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The information in this preliminary prospectus is not complete and may be changed. These securities may not be sold until the registration
statement filed with the Securities and Exchange Commission is effective. The preliminary prospectus is not an offer to sell nor does it seek

an offer to buy these securities in any jurisdiction where the offer and sale is not permitted.

Subject to Completion. Dated February 24, 2021

16,666,667 shares

||
ife on Your Terms m

Common stock

This is an initial public offering of InnovAge Holding Corp. We are selling 16,666,667 shares of our
common stock.

Prior to this offering, there has been no public market for the common stock. It is currently estimated that
the initial public offering price will be between $17.00 and $19.00 per share. We have applied to list our
common stock on the Nasdaq Global Select Market under the symbol “INNV.”

We are an “emerging growth company” as defined under the federal securities laws, and as such, we have
elected to comply with certain reduced reporting requirements for this prospectus and may elect to do so in
future filings.

See “Risk Factors” beginning on page 29 to read about factors you should consider before buying shares of our
common stock.

Immediately after this offering, our equity sponsors, Apax Partners and Welsh, Carson, Anderson and Stowe
(collectively, our “Sponsors”), will beneficially own, through TCO Group Holdings, L.P., the investment
vehicle of the Sponsors, approximately 87% of our common stock (or 86% of our outstanding common
stock if the underwriters’ option to purchase additional shares is exercised in full). As a result, assuming an
offering size as set forth above, we expect to be a “controlled company” within the meaning of the corporate
governance standards of Nasdaq. See “Management—Controlled Company Status.”

Neither the Securities and Exchange Commission nor any other regulatory body has approved or disapproved
of these securities or passed upon the accuracy or adequacy of this prospectus. Any representation to the
contrary is a criminal offense.

Per share Total
Initial public offering price $ $
Underwriting discount(1) $ $
Proceeds, before expenses, to InnovAge Holding Corp. $ $

(1) See “Underwriting (Conflicts of Interest)” for a description of compensation payable to the underwriters.

We have granted the underwriters the option for a period of 30 days after the date of this prospectus to
purchase up to an additional 2,500,000 shares of our common stock at the initial public offering price less
the underwriting discount.

The underwriters expect to deliver the shares of common stock against payment in New York, New York
on ,2021.

J.P.Morgan Barclays Goldman Sachs & Co. LLC Citigroup

Baird William Blair Piper Sandler Capital One Securities
Loop Capital Markets Siebert Williams Shank Roberts & Ryan
Prospectus dated ,2021.
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We and the underwriters have not authorized anyone to provide any information or to make any
representations other than those contained in this prospectus or in any free writing prospectuses we have
prepared. We and the underwriters take no responsibility for, and can provide no assurance as to the
reliability of, any other information that others may provide you. We are offering to sell, and seeking offers
to buy, shares of common stock only in jurisdictions where offers and sales are permitted. The information
contained in this prospectus is accurate only as of the date of this prospectus, regardless of the time of
delivery of this prospectus or of any sale of the common stock.

For investors outside of the United States, neither we nor any of the underwriters have done anything that
would permit this offering or possession or distribution of this prospectus in any jurisdiction where action
for that purpose is required, other than in the United States. You are required to inform yourselves about,
and to observe any restrictions relating to, this offering and the distribution of this prospectus outside of the
United States.

Through and including , 2021 (the 25th day after the date of this prospectus), all dealers effecting
transactions in these securities, whether or not participating in this offering, may be required to deliver a
prospectus. This is in addition to a dealer’s obligation to deliver a prospectus when acting as an underwriter and
with respect to an unsold allotment or subscription.
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Prospectus summary

This summary highlights selected information contained elsewhere in this prospectus. This summary does
not contain all of the information that you should consider before investing in our common stock. For a
more complete understanding of us and this offering, you should read and carefully consider the entire
prospectus, including the more detailed information set forth under “Risk Factors” and “Managements
Discussion and Analysis of Financial Condition and Results of Operations” and our consolidated financial
statements and the related notes. Some of the statements in this prospectus are forward-looking statements.
See “Forward-Looking Statements.”

» »

Unless the context otherwise requires, the terms “InnovAge,” the “Company,” “our company,” “we,” “us
and “our” in this prospectus refer to InnovAge Holding Corp. and, where appropriate, its consolidated
subsidiaries. The term “Sponsors” refers to the investment funds affiliated with Apax Partners (“Apax”)
and Welsh, Carson, Anderson & Stowe (“WCAS”), respectively.

Overview

We are the leading healthcare delivery platform by number of participants focused on providing all-
inclusive, capitated care to high-cost, dual-eligible seniors. We directly address two of the most pressing
challenges facing the U.S. healthcare industry: rising costs and poor outcomes. Our patient-centered care
delivery approach meaningfully improves the quality of care our participants receive, while keeping them in
their homes for as long as safely possible and reducing over-utilization of high-cost care settings such as
hospitals and nursing homes. Our patient-centered approach is led by our interdisciplinary care teams, who
design, manage and coordinate each participant’s personalized care plan. We directly manage and are
responsible for all healthcare needs and associated costs for our participants. We directly contract with
government payors, such as Medicare and Medicaid, and do not rely on third-party administrative
organizations or health plans. We believe our model aligns with how healthcare is evolving, namely (1) the
shift toward value-based care, in which coordinated, outcomes-driven, high-quality care is delivered while
reducing unnecessary spend, (2) eliminating excessive administrative costs by contracting directly with the
government, (3) focusing on the patient experience and (4) addressing social determinants of health.

We deliver our patient-centered care through the InnovAge Platform. The InnovAge Platform consists of
(1) our Interdisciplinary Care Teams (“IDTs”) and (2) our community-based care delivery model. The key
attributes of the InnovAge Platform include:

* QOur participant focus. Our model is focused on caring for frail, high-cost, dual-eligible seniors. We
define dual-eligible seniors as individuals who are 55+ and qualify for benefits under both Medicare
and Medicaid. Our target participant population is the frail, nursing home-eligible subset of dual-
eligible seniors to whom we refer as “high-cost, dual-eligibles” given their high healthcare acuity and
the associated high level of spend. Our participants are among the most frail and medically complex
individuals in the U.S. healthcare system. The typical InnovAge participant has, on average, nine
chronic conditions and requires, on average, assistance with three or more Activities of Daily Living
(“ADLs”), defined as basic tasks that must be accomplished daily for an individual to thrive. As a
result, the average InnovAge participant has a Medicare risk adjustment factor (“RAF”) of 2.53. A
higher RAF score indicates poorer health and higher predicted health care costs. The average
InnovAge participant’s RAF is over 2.3 times higher than the 1.08 RAF of the average Medicare fee-
for-service non-dual enrollee according to a 2019 analysis.

Our interdisciplinary care teams. Our IDTs are the core of our comprehensive clinical model. They
design, manage and coordinate all aspects of each participant’s customized care plan. Our IDT
structure is designed to enhance access to care for our participants and eliminate the information silos
and gaps in care that often occur in traditional fee-for-service models. We are responsible for the
totality of our participants’ medical and social needs, including primary and specialist care, in-home
care, hospital visits, nutrition, transportation to our care centers and other medical appointments,
pharmacy and behavioral health support.
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* The composition of our IDTs reflects our comprehensive mandate and the complexity of our
participants’ care needs. Each IDT convenes, at minimum, experts across at least 11 disciplines,
from the primary care physician to the social worker, who are collectively responsible for
managing all aspects of our participant’s care.

* Our care plans seek to mitigate challenges presented by participants’ social determinants of
health. We provide food, transportation and in-home assistance to remove barriers to accessing
care and promote a safe in-home living environment for our participants.

* Our community-based care delivery model. Our model delivers care across a continuum of
community-based settings. Our multimodal approach leverages our care centers, the participant’s
home, and telehealth to deliver comprehensive care to our participants in the most appropriate and
cost-effective setting, while enabling participants to live in their homes and communities. The
InnovAge Platform is designed to be a higher touch care model compared to many of our peers, and
our providers interact with our participants daily across multiple settings. As an example, a
representative participant (1) visits the center approximately six times per month (prior to the
COVID-19 pandemic), (2) receives daily in-home support and (3) has 24/7 virtual access to an IDT
member. Each care plan is individualized by the IDT to include a set of interactions tailored to each
participant’s needs. We believe our high-touch, integrated approach results in high-quality care and
better outcomes for our participants.

Our direct contracting relationships with federal and state governments. We directly contract with
government payors, such as Medicare and Medicaid, through the Program of All-Inclusive Care for
the Elderly (“PACE”) and receive a capitated payment to manage the totality of a participant’s
medical care. The capitated payment model gives us flexibility to invest in a comprehensive care
delivery model, which delivers value-added services that are not typically covered in a fee-for-service
environment. As a result of our direct contracts with government payors, we capture 100% of the
premium and do not rely on administrative intermediaries, such as health plans, to recruit participants
or administer our contracts. Our model is designed to generate savings for federal and state
governments compared to the nursing home alternative. For the year ended June 30, 2020,
approximately 99.5% of our total revenue was derived from capitation agreements with government
payors. We have developed strong relationships with Medicare and Medicaid agencies through our
participation in PACE and believe we are well positioned to participate in future direct contracting
opportunities with government payors.

According to the Centers for Medicare & Medicaid Services (“CMS”), healthcare spending in the United
States was greater than $3.6 trillion in 2018, and Medicare and Medicaid combined accounted for greater
than $1.3 trillion spent on the care of approximately 125 million individuals. In 2018, there were
approximately 12 million individuals simultaneously enrolled in Medicare and Medicaid that we estimate
accounted for approximately $464 billion, representing 34% of combined Medicare and Medicaid spend.
Our focus is on the most frail, complex subset of dual-eligible seniors who represent some of the highest-
cost individuals in the U.S. healthcare system. Based on our estimated market of approximately 2.2 million
PACE-eligibles in the United States, we estimate that our total addressable market is approximately $200
billion. Currently, only approximately 55,000 individuals among the 2.2 million nursing home-eligible,
dual-eligible seniors we target receive care from a PACE provider, based on a November 2020 report from
the National PACE Association. Over the next eight years, the National PACE Association is targeting a
PACE enrollment increase at a compound annual growth rate (“CAGR”) of approximately 17%.

We believe the traditional fee-for-service reimbursement model in healthcare does not adequately
incentivize providers to efficiently manage this complex population. Dual-eligible seniors must navigate a
disjointed, separately administered set of Medicare and Medicaid benefits, which often results in
uncoordinated care delivered in silos. Our vertically integrated care model and full-risk contracts incentivize
us to coordinate and proactively manage all aspects of a participant’s health. Costs under the PACE program
are estimated to be 13% lower on average than for a comparable dual-eligible population aged 65 and older
under Medicaid,
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based on an analysis of available data by the National PACE Association as of November 2020, and our
costs are estimated to be approximately 8% lower on a weighted average basis than costs for comparable
fee-for-service Medicare beneficiaries, based on our analysis of the most recent Dartmouth Atlas data from
2017. Importantly, we believe we deliver significantly better health outcomes. Our care model reduces
unnecessary or avoidable medical spend. We estimate that across our mature markets, our participants on
average have 16% fewer hospital admissions and 73% fewer low- to medium-severity emergency room
visits relative to a comparable Medicare fee-for-service population with similar risk scores for which data is
available. In addition, our participants have a 25% lower 30-day hospital readmission rate compared to a
frail, dual-eligible or disabled waiver population. In addition to reducing spend, we also focus on ensuring
our participants are satisfied and receive high-quality care. Our participant satisfaction, based on a survey of
a random sample of participants and administered by an independent third party as of June 30, 2020, is 89%.
Our participants live, on average, 1.5 years longer than comparable populations who choose nursing home
care, based on a U.S. Department of Health and Human Services (“HHS”) report dated June 27, 2017.

We believe the InnovAge Platform has enabled us to create a healthcare model where all constituencies
involved—participants, their families, providers and government payors—“Win.”

* Participants. We enable our participants to remain in their homes and communities and age
independently. We leverage our differentiated care delivery model to improve the health of our
participants, avoid unnecessary hospitalizations and nursing home stays, and greatly improve our
participants’ experience with the healthcare system.

* Families. By taking over many aspects of care, such as transportation to appointments, we reduce
the caregiving burden on participants’ family members. We believe families receive “peace of mind”
knowing their loved ones are well taken care of and that they have a clear point of contact with our
IDTs.

* Providers. We enable our providers to focus on taking care of patients by providing them with
meaningful clinical and administrative support.

* Government payors. We provide government payors with fiscal certainty through our capitated
payment arrangements and reduced medical and social costs for frail, high-cost, dual-eligible seniors.
Costs under the PACE program are estimated to be 13% lower on average than for a comparable dual-
eligible population aged 65 and older under Medicaid, and our costs are estimated to be
approximately 8% lower on a weighted average basis than costs for comparable fee-for-service
Medicare beneficiaries, based on our analysis of the most recent Dartmouth Atlas data from 2017.

We believe our strong value proposition to each constituency translates into a superior economic model. We
directly contract with Medicare and Medicaid on a per member, per month (“PMPM?”) basis, which creates
recurring revenue streams and provides significant visibility into our revenue growth trajectory. We receive
100% of the pooled capitated payment to directly provide or manage the healthcare needs of our
participants. By proactively providing high-quality care and addressing risks related to social determinants
of health, we have demonstrated our ability to reduce avoidable utilization of high-cost care settings, such
as hospitals and nursing homes. As a result, we create a surplus that can be used to invest in refining our
care model and providing even greater social supports for our participants. These investments further
improve participants’ experiences and health outcomes, which we believe will result in more savings that
will drive our profitable growth. The virtuous cycle we have created enables us to consistently deliver high-
quality care, achieve high participant satisfaction and retention, and attract new participants. We believe that
continuing to drive medical cost savings over a growing participant census will deliver an even greater
surplus to our organization, enabling us to invest in more participant programs, evolve our care model,
enhance our technology and fund new centers.

