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1 I. JURISDICTION
2 1. Plaintiffs Horisons Unlimited and Horisons Unlimited Health Care bring this
3 ||action pursuant to the provisions of 15 USC sections 15 and 26 and 42 USC section
4 111983, Jurisdiction of this action is based on 28 USC sections 1331 and 1337. Jurisdiction of
5 || supplemental claims under California law is based on 28 USC section 1367(a). Venue is proper
6 ||in the United State District Court for the Eastern District of California in that the defendants can
7 || be found in and transact business within the District.
g II. PARTIES
9 2. Plaintiffs Horisons Unlimited and Horisons Unlimited Health Care (individually
10 |fand collectively, referred to herein as “Horisons™) are and have been at all times mentioned
11 jherein a California nonprofit corporation and for profit corporation, each licensed by the State of
12 || California as a clinic for the provision of primary medical care services and authorized by the
13 || United States government to provide such services as a certified Rural Health Clinic. Horisons is
14 || and has been a nondenominational religious-based provider of healthcare services. Horisons was
15 ||established by and their respective members and sharcholders include clergy and church
16 || members, and the members of its governing body include clergy and church members. Services
17 || provided at Horisons’ clinic locations include and have included pastoral comfort and assistance
18 || for those desirous of same.
19 3. Defendant Santa Cruz-Monterey-Merced Managed Medical Care Commission
20 |{dba Central California Alliance for Health (“Alliance™) is and has been at all times mentioned
21 ||herein an entity distinct from each of Santa Cruz, Monterey and Merced Counties created by
22 || ordinance by those three counties pursuant to the provisions of California Welfare & Institutions
23 |{ Code section 14087.54 and empowered to perform all activities authorized by section 14087.54,
24 Hincluding without limitation competing with other Merced County commercial insurers and
25 i health maintenance organizations for the provision of managed healthcare services to publicly
26 || supported programs, private businesses and individuals.
27 Wi
28
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1 4. The County of Merced is and has been a political subdivision of the State of
2 || California.
3 5. The Board of Supervisors of the County of Merced and the Individual Members
4 1| Thereof (collectively, “Merced”) are and have been the governing body of the County of
5 |{Merced. The individual members are sued in their official capacity.
6 1. BACKGROUND
7 6. Pursuant to California Welfare & Institutions Code sections 14000 et seq.,
& || California enacted Medi-Cal as its Medicaid program under 42 USC section 1396a. Welfare and
9 || Institutions Code section 14000 states:
10 _
The purpose of this chapter is to afford to qualifying individuals
11 health care and related remedial or preventive services, including
related social services which are necessary for those receiving
12 health care under this chapter.
13 The intent of the Legislature is to provide, to the extent practicable,
through the provisions of this chapter, for health care for those
14 aged and other persons, including family persons who lack
sufficient annual income to meet the costs of health care, and
15 whose other assets are so limited that their application toward the
costs of such care would jeopardize the person or family’s future
16 minimum self-maintenance and security. It is intended that
17 whenever possible and feasible:
(a) The means employed shall allow, to the extent practicable,
13 cligible persons to secure health care in the same manner employed
by the public generally, and without discrimination or segregation
19 based purely on their economic disability. The means employed
shall include an emphasis on efforts to arrange and encourage
20 access to health care through enrollment in organized, managed
51 care plans of the type available to the general public.
(b) The benefits available under this chapter shall not duplicate
22 those provided under other federal or state laws or under other
contractual or legal entitlements of the person or persons receiving
23 them.
24 (¢) In the administration of this chapter and in establishing the
means to be used to provide access to health care to persons
25 eligible under this chapter, the department shall emphasize and
take advantage of both the efficient organization and ready
26 accessibility and availability of health care facilities and resources
through enrollment in managed health care plans and new and
27 innovative fee-for-service managed health care plan approaches to
28 the delivery of health care services.
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1 7. Before January 1, 2014, Medi-Cal qualifying individuals were generally required
2 llto have income that did not exceed 100 percent of the federal poverty and such individuals did
3 oot include childless adults. As of January 1, 2014, the eligible income level for Medi-Cal
4 |fqualifying individuals increased to 138% of the federal poverty level and eligibility was
5 |iexpanded to include childless adults. As of December 2013, Merced County Medi-Cal
6 ||enrollment was approximately 80,000 individuals out of a total County population of
7 1| approximately 262,000. Due to the expansion of Medi-Cal effective on Janauryl, 2014, at least
8 |ianother 18,000 individuals are expected to be eligible for and seek Medi-Cal services in Merced
9 |i County.
10 8. In 1977, Congress Adopted the Rural Health Clinics Act to address the shortage
11 {iof healthcare providers in rural areas. At the time, mid-level practitioners, such as physician’s
12 }} assistants and nurse practitioners, were the main source of care in such areas, bpt were not
13 || generally reimbursed by Medicaid and Medicare. The Rural Health Clinics Act established
14 1 Medicaid and Medicare reimbursement for such services. A Rural Health Clinic is required to be
15 || staffed by a team that includes at least one mid-level provider that must be onsite to see patients
16 || at least 50 percent of the time that the clinic is open, and a physician to supervise the mid-fevel
17 || practitioner, Rural Health Clinics are required to provide outpatient primary care services and
18 || basic laboratory services, but may provide additional services.
19 9. Horisons maintains and has maintained clinics in Los Banos, Livingston, and
20 || Gustine in Merced County. These clinics are located in rural healthcare shortage areas and
21 || provide services under Horisons’ Rural Health Clinic certification. Horisons has employed
22 || between approximately 75-80 employees and contractors to service these three clinics, of which
23 || four currently are physician’s assistants, six currently are family nurse practitioners, five are
24 || physicians, and six are dentists. At these clinics, Horisons has provided general primary care,
25 ||laboratory, mental health, substance abuse, prenatal and maternity care, chiropractic,
26 ||acupuncture, podiatry, OBGYN, dermatology, cardiology, dental and weight loss services
27 || through qualified professionals to Medi-Cal beneficiaries and to the “working poot” who do not
28
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1 || qualify for public assistance.

2 10.  In 2008, the Board of Supervisors of Merced adopted Ordinance 1850 to create

3 i Alliance. Under Ordinance 1850, all persons in Merced eligible for Medi-Cal were and are

4 Hrequired to be a member of a County approved Medi-Cal managed care plan in order to receive

5 || healthcare services under Medi-Cal. Although Merced and Alliance were empowered under

6 || Welfare & Institutions Code section 14087.54 to subcontract with more than one commercial

7 {IManaged Medi-Cal Plan to encourage competition between the commercial plans for

8 [l competitive pricing and enhanced access for the delivery of care, Merced and Alliance elected to

9 || establish Alliance as the sole Medi-Cal Managed care entity in Merced and with which all
10 |} healthcare providers seeking to provide services to Medi-Cal beneficiaries would have to be
11 || contracted. All Merced County Medi-Cal eligible persons are and were required to be a member
12 || of Alliance in order to receive Medi-Cal services. Failure of a primary care provider to be
13 || contracted with Alliance means and meant that Medi-Cal patients would be informed that the
14 || provider was not authorized to provide services to Alliance members, the patient’s services
15 || would not be paid for by Medi-Cal through Alliance, and any referrals by the noncontracted
16 || primary care provider to specialists would not be paid for by Alliance even if the specialist was a
17 ||member of Alliance. By virtue of the foregoing action of Merced and Alliance, Alliance
18 || obtained a monopoly in Merced County for the provisions of Medi-Cal managed care healthcare
19 || services.
20 11.  Horisons had been providing clinic services in Merced County since 2004 to all
21 |{{Merced County residents eligible for Medi-Cal before the adoption of Ordinance
22 || 1850. Following the adoption of that Ordinance, the monopoly that Merced and Alliance created
23 || forced Horisons to enter into a contract with and become a member of Alliance. Had Horisons
24 || not done so, Horisons would have been limited to treating only those Medi-Cal eligible patients
25 || who ignored the requirement to be a member of Alliance or ignored Alliance’s assignment of the
26 {|patient to another primary care provider. The number of patients electing to ignore Alliance
27 }{would have been negligible and the financial loss so devastating to Horisons that it would have
28
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1 {Ino longer been able to provide services. As of today, it remains true that unless Horisons is
2 || contracted with Alliance, IHorisons will be financially devastated and unable to remain in
3 || business for the foregoing reasons.
4 12.  Effective January 1, 2011 Horisons entered into the contract required by Merced
5 {land Alliance, a true and correct copy, with amendments, 1s attached hereto as Exhibit A and
6 || incorporated herein by this reference. Save for the name of the contracting Horisons corporation
7 || the contract is the same for both Plaintiffs. Among other provisions, this contract in Article 11,
8 i Section 2.3.4 states:
9
“Credentialing. Provider and its Provider Professionals
10 shall meet Plan’s credentialing standards as specified in the
Provider Manual and must be approved by the Plan before
11 providing Covered Services to Members. Provider shall
respond to requests form Plan for credentialing
12 information. Failure to timely respond to such requests
3 shall be grounds for termination pursuant to Section 5.2.”
13.  The Provider Manual states in relevant part:
14
15 “Provider Application, Credentialing and Contracting
To participate in the Alliance network, a provider must sign
16 a Provider Services Agreement and his/her credentials must
be approved by the Peer Review and Credentialing
17 Committee which 1s comprised of Alliance-contracted
network physicians from major disciplines, including
18 primary care and specialty practices. Providers are re-
credentialed within 36 months after the initial credentialing
19 date or the last re-credentialing approval date.
20 Pursuant to Article Il of the Provider Services Agreement,
all new providers and those eligible for re-credentialing
21 must retwrn a signed California Participating Physician
Application (CPPA) to the Alliance, along with all required
22 attachments, including, but not limited to, copies of the
following documents:
23
e Current Medical License or Business License.
24 = Current  Clinical  Laboratory  Improvement
Amendments (CLIA) or Waiver.
25 = Current Drug Enforcement Agency (DEA) License.
=  Documentation for National Provider Identifier
26 (NPI) and Taxonomy Code.
v Professional Liability Insurance (malpractice) face
27 sheet (required limits are $1,000,000 per
2% occutrence/$3,000,000 annual aggregate).
SOWLING IAARON 6
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= Signed Taxpayer ldentification Form (W-9).

1 » Signed Certification Regarding Debarment,
Suspension, Ineligibility and Voluntary Exclusion
2 form.
s Signed Declaration of Confidentiality form (new
3 providers only).
4 ®  Language Verification Form (new providers only).
If a provider is a supervising physician for a non-physician
5 medical practitioner (NPMP), all new NPMPs and those
eligible for re-credentialing must return a signed CPPA,
6 along with all required attachments and copies of the
7 following documentation:
= Current completed NPMP/Physician Assistant (PA)
8 Delegation of Services Agreement(s), if applicable.
= Current NPMP staff licenses.
9 = Current NPMP staff malpractice insurance face sheets.

