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Learning Goals

» What is a Special Needs Plan (SNP)?

» What differentiates a SNP from other Medicare Advantage
(MA) Plans?

» What SNPs are offered by Freedom Health and Optimum
HealthCare?

» What is the SNP Model of Care (MOC)?
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Special Needs Plans (SNPs)

» Special Needs Plans were created by Congress in the
Medicare Modernization Act (MMA) of 2003 as a new type
of Medicare Advantage plan focused on certain vulnerable
groups of Medicare beneficiaries:

1) Institutionalized/Institutional Equivalents residing in
the community

2) Dual-Eligible members (those eligible for both Medicare
and Medicaid)

3) Beneficiaries with severe or disabling Chronic
Conditions
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Vulnerable Groups

» Vulnerable members are those members who could benefit
from additional specialized monitoring.

» For example, members with the following issues or
diagnoses would be considered more “vulnerable’.

» Frail

¢ Disabled

» End-stage renal disease diagnosis after enrollment

*» End-of-life

*» Multiple and complex chronic conditions
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Special Needs Plans Characteristics

» Limited enrollment. Qualifying condition or Medicaid status.

» Beneficiaries are typically older, with multiple comorbid
conditions and are more challenging to treat.

» SNP benefit plans are custom designed to meet the needs
of the designated population.

» SNP members normally have additional election periods to
change their Medicare coverage.

» Plan must have a comprehensive SNP Model of Care
(MOC) based on evidence-based guidelines.
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Sample SNP Benefits

» No or low co-pays to encourage use of preventive and
ambulatory services (e.g., $0 PCP co-pay)

» Transportation services to increase access to care

» Post-hospitalization meal benefit to support frail member
needs

» Over-the-counter (OTC) benefit
» Grocery Cards to improve nutritious food access

» Free health club membership and 24/7 Nurse Advice
Line
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Our SNP Model of Care Philosophy

» Primary Care Physician (PCP) is medical home

» Tiered Care Plans representing hierarchy of disease
severity

» Chronic condition management through integrated
benefits, network, and care management activities

» Facilitates access to necessary care especially for Dual
Eligibles
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PCP Medical Home Model

Manages Member's Health Care With Support
and Colloboration with the Plan
(IDCT and ICP)

&

Addresses Care Gaps self-
identified and shared by the
Plan

PCP Medical

Supports smooth Care
Transitions Across the Care

Refers to Specialists, as
Meeded, Orders DME and
Home Health Care

_ (Directs/Arranges Diagnostic

Home Model

Continuum

First and Primary Contact for
Member Needs, Open
Communication

Y

Receives and Reviews Communication from
the Plan Care Management Team
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SNP Model of Care (MOC)

» The Affordable Care Act (ACA) requires that all SNPs,
new, existing, or those seeking to expand service areas,

be approved by NCQA effective beginning January 1,
2012.

» The SNP MOC approval process focuses solely on the
SNP MOC element requirements.

» The SNP MOC includes evaluation of clinical and non-
clinical elements by NCQA as shown in the next slide.
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SNP MOC Addresses the Following:

SNP target population

Care coordination including care transition protocols
Staff structure and care management roles
Interdisciplinary care team

Provider network having specialized expertise and use of clinical
practice guidelines

Model of Care training — Employee and Provider

Health risk assessments

Face-to-Face encounters

Individualized care plan

Communication network

Care management for the most vulnerable subpopulation
Measurable goals and health outcomes

Quality measurement & performance improvement
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Specific Target Population

Medicare Eligible members with the following chronic
conditions:

» Congestive Heart Failure
» Cardiovascular Disease

» Pulmonary/Chronic Obstructive Pulmonary
Disease/Asthma

» Diabetes

Medicare and Medicaid Dual Eligible members.
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Identifying SNP Members- Freedom Health

ID Cards and Products
-

—

VIP Care Chronic CHF, CVD, Diabetes
| VIP Savings Chronic CHF, CVD, Diabetes
VIP Rewards Chronic CHF, CVD, Diabetes

COPD, Chronic Lung Disorders, Asthma, Chronic

— VIP Savings COPD  Chronic Bronchitis, Emphysema, Pulmonary Fibrosis

Medi Medi - Full Dual $0 Cost Share Medicare/Medicaid Duals
\
Medi Medi - Partial Dual \Non $0 Cost Share Medicare/Medicaid Duals
}[ 7 RxBIN#: <XOU0XX>  RxPCN#: <X f RxBINE: <CO0000G  RxPCNé: <0G
Dare 72 RxGrp#: <XXXXXXXX> Issuer#: 80840 ] RXGrp#: <XXXXXXXX> Issuerd#: <XXX>
by Freedom Health  RxID#: <Insert member ID#> F REEDOM RxID#: <Insert member ID#>

<INSERT PLAN NAME>

<INSERT PLAN NAME>
ID: <0000000000> ID: <0000000000>
<FIRST><MI><LAST> <FIRST><MI><LAST>
pmMp%inlm(;"{élogeR( Me dlcarefg(
Eff. Date: <xx/xx/xxxx> Eff. Date:  <xx/xx/xxxx> Prescription Drug Cov
PCP:  <FIRST><LAST> PCP:  <FIRST><LAST>
Phone: SXXN-XXXK-XXXX> H5427 - PBP - <xxx> Phone: SOAX-XUX-00XX> H5427 - PBP - <xxx>

é
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Identifying SNP Members - Optimum
HealthCare ID Cards and Products
.1

—

Diamond Rewards Chronic CHF, CVD, and Diabetes

Diamond Rewards _ COPD, Chronic Lung Disorders, Asthma,

e Chronic Chronic Bronchitis, Emphysema, Pulmonary
Fibrosis

Emerald - Full Dual $0 Cost Share Medicare/Medicaid Duals

Emerald - Partial Dual Non - $0 Cost Share Medicare/Medicaid Duals

RxBIN#: <XXXXXX> RxPCN#: <XXX>

Qv»OPTIMUM RxGrp#: <XXXXXXXX> Issuer#: <XXX>
HealihCare, Inc.  RxID# <Insert member ID#>

<INSERT PLAN NAME>

L » ID:<0000000000>
<FIRST><MI><LAST>

Medlcarel&

Eff. Date: <xx/xx/xxxx> Prescription Drug Co

PCP: <FIRST><LAST>
Phone:  <xxx-XXX-XxXxx> H5594 - PBP - <xxx>
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Enrollment Process for SNPs

» Chronic/Pulmonary Enrollees
* Member elects Plan by stating they have the disease required to
qualify
s Member will be required to have a physician complete a disease
verification form and submit to Plan

“* Members not verified by their Primary Care Physician (PCP) within
60 days of enrollment must be disenrolled

» Dual-Eligible Enrollees

** Member qualifies by receiving both Medicare and Medicaid
benefits

** Member must retain Medicaid eligibility in order to remain in SNP

OPTIMUM
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SNP Measurable Goals

Improving access to essential services such as medical, mental
health, and social services

Improving access to preventive health services & affordable care

Improving coordination of care through an identified point of contact
(partnership & collaboration with PCPs)

Improving seamless transitions of care across healthcare settings,
providers, and health services

Enhance quality of care and quality of life including promotion of
health equity through the removal of barriers from negative social
determinants of health

Ensuring appropriate utilization of services (reducing hospitalization
& readmission rates

OPTIMUM
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Staff Structure & Care Management Roles

Administrative
Staff Impacting
Members

Mental Health
Providers provide
source for
c cal aspects of
member’s care
plan

Quality team acts on

Sales contact

Credentialing
assures the
member’s

providers has

current licensures
and certification

enrollment

Compliance
oversees Plan
compliance
regarding sharing
of member’s
information

performance and
health outcome data

Member Services
advocates, informs
and educates the
member on services

Pharmacy department
reviews the member’s
utilization for
appropriateness

SNP Dir. Of

member for

Enroll. Spec.
processes
enrollment or
disenrollment
operations

Claims Specialist
process the
member’s claims

Grievance &
Appeals team
process & facilitate
resolution if
member has appeal
or grievance

Benefit Coordination

is done utilizing its

members services

unit & Case Mngt.
team

Data collection &
Analysis team
identify trends

and outcomes of

member’s claims

Provider Operations
recruits, contracts &
works with
providers the
member utilizes

Exec. Mngt. team
oversees the
distributing of
accurate SNP
program & benefits

Operations works
with teams to
improve the SNP
program

All Health Plan staff members interact with SNP beneficiaries to facilitate and provide coordinated care.

¢
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SNP Provider Care Management

PCP Plan
 Face-to-Face Encounters  Develops care plans, PCP, and
: . member education materials and
« Delivers clinical care and guidelines

implements care plan
P P - Drives multidisciplinary team

* Coordinates care across =~ « Comprehensive disease and case
continuum (specialist and facility) management
using referrals and authorization
requests « Social services support
- Utilizes evidence-based care « Utilization management support
plans  Implements quality management
program

OPTIMUM
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Coordination of Benefits

» Chronic, Pulmonary & Dual Eligible SNPs

* Member receives all services from the Plan utilizing Plan
providers

*» Explanation of Coverage and Summary of Benefits are provided
to member and available on Plan website

» Dual Eligible SNP

+» While enrolled in SNP Plan, there is no coordination of services
through Medicaid and no billing of any services to Medicaid

¢ Plan provides all services and adjudicates all claims

OPTIMUM
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Care Coordination

» Ensure that SNP beneficiaries’ healthcare needs,
preferences for health services and information sharing
across healthcare staff and facilities are met.