We have a record of driving profitable growth and achieving compelling unit economics. For the fiscal year
ended June 30, 2020, all of our centers had a positive Center-level Contribution Margin, and our mature de
novo centers opened in the last six years have generated positive Center-level Contribution Margins in




TABLE OF CONTENTS

fewer than 12 months of operation. For a discussion of Center-level Contribution Margin, see
“Management’s Discussion and Analysis of Financial Condition and Results of Operations—Key business
metrics and non-GAAP measures—Center-level contribution margin.” For a discussion of our mature de
novo centers opened in the last six years, see “Management’s Discussion and Analysis of Financial
Condition and Results of Operations —Key Factors Affecting Our Performance—Our Ability to Build De
Novo Centers within Existing and New Markets.”

We have demonstrated an ability to scale successfully, expanding our model to a network of 16 centers in
five states, which provided care for approximately 6,400 participants during the year ended June 30, 2020.
As of December 2020, our eligible participant penetration rate is, on average, 13% across our existing
markets, and as the only designated PACE provider in most of the MSAs that we serve, we believe there is
significant runway for further growth. For the fiscal years ended June 30, 2019 and 2020, our total revenues
were $465.6 million and $567.2 million, respectively, representing a year-over-year growth rate of 22%. For
the fiscal years ended June 30, 2019 and 2020, our net income was $19.1 million and $25.8 million,
respectively, representing a year-over-year growth rate of 35.1%, while Adjusted EBITDA was

$51.7 million and $65.9 million, respectively, representing a year-over-year growth rate of 27.6%. Over the
same period, our net income margin expanded from 4.1% to 4.5% and Adjusted EBITDA margin expanded
from 11.1% to 11.7%. For the six months ended December 31, 2019 and 2020, our total revenues were
$269.9 and $309.9, respectively, representing a period-over-period growth rate of 14.8%. For the six months
ended December 31, 2019 and 2020, our net income was $5.8 million and $(40.2) million, respectively,
while Adjusted EBITDA was $25.4 million and $45.7 million, respectively, representing a period over
period growth rate of 80.1%. Over the same period, our net income margin changed from 2.1% to (13.0)%
and Adjusted EBITDA Margin expanded from 9.4% to 14.8%. See “—Summary Consolidated Financial
Data” for a reconciliation of Adjusted EBITDA to net income, the most directly comparable GAAP
measure, and the definitions of Adjusted EBITDA and Adjusted EBITDA margin. Our experience driving
profitable growth and expanding geographically underscores our confidence in our ability to successfully
execute on the growth opportunities ahead. We intend to substantially increase the number of centers we
operate in new and existing markets to bring our innovative care model to more frail, high-cost, dual-
eligible seniors and their families across the country.

InnovAge Growth Trajectory

(FYE 06/30) 2016 2017 2018 2019 2020 “16-'20 CAGR ; NT Pipeline*
Revenue 5234mm $273mm $319mm $466mm $567Tmm 25%

Centers 8 9 9 16 16 19% 7
Participants 3,100 3,700 4100 5,900 6,400 20%

States 3
5 h . 3 [ 3

Pipeline represents 2 canters opened after 08/30/20 and 5 additional centers that are in our pipeline for development over the next 24 months: FL market is expected 10 open in Q1 FY 2023 KY market is expacted to open in Q2 FY 2023

Industry challenges

Unsustainable and rising healthcare costs

Healthcare spending in the United States has grown at approximately 5% per year from 2013 to 2018, and in
2018 represented $3.6 trillion of annual spend, or 17.7% of U.S. GDP. The overall growth rate of healthcare
spending is expected to accelerate due to the aging population. Furthermore, the government’s share of total
healthcare spend through programs such as Medicare and Medicaid is expected to grow from
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approximately 37% today to more than 40% as early as 2025, indicating faster growth in government-
sponsored healthcare than the overall market.

Government healthcare spend is disproportionally concentrated in the dual-eligible population, who
typically suffer from multiple chronic conditions and require long-term services and supports. In 2018, dual-
eligible seniors represented 20% and 18% of the Medicare and Medicaid populations, respectively, but we
estimate that they accounted for 34% and 35% of spending, respectively, in these programs. Medicare and
Medicaid spend on average three times more per capita on a dual-eligible senior than a Medicare-only
senior. Improved care management of dual-eligible seniors is critical to reducing the rapid growth in
government healthcare spending in the United States.

Highly fragmented, uncoordinated healthcare system

The U.S. healthcare system is complex and highly fragmented, resulting in piecemeal care delivery across
different providers who each lack a complete picture of the patient. Furthermore, this dynamic often makes
the healthcare system difficult for patients to navigate. Primary, acute, behavioral and long-term care
providers need to work together to effectively manage a patient’s care, yet, today, they work in silos. This
lack of care coordination can result in missed or inaccurate diagnoses, gaps in care, unnecessary spend and
ultimately sub-optimal patient outcomes.

High-cost, dual-eligible seniors are at high risk of falling through the cracks of the U.S. healthcare system.
Few government-sponsored programs other than PACE bring together the Medicare and Medicaid benefit
for these individuals, creating further barriers to delivering coordinated care. Dual-eligible beneficiaries are
among the most medically complex, high-frequency users of healthcare services. The typical InnovAge
participant has, on average, nine chronic conditions and requires, on average, assistance with three or more
ADLs. A lack of coordination across providers can have severe consequences given the high occurrence of
chronic illnesses and other underlying health issues in this population.

Prevalence of wasteful spending and sub-optimal outcomes

A 2019 study, published in the Journal of the American Medical Association, estimated that approximately
25% of all annual healthcare spending is for unnecessary services, excessive administrative costs, fraud and
other inefficiencies creating waste. At current spending levels, this represents approximately $760 billion to
$935 billion of wasteful spending. Furthermore, CMS’s national healthcare expenditure data indicate that in
2018, approximately 8.4% of healthcare spending was for administrative activities and health insurance
expenditures, representing approximately $306 billion of healthcare spending that is not tied to the direct
provision of care.

In 2019, based on projections made by the Office of the Actuary of CMS, hospital care was estimated to be
the largest category of healthcare spending in the United States, representing 33% of the total spend. Proper
management of chronic conditions and targeted interventions to mitigate challenges presented by social
determinants of health can significantly reduce the incidence of acute episodes, which are the main driver of
emergency room visits and hospitalization among the dual-eligible senior population. Healthcare spending
on nursing care facilities and continuing care retirement communities reached approximately $175 billion in
2019, based on projections made by the Office of the Actuary of CMS. Similar to spend on hospitals and
other high-acuity care settings, we believe many of these dollars can ultimately be saved by providing
proactive treatment and investing in proper medical and social supports to enable frail seniors to live in their
homes and communities.

Despite high levels of spending, the U.S. healthcare system struggles to produce better health outcomes and
delivers low levels of patient and provider satisfaction. Life expectancy in the United States was 78.7 years
in 2018, compared to 82.4 years in comparable developed countries, and patient satisfaction with the
healthcare system is low.
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Payment structures are evolving to address healthcare issues

Policymakers and healthcare experts generally acknowledge that the fee-for-service model is not designed
to deliver on the “triple aim” of providing low-cost, high-quality care while improving the patient
experience. Historically, healthcare delivery was oriented around reactive care for acute events, which
resulted in the development of a fee-for-service payment model. By linking payments to the volume of
encounters and pricing for higher complexity interventions, the fee-for-service model does not incentivize
providers to practice preventative medicine or manage patients in lower cost settings. Rather, many
policymakers and healthcare experts believe it unintentionally creates the opposite result—acute, episodic
care delivered in high-cost settings that unnecessarily drive up the total cost of healthcare.

High-cost, dual-eligible seniors require proactive, coordinated care plans to address their medical acuity,
need for long term support and risks related to social determinants of health. Without personalized, patient-
centered care that removes barriers to treatment, high-cost, dual-eligible seniors would continue to over-
utilize healthcare in higher-cost settings, such as emergency rooms and nursing homes.

Government payors have responded by incentivizing a transition to value-based reimbursement models for
dual-eligible seniors. A recent example of this has been the growth of the PACE program.

PACE is a government-sponsored, provider-led managed care program focused on enabling frail dual-
eligible seniors who qualify to live in a nursing home to age independently in their homes. PACE providers
receive a monthly risk-adjusted payment for each participant (PMPM) directly from Medicare and Medicaid
to manage the totality of medical care an enrolled participant needs. Fully capitated models, such as PACE,
incentivize organizations to better manage chronic conditions to avoid high-cost acute episodes and to
invest in services that fall outside the scope of a fee-for-service model. These services, such as care
coordination and ancillary support to remove barriers created by social determinants of health, can have a
significant impact on a participant’s overall health.

InnovAge manages participants that are, on average, more complex and medically fragile than other
Medicare-eligible patients, including those in Medicare Advantage (“MA”) programs. As a result, we
receive larger payments for our participants compared to MA participants. This is driven by two factors:

(1) we manage a higher acuity population, with an average RAF score of 2.53 compared to an average RAF
score of 1.08 for Medicare fee-for-service non-dual enrollees; and (2) we manage Medicaid spend in
addition to Medicare. Our comprehensive care model and globally capitated payments are designed to cover
participants from enrollment until the end of life, including coverage for participants requiring hospice and
palliative care.

The successful clinical approaches of PACE helped inform certain aspects of the Center for Medicare and
Medicaid Innovation’s recently announced Direct Contracting Program set to begin in 2021. The Direct
Contracting Program aims to create value-based payment arrangements directly with provider groups for
their current Medicare fee-for-service patients. By transitioning from fee-for-service arrangements to value-
based payments, CMS expects healthcare providers will be financially incentivized to simultaneously
improve quality while lowering the cost of care and focusing on patient experience, as is done in PACE
today.

Legacy healthcare delivery infrastructure has been slow to transition from fee-for-service to value-based
care models

In order for the shift to value-based payment models to drive meaningful results, we believe there must be a
corresponding shift in care delivery models. While there has been significant investment by providers,
payors and technology companies in developing solutions to enable higher-quality and lower-cost care, the
healthcare industry is still heavily reliant on fee-for-service reimbursement models.

The novel coronavirus disease (“COVID-19") pandemic has amplified several flaws in the current legacy

healthcare delivery system. Traditional healthcare providers have faced dwindling fee-for-service visits in
light of stay-at-home orders, government restrictions and general patient fear of medical settings. This has
not only reduced revenues for traditional providers, but has strained their ability to provide necessary care
for
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their patients. Patients with chronic conditions in the fee-for-service system have found themselves unable
to access care because the broader healthcare system could not rapidly shift services from institutions to
home-based environments. Patients in long-term care facilities, such as nursing homes, have found
themselves in an even worse position. The highly contagious nature of the virus that causes COVID-19
combined with the higher mortality rate in frail seniors created devastating conditions that led to many
avoidable deaths. As of December 4, 2020, 5% of all U.S. COVID-19 cases could be linked to long-term
care facilities, according to The New York Times, but those cases translated into 38% of all U.S. COVID-
19-related deaths.

Providers that operate comprehensive value-based models, like us, were better positioned to quickly pivot
their care delivery approach to safely treat patients in virtual and home-based settings without losing any

revenue. We believe the COVID-19 pandemic has further highlighted the need for integrated, multimodal
value-based care delivery models.

Our market opportunity

We have designed the InnovAge Platform to bring high-touch, comprehensive, value-based care to frail,
high-cost, dual-eligible seniors, who are among the most medically complex patients in the U.S. healthcare
system. We are one of the largest healthcare platforms focused on frail, dual-eligible seniors, and we serve
participants primarily through PACE. We have built the largest PACE-focused operation in the country
based on number of participants; we are twice the size of our closest PACE-focused competitor, more than
30 times larger than the typical PACE operator and the only for-profit PACE operator with a footprint in
three or more states. Given our scale and track record of success across geographies, we believe we are
well-positioned to capitalize on a significant market opportunity to provide care to frail, high-cost, dual-
eligible seniors.

Our care model targets the most complex, frail subset of the dual-eligible senior population. Our target
market is estimated at approximately 2.2 million, representing seniors who we believe are dually eligible for
Medicare and Medicaid and meet the nursing home eligibility criteria for PACE. We prioritize high-density
urban and suburban areas, where there are sizable numbers of frail dual-eligible seniors who would benefit
most from our program. We leverage the InnovAge Platform to provide comprehensive, coordinated
healthcare to enable our frail, nursing home-eligible seniors to live independently in their homes and
communities. According to a 2011 study by the National Conference of State Legislatures and the AARP
Public Policy Institute, 90% of people over age 65 want to stay in their home for as long as possible, and the
InnovAge Platform empowers seniors to age independently in their own homes, on their own terms, for as
long as possible.