= Professional Liability Insurance (malpractice) face

10 sheet  (required limits are  $1,000,000 per
occurrence/$3,000,000 annual aggregate).
11 w  Signed Certification Regarding Debarment, Suspension,
Ineligibility and Voluntary Exclusion form.
12 =  Signed Declaration of Confidentiality form (new
providers only).
13 -
Before the verification process is finalized, a nurse from the
14 Alliance will visit each Medi-Cal Primary Care Physician
(PCP) site to conduct a site review. After the site review
15 and verification of the credentialing information, the
provider’s initial credentialing and re-credentialing files are
16 submitted to the Peer Review and Credentialing Committee
for review and approval. If a provider’s credentials are
17 approved, the Alliance’s Chief Executive Officer will
countersign the Provider Services Agreement and within 10
18 days of approval, new contracted providers will begin to
receive training and a new provider orientation from our
19 Provider Services Department.
20 For additional information about the Alliance’s
credentialing policies and procedures, please visit the
21 credentialing policies link on the Alliance website.”
22
Before and as of January 1, 2013, the Provider Manual stated:
23
24 “Provider Application, Credentialing and Contracting
To participate in the Alliance network, a provider must sign
25 a Provider Services Agreement and his/her credentials must
be approved by the Peer Review and Credentialing
26 Committee of the Santa Cruz-Monterey-Merced Managed
Medical Care Commission. Providers are re-credentialed
27 within 36 months after the initial credentialing date or last
28 re-credentialing approval date.
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1 Pursuant to Article Il of the Provider Services Agreement,
all new providers and those eligible for re-credentialing
2 must return a signed Application Form to the Alliance,
along with all required attachments, including, but not
3 limited to, copies of the following documents:
4 = Language Verification Form (new providers only).
= Current Medical License or Business License.
5 Current Clinical Laboratory Improvement Amendments
(CLIA) or Waiver.
6 Current Drug Enforcement Agency (DEA) License.
Documentation for National Provider Identifier (NPI)
7 and Taxonomy Code.
= Professional Liability Insurance (malpractice) face
8 sheet  (required limits are  $1,000,000 per
occurrence/$3,000,000 annual aggregate).
9 = Signed Taxpayer Identification Form (W-9).
x  Sipned Certification Regarding Debarment, Suspension,
10 Ineligibility and Voluntary Exclusion form.
v  Signed Declaration of Confidentiality form (new
11 providers only),
12
If a provider is the supervising physician for mid-level
13 practitioners who work 32 hours per week or more, the
following information and copies of documentation are
14 needed (in addition to the above):
15 * Current completed mid-level agreement(s)/Physician
Assistant (PA) Delegation of Services Agreement(s), if
16 applicable.
Current mid-level staff licenses, if applicable.
17 Current mid-level staff malpractice insurance face
sheets, if applicable.
18 m  Date of birth and social security number for mid-level
9 staff, if applicable.
Before the verification process is finalized, a nurse from the
20 Alliance will visit each Medi-Cal Primary Care Physician
(PCP) to conduct a site review. After the site review and
21 verification of the credentialing information provided,
providers’ initial credentialing and re-credentialing files are
22 submitted to the Peer Review and Credentialing Committee
for review and approval. If a provider’s credentials are
23 approved, the Alliance’s Executive Director will
countersign the Provider Services Agreement and within 10
24 days of approval, new providers will receive training and
new provider orientation from our Provider Services
25 Department.”
26 14,  Alliance policy No. 300-4030, referenced in the credentialing policies link in the
27 || current version of the Provider Manual states in relevant part:
28
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1
5 2.a. Provisional Credentialing
i. Providers applying for participation in the Alliance
3 network for the first time who meet all of the credentialing
criteria standards and having “clean” credentialing files
4 may be recommended by the Provider Services Network
Manager or Provider Services Director for Provisional
5 credentialing approval.
6 ii. The Medical Director will review and may approve such
“clean” credentialing files for new providers on a
7 provisional basis, pending final PRCC approval, as needed
to meet specific access needs within the network between
8 quarterly PRCC meetings.
9 A true and correct copy of Policy No. 300-4030 is attached hereto as Exhibit B and
10 {|incorporated herein by this reference.
11 15.  Notwithstanding the provision in Policy No. 300-4030 for temporary.
12 || credentialing, notwithstanding that Alliance’s Peer Review and Credentialing Committee meets
13 |linfrequently, and notwithstanding that Alliance can take up to six months to complete
14 || credentialing, as to Horisons, Alliance has refused and is refusing to credential temporarily any
15 |} of Horisons’ otherwise licensed and qualified mid-level and physician professional providers,
16 |jthereby refusing to allow these individuals to work for Horisons in their chosen profession
17 || pending completion of credentialing. Alliance’s refusal to allow such providers to provide
18 ||services on a temporary basis imposes great hardship on the providers, Horisons and the
19 ||public. Merced County is not a destination location for professional healthcare
20 || providers. Newly licensed healthcare providers frequently work for Horisons in order to obtain
21 ||experience and training that will enable them to secure employment in more attractive locations,
22 || which causes a large turnover of such staffing at Horisons and requires prompt replacements to
23 || continue the level of services. Obtaining professionals to work for Horisons is also practically
24 |l impossible if the professionals are told they cannot work and be paid as professional for many
25 || months.
26 16. The County of Merced has higher incidences of poverty, obesity, asthma,
27 || diabetes, and related disabled persons than California generally. Horisons’ rural clinic locations
28
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1 |Iserve and have served these populations to a proportionately greater extent than other primary
2 || care providers in Merced County. Delaying full credentialing for many months for critically
3 ||needed professionals and refusing to allow temporary credentialing limits access to these
4 ||individuals to critically needed healthcare, is contrary to Policy Information Notice 2001-16 of
5 || federal Rural Health Center Policies and to the Joint Commission on Accreditation of Healthcare
6 |j Organizations at MS.06.01.11 and .13, which is incorporated into this Rural Health Center
7 1} Policy. In accordance with Rural Health Center Policy, and to meet patient needs, Horisons has
& |lallowed licensed and competent professionals to provide professional services to patients
9 || pending Alliance’s completion of full credentialing.
10 17.  On or about December 20, 2013, asserting that Horisons’ temporary credentialing
11 || of these professional violated Article II, Section 2.3.4 of the contract above referenced, Alliance
12 || stopped new enrollments at Horisons of persons enrolled in Alliance’s Medi-Cal Managed Care
13 |} Plan and has threatened to terminate Horisons’ contract altogether immediately. In addition to
14 || discontinuing new member enrollment, Alliance has also refused to inspect a new Horisons’
15 || clinic site in the City of Merced and refused to credential at all a Horisons chiropractor, thereby
16 || further limiting patient access and damaging Horisons.
17 18. In addition to the foregoing, despite the needs of Horisons’ obese, asthmatic,
18 ||diabetic, and disabled patients, Alliance has for the past year threatened to terminate Horisons’
19 || contract unless the annual visits of these patients average no more than 3.2, These patients
20 || frequently require more visits to Horisons’ clinics due to the health conditions and disability, in
21 ||order to keep the Alliance contract, Horisons has been forced not to bill Alliance for many of
22 || these medically necessary visits so that the average number of annual patient visits do not exceed
23 {|3.2.
24 FIRST CLAIM
25 (Violation of Sections 1 and 2 of the Sherman Antitrust Act)
26 19.  Plaintiff incorporates herein and makes a part hereof by this reference all of the
27 [ allegations contained in Paragraph 1 through 18. |
28
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| 20.  The main competition in Merced County to Horisons for Medi-Cal Managed Care
2 || patients is and has been Golden Valley Health Centers, a federally qualified healthcare clinic. At
3 |fall relevant times and currently, the Deputy Chief Executive Officer of Golden Valley Health
4 || Centers has been a member of Alliance’s governing body. While serving in that capacity,
5 |} Christine Noguera has objected to religious services, such as prayer support, provided at
6 ||Horisons’ clinics, which are an essential component of Horisons’ faith-based mission to serve the
7 | healthcare needs of the poor. Ms. Noguera has otherwise rebuffed Horisons’ efforts to work
8 || cooperatively with Golden Valley Heath Centers to meet patient needs and has indicated that it is
9 |ithe goal of Golden Valley Health Centers to take over Horisons. Golden Valley Health Centers
10 [[is and has been on a campaign of expansion of its clinics in multiple counties. On information
11 |}and belief, Golden Valley Health Centers is permitted by ‘Alliance to use temporary credentialed
12 || professional providers who are similarly situated to Horisons’ new professional providers
13 {| without any adverse consequence to Golden Valley Health Centers.
14 21. On multiple occasions in 2012 and 2013, Horisons” Chief Executive Officer and
15 |{members of Horisons’ governing body have met and otherwise communicated with the Chair of
16 |{the Merced Board of Supervisors and other representative of that Board and requested that
17 }| Merced establish one or more additional Medi-Cal managed medical care plans to compete with
18 |[Alliance. Horisons has clinics in Mariposa and Madera Counties and is contracted with
19 || commercial managed care plans in those counties that allow temporary credentialing. Merced
20 |Ihas repeatedly refused to consider eliminating Alliance’s monopoly for Medi-Cal Managed
21 || Healthcare services.
22 22.  Merced County Ordinance 1850 at section 9.43.070 of the County Code states in
23 | relevant part:
“A., The commission shall be considered an entity [separate
24 (sic)] from the county of Santa Cruz, the county of
Monterey, and the county of Merced. The commission shall
25 have all the powers made available generally to
commissions under the Welfare and Institutions Code
26 Section 14087.54. Specifically, the commission shall have
the power to acquire, possess, and dispose of real or
27 personal property, as may be necessary for the performance
53 of its functions, to employ personnel and contract for
SOWLING | AARON i1
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services to meet its obligations, and to sue or be sued. Any
1 obligations of the commission, statutory, contractual, or
otherwise, shall be the obligations solely of the commission
2 and shall not be the obligations of either the county of
Santa Cruz, the county of Monterey, or the county of
3 Merced.
4 B. Prior to approving an initial managed medical care
system plan, the commission shall submit a proposed draft
5 plan to each respective board of supervisors for their
review and comment, and shall consider any comments or
6 recommendations made by each board of supervisors,
thereafter, prior to submission to the state or execution by
7 the parties, the commission shall submit: (1) the initial
managed medical care system plan, as approved by the
8 commission; (2) any amendment to the system plan; (3)
any contract with the California Department of Health Care
9 Services for the provisions of health care services to each
respective board of supervisors for thetr review and
10 comment. (Ord. 1850, 2008).”
11
As a distinct separate entity from Merced, Merced’s arrangement with Alliance enables
12
Merced to insulate itself from the uncertainties and liabilities of a Medi-Cal managed care plan,
13
but its approval of Alliance as the sole Medi-Cal managed care plan is a combination in restraint
14
of trade in violation of 15 USC sections land 2 in that it gives Alliance a monopoly and
15
eliminates competition between plans for the Merced County Medi-Cal managed care business.
16
Alliance’s exercise of its monopoly power also allows Alliance to eliminate competition between
17
Merced County providers for Medi-Cal managed care business, as Alliance is now doing in
18 '
rendering Horisons unable to compete with Golden Valley Health Centers. Pursuant to the broad
19
powers of Merced and Alliance in California Welfare and Institutions Code section 14087.54 to
20
allow for competition between Medi-Cal managed care plans and providers, California’s general
21
policy is not to displace competition with regulation and Alliance and Merced are subject to 15
22
USC sections 1 and 2.
23
23, The actions of Merced and Alliance restrain trade and commerce among the
24
states in that it limits and/or denies access to crucial health services for persons moving though
25
interstate commerce who pass through or relocate to Merced County, in that it frustrates the
26
movement of licensed healthcare professionals for professional experience and training through
27 '
interstate commerce frustrates the establishment of rural health services that the Rural Health
28
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1 || Clinics Act intended to foster, and limits the interstate movement of goods, services and financial
2 ||transactions from, into and out of the County of Merced that certified Rural Health Clinics and
3 || other primary care clinics require.
4 24.  The actions of Merced and Alliance also violate 15 USC section 2 in that the two
5 || entities have conspired between themselves and, on information and belief, with Golden Valley
6 ||Health Centers, to monopolize Medi-Cal managed healthcare services in Merced County
7 ||through the elimination of any competing managed care plans, through the climination of
8 {|competition against Golden Valley Health Centers and through the elimination of providers that
9 1 are disfavored because of the populations they serve and their religious orientation.
10 25.  Asalegal and proximate result of each defendant’s violations of 15 USC sections
11 }|1 and 2, Horisons has been damaged in that it has lost and will lose millions of dollars in an
12 [} amount to be shown according to proof but at least $350,000 per month from the nonenrollment
I3 ||of new members, and will lose additional money from the refusal to inspect and approve
14 || Horisons® Merced clinic, from the refusal to approve chiropractic services, from the refusal to
15 ||allow more than an average number of 3.2 annual patient visits, and from the refusal to allow
16 |{temporary credentialing of Horisons’ providers. The foregoing threatens Horisons with
17 ||imminent bankruptcy. If Alliance proceeds with its threat to terminate the contract alleged above
18 }jaltogether, Horisons will be forced into bankruptcy and forced to discontinue its services
19 |{altogether, leaving its rural health clinic patients without reasonable access to critical healthcare
20 |jservices and increasing the damages to be suffered by Horisons. Pursuant to 15 USC section 15,
21 |[Horisons is entitled to treble the amount of its actual damages, interest as provided in that
22 || section, and attorney fees, all against Alliance.
23 26.  Pursuant to the provisions of 15 USC section 26, Horisons is also entitled to an
24 || injunction against each defendant from (a) further denying Horisons’ enrollment of new Alliance
25 || members based on Alliance’s policy that Horisons’ professional healthcare providers must be
26 ||credentialed with Alliance before providing services to Alliance’s members and/or not to allow
27 ||temporary credentialing, (b) terminating the contract alleged above on either of the foregoing
28
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1 |igrounds, (c¢) denying otherwise qualified chiropractic care at Horisons, (d) refusing to inspect
2 ||Horisons’ Merced site based on any of the foregoing, (e) refusing to allow an average of more
3 ||than 3.2 patient visits per year, and (f) continuing the Alliance monopoly. Horisons, and its
4 1} patients, are without an adequate remedy at law in that money damages cannot adequately
5 }jcompensate Horisons for being driven into bankruptcy and its patients are and will be without
6 || access to crucial healthcare services. At the present time, there are Horisons patients who wish
7 ||to have Horisons’ services even though they are enrolled in Alliance as a new member, but
8 1] Alliance refuses to allow such patients to be referred to urgently needed specialists, such as a
9 || surgeon, unless the patient is first sent to an authorized Alliance primary care provider, thereby

10 ||delaying or denying critically need care for the patient and denying the patient his/her freedom of

11 {|choice. The need of Horisons, its patients, its potential patients, and the public is immediate,

12 1| sharp and weighty.

13 SECOND CLAIM

14 {Deprivation of Federal Civil Rights in Violation olf 42 USC Section 1983)

15 27.  Plaintiff incorporates herein and makes a part hereof by this reference all of the

16 || allegations contained in Paragraphs 1 through 26.

17 28.  The decision of Alliance to cease enrollment of new members in Horisons and

18 || Alliance’s threat to terminate the contract were and will be made by Alliance’s governing body

19 {ior an official of Alliance to whom the governing body has delegated its policymaking authority.

20 || In addition, Alliance’s governing body as a matter of official policy has adopted administrative

21 ||review procedures that are inapplicable to the matters complained of herein and opaque.

22 29,  Intaking the actions alleged above, Alliance, acting under color of state law

23 |land California Welfare And Institutions Code section 14087.54, in violation of 42 USC section

24 111983 has deprived Horisons of the free exercise of religion guaranteed by the First Amendment

25 ||to the United States Constitution and to procedural and substantive due process of law under the

26 |{Fifth Amendment thereto as applied to the states by the Fourteenth Amendment to that

27 | Constitution. As a proximate and legal result of Alliance’s actions, Horisons has been and will

28
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1 ||be damaged as alleged above, entitling Horisons to compensatory damages as alleged above,
2 || injunctive relief, and to attorney and expert fees as provided in 42 USC section 1988, all against
3 || Alhance.
4 THIRD CLAIM
5 (California Business & Professions Code Sections 16720, 16721 and 16750)
6 30. Plaintiff incorporates herein and makes a part hereof all of the allegations
7 1l contained in Paragraphs 1 through 29.
8 31. California Business & Professions Code sections 16700-16761 render unlawful
9 llunder California antitrust law the same acts of Merced and Alliance that are alleged above to
10 | have violated Sections 1 and 2 of the Sherman Antitrust Act at 15 USC sections 1 and 2. In
11 }}addition, Business & Professions Code section 16721 states in relevant part:
12 16721. Recognizing that the California Constitution prohibits a
person from being disqualified from entering or pursuing a
13 business, profession, vocation, or employment because of sex,
race, creed, color, or national or ethnic origin, and guarantees the
14 free exercise and enjoyment of religion without discrimination or
preference; and recognizing that these and other basic,
15 fundamental constitutional principles are directly affected and
denigrated by certain ongoing practices in the business and
16 commercial world, it is necessary that provisions protecting and
enhancing a person’s right to enter or pursue business and to freely
17 exercise and enjoy religion, consistent with law, be established.(a)
No person within the jurisdiction of this state shall be excluded
18 from a business transaction on the basis of a policy expressed in
any document or writing and imposed by a third party where that
19 policy requires discrimination against that person on the basis of
any characteristic listed or defined in subdivision (b) or (e) of
20 Section 51 of the Civil Code or on the basis that the person
conducts or has conducted business in a particular location.(b) No
21 person within the jurisdiction of this state shall require another
person to be excluded, or be required to exclude another person,
22 from a business transaction on the basis of a policy expressed in
any document or writing that requires discrimination against that
23 other person on the basis of any characteristic listed or defined in
subdivision (b) or (¢) of Section 51 of the Civil Code or on the
24 basis that the person conducts or has conducted business in a
particular location.{c) Any violation of any provision of this
25 section 1s a conspiracy against trade. '
26 As a proximate and legal result of Alliance’s and Merced’s violations of sections 16720
27 |{and 16721, Horisons has and will be damaged as alleged above and as to Alliance is entitled to
28
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1 |jtreble actual damages, injunctive relief, interest, and a reasonable attorney fee, and as to Merced
2 |}is entitled to injunctive relief and a reasonable attorney fee.
3 FOURTH CLAIM
4 (Violation of California Civil Code Section 51.5)
5 32. Plaintiff incorporates herein and makes a part hereof by this reference
6 |]all of the allegations contained in Paragraphs 1through 31.
7 33. California Civil Code section 51.5 states in relevant part:
8 51.5. (a) No business establishment of any kind whatsoever shall
discriminate against, boycott or blacklist, or refuse to buy from,
9 contract with, sell to, or trade with any person in this state on
account of any characteristic listed or defined in subdivision (b} or
10 (e) of Section 51, or of the person’s partners, members,
stockholders, directors, officers, managers, superintendents,
11 agents, employees, business associates, suppliers, or customers,
because the person is perceived to have one or more of those
12 characteristics, or because the person is associated with a person
who has, or is perceived to have, any of those characteristics.(b) As
13 used in this section, “person” includes any person, firm,
association, organization, partnership, business trust, corporation,
14 limited liability company, or company.
15
Among the characteristics listed in Civil Code section 51(b} and (e) are religion, race,
16
national origin, ancestry, disability and medical condition. By reason of the acts alleged above,
17
Alliance has been and 1s discriminating against Horisons on the basis of religion and on the basis
18
of Horisons providing healthcare services to persons who are disabled within the meaning of
19
sections 12926 and 12926.1 of the California Government Code and who are predominately
20
Hispanic.
21
34.  Asa proximate and legal result of Alliance’s violation of Civil Code section 51.5,
22
Horisons has been and will be damaged as alleged above and is entitled to the remedies against
23
Alliance provided in Civil Code section 52 for each and every offense consisting of actual
24
damages and up to three times the amount of actual damages, injunctive relief and attorney fees.
25
FIFTH CLAIM
26
(Mandamus Pursuant to California Code of Civil Procedure Section 1085)
27
35. Plaintiff incorporates herein and makes a part hereof by this reference all of the
28
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[ jiallegations contained in Paragraphs 1 through 34.
2 36. California Government Code section 11135 states in relevant part:
3
(a) No person in the State of California shall, on the basis of race,
4 national origin, ethnic group identification, religion, age, sex,
sexual orientation, color, genetic information, or disability, be
5 unlawfully denied full and equal access to the benefits of, or be
uniawfully subjected to discrimination under, any program or
6 activity that is conducted, operated, or administered by the state or
by any state agency, is funded directly by the state, or receives any
7 financial assistance from the state.
8 || California Welfare and Institutions Code section 10000 states:
9
The purpose of this division is to provide for protection, care, and
10 assistance to the people of the state in need thereof, and to promote
the welfare and happiness of all of the people of the state by
11 providing appropriate aid and services to all of its needy and
distressed. It is the legislative intent that aid shall be administered
12 and services provided promptly and humanely, with due regard for
the preservation of family life, and without discrimination on
13 account of ancestry, marital status, political affiliation, or any
characteristic listed or defined in Section 11135 of the Government
14 Code. That aid shall be so administered and services so provided,
to the extent not in conflict with federal law, as to encourage self-
15 respect, self-reliance, and the desire to be a good citizen, useful to
society.
16
17 37.  The policies and actions of Alliance alleged above in denying temporary
18 || privileging of Horisons’ professional providers are and have been arbitrary, capricious, and
19 ||unlawful as alleged above and in that by their impact as alleged above on access to healthcare
20 ||services for disabled Hispanics and their impact on Horisons’ state and federal constitutional
21 ||rights to offer religious-based healthcare services, they violate the mandates of California
22 || Government Code sections 11135 and Welfare and Institutions Code sections 10000 and 14000
23 || as set forth above. Alliance has a clear, present and existing ministerial legal duty to cease its
24 |l patently irrational and unlawful practice of denying temporary credentialing and using this
25 || practice to cease enrollment of Medi-Cal managed care plan beneficiaries in Horisons. Alliance
26 ||also has a clear, present and existing ministerial duty to cease arbitrarily threatening Horisons
27 1 with adverse actions and contract termination based on patients’ having more than 3.2 average
28
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1 || number of annual patient visits when additional visits are medically necessary. The need of

2 i} plaintiff and the public is sharp, immediate and weighty.
3 38.  Pursuant to the provisions of California Code of Civil Procedure section 1085,
4 || Plaintiff is entitled to a writ of mandamus compelling Alliance to perform its mandatory duty to
5 |l permit temporary credentialing in accordance with the provisions of the Joint Commission on
6 || Healthcare Organizations and standard industry practice, compelling Alliance to cease adverse
7 Haction against Horisons based on Alliance’s policy that patient visits should not exceed an
8 [l average of 3.2 per year irrespective of medical necessity.
9 SIXTH CLAIM

10 (Breach of Contract)

11 39.  Plaintiff incorporates herein and makes a part hereof by this reference all

12 || of its allegations contained in paragraphs 1 through 38.

