidential or proprietary information and we could incur liability and reputational damage.

The secure processing, storage, maintenance and transmission of information are vital to our operations and business strategy, and
we devote significant resources to protecting such information. Although we take reasonable measures to protect sensitive data from
unauthorized access, use or disclosure, our information technology and infrastructure may still be vulnerable to, and we have in the past
experienced, low-threat attacks by hackers or breaches due to employee error, malfeasance or other malicious or inadvertent disruptions.
Further, attacks upon information technology systems are increasing in their frequency, levels of persistence, sophistication and intensity,
and are being conducted by sophisticated and organized groups and individuals with a wide range of motives and expertise. As a result of
the COVID-19 pandemic, we may also face increased cybersecurity risks due to our reliance on internet technology and the number of our
employees who are working remotely, which may create additional opportunities for cybercriminals to exploit vulnerabilities. Furthermore,
because the techniques used to obtain unauthorized access to, or to sabotage, systems change frequently and often are not recognized until
launched against a target, we may be unable to anticipate these techniques or implement adequate preventative measures. We may also
experience security breaches that may remain undetected for an extended period. Any such breach or interruption could compromise our
networks and the information stored there could be accessed by unauthorized parties, publicly disclosed, lost or stolen. Our information
systems must also be continually updated, patched and upgraded to protect against known vulnerabilities. The volume of new
vulnerabilities has increased markedly, as has the criticality of patches and other remedial measures. In addition to remediating newly
identified vulnerabilities, previously identified vulnerabilities must also be continuously addressed. Accordingly, we are at risk that cyber-
attackers exploit these known vulnerabilities before they have been addressed.

Any access, breach, or other loss of information could result in legal claims or proceedings, and liability under federal or state laws
that protect the privacy of personal information, and corresponding regulatory penalties. In addition, we could face criminal liability,
damages for contract breach and incur significant costs for remedial measures to prevent future occurrences and mitigate past violations.
Notice of breaches may be required to be made to affected individuals or other state or federal regulators, and for extensive breaches, notice
may need to be made to the media or State Attorneys General. Such a notice could harm our reputation and our ability to compete. Although
we maintain insurance covering certain security and privacy damages and claim expenses, we may not carry insurance or maintain coverage
sufficient to compensate for all liability and in any event, insurance coverage would not address the reputational damage that could result
from a security incident. Despite our implementation of security measures to prevent unauthorized access, our data is currently accessible
through multiple channels, and there is no guarantee we can protect our data from breach. Unauthorized access, loss or dissemination could
also disrupt our operations and damage our reputation, any of which could adversely affect our business.
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Actual or perceived failures to comply with applicable data protection, privacy and security laws, regulations, standards and other
requirements could adversely affect our business, financial condition and results of operations.

Numerous state and federal laws, regulations, standards and other legal obligations, including consumer protection laws and
regulations, which govern the collection, dissemination, use, access to, confidentiality, security and processing of personal information,
including health-related information, could apply to our operations or the operations of our partners. For example, HIPAA, imposes privacy,
security and breach notification obligations on certain healthcare providers, health plans, and healthcare clearinghouses, known as covered
entities, as well as their business associates that perform certain services that involve creating, receiving, maintaining or transmitting
individually identifiable health information for or on behalf of such covered entities, and their covered subcontractors. HIPAA requires
covered entities, such as the affiliated professional entities or other physician partners, and business associates, such as us, to develop and
maintain policies with respect to the protection of, use and disclosure of PHI, including the adoption of administrative, physical and
technical safeguards to protect such information, and certain notification requirements in the event of a breach of unsecured PHI.

Additionally, under HIPAA, covered entities must report breaches of unsecured PHI to affected individuals without unreasonable
delay, not to exceed 60 days following discovery of the breach by a covered entity or its agents. Notification also must be made to the HHS
Office for Civil Rights and, in certain circumstances involving large breaches, to the media. Business associates must report breaches of
unsecured PHI to covered entities within 60 days of discovery of the breach by the business associate or its agents. A non-permitted use or
disclosure of PHI is presumed to be a breach under HIPAA unless the covered entity or business associate establishes that there is a low
probability the information has been compromised consistent with requirements enumerated in HIPAA.