Based on our experience and industry knowledge, we estimate an average annual revenue opportunity of
$90,000 per participant ($7,500 PMPM). Based on our estimated market of approximately 2.2 million PACE
eligibles in the United States, we estimate that our annual total addressable market is approximately

$200 billion. Of these estimated PACE eligibles, only approximately 55,000 are enrolled in a PACE
program, based on a November 2020 report from the National PACE Association. Historically, most of our
participants received healthcare under fee-for-service Medicare and Medicaid prior to enrolling in our
model. Over the next eight years, the National PACE Association is targeting a PACE enrollment increase at
a CAGR of approximately 17%. As a result, we believe we have a substantial runway for growth by
bringing our comprehensive value-based model of care to more frail, dual-eligible seniors across the
country.

In addition to the sizable whitespace opportunity for growth in our market, a 2020 study conducted by The
Commonwealth Fund found that the PACE model could effectively serve other high-cost, high-need
populations, such as young adults with developmental or physical disabilities and adults with behavioral
health conditions.

The InnovAge Platform:
Improving outcomes and reducing costs for high-cost, dual-eligible seniors

Our patient-centered approach is tailored to address the complex medical and social needs of our frail dual-
eligible senior population. We leverage the InnovAge Platform to deliver comprehensive, highly
coordinated
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healthcare to our participants. The InnovAge Platform consists of (1) our interdisciplinary care teams and
(2) our community-based care delivery model.

Our interdisciplinary care teams

The IDT structure is core to our clinical model. Our IDTs design, manage and coordinate all aspects of each
participant’s unique care plan and function as the core group of care providers to our participants.
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Our IDT structure is designed to enhance access to care for our participants and eliminate information silos
and gaps in care that frequently occur in a fee-for-service model. We are responsible for all of our
participants’ medical care, and we coordinate care delivery across multiple settings. We deliver
individualized care for each participant that addresses his or her specific medical conditions and social
determinants of health. We deliver or manage primary and specialist care, in-home care, hospital visits,
nutrition, transportation to our care centers and to other medical appointments, pharmacy and behavioral
health. We leverage a technology suite, which we believe is powered by industry-leading clinical and
operational information technology solutions to collect and analyze data, streamline IDT workflows and
empower our teams with timely participant insights that improve outcomes.

Each IDT convenes, at a minimum, experts across at least 11 disciplines to collectively manage the complex
care needs of each participant. The IDTs meet multiple times per week to discuss each participant’s care
plan and closely monitor key clinical metrics to ensure each participant receives optimal treatment based on
his or her current conditions.

Our community-based care delivery model

Our high-touch model delivers care across a continuum of community-based settings. Our multimodal
approach leverages (1) the care center, (2) the home and (3) virtual care capabilities to deliver
comprehensive care to our participants. Our capitated payment model gives us the flexibility to invest in
care coordination, transportation and other services to mitigate challenges presented by participants’ social
determinants of health, regardless of what is traditionally covered by insurance. As a result, our capabilities
are not limited to what we are able to offer inside of our centers.

Our community-based care centers. Our purpose-built community-based care centers are designed for the
specific needs of our target population and serve as a medical and social hub for our participants. Our
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participants often spend the full day in these centers receiving medical treatment, meals and physical
therapy and socializing with peers. Our care centers are larger than those of most other comparable care
organizations and include dedicated spaces for medical care, physical therapy, behavioral health and
dentistry, in addition to day-rooms and dining spaces for socialization among our participants. We
incorporate population-specific design elements, such as grab bars and rounded hallways, to accommodate
the frailty and the prevalence of dementia among our participant population. The size and design of our
centers enable us to deliver a significant portion of our participants’ care in one location, simplifying the
healthcare experience for participants and their families.

Our in-home care capabilities. Our in-home care capabilities enable our participants to live safely in their
homes and avoid nursing homes to the extent safely possible. We directly deliver or manage all skilled and
unskilled care a participant may require to live independently at home. Additionally, we have dedicated
strategic partnerships with “hospital-at-home” providers to deliver acute care in-home when appropriate. In
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addition, we manage transportation not only to our centers but also to all third-party medical appointments.
During the year prior to the COVID-19 pandemic, through February 29, 2020, in an average month, we
provided over 61,000 one-way trips. Our capitated payment model gives us the flexibility to invest in home
modifications, such as grab bars and shower chairs, to reduce falls and make the home safer for our seniors.
We believe our presence in our participants’ homes gives us real-time insight into our participants’ health
and enables us to positively influence many environmentally-driven social determinants of health.

Our virtual care capabilities. Our virtual care capabilities give us the flexibility to deliver medical care
and social services virtually when appropriate. Our physicians are equipped with several telehealth
platforms to provide virtual care and utilize the option best suited for each individual participant’s
preferences and needs. Our aim is to make virtual care access simple and convenient for our participants. In
situations where a participant lacks access to a device or is unable to use telehealth technology on their own,
we provide them with a device or dispatch a team member to their home to assist.

During the COVID-19 pandemic, we developed our telehealth capabilities to conduct more than 12,000
remote provider appointments, more than 62,500 telehealth visits, and more than 203,000 wellness phone
calls as of November 22, 2020. The COVID-19 pandemic has highlighted the strength and adaptability of
the InnovAge Platform and our community-based care delivery model. Though the COVID-19 pandemic
has altered the mix of settings where we deliver care, our multimodal approach ensures our participants
continue to receive the care they need.

Addressing social determinants of health. We believe a key element of the success of our care delivery
model is the provision of services that mitigate challenges presented by participants’ social determinants of
health. According to America’s Health Insurance Plans (“AHIP”), social determinants of health are
responsible for more than 70% of a person’s health. We designed our care delivery model to address the
following areas:

* Economic stability

* Transportation

* Physical environment

* Community and social context
» Food and nutrition

* Health literacy

* Fitness

Our technology suite

Our technology suite supports our ability to deliver consistent, high-quality care to our participants at scale.
Our fully capitated care model is operationally complex; it requires coordination among dozens of different
providers per participant, real-time integration of clinical data from disparate sources and predictive
analytics to enable effective interventions. We license a suite of third-party clinical technologies that we use
to create a comprehensive view of our participants’ health, empowering our IDTs to make optimal care
decisions. We leverage what we believe to be industry-leading reporting and predictive analytics solutions
to collect and analyze data, stratify our population and uncover actionable participant insights.

Our impact

Our care model has consistently demonstrated sound quality outcomes, consistent financial returns and high
participant satisfaction scores.

» Improving clinical outcomes and reducing unnecessary utilization. Our care model is designed to
proactively manage chronic conditions, which reduces unnecessary acute episodes, and to treat
participants in the most appropriate care setting. We estimate that across our mature markets, our
participants on average have 16% fewer hospital admissions and 73% fewer low- to medium-severity
emergency room visits relative to a comparable Medicare fee-for-service population with similar risk
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scores for which data is available. In addition, our participants have a 25% lower 30-day hospital
readmission rate compared to a frail, dual-eligible or disabled waiver population from 2016 to 2019.

* Reduction in cost. The InnovAge Platform consistently lowers healthcare costs for the government,
as described below:

* Medicaid: The capitation rates paid by Medicaid are designed to result in cost savings relative to
expenditures that would otherwise be paid for a comparable nursing facility-eligible population
not enrolled under the PACE program. On average, costs under the PACE program are estimated
to be 13% lower than for a comparable dual-eligible population aged 65 and older under
Medicaid.

Medicare: We estimate that our program costs are approximately 8% lower on a weighted
average basis than costs for comparable fee-for-service Medicare beneficiaries.

Families and individuals: The majority of our participants and their families pay little to no out-
of-pocket costs for our care.

* Increased longevity. Our participants live, on average, 1.5 years longer than comparable populations
who choose nursing home care.

* Participant satisfaction. Our participants are highly satisfied with our service. Our participant
satisfaction, based on a survey of a random sample of participants and administered by an
independent third party as of June 30, 2020, was 89%.

Our track record of profitable growth

We have a record of driving profitable growth and achieving compelling unit economics. For the fiscal year
ended June 30, 2020 and the six months ended December 31, 2020, our consolidated Center-level
Contribution Margin, expressed as a percentage of revenue, was 24.9% and 27.3%, respectively, and all of
our centers had a positive Center-level Contribution Margin (other than our expansion center in
Pennsylvania, which opened in November 2020). Our mature de novo centers opened in the last six years
have generated positive Center-level Contribution Margins in fewer than 12 months of operation.

We believe our track record of successfully operating across different markets gives us an advantage when
opening centers in existing and new geographies. We aim to grow the InnovAge Platform to positively
impact the lives of more frail, dual-eligible seniors and drive long-term value for our key stakeholders:
participants and their families, government payors and providers.

Our value proposition

We believe that the InnovAge Platform has enabled us to create a healthcare model where all constituencies
involved, including participants, their families, providers and government payors, have the ability to “Win.”
Therefore, we “Win” through a virtuous cycle that promotes growth and drives our financial results.

Our participants “Win” by enjoying a better patient experience, improved health outcomes and remaining
in their homes and commupnities for longer

We leverage our differentiated care delivery model to improve the health of our participants and help them
avoid unnecessary hospitalizations and nursing home care. We enable our participants to remain in their
homes and age independently. As a result, over 90% of our participants live in their preferred setting: their
home or community. Our care model also delivers superior clinical outcomes: our participants have fewer
hospital admissions, fewer low- to medium-severity emergency room visits and lower 30-day hospital
readmission rates. Our participants live, on average, 1.5 years longer than comparable populations who
choose nursing home care, based on the HHS report dated June 27, 2017. Our care model is not “one size
fits all,” it is customized to the unique needs of each participant. This approach leads to high levels of
participant satisfaction with our program.
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Families “Win” as we reduce their caregiving burden and provide “peace of mind”

We significantly reduce the caregiving burden on the families of our participants. Our model handles all
transportation to and from medical appointments and center visits, helps participants with ADLs, and
creates social outlets for participants to reduce isolation. Most importantly, we believe we offer “peace of
mind” to our participants’ families who know their loved one’s complex needs are cared for. “Friends and
family” of participants remain one of our largest referral sources for recruiting new participants.

Our providers “Win” as they are able to focus on improving the lives of their patients

We enable our providers to focus on taking care of patients by providing them with meaningful clinical and
administrative support. We remove the pressure of trying to optimize visit volume by rewarding quality, not
quantity, of care. We estimate that our providers (1) have a smaller number of participants to care for and
spend more time with each participant than providers in similar care organizations, and (2) benefit from the
support of a multidisciplinary team.

Government payors “Win” through fiscal certainty and lower costs

We provide fiscal certainty through our capitated payment arrangements and reduce the cost of both medical
and long-term support and services for high-cost, dual-eligible seniors. Costs under the PACE program are
estimated to be 13% lower on average than for a comparable dual-eligible population aged 65 and older
under Medicaid, based on an analysis of available data by the National PACE Association as of November
2020, and our costs are estimated to be approximately 8% lower on a weighted average basis than costs for
comparable fee-for-service Medicare beneficiaries, based on our analysis of the most recent Dartmouth
Atlas data from 2017.

Our competitive advantages

We are the leading healthcare delivery platform by number of participants focused on providing all-
inclusive, capitated care to high-cost, dual-eligible seniors. We are twice the size of our closest PACE-
focused competitor and more than 30 times larger than the typical PACE operator. Our size and scale confer
significant competitive advantages that further differentiate us in the marketplace.

Visionary leadership team with mission-focused culture

The members of our world-class senior leadership team, led by our President and Chief Executive Officer,
Maureen Hewitt, have an average of 20 years of healthcare experience. Together, they have built one of the
best run businesses in the healthcare provider industry. In 2016, Ms. Hewitt had the vision to convert
InnovAge from a not-for-profit entity to a for-profit entity. This conversion allowed us to increase our
agility in the marketplace and access the required capital to grow our footprint nationally and reach more
participants. Since the for-profit conversion, the number of participants under our care grew 106.0% from
the fiscal year ended June 30, 2016 to the fiscal year ended June 30, 2020. In the same period, our total
revenues grew 143%, reflecting a 25% CAGR, and our revenue grew organically at a 16% CAGR, which
excludes contribution from acquired centers.

Ms. Hewitt and the senior leadership team’s commitment have fostered a mission-focused, participant-
centered culture that drives our leading performance in managing frail dual-eligible seniors. Our team is
diverse and purpose-built to represent the communities we serve. Additionally, the majority of our senior
leaders have had direct experience as a primary caregiver for a loved one. Our senior leadership team’s
firsthand experiences providing care for elderly family members drives a dedicated commitment to our
mission.

Our robust operating platform

We have standardized and streamlined our operations across markets and have invested meaningfully in the
corporate infrastructure needed to drive participant satisfaction, manage healthcare costs and improve
clinical outcomes at scale. Because of our scale, we have been able to invest in dedicated, well-staffed
teams

12



TABLE OF CONTENTS

for all of our corporate and market-level functions. As a result, our physicians can focus on providing care
and are not as burdened with additional administrative demands. Our scale also enables us to make large,
organization-wide investments in sales and marketing, technology and clinical infrastructure. We leverage
established technology solutions to drive improvements in our operations. We have developed robust
internal marketing and referral source development capabilities, including significant investments in digital
marketing. Our regulatory expertise and de novo development engine differentiate us from other providers.
Importantly, we have a robust compliance infrastructure and team. These platform advantages, coupled with
our mission-focused culture, give us confidence in our ability to drive growth and bring our patient-centered
care model to more frail, dual-eligible seniors.