13 40.  Plaintiff has performed all of the terms and conditions of the contract alleged
14 || herein on its part to be performed; to the extent, if any, that California Government Code § 905
15 |} et seq. applies, Plaintiffs have complied or substantially complied with those provisions.

16 41.  The acts of Alliance alleged above are and have been material breaches of the

17 || aforementioned contract. As a proximate and legal result of Alliance’s breach of contract,
18 || Horisons has been and will be damaged as alleged above and is entitled to compensatory
19 || damages against Alliance as alleged above.

20 WHEREFORE, Horisons prays for judgment as follows:

21 L. (a) A temporary, preliminary and permanent injunction barring defendants from
22 || further denying Horisons’ enrollment of new Alliance members based on Alliance’s policy that
23 || Horisons’ professional healthcare providers must be credentialed with Alliance before providing
24 || services to Alliance’s members and/or Alliance’s policy not to allow temporary credentialing, (b)
25 || terminating the contract alleged above on either of the foregoing grounds, (c) denying otherwise
26 || qualified chiropractic care at Horisons, (d) refusing to inspect Horisons’ Merced site based on
27 ||any of the foregoing, (e) refusing to allow an average for more than 3.2 patient visits per year,

28
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and (f) continuing the Alliance monopoly.

2. That a writ of mandate issue under seal of the Court ordering Alliance to refrain
from the actions described in the preceding paragraph and adopt a rational policy for temporary
credentialing.

3. Compensatory damages to be shown according to proof, trebled as provided in the
First, Third, and Fourth Claims, against Alliance.

4. Attorney fees under the First through Fourth Claims and as provided in California

Code of Civil Procedure section 1021.5 against Alliance and against Merced under the First and

Third Claims
5, Interest as allowed by law.
6. Such other and further relief as the Court deems proper.
Dated: January L % , 2014 DOWLING AARON INCORPORATED
By:_J| f LA / /A’WU/J A~
U[ANIEL O JAMIS
CHRISTOPHER E. JEYMOUR
Atiorneys for Plaintffs
JURY DEMAND
A jury is demanded.
Dated: January 2o 2014 DOWLING AARON INCORPORATED

s Mo 05 Lot

DANIEL 0. JAMISON
CHRISTOPHER E. SEYMOUR
Attorneys for Plaintiffs

16082-001-01443413-3
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CENTRAL CALIFORNIA ALLIANCE FOR HEALTH
PRIMARY CARE PHYSICIAN SERVICES AGREEMENT

Horisons Unlimited Health Care
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Central California Alkiance for Health
Primary Care Physiclan Services Agreement

RECITALS

This Primary Care Physician Services Agreement (“Agreement”) is made and entered into as of the Commencement
Date specified herein, by and between Santa Cruz-Monterey-Merced Managed Medical Care Commission, doing
business as Central California Altiance for Health (“Plan™), and Horisons Unlimited Health Care, a California

corporation (“Provider”), with reference to the following facts:

WHEREAS, Plan hes eniered into or will enter inte’s contract or contracts with the State of California Department
of Health Care Services (“DHCS") or other entities under which the Plan has agreed to arrange for the provision of
health care services and benefits to eligible Santa Cruz, Monterey, and Mercod County Medi-Cal beneficiaries or
other envered individuais under the programs identified in Exhibit A hereto,

WHEREAS, Provider desires to participate in Plan"s network of contracting providers by providing Covered
Services, including Primary Care Physician Semces, to Members.

NOW THEREFORGE, in consideration of the faregomg and for other good and valuable consideration, the parues
hereto agree as follows: .

ARTICLE L
PEFINETION:

Whenever used in this Agreement, the following terms shall have the definitions contained it this Article I Terms
used in this Agreement which are defined by Law shall be interpreted consistent with such Laws,

1.1. Accreditation Organization. Accreditation Organization means any organization engaged in accrediting or
certifying Plan or Providers,
1.2, Case Managed Services, Case Managed Services shall mean providing or arranging foa: all Covered

Services including health assessments, identification of risks, treatment planning, initiation of interveniion
and health cducation deemed Medically Necessary, consultation, refemral for consultation and additional
health care services; cootdination of Medically Necessary Covered Services; provision of preventive

- services in accordance with established standards and periodicity schedules; mnintenance of 2 medical
record with docurnentation of referral services, and follow-up as medically indicated, including byt not
limited to post-Emergency follow-up; orderinig of therapy, admission to hospitals, coordinated hospital
discharge planning that includes necessary post-discharge care, and referral to services. Case Managed
Services includes the responsibility for organizing and monitoring a pattern of supportive medical resources
and continuity of care, so that Members may be appropriately served by medical advice and supervision
seven (7) days each weelk and twenty-four (24) hours per day, Case Managed Services, also known as
Primmary Cate Phygician Services subject to Cage Management, are described in the Provider Manual,

1.3, Complete Claim, Compleste Claim shall have the meaning set forth in Title 28 of the California Cods of
Regulations, Section 1300.71 (a)(2).

14, Commencement Date. Commencement Date is 1he date this Agreement becomes effective, as specified in
Section 5.1.

1.5. .Covered Servicey. Covered Services are those Medically Necessary health cafe services, supplies and
benefits which are required by a Member pursuant to the coverage provisions of a Program, as further




1.6,

LY.

1.8

1.9,

1.10.

111,

1.12.

1

i.14.

1.15.

L.16.

1L17.

k.18,

1

specified in the Program Requu'ements and in !he apphcable Member Group Contracts and Memhemhlp
Contracts.

Covered Services Documentation. Covered Services Documentation means documentation developed by
Primary Care Physicians to support the Covered Services, including Primary Care Physician Services,
provided herewnder, including, without limitation, olaima for payment, encounter data, discharge
summaries, medical records, emergency visit records and diagnostic reports.

Covering Physicians. Covering Physicians are Primary Care Physlctans who have entered into contracts
with Provider to provide Primary Care Physician Services under the terms of this Agresment when
Provider is not available and who are Participating Providers or I::ave besen approved by the Plan,

DHCS, DHCS is the State of Califomia Department of Health Carc Services, the agency sesponsible for
admm:stenng the Modi-Cal program in California. .

Emerpency Services. Emergency Services are health care services furnished by a qualified provider and
needed to evaluate or stabilize a medical condition, including a psychiatric emergency medical condition
(as defined in California Health and Safety Code Section 1317.1(k}{1)), which is manifested by acuts
symptoms of sufficient severity, including severe pain, such that a prudent lay person who possesses an
average knowledge of health and medicine counld n-.asonably expect the absence of immediate medical
attention to result in () placing the health of Member (or in the case of a pregnant Meniber, tha health of
the Member or her unbom child) in serious jeopardy, (ii) serious impairment to bodily functions, or (iii)
serious dysfunction of any bodily organ or part,

Fiscal Year, Fiscal Year Qf Plan shall mean each twelve (12) month periad beginning Jannary 1st and
ending December 3 1st,

Law. Law imeans any and all laws and rogulations of the Stato of California or of the United States and all
orders, ingtiuctions and other requirements of any govemment agency which are applicable to this
Apreement.

Linked Member, Linked Member shall mean 2 Memiber that has been ass;gned to Provider as their Primary
Care Physiclat, pursuant to Plan's policies for such assignment as set forth in the Provider Manuai for the

provision of Case Managed Services and Primary Care Physician Services.

Medi-Cal Provider Manugl, Medi-Cal Provider Manual means the DHCS provider manual, issued by
DHCS? fiscal intermediary,

Medically Necessary, Medically Necessary menns, unless otherwise defined in a-Mombership Contract,
Program Requirements or by Law, those reasonable and necessary services to protect tife, to prevent
significant illness or significant disability, or to alieviate severe pain through the diagnosis or treatment of
disease, illness, or injury, No service or supply is a Covered Service unless it is Medically Necessary.

Member., Member is an individual who is enrolted in & Program and who is determined to be eligible for
membership in the applicable Program as of the date of service,

Member Group Contract(s). Member Group Contraet{s) refers {0 the contracts between the Plan and
various government agencies, including the State Medi-Cal Contract, as amended from time to time, under
which the Plan bas agreed to arrange for the provision of Covered Services to Members.

Member Payment, Member Payment means an amount (whether expressed as either a percentage of cost or
as g specifio dollar amount) that a Member is obligated to pay directly to a Participating Provider for a
specific service in necordance with the Program under which he or she is covered and in accordance with
any applicable Membership Contract. Member Payments shall include, but not be limited to, those
payments commeonly referred to as “coinsurance,” “copayments,” and/or “deductibles.”

2 L
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1.19,

1.20,

1.21.

122,

1.23.

1.24,

1.25,

1,26,

1.27.

1.28.

1.29,

1.30.

Membership Contract(s). Membership Contract(s) refers to the evidences of coverage or member
handbooks, as amended from time to time, that the Plan issues to its Members and that include complete
descriptions of the terms, conditions and benefits available to Members under npplncable Programs,

Patt 1pggmg meﬂgﬂ 8}, Participating Provider(g) are physicians, medical groups, IPAs, health care
professionals, hospitals, facilitics and other providers of health care services or supplies that have entered
into written contracts directly or indirectly with Plan to provide Covered Services to Merhbers pursuant {0 a

Program,

Primaty Care Physician (“PCP"). PCP is a Pertlcipating Provider who provides Primary Care Physician
Seyvices to Members, PCP must meet Plan’s criteria for participation 88 a PCP, Primary Care Physicians
must be physicians practicing in the felds of general medigine, intemal medicine, family practice,
pediatrics, or obstetrics and gynecology, or another specialty approved by Plan and DHCS.

Primary Carg Physician Services. Primary Care Physician Services are those Case Managed Services and
other Covered Services provided by Provider to Members as further described in this Agreement and in the

Provider Manual,

Program, Propram means any health care plan for the provision'of Covered Services as more fully.
described in the Exhibits bereto, the Provider Manual, and any applicable Membership Contract(s), as each
may be amended from time 1o time. The specific Program(s) under which Provider renders Covered
Services are set forth on the Schedule of Programs attached a3 Ex}u'blt A hereto, as may be amended from

time to time.

Program Requirements, Program Requirements are those requirements as established inder Law and
through any Member Group Contracts and Membership Coniracts applicable o specific Programs as
summarized in the Exhibits hereto,

Provider Manual. Provider Manual means that docutnent or series of documents created, maintained,
updated and distributed from time to time by Plan that describes the Plan’s policieg and procedures and

" provides administrative and Program Requu?,ments for Prrmder The Provider Manual is incorporated into

this Agreement and mede & part hereof.

Provider Professional(s). Provider Professional(s) are Participating Providers who are physicians and other
professionals who are shareholders or partness of, emiployed by or contraci with Providet to deliver
Covered Services hereonder. Provider Professionals must meet Plan’s criteria for participation as a
Participating Provider. References to Provider hereunder shall include Provider and its Provider

Professionals.

ali anagement and I vemept (“OI") Program, Quality Management and Improvement “Qrn
Program are theose standards, protocols, policies and procedures adopted by Plan to monitor and improve
the qunhty of clinical carc and quality of sexvices provided to Members. A summary of the QI Program is
included in the Provxder Manual, which may be updated from time to time by Plan.

Referral Services, Referral Services shall mean any Covered Services provnded by phys:omns which are
not Primary Care Physician Services, and which are pmv:cled by physicians on referral from a Primary
Care Physician,

Self-Referral Services. Self-Referral Services are those Covered Services, including Emergency Services,
that Members may access withont & referral ag set forth for each Program in the Membership Conlracts and
Provider Manual, Self- Referral Services are subject to the Plan’s UM Program.

Utilization Managemen! (“UM”) Program. Utilization Management (UM} Program are those standards,

protacols, policies and procedures adopted by Plan regarding the management, review and approval of the
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2.1,

22,

2.3

[

provision of Covered Services to Members. The UM Program is mcludcd in the Provider Manual, which
may be updated from time to time by Plan,

ARTICLE IL, .
DUTIES OF PROVIDER

Primary Care Physician Services. Provider shall provide Covered Services, including Primary Care
Physician Services, in accordance with the temris and conditions set forth in this Agreement, the Provider
Manual, the Plan's QI and UM Programs, the applicable Program Requirements, applicable Accreditation
Organization standards and the Law, .Provider shall be the sole sourcs of primary medical contact and
advice for its Linked Members and shall be responsible for Case Managed Services for Linked Mombers
except for Emergency Services, Self-Referral Services and non-Covered Services, Provider shall verify a
Member’s eligibility with Plan prior to rendenng non-Emergency Services. Provider shall comply with
prospective, concurrent and post-service review requirements as specified in the UM Program. Provider
shall ensure that Covered Services provided under this Agreement are readily available, accessible,
appropriate, and provided in a prompt and efficient manner as requixed by applicable Law. '

Referral Services, Provider shall arrange any necessary Referral Services to be provided by specialists o
other providers in accordance with the Plan’s UM Program by roferring Members to the Plan’s selection of
Participating Providers, except for Emergency Services, Self-Referral Services, and in other casey where
the Plan authorizes such a referral. Provider shall obtain a referral from the Member’s Primary Care

‘Provider and an authorization request approved by Plan, if required by Plan, prior to providing Refersal

Services to Members who are not Linked Members, except for Emergency Services and Self-Referral
Services, .

Professional Standards, The primary concern of Provider shall be the quality of Coversd Services provided
to Members, All Covered Services provided by Provider shall be provided by duly licensed, ceriified or )
otherwise authorized professional personnel in accordance with (i) the generally accepted medicat and
surpical practices and standards provailing in the applicable professional community gt the time of
treatment, (ii) Plan's QI and UM Frograms, (iii) applicable rules and regutationg of Cahfonua state medical
boards, (iv) Law, and (v) the standards of Accreditation Organizations.