» Maximize the use of effective, efficient, safe, and high-
quality patient services that ultimately lead to improved
healthcare outcomes, including services furnished
outside the SNP’s provider network.

OPTIMUM
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Case Management

» Resource for member to coordinate with PCP
» Counsels members

+» Disease stages

Health status change

Care plan details

Discharge plans and needs for service
Transitions of care

Coordination of care

D)

Coordination of Care

K/ K/ K/ J /
0’0 0’0 0’0 0’0 0’0

» All contacts
Documentation » Actions taken
» Ultilize electronic care management system

» Review of ongoing reports and communicate with members
Reports > ldentify members with planned and unplanned transitions of care
» ldentify members who are at high risk

OPTIMUM
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Interdisciplinary Care Team
(ICT or IDCT)

Purpose

» Reviews and approves Care Plan models (problems,
interventions, goals)

» Reviews and approves care management policies for SNP
plans

» Forum to discuss and receive input on cases (PCPs/Members
may be invited to attend case discussions) to determine needed
changes or re-direction

» Periodic review, update and approval of Clinical Practice
Guidelines adopted to promote use of evidence-based
guidelines

OPTIMUM
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Interdisciplinary Team Members

Plan Manager, Medical Director — Chair
Plan Medical Directors Clinical Pharmacist

Cardiology Pulmonary

Member/Caregiver (if requested
(Board Certified) (Board Certified) < {iired )

A 4 A 4 A 4 A 4 A 4

Interdisciplinary Tfam

Primary Care Physician & I

Member’s PCP as needed Case and Disease
Management Nurses

Social Workers and Medical
Management Specialist

Plan Clinical Administrative Staff:
Staff VP Medicare Ops and HCM
Director of GBD Quality Mngt. Endocrinology
Directors of Medical Mngt. (Board Certified)

*Case & Disease Mngt.

*Utilization Mngt.

*Dietitian _
Manager of GBD Special Programs * Frequency: Quarterly meetings
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Provider Network

* Health Plan Provider Network has
specialized clinical expertise pertinent to
the SNP Population.

* Credentialing Is the process used to
ensure facilities are accredited, and
specialists have the required experience
and training.

OPTIMUM

HealthCare, Inc.




Clinical Practice Guidelines

Our Plans have adopted the following nationally-accepted evidence based guidelines:

Evidence-Based Clinical Practice Guidelines I 2023

iGuidelines

CDC*s National Asthma Confrol Program 12/1 272022 hitps-{fwarw.cde sow/asthma'nacp him

S Global Stratezy for Asthma M t and Prevention — Global Initiative for A sthma 2022

= e thona rts/
Delezated MBHO continually reviews and adopts guidelines that meet the new standards for guideline rigor
Behavioral Health —[nd transparency.

faticnal Comprehensive Cancer Nefwork: Breast 06/21/2022; Prostate 09/162022; Colon 1W27/0222;
Flectal 10/27/2022

- fmrww. necn. or fessionals Leiam 'default.
iCancer

Wmerican Cancer Society, Guidelines for the Early Detechion nf{:anw (Last Re'nsed 3.-'144?022)

)Cardiovascular
g apement of Blood Cholesterol: A Report of fhe American College of Candiology Foundafion/American
art Associafion Task Force on Clinical Practice Gudelines, November 2018

-ffararw. ace.orgflatest-in-cardiclogy/ten -pomts-to-remem ber/2018/1 1091 4/38/ 201 8- gndeline on-
manazement-of-blood-cholesternl

Flobal Inmbhative for Chronic Obstructive Lung Dhsease (GOLD); 2023 GOLD Reports - 2023 Global Strategy
Chronic Obstructive for Prevention, Diagnosiz and Management af COPD.
Pulmonary DHaease |https://soldcopd orz202 3-zold-report-2F

2017 ACC/AHA/HFSA Focused Update of the 2013 ACCF/AHA Guidehne for the Management of Heart
Falure: A Report of the Amencan College of Cardiclogv/Amencan Heart Association Task Force on Clinical
Practice Guudelines and the Heart Failure Society of Amenca. Circulation. Apnl 2017,

https: e ahajowmals. ore'dosfabs"10.1 1 61 /CTR. (0000 00000000509

Conzestive Heart
e 2021 Update to the 2017 ACC Expert Consensus Diecision Pathway for Optimization of Heart Failare
Treatment: Answers to 10 Prrotal Issmes About Heart Failure With Reduced Ejection Fraction: & Report of the
Wmencan College of Cardiology Solution Set Ohversight Committee. Febmary 2021,
cfimerw jace org/don/10.1016/] jacc 2020.11.022
Standards of Medical Care in Diabetes — American Diabetes Association, January 2023,
Diabetes -//professional diabetes org/content/clinical practice-recommendations

Cuidelines for the Use of Antiretroviral Agents in Adults and Adolescents with HIWV, July 2016; Last
rewed & Updated 9/21/2022.
Sffelimiealinfo biv. govien/smdels c—elim 1dehnes-adult-and-adolescent-arvfwhats-new-

#
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Clinical Practice Guidelines continued

Our Plans have adopted the following nationally-accepted evidence based guidelines:

Evidence-Based Clinical Practice Guidelines | 2023

Hypertenzion

2020 International Society of Hypertension Global Hypertension Practice Gmdelines, May &, 2020.
- ferarw.aha) als.org/dei/10. 116 ' HYPERTENSIONAHA 12015026

PO17 ACC/AHA/AAPAMARC/ACPM/AGS/ APRAMASHIASPCNMAPCNA Guideline for the Prevention,
Detection, Evaluation, and Management of High Blood Pressure in Adults: A Feport of the American Collage
of Cardiclogy/ Amencan Heart Association Task Force on Climeal Practice Guidelines, updated 5/2018.
hitp:/'www onlinejace orefcontent/earhy’201 7/ 11/04/) jace 2017.11.006

|Prn=ent'n=t Healih

Fecommendations of the U.S. Preventive Services Task Force.
M entiveservicestask force or i

OPTIMUM
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Health Risk Assessment

Annual Health Assessment for all SNP members:

Disease/Case
Management Assessment

Disease Specific

Health Assessment Health Assessment

Tool (DSHAT)

Tool (HAT)

> Mailed based on HAT > Nurse/Social

» By mail upon responses )
enrollment i 2 i Setvices
> Or disease specified for interview & care
» Annually to all chronic SNP enroliment planning

SNP-mermbete > DSHAT scored with

most severe referred to
Disease/Case
Management

OPTIMUM
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Health Assessment Tools
HAT DS HAT

Lld H 1
— ealth Assessment Tool (HAT) .
‘g F REEDOM Please complete this annual survey. This information ”&EE&%H% Diabetes Health
HEALTH will help us understand your health needs. Your Assessment Form
PO Box 15804, Tampa, FL 33684-9646 answers WILL NOT affect your benefits. We may P.0. Box 153178, Tampa, FL 33684

. share your information with your primary care Health and Wellness Material
Health & Wellness Material provider(s). If you have any questions regarding this
form, please call 1-800-401-2740. TTY: 711

Date: Please disregard this request if you
- have recently mafled a completed Date: Date of Birth:
Name: Member Name: Phone#:
DOB: Age: Gender:
Address: Ph - Member Address:
one -
City: State: Zip: Member ID: City State Zip: 1D#:

A. Physical Health Rating
1. On a usual basis, how do you rate your health? (check one) OiExcellent O Good QFar  OPox

2. What is your height? (whole numbers) Feet Inches 3. What is your weight? (whole numbers) lbs.
B. Activities of Daily Living

4. How much help do you need with the following? (check one box for each activity)
Activity No Help Needed Some Help Needed

an us in the supplied envelope. These answers will help us
are properly managing your health.

o a clinic at a VA (Veteran's Affairs) Hospital in the last 12 months? QYes QNo
'm in crror and don’t have this health, check the box and return the form to us in the

Bathing o e without answering any of the questions below. 3 No, | don’t have Diabetes.
Dressing Q
Eating o 1. Which type of medication do you take for your Diabetes?
Geting out of Bed o Chair o~ (checkone)  QPills only 2 Insulin only 2 Both pills and insulin 2 Other medicine by shot 0 None
Preparing Meals q’ 2. If you take insulin, how often do you take it:
Taking your Medicine i 0 (check one) 21 time a day 22-3 times a day QO More than 3 times a day Q1 0n an insulin pump
USi‘!_l the Bathroom N Q 3. How many times in the past year have you had to go to the hospital due to your Diabetes?
Wakking _ _ _ g ™ 5] = (check one) an 21 time 12-3 times 2 More than 4 times
Remembering & Decision Making = /\vj . /tl - 2 4. How often do you see your doctor about your Diabetes?
‘ (check one) Qo 21 time a year 32 times a year 33 times a year or greater
C- Health Hlstory & Treatment 5. How often do you have your blood HbAlc checked?
6. When did you last see your Primary Care Physician? (check one) ao O1timeayear Q2 times ayear QNever QDon't know what this is?
(check one) 2 Less than & months 2 More than & months 2 12 months ago or greater
If you have not seen your Primary Care Physician in the last 6 months, please call the office to schedule an appointment. 5-"":"“":““"’“"“‘]“2‘;“"‘35“"? OBetween 66and 75 9761090 2 More than 9.0 2 Don'tk
7. Do you currently use any medical equipment such as oxygen, eleciric bed or wheelchair in your home? 2 'Yes O No (check one) - Oress cendoand - - ore fian 3. N know
8. Are you receiving any nursing, therapy or home health care in your home? QYes QO No 7. Do you use a glucometer (blood sugar testing device)? QYes QNo
9.Do have blindness or frouble seei whe! ing glasses? QYes QNo
you have S orrou seemg even when weam%; gasse — = 8. On a daily basis, how often do you check your blood sugar?
10. Do you have deafness or rouble hearing even when wearing a hearing aid? QYes QMo (check one) 21 time Q2times D 3fimes Q4times T 5timesormore 1 Never
11. Have you received: (check all that apply) <) Flu shot in the past year O Pneumonia shotin the past 5 years U Unsure 9. What does your fasting (first one in the morning) blood sugar usually run?
12. Have you had a Pap test in the past 2 years? QYes QNo dUnsure NA (check one) a1100r less o111-120 0121-140 1 More than 140 2 Don't know
13. Have you had a mammogram in the past 2 years? OYes QNo QUnsure DOINA 10. What does your blood sugar usually run if taken 2 hours after eating?
14. Have you had a colon cancer check in the last 10 years? OYes QMo O Unsure (check one) 110120 0121-140 2141-180 2 More than 180 2 Don't know
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Individual Care Plans