Our ability to recruit and retain participants

Our ability to recruit and retain participants has resulted in 12% annual, organic census growth over the last
four years. Despite our high levels of participant satisfaction, awareness of the PACE model among
potential participants and their families has historically remained low. We estimate that approximately 3%
of patients who are PACE-eligible are currently enrolled in a PACE program. Our scale enables us to invest
in targeted sales and marketing capabilities to improve awareness of our program among potential eligible
participants, which accelerates census growth. We take a multichannel approach to sales and marketing,
relying on a mix of traditional provider referral sources in the community as well as leveraging targeted
digital marketing. We have realigned our marketing strategy to focus more on digital channels during the
COVID-19 pandemic and to reach those searching for senior care alternatives. For example, we increased
the mix of marketing dollars spent on search engine advertising from 5% to 17% of our total media budget,
helping to drive 145% year-over-year web traffic growth and over 20% year-over-year referral growth from
this channel (each with respect to July through November 2020 as compared to the same period in 2019).
We are proud of the fact that the friends and family of our participants remain one of our largest referral
sources. We believe our average referral conversion rate of 38.5% across all referral sources is a testament
to the value and attractiveness of our model. We experience very low levels of voluntary disenrollment,
averaging 5% annually over the last two fiscal years, suggesting participants are highly satisfied with their
care.

We have a diverse mix of referral sources as presented in the chart below, with an average referral
conversion rate, as of September 30, 2020, of approximately 40% across all channels.
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Access to capital

Although most companies in the broader managed healthcare industry operate as for-profit entities, the vast
majority of our direct competitors are not-for-profit entities, which we believe limits their ability to access
capital. Federal restrictions on for-profit PACE providers existed until 2015. We remain one of only five for-
profit PACE providers in the country and are the largest multistate PACE-focused operator by number of
participants. We are an early adopter of the for-profit PACE structure in a market with limited precedents.
As
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a result, we have devoted resources to engaging with our non-profit community partners, some of which are
unaccustomed to working with for-profit organizations, to familiarize them with our business model.

As part of our growth-oriented mindset, we have strategically deployed our capital to achieve scale and
make the PACE care delivery model accessible to more frail, dual-eligible seniors. As a result, we have
attracted private investments from leading financial institutions and, upon completion of this offering, we
expect we will be the largest publicly traded healthcare provider focused on serving frail, dual-eligible
seniors. We believe our ability to attract investors and access capital will accelerate our growth plans and
provides flexibility to simultaneously invest in sales and marketing efforts, de novo centers and strategic
acquisitions, all of which will further solidify our leadership position in a fragmented, growing market.

We have a first mover advantage in an industry with high barriers to entry

Our industry has high barriers to entry driven by regulatory complexity, operating model complexity and to
the cost associated with opening new locations. Furthermore, state and federal governments typically
restrict the number of providers who can operate in a designated market service area, often allowing only a
single provider per metropolitan statistical area (“MSA”). We believe this dynamic creates significant first-
mover advantages in new markets and ample runway for future growth. We have invested significant time
and resources in partnering with state and federal governments to launch operations in new MSAs. We
believe that each new program we build reinforces our competitive position.

We are built to scale nationally

We have proven our ability to execute our model in multiple geographies, as evidenced by the strength of
our center-level performance across markets. In all of our markets, our mature de novo centers opened in the
last six years generated positive Center-level Contribution Margins in fewer than 12 months of operation.
This consistent performance highlights the predictability of our model and gives us the conviction to
continue investing in building centers, hiring top-tier talent and attracting participants in new markets in
order to drive long-term value creation.

We are one of the few providers operating a globally capitated care model. We have a long track record of
successfully managing medical risk, driven by the strength of our operational playbook as well as our risk
pool, which is more diversified than other PACE organizations. We believe that we have created a
repeatable, data-driven playbook to expand our brand and operations across the United States, and we have
made substantial investments to support each key component of our approach. The fundamental aspects of
our expansion playbook include deep regulatory knowledge, a disciplined approach to site selection, a
targeted sales and marketing approach, a concerted effort to recruit and develop talent, scalable underlying
clinical technology and an efficient, uniform operating model.

We have invested in multimodal care delivery capabilities

The COVID-19 pandemic has highlighted the advantages of our multimodal care delivery capabilities. The
COVID-19 pandemic has disrupted traditional channels of care delivery and created barriers to accessing
care for many dual-eligible seniors. Our investment in in-home and virtual care capabilities outside of the
four walls of our care centers has enabled us to execute on each participant’s care plan without disruption.
We believe the adaptability of our model and our ability to effectively engage our participants in numerous
ways, without negatively impacting our capitated revenue, differentiates us from other care providers.

Our growth strategy
Increase participant enrollment and capacity within existing centers
* We have driven 12% annual, organic census growth over the last four years.

* For the fiscal year ended June 30, 2020, our participant census was approximately 6,400 across our 16
centers in five states.
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* Inclusive of two additional centers opened after June 30, 2020 and our in-progress and potential
center expansion efforts, our centers are expected to have an average maximum capacity of 800
participants and are expected to be able to serve a total of approximately 14,500 participants, which
we believe leaves ample runway to increase the number of participants we serve within our current
footprint.

Build de novo centers

* We have a successful track record of building de novo centers and have five new opportunities in our
pipeline for development in the next 24 months, including three in two new states.

* Given that our mature de novo centers opened in the last six years, on average, (1) required
approximately $10 million to $20 million of upfront capital to build with less than 12 months to
generate positive Center-level Contribution Margin, and (2) generate approximately $10 million to
$20 million of annual Center-level Contribution Margin, we believe de novo centers generate
compelling long-term unit economics and robust internal rates of return.

* We have demonstrated the portability of our platform across different geographies and have a
prioritized list of target markets that we believe are optimal environments to launch the InnovAge
Platform.

* Our approach to de novo developments includes building centers to our experience-based
specifications, with flexibility for future center expansion factored into the blueprints where possible.

Execute tuck-in acquisitions

* We believe we are the logical acquiror in a fragmented market made up of mostly small local
operators.

 Over the past two fiscal years, we have acquired and integrated three PACE organizations, expanding
into one new state and four new markets through those acquisitions.

* By bringing acquired organizations under the InnovAge Platform, we are able to realize significant
revenue growth and improve operational efficiency and care delivery post-integration.

* We believe there is a robust landscape of potential tuck-in acquisitions to supplement our organic
growth, and that our known track record for improving and integrating acquired businesses while
continuing to prioritize patient care positions us as the acquirer of choice in this market.

Reinvest in the InnovAge Platform to optimize performance

» We believe that our ongoing investment in the InnovAge Platform drives greater efficiency across our
business, creating a virtuous cycle that allows us to continue growing.

* We plan to continually invest in technology improvements and seek to unlock new insights through
enhanced data analytics capabilities that will advance our care model.

* We believe our investments will ultimately result in better health outcomes and lower medical costs
for participants. As we continue to reduce medical costs, we expect to generate incremental savings
that can be reinvested to support continuous improvement of the InnovAge Platform.

Impact of COVID-19

The rapid spread of COVID-19 around the world and throughout the United States has altered the behavior
of businesses and people, with significant negative effects on federal, state and local economies, the
duration of which is unknown at this time. The virus disproportionately impacts older adults, especially
those with chronic illnesses, which describes our participants. To date, we have experienced or expect to
experience the following impacts on our business model due to COVID-19.

Care Model. Though the COVID-19 pandemic has altered the mix of settings where we deliver care, our
multimodal model has ensured our participants continue to receive the care they need. As a result of the
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COVID-19 pandemic, we have transitioned much of our care to in-home and telehealth services, while
increasing participant visit volume and maintaining continuity of care. In addition to increased telehealth
and in-home care, we repurposed our existing infrastructure and workforce to support care delivery during
the COVID-19 pandemic. As an example, we leveraged our transportation infrastructure that normally
drives participants to the centers to instead deliver food to participants in their homes, making over 117,000
deliveries since our centers were closed in March 2020.

Growth. At the end of March 2020, we pivoted to a virtual enrollment model due to safety concerns for our
employees and participants and to comply with local government ordinances. We have realigned our
marketing strategy to focus more on digital channels during the COVID-19 pandemic and to reach those
searching for senior care alternatives.

Revenue. Our revenue is capitated and not determined by the number of times we interact with our
participants face-to-face. As of June 30, 2020, we had not experienced a decline in revenue as a result of the
COVID-19 pandemic.

Expenses. We experienced higher center level contribution margins during the COVID-19 pandemic as a
result of lower center-level cost of care. While we retained and, in many cases, repurposed our center-based
staff to deliver care to participants in-home and via telemedicine as a result of the pandemic, the closure of
our centers resulted in reduced transportation and facility operating costs. We did not experience material
changes in our aggregate external provider costs as a result of the nondeferrable nature of most of our
participants’ third-party medical needs.

For more detail on the impact of the COVID-19 pandemic on our business, see the sections entitled “Risk
Factors” and “Management’s Discussion and Analysis of Financial Condition and Results of Operations—
Impact of COVID-19.”

Summary of risks related to our business, regulation, our indebtedness, our common
stock and this offering

There are a number of risks related to our business, regulation, our indebtedness, this offering and our
common stock that you should consider before you decide to participate in this offering. You should
carefully consider all the information presented in the section entitled “Risk Factors” in this prospectus.
Some of the principal risks related to our business include the following:

* Under our PACE contracts, we assume all of the risk that the cost of providing services will exceed our
compensation. Approximately 99.2% and 99.5% of our revenue for the years ended June 30, 2019
and 2020, respectively, and approximately 99.5% of our revenue for the six months ended
December 31, 2019 and 2020 is derived from capitation agreements with government payors in which
we receive fixed PMPM fees. To the extent that our participants require more care than is anticipated
and/or the cost of care increases, aggregate fixed capitation payments, may be insufficient to cover the
costs associated with treatment. If, in aggregate, our expenses exceed the underlying capitation
payment received, we will not be able to fund operations and pursue acquisitions.

* Our revenues and operations are dependent upon a limited number of government payors, particularly
Medicare and Medicaid. When aggregating the revenue associated with Medicare and Medicaid by
state, Colorado, California and Virginia accounted for a total of approximately 81.5% and 81.8% of
our capitation revenue for the year ended June 30, 2020 and the six months ended December 31,
2020, respectively. A majority of our revenues will continue to be derived from a limited number of
key government payors, which may terminate their contracts with us upon the occurrence of certain
events. The sudden loss of any of our government contracts or the renegotiation of any of our
contracts could adversely affect our operating results and limit our ability to expand into new markets.

* Reductions in PACE reimbursement rates or changes in the rules governing PACE programs could have
a material adverse effect on our financial condition and results of operations. We receive a substantial
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portion of our revenue through the PACE program, which accounted for 99.2% and 99.5% of our
revenue for the years ended June 30, 2019 and 2020, respectively, and for 99.5% of our revenue for
the six months ended December 31, 2019 and 2020. As a result, our operations are dependent on
government funding levels for PACE programs. Any changes that limit or reduce general PACE rates
could have a material adverse effect on our business, results of operations, financial condition and
cash flows, restrict our ability to continue providing high quality care to our participants and limit our
opportunities for growth.

Our records and submissions to government payors may contain inaccurate or unsupportable
information regarding risk adjustment scores of participants, which could cause us to overstate or
understate our revenue and subject us to payment obligations or penalties. The submission of
erroneous data could result in inaccurate revenue and risk adjustment payments, which may be subject
to correction or retroactive adjustment in later periods. CMS may audit PACE organizations’ risk
adjustment data submissions. We could be required to refund a portion of the revenue that we
received, which refund, depending on its magnitude, could have a material adverse effect on our
business, results of operations, financial condition and cash flows. Moreover, substantial changes in
the risk adjustment mechanism, including changes that result from enforcement or audit actions, could
materially affect our capitated reimbursement.

Non-renewal or termination of capitation agreements with government payors could have a material
adverse effect on our business, results of operations, financial condition and cash flows. If we enter into
capitation contracts with unfavorable economic terms, or a capitation contract is adjusted to include
unfavorable terms, we could suffer losses with respect to such contract. In addition, some states in
which we operate undergo periodic reconciliations with respect to enrollments that present a risk to
our business, results of operations, financial condition and cash flows.

If we fail to adhere to all of the complex government laws and regulations that apply to our business, we
could suffer severe consequences that could have a material adverse effect on our business, results of
operations, financial condition, cash flows, reputation and stock price. Our operations are subject to
extensive federal, state and local government laws and regulations. The various laws and regulations
that apply to our operations are often subject to varying interpretations and additional laws and
regulations potentially affecting providers continue to be promulgated that may impact us. A violation
or departure from any of the legal requirements implicated by our business may result in, among other
things, government audits, decreased payment rates, significant fines and penalties, the potential loss
of certification, recoupment efforts or retractions of reimbursement previously paid, voluntary
repayments, exclusion from governmental healthcare programs, written warnings, corrective action
plans, monitoring, reputational harm, suspension of new enrollment or the restriction of current
enrollment, the withholding of payments under the PACE program agreement, and termination of the
PACE program agreement, each of which could have a material adverse effect on our results of
operations and our ability to grow our business.