231 Mmmgm@. Provider shall maintain in good standmg at afl times and enisure that any
and all professionals that provide of assist Provider in the provision of Covered Services
hereunder maintain in good standing at all times, any and all licenses, certificates, and/or
approvals requiréd under Law and by the Plan,

23.2. Hospital Prvileges. Provider shall maintain in good standing at all times medical staff
membership and clinical privileges, or have executed a formal agreement with another physician
to admit and follow paticnts, at one or more of the Plan's contracted network hospltnl(s) as
necessary to provide Covered Services to Members,

2,33,  No Conflicts, Provider i3 not subjest to aay agreements or obligations that would interfere with
' Pravider's ability to enter into or perfotm its obligations under this Agreement in accordance with
its terms, .

234. Credentialing. Provider and its Pravider meessnonals shall meet Plan’s credentialing standards as
specified in the Provider Manual and must be approved by the Plan before providing Covarsd
Services to Members. Provider shall respond to requests from Plan for credentialing information.
Failare to timely rmpond to such requests shall be grounds for termination pursuant to Section 5.2
hereto.

2.3.5. Right to Withdraw. Plan reserves the right to immediately withdraw from Provider any or ait
Members in the event that the health or safety of Members is endangered by the actions of
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2.4,

2.5,

2.6,

2.7,

2.8

¥

Provider or if Prowder ceases {0 maintain required hcenses, hosmtal pnvﬂeges, OF ceases 10 meet
Plan's credentialing criteria. .

2.3.6.  Chanpe in $tabs or lnfonnatign. Provider shatl jmmediately notify Plan in writing of any change
in licensure or hospital privilege status, any change in information provided to Plan through the
eredentialing process, and any change in address or practice status,

- Agcess and Availability, Provider ghall comply with the access and a\.'aﬂabiiity requirements and

conditions for cach applicable Program as required by Law and as further delineated in the Provider
Manual, including but not limited to prompt scheduling of appointments and avallabd.lty of Primary Care
Physician Services. ‘

Covering Phvsicians. If Provider and its Provider Professionals are unable to provide Covered Services
from time to time, Provider shall secure the gervices of qualified Covering Physicians who are Participating
Providers or who otherwise meet the Plan’s credentinling critetia and who are approved by the Plan (o
provide Primary Care Physician Services to Members, Provider shall enter into writien agreements with
Provider Professionals and Covering Physicians consistent with. the terms and conditions of this Agreement

' and the requirements of Law. Provider shall provide the Plan with a eomplete st of its Provider

Professionals and Covering Physicians, together with the information required by the Plan for credentialing
and plan administration, which this Agteement is signed and thercafter whenever requested by the Plan.
Upon request, Provider shatl make such written agreements available fo Plan or any applicable government
agency, for review and approval.

' Acceptance and Travsfer of Metnbers. Provider agrees {o provide Primary Care Physician Services to at

least one hundred (100) Linked Members, unless excepted by Plan, The Plan process for linking Metmbers
to Provider is described in the Provider Manual, Provider may not impose any limitations on the
acceptance of Members for care or treatment that are not imposed on other patients. Provider shall not
request of demand the transfer, discharge, or removal of any Member for reasons of the Membar's need for,
ot utitization of, Primary Care Physician Services, except in accordance with the procedures established by
Plan for such action. Provider shall not request or demand thé transfer, discharge or removal of any
Member while the Member is hospitalized or is in the middle of a course of treatment and a determination
has been made that interruption of care would be detrimental to the health of the Member, Provider shall
not refuse or fail-to provide or arrange Primary Care Physician Serviges to any Linked Merober, Provider
shall be responsible for a Linked Member’s Cage Managed Services until the time such Linked Members
Primary Care Physician is changed in accordance with Plan’s policies,

Megdical Records. Provider shall maintain ali patient medical records relating to Covered Services provided
to Members, in such form and containing such information as required by the Provider Manual, QI and UM
Programs, Accreditation Orpenizations and Law. Medical records shall be maintained in 8 manner that iz
current, detailed, organized and permits effective patient care and quality review by Provider and Plan
pursuant to the QI Program. Medical records shalt be maintained in a form and physical location which is
accessible to Provider, Plun, povernment agencies und Accreditation Organizations. Upon request and
within“th timeframe requested, Provider shall provide to Plan, at Provider’s expense, copies of Member
medjcal records for puiposcs of conducting quahty assurance, case mansagement and utilization review,
credentialing and peer review, claims processing, verification and payment, resolving Member grievances
and appeals and other activities reasonably necessary for the proper administration of the applicable
Program cousistent with Law, The provisions of this Section shall survive termination of this Agreement

for the period of time required by Law. '

Insurance. Provider shall maintain professional and peneral liability ingurance in the minimwm amounts
required by Law but not less than one million dollars ($1,000,000) per occurrence and three million dollars
(33,000,000) agpregate, to apply separately for each physician and health care praclitioner who is insured
under-the policy (or policies) and for a period of seven (7) years following termination, In the event
Frovider procures a “claims made” policy as distinguished from an occurrence policy, Provider shall
procure and maintain prior to termination of such insurance, continuing tail or extended reporting coverage
for a period of not fess than seven (7) vears following such texmination.

‘ 5
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2.10.

211,

Provider, at its sole cost and expense, shall also maintain throughout the term of this Agreement, workers’
compensation insurance as reqmrecl by the State of California and general hablhty insurance, including but
not limited to premises, personal injury and contractual Hability insurance, in a minimum amount of one
million dollars ($1,000,000) per occutrence, combined single limit, bodily injury and property damage, w0
insure Provider and its employees, agents, and representatives against claims for damages arising by reason
of (i) personal injurfes or death occastoned in connection with the performance of any Covered Services
provided wnder this Agreement, (i) the wie of any property and famllhes of the Provider, and (iif) activities
performed in connection with this Agreement,

All insurance reqmred of meder under this Agxeemant shall be provided by i insurets hcensed to do
business in the State of California and who have abtained an A.M, Best financinl strength rating of A- or
better and are classified by A.M. Best as being of fi nancial size category VI or greater. Provider may
substitute comparable self-insurance coverage for the insurance coverage required by this Section only
upon the prior written approval of Plan,

’

A certificate of i insyrance shall bt: fusued to Plan prior to the Commencement Date and upon each renewal

of the insurance coverage apemﬁed in this Section. The certificate shall provide that Plan shall receive
thirty (30) days prior written notice of vancellation or material reduction in the insurance coverage
specified in this Section,; Notwithstanding anything to the contvary, if Provider has a claims-madc based
policy and such policy (or policies} is cancelled or not renewed, Provider agrees to exercise any option
contained in the policy {or policies) to extand the reporting period to the maximum period permitted;
provided, however, that Provider nieed not exercise such option if the superseding insurer will accept all
prior claims. Notwithstanding any other provision of this Apreement, Provider's failure to provide the
certificate of insurance shall e grounds for immediate termination of this Agreement,

Notice of Charges. Provider shall notify Plan immediatély of the issuance of any formal charges against
Provider or any professional delivering Covered Services on behalf of Provider by atiy governmental
authority or licensing or Adoreditation Organization which would, if sustained, impact the Provider’s
ability to’ comply with its duties and obligations pursoant to this Agrecment. Provider shal further notify
the Plan immediately of the initiation of any complmnt formal inquiry, investipation, or review with or by
any Hcepsing or regulatory authonty, peer review organization, hospital committee, or other committee,
orgauization or body which reviews quality of medical care which complaint, inquiry, investigation, or
review directly or mdxrectly, evaluales or focuses on the quality of care provided by Provider either in any
specifio instance or in general.

Administrative Requirements. Provider agrees to perform its dutics under this Agresment in accordance
with Plan’s adinistrative guidelines, policies and procedures as set forth in this Agreement, the Provider
Manyal, the Medi-Cal Provider Manual and Law. In the event of a conflict between this Agreement and
the Provider Manual, the terms of this Agreement shall govem. In the ‘svent of a confliot between the
Medi-Cal Provider Manual and either this Agreement or the Provider Manual, this Agreement or the
Provider Manual, as applicable, wilt govern.

Data Requiremerts.

2.11.1. General Data and Information. Provider shall maintain and provide at no cost to Plan, upon
written request, any and all information required by Plan, Law, government sgencies or
Accreditation Organizations, Provider shall submit such information and data to Plan in the
format and within the time periods specified by Plan, Provider shall allow Plan personnel
reasonable on-site access to Provider recotds in connection with Plan’s QI Program, UM Program
at for other valid purposes. Provider shall accurately and completely maintain all information and
data requ:red by this Agreement, including medical records, necessary o characterize the scope
and purpose‘of Cavered Services provided to Members for the time pehod requised by Law,

2.11.2. Cowvered Services ngumegm; on. Upon reasonable request and a5 required by the Provider
Manual, Provider shall provide Plan with Covered Services Documentation at no cost to Plan.

Provider will utilize and cooperate with Plan reporting todls for Covered Serviges Documentatiou
6 .
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as set forth in the Provider Manual, All Covered Services Documentation shall be provided on a
timely basis and shall be supporied by information recorded in the applivable Member’s medical
chart. By signing this Agresment, Provider hereby attesis to the accuracy, completeneds and
truthfulness of all Covered Services Documentation provided pursuant to this Agresment,
Provider shall provide additional attestations as requested by the Plan to support the accuracy,
completeness and truthfulness of the Covered Services Documentation.

2.11,2.1, Without limiting Section 2,11.2 above, Provider shall provide encounter da‘tg in the
format of 2 claim to Plan within thitty {30 days of the provision of Case Managed
Services to Provider's Linked Members, it Provider is paid capitation for such Members.

Such encounter 'data shall ‘contain the elements and shall be on the form and in the format -

a3 get forth in the Provider Manual.

Pharmacenticals. 1f Providér is licensed to prescribe drups and medications, Providor shall preseribe drugs
and medications in accordance with all applicable Law and the Plan’s drug formulary, Plan’s drug
formulary is the Medi-Cal drug contract Hist as specifically modified by Plan. Provider may access the
Plan’s formulary onfine at http; .ccah-atliance.org/formulary. himi to find out if a particular

. medication is ligted.

HIPAA Compliaice. Provider represents-and wasrants that it is presently and shall remain at all refevant
times compliant with the requirements of the Health Insurance Portability and Accountability Act of 1996,
as amended {“HIPAA"™).. Provider ropresents and warrants with respect to all Protected Health Information
(“PHI™), (as défined under 45 CF.R. § 164.501), that it is a Covered Entity under 45 C.F.R. Section .
164.501 (and not a business associate of Plan), and that it shall use all appropriate safepuards to prevent the
use or disclosure of PHI other than as atlowed by Law,

Identification of California Children’s Services Eligible itions, Provider will comply with Plan's
policies and procedures as deseribed in the Provider Manual for the identification and referral of Members
with suspeoted California Children’s Services (“CCS”) cligible conditions to the local CCS Program
Office, If 4 CCS eligible Member is identified, Provider shall ¢ontinve to provide all Primary Care
Physician Services other than those services necessary to treat the CCS eligible condition, Provider agrees

to caordinate services for such CCS eligible Members with CCS specialty providers and the CCS Program,

Tiaining, Provider end its practitioners and staff will participate in spplicable training programs available
through the Plan as required by any applicable Member Group Contract or as required by the Plan to
address any Plan policies and procedures. The Plan will nofify Provider of any training program that must
be completed pursuant to a Member Group Contract and the timefiame for completing such required

training.

-ARTICLE 1.
DUTIES OF PLAN

Assignment of Mcmberls. "Plan shail allow Members whose Program and status requires assignment of a
Primary Care Physician to select and then be assigned to a Primary Care Physician and shall assign
Members who do not make such a selection in acoordance with Plan policies, A Member that selecty and is

" assigned or does not select and is assigned to a Primary Care Physician is considered to be 4 Linked

Member as to the Primacy Care Physician for the provision of all Primary Care Physician Services,

Plan Comnmunications. Plan shall establish a system of Member idenhﬁcat‘ion, comnunicate the
reguirements of the Provider Manual to Parhclpatmg vanders, and |dcnt1fy Participating Promders to

terrmnataon of Provider.
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3.3

3.4,

‘3.5

3.6.

4.1.

4.2

4.3,

Records. Plan shall maintain and fumish such records'and documents as may be required by applicable
Law, and shall create, maintain and transmit such records and documents in accordance with generally
accepted industry standards and the requirements of applicable Laws.

Licensure. Plan shall maintain such licenses as are necessary for the performance of its obligations
hereunder, .

Limitgtions, Plan makes no rapresentaﬁoris or guarantees concerning the number of Members it can or will
assign to Provider under this Agresment, Plan shall not be obligated to include Provider in all Participating
Provider directories or in all Programs or to utilize or market Provider for all services available from

Provider.

Continuation of Care. In the event this Agreement is terminated due to Plan’s insolvency, Plan shall
provide for continuation of Covered Services to Members for the duration of the period for which payment
has been made by DHCS to Plan, as well as for inpatient admissions until discharge, Plan shall comply
with its legal ebligations to ensure continulty of care for its Members pursuant to California Law,

ARTICLE IV,
COMPENSATION

Submigsion of Claims, Provider agrees to submit to Plan all fee-for-service Comploate Claims for Covered
Services rendered to eligible Members. Complete Claims shall be subimitted to the location described in
the Provider Manual within one (i) yesr of the provision of Covered Services and in the format specified in
the Provider Manual. Complete Claims will be paid within the timeframe réquired by Law as applicable to
each Program. 1fPlan is the sccondary payor, coordination of benefits claims may be submitted within -
ninety (90) days after the primary payor's date of payment or date of contest, denial or notice, if such
period is longer than one (1) year, Plan may deny payment for claims not submitted by Provider within the
timeframe set forth above and in accordance with ¢he billing procedures set forth in the Provider Manual.
Provider agrees that Plah will be materially damaged by late claim submittals and agrees to waive any right
to assert that it ig entitled to payment for claims asserted beyond the time periods specificd above, unless
Provider submits 4 dispute pursuant to Section 6,5 and shows good cause for delay.

Payment. Plan shall pay Provider for Covered Services rendered to eligible Members in accordance with
the provisions of this Agreement, including Exhibit H hereto, and the Provider Manual, Provider agrees to
accept such amounts paid by Plan, and any applicable Member Payment, as payment in ful,

Adjusiments to Payroents, Only those sharges for Coverad Setvices billed in accordance with the Plan's
claims goding standards will bo payabls, If Plan determines that servides rendered are inappropriate or not
Medically Necessary, coding practices do not comply with Plan standards, payment i not in accordance
with the terms of this Agreement or services were provided to 2 patient who was not an eligible Member as
of the date of service, Plan may deny, reduce, or otherwise adjust payment to Provider, The Plan may also

* adjust payment rates as speonﬁed in Exhibit H for the following reasons;

4.3.1. Admstmenm to Fee Schedules In the eveni a government program (including, without limitation,
‘(he Medi-Cal Program, as defined in Exhibit B) revises a payment rate or g procedure or revenue
code under a Program fee schedule pursnant to which payments are determined under this
Agreement, Plan shall, in order to ensure payment according to the current fee schedule, adopt
such adjustments in the same manner and on the same effective date as adopted by the government

progtam, .
432, Audit and Recovery, Plan, or the Plan’s third party designee, shall have the right to conduct

periodic audits of all records maintained by the Provider with respect to all payments received by
Pravider from Plan for Covered Services rendered to Members during the term of this Agreement. -
If an audit shows that the Plan has overpaid any claim or if Plan identifies an overpayment through
any other process, Plan will send a writien request for the reitmbursement of the overpayment,

8
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4.4,

4.3.

4.6.