All Care Plans use a problem, intervention, goal format. Clinical Practice Guidelines are cited in the Care Plans.

+ Applicable to all members in the SNP population
+ Health Plan provides to PCP
+ Based on general disease information or dual eligible status

* Supplemental English or Spanish Health Appraisal Profile
provided to member based on HAI responses/preferred
language for self-management & health tracking

* Developed from DSHAI responses specific to member (claims
and pharmacy data included)

+ Health Plan provides to PCP

+ More specific with member response

+ Results from extensive Nurse and/or Social Service/Nutritionist
Case/Disease Management assessment

» Generates member-specific care plan
+ Health Plan provides to PCP

+ Jointly developed and updated throughout the Case and
Disease Management process

P
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Management of Individual Care Plans

» Participating PCPs serve as the “Medical Home” and receive Care
Plans via Health Plan’s HEDIS® MRA Portal or via fax depending
on Care Plan Tier to assist in this process and to optimize the health
status of Special Needs Plan members. The PCP is responsible for
overall management of the member (in coordination with specialty
providers and the Health Plan) taking into account the provided Care
Plan.

» The Health Plan mails a Care Plan Manual to all PCPs in the Spring
of each year which includes examples of individual care plans,
instruction on how to access them via the HEDIS® MRA Portal, and
the most recently approved Clinical Practice Guidelines.

OPTIMUM
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Tier 1 Care Plans

Based d Other Plan
2023 DIAE ErES C‘ARE PLAN Physician monitoring of cutcomes for compliance with regimen geals following guidelines:
- S1an rds nﬂ;‘ltdlcﬂ Care in Diabetes - Amil‘lm Diabetes Association, January 2023,
Patient has disbeles identified by HbAle value, - Munhnnlnel}' and uppmpﬂm laboratory dn‘ln furnolm)imca and mnmmmled testing of
HbAte, LOL-C level, and other profiles as neaded
«  Maniter Emergency Departrent and inpatient hospial admissions and encourage more frequent
petenuany on syl s Depe patiant Medical Home visits and interventions
HF = High Priarity ST = Short Term +  Nonitor progress 1o determing i further interventions need to be developed and addressed
M =Medium Prioeity LT = Lang Tem ) Ensure your paiient is seen within 7 days of ail Inpatient hospializations. Complete medicafion reconciafion
LP = Low Priarity Goal Measwrement Freguency: Semi-Annusal during follow-up visit. Incl umentation that the medications prescribedicrdered at discharge were
PCP MEDICAL HOME raconciied with thi s Fadications,
1. MembenPatient will understand their medical home as evidenced by at least two PCP visiis/calendar
yaear, on of which will sesur within & months of the calendar year, (HP, ST) At leaztg with your patients and document in patients” recards:
2. MembesPatient will obtain tws HBATe tests during the calendar year, (MP, LT) Planning
3. Member/Patient will see PCP for HEDIS® Adult's Access Preventive Ambulatory Health Services S rEview
wisit In the calendar year. (LP, LT) al Status Assessment
shensive Fain Screening
Prionitized Infarsentions: + At amm Health, Substance Abuse and Mood Disorders
s The Plan will publish PCP Medical Home Brochure on Corporate webslfe and mail to membears who Care Plan Assistance/Feedback
indicaling knowledge deficit of Medical Home on compleled general heaith assessment faol.
«  The Plan willcomplete Transition of Care cails andior lelers for applicable svents, Contact the Health Plan Case and Disease Management for help with your patient. Refarral forms can be
«  The Plan will mail applicabls preventive screening letter (based on HEDIS® measure INKusig ‘ found in the Provider Tools and Resources section on the Health Flan website and can be faxed to 1-888-
least wice a year beginning by August of calendar year for qualifying members. 314-0794.
= The Plan will rail educational packel four Nimes & pear andior newsisthers at
The Health Flan welcomes your fesdback or medification to this cane plan via the abowve fax number or by
containing informatian regarding fmpartance of and how fo use PCE caling the Cass and Dissass M Depariment at 1-888-211-9913,
MEMBER/PATIENT ENGAGEMENT:
1. Member will compiete 21least one heall it haalth
assassment tool (DS-HAT) annually. h T
Prionitized Infarsentions:
1, The Plan will rmaila HAT within §0 days of enrol date (OR approximately 3 months
priorfo annualized due date) and mail iomal HAT (one per subsequent manth) for non-
rRSpOnGE,
2, The Plan will rmaila DSHAT within 60 days of enrollment efactive dale [OR approximately 3 months
priorto annualized dus date) and mail up to 2 sdditional DSHAT jone per subsequent manth) for
Nan-response.
DISEASE EDUCATION:
1. Member will receive initial diabetes education packet from plan within 90 days of enroliment effective
date as long &5 SNP disease verification was avallable. (MP, STILT)
2. Member wil receive routing [assuming Full quarter eligibility) disbetas sducation quarterty thioughout
tie calendar year, [LP, LT)
Inlervention:
= The plan M.I'Jmu.lidﬂanaﬂ'es educational peckef four times 8 yesr analor newslstiers at least fwice 8
yEar o g the g information: Importance of ing fo medication regimen, imporance
of an annuel eye sxam, fool care, blood glucose, and blood pressure conlrol, Impartance of smaking
Imparfance of dlelary compliance, and informration of L of Ledical Home,
QMSC Approved: 312023 QMSC Approved: 32023
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Tier 1 Care Plans continued

2023 CONGESTIVE HEART FAILURE CARE PLAN Evidence Based Guidelines and Other Plan Recommendations
Problems Fhysician monitoring of cutcomes for compdiance with regimen goals following the sslected evidence-based
chinizal guidelines:
Patient has Congesiive Hear Failure, + 01T ACCIAHAMFSA Focused Update of the 2013 ACCF/AHA Guideling for this Managerment of
Heart Failure: 4 Report of the American College of Cardislogyidmarican Hear Association Task
Interventions, Goals and Legend Force on Clinical Practics Guidelines and the Hear Failure Saciety of Amenica, Circulation, april
- - - 2017. https:/hwww.ahajoumals org/dolabs/10.1161/CIR.00000000OA00AS0S
; ;mi;“ggm f;;f;‘r:‘TT;m”” 2021 Updats to the 2017 ACC Expert Consensus Declsion Pathway for Optmization of Heart
LP = Low Priarity Gioal Measuramant Fraguency: Sami-Arnual Failure Treatment: Answers 10 10 Pivetal Bsues About Heart Fadure With Reduted Ejection
- Fraction: A Report of the American Cclege ofCun:IInIngy Soluticn Set Oversight Commities.
FCP MEDICAL HOME February 2021, hiles a aee 2020,11.022
1. MemberFatient will understand their medical home as evidenced by at least two PGP visits/calendar Mo ar timely & muluﬂun Mllll
year, one of which will occur within & montis of fhe calendar year, (HP, 5T) Ergncy UEpaiinent and inpatient hospial admissions and encourage more frequent
2. Member/Patient will have no emergency reom, observation or hespital stays due 1o CHF for the biaril il i and Interventions
calencar year. (MF, LT) o detemine ffurther interventions nesd to be developed and addressed
3 ml'eh. tln!m'l':::z‘;;::'l :::P::f:r#EDIS@ Adults Access Preventive Ambulatory Health Services & seen within 7 days of all Inpatient hospitalizations. Complete madlnaﬂnn reconciiation
S Include doc 1 that the preser were
Priritized Inferventions: patient's cument medications
v The Plan will publish PCP Medical Home Brochire on Corporale websile and mail t menmbers who Bast annually, address 1he Tollowing With your patients and docurent in patients’ recards:
indicaling knowiedge deficit of Medical Home an complefed general heaith assessrment loo! + Advance Care Planning
= The Plan will complete Transition of Cane calls and'or feffers for appiicabls events, = Behavioral Health, Substance Abuse and Mood DEsorders
= The Flan wiil mail appiicable preventive screening lefter (based on HEDIS® measure [1giusi
least fwice a yesr beginning by August of calendar year for qualifying members. ERE PIATAS S b RS eqnaCh
+  The Plan will mail educational packe! four times a year andir newsietters at Contact the Health Flan Case and Dissase Management for help with your patient. Refarral forms can be
confaining infarmalion ganding imporance of and how i use PCP m.};:ﬁi Provider Taols and Rescurces saction on the Health Plan website and can be faced 1o 1-288-
MEMBER/PATIENT ENGAGEMENT:
1. Member will complete atleast one health asses cific health The Health Plan welcomes your feedback or modification to this care plan via the above fax number or by
assessment tool (DS-HAT) annually, calling the Caee and Diseasa M: Diep at 1-888-211-8913.
Prioritized Infersentions.
= The Flan will mall a HAT within 80 days ive date (OR approximatsly 3 months
prior o annualized due date) and rmail onal HAT {one per subsequent manth) for non.
rRSpOnSE,
= The Flan will mail a DSHAT within 60 days of enroliment effective date [OF spproximately 3 months
pricr fo annualized dus date) and mail up to 2 sdditional DSHAT [one per subsequent month) for
AoM-response,
DISEASE EDUCATION:
1. Member will recelve infial congestive heart fallure disease education packet from plan within 50 days
of enroliment effective date as long &5 SNP disease vedfication was available. (MP, 5T)
2. Member wil receive routing (assuming Tl quanter eligidity) congesiive hear failure disease
education quartety throughout the calendar year, (LP, LT)
Inferéention:
+  The plan will mail congestive heart failune disease educational packe! four times a year andfor
newslefters af least twice a year containing the fallowing information: importance of medication
adherence importance of biood prassune confrol, irmportance of diel, Imparfance of exercise,
Importance of weight control, and imporfance of smoking cessation.
QMSC Agproved: 32023 GMSC Approved: 312023
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Tier 1 Care Plans continued