Our existing indebtedness could adversely affect our business and growth prospects. As of

December 31, 2020, we had $299.3 million outstanding under the Term Loan Facility and none
outstanding under the Revolving Credit Facility (each as defined herein). As discussed under the
section entitled “Recent developments — Entry into new credit facilities,” we expect to repay and
terminate our existing Term Loan Facility and Revolving Credit Facility and replace them with the
New Credit Facilities (defined herein). Our indebtedness may (1) limit funds otherwise available for
financing our capital expenditures and pursuing our growth strategies by requiring us to dedicate a
portion of our cash flows from operations to the repayment of debt and the interest on this debt, and
(2) increase our vulnerability to rising interest rates. Our level of indebtedness may place us at a
competitive disadvantage to our competitors that are not as highly leveraged. If we cannot generate
sufficient cash flow from operations to service our debt, we may need to refinance our debt, dispose
of assets or issue equity to obtain necessary funds.
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* We may not be able to generate sufficient cash flow to service all of our indebtedness, and may be forced
to take other actions to satisfy our obligations under such indebtedness, which may not be
successful. Our ability to make scheduled payments or to refinance outstanding debt obligations
depends on our financial and operating performance, which will be affected by prevailing economic,
industry and competitive conditions and by financial, business and other factors beyond our control.
Any failure to make payments of interest and principal on our outstanding indebtedness on a timely
basis would likely result in penalties or defaults, which would adversely impact our ability to incur
additional indebtedness to fund our operating results or to support our growth strategies.

Our Sponsors control us, and their interests may conflict with ours or yours in the future. Immediately
after this offering, our Sponsors will beneficially own approximately 87% of our common stock, or
86% if the underwriters’ exercise in full their option to purchase additional shares, which means that,
based on their combined percentage voting power held after the offering, the Sponsors together will
control the vote of all matters submitted to a vote of our shareholders, which will enable them to
control the election of the members of the Company board of directors (the “Board”) and all other
corporate decisions. Accordingly, for such period of time, the Sponsors will have significant influence
with respect to our management, business plans and policies, including the appointment and removal
of our officers, decisions on whether to raise future capital and amending our charter and bylaws,
which govern the rights attached to our common stock.

An active, liquid trading market for our common stock may not develop, which may limit your ability to
sell your shares. The initial public offering price will be determined by negotiations between us and
the underwriters and may not be indicative of market prices of our common stock that will prevail in
the open market after the offering. The failure of an active and liquid trading market to develop and
continue would likely have a material adverse effect on the value of our common stock, which may
impair our ability to raise capital to pursue our growth strategies, to continue to fund operations and
to pursue acquisitions using our shares as consideration.

These and other risks are more fully described in the section entitled “Risk Factors” in this prospectus. If
any of these risks actually occurs, our business, financial condition, results of operations, cash flows and
prospects could be materially and adversely affected. As a result, you could lose all or part of your
investment in our common stock.

Recent developments

Entry into new credit facilities

We anticipate entering into a new $75.0 million 5-year term loan (the “New Term Loan Facility”) and
$100.0 million 5-year revolving credit facility (the “New Revolver” and together with the New Term Loan
Facility, the “New Credit Facilities”). Interest on our New Term Loan Facility and borrowings under our
New Revolver are each expected to bear interest at a rate of LIBOR (or a similar index for foreign currency
borrowings) plus a margin that ranges from 175 basis points to 200 basis points, with a LIBOR floor of 0%.
Together with proceeds from this offering and borrowings under the New Term Loan Facility, we expect to
repay all outstanding indebtedness under our existing Term Loan Facility and terminate the existing Credit
Agreement. We expect to enter into the New Credit Facilities shortly after the closing of this offering;
however, there can be no assurance that we will be able to enter into the New Credit Facilities on the terms
described herein or at all. The closing of this offering is not contingent upon the effectiveness of the New
Credit Facilities; however, entry into the New Credit Facilities is conditioned on the consummation of this
offering. For more information relating to the New Credit Facilities, see the section entitled “Description of
certain indebtedness.”

Sacramento Warrant

On February 9, 2021, we entered into an amendment to our warrant agreement, dated as of March 18, 2019
(as amended, the “Sacramento Warrant”), pursuant to which our joint venture partner has the right to
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purchase up to $15.0 million of our common stock at an exercise price equal to the initial public offering
price. The warrant is exercisable for one year beginning on the date of the consummation of this offering.
Assuming an initial public offering price of $18.00, which is the midpoint of the estimated price range set
forth on the cover page of this prospectus, the Sacramento Warrant would be exercisable for 833,333 shares
of our common stock. Please read “Related Party Transactions—Innovage Sacramento management service
agreement and warrant agreement.”

Our Sponsors

We have a valuable relationship with our Sponsors, Apax and WCAS, which initially invested in the
Company in 2020 and 2016, respectively. Immediately following this offering, our Sponsors will
beneficially own approximately 87% of our common stock (or 86% of our outstanding common stock if the
underwriters’ option to purchase additional shares is exercised in full). We will enter into a Director
Nomination Agreement with the Sponsors that provides the Sponsors the right to designate: (i) all of the
nominees for election to our Board for so long as the Sponsors collectively beneficially own at least 40% of
the total number of shares of the Company's common stock collectively beneficially owned by the Sponsors
upon completion of this offering (and the exercise of any option of the underwriters to purchase additional
shares), as adjusted for any reorganization, recapitalization, stock dividend, stock split, reverse stock split or
similar changes in the Company’s capitalization (the “Original Amount”); (ii) 40% of the nominees for
election to our Board for so long as the Sponsors collectively beneficially own less than 40% but at least
30% of the Original Amount; (iii) 30% of the nominees for election to our Board for so long as the Sponsors
collectively beneficially own less than 30% but at least 20% of the Original Amount; (iv) 20% of the
nominees for election to our board for so long as the Sponsors collectively beneficially own less than 20%
but at least 10% of the Original Amount; and (v) one of the nominees for election to our Board for so long
as the Sponsors collectively beneficially own at least 5% of the Original Amount, which could result in
representation on our Board that is disproportionate to our Sponsors’ beneficial ownership. If the investment
vehicle through which the Sponsors hold their investment is dissolved after this offering, then each of Apax
and WCAS will be permitted to nominate (i) up to three directors so long as it owns at least 25% of the
Original Amount, (ii) up to two directors so long as it owns at least 15% of the Original Amount and

(iii) one director so long as it owns at least 5% of the Original Amount, which could result in representation
on our Board that is disproportionate to each of our Sponsors’ beneficial ownership. See “Certain
Relationships and Related Party Transactions—Related Party Transactions—Director Nomination
Agreement.”

Apax Partners

Apax is a leading global private equity advisory firm. For more than four decades, Apax has built specialist
expertise across four industry sectors: Tech, Services, Healthcare and Internet/Consumer. To date, Apax has
raised and advised funds with aggregate commitments of more than $60 billion.

The Apax funds have a strong track record of investing in the healthcare sector, having committed

7.6 billion euro of equity and completed approximately 90 investments across multiple geographies,
including the U.S., Europe and Asia. Apax is able to draw on its decades of investment experience and
global reach to identify attractive opportunities in the healthcare sector. Apax’s healthcare team is focused
on four core sub-sectors: Medical Technology, Pharmaceuticals, Healthcare IT and Healthcare Services.
Selected healthcare investments include Trizetto Corporation, Encompass Health, Kepro, Neuraxpharm,
Unilabs, Vyaire, Candela, Genex, and Acelity.

Welsh, Carson, Anderson & Stowe

For over 40 years, WCAS has partnered with outstanding management teams to build leading healthcare and
technology companies. WCAS has raised funds with aggregate commitments of approximately

$27.0 billion. WCAS partners with healthcare companies that add value to the system by reducing costs and
improving the quality of care. WCAS has made over 90 platform investments in the healthcare space
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representing more than $9.0 billion. Selected current and past healthcare investments related to InnovAge
include Universal American, Matrix Medical, Ardent Healthcare, MultiPlan, naviHealth, CareSource and
Partners in Primary Care.

General corporate information

InnovAge Holding Corp. was founded as a for-profit corporation in May 2016 for the purposes of
purchasing all of the outstanding common stock of Total Community Options, Inc., which was formed in
May 2007 as a not-for-profit. In connection with this offering, we changed the name of our company from
TCO Group Holdings, Inc. to InnovAge Holding Corp. Our principal executive office is located at 8950 E.
Lowry Boulevard, Denver, CO 80230. Our telephone number is (844) 803-8745. Our website address is
www.InnovAge.com. The information contained on, or that can be accessed through, our website is not
incorporated by reference into this prospectus, and you should not consider any information contained on,
or that can be accessed through, our website as part of this prospectus or in deciding whether to purchase
our common stock. We are a holding company and all of our business operations are conducted through our
subsidiaries.

This prospectus includes our trademarks and service marks such as “InnovAge,” which are protected under
applicable intellectual property laws and are the property of us or our subsidiaries. This prospectus also
contains trademarks, service marks, trade names and copyrights of other companies, which are the property
of their respective owners. Solely for convenience, trademarks and trade names referred to in this
prospectus may appear without the ® or ™ symbols, but such references are not intended to indicate, in any
way, that we will not assert, to the fullest extent under applicable law, our rights or the rights of the
applicable licensor to these trademarks and trade names.

Implications of being an emerging growth company

We qualify as an “emerging growth company” as defined in the Jumpstart Our Business Startups Act of
2012 (the “JOBS Act”). We will remain an emerging growth company until the earlier of (1) the last day of
the fiscal year following the fifth anniversary of the completion of this offering, (2) the last day of the fiscal
year in which we have total annual gross revenue of at least $1.07 billion, (3) the date on which we are
deemed to be a large accelerated filer or (4) the date on which we have issued more than $1.0 billion in non-
convertible debt securities during the prior three-year period. We will be deemed to be a “large accelerated
filer” at such time that we (a) have an aggregate worldwide market value of common equity securities held
by non-affiliates of $700.0 million or more as of the last business day of our most recently completed
second fiscal quarter, (b) have been required to file annual and quarterly reports under the Securities
Exchange Act of 1934, as amended (the “Exchange Act”) for a period of at least 12 months and (c) have
filed at least one annual report pursuant to the Exchange Act.

An emerging growth company may take advantage of reduced reporting requirements that are otherwise
applicable to public companies. These provisions include, but are not limited to:

* not being required to comply with the auditor attestation requirements of Section 404 of the Sarbanes-
Oxley Act of 2002, as amended (the “Sarbanes-Oxley Act”);

* arequirement to present only two years of audited financial statements, plus unaudited condensed
consolidated financial statements for any interim period and related discussion in the section titled
“Management’s Discussion and Analysis of Financial Condition and Results of Operations”;

* reduced disclosure obligations regarding executive compensation in our periodic reports, proxy
statements and registration statements; and

exemptions from the requirements of holding a nonbinding advisory vote on executive compensation
and shareholder approval of any golden parachute payments not previously approved.

We have elected to take advantage of certain of the reduced disclosure obligations regarding financial
statements (such as not being required to provide audited financial statements for the fiscal year ended
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June 30, 2018 or five years of Selected Consolidated Financial Data) and executive compensation in this
prospectus and expect to elect to take advantage of other reduced burdens in future filings. As a result, the
information that we provide to our shareholders may be different than you might receive from other public
reporting companies in which you hold equity interests.

In addition, under the JOBS Act, emerging growth companies can delay adopting new or revised accounting
standards until such time as those standards apply to private companies. We intend to take advantage of the
longer phase-in periods for the adoption of new or revised financial accounting standards under the JOBS
Act until we are no longer an emerging growth company. Our election to use the phase-in periods permitted
by this election may make it difficult to compare our financial statements to those of non-emerging growth
companies and other emerging growth companies that have opted out of the longer phase-in periods
permitted under the JOBS Act and who will comply with new or revised financial accounting standards. If
we were to subsequently elect instead to comply with public company effective dates, such election would
be irrevocable pursuant to the JOBS Act.
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The offering
Common stock offered
Option to purchase additional shares

Common stock to be outstanding after this
offering

Use of proceeds

Controlled company

Risk factors

16,666,667 shares.
2,500,000 shares.

133,187,279 shares.

We estimate that our net proceeds from this offering will be
approximately $275.8 million, or approximately $318.1
million if the underwriters’ option to purchase additional
shares is exercised in full, assuming an initial public
offering price of $18.00 per share, which is the midpoint of
the estimated price range set forth on the cover page of this
prospectus, and after deducting the underwriting discount
and estimated offering expenses payable by us.

The principal purposes of this offering are to increase our
capitalization and financial flexibility, create a public
market for our common stock and enable access to the
public equity markets for us and our shareholders. We
intend to use (i) $234.2 million of the net proceeds of this
offering, together with proceeds from our New Credit
Facilities, to repay all borrowings outstanding under the
Term Loan Facility (as defined herein) (which borrowings
had an interest rate of 7.75% as of December 31, 2020) and
to fund the related prepayment fees and expenses, and

(ii) $20.0 million of the net proceeds to satisfy an earn-out
arrangement in connection with the August 2018
acquisition of NewCourtland LIFE Program in
Pennsylvania (“NewCourtland”), and the remainder of such
net proceeds will be used for general corporate purposes,
including working capital, operating expenses and capital
expenditures. See “Use of Proceeds” for additional
information.

After this offering, assuming an offering size as set forth in
this section, an investment vehicle affiliated with our
Sponsors will beneficially own approximately 87% of our
common stock (or 86% of our common stock if the
underwriters’ option to purchase additional shares is
exercised in full). As a result, we expect to be a controlled
company within the meaning of the corporate governance
standards of Nasdaq. See “Management—Controlled
Company Status.”

Investing in our common stock involves a high degree of

risk. See “Risk Factors” elsewhere in this prospectus for a
discussion of factors you should carefully consider before
deciding to invest in our common stock.
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Conflicts of interest

Directed share program

Proposed trading symbol

prospectus.