4.7,

within one year (365 days) of the date of the claim overpayment as required by applicable Law,

. mless the overpayment was caused in whale or in part by Provider’s fraud or misrepresentation,
in which case Plan shall not be limited to 365 days. If Provider does not contest the Plan’s request
for reimbursement of the overpayment within ihirty (30) days in writing or reimburse the Plan, the
Plan may offset or recoup the amonnis overpaid against amounts due and owing from Plan to
Provider, If Provider contests a request for reimbursement, then Provider shall send a written
notice to Plan stating the basis for which the claim was not overpaid and the matter shall be
resolved i aucordance with the Plan's provider dispute resolution process {1 Section 6,5 of this
Agresment and the Provxdcr Manual, This provision shall survive the termination of this

Agreement,

Coordingtion of Renefits, Provider agre&s'to comply with the Plan’s coordination of benefits (“COB")
poticies and procedures as specificd in this Agreement, the Provider Ma.nual the Membership Contracts,

and any applicable Law,

< 44,1, Member Soreening. Provider agrees to sereen each Member roceiving Covered Services to

determine if the Member has Medicare coverage or other health coverage, and agrces to provide
sich information to Plan upon request,

442, Planis Primary. When Plan is primary under the Plan’s coordination of bencfits rules, Plan shall
pay Provider, as set forth in this Agreement, the amount due for Covered Services rendered to

Membets:

44,3, Planis Secondary. When Plan Is secondary under the Plan's coordination of benefits rules, Plan
shall pay for Covered Services according to the Plan's policies and procedures as set forth in the
Provider Manual, Pian will deny ¢laims from Provider if it fails to first make recoveries from

other health care coverage sources,

444. Refund, Iffollowing payment by Plan for Covered Services Provider discovers that it is entitled
to payment or recelves payment from another payor that is pnmary to Plan, Provider shall notify

Plan and promptly refund any amount overpeid by Plan.

Claim Correction Requests and Disputes. If Provider believes Provider is entitled to any payment for a

Cavered Service from Plan, or for payment in excess of the amouni the Plan has paid or indicated it will
pay, then Provider shall not divectly or indirectly bill for or seek to coltect from Plan any such payment or
additional payment for Covered Services beyond the amount that Plan has paid or indicated it will pay for
such Covered Services except pursuant to either a request for a claim correction swbmitted to the Claims
Decpartment as specified in the Provider Mamueal, or pursuant to a dispute filed with Plan as specified in
Section 6.5 of this Agreement and the Provider Manual,

Hold Hannless. Provider agrees that, in no evett, including but not hmitcd to nonpayment by Plan,

insolvency 0f Plan, breach of this agreement, or dendal of claims by Plan due to Provider's failure to
properly submit claims, shull Provider bill, chargt_a, collect a deposit from, seck remuneration or
reimbursement from, or have any recourse against, 2 Member or any person acting on behalf of a Member
to whom Covered Services have been provided in accordance with the terms of this Agreement or any
Program, or tho State of California for Covered Sérvices provided pursuant to this Agreement, This does
not prohibit Provider from collecting Member Payments as specificaily provided under any applicable
Member Group Contract or Membership Contract or from pursuing claims against the applicable primary
-payor. Faflure to comply with this Section shall be deemed a material breach of this Agreement and
Provider may be terminated for cause pursuant to Section 5.2.2 of this Agreement as the result of such
failure, This provision shall survive the termination of the Agreement, regurdless of the reason for

termination, inchiding insolvency of Plan.

No Surcharges. Provider understands that surcharges against Memibers are prohibited ard that Plan will
take appropriate a¢tion if surcharges are imposed. A “‘surcharge” is an additional feo which is charged to a

9
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4.3,

4.9,

4.10.

4.11,

4.12,

5.1,

5.2,

Member for a Covered Service but which is not a Member Payment as provided for under the applicable
Member Group Contract and Membership Contragt,

Reporting of Surcharges and Member Payments, Provider will report to Plan all surcharge and Member

Payment monies paid by Member directly to Provider and shall refund 4l surcharges,

e for Non-Co ervices. Provider shall not cha'rgé a Momber for a service which is not a
Covcrcd Service wmless, {n advance of the provision of such service, the Member has been notified by
Provider that the particular service will not be covered and Provider obtains a written statement in a form
accepiable to the Plan, signed by the Member or the person responslbie for paymg for services rcndered
that he or she shall he responsible for payment of charges for such service.

MEMMQME&MM- Following termination of this Agreement and during

the continuing care period deseribed in Section 5,10 hereto, Plan shall compensate Provider at the
applicable Program payment rates set forth in Exhibit H to this Agreement for providing and arranging
Primary Care Physician Services to Members until such Members are assigned to other Plan Pamclpatmg A

Providers.

Ingentive Proprams. Provider shall participate in Plan’s Utilization Management Incentive Program, ag
described in Addendum 1 hereto, and Quality Based Incentive Program, as described in Addendum 2
hereto, for the respective terms of such programs, and may elect to participate in the Care Based Incentive
Program, a8 degcribed in Addendum 3 and Attachment 1 hereto. Provider must separately executo
Addendum 3 in order to participate in the Care Based Incentive Program. .

No Inducement to Peny Covered Services. Provider acknowledges and agrees that this Agreement does
rot contein any financial incentive or make any payment that acts directly or indirectly as an inducement to

limit Medically Necessary health care services.

ARTICLE V.
TERM AND TERMINATION

Term, The term of this Agreement shall commence on January 1, 2011 (the “Commencement Date™), and
shall expire on December 31 of the same year of the Commencement Date. Thereafter, the term of this

. Agreement shall be automatically extended for a one (1) year term on each succeeding January 1 {the

“Renewal Date”), unless tsrminated by either party as provided herein.

With Cause Tormination of Agegement, Either Plan or Provider may terminate this Agreement for cause as
set forth below, subject to the notice requirement and cure perlod set forth below.

5.2.1. Cause fo[ Termination of Apreement by Provider. ‘The following shall ccnstltute cause for

termination of this Agreement by Provider:

5.2.1L1. Non-Payment Material frilure by Plan to make any payments due Provider hereunder
within forty-five {45) days of any such payment's due date and Plan’s failure to cure such
failure to make such payments due to Provider within the cure period provided at Section’

5.2.3, below,
., 52,12, Breach of Material Term and Failure to Cure. Plan’s material breach of any material

term, covenant, or condition and subsaqucm failure to cure such breach as provided in
' Seotion 5.2.3, below.

. 522, Cause for Tenmination of Agreement by Plan, The following shall constitute cause for termination

' of this Agreement by Plan: .
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5.3.

54.

5.5,

5.6.

.57,

5.2.2.1. Breach of Material Term &nd Failure to Cure. Provider's material breach of any material

term, covenatit, or condition and subseguent failure to cure such breach as provided in
Section 5.2.3, below. -

52,22, Insgiveng. Provider becotnes insolvent, as reasonably determined by Plan.

5.2.2.3, Failure f ith Standards, Provider fails to provide Covered Setvices in .
accordance with r.he s!andards set forth in this Agreement and Plan’ 5 A Ptogram and- UM

Members and cesse referrals of any or all Members in the event the health or ‘safety of
Members is endangered by the aotions of Provider, or a3 a result of continuation of this

Agreement,

523, otice of Termination, Cure d Effective Date of Termination, The party asgerting cause ,
+ for termination of this Agreement {the “terminating party") shall provide written notice of
 termination to the other party specifying the breach or deficiency with sufficient information to
allow the receiving party to identify the actions necessary to cure such breach, The party
receiving the written notice of termination shall have thirty (30) calendar days fiom the reoeipt of
such notice to cure the breach or deficiensy o the satisfaction of the terminating party (the “Cure
Period”). Ifsuch paity fails to cure the breach or deficiency to the ;easanable satisfaction of the
terminating party within the Cure Period or if the breach or deficiency is not curable, the
terminating party shall have the right to provide written notice of failure to cure the breach or
- deficiency to the other party following expiration of the Cure Period. The Agreement shall
terminate thirty (30) caléndar days following receipt of the written notice of fiilure to cure or at
such fater date as may r be specificd in such notice, During the Cure Period and the period
" following the Cure Period, Plan may begin iransferring Members to other Participating Providers,
Notwithstanding the above, in the event Plan provides notice of termination as the result of a
breach by Provider.and the Plan reasonably detenmines the health and safety of Members is
endangered by the actions of vaxder Plan shall have the right to tenminate the Agreement

immediately.

Automatic Te jon Upon Re ation f License or, This Agreement shall avtomaticelly
terminate npon the revocation, suspension or réstriction of any license, certificate or other authority
required to be maintained by Provider or Plan in order to perforin the services required under this
Agrcement or upon the Provider’s or Plan’s failure to obtain such license, certificate or authority, In
addition, this Agreement shall antomatically be terminated if: (f) Provider is excluded from participation in

- the Medicare program or is subjected 10 sanctions imposed by the Medicare program or the Medicaid

progrant; (i:’) Provider's professional liability insurance or any other Provider insurance required under this
Agreement is cancelled, non-renewed, or is no longer in effect; (iti) Provider fails to comply with Section
2.3 of this Agreement; or (iv) Provider dies or becomes incapeditated (as reasonably determined by Plan).

Ig ination bf Member Group @ niract. If any Meniber Group Contract terminates, this Agreement ghall

automatically terminate with respect to Members covered under the Member Group Contract on the dite
the Member Group Contract snd any continuing care ebligations under the Member Group Contract

terminate, '

w

Terminatign Without Cause, Either party may terminaite this Agreement without cayse at any time by

" giving the other party at least one hundred twenty (120) days prior written notide.

aneges to Agreement, This

Agreement may be termmated pursuamto the terms speclﬁed m Sectmns 2 and 6.8.3, )

Transfer of Medigal Record.g.' Followmg termination of this Agreement, at Plan’s request, Frovider shall
copy all requested Member medical records in the possession of Provider and forward such records to

ancther provider of Covered Services désignated by Plan, provided such copying and forwarding is not

11
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58

58,

5.10.

1L

6.1,

6.2

6.3.

'
¢

otherwise objected to by such Members. The cost of copying the Members' medioal records shall be bome ‘
by Provider. Provider shall maintain the confidentiality of such Member medical records at ali times,

Repayment Unon Termination. Within one hundred cighty (180) calendar days of the effective date of
termination of this Agresment, an accounting shall be made by Plan of the monies due'and owing either
party and payment shall bo forthcoming by the appmpnate party to settle such balance within thirty (30)
calendar days of such accounting,

Termination Not an Exclusive Remedy, Any termination by either party pursuant to this Article V is not

meant ag an exclusive remedy and such terminating party may seck whatever action in law or equny a3 may
be necessary to enforce its rights wnder this Agreement. Notwithstanding the foregoing, the pariies agree to
waive any and all rights they may ‘have to assert claims for or recover exemplary or punitive damages

against the other party,

Continninpg Care Obli vider. If this Agreement is terminated for any reason, Provider shall
continue to provide Covered Services, including Primary Care Physician Services, to Members, including
eny Members who becoms eligible during the termination notice periad, beginning on the effective date of
termination and continuing until the. first to occur of (i) a peried of one hundred and twenty (120) days
following termination of this Agresment ot such longer period required for any Member as required by
Law, or (ii) the date Plan provides written notice to Provider that it has made arrangements for all Members
to receive services from another Participating Provider of Primary Care Physician Services, In addition,
Provider will contimme to provide Covered Services, including Primary Care Physician Services, to any
Members who cannot be transferred within the time period specified above for Members who are
hospiiatized upon the expitation of the continuing care period, for Members who are entitled to continuing
care ag the result of their condition pursuant to Law, and otherwise in accordance with Plan’s legal and
contractual obligations to ensure continuity of care for its Members, .

_,Eg:r_qmag Notwithstanding the time periods for termination set forth in Sectmns 5.2 through 5 5 of this
Agreement, in all cases in which Plan terminates this Agreement and Provider is entitled to a fair hearing
under Plan’s applicable notification and hearing procedures set forth in the Frovider Manual, the
termination will be final thirty (30) days from notice of the right to request a kearing, unless Provider
requesty & hearing within such thirty (30) day period. Tf such a hearing is requested, this Apresment will
continue in effect until a decision is rendered; provided, however, upon the request of Plan, Provider shall
not thereafter provide Covered Services to Members until a decision is rendered and Plan reserves the right

" to tanafer Linked Members to other Participating Providers in its reasonable discretion.

ARTICLE VL
GENERAL PROVISION,

Independent Contractor Relationship. The refationship between Plan and Providér is an independent

contractor relationship. Neither Provider nor its employees or agents are employees or agents of Plan,
Neither Plan nor its employees or sgents are partners, employees or agents of Provider,

Indemmnification. Provider shal indemnify and hold harmless Plan and its directors, officers, employees,
affiliates and agents against any claim, loss, damage, cost, expense or liability (including reasonable costs
of defenge) arising out of or related to the performance or nonperformance by Provider, ils employees or
agents of any Covered Services or other services jo be performed or arranged by Provider uader this
Agreement; provided, however, that Provider shall not be responsible for indemnifying Plan for Plan’s own

acts or omissions,

Member Grievances. Plan shall be responsible for resolving Member claims for benefits under the
Programs and all other claims against Plan. Provider will immediately refer Members to contact Plan or
deliver any written complaint to Plan for handling pursuant to Plan’s Member Grievance Procedures,
Provider shall comply with all final determinations made by Plan through the Member Grievance

Procedures,
12




64.

6.5.

6.6.

&.7.

6.8.

Disputes Betweon Provider and Member. Any controversies or claims between Provider and a Member

arising out of the performence.of this Agreement by Provider, other than ¢faims for benefits under the
Program, are not governed by this Agreement. Provider and the Member may seek any appropriate legal
action to resolve such controversy or claim deemed necessary. Provider will provide written nofice to Plan
of any dispute between Provider and Membcr.

Disputes Between Plan and Provider. Any c}axm dispute, or other matter arising out of, relating to, or in
any way connegted with this Agreement, ghall be addressed through the Plan’s provider dispute resolution

. procedurs a3 set forth in the Provider Manual. Provider will be informed of any changes to the provider

dispute procedures including any changes to the procedures for processing and resolving disputes and the
location and telephone number where information régarding disputes may be submitted, If the procedure _
set forth in-this Section has been exhausted and such matter is not resolved to the satisfaction of the parties,
cither patty may pursue any available legal remedy. Venue shall he in Santa Cruz, Monterey or Merced
County, Plan retains all immunities applicable to public entities to which it is entitled by law,

Notice. All notices required or periitied by this Agreement shall be in writing and may be delivered in
person or may be sent by registered or certified mail or U.S. Postal Service Express Mail, or by Federal

-Express or other overnight courter that guarantees next day delivery, or by facsimije transmission. The

addresses or facsimile number specified on the signature page shall be the addresses for delivery or mailing
of notice, The partics may change the names, addresses, and facsimile numbers noted above through
written notice in compliance with this Section. Notices shall be effective upon receipt.

Assignment. Neither this Agreement nor any portion of this Agreement shall be assigned, transferved or
pledged in any way by Provider and shall not be subject to execution, attachment or similar process without
the prior written consent of Plan, A change of ownership through the sale of Provider’s stock or assets
shall be deemed an agsignment requiring consent pursnant to this Seotion.

Amendments. Except as provided herein, no amendments or modifications to this Agreement shall be valid
unless made in writing and signed by both Provider and Plan, and unléss any required regulatory sapprovals

are obtained,

6.8.1, Legally Roquired Modifications. The Plan may amend this Agreément at any time ini order to
comply with Law or any tequircments of a private sector Acereditation Organization, as

reasonably interpreted by the Plan. Plan shall notify Provider of such legally required
modification. Such amendment shall be effective upon wntten notice to Prowder, and shall not
require the written consent of Provider, .

6.8.2. Provider Manusl Modifications. If Plan materially amends a manual, policy or procedure
document referenced in the Agreement (“Providér Manual Modification™), Plan will provide at

leest forty five (45) business days’ notice to Provider, and Provider will have the right to negotiate
and agree to the change, If the parties cannot agree to the Provider Manual Modification, Provider
will have the right to terminate the Agreement prior to the implementation of the Provider Manua!

‘ Modification.