Entities that are found to be in violation of HIPAA as the result of a breach of unsecured PHI, a complaint about privacy practices
or an audit by HHS may be subject to significant civil, criminal and administrative fines and penalties and/or additional reporting and
oversight obligations if required to enter into a resolution agreement and corrective action plan with HHS to settle allegations of HIPAA
non-compliance. HIPAA also authorizes state Attorneys General to file suit on behalf of their residents. Courts may award damages, costs
and attorneys’ fees related to violations of HIPAA in such cases. While HIPAA does not create a private right of action allowing
individuals to sue us in civil court for violations of HIPAA, its standards have been used as the basis for duty of care in state civil suits such
as those for negligence or recklessness in the misuse or breach of PHI.

Even when HIPAA does not apply, according to the Federal Trade Commission, or the FTC, violating consumers’ privacy rights or
failing to take appropriate steps to keep consumers’ personal information secure may constitute unfair and/or deceptive acts or practices in
violation of Section 5(a) of the Federal Trade Commission Act. The FTC expects a company’s data security measures to be reasonable and
appropriate in light of the sensitivity and volume of consumer information it holds, the size and complexity of its business, and the cost of
available tools to improve security and reduce vulnerabilities.
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Further, certain states have also adopted comparable privacy and security laws and regulations, some of which may be more
stringent than HIPAA. Such laws and regulations will be subject to interpretation by various courts and other governmental authorities, thus
creating potentially complex compliance issues for us and our future customers and strategic partners. For example, the state of Nevada
enacted a law that went into force on October 1, 2019 and requires companies to honor consumers’ requests to no longer sell their data. In
addition, the California Consumer Privacy Act of 2018, or the CCPA, went into effect on January 1, 2020. The CCPA creates individual
privacy rights for California consumers and increases the privacy and security obligations of entities handling certain personal information.
The CCPA provides for civil penalties for violations, as well as a private right of action for data breaches that is expected to increase data
breach litigation. The CCPA may increase our compliance costs and potential liability, and many similar laws have been proposed at the
federal level and in other states. Further, the California Privacy Rights Act, or the CPRA, recently passed in California. The CPRA will
impose additional data protection obligations on covered businesses, including additional consumer rights processes, limitations on data
uses, new audit requirements for higher risk data, and opt outs for certain uses of sensitive data. It will also create a new California data
protection agency authorized to issue substantive regulations and could result in increased privacy and information security enforcement.
The majority of the provisions will go into effect on January 1, 2023, and additional compliance investment and potential business process
changes may be required. In addition, California’s Confidentiality of Medical Information Act, or the CMIA, places restrictions on the use
and disclosure of health information, including PHI, and other personally identifying information, and can impose a significant compliance
obligation. Violations of the CMIA can result in criminal, civil and administrative sanctions, and the CMIA also provides individuals a
private right of action with respect to disclosures of their health information that violate CMIA. In the event that we are subject to these
domestic privacy and data protection laws, any liability from failure to comply with the requirements of these laws could adversely affect
our financial condition.

Although we work to comply with applicable laws, regulations and standards, our contractual obligations and other legal
obligations, these requirements are evolving and may be modified, interpreted and applied in an inconsistent manner from one jurisdiction
to another, and may conflict with one another or other legal obligations with which we must comply. Any failure or perceived failure by us
or our employees, representatives, contractors, consultants, collaborators, or other third parties to comply with such requirements or
adequately address privacy and security concerns, even if unfounded, could result in additional cost and liability to us, damage our
reputation, and adversely affect our business and results of operations.

Legal proceedings in connection with the Business Combinations, the outcome of which is uncertain, could draw the attention of our
management team away from the operation of our business.