2023 PULMONARY CARE PLAN Evidence Based Guidelines and Other Plan Recommendations
Fhysician monforing of cutcomes for compliance with regimen goals following the sslected evidence-based
Froblems chinical guidelines:
Patient has poor, intermediate, or at-risk pulmonary heaith, +  Global Initigtive for Chronic Obsiructive Lung Disease (GOLD), Global Strategy for the Diagnesis,
Management, and Prevenfion of Chronic Obstructive Lung Disease, 2023 Report,
Interventions, Goals and Legend hitps: igeldcopd. ofg 2023-gald-repart-2'

= honftor imely and appropriate medication refills

:i:ﬂ; ngw f_'ll_'fgul_l'_l'erm » Monttor Emergency Department and inpatient hospdtal admissions and encourage more frequent
(P Low Pty Gl Mocsuramant Froquoncy: Sars-Amuel pafiont Messcal Home visits and interventions
PCP MEDICAL HOME - +  Moniter progress to detemming if fther interventions need to be devaloped and addressed
1. Member/Patient will understand their medical home as evidenced by at least two PCP visits/calendar ng;fy:urﬁl:ﬂ::? “n I ¥ 3::.1;“:“ huw'"“;:: codmplm m'ulm"’n reconciation
year, one of which will oceur within & months of the calendar year, (HP, 5T) reconclied wih the by abians.

2. Member/Patient will obtain Flu Shed within calendar year, (MP, LT)
3. MemberPatient will see PCP for HEDISE Adull's Access Preventive Ambulatary Health Services
visit In the calendar year. (LP, LT}

with your patients and document in patients recards:

Frionitized Infarventions:
= The Plan will publish PCP Medical Home Brochure on Corporate websife and mail to members who
Indicaling knowledge deficit of Medical Home on compleled general heaith assessment fool, act the Health Flan Case and Disease Management for help with your patient. Refarral forms can be
+  The Plan will comprate Trangition of Cane cansandfr lelters for appiicable svents. fctm in the Provider Tools and Rescurces section on the Health Flan website and can be faxed to 1-888-

= The Flan will mail applicable preventive screening lefter (based on HEDISE mea, Tl 314-0794.
least wice a year beginning by August of calendar year for qualifying members.
= The Plan will mall educational packe! four Nirmes 8 year andior newslethers al least E] Thie Heallh Plan welcomes your fssdback of modification to this care plan via the above Tax number of by

containing infarmation regarding importance of and how i use PCP Medi calling the Case and Dissase Managemsnt Depariment at 1-888-211-9913,

MEMBER/PATIENT ENGAGEMENT:

1. Member will complete 21leas! one healh assessment oo
gesessment tood (DS-HAT) annually. (MP, STIL

Prionitized Infarventions:
1. The Plan will mail 8 HAT within dale (OR approximalely 3 months
priorfo annualized due date) and mail up to 2 HAT {one per aubsequent month) far non-

rESpONSE.

2. The Plan will mail 8 DSHAT within 60 S8)% of enroliment effactive date (OF approximately 3 months
prior fo annualized dus date) and mailup fo 2 additional DSHAT one per subsequent manth) for
nan-response,

DISEASE EDUCATION:
1. Member will receive initial pulmonary care disease education packet from plan within 50 days of
enraliment effective date 25 long as SNP disease vesification was available. (MP, ST}
2, Member will receive routine (assuming full quarier eligidty) p Y care disease
guartedy throughout the calendar year, (LP, LT)
Intervention:
+  The plan will mail pulmonary care disease saucalional packel four fimes 2 year anafior newsietters at
least Iwice & year confaining the faltowing infarmalion: Impartance of medicalion adherence

Impartance of biood pressure conlrel, Imparfance of died, imporfance of exercise, Importance of
weight confrod, and importance of smaking ceasation.

QMSC Approved: 372023 QMSC Approved: 312023

&
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Tier 1 Care Plans continued

2023 CARDIOVASCULAR DISEASE CARE PLAN Evidence Based Guidelines and Other Plzn Recommendations
Problems Fhysician monforing of cutcomes for compliance with regimen goals following the sslected evidence-based
chinical guidelines:
Patient has Cardiovascular Disease, + 2018 ACCIAHA Guideline on the Primary Prevention of Cardiovascular Disease A Repart of the
American College of C ol rican Hean As Task Force on Clinical Practice
Inbervel Lege Guidedines, Seplember 2019 hito.waw onlinejace crgieontant7T410/e177
= MTF;":;:“" GOl — + 2018 AHAACCIAACVPRIAAP A/ABC/ACPM/AD A AGSIAPhA/ASP CINLATPCINA
= ran : = arm Guideline on the Management of Blood Chalestercl: Repart of the Amenican College of
E:L“u:dmr?;m IEEL;I Lang T“'T“”_ P — curulology FoundatisnAmencan Hesrt Assacistion Task Force on Chinical Practice

PCP MEDICAL HOME
1. Member/Patient will understand their medical home as evidenced by at least two PCF visiis/valendar *
year, one of which will oceur within & manths of the calendar year, (HP, 5T) .
2. Member/Patient will obtain annual lipid profie for effective provider monitoring for calendar year, N
{MP,LT| .
3. MemberFatient will see PCP for HEDIS® Adult's Access Preventive Ambulatory Health Services
visit in calendar year. (LP, LT)

bove guidelines as applicable
further interventions need to be developed and addressed
pﬂl‘ﬂ'ﬂﬁ\‘l and inpatient haspial admissions and encourage mare freguent
visits and interventions

Prioritizad it " Ei 1 win within 7 days of all inpatient hospitalizations. Complate mtulcaﬂnn reconcilation
i lude ttation that the prescribeds wers
s The Plan wfn’fph\bJ'MﬂFCP Medical Home Brochure on Corporate websife and mail fo members who cl:ll:llld Mlh 1h! patient’s cumrent medications,
Indicale knowiedge deficit of Meaical Homme an compleled general nealth assessment 1oo!
+  The Plan will complete Transition of Care caisandfr lelfers for appiicable events, A1 lwas! annually, address the following with your patients and document in patients” records:
= The Plan will mail appiicable preventive screening lefter (based aon HEDISE mea i « Advance Care Planning

+ Behavioral Health, Substance Abuse and Mood Disorders
Care Plan Assistance/Feedback
Contact the Health Plan Case and Dissase Management for help with your patient. Refarral formsa can be

least fwice a yesr beginning by August of calendar year for qualifying members.
+  The Plan will mail educational packe! four tirmes a year andfor newsletfers
containing infarmatian regarding importance of and How 16 use PCP.