6.8.3. Material Changes to A.g£@i ment. For Providers compensatecl on a fee-for-service basis, Plan may
amend & material terny to the Agreenient by providing a minimum of ninety (90) business days’
notice of its intent to change a material term of the Agreement (“Material Change Notice”),
Provider shatl have the right {0 negotiate and agrée to the change within thicty (30) business days
of Provider’s recsipt of the Material Change Notice (“Right to Negotiate™) by providing written
notice of such intent within the thirty (30) business day period. Provider shall have the right to
terminate the Agreement effective ninety (90) business days following the receipt of the Material
Change Notice if Provider does not exercise Provider’s Right to Negotiate or no agreement is
reached dunng the ninety (90) business day period and if Provider provides notice of its intent to

* terminate prior to the expiration of the ninety (90) business day period. The material change shall
become offective ninety (90) business days following the Material Change Notice if Provider does
not exeroiso its Right to Negotiate or does not provide timely notice of its intent to terminate as
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6.9.

6.10.

6.11.

6,12,

6.13.

described abave, The parties may agree to the inaterial change at any time during the m‘nefy (20)
business day period by mutual written agreement.

6.8.4, Non-Material Amendmégts to Agreement. The Plan may notify Provider of amendmants to non-

material terms of this Agreemeont, Such amendments shall be effective upon written notice to
Provider, and shall not require the written conszent of Provider.

$.8.5. Program Benefit Chanpges, Program bf:neﬂt changey shall be effectwe upon implementation,
following receipt of any raquired rsgulatory approvals, .

Confidential and Proprietary Information. -
6.9.1. Infoonation Confidential and Proprietary to Plan, Provider shall maintain confidential all

information designated in this Section. The information which Provider shatl maintain
confidential (the “Confidential Information”) consists ofs (i} any information containing the
names, addresses and telephone numbers of Members which has been compiled by Plan; (ii) the
finanmal arrangements betwoen Plan and any of Plan’s Participating Providers, inoluding
Provider; and (iii) any other mformation compiled or created by Plan which is proprietary to Plan
and which Plan identifies in writing to Provider,

6.9.2. Non-Disclogure o ial ation, Provider shall not disclose or use the Confidential

Information for its own benefit or gain either during the term of this Agreement or afler the date of
termination of this Agreement. Provider may use the Confidential Information to the extent
necessary to perform its duties under this Agreement or upon express prior written permission of
Plan. Upon the effective date of términation of this Agreement, Provider shall provide and return
to Plan the Confidential Information in their possession in the manner specified by Plan.

6.9.3. Plan i\lamgs, Logos and Service Magks, Provider shall obtain the written consent of Plan prier to

using Plan's name, product names, logos and service marks in any of Provider’s promotional,
marketing or advettising matedals or for any other reason,

Solicitation of Plan Members. Provider shall not engdge in solisitation of Members without Plan’s prior
written consent. Soficitation shall mean conduot by an officer, agent, employee or bontracter of Provider or
their respective assignees or successors during the term of this Agreement, and during the twelve (12)
monthy immediately following the effective date of termination of this Agreoment which may be
reasonably interpreted as designed to persuade Members to disenroll from the Program or discontinue their
relationship with Plan. Provider agrecs that Plan shall, in addition to any other remedies provided for under
this Agreement, have the right to seok a judicial tetnporary resiraining ordet, prefiminary injunction, or
other equitable relief against Provider to enforce is rights under this Séction in a manner consistent with
and {0 the extent pehmitted by Californis law.

No Reatrictions on Discussiig 8 Member's Health Care, Nothing in this Agreement shall be interpreted to

discourage or prohibit Provider or its Provider Professionals from discussing & Member’s health care
including, without limitation, communivations regarding treatment options, aliernative health plans or other
coverage arrangements, unless such communications are for the primary purpose of securing financial gain,

Invalidity of Sections of Agreement. The unenforceability or invatidity of any patagraph or subparagraph .

of any section or subsection of this Agresment shall not affect the enforceability and validity of the balance
of this Apreement. .

Survival. The following provisions of this Agreement shall survive the termination of this Agrecment;
Sections 2.7, 2.8, 2.1, 2,13, 3.6, Article IV, Sections 5.6, 5.7, 5.8, 5.9, 5.10, 6.2, 6.4, 6,5, 6.10, 6,11 and
any other section where siirvival of termination is required by Law. .
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6'14!

6.15.

6.16.

6.17,

7.1.

7.2

7.3.

7.4.

7.3

" against persons based on race, color, religion, or national origin,
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Waiver of Breach, The waiver by either party to this Agreement of a breach or violation of any provision
of this Agreement shall not operate as or be construed to be a waiver of any subsequent breach or violation

thereof.

Entire Agreement. This Agreement, including all exhibits, attschments, addenda, and amendments hereto
and the Pravider Manual contains al! the terms and conditions agreed upon by the parties regarding the
subject matter of this Agresment, Any prior agreements, promises, negotiations or representations of or
between the patties, either oral or written, relating to the subject mattet of this Agreement, which are not
expressly set forth in this Agreement are nult and void and of no further force or effect,

Incorporation of Exhibits and Angchmgnm The schedules, exhibits, addenda, and attachments to this

Agreement and the Provider Manual are integral parts of this Agmment and axve Incorporated in full herein
by this reforence,

Authority to Bind. Each signatory of this Agreement represents and warrants individuatly on behalf of
himself or berself, and the party on whose behalf he or she executes this Agreement, that he or she is duly

authorized to execute this Agreement.

. ARTICLE VIE,
" VERNIN AND TORY RE MEN 'I'S

Governing Law, This Agreement and the nghts and obligations of the parties hersunder shall be construed,
interpreted, and enforced in accordanse with, and governed by, the laws of the State of Californiz, except
where preempied by federal law, and the laws of the United States of America.

exicans with Disabilities Act of 1990. Provider's facilities shall eomply with the requitements of Title

I of the Americans with Disabilities Act of 1990, and shall ensure access for the disabled which includes,

.but is not limited to ramps, elevators, restrooms, designated parking spaces, and drinking water provision,

Civil Rights Act of 1964. Provider will comply with Title VI of the Civil Rights Act of 1964 and any
implementing regulations that prohibits recipients of federal financiai assistance from discriminating

Language Assisiance. Provider agrees to goniply with the Plan’s hmgnnge Assistance Program as detailed
in the Plan’s Policies and Procedures and Provider Manual.

Certification. As requiced by Title 31 U.8,C. Section 1352, if payments under this Agreement are $100,000
or more, Provider certifies to the best of Provider’s knowledge and belief that no Federatly appropriaied
funds have been paid or will be paid, by or on behalf of Providet, to any person for infleencing or
attempting to influence an officer or employee of any agency of the United States Government, a member
of Congress, an officer or employce of Congress, or an employee of a member of Congress in connection
with the making, awarding or entering into of this Agieement, and the extension, continuations, renewal,
amendment, or modification of this Agreement. If payments under this Agreement are $100,000 or more,

. Provider shall submit to Plan the “Certification Regarding Lobbying" set forth in the Provider Manual, If

unty funds other than Federally appropriated funds have beea paid or will be paid to any person for
influencing or attempting to influence an officer or employee of any agency of the United States
Governtoent, 8 Member of Congress, an officer or employee of Congress, or an employee of a Member of
Congress in connection with this Agreement, Provider shall complete and submit to Plan standard form
LLL, “Disclosure of Lobbying Activities™, in accordance with its instructions. Provider shall file such
disclosure form at the end of cach calendar quarter jn which there accurs any event that requires disclosure
by Provides, Provider shall require that the language of this certification be included in all subcontracts at
all tiers which cxceed $100,000 dnd that all subcontractors shall certify and disclose accordingly. All such
disclosure forms of subcontractors shall be forwarded to Plan,
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7.6

1.7,

Antifraud Plan. Provider agrees to comply with Plan’s antifraud §Im, as detailed in the Provider Manual,

Provider will immediately notify Plan of (i) investigations of Provider or Provider's employees in which
there are allegations relating to fraud, waste or abuse, and (ii) suspected cases where there is reason to
believe that an incident of frand, waste or abuse has ocousred,

No Inducement for Referrals. The parties acknowledge and agree that: (1) they intend to comply with the
safe harbot requirements set forth in 42 C.F.R. §1001.952(1); (2) in establishing the terms of the
Agreemcnt, mciuding the exhibits, addenda and attachments hereto, neither party gave or received
remuneration in retuen for.or to induce the provision or acceptance of business (other than business covered
by the Apreoment) for which payment tmay be made in whole or in part by a federal heath care program on
1 fee-for-service or cost basiy; and (3) neither party will shift the findneial burden of the Agreement to the
extent that increased payments are claimed from a federal health care program, Plan represents and agrees
that it is an eligible managed care organization, as defined in 42 C.F.R. §1001.952{1). Provider represents

_ and agrees that (a) Provider is a first tier contractor under the Agreement, defined as an individual or entity

‘7.8

that has a direct contract with Plan, as the mansged care organization, to provide or armange for items or
services; and (b) Provider cannot and will not claim payment in any form, directly or indirectly, from a
federal health care program for jtems or services covered under the Agreement for Members enrol!cd in the

Plan, except as provided in 42 C.F.R. §1001.952(1).

Compliance with Law. Provider and any subcontmctor to Provider shall comply with the Program
Requirements set forth in the exhibits hereto. Any provisions required to be incladed in the Agreement by
applicable Law, including the Knox-Keene Health Care Service Plan Act of 1975 (Cal, Health & Safety
Code Section 1340 et s2q.) and ihe regnlations promulgated thercunder, shall be binding uwpon and
enforceable against the parties w the Agreement and shall be deemed incorporated herein whethers or not
expressly set forth in the Agreement, including the exhibits hereto,

IN WITNESS WHEREQF, the undersigned have executed thiy Agresment eﬂ"ectivc as of the Commencerent Date.

CENTRAL CALIFORNIA ALLIANCE FOR HEALTH PROVIDER

rin
' o

Title:

-

Date; _

Print: s;SQ N

Jane Parker. ~ - .o .
'CCAH, Chair : _
December 17; 2010 . Title: el

A Date: l@'—'&—-—[b

A e et gy e § et bt rw e

Provider Address and Facsimile Number for Notices;

-

Strect:__} 2 D% Cotoeo dee el 0,

City, Stato ZIP: _hﬂ_c_(_@eL@:gﬂg_

Facsimilo Nomber:_(209) 2y ¢ // el
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EXHIBIT A
SCHEDULE OF PROGRAMS

Provider has been spproved to provide Covered Services, including Primary Care Physician Services, under the
Programs defined below and pursuant to the applicable terms and conditions of the Agreement, The Plan iy
amend the counties in which each Program operates from time to time, by providing Provider with written notice of

" such changes,

Medi-Cal Prograw: is a state- and federally-funded Program pursuant to a contract between the Plan and DHCS
for coverage of Members who meet Medi-Cal eligibility requirements, as determined by DHCS, The Medi-Cal
Program is, as of the Cﬁmgwnccment Date, offered in Merced, Monterey, and Santa Cruz Counties.

Heatthy Famifies Propram: Provider is not participating in this Program with Plan,
Alliance Care IHSS Health Program: Provides is niof participating in this Program with Plan,
Healthy Kids Program; Provider is not parti(;ipating in this Program with Plan,

Alliance Care Access for Infants and Mothers (AIM) Program: Provider is not participating in this Program
with Plan.
Alliance Care Individual Conversion Program: Provider is not p'articipating in this Program with Plan,

PCP_FQHC 2011




EXHIBIT B
MEDECAL PROGRAM ATTACHMENY

This Exhibit B sets forth eequirements, in addition to those requirements set forth elsewhers in the Agteement,
applicable to Covered Services provided to'Members enrolled in and determined to be eligible for the Medi-Cal

Program.

1.+ Withrespect io the Medi-Cal Program, the term “Covered Services” shall mean Medically Necessary health
care gervices and benefits which Members are entitled to receive under the Medi-Col Member Group
=" Contract and Medi-Cal Member Hardbook. Covered Services, including Primary Care Physician Services, - -
for Medi-Cal Members are set forth in Title 22 of the California Code of Regulations Section 51301 et seq,,
and Title 17 of the California Code of Reguladons Section 6840 et seq. Information regardmg Primary
Care Physician Services, excluded services, and certain health scre.enmg and preventive services for Medi-

Cal Members is set forth i the Provider Manuai

2. With respect to the Medi-Cal Program, the term “Medi-Cal Member™ shall mean an individual who is
enrolled in Medi-Cal and who is determnined to be cligible for membership in the Medi-Cal Program, A
newborn of u Medi-Cal Member is covered under the mother's membership for the month of birth and the
following calendar month, A newborn born in the month immediately preceding the mother's enrollment
as a Medi-Cal Membet is covered under the mother’s membership dunng the mother's first month of

enrollment.

3. Provider agrees to make all of its books and records, pertaining 10 the goods and services furnished under
the terms of this Agreoment, available for inspectién, examination or copying: (A) By the Californis
Department of Health Care Services (“DHCS™), the United States Departroent of Health and Human
Services, the Califomia Departiment of Corporations, the United States Departmant of Justice, and the
California Department of Managed Health Care; (B) At afl reasonable times at the. Provider's place of
business, or at such other mutually agresable location in California; (C) In a form maintained in accordance
with the general standards applicable to such book or record keeping; (D) For a torm of at least five years
from the close of the Fiscal Year in which this Agreement was in effect; five vears from the close of the
current Fiscal Year in which the daté of service ocourted; five years from the date that the record or data
wag created or applied, and for which'the financial record was created, or such longer period as required by
Law; and (E) including all Covered Services Docamentation for a period of at least 5 years, or such longer

period as required by Law,

4, Member Payments are not permitted under the Medi-Cal Prdgram. Provider shall not seek reimbursement
of any such puyments from Medi-Cal Members for any Covered Services provided under this Agreement.

5. Provider agrees to submit reports as required by Plan,

6. Plan shall conduct site reviews on all Primary Care Physician Services sites according to Medi-Cal
Managed Care Division Policy Letter 02-02,

7. If this Agreement terminates for any reason, Provider will assist the Plan in the transfer of care,
Additionally, Provider will assist in the orderly tansfer of necessary data and records to the Plan, a
successor Plan, or DHCS, Provides will assist in the transition of Members, and in ensuring, to the extent
possible, continuity of Member-Provider relationships, In doing this, the Provider will meko availahle to
Plant or DHCS copies of medical records, patient files, and any other pertinent information, including
information maintained by any subcontractor, necessary for efficient case management of Members, a3
determined by the Direotor of DHCS. In no circumstances will a Medi-Cal Member be billed For this

activity.

8. Provider shall notify DHCS in the event the Agrecment ig terminated, Notice to the Department ig
considered given when properly addressed and deposited in the United States Postal Service as first-glass
registered mail, postage attached. Notice should be mmailed to the Departrment of Health Care Services,
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10.

1.

12.

13.

14.

15.

'16.

17

Medi-Cal Managed Care Division, County Organized Health Systems MS 4408, P.O. Box 997413,
Sacrametito, CA 95899,

Provider agrees that the assignment or delegation of uny part of this Apreement shall be void unless prior
written appreval is obtained from DHCS in those instances where prior approval is required,

Provider agrees to permit a Member to be visited by a Member’s domestic pariner, the children of the
Member’s domestic partner, and the domestic pariner of the Member’s parent or child,

Prior to commencing services undér the Agreement, Provider shall provide Plan with any necessary
disclosure statements, including the statement sct forth in Title 22 of the California Code of Regulations,

Section 5100035,

If Provider pravides Covered Services through nurse practitioners, physician assiztants, or nurse midwives
(“Non-Physician Medical Practitioners™), the ratio of one physician to Non-Physician Medical Practitioners
may not exceed the following: (i) four (4) nurse practitioners; (i) theee (3) nurse midwives; (iii) four (4)
physician assistants; or (iv} four (4) of the above individaals in any combination which does not exceed
threa (3) nurse midwives or two (2) physician assistants, Bach individual Non-Physician Medical
Practitioner shall maintain a full-iime equivalent provider to patlent caselond of no more than one thousand

(1,000), ,

Provider shall ensure that Members are informed of the full array of coveted contraceptive methods when
appropriate and that informed consent is obtained from Members for sterilization consistent with

requirements of applicable Law.