Affiliates of Capital One Securities, Inc. hold
approximately $190.5 million of the aggregate principal
amount of the existing Term Loan Facility, which will be
repaid and terminated in connection with this offering. As a
result, affiliates of Capital One Securities, Inc. will receive
approximately 69% of the net proceeds of this offering,
assuming an initial public offering price of $18.00 per
share, which is the midpoint of the estimated price range
set forth on the cover page of this prospectus. See “Use of
Proceeds.” Accordingly, Capital One Securities, Inc. is
deemed to have a conflict of interest within the meaning of
Rule 5121 (“Rule 5121”) of the Financial Industry
Regulatory Authority, Inc. (“FINRA”). Therefore, this
offering is being made in compliance with the requirements
of Rule 5121. Pursuant to that rule, the appointment of a
"qualified independent underwriter" is not required in
connection with this offering as the members primarily
responsible for managing the public offering do not have a
conflict of interest, are not affiliates of any member that has
a conflict of interest and meet the requirements of
paragraph (f)(12)(E) of Rule 5121. Pursuant to FINRA
Rule 5121, Capital One Securities, Inc. will not confirm
sales of our common stock to any account over which it
exercises discretionary authority without the prior written
approval of the customer. For more information, see
“Underwriting (Conflicts of Interest).”

At our request, the underwriters have reserved up to
833,333 shares of common stock, or 5% of the shares of
common stock to be offered by this prospectus for sale, at
the initial public offering price, through a directed share
program. Shares purchased through the directed share
program will not be subject to a lock-up restriction, except
in the case of shares purchased by any of our directors or
officers. The number of shares of common stock available
for sale to the general public will be reduced to the extent
these individuals purchase such reserved shares. Any
reserved shares that are not so purchased will be offered by
the underwriters to the general public on the same basis as
the other shares offered by this prospectus.

“INNV.”

The number of shares of common stock to be outstanding following this offering is based on 116,520,612
shares of common stock outstanding as of December 31, 2020 and excludes (i) 14,700,000 shares of
common stock reserved for future issuance under our 2021 Omnibus Incentive Plan (the “2021 Plan”),
which will be adopted in connection with this offering (including an aggregate of approximately 54,000
restricted stock units (“RSUs”) that we expect to grant to our employees (other than our executive officers
and directors) upon completion of this offering, which RSUs would be settled for an equal number of shares
of common stock and vest on the second anniversary of the grant date) and (ii) 833,333 shares of common
stock issuable upon the exercise of the Sacramento Warrant, in each case assuming an initial public offering
price of $18.00, which is the midpoint of the estimated price range set forth on the cover page of this
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Unless otherwise indicated, all information in this prospectus assumes:

* the filing of our amended and restated certificate of incorporation and the adoption of our bylaws,
each in connection with the closing of this offering; and

* no exercise by the underwriters of their option to purchase up to 2,500,000 additional shares of
common stock.
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Summary consolidated financial data

The following tables summarize our consolidated financial data. The summary consolidated statement of
operations data for the years ended June 30, 2019 and 2020 and the summary consolidated balance sheet
dated as of June 30, 2020 are derived from our audited consolidated financial statements that are included
elsewhere in this prospectus. The summary consolidated statement of operations data for the six months
ended December 31, 2019 and 2020 and the summary consolidated balance sheet data as of December 31,
2020 are derived from our unaudited interim consolidated financial statements that are included elsewhere
in this prospectus. The unaudited interim consolidated financial statements have been prepared on the same
basis as the audited consolidated financial statements and, in the opinion of management, reflect all
adjustments, consisting only of normal recurring adjustments that are necessary for the fair statement of our
unaudited interim consolidated financial statements.

Our historical results are not necessarily indicative of the results that may be expected in any future periods,
and our results for any interim period are not necessarily indicative of results that may be expected for any
full year. You should read the summary historical financial data below in conjunction with the sections titled
“Selected Consolidated Financial Data,” “Management’s Discussion and Analysis of Financial Condition
and Results of Operations” and the financial statements and related notes included elsewhere in this

prospectus.
Year ended Six months ended
June 30, December 31,
(dollars in thousands, except share and per
share amounts) 2019 2020 2019 2020
Revenues
Capitation revenue $ 461,766 $ 564,834 § 268,550 $ 308,459
Other service revenue 3,864 2,358 1,380 1,418
Total revenues 465,630 567,192 269,930 309,877
Expenses
External provider costs 222,232 272,832 133,365 148,826
Cost of care (excluding depreciation and
amortization) 132,770 153,056 75,180 76,357
Sales and marketing 16,460 19,001 9,777 8,743
Corporate, general and administrative 48,250 58,481 28,389 87,306
Depreciation and amortization 8,996 11,291 5,541 5,951
Equity loss — 678 40 1,342
Other operating (income) expenses (2,753) 920 (150) (1,011)
Total expenses 425,955 516,259 252,142 327,514
Operating Income 39,675 50,933 17,788 (17,637)
Other Income (Expense)
Interest expense, net (9,594) (14,619) (8,926) (12,186)
Loss on extinguishment of debt (3,144) — — 991)
Other (1,549) (681) (978) 44
Total other expense (14,287) (15,300) (9,904) (13,133)
Income (loss) before income taxes 25,388 35,633 7,884 (30,770)
Provision for income taxes 6,317 9,868 2,087 9,423
Net Income (Loss) $ 19,071  § 25,765  $ 5797 $ (40,193)
Less: net loss attributable to noncontrolling
interests (507) (513) (246) (243)
Net Income (Loss) Attributable to the
Company $ 19,578 $ 26,278 $ 6,043 $ (39,950)
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Year ended Six months ended
June 30, December 31,
(dollars in thousands, except share and per
share amounts) 2019 2020 2019 2020
Weighted-average number of common
shares
outstanding — basic" 132,315,101 132,616,431 132,616,431 118,795,021
Weighted-average number of common
shares outstanding — diluted'" 134,034,459 135233,630 133,174,001 118,795,021
Net Income per share — basic) $ 0.15 $ 020 $ 005 $ (0.34)
Net Income per share — diluted? $ 015 §$ 0.19 § 005 § (0.34)
Pro Forma Per Share Data'®:
Pro forma net income (loss) per share:
Basic $ 0.18 $ (0.29)
Diluted $ 0.17 $ (0.29)
Pro forma weighted-average shares used in
computing net income (loss) per share:
Basic 149,283,098 135,461,688
Diluted 151,900,297 135,461,688
Non-GAAP Financial Data:
Adjusted EBITDA® $ 51,662 $ 65909 $ 25361 $ 45673
Adjusted EBITDA margin® 11.1% 11.7% 9.4% 14.8%
June 30, 2020 December 31, 2020
(dollars in thousands) Actual Actual  As adjusted™™
Consolidated Balance Sheets Data (at period end):
Cash and cash e%uivalents $112,904 §$§ 77,321 $ 98,941
Working capital® 90,298 30,659 51,501
Total assets 409,634 374,707 396,327
Long-term debt, net of debt issuance costs (including current
portion) 212,370 293,144 74,906
Total stockholders’ equity (deficit) 107,750 (31,289) 209,347

(1) Subsequent to the issuance of the unaudited interim condensed consolidated financial statements as of and for the six months ended
December 31, 2020, we identified an error in the calculation of the weighted-average number of common shares outstanding for the six months
ended December 31, 2020 due to a computational error. The impact of correcting this error in the weighted-average number of common shares
outstanding for the period is a decrease of 11,419,946 shares from 130,214,967 to 118,795,021, which results in a corresponding change to basic
and dilutive earnings (loss) per share by $0.03 from $(0.31) to $(0.34) for the six months ended December 31, 2020.

Accordingly, the Company has restated the relevant unaudited interim consolidated financial statements and related footnote to correct for this
error. Management has evaluated the materiality of this error and concluded that it is not material, individually or in the aggregate to the
unaudited interim condensed consolidated financial statements as a whole.

(2) Pro forma net income per share is computed by dividing pro forma net income by pro forma weighted-average shares outstanding. For the
six months ended December 31, 2020 and the year end June 30, 2020, pro forma net income gives effect to the application of $234.2 million of
the net proceeds to repay a portion of outstanding borrowings under our Term Loan Facility and fund the related prepayment fees and expenses
as if the offering had occurred on July 1, 2020 or July 1, 2019, respectively, as set forth under “Use of Proceeds”. For the six months ended
December 31, 2020 and the year ended June 30, 2020, pro forma per share information also gives effect to the issuance by us of 16,666,667
shares of common stock in this offering at an assumed initial public offering price of $18.00 per share, which is the midpoint of the estimated
price range set forth on the cover page of this prospectus. This pro forma per share information is presented for informational purposes only and
does not purport to represent what our net income or net income per share actually would have been had the offering and use of proceeds to
repay a portion of outstanding borrowings under our Term Loan Facility therefrom occurred on July 1, 2019 or July 1, 2020, respectively, or to
project our net income or net income per share for any future period. The pro forma per share information does not give effect to the new rate of
interest that would be applicable to the extent the New Term Loan Facility under the New Credit Facilities was in effect on either July 1, 2019
or July 1, 2020 as applicable.

(3) Adjusted EBITDA and Adjusted EBITDA margin are supplemental measures of operating performance monitored by management that are
not defined under GAAP and that do not represent, and should not be considered as, an alternative to net income or net income margin,
respectively, as determined by GAAP. We define Adjusted EBITDA as net income adjusted for interest expense, depreciation and amortization,
and provision for income tax as well as addbacks for non-recurring expenses or exceptional items, including charges relating to management
equity compensation, final determination of rates, M&A diligence, transaction and integration, business optimization, EMR transition, special
employee bonuses, financing-related fees and contingent consideration. Adjusted EBITDA margin is Adjusted EBITDA expressed as

a percentage of our total revenue less any exceptional, one-time revenue items. In the year ended June 30, 2020, we recognized a final
determination of certain rates for capitation payments from the State of California in the amount of approximately $3.4 million, and in the six
months ended
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December 31, 2020, we recognized the CMS settlement payment related to End-Stage Renal Disease beneficiaries for calendar years 2010
through 2020 in the amount of approximately $2.2 million, each of which is deducted from total revenue for the specified period solely for
purposes of calculating the corresponding Adjusted EBITDA margin. We believe that Adjusted EBITDA and Adjusted EBITDA margin are
appropriate measures of operating performance because the metrics eliminate the impact of revenue and expenses that do not relate to our
ongoing business performance, allowing us to more effectively evaluate our operating performance and compare the results of our operations
from period to period. We use Adjusted EBITDA and Adjusted EBITDA margin to understand and evaluate our core operating performance and
trends.

Each of Adjusted EBITDA and Adjusted EBITDA margin have limitations as analytical tools and should not be considered in isolation from, or
as a substitute for, the analysis of other GAAP financial measures, including net income and net income margin. Because of these limitations,
you should consider Adjusted EBITDA alongside other financial performance measures, including net income (loss) and our other GAAP
results. In evaluating Adjusted EBITDA, you should be aware that in the future we may incur expenses that are the same as or similar to some
of the adjustments in this presentation. Our presentation of Adjusted EBITDA should not be construed to imply that our future results will be
unaffected by the types of items excluded from the calculation of Adjusted EBITDA. Our use of the term Adjusted EBITDA varies from others
in our industry.

A reconciliation of Adjusted EBITDA to net income, the most directly comparable GAAP measure, for each
of the periods indicated is as follows:

Years ended Six months
June 30, ended December 31,
(dollars in thousands) 2019 2020 2019 2020
Net income $19,071 $25,765 $ 5,797 $(40,193)
Interest expense, net 9,594 14,619 8,926 12,186
Depreciation and amortization 8,996 11,291 5,541 5,951
Provision for income tax 6,317 9,868 2,087 9,423
Management equity plan 727 543 272 572
Rate determination(a) — (3,372) — (2,158)
M&A diligence, transaction and integration(b) 2,528 2,718 1,465 58,784
Business optimization(c) 454 1,171 232 859
EMR transition(d) — 1,078 638 269
Special employee bonuses(e) 3,127 1,278 523 —
Financing-related(f) 3,601 30 30 991
Contingent consideration(g) (2,753) 920 (150) (1,011)
Adjusted EBITDA $51,662 $65,909 $25361 §$ 45,673

(a) For the fiscal year ended June 30, 2020, this reflects the final determination of certain rates for capitation payments from the State of
California of approximately $3.4 million relating to the fiscal years ended June 30, 2016, 2017, 2018 and 2019, all of which we consider
non-recurring. For the six months ended December 31, 2020, this reflects the CMS settlement payment of approximately $2.2 million
related to End-Stage Renal Disease beneficiaries for calendar years 2010 through 2020.

(b) Reflects costs associated with due diligence, transaction and integration expenses for acquisitions explored or completed of
approximately $2.5 million and $2.7 million for the years ended June 30, 2019 and 2020, respectively. For the six months ended
December 31, 2020, primarily reflects such expenses related to the July 27, 2020 transaction between us, an affiliate of Apax and our
existing equity holders entering into a securities purchase agreement (the "Apax Transaction") in the amount of approximately $58.8
million, relating to $42.2 million from the cancellation of options and the redemption of shares, $1.8 million relates to transaction specific
bonuses, and $13.1 million of transaction fees and expenses, along with $1.7 million relating to payroll taxes and other administrative
items.

(c) Reflects charges related to business optimization initiatives. Such charges relate to one-time investments in projects designed to
enhance our technology systems and improve the efficiency of our operations.

(d) Reflects non-recurring expenses relating to the transition to a new electronic medical record vendor.