MEMBER/PATIENT ENGAGEMENT: found in the Provider Tools and Rescurces section on the Health Flan website and can be faxed to 1-888-
1. Member will complete atleast one health aam 314-0794.
assessment tool (DS-HAT) N
Thie Heallh Plan welcomes your fssdback of modification to this care plan via the above Tax number of by
Friaritized Infarveniions. caling the Case and Disease Managemen! Depariment at 1-888-211-9913,
= The Plan will mall a HAT within 80 days of ive dafe (OR approximately 3 months
priorfo annualized due date) and ional HAT {one per subsequent manfh) for non-
= The PJM will mali s DSHAT within 60 days of enroliment effactive date (OF spproximately 3 months
priorfo annualized due date) and mallup to 2 sdditional DSHAT [one per subsequent manth) for
AG-response,
DISEASE EDUCATION:
1. Member will recefve infial cardiovascular disease education packet from plan within 50 days of
enroliment effective date as long as SNP disease verification was available. (MP, ST)
2, Member will receive routine (assuming full quartes eligibility) cardiovascular disease education
uartedty thiougheut the calendar year, (LP, LT)
Intervention:
s The plan Mffmfwﬂmrﬂmmwmmﬂml WIHWI’I.WMMN
least fwice a year 19 the g mation: im e of medication sdherence
Impartance of biood pressune conlrel, Impartance of diel, iImportance of exercise, importance of
weight confrof, and Importance of smoking ceasation.
QMEC Approved 372023 QMEC Approved 3/2023

&
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Tier 1 Care Plans continued

Evidence Based Guidelines and Other Plan Recommendations

2023 DUAL ELIGIBLE MEMBER CARE PLAN Physiclan montoring of far ‘with regimen goals athe evidance based
chinical guidalines:
Problems + Raecomimendations of the U.S. Preventive Sendces Task Force
Patient is secivecenomically disadvantaged which may negatively impact patients ability to access needed Hles.luspraventiiesendcasiaghfore ofg/usoutl
and preventative healihcare senvices. Additional considerations:
+  Moniter tenedy and appropriste madication refils
Interventions, Goals and Legend + Moniter Emergency Department and inpatient hospital admissions and encourage more frequent
HP = High Priarity ST = Short Tarm patient Medical Home visits and Interventions
WP = Medium Prioriy LT = Lang Tem = Monitor progre if further interventions meed to be developed and addressed
L = Low Priarity Goal Measuramant Fraguency: Sami-Annual Ensure your patie o days of all inpatient hospitalizations. Complate medication reconciiation
PCP MEDICAL HOME during fellow-up ntation that the proscr ge wene
1. MarmbesPatient will understand their medical horme as evidenced by 81 least two PCP visitsicalendar reconci
year, cne of which will occur within & months of the calendar year. (HP, ST)
2. MemberPatient will see PCP for HEDIS®H Adult's Access Preventive Ambulatory Health Services i : 1h Tallawing with yiour patients and docurment in patients’ reconds:
wisit in the calendar year. (LP, LT} Care Planning
ion Review

FPricritized Inferventions:
= The Plan will publish PCP Medical Home Brochure on Corporate websife and mall to members who -]
ingdicating knowledge deficit of Medical Home on complefed gensral health assessment fool. Erhavioral Health, Subsiance Abuse and Mood Disorders

= The Plan willcomplste Transition of Care calls andior lefters for applicable events.
«  Th Piin will mai! apeiicable praventive Screeming Memer Dased mﬁmmmm% Care Plan Assistance/Fesdback

Status Assessmant
Pain i

Contact the Health Flan Case and Disease Management for help with your patient. Referral forms can be
fiound In the Provider Tools and Resewrces section on the Health Plan website and can be faved to 1-888-
314-0794.

MEMBER/PATIENT ENGAGEMENT:

1. Mamber will complele af least one health asses:
assesament tool (DS-HAT) annually.

The Healh Plan welcomes your feedback of modification to this care plan via the above fax number o by
caling tha Case and Dissase Management Depaniment at 1-888-211-9913,

Prignitized Inferventions:
1. The Plan will maila HAT within 60 da) date (OR approximately 3 months
priorio annualized due date) and rmail iomal HAT (one per subsequent manth) for non-

response,
2. The Plan will mail & DSHAT within 60 days of envolimen! effective dafe [OR approximately 3 months
priorfo annualized due date) and mailup to 2 sdditional DSHAT jone per subsequent month) for
NON-rBspoNse.
BENEFIT EDUCATION:

1. Member will receive routing (at least 2iyear assuming ai least & months eligibility) benefit education
through Plan mailed member newsletars. (LP, LT}

intervention:
+  The plan will rrail benefi! educalion packet twice fimes a year andior newsletiers at least fwice a year
ing the g malion: Education of Plan benefits, information of use of Medical Homs,
which inciudes sccess and aupport fo Soclal and Behavioral Services, Importance of smoking
cassalion, imy of irmm , Imy af adherence, Early signs of
exscerbation of condition, and importance of afetary compliance.

QMSC Approved. 312023 QMSC Approved: 312023

4
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FREEDOM HEALTH CARE PLAN
Provider
Prowider Caunby
P'CP Phane

Tier 2 Care Plan

b Hame:
Haome Phane: Gemder:
Plarc

Subescribar 10

Run Dabs:
DS-HAT Diaba:
DHoE:

Freedom Healivs Medical Adwsory Commises has adopled a number of nationaly accepted care guidelnes, which define nomal or optimal targets referenced in the below care plan.

For GVl we refarance tha following:

2010 ACCHAHA Guidelns on the Primary Prevention of Candicvasodar Diseass A Regort of ®e Amencan Coliege of CardiologyAmerican Hear Association Task Farce on Chrical
Praclice Guideines, September 2019 hip fwww anbneface omy'content 744 a1 7T

201 B AHAMAC CIRACYPRAAAPAMABC A CFMADAAG SAFTAGA S POMLAPCHA Gudeline on the Management of Blood Cholesbenl
Foundation'/Ameancan Hearl Assodation Task Force on Chnical Prachce Guededines, Movember 2018
remernben201 81 10051 428201 B-guidedine- on- anag esment of - biogd- Cholerstanal

All problems isbed Dedow are seflreponed by membes on & CVD Healh Assessment Tool and should be waldabed by

HAT®
14

Frequent Symphom: shamness

of bream.
G History: Haart Surganas.

i Ciat Regimen: Low Sak.

9 [Cwat Regmen: Heart Healy.

13 Sigrificant mpact by
Lile

14 Hon-complianca with PGP freaiment plan.

15 Cardiclogy Consufts: 4+ Gmesiear.

10 Caoncems noted RE- Ability fo sef-manage.

LP = Leow Prionty

#
¥ FREEDOM

Minimize cardiac resk faciors and
aperalive thesagy.

regarding healli
Evaluate dat

FIBCESSAry.
@}t

Sess Members daily acinilies impacied by CwD

i
and modify as

wzed by member and modily as

Schedule af keast 2 apooiniments | year for reatment
planning

Coomdnate care managameant with Candiology

Aggess sellManagement CONoems

LT = Long Tanm
>oal Measurament FTEQ.IIE'I'["!.'Z Sami-annual

the Amercan College of Cardialogy

evaluation of member repated symploms. (HP, ST)

Member wil receivwe rouline (al least 17 guaber assuming Tul
guater eligibity) candivvascular disease educalion g hout
ihe calendar year from the Health Flan [LF, LT)

Member will recee routine (at kast 17 quarber assuming Tul
quarhar ehgibity) cardiovasodar disease aducation throughout
the calendar year from the Heath Plan. (LP.LT)

Mamber will recaive routine (at kast 1/ guater assuming ful
quarter ehgibity) cardiovasoudar disease aducation broughou
he calendar year from the Health Plan. [LP, LT)
Member/Patiert wil undersiand their medical home as
evdanced by at least two PGP visitsivear alkowing for prosidar
evaluation of member repoted symploms. (HP, ST)
MembarfPatiert wil underztand their medical hame as
evidanced by a1 least twa PCP visitafvear allwirg For provider
evaluation of member raported symploms. (HP, 5T)
Mamber/Patiert wil undersiand their medical home as
evidanced by a1 least two PCP visitafvear allawing For provider
evaluation of membear reparted symploms. (HP, 5T)
Member/Patiert wil understand their medical hame as
endanced by al least two PCP visisivear alkowing for prosidar
evaluation of member naported symploms. (HP, 5T)

Asgess afiology of sympiom and treal as . TPatient wil undersiand their madical home as
by &l beast taa PCP vigitsivear alkywing for provicer
iate post-
i Lion

OPTIMUM

HealthCare, Inc.



Tier 2 Care Plan continued

FREEDOM HEALTH CARE PLAN UPDATE Fun Date: U202023

Prosicker b Hasme: DE-HAT Date; 01/01/2023
Prowidar County . D MMTHDYYY

PP Phione
CVD - '
1. Membar has expananced shomnass of breath. 11, Member wSes oXygen ab Foms.
2. Member vary oen axperiences shamness af beesth 12. Member exarcisas 3-4 days par woek.
3. Membar does nof expanance chest pain. 13 Member states that heant condition very often prevents himher from erjoying e,
4. Member had a hear attack. 14. Member hars not seen PCP inghe last year for Heart condition
4. Membar had a haart atack 2 - 3 years ago. 15. Member has seen Candislodiataane than 4 imes in the last year.
G. Member has had heart surgeries, «x. bypass, stanls. 16 Member has mol Qee roam due 1o hsher hearl condition in the past
T

pEET
. Members bload pressure does mol run Figher than 140080 1T, M % Ehitalized in e past year due to hisher heat condiion.
9. Member is on a low salt diet 18. ST hezar cordition has stayed e Same oeer e past year.
@, Membar is an a Heat Heakiy dat. a falfabiity 1o take cana of themeakes.
100 Member does nal smake

¢
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Tier 2 Care Plan continued

FREEDOM HEALTH CARE PLAM Fun Date: /2052023
Prosdcer Mbr Hame: DEHAT Date: 041001/ 2023
Provader Coungy: Home Phone: Gandar: DOB:
PCP Phaona: Subscribar KD: Pian:

 HCC GROUP  DISEASE TYPE

HoCma Diabates with Chronic Comgplications

HCCo4a0 Rheunataid Arthritis and nfammatory Connective Tissue Di
HCCOas Cangesive Heal Faiure

HOC108 Wessular Disease

HCC111 Chronic Obgtructive Pulimanany Disease

HCC138 Chronic Kidney Disease, Moderate (Siape 3}

Effective Range
2009 Q012008 - 1203172008
2man 012010 -1
2031 o201
ama 012me -
2m3 012013 - 3
2014 012014 - 1203102014
2ms 01201 5 - 12031725
20$G DD1F2016 - 120317206
amv 01201 T - 12031727
ama 012018 - 120317208
2ma 012015 - 120317200
2020 DT F2020 - 1203172030
a2m21 QDT F202 0 - 1203172021
am2z O/D1F202 2 - 120312022
2023 /0172023 - CURRENT
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Tier 2 Care Plan continued

Information and data included in claims based records relating to sensitive health conditions including, drug, alcohol or substance abuse, mental
health, sexu fransmitied diseases, HIWVAIDS have been suppressed. There may, however, be the inclusion of some information regarding
sansitive conditions. Also, please refer 1o the HEDISPARA Portal for complate HOC member specific data.