Provider will comply with the Medi-Cal Minor Consent Services program. Minors do not need parental
consent in order to access services related to sexual pssault, including rape, drug or alcohol abuse (for
children 12 years of age or older), pregnancy, famiily planning, and STDs and HIV/AIDS (in children 12

years of age or older).

For Medi-Cal Members under the age of 21, the term “Medically Necessary” includes those standards sot
forth in Title 22 of the California Code of Regulations Sections 51340 and 51340.1.

When Provider provides Emergency Services to & Medi-Cal Member and such Member’s treatment
requires the use of drugs, Provider shall provide to the Member at least a 72-hour supply of Medioally
Necessary drugs, which may include an initial dose and 2 prescription for additional dmgs,

Provider will not discriminate against any employes or applicant for employment because of race, color,
religion, sex, national origin, physical or mental handicap, disability, age or status as a disabled veteran or
veteran of the Vietnam era, Provider will take affirmative action to ensure that qualified applicants are
employed, and that employees are treated during employment, without regard (o their race, color, religion,
sex, national origin, physical or mental handicap, disability, age or stateg as a disabled veteran or veteran of
the Vietram era, Such action shalf include, but not be limited to the following: employment, upgrading,
demotion or transfer; recruitment or recruitment advertising; layoff or termination; rates of payment and
other fortns of compensation; and career development opportunities and selection for training, including
apprenticeship, Provider agrees to post in conspicnous places, available to employces and apphcants for
employment, notices to be pravided by the Federal Government or DHCS, setting forih the provisions of
the Equal Opportunity clause, Section 503 of the Rehabilitation Act of 1973 and the affirmative action
clause required by the Vietnam Era Veterans' Readjustment Assistance Act of 1974 (38 USC 4212). Such
notlces shall state the Provider's obligation under the law to take affirmative action to employ and advance
in employment qualified applicants without discrimination based on their tace, color, religion, sex, national
origin, physical or'mental handicap, disability, age or status as a disabled veteran or veteran of the Vietnam

exa and the rights of applicants and employees.
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18. Provider will, in all solicitations or advancements for employees placed by or on behalf of Frovider, state
that all qualified apphcants will receive consideration for employment without regard to sace, color,
religion, sex, national origin, physical or mental handicap, disability, age or status as a disabled veteran or

veteran of the Vietnam ora,

Provider will send to each labor union or representative of workers with which it has a collective bargaining

19,
agreement or other contract or undersianding a notice, to be provided by the Federal Governrnent ot the
State, advssing the labor union or workers' repn.sentatlve of the Providers commitments under the
' provisions herein and shall post copies of the notice in conspmunus places avax!abla to emp!oyecs and
applicants fof émiployihént. -
20, Peavider will comply with alf provisions of and furnish all inforrnation and reporis required by Section 503

of the Rehabilitation Act of 1973, as amended, the Vietnam Era Veterans® Readjustment Assistance Act of
1974 (38 USC 4212) and of the Federal Exccutive Order No. 11246 as amended, including by Executive
Ordee 11375, ‘Amending Executive Order 11246 Relating to Equal Employment Opportunity,’ and as
supplemented by regulation at 41 CFR 60, "Office of the Federal Contract Compliance Programs, Equal
Employment Opportunity, Department of Labor,” and of the rules, regulations, and relevant orders of the

Secretary of Labor

21, Provider will fumish all infdnnntion and reports required by Federal Executive Order No. 11246 as

amended, incloding by Executive Order 11375, 'Amonding Executive Order 11246 Relating to Equal
Eroployment Opporfunity,' and as supplemented by regulation at 41 CFR 60, "Office of the Federal
Contract Compliance Programs, Equal Employment Opportanity, Department of Labor”, and the
Rehabilitation Act of 1973, and by the rules, regulations, and orders of the Secrotary of Labor, or pursuant
thereto, and will permit access o its books, records, and accounts by the State and its designated
representatives and the Secretaty of Labor for purposes of investigation to ascertain compliance with such

rules, regulations, and orders.

22, in the event of the Provider's noncompliance with the requirements of the provisions herein or with any
Federal rules, regulations, or orders which are referenced herein, this Agreement may be cancelled,
tenminated, or suspended in whole or in part and the Provider may be declared ineligible for further Federal
and siate contracts in accordance with procedures authorized in Federal Executive Order No. 11246 as
amended and such other sanctions may be imposed and remedies invoked as provided in Federal Executive
Order No. 11246 as amended, including by Executive Order 11375, 'Amending Executive Order 11246
Relating to Equal Employment Opporturity,’ and as supplemented by regulation at 41 CFR 60, "Office of
the Federal Contract Compliance Programs, Equal Employment Cpportunity, Department of Labor®, or by
rule, regulation, or order of the Secretary of Labor, or ag othetwise provided by law.

23. By signing this Agreement, Pravider agrees that if any performance under this Agreement or any
subcontract includes any tests or examination of materials derived from the human body for the purpose of
providing information, diagnosis, prevention, treatment or assessment of disease, impairment, or heaith of 2
human being, all locations at which such examinations are performed shali meet the requirements of 42

USC Section 263a (CLIA) and the regulations thereto.

24, Provider shall comply with all applicable Federal requirements in Section 504 of the Rehabilitation Act of
1973 (29 USC Soction: 794) Nondiscrimination under Federal grants and programs; Title 45 CFR Pari 84
Nondiscrimination on the basis of handicap in programs or activities receiving Federal financial assistance:
Title 28 CFR.Part 36 Nondiscrimination on the basis of disability by public accommodations and in
commercial facilities; Title IX of the Bducation Amendwents of 1973 (regarding education programs and
activities); Title 45 CFR Part 91 the Age Discrimination Act of 1975; and all other Jaws regarding privacy

and confidentiality,

25, Provider shali comply with Pian 5 policies and procedures as described in the Provider Manual relating to
the identification of Mernbers that may be eligible for other Programa.

20




Provider shatl make no claim for recovery of the value of Coverad Services rendered to Memibers when
such recovety would result from an action involving the tort or Workers Compensation lability of a third
party, casualty Liability coverage, or any other third-party liability which could resuit in recovery by the
Medi-Cal Member of funds for which DHCS has lien rights under Welfare and Institutions Code Section
1412470, Provider shall identify and notify Plan of cases in which such an action could result in recovery
by the Member. Provider shall notify Plan iramediately upon the discovery of such cases and shall provide
any requested information promptly to Plan, DHCS retains the right to such third-party tort and Workers
Compensation liability, and casualty Hlability recoveries with respect to Medi-Cal Members as set forth in

Welfare and Institutions Code Section 14124.70 and following,

21




HEALTHY FAMILIES PROGRAM ATTACHMENT

Provider is not participating in this Program with Plan.
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EXHIBITD
ALLIANCE CARE THSS HEALTH PROGRAM ATTACHMENT

Provider ig noi participating in this Program with Plan,
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HEALTHY KIDS PROGRAM ATTACHMENT

Provider is not participating in this Program with Plan,
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EXHIBET F
ALLEANCE CARE ACCESS FOR INFANTS AND MOTHERS PROGRAM ATTACHMENT

Provider is not participating in this Program with Plan.
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EXHIBIT G
ALLIANCE CARE INDIVIDUAL CONVERSION PROGRAM ATTACHMENT

Provider [s not participating in this Program with Plan,
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) Agreement,

EXHIBIT H

COMPENSATION SCHEDULE

Paymentin Full, Provider agrees to accept payment rendered pirsusnt to this Exhibit H, and any applicable
Member Payment, as payment in full for any Covered Services provided by Provider to a Member, as well
as any necessary administrative services. Payment roay be subject to adjustment as desoribed in Section 4.3
of this Agreement, and iy subject to the Coordination of Benefits rules set forth in Section 4.4 of this’

Definitions. The féllowing definitions are applicable to this Exhibit H:

a. “Medi-Cal Linke mbers” are Medi-Cal Members, as defined in Exhibit B, Section 2, who are
also Linked Memibers,
b, “Medi-Cal Rate” shall mean the current applicable Medl-Cal rate, as published by the California

Department of Health Care Services in effect at the time Covered Services are rendered.

c. “Qutpatient Clinica] Laboratory Services™ shiall mean clinical laboratory testing for Members not

provided or ordered as part of an inpatient hospitalization that provides information for the
diagnosis, prevention, or treatment of disease, or the assessment of medical condition and

includes, but is not limited to, microbiclogical, serclogical, chemical, hematological, cytological,
immunohematology, and pathological examinations performed on materials derived from the
human body. Ouipatient Clinical Laboratory Services also inchude consulting sexvices for all tests |
pecformed or armanged by Provider, all necessary and required supplies, requisition forms, and the
vollection, preparation, and storage of specimens.

Payment for Covered Services Provided to Medi-Cal Memboers.

2. List of Mermbers. Plan will provide Provider with a list of Provider's Medi-Cal Linked Members
by the first (1st) day of each menth (the “Medi-Cal Linked Members List™),

b, . Fee-Por-Seryice Payment, Plan shail pay Provider for Covered Services pravided to Medi-Cal
Members as set forth below in subsections i, ii, iii., iv., and v.

i. Plan shall pay Provider for Covered Services provided to Medi-Cal Meswmbers who are’
Provider's Medi-Cal Linked Members, and for Primary Care Physician Sexvices that are
not Case Managed Services provided to Provider's Medi-Cal Linked Members, and for
Covered Services that are not Case Managed Services provided to Medi-Cal Members
who are not linked to Provider, at one hundred percent (100%) of the Medi-Cal Rate in
effect oh the date the Covered Service was rendered; provided, however, Plan may pay
Provider for Covered Services provided to Medi-Cal Members who are Provider’s Medi-
Cal Linked Members, and for Primaty Cate Physician Services that are not Case Managed
Seyvices provided to Provider's Medi-Cal Linked Meinbers, and for Covered Services that
ar¢ not Case Managed Services provided to Medi-Cal Members who are not linked to
Pygvider, at a percent of the Madi-Cal Rate greater than one huadred percent (100%) as
set forth below in subsection ii.

ii, Plan conducted an actuarially sound and audited study of the compensation rates in effect
for the Medicare Program in 1999, for the ten most common procedwre codes for each
specialty type (*1999 Compensation Rates™). Plan shall caleulate an amount for each
specialty which equals seventy percent {70%} muitiplied by the average of the
Compensation Rates for that specialty. If Plan determines that seventy petcent (70%) of
the average 1999 Compensation Rates for Provider's specialty is greater than one hundred
percent (100%} of the Medi-Cal Rate, than Provider shall be paid at the percent of the
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v.

Medi-Cal Rate as determined by Plan that approximates seventy percent (70%) of the
average 1999 Compensation Rates for Provider's specialty, for Covered Services {that are
not durable medical equipment and medical sapplies, phiysician-administered drugs, or
Qutpaticnt Clinical Leboratory Services) provided to Medi-Cal Members who are not
Provider's Medi-Cal Linked Members, and for Primary Care Physiclin Services that are
not Case Managed Services provided to Provider’s Medi-Cal Linked Members,

Durable Medical Equipment and Medical Supplies, Plan will pay Provider for Covered

'Services that are durable medical eqnipment and medical supplics provided to Medi-Cal
" " Memibory at on¢ undred percent (100%) of the Medl-Ca! Rate ineffect at the time the-

Covered Service was provided,

Physician-Adminigtered Drups, Plan will pay Provider for Covered Services that are
physician-adninistered drugs provided to Medi-Cal Metrbers at one hundred percent

(100%) of the Medi-Cal Rate in effect at the time the Covered Service was provided.

Outpatient Clinica} Laboratory Services. Plan shall pay Provider for Qutpatient Clinical

Laboratory Services provided to Medi-Cal Members as set forth below in subsections (1)
and {2). .

n Providers with a CLIA certificate of waiver, Plan shall pay Providers granted

walived status under CLIA for Owpatient Clinica] Laboratory Services that wre
listed in the Provider Manuai and are not Case Managed Services at one hundred
percent (100%) of the Medi-Cal Rate in effect on the date such service is
rendered. Al cther Outpatient Clinical Laboratory Services are excluded from
this Agrecment and shall be referted to a clinical laboratory conteacted with

Plan,
V3 Providery with a CLYA certificate of pravider-perforined microscopy procedures
PPMP), a CLIA cettificate of compliance, or certificate of

ncoreditation, Plan shall pay Provideérs granted a CLIA cerfificate of performed
microscopy procedures (PPMP), a CLIA certificate of compliance, or a CLIA
certificate of accreditation far Qutpatient Clinical Laboratory Services that are
not Case Managed Services, including for CLIA waived tests as listed in the
Provider Manual, at one hundred and two percent (102%) of the Medi-Cal Rate
in effect on the date such service is rendered. All other Outpatient Clinical
Laboratory Services are excluded from this Agreement and shall be referred to o
clinical igboratory contracted with Plan,
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ADDENDUM 2

PRIMARY CARE PHYSICIAN QUAYITY BASED INCENTIVE PROGRAM

‘The Quality Based Incentive Program (“QBE") is & pay for performance program that uses positive incentives to
promote quality clinical practices such as appropriate preventive services and elironic disease management, In
addition to the payment set forth elsewhere in this Agreement, Plan shail budget an amount annually for the QBI for
each Fiscal Year and may update such amount during the Fiscal Yenr, which s reviewed and approved by its
governing board and which shall be allocated to the QBI (the “Total Quality Paol”). An accounting of the

" transactions ahd operafions of the QBI shall be réndéréd by Plan annually Tfour (4) months wfier the conclusion of

each Fiscal Year and shall be cettified by its Finance Director. Such annual accounting shall be based on the Fiscal
Yeat of Plan, Distributions are made to Ptimaty Care Physicians following Plan approval of such agcounting and
are made not Iater than one hundred eighty (180) days after the conclusion of gach Fiscal Year,

Ampunts distributed through the QBI program are based ot 1) the quality points camncd for ¢livicat performance and
access to care and 2) the implementation of pain management contracts and pediatric asthma plans by cach Primary

Care Physician Practice Site during the Fiscal Year.

A “Practice Site” is defined as the Primary Care Physician individual or group to whom Linked Members are
assigned, Practice Sites are divided into three (3) categories:” 1) family practice/general practice (FP/GP), 2)
pediatrics (PED) and 3) internal medicine (IM}, Any obstetrician/gynecologist that is a Pdmary Care Physician will
be included in the family practice/general practice category.

Certain measuretnents are based on the mimber of Medi-Cal Members without other health coverage, such a3
Medicare coverage. References to *Medi-Cal Prime Members™ in this QBI Progmm Addendum means Medi-Cal

Members without other health coverage,

A, Quality Pools for Clinical Pacformance and Access to Care, The Total Quality Pool is divided into three
(3) pools {each a “Quality Pool™): 1) the FP/GP Quality Pool, 2) the PED Quality Pool and 3) the IM Quality Pool.

Amounts are allocated fo each pool depending on the number of Medi-Cal Prime Members linked to ¢ach category
of Practice Site as of the end of the Fiscal Year. All Medi-Cal Member calculations for the QBI program are made
together for Monterey County Medi-Cal Members, Santa Cmz County Medi-Cal Members, and Merced County

Medi-Cal Members. There ate no separate Quality Pools for each county.