Prior to execution of the definitive agreements for the Business Combinations, Hudson Vegas Investment SPV, LLC, (“Hudson”),
one of our existing equity holders, asserted that it had an option to purchase additional equity interests in P3 Health Group Holdings, LLC
(“Legacy P3”) in connection with the pending transaction with Foresight, or the Purchase Option. We do not agree that the Purchase Option
applies to the Business Combinations. On June 11, 2021, Hudson filed an action in the Delaware Court of Chancery, or the Hudson Action,
in which it challenged the Business Combinations. Specifically, Hudson purports to assert claims against Legacy P3, the members of the
Legacy P3 Board of Managers, certain of the Legacy P3 officers and Chicago Pacific Founders Fund, L.P., or CPF, for breach of the Third
Amended and Restated Limited Liability Company Agreement of Legacy P3, dated as of April 16, 2020 (the “Legacy P3 LLC
Agreement”), (against Legacy P3 and CPF), breach of fiduciary duty (against certain of Legacy P3’s officers) and breach of alleged
contractual standards of conduct (against the Legacy P3 Board of Managers) in connection with the process leading up to, and approval of,
the Business Combinations. In the Hudson Action, Hudson sought to enjoin the consummation of the Business Combinations, and seeks a
declaration that the Business Combinations violate its rights under the Legacy P3 LLC Agreement, a declaration that the members of the
Legacy P3 Board of Managers and certain of Legacy P3’s officers breached their fiduciary duties, and money damages including attorneys’
fees.
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On September 9, 2021, the Court of Chancery held a hearing on Hudson’s motion for a preliminary injunction to enjoin the
consummation of the Business Combinations. On September 14, 2021, the Court of Chancery issued an oral ruling denying Hudson’s
motion for a preliminary injunction due to the lack of probability of success on the merits or, with respect to the Purchase Option only, lack
of a showing of irreparable harm based on the condition that the escrow described below be created. In its ruling, the Court of Chancery
held that Hudson had not demonstrated a reasonable probability of success on its claims, with the exception of its claim relating to the
Purchase Option. With respect to the Purchase Option claim, the Court declined to address the merits and instead denied Hudson’s motion
on the basis of no irreparable harm subject to the condition that the defendants memorialize their commitment to escrow, pending final
resolution of the action, the consideration Hudson would be entitled to receive if it is determined that the Purchase Option can be validly
exercised, in a stipulation filed with the Court of Chancery. On September 17, 2021, the defendants filed a stipulation and proposed order
regarding escrow which confirmed their commitment to do so, and to cause the Payment Spreadsheet (as defined in Section 2.01(f) of the
Merger Agreement) to provide that such consideration will be directed to such escrow. The Court of Chancery granted and entered the
stipulation and proposed order on September 17, 2021.

The former members of P3 (other than Hudson) have agreed to indemnify the Company and P3 LLC following the Closing, for
any damages, including reasonable attorney’s fees, arising out of matters relating to the dispute with Hudson.

On December 27, 2021, Hudson filed a Motion for Leave to Amend the Verified Complaint. The proposed Amended Complaint
contains certain of Hudson’s original claims and also adds additional claims, including bad faith breach of contract claims against certain of
the former P3 Managers, an additional contractual claim against P3, and a tortious interference with contract claim against Foresight
Acquisition Corp., Foresight Acquisition Corp. II, P3 Partners Inc., Sameer Mathur, and Greg Wasson. Defendants informed Hudson that
they did not oppose the Motion for Leave to Amend the Verified Complaint, and on February 4, 2022, Hudson filed its Verified Amended
Complaint.

On March 9, 2022, all Defendants moved to dismiss the Verified Amended Complaint. The Briefing on Defendant’s Motion to
Dismiss was completed on May 17, 2022.

On March 25, 2022, Hudson served its Second Request for the Production of Documents directed to Defendants, and on April 14,
2022, Defendants filed a Motion to Stay Discovery and for Protective Order Pending Resolution of Motions to Dismiss (the “Motion to
Stay”). Defendants served formal responses and objections to the Second Request for the Production of Documents on April 25, 2022. On
July 13, 2022, the Court heard argument 