Claim Activity - PCPISpecialty

DOs KD ICD10 Descriplion HCC Grp CPT/Rey CPTIResv Description Specialty

1/E2023 PG4 16 Radiculopatity lumbar regi 1125F PaiN SEVERITY QUANTIRED Pail FRESENT (COA) [OheC) FAMLY MECACINE

1R2023 B4 16 Radiculopatity lumbar regi 1153F MEDICATION LIST DiDCUM D M REDICAL RECORD (COA) FAMLY MECICINE

1/ER2023 PB4 16 Radiculopatity lumbar regi 1180F REVIEW OF ALL WEDSCE A PRESCREING PRACTITICNER FAMLY MECACIHNE
OFR CLINCAL FHARMED AS PRESCRIFTION

162023 B4 16 Radiculopatity lumbar regi = ek B3 OFFICE OR O L WEEIT FOR THE EVALUATHION AND FAMLY MECACIHE

aRLISHED PATIENT WHICH R

162023 ME4 18 Radiculopathry lumbar regi Ga417 al paramesters and & follow-us plan = FAMLY MECICIHE

12730323 CEd Malignant ne=oplasm of rig 11 1125F Y OUANTIRED Pat PRESENT (COWA) [Chas) FAMLY MECICIHNE

12/2022 CEd.1 Malignant neoplasm of rig 11 155F KB LIST DOCUMENTED 1IN REDNCAL. RECCRD [COA) FAMLY MEDICINE

1282022 CEd. Malignant neoplasm of rig 1 EVIENS OF ALL WEDOCATICHS BY A PRESCREING PRACTITICNER FAMLY MEDICINE
OR CLINCAL FHARMACIEST [SCH AS PRESCRIFTION

12582022 CEd.1 Malignant neoplasm of rig aF MIOST RECENT SYSTOLWC BLGOD PRESSURE LESS THAN 120 MW HG  FAMLY MECICINE
(OM} [HTH CED TAD)

12582022 CEd.1 Malignant neoplasm of rig 30TaF MOST RECENT DIAETOLC BLOOD PRESEURE LESSE THAM B0 MW HE  FAMLY MECICINE
(HTH CKD CADG (Dl

12/82022 CEd.1 Malignant of, i ek B OFFICE OR OTHER CUTPATIENT WESIT FOR THE EVALUATION AND FAMILY MEDICINE
MANAGEMENT OF AN ESTABLISHED PATIEENT WHICH R

1152022 B4 16 Radicu 1125F PalN SEVERITY QUANTIRED P& PRESENT (COA) [OfaC) FAMILY MEDICINE

11503022 B4 16 Radic ulopatiry i 11549F MEDICATION LIST DGOCUMENTED IH BEDICAL RECORD (COA) FAMLY MECICIHE

1152022 B4 16 Radiculopatity lu regi 1180F REVIEWY OF ALL MECOCATIONS BY A PRESCREBING PRACTITIONER FAMILY MEDICINE
OR CLINCAL FHARMACIST (SWUCH AS PRESCRIFTION

1152022 FEA. 16 Radiculopathty lumbar regi 30a4F MOST RECENT HEROWGLOBEN A1C (HBATC) LEVEL LESS THAM T.0% FAMLY MECICINE
nel L H]

1152022 FBA. 16 Radiculopathty lumbar regi 30T4F MOST RECENT SYSTOLC BLOOD PRESSURE LESS THAN 120 M HG  FAMLY MECICINE
(OM} {HTH CHED TAD)

112022 PG4 16 Radiculopathty lumbar regi B0TarF MOST RECENT DIBETOLC BLOOD PRESSURE LESSE THAM 80 MM HE  FAMLY MEDICINE
(HTH CRD GAaDy (Dl

1152022 PB4 16 Radiculopathty lumbar regi f=rh B COFFICE OR OTHER CUTPATIENT WESIT FOR THE EVALUATHON AND FAMLY MECACINE
MANAGEMENT OF AN ESTABLISHED PATIEENT WHICH R

115222 ME4. 16 Radiculopattny lumbar regi Gad41T B is doc abowe and a follovws-up plan = FaMLY MECICIHNE
Ao urenied

101172022 Cad.1 Malignant neoplasm of rig 11 1125F PaIN SEVERITY QUANTIRED PAH PRESENT [(COA) [CReC) FAMLY MECACIHE

101152022 CE4.1 Malignant neoplasm of rig 11 1158F MEDICATION LIST DvOCUMENTED N RECICAL. RECORD (COu) FAMLY MECICINE

10172033 Cad. i Malignart neoplasm of rig 11 1i80F REVIEW OF &1L MEDACATIONS BY & PRESCREBING PRACTMIONER FAMLY MEDICIHE

OR CLINCAL FHARMACIST [SWCH AS PRESCRIFTION

4
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Tier 2 Can Plan continued

T R022  Ceat Malignart mecplasm of rig 11 AnA4F MOET RECENT HEROGLOEN AIC (HBAICH LEVEL LESS THAM T.0% FaRMILY WEDNCRE
[nul}]

102022 CE4.1 Malignart, necpdasm of rig 11 JFTAF MOET RECENT SYSTOLUC BLOOD FRESSURE LESS THAN 130 M HG  FAMILY WEDICRE
(OME (HTH KD SADY

1012022 Ce4.1 Malignart necpdasm o rig 11 JTEF MOSET RECENT DIASTDLIC BELOOD PRESSIFRE LESS THAN BD MK HG FAMILY WEDNCRE
(HTH CRD Cary (i)

1oizn2z Ce4.1 Malignart necpdasm o rig 11 99215 COFFICE OR OTHER CUTPATIENT WiISIT FOR THE EVALUATION AND FAMILY WEDNCRE
MONSGEMENT OF AN ESTABLISHED PATIERNT WHICH R

toiznzz Ce4.1 Malignart. necpdasm of rig 11 (== B iz dod ted abawe al paramatens and & follow-up plan i FAMILY WEDKCRE
documesmted

1E2n22 LAk Inirag-akadomingd and psehs 1125F FAN SEVERITY 0 FRESENT (SO pOMCh FAMILY WEDKCRE

10E2n22 LAk Wrira-akadommina and gpeehi 1158F MEDICATION LIST 4 @ N LECNCAL RECORD [S0A) FAMILY WEDCRE
1E2n22 LAk Irira-akadommingd and psehs 1160F REVIEWS OF 4 A FRESCRBING PRACTITIONER FAMILY WEDKCRE
: [SLCH AS PRESCRIFTION

1E2n22 LAk Inira-aadomminagd and pseh J4F ANC (HEATC) LEVEL LESS THAM T.0% FAMILY WEDKCRE

TOLS BLOOD PRESSURE LESS THAH 120 MK HE  FAMILY WEDICRE
KI:H_‘.A.EI]

102022 LAk Inira-aadomminagd and pseh JNTAF

10B2022 R18.00 Intra-aksdorningd and i TEF CENT DIASTOLE BLOOD PRESSURE LESS THAM 80 MK HE  FAMILY WEDICSRE
CHO CAD) (D)

TRE022 R19.00 ira-abaorning and peiv s OFFICE OR OTHER CUTPATIENT WISIT FOR THE EVALUATION AND FAMILY NEDICHE
MANAGEMENT OF AN ESTABLISHED PATIENT WHICH R

10B2022 R18.00 Intra-aksdorningd and i 17 Brre iz o abowes B and a foliow-up plan = FAMILY WELDICRE
R LT el

WTIE022 E11E Type 2 diskestes melbus 1158F MEDICATION LIST DOCUMENTED 1N MECRCGAL REGORD [S0A) FAMILY WEDICHE

aTLE022  E1169 Type 2 d ¥ TIEOF REVIEW OF ALL MECSCATIGHNS BY A PRESCREING PRACTITICHER FAMILY WEDICHE
OR CLBRCAL FHARMACIST [SUCH AS PRESCRIPTION

WTLE022  E1169 Type 2 d I044F MOST REGENT HEMOHGLOEMN AIC (HEAIG) LEVEL LESS THAM 7.0% FAMILY WEDICHE
[l tH

WTLE022  E1169 Type 2 d 18 INTEF MOST REGENT SYSTOLS BLOOD PRESSURE 120-138 MM HG (DM) FAMILY WEDICHE
HTH CHD CAD)

WTLE022 E1169 Type 2 diskesbes mealbus 18 IDTHF MOST REGENT DIMSTOLS BLOOD PRESSURE LESS THAM 80 MM HE  FAMILY WEDKSHNE
HTH CHD CAD) D)