(e) Reflects non-recurring special bonuses paid to certain of our employees relating to shareholder dividend transactions that occurred in
fiscal years 2018 and 2019.

(f) With respect to the fiscal year ended June 30, 2019, such amount includes $0.5 million related to fees and expenses incurred in
connection with amendments to our Credit Agreement and $3.1 million related to a loss on extinguishment of debt incurred in connection
with the refinancing of the Credit Agreement. With respect to fiscal year ended June 30, 2020 and the six months ended December 31,
2019, the amount reflects fees and expenses incurred in connection with amendments to our Credit Agreement. With respect to the

six months ended December 31, 2020, the amount reflects a loss on extinguishment of debt incurred in connection with the refinancing of
our Credit Agreement.

(g) Reflects fair value adjustment relating to the contingent consideration associated with our acquisition of NewCourtland.

(4) Reflects (x) an adjustment to long-term debt, net of debt issuance costs (including current portion), to give effect to the $234.2 million of
the net proceeds of this offering to repay a portion of outstanding indebtedness under our Term Loan Facility and fund the related prepayment
fees and expenses, and (y) our sale of 16,666,667 shares of common stock in this offering at an assumed initial public offering price of $18.00
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per share, which is the midpoint of the estimated public offering price range set forth on the cover page of this prospectus, and after deducting
the underwriting discount and estimated offering expenses payable by us and reflecting the use of proceeds as described under “Use of
Proceeds.”

(5) A $1.00 increase or decrease in the assumed initial public offering price of $18.00 per share, which is the midpoint of the price range set
forth on the cover page of this prospectus, would increase or decrease each of cash and cash equivalents, working capital, total assets and total
stockholders’ equity on an as adjusted basis by approximately $15.7 million, assuming the number of shares offered, as set forth on the cover
page of this prospectus, remains the same, and after deducting the underwriting discount and estimated offering expenses payable by us.

Each 1,000,000 increase or decrease in the number of shares offered would increase or decrease each of cash and cash equivalents, working
capital, total assets and total stockholders’ equity on an as adjusted basis by approximately $16.9 million, assuming that the assumed initial
public offering price per share for the offering remains at $18.00, which is the midpoint of the estimated public offering price range set forth on
the cover page of this prospectus, and after deducting the underwriting discount and estimated offering expenses payable by us.

(6) We define working capital as current assets less current liabilities.

28



TABLE OF CONTENTS

Risk factors

Investing in our common stock involves a high degree of risk. You should carefully consider the risks and
uncertainties described below, together with all of the other information contained in this prospectus,
including our consolidated financial statements and the related notes thereto, before making a decision to
invest in our common stock. The risks and uncertainties described below are not the only ones we face.
Additional risks and uncertainties that we are unaware of, or that we currently believe are not material, may
also become important factors that affect us. If any of the following risks occur, our business, financial
condition, operating results and prospects could be materially and adversely affected. In that event, the
price of our common stock could decline, and you could lose all or part of your investment. The ongoing
COVID-19 pandemic may also have the effect of heightening many of the risks described in this “Risk
Factors” section.

Because of the following factors, as well as other factors affecting our businesses, financial condition,
operating results and prospects, past financial performance should not be considered a reliable indicator of
future performance, and investors should not rely on historical trends to anticipate trends or results in the
future.

Risks related to our business

Under our PACE contracts, we assume all of the risk that the cost of providing services will exceed our
compensation.

Approximately 99.2% and 99.5% of our revenue for each of the years ended June 30, 2019 and 2020,
respectively, and approximately 99.5% of our revenue for the six months ended December 31, 2019 and
2020 is derived from capitation agreements with government payors in which we receive fixed PMPM fees.
While there are variations specific to each agreement, we generally contract with government payors to
receive a fixed per member per month fee to provide or manage all healthcare services a participant may
require while assuming financial responsibility for the totality of our participants’ healthcare expenses. This
type of contract is often referred to as an “at-risk” or a “capitation” contract. To the extent that our
participants require more care than is anticipated and/or the cost of care increases, aggregate fixed
capitation payments, may be insufficient to cover the costs associated with treatment. If medical costs and
expenses exceed the underlying capitation payment received, we will not be able to correspondingly
increase our capitated payment and we could suffer losses with respect to such agreements.

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 and to make
reasonable estimates and maintain adequate accruals for incurred but not reported claims, could have a
material adverse effect on our business, results of operations, financial condition and cash flows.
Additionally, the Medicare and Medicaid expenses of our participants may be outside of our control in the
event that participants take certain actions that increase such expenses, such as emergency room visits or
preventable hospital admissions.

Historically, our medical costs and expenses as a percentage of revenue have fluctuated. Factors that may
cause medical expenses to exceed estimates include:

« the health status of participants requiring higher levels of care, such as nursing home care or higher
incidents of hospitalization;

* higher than expected utilization of new or existing healthcare services;
» more frequent catastrophic medical cases (e.g. transplants);

* an increase in the cost of healthcare services and supplies, whether as a result of inflation, wage
increases, purchases of vaccines and personal protective equipment (“PPE”) as a result of the COVID-
19 pandemic or otherwise;

« changes to mandated benefits or other changes in healthcare laws, regulations and practices;
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* increased costs attributable to specialist physicians, hospitals and ancillary providers;

* changes in the demographics of our participants and medical trends;

* contractual or claims disputes with providers, hospitals or other service providers;

* the occurrence of catastrophes, major epidemics or pandemics or acts of terrorism; and

* the reduction of government payor payments.

Our revenues and operations are dependent upon a limited number of government payors, particularly
Medicare and Medicaid.

Our operations are dependent on a limited number of government payors, particularly Medicare and
Medicaid, with whom we directly contract to provide services to participants. We generally manage our
contracts on a state by state basis, entering into a separate contract in each state. When aggregating the
revenue associated with Medicare and Medicaid by state, Colorado, California and Virginia accounted for a
total of approximately 81.5% and 81.8% of our capitation revenue for the year ended June 30, 2020 and the
six months ended December 31, 2020, respectively. A majority of our revenues will continue to be derived
from a limited number of key government payors, which may terminate their contracts with us upon the
occurrence of certain events. The sudden loss of any of our government contracts or the renegotiation of any
of our contracts could adversely affect our operating results. In the ordinary course of business, we engage
in active discussions and renegotiations with government payors in respect of the services we provide and
the terms of our agreements. As the states respond to market dynamics and financial pressures, and as
government payors make strategic budgetary decisions in respect of the programs in which they participate,
certain government payors may seek to renegotiate or terminate their agreements with us. Any reduction in
the budgetary appropriations for our services, whether as a result of fiscal constraints due to recession,
emergency situations such as the COVID-19 pandemic, changes in policy or otherwise, could result in a
reduction in our capitated fee payments and possibly loss of contracts. These discussions could result in
reductions to the fees and changes to the scope of services contemplated by our original contracts and
consequently could negatively impact our revenues, business and prospects. See “—A pandemic, epidemic
or outbreak of an infectious disease in the United States or worldwide, including the ongoing outbreak of
COVID-19, could adversely affect our business” and “—We conduct a significant percentage of our
operations in the State of Colorado and, as a result, we are particularly susceptible to any reduction in
budget appropriations for our services or any other adverse developments in that state.”

Because we rely on a limited number of government-funded agencies, namely CMS and state Medicaid
agencies, for a significant portion of our revenues, we depend on federal funding, as well as the financial
condition of the states in which we operate, and each state’s commitment to its participation in the PACE
program. Government-funded healthcare programs in the states in which we operate face a number of risks,
including higher than expected health care costs and lack of predictability of tax basis and budget needs. If
the financial condition of the states in which we operate declines, our credit risk could increase.

Reductions in PACE reimbursement rates or changes in the rules governing PACE programs could have
a material adverse effect on our financial condition and results of operations.

We receive a substantial portion of our revenue through the PACE program, which accounted for 99.2% and
99.5% of our revenue for the years ended June 30, 2019 and 2020, and approximately 99.5% of our revenue
for the six months ended December 31, 2019 and 2020. As a result, our operations are dependent on
government funding levels for PACE programs. Any changes that limit or reduce general PACE funding,
such as reductions in or limitations of reimbursement amounts or rates under programs, reductions in
funding of programs, expansion of benefits, services or treatments under programs without adequate
funding, could have a material adverse effect on our business, results of operations, financial condition and
cash flows.

The PACE programs and their respective reimbursement rates, payment structures and rules are subject to
frequent change. These include statutory and regulatory changes, rate adjustments (including retroactive
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adjustments), administrative or executive orders and government funding restrictions, all of which may
materially adversely affect the PACE rates at which we are compensated for our services. Budget pressures
can lead federal and state governments to reduce or place limits on reimbursement rates and payment
structures under PACE. Implementation of these and other types of measures has in the past and could in the
future result in substantial reductions in our revenue and operating margins. The Coronavirus Aid, Relief
and Economic Security Act (the “CARES Act”) and the Consolidated Appropriations Act, 2021, temporarily
suspended the Medicare sequestration payment adjustment from May 1, 2020 through December 31, 2020,
which would have otherwise reduced payments to PACE programs by 2%, but extended sequestration
through 2030. We cannot predict what other deficit reduction, other payment reduction or budget
enforcement initiatives may be proposed by Congress, whether Congress will attempt to restructure or
suspend sequestration or the impact sequestration, other payment reductions or budget enforcement
initiatives may have on our business.

Each year, CMS establishes the Medicare PACE benchmark payment rates by county for the following
calendar year. Because a substantial portion of our revenue is through the PACE program, any negative
changes to the PACE benchmark payment rates could have a material adverse effect on our business, results
of operations, financial condition and cash flows. In addition, our PACE revenues may become volatile in
the future, which could have a material adverse impact on our business, results of operations, financial
condition and cash flows.

Reductions in reimbursement rates could have a material, adverse effect on our financial condition and
results of operations or even result in rates that are insufficient to cover our operating expenses. For
example, our external provider costs are driven by rates set by Medicare and Medicaid, which are outside of
our control and may be negotiated in a manner unfavorable to us. Additionally, any delay or default by state
governments in funding our capitated payments could materially and adversely affect our business, financial
condition and results of operations.

Recent legislative, judicial and executive efforts to enact further healthcare reform legislation have caused
the future state of reforms under the Affordable Care Act (the “ACA”) and many core aspects of the current
U.S. healthcare system to be unclear. While specific changes and their timing are not yet apparent, enacted
reforms and future legislative, regulatory, judicial, or executive changes, particularly any changes to the
PACE program, could have a material adverse effect on our business, results of operations, financial
condition and cash flows.

Our records and submissions to government payors may contain inaccurate or unsupportable
information regarding risk adjustment scores of participants, which could cause us to overstate or
understate our revenue and subject us to repayment obligations or penalties.

The claims and encounter records that we submit to government payors impact data that support the
Medicare RAF scores attributable to participants. These RAF scores determine the payment we are entitled
for the provision of medical care to such participants. The data submitted to CMS is based on diagnosis
codes and medical charts that our employed, contracted, and noncontracted providers identify, record and
prepare. CMS may periodically audit PACE organizations’ risk adjustment submissions. The submission of
inaccurate, incomplete or erroneous data could result in inaccurate revenue and risk adjustment payments,
which may be subject to correction or retroactive adjustment in later periods. This corrected or adjusted
information may be reflected in financial statements for periods subsequent to the period in which the
revenue was recorded. We might also need to refund a portion of the revenue that we received, which
refund, depending on its magnitude, could have a material adverse effect on our business, results of
operations, financial condition and cash flows. Historically, these true-up payments typically occur between
May and August, but the timing of these payments is determined by CMS, and we have neither visibility nor
control over the timing of such payments. From time to time, we may experience reconciliation issues as
government payors modify or adopt new systems which may be reflected as provision for bad debt in our
financial statements.
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If CMS seeks repayment from us for payment adjustments as a result of its audits, we could also be subject
to liability for penalties for inaccurate or unsupportable RAF scores provided by us or our providers. In
addition, we could be liable for penalties to the federal government under the False Claims Act (the “FCA”)
that range from $5,500 to $11,000 (periodically adjusted for inflation) for each false claim, plus up to three
times the amount of damages caused by each false claim, which can be as much as the amounts received
directly or indirectly from the government for each such false claim. Most recently, on June 19,2020, the
Department of Justice issued a final rule announcing adjustments to FCA penalties, under which the per
claim penalty range increases to a range from $11,665 to $23,331 for penalties assessed after June 19, 2020,
so long as the underlying conduct occurred after November 2, 2015. There is a high potential for substantial
penalties in connection with any alleged FCA violations.

Elements of the risk adjustment mechanism continue to be challenged, reevaluated, and revised by the U.S.
Department of Justice, the HHS Office of the Inspector General (“HHS OIG”), and CMS. For example,
CMS has indicated that payment adjustments will not be limited to errors identified in the sampled
population, but that the error rate identified in the sample may also be extrapolated to all risk adjusted
payments made under the PACE contract being audited. CMS has described its audit process as plan-year
specific and stated that it will not extrapolate audit results for plan years prior to 2011. Because CMS has
not stated otherwise, there is a risk that payment adjustments made as a result of one plan year’s audit would
be extrapolated to prior plan years after 2011. In addition, proposed regulations relating to the Risk
Adjustment Data Validation Audit (“RADV audit”) and extrapolation methodology have been outstanding
since 2018 and may result in additional changes in recoupments arising from RADV audits.