WTLE022  E1169 Type 2 diskesbes malbus 18 IE4TD VENIPUNCTURE ACE 3 YEARS OR CLOER NEGESSITATMNG THE SKLL  FAMILY WEDKCHE
OF A PHYSICIAN OR OTHER QUALIFIED HEALTH C

WTLE022 E1169 Type 2 diskesbes mealbus 18 B9E15 GFFICE OR GTHER CUTPATIENT WISIT FOR THE EVALUATION AND FAMILY WEDICHE
MANAGEMEMNT OF AN ESTABLISHED PATENT WHICH R

WILE022  E11E9 Type 2 diskestes melbus 13 SBE1T Bt i o abawe P and a folicw-up plan = FRAMILY WEDICIE
ol reeied

aBE022 H1.0 Hypertanshve heart disess a5 1H2SF FAN SEVERITY QUANTIFED FAIM PRESENT [SOW) [3MH5) FRAMILY WEDICIE

WRENZZ H1.0 Hyperienshe heart dizeas &5 T158F MEDICATION LIST DOCUMENTED 1N MECICGAL RECORD (S0A) FAMILY WEDICHE

ARE0ZZ H1.0 Hyperienshe heart diseas &5 TUGOF REVIEW OF ALL MECOCATICHS BY A PRESCREBING PRACTITICHER FAMILY WEDISHE
OFR CLINCAL FHARMACIST [SUCH AS PRESCRIPTION

ARE0Z2 H1.0 Hyperienshe heart diseas &5 89E 15 GFFICE OR OTHER CUTPATIENT WISIT FOR THE EVALUATION AND FAMILY WEDISIE
MANAGEMENT OF AN ESTABLISHED PATENT WHICH R

WEE0Z2 Hi.0 Hyperiensive hear dissaas &5 G417 dE:cl'ﬂ ! abaws B and a felicw-up plan = FRAMILY WEDICIE

¥
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Tier 2 Care Plan continued

Ar2022 raaeB-4 Encourtsr for obsssnvabion B7428 INFECTIOUS AGENT ANTIEEN DETECTION BY MELFSTAS DAY FAMLY MECICIHE
TECHNHISUE (EG ENZYME IWMUNCASSAY [EW] ENZYME-LINE

2022 Finst-hE] Encounber for okrssrvation 88212 OFFICE OR OTHER QUTPATIENT VST FOR THE EVALUATION AND FAMILLY MEDICINE
MANAGEMENT OF AN ESTABLISHED PATENT WHICH R

a2 Fazon Major deprassive disonder 5% 99459 UNLISTED EVALUATICON AND MANAGEMENT SERMVICE FAMLY MEDCINE

T2AEN22 M54.16 Radiculopathy krnbar reg 1125F FAIN SEVERITY QJUANTIFIED FAIN FRESENT [GO0W) [(OHC) FAMILY MEDICINE

T2 M54.16 Radiculopathy kenbar e 1158F MEDICATION LIST DOCUMENTED N REDICAL RECORD [(SOA]) FAMELY MEDCINE

TRAE022 M54.16 Radiculopathy krnbar reg 1160F REVIEWY OF ALL MEDOCATIONST BEY A FRESCRBING PRACTIMIONER FAMILY MEDICINE
OR CLIMNCAL PHARMAOCEST (SUCH AS PRESCRIPTION

T2a2022 M54.15 Rpdicidopathy kenbar regi Ji-4F MOST RECENT HEMOGLD iC (HBATC) LEVEL LESS THAM T.0% FAMLY MEDICINE
Al o}

T2a2022 M54.15 Rpdicidopathy kenbar regi JOTSF MOST RECENT SY& ESSURE 130-129 MK HGE (D) FAMLY MEDICINE
HTH GKD Can

T2 M54.15 Radiculopathy krnbar reg ATEF BLOOH PRESSURE LESS THAM 80 MK HE  FAMLY MEDICINE

NT SEEIT FOR THE EVALUATION AND FAMILY MEDICINE
+ AN ESTABLISHED PATIENT WHICH R

abowys and a follows-up plan = FAMILY MEDICINE

T2 M54.15 Radiculopathy krnbar reg 99214

T2 M54.15 Radiculopathy krnbar reg GE1T

=
H3IN COMNYVERTING ENZYME (ACE) INHIBITOR DR FAMILLY MEDICINE

TR2AEN2Z. I01Em Encounber hor ol v SEeeCi
AHGIOTEMSIN RECEPTOR BLOCKER (ARB) THERAPY PRESCRIB

CPT!Rey CPTRev Description Specialty

[=lm}] KD 1C010 Description
12HE022  MEE S thar spec T4ITR COMPUTED TOMOGRAPHY ABDNMEN AND FELVES WITHOUT D-amnen Regiterad
CONTRAST MATERSAL M OHE OR BOTH BOOY REGIONS FOLLOWE  Mutriion, Geru'td-ngncd
10202022 M2E SR CHhar spec a0 T4ITR COMPUTED TOMOGRAPHY ABDNOMEN AND FELVES WITHOUT Dictilian, Registerad -
COHNTRAST MATERSAL 1M OHE OR BOTH BOOY REGIONS FOLLOWE  Murbion, Pediainc
10202022 M2 SR CHhar spec e THITR COMPUTED TOMOGRAPHY ABDNOMEN AND FELVES WITHOUT Dctitian, Registerad -
CONTRAST MATERSAL M OHE ORBOTH BOOY REGIONS FOLLOWE  Mulriion, Renal
10202022 MEE SR CHher specified deorders T Lows asmiolar commast matenal 300-380 mg mil inding concentration per mi D-amm Registerad
FMaritian, Geru'td-nglcd
10202022 MES SR Char specified deorders T Lows osmoar coeirast matenal 300-300 mg mil indine concentration perml  Distilian, Registered -
Mudriion, Pediainc
10202022 M2E SR Ciher specified deorders T Lows asmioiar corirast matenal 300-300 mg mil indine concentration per mi m Faaun hatmanl -
n enal
1EE022 M2 sl of kidney Boquired FETID ULTRASOUND ABDOMINAL REAL TIME WITH IMAGE D-amnen Registerad
COCUMEHTATION COMPLETE Huriion, Gen:rtd-nglcd
1EE022 M2 Crysl of kidney Bogquired FETID ULTRASOUND ABDOMIMAL REAL TIME WITH IMAGE Dictitian, Registered -
COCUMENTATION COMPLETE Muriion, Pediainc
TEE02Z MEE A ol o kideeery Bequired FETDD ULTRASOUND ABDOMIMAL REAL TIME WITH IMAGE Dictitian, Registered -
COCUMEHTATION COMPLETE Huriion, Renal
Claim Activity - Hospital
DoE KD D10 Description HCC Grp  CPT/Rev CPT/Rev Description Specialty

&
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Tier 2 Care Plan continued

Claim Activity - Skilled Nursing Facility [SNF). . .
DOos oD ICD10 Description HCC Grp CPTIRew CPT/Rew

Drug Mame Prescriber Generic
im52023 0 ENTRESTD  TaB $7-103M3 FizP SACUBETRIL-VALSARTAN TAB 87-10
1201202022 0 ENTRESTD  TaB $7-103M3 PP SACUBTRIL-VALSARTAN TAB 87-10
10mAz022 (=] ENTRESTD  TaB $7-103M3 FizP SACUBETRIL-VALSARTAN TAB 87-10

=la}} Vendor

1012022 LARBCORP

112022 LApCORP

1nr1znz LARGORP 26659 15, 9000
1001152022 LABCORP 3057 RLEIEE L)
0a212022 LABCORP 10834-0 Z 1000
0a212022 LARCORP 11580-5 25500
0a212022 LARCORP 13457-7 ELEDREEE ]
0az21z022 LABCORP 13458-5 ZE: D000
0a212022 LARCORP 757 4. 3000
naz21z2022 LARCORP ATE5-0 20000
08212022 LApCORP 1res1-g 9000
na212022 LApCORP 19752 04000
na1zn2z LApCORP 19655 1.0000
naz212022 LABCORP 20258 ZE. Q000
0a212022 LABCORP 20750 ELESREEE ]
0ar212022 LABCORP Z0E5-8 70000
0a212022 LARCORP 20833 1700000
naz21z022 LABCORP 28328 BZ6. 000D
0a212022 LABCORP ZHE0-D 1. 0e500
012022 LARCORP 226548 =200
08212022 LApCORP 23457 197.0000
na21zn2z LApCORP 2571-8 144 D000
naz1z022 LARCORP 25233 F.5000

¢
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0a21/2022
0212022
na212022
nan2izn2z
na1en2z
0az212022
nazi2n2z
0az12022
0az12n2z
0az212022
nazi2n2z
na212022
na212n22
na1zn2z
naz12n2z
0az212022
naz12n2z
0az212022
naz12n2z
0az212022
naz12n2z
na212022
na212n2z2
na12n2z
naz12n2z
0az212022
naz12n2z
0az212022
naz12n2z
naz12022

Tier 2 Care Plan continued

LARCORP
LARCORP
LApCORP
LARCORFP
LApCORP
LABCORP
LABCORF
LABCORF
LABCORF
LABCORF
LABCORF
LARCORP
LApCORP
LARCOREP
LABCORF
LABCORF
LABCORF
LABCORF
LABCORF
LABCORF
LABCORF
LARCORP
LARCORP
LARCORP
LABCORF
LABCORF
LABCORF
LABCORF
LABCORF
LABCORF

¢
¥FREEDON

“\2@

28052
2851-2

T3
A543
A548-4
53115-2

Tar-2
Ta8-0

BRITH-F
LINLOINC
LINLOINC

B 4000
142 0000

150000
403000
59000
[EREE R K]
14,0000
E5.T000
4. 4000
[EREE R K]
10000
0000
J0000
1. 0000
135000
10000

0ED00
Z E000

156 0000
3. T000
F35000
550000
131000

OPTIMUM
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Tier 3 Care Plan

TIER 3 CARE PLAN

CREATE DATE:
LAST UPDATE DATE:
LAST SENT DATE:
MEMBER MAME: GENDER: DOB: -
ADDRESS:

CARE PLAN OVERVIEW

Your patient is actively participating in the Health Plan’s Care Management Program. Participation inchudes the creation fdualized Care Plan {ICP) that
addresses the patient's health care needs identified through telephonic nursing assessment, clinical variables and 5 . Phis care plan was developed in
collaboration with your patient (our member) and is being sent to youw for review and consideration. We m ; d will routinely share care

plan updates with you a5 a In support Inveur everall cane delivery for this patiant,

Az neted in oUr SNP Care Plan Marual and gur Provider SNP traiming, the health plan Qg Ry imary Cana Provider (PCP) for uitimate care
planming and service coordination as their medical home. The health plan supports R = vor as an integral part of the patient's care team through
ach

ouwr Utilization Management and Care Management Programs incl P targeed , periodic assessment and wellness promeotion.

Ifyiow have any feadback on the care plan provided balow, gl
Management Departmsant you can call 1-858-211-95)8

40734 or if you woukd ke to speak with someone v the Health Plan's Care

CARE TEAM

CASE MANAGER:
1]

INTERDISCIPLINARY CARE TEAM (ICT):

CLINICAL PRACTICE GUIDELINES

The Health Plan recognizes the valuee of Clinical Practics Guidelines in assisting practitioners, staff and members in consideration of appropriate health care for
specific clivcal clrowmstances, Clinkcal Practice Guldelings ane adoptad from publishad, nationally and professionally recognlzed sowrces, They are used when
devalopingfconducting assessments and are avallable to case managament staff during other care management activities, Plaase refer to the Health Plan Care
Plan Manual add/or the providar saction of the Health Plan wabsite for applicable Clinical Practics Guidefines.

PROBLEMS, INTERVENTIONS & GOALS

#
¥ FREEDOM OPTIMUM

HealthCare, Inc.




Tier 3 Care Plan continued

EMDOCRINE - MEMBER HAS DIABETES

createo oate: [ ceecree s
INTERVENTION(S)
{1} PROVIDE EBUCATION REGARDING IMPORTANCE OF ADECLUIATE DIET.
INTERVENTION DATE MNOTES

= Cape Review/Conferance
MET

= Caps Review/Conference
MET

- Case Review)Conferenc
{2l PROVIDE MEMBER WITH INFORMATION OM DIABETES DIET AND EXERCISE,
INTERVENTION DATE N

Rejiew/Janlerence
E
Review Conferance

{1} IMPROVED BLOOD SLIGAR CONTRO

SHORT/LONG TERM GOAL[S) Q\
H d

EVALUATION DATE STATUS

| - ot ey
121 MEBR WILL VERBALIL RSTAMDING OF BEMEFITS OF REGLILAR EXERTCISESACTITVITY
EVALUATION DATE STATUS

‘Goal Met - Parially

{3 MEMEBER UNDERSTAMDSHEALTH BENEFIT OF DIET ADHEREMCE.
EVALUATION DATE STATUS

. Sostist sty

HealthCare, Inc.

#
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Communication Network

COMMUNICATION

Provider

Communication Avenues:

» Health Plan web-based Provider Portal

* Provider Manual

» Member-specific written Care Plans

+ Faxes and email communication from the Plan

» Face to Face utilizing Provider Relations Reps.

* Provider phone line

» Web-based meetings and conference calls

» Call in line for provider inquiries

 Participation in standing/ad hoc committee meetings

Member

Communication Avenues:

* Health Plan website

* Health Plan Member Portal

* Educational information and SNP Member newsletters

* Member services phone lines

* Emails and calls with Care team members

» Written Care Plans

* Callin line for Member inquiries, complaints & grievances
» Access to toll-free communication

» Direct access to SNP Case/Disease Management through
a toll-free phone number with TTY/TDD

» Conference call communication

Additional Communication Avenues/Health Plan Services: Regulatory Agencies, CMS, Community based services, IDCT

OPTIMUM

HealthCare, Inc.
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Examples of SNP Newsletters Sent
Twice Per Year
A |NDEX

ez .mﬁ"ﬁl 1 LlVlNG

WINTER 2021
Member Newsletter
: S EFFACTE = i =
STr!NG @ PLEAS :_ ECT
EAHY! SELF
,age 7 scams ta watch out for

"‘
re“""e oL ngs

MEMBER INEVV/SINE TRTE(R

e

G7 / s p—
Arr\-ﬁ/@% 1 b J
4 1 Semglee nsulin glargine)
RIUISHOT || o \ NOW AVAILABIES
REMINDER S _

< ’

More! - MAKE HEALTH AND
/_ A e— WELLNESS YOUR
With Our g

page 12

TOP PRIORITY

R e = j B
o
See page 3

AND much
more!

OPTIMUM

HealthCare, Inc.



Quarterly SNP Education Material

LIVING WITH DIABETES

What Your Heart
Tells You...

A Short Guide to Heart Failure

“Only do what yowr heart tells yor.” - Princess Diana

eart failure can slowly sneak up on you or message if you must use extra pillows fo help
it can happen quickly In either case, your  you breathe at night or you wake up gasping for
heart will tell you something is wiong, speaking breath. Swollen legs and feet or a dry cough are
through symploms. such as tiedness, weakness other signals from your heart that you need to
or dizziness. Your heart may be sending you a seek help.

What’s Going On?

he heart i a pump, sending coygen-rich blood

out to the rest of the body. When the pumg
isn't working well, biood can congest your ngs,
maaking breathing difficult. or blood may back up in
your veins, causing your feet and legs to swell. Do
you have coronary arlery disease, an enlarged heart,
heart vahse problems, high blosd pressure or lung
diseasa? Any of these can make you mone kely to
develop heart fallure.

imporiant Tour body Tange. Most dooicrs 'Ih't]!rnr blood II-IE‘
¥ than |

=

A diediclan copsnlian ls 8 great sowrce Blaking food cholos whean you'm O boadies are unique and bl mesans

of Indcamaiion aboul hasliky asfing for alrma dy hengry cas lesd o enhaalily TGO Pponds in & origque wy s
in ol d with JTiaba bl Try o plan alebid bo sk & dlSarunt Foods = awan esalthy faods,
Epale o your doctor sbhon & rederral haalihy maal Maonhoring your g el AT bl

You Body Mspores 10 diTameal loods.

é
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Performance & Health Outcomes
Management

» Goals are established according to either internal and/or
external benchmarks (for example Medicare or Medicaid
national percentiles, NCQA, HEDIS or other accrediting
organization/best practice etc.).

» Results of the SNP Member Satisfaction Survey are
integrated into the overall performance improvement plan to
address issues identified in response to survey.

» Each Special Needs Plan has specific goals relevant to
membership.

» The Plan reviews and reports performance on an ongoing
basis (Sample on next slide).

YFREEDON = HoaithCore,inc:



Performance & Health Outcomes Management

sy 1 eos
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References

» Clinical Practice Guidelines
» Care Plan Manual

» Resources on Plan websites:
v" Provider and Member Newsletters
v" Provider Manual
v' Educational Material
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Training Documentation

7
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Reminder To Complete
Training Attestation

Please remember to complete the training attestation after

reviewing this document.

You will either have been provided a hard copy form to sign

or a link to access to complete the attestation.

¢
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ATTESTATION OF COMPLETION OF TRAINING

R ling Special Needs Pl
Question # Question Correct Answer
1. The Primary Care Physician (PCP) is the Medical Home for Members in a True
SNP plan. True or False
& Beneficiaries who qualify for both Medicare and Medicaid are called: B. Dual Eligible

A SNP Members
B. Dual Eligible

C. Age-Ins
D. None of the above
3. Dual eligible members must retain Medicaid eligibility in order.to remain in True
the SNP. True or False
4. The Health Plan offers Dual & Chronic SNPs to eligible members. True or True
False
- are goals of our SNP Program. D. All of the
A. Enhance quality of care and quality of life. above

B. Partnership and collaboration with PCP’s.
C. Reduce hospital admission rate.
D. Allof the above.

I have reviewed and completed the required education regarding the Health Plans Special Needs
Programs.

Please check the appropriate type of education (initial or annual re-education):
L] Initial Education [ ] Annual Education

Please check the appropriate person receiving the education

L[] Health Plan/Beacon Emplovee [ ] Primary Care Physician
Department

Print Name

Signature Date of Completion

O For each Physician who has received education, attach a completed attestation to the Primary Care Physicians
list.

¢
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SNP Model of Care Training

Special Needs Plan Training System

-
5

[l
5

T

ome

Training Course Start the Special Needs Plan Training Course (Passed)

| Take the Final Test (Passed)

Final Test Time Percen tage Status Detail Certificate

10/8/2011 2.55:58 AM 83.75 Fassed View Print
Final test passing grads: 75% “

%Y%@@ )

P
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