There can be no assurance that a PACE organization will not be randomly selected or targeted for review by
CMS or that the outcome of such a review will not result in a material adjustment in our revenue and
profitability, even if the information we submitted to CMS is accurate and supportable. Substantial changes
in the risk adjustment mechanism, including changes that result from enforcement or audit actions, could
materially affect our capitated reimbursement.

Non-renewal or termination of capitation agreements with government payors could have a material
adverse effect on our business, results of operations, financial condition and cash flows.

Under most of our capitation agreements with government payors, the state is generally permitted to adjust
certain terms of the agreements from time to time. If a government payor exercises its right to adjust certain
terms of the agreements, we are generally allowed a period of time to object to such adjustment. If we enter
into capitation contracts with unfavorable economic terms, or a capitation contract is adjusted to include
unfavorable terms, we could suffer losses with respect to such contract. In addition, some states in which we
operate undergo periodic reconciliations with respect to enrollments that present a risk to our business,
results of operations, financial condition and cash flows.

Our contracts with government payors may be terminated to the extent that state or federal funds are not
appropriated at sufficient levels to fund our contracts or PACE programs in general. Certain of our contracts
are terminable immediately upon the occurrence of certain events. Government payors may terminate,
suspend or cancel our contracts, in whole or in part, for cause in the event of our noncompliance with the
terms, conditions or responsibilities under the contracts, or if we are debarred or suspended from providing
services by state or federal government authorities. CMS may also impose sanctions for noncompliance with
regulatory or contractual requirements, including the suspension of enrollment of participants, the
occurrence of which would adversely affect our operating results and our ability to pursue our growth
strategies. If any of our contracts with government payors are terminated or if the government payors seek
to renegotiate their contract rates with us, we may suffer a significant loss of revenue, which may adversely
affect our operating results.

State and federal efforts to reduce healthcare spending could adversely affect our financial condition and
results of operations.

Most of our participants are dually-eligible, meaning they are qualified for coverage under both Medicare
and Medicaid when enrolled in our PACE program, and nearly all our revenue is derived from government
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payors. Medicaid is a joint federal and state funded program for healthcare services for the low income as
well as certain higher-income individuals who qualify for nursing home level of care. Under broad federal
criteria, states establish rules for eligibility, services and payment. PACE programs are administered at the
state level and are financed by both state and federal funds. Medicaid spending has increased rapidly in
recent years, becoming a significant component of state budgets. This, combined with slower state revenue
growth, has led both the federal government and many states to institute measures aimed at controlling the
growth of Medicaid spending, and in some instances reducing aggregate Medicaid spending. Due to budget
constraints, including those resulting from the COVID-19 pandemic, we may experience negative Medicaid
capitated rate payment pressure from certain states where we operate, such as Colorado, where we conduct a
significant percentage of our operations.

In addition, as part of past attempts to repeal, replace or modify the ACA and as a means to reduce the
federal budget deficit, there have in recent years been congressional efforts to move Medicaid from an open-
ended program with coverage and benefits set by the federal government to one in which states receive a
fixed amount of federal funds, either through block grants or per capita caps, and have more flexibility to
determine benefits, eligibility or provider payments. If those changes are implemented, we cannot predict
whether the amount of fixed federal funding to the states will be based on current payment amounts, or if it
will be based on lower payment amounts, which would negatively impact those states that expanded their
Medicaid programs in response to the ACA. We expect state and federal efforts to reduce healthcare
spending to continue for the foreseeable future.

A pandemic, epidemic or outbreak of an infectious disease in the United States or worldwide, including
the ongoing outbreak of COVID-19, could adversely affect our business.

The severity, magnitude and duration of the current COVID-19 pandemic is uncertain and rapidly changing.
Because of our business model, 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. Additionally, any future pandemic,
epidemic or outbreak of an infectious disease may adversely affect our business if one of the geographies
we serve is affected by the outbreak, particularly at the onset of any such outbreak before response protocols
have been developed. Specifically, if our participants fall ill due to an outbreak, we may experience a high
level of unexpected deaths, increased costs, and other effects, including a loss of revenue, negative
publicity, litigation and inquiries from government regulators.

Adverse market conditions resulting from the spread of the virus that causes COVID-19 could materially
and adversely affect our business and the value of our common stock. Numerous state and local
jurisdictions, including all markets where we operate, have imposed, and others in the future may impose,
travel bans and restrictions, “shelter-in-place” orders or shutdowns, quarantines, curfews, executive orders
and similar government orders and restrictions for their residents to control the spread of the virus that
causes COVID-19. Such orders or restrictions have resulted in largely remote operations at our headquarters
and 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 significantly impacting our operations. In addition, the
COVID-19 virus disproportionately impacts older adults, especially those with chronic illnesses, which
describes many of our participants.

The COVID-19 pandemic has significantly and temporarily increased demand for our telehealth and in-
home offerings. The telehealth market is relatively new, and it is uncertain whether it will achieve and
sustain high levels of demand, consumer acceptance and market adoption. Although our pivot to telehealth
services has been a useful tool for providing remote care during the COVID-19 pandemic, the COVID-19
pandemic has limited our ability to provide in-person care. If our participants do not perceive the benefits of
telehealth services, or if our services are not competitive, it could have a material adverse effect on our
business, financial condition or results of operations. Similarly, individual and healthcare industry concerns
or negative publicity regarding participant confidentiality and privacy in the context of telehealth could
limit market acceptance of such healthcare services. In addition, some of our participants may lack access
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to telehealth devices, such as cell phones and/or computers, or may be unable to use the telehealth
technology on their own. Because some of our participants may not be comfortable with a team member
coming to their home to deliver face-to-face care or entering with a device to assist with using our telehealth
services, participants may be reluctant to seek necessary care given their inability to use telehealth services,
coupled with preference to stay at home due to the risks of the COVID-19 pandemic. This could have the
effect of deferring healthcare costs that we will need to incur at later periods and may also affect the health
of participants who defer treatment, which may cause our costs to increase in the future. Further, as a result
of the COVID-19 pandemic, we may experience slowed growth or a decline in new participants.

Due to the COVID-19 pandemic, we may not be able to document the health conditions of our participants
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 participant. Participants with
higher RAF scores necessitate larger capitated payments, and those with lower RAF scores necessitate
smaller capitated payments. Medicare requires that a participant’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 participant, but CMS is now allowing documentation of
conditions identified during qualifying telehealth visits with participants. However, given the disruption
caused by the COVID-19 pandemic and the limitations relating to assessing the health needs of our
participants through telehealth services described above, it is unclear whether we will be able to document
the health conditions of our participants as comprehensively as we have historically, which may adversely
impact our revenue in future periods. See “Risk Factors—Risks Related to Our Business—Our records and
submissions to government payors may contain inaccurate or unsupportable information regarding risk
adjustment scores of participants, which could cause us to overstate or understate our revenue and subject us
to repayment obligations or penalties.”

On March 27, 2020, the CARES Act was signed into law. The CARES Act provides for $100.0 billion in
funding for healthcare providers, including hospitals on the front lines of the COVID-19 pandemic, and
subsequent COVID-19 economic relief legislation authorized additional funding to be distributed to
healthcare providers. The state of Pennsylvania enacted Act 24 of 2020 (“Act 24”), which allocates

$10.0 million in federal CARES Act funding to Managed Long Term Care Organizations to cover COVID-
19 related costs. Our Pennsylvania centers were granted $1.0 million of funding from Act 24. As of June 30,
2020, we recognized $0.7 million of such funds and for the six months ended December 31, 2020, we
recognized the remaining funds of $0.3 million. As a result of receiving this funding, we may be subject to
audits and oversight by the federal government and Pennsylvania regulators, and there is no guarantee that
the funds we received could not be subject to recoupment. Recipients are not required to repay these funds,
provided that they attest to and comply with certain terms and conditions, including not using funds
received to reimburse expenses or losses that other sources are obligated to reimburse, as well as certain
audit and reporting requirements.

As of June 30, 2020, we incurred $3.5 million of COVID-19 related costs, and for the six months ended
December 31, 2020, we incurred an additional $2.4 million of COVID-19 related costs. We expect our
COVID-19 related expenses to continue to increase, which could have a material adverse effect on our
business, results of operations, financial condition and cash flows.

The extent and continued impact of the COVID-19 pandemic on our business will depend on certain
developments, including: the duration and spread of the outbreak; government responses to the pandemic,
including responses to state budget shortfalls; the impact on our participants and enrollment; the
availability, effectiveness and receipt of vaccines by our participants and our employees; the impact on
participant, industry or employee events; and the effect on our supply chains, all of which are uncertain and
cannot be predicted. Because of our business model, 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.

To the extent the COVID-19 pandemic adversely affects our business and financial results, it may also have
the effect of amplifying many of the other risks described in this “Risk Factors” section, including but not
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limited to those relating to our ability to raise additional capital or generate sufficient cash flows necessary
to fulfill our obligations under our existing indebtedness or to expand our operations.

We began operating as a for-profit company in 2016 and have limited operating history as a for-profit
company. Accordingly, our historical and recent financial and business results may not be representative
of what they may be in the future.

We were originally formed in 2007 as a not-for-profit company and converted to a for-profit company in
2016. Due to our relatively limited operating history as a for-profit company, our historical and recent
financial and business results may not be representative of what they may be in the future. We have
encountered and will continue to encounter significant risks and uncertainties frequently experienced by
growing companies in rapidly changing and highly regulated industries, such as determining appropriate
investments for our limited resources, competition from other providers, acquiring and retaining
participants, hiring, integrating, training and retaining skilled personnel, unforeseen expenses and
challenges in forecasting accuracy. Although we have successfully expanded our footprint outside of
Colorado and our other existing geographies and intend to continue to expand into new geographies, we
cannot provide assurance that any new centers we open, centers that we acquire, or new geographies we
enter will be successful. If we are unable to increase participant enrollment, successfully manage our
external provider costs or successfully expand into new geographies, our revenue and our ability to sustain
profitability could be impaired. If we make acquisitions to expand our footprint, we may experience
operational difficulties or challenges with integrating and realizing the benefits of such acquisitions and we
may need to expend resources to ensure such centers are operating in compliance with regulatory and
contractual requirements, as well as any corrective action plans. Additional risks include, but are not limited
to, our ability to effectively manage growth, process, store, protect and use personal data in compliance with
governmental regulations and contractual obligations and manage our obligations as a provider of healthcare
services under Medicare, Medicaid and PACE. If our assumptions regarding these and other similar risks
and uncertainties, which we use to plan our business, are incorrect or change as we gain more experience
operating a for-profit business or due to changes in our industry, or if we do not address these challenges
successfully, our operating and financial results could differ materially from our expectations and our
reputation and business could suffer materially.

We expect to continue to increase our headcount and to hire or contract with more physicians, nurses and
other specialized medical personnel in the future as we grow our business and open or acquire new centers.
We will need to continue to hire, train and manage additional qualified information technology, operations
and marketing staff, and improve and maintain our technology and information systems to properly manage
our growth. If our new hires perform poorly, if we are unsuccessful in hiring, training, managing and
integrating these new employees, if we are not successful in retaining our existing employees, or if we are
unable to provide the care and services that our participants require in compliance with regulatory
requirements our business may be adversely affected.

Our growth strategy may not prove viable, and we may not realize expected results.

Our business strategy is to grow rapidly by expanding our network of centers and is significantly dependent
on adding center capacity in our existing markets, expanding into new geographies by developing de novo
centers, executing on tuck-in acquisitions, recruiting new participants and directly contracting with
government payors, such as Medicare and Medicaid. We seek growth opportunities both organically and
through acquisitions, the availability and success of which may be impacted by factors outside of our
control. Our ability to grow organically depends upon a number of factors, including recruiting new
participants, finding suitable geographies that have aging populations and viable rate structures, entering
into government payor arrangements in new jurisdictions, ensuring compliance with regulatory and
contractual requirements, identifying appropriate facilities, purchasing facilities or obtaining leases,
completing build-outs of new facilities within proposed timelines and budgets and hiring members of our
IDTs and other employees. We cannot guarantee that we will be successful in pursuing our growth strategy.
If we fail to evaluate and execute new business opportunities properly, we may not achieve anticipated
benefits and may incur increased costs.
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Our growth strategy involves a number of risks and uncertainties, including that:

* we may not be able to successfully enter into contracts with government payors and/or other
healthcare providers on terms favorable to us or at all. In addition, we compete for government payor
relationships with other potential players, some of whom may have greater resources than we do. This
competition may intensify due to the ongoing consolidation in the healthcare industry, which may
increase our costs to pursue such opportunities;

we may not be able to recruit or retain a sufficient number of new participants to execute our growth
strategy, and we may incur substantial costs to recruit new participants and we may be unable to
recruit a sufficient number of new participants to offset those costs;

we may not be able to identify optimal target markets for our de novo centers, have difficulty entering
into our prioritized list of markets, or the de novo centers we build may require more capital than
expected and not yield anticipated returns;

we may not be able to hire sufficient numbers of physicians and other clinical staff, particularly on
account of heightened demand for healthcare platforms on account of the COVID-19 pandemic;

when expanding our business into new states, we may be required to comply with laws and
regulations that may differ from states in which we currently operate; and

we may have difficulty identifying appropriate acquisition targets, or make investments in
acquisitions that we are unable to effectively integrate, involve associated risks or liabilities that we
are unable to uncover in advance, or that require greater resources than anticipated (see “Risk factors
—Risks related to our business—Security breaches, loss of data and other disruptions hav