Quality points are assigned to each Practice Site based on clinical performance and access to care measures. The
maximum numnber of quality points that a Practice Sitc may earn each Fiscal Year is one hundred (100). There is a
possible total of eighty (80) points for the clittical performance measures and a possible total of twenty (20) poirits

for the access (D CAre Measures,

1. Clinical Performance Measures, The ¢linical performance measures are HEDIS defined measures, The
+ measurements follow the applicable HEDIS methedology, The clinical perforruance measures are based on

claims and encounter data and not on chart review. In order for a Practice Site to receive points for a
clinical performance measure, there mnst be a minimum of five (5) Medi-Cal Prime Members that qualify
for the measure based on HEDIS specifications. Each qualifying Practice Site is then compared to the
perfermance of the sama category of qualifying Practice Sites for each olinical performance measure aid
assigned points based on the Practice Site’s ratik. For example, 2 qualifying IM Practice Site is ranked in
comparison to all other quahfying IM Practice Sites for each clinical performance measure. A Practice
Site, however, may earn the maximum points available for a clinical pcrformancs mensure by meeting the
Plan Goal percentage for such measure, even if the Practice Site is not ranked in the top quartile, The
“Plan Goal” is established by the Plan for each performange ¢riteria and i3 galoulated for each Practice Site

based on the HEDIS algonthm.

a. IM Prsctice Site Clinfcal Performangs. For IV Practice Sites, there are five (5) clinical

performance measures, as follows: (1) breast cancer screening, (2) cervical cancer screening, (3)
diabetes LDL-C screening, (4) digbetes HbA 16 screening, and {5) monitoring of persistent
anglotensin converting enzyme inhibitors/sngiotensin receptor blockers (ACE/ARBs). For each
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IM Practice Site clinical performance measure, sixteen (16) points are assigned for a vank of more
than seventy-five percent (75%5) when compared to other IM Practice Sites, eight (8) points are
assigred for a rank of fifty percent (50%) through seventy-five percent (75%), and zero (0) points
are assigned for a rank of below fifty percent (50%);'provided, however, if an IM Practice Site
meets or exceeds the Plan Goal for a ¢linical performance measure the Practice Site shall be
ass1gned sixteer (16} points for such clinical performance measure, even if the Practice Site is not
in the top quartile, The Plan Goal is ninety percent (90%) fot each M Practice Site clinical

performance measure.

fidtice. For PED Practice Sites, there are three(3) clinical
yerformance measures, as follows: (1) well child visit 3 ~ 6 years, (2} well adolescent visit 12 - 21
years, and (3) asthmna controller medication. For the well ohild visit 3 — 6 years clinical
performance measure, thirty (30) points are assigned for a rank of more than seventy-five petcent
(75%) when compared to other PED Practice Sights, fifteen (13) points are assigned for a rank of
fifty percent (50%) through seventy-five percent {75%), and zero (0) points are assigned for a rank
of below fifty percent (50%); provided, however, if a PED Practice Site meets or exceeds the Plan
Goa! for the well child visit 3 — 6 years clinical performance measure the Practice Site shall be
nssipned thirty (30) points for such clinical performance measure, even if the Practice Site is not in
the top quartite, For the adolescent child visit 12 - 21 years clinical performance measure, thirty
(30) points are assigned for a rank of more than seventy-five percent (75%), fifteen (15) points are
assigned for s rank of fifty percent (50%) through seventy-five pércent {75%), and zero (0) points
are sssigned for a rank of below fifty percent (50%); provided, however, if a PED Practice Site
meets or exceeds the Plan Goal for the well adolescent visit 12 - 21 years clinical performance
measure the Practice Site shall be asslgnod thirty (30) points for such clinical performance
measure, even if the Practice Site is not in the top quartile. For the asthuma controller medication
clinical performance measure, twenty (20) poinis are assigned for a rank of more than seventy-five
percent (75%), ten (10) points are assigned for a-rank of fifly percent (50%) through seventy-five
percent (75%), and zero {0) points are assigned for a rank of below fifty percent (50%). provided,
however, if 2 PED Practice Site meets or exceeds the “Plan Goal” for the asthma controller
medication clinical performance measure the Practice Site shall be assigred twenty (20) points for
such clinical performance measure, even if the Practice Site is not in the top quartile, The Plan

" Goal is ninety percent (92,5%) for asthmn controller medication, and ninety percent (9094) for the

other clinical performance measures,

EP/GF Practice Site Clinicgl Performance, For FR/GP Practice Sites, there are eight (B) clinical

performance measures, as follows; (1) well child visit 3 — 6 years, (2) well adolescent visit 12 —
21 years, (3) asthma controller medication {4) breast cancer screening, (5) cervical cancer
serecning, (6) monitoring of persistent anglotensin converting enzyme inhibitors/anpiotensin
receptor blockers (ACE/ARBS), (7} disbetes LDL-C screening, and (8) diabetes HbA Ic soreening.
For each FP/GP Practice Site clinical performance measure, tea {10) points are assigned for & rank
of more than seventy-five percent (75%) when compared to other FP/GP Practice Sites, five (5)
points are assigned for a rank of fifty percent (50%) through seventy-five percent (75%), and zero
(0) points are assigned for a rank of helow fifty percent (30%), provided, however, if a FP/GP
Fractice Site meets or exceeds the Plan Goal for a clinical performance measure the Practice Site
shall be assigned ten (10) points for such clinical performance measure, even if the Practice Site is
not in the top quartile, The Plan Goal is ninety percent (92,5%) for usthma contreller medication,
and ninety percent (90%} for the other clinical performance measures.

Accegs to Care Measures, For aflPractice Siles, there are two access to care measures as follows: (I) level

of Medi-Cal Prime Member linkage, and (2) appropriate emergency department use,

a,

IM, PED and TP/GP Level of Medi-Cal Pedme Member Linkppe Access Messure, The level of

Medi-Cal Prime Member linkage access to care measure is based on adrinistrative linkage data,
If a Practice Site is open 10 auto assignment of Medi-Cal Prime Members for ten (10} or more
months in the Fiscal Year, then the Practice Site is assigned ten (10) points, Practice Sites not
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open to auto assignment for ten {10) or more months are assigned points based on the average
number of Medi-Cal Prime Meimbers linked 1o the Practice Site during the Fiscal Year, as follows:

R

1 0-49 ] points
! 5099 1 point .
; 100-199 2 points
200-299 3 points
300-399 4 points
400-499 3 points
500-599° ©  ‘époimfs
600-699 T points
700-799 8 points
800-899 9 points '

906 or more 10 points

H

J

|

I

|

!

i

! b.  IM.PED and FP/GP Appropriate Emergency Depattment Use, The appropriste emergency

: ) department use access measure is based on claims data. In order for a Practice Site to receive

! points for the appropriate emergency department use measure, the Practice Site must have a

il . minimum of one thousand two hundred (1,200) Medi-Cal Prime Member months in the Figeal

i] Year, The number of non-emergent Medi-Cal Prime Member emergency department visits (CPT
’ codes 99281 - Y92873) are calculated for each Pragtice Sitc and the xate of utilization is determined
: for one theusand (1,000) Medi-Cal Prima Member months for such Site, Each Practice Site is

§ then compared to the performance of the same cafegory of Practice Sites for the access measure

! and assigned points based on the number of standard deviations away from the average. Ten (10)
] poims are assigned if the Practice Site has a rate which is less then one (1) standard deviation

| below the average, five (5) points are assigned for a rate of one (1) standard deviation below the

i average through one (F) standard deviation above the average, and zero (0) points are assigned for
i a rate of more than one standard deviation above the average,

1

3, Clinical Performance and Access to Carg Distribution, After the assignment of points for the clinical
performance measures and access to care measures, the total quality points are determined for each Practics
Site. The total quality points are multiplied by the number of Linked Medi-Cal Prime Member meonths for
the Practice Site during the Fiscal Year to determine the Practice Site’s “Weighted Points”, Percentages are
then detormined for each Practice Site by comparison to the fotals for Practice Sites of the same category,
as follows; Total Weighted Points For Practice Site divided by Totz] Weighted Points for all Practice Site
of the same category (IM, PED or FP/GP) equals the PCP’s “QB} Distribution Percentage”

Q

!

t

]

1

‘

1

i Practice Sites will receive a portion of the applicable Quatity Poel (e.g. IM Quality Pool, PBD Quality Pool or
| FP/GP Quality Poof) by mulliplying the Site's QBI Distribution Percentage by the total amount of funds in such
]

{

E

1

Quality Pool.

B. Best Practice Implementation. The implementation of medication agreements and pediatric asthma action
plans during the Fiscal Year are celeulated for each Practice Site, Each Practice Site is paid fifty-dollars ($50) for

the submission of a qualifying medication agreement for chronic pain management of Medi-Cal Prime Members and
thirty-five dollars ($35) for the submission of 2 qualifying pedietric asthma action plan for Medi-Cal Prime ‘
Members 0 through 18 years of age with the proper prescription, Payment is made within thirty {30} calendar days
of the submission of a qualifying medication agreement or a qualifying pediatric asthunia action plan,
Reimbursement is limited to one medication agrecment and one pcdlatnc asthma action plan per Medi-Cal Prime

]
.: Member each Fiscal Year,

! : 1. PED Practice Sites are eligible to submit pediatric asthma action plans.
: 2. M Practice Sites are eligible to submit medication agreements,
3, FP/GP Practice Sites are eligible to submit both pediatric asthmu action plans and medication
agreemenis,

3
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< Term of QBIL.
The term of this QBI shall begin on January 1, 2011 and end on December 31, 2081 (the QBI Term®).

D. QOBI Proprams for Future Periods.

Plan, in its sole and sbsolute diseretion, may implement quality incentive programs for periods afler completion of
the QBL Tertn. Any such programs shall be on terms determined by Plan. Until Plan and Provider enter into a
wriiten agreement with respect to any such new program extending beyond the QBI Term, no such program shall be

" "binding upon Plan.

32




Case. 1:14-cv-00123-1.10-MJS Document 1 Eiled 01/28/14 Page. 57 0f 88

[y

ADDENDUM 3

|
! 1. Introduction,
H

; This Addendum sets forth the terms of care based incentives offered to PCPs by Plan, The program is
designed fo compengate PCPs for effortd undsitiken to imgrove the care provided to Bligible Membiers as~ -
reflected by data measured by Plan, all as described herein {the “Care-Based Incentivé” or the "CBI"),

The CBI consisis of two components: (1) the CBI Incentive Program and (2) the CBI Fee-for-Service
Incentive. The CBI continues for a Emited term, as described in Section 7 of this Addendum 3, vnless it is
spac:ﬁcaﬂy extended by mutual written agreement of the parties hercto. The budget for the CBI ncentive
Program is separate for the Medi-Cal and Healthy Families Programs. The budget and allocation for the
CBI Fee-for-Service Incentive are separate for the Medi-Cal, Healthy Families, Healthy Kids, Altinnce
Care THSS, Alliance Care AIM and Alliance Care Individual Conversion Programs,

2. Definitions.

In addition to other terms defined in this Addendum 3 or in the Agreement, the following terms shall have
the meanings set fo_rth below:

2.1 Availgble Points is the maximum number of points available under each Measurement Corponent
as detenmined in the sole diseretion of Plan,

2.2 CBI1 Fee-for-Service Incentives are fee-for-service paymeats, in addition to those payments
described elsewhere in the Agreement, which PCPs are eligible to receive in exchange for

performing specific activities as described in Section 5 to this Addendum 3,

23 CBI Incentive Payments are the annusal or quarterly payments, as described in Section 4 (o this
Addoendum 3, which ar¢ based upon & PCP Site’s performance under the CB Incentive Program,

2.4 CBI Incentive Program is a program whereby PCP Sites are measured against Performance
Targets and against a Comparison Group and are eligible for incentive payment based upon their

petformance.

2.5 CBI Table means the fable set forth in Attachment 1 to this Addendum 3 specifying the Available
Potnts, Member Requirement, Performance Target/Relative Ranking Measures, Measvrement
Period, Measurement Data Source and Methodology for each Measurement Component.

26 Comparison Gropp is the group of PCP Sites to which Provider is compated to determine
Provider’s percentile ranking within the group. PCP Sites are divided into three (3) Comparison
Groups: 1) family practice/general practice (FP!GP) 2) pediatrics {PED) and 3) internal medigine
{IM). Any obstemmanlgynccologlst that is a Frimary Care Physician will be included in the

FP/GP Comparison Group

2.7 Dug! Coverage Members are Members who are eligible for either Medi-Cal or Healthy Families
and for coverage from another source, such as Medicare or a8 commercial health plan.

\ 13
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2.8 Eligible Members

2.8.1  Eligible Members for the CBI Incentive Program measures are the Santa Cruz, Monterey
or Merced Medi-Cal Members and the Sants Cruz or Monterey Healthy Families

Members, excluding Dual Coverage Metmbers,

2.8.2  Eligible Members for the CBI Fee-For Service Incentives are the Santa Cruz, Monterey
TTT 77T T or Mercéd Médi-Cal Mcnibers; the Santa Cruz or Monterey Healthy Families Members;
the Santa Cruz Connty Healthy Kids Members; the Monterey County THSS Members,
Monterey County AIM Members, and the Monterey County Individual Conversion Plan

Members, excluding Dual Coverage Members.,

2.9 Measnrement Component shall mean the measures as described in the CBI Table,

2,10 Measuyrement Period is the period for which Plan shall measure data in order to calculate the
applicable CBI Incentive Payment,

211 Methodology is the internally developed methodology, or the source of data utilized by Plan, to
measure Provider’s performance for each Measurement Component under the CBI.

2.12  Petformance ’[‘argets are the targeis established in the solp dlscranon of Plan, Performance
Targets are get forth in the CBI Table.

213 Performance Tarpet Measures are those Msasurement Components for which the PCP Site
receives points based upon meeting a specified Performance Target,

2.14  PCP Site is the individuai or group of PCPs to whom Linked Mertibers are assigned,

2.15  Plan Goal is the percentage of Eligible Members for whom the PCP Site provided the applicable
Measurement Componetit of the Quality of Care (HEDIS) measures, Thc Plan Goal for all

Quality of Care Meagures 1s ninety percent (90%).

2,16  Relative Ranking Measures are those Meusurement Components for which a PCP Site reeeives
points based on its ranking relative to performance other PCP Sites within the PCP Site's

t
|
F
[}
|
A Comparison Group
i
|
1
!

3 CBI Incentive Program.

| PCP Sites are eligible'to receive an incentive payment from a set budget or pool (“CBI Pool™). Funding of

: the CBI Pools shall be at the sole discretion of Plan, The CBI Pools are divided into three (3) sub-pools;

, {1 the FP/GP CBI Pool, (2} the PED CBI Pool, and (3) the IM CBI Pool. Amounis paid under each

: category coirelate to each PCP Site’s rank within its Comparison Group for each measure or for the PCP

id Site mecting a specific Performance Target. The CBI Incentive Program consists of the Measurement
Components as set forth in Sections 3.2 through 3.8 below. Section 3.1 below establishes an oligibility

. requirement for participation in the CBJ Pool.

: 3.1 Membgy Reassignment Threshold is the Plan mean of Member reassignments per 1,000 members

| per Fiscal Year as determined by the Plan and {f exceeded by more than one standard devistion,
' the Provider is not eligibls to participate in the CBI Incentive Program. The Member
! Reassignment Threshold eligibility requirernont is not applicd to PCP Sites with less than one

bunidred (100} Linked Members.
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3.3

3.6
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3.8

i of Preveniable Inpatient dmissjons. This Measurement Component measures the rate
of preventable inpatient admissions for PCP Site's Linked Members as deterniined by a review of
claims data, The rate is reported by the pumber of preveniable admissions per 1,000 Linked
Members per Fiscal Year. To qualify for this measure, a PCP Site must have a minimum of one

"hundred (100) Linked Metibers as of Decernber 31, 20114,

Rate of Generic Pregeriptions. This Measurement Component measures the percent of generic
prescriptions flited for PCP Site’s Linked Members among all preacriptions filled for PCP Site’s

Linked Members as detsmﬁned by a review oi‘cleums dam

Raleof use of Controller Medications for Asthms Cases. Th!S Msasuremcnt Component

msasures the percent of controfler medications filled for PCP Site’s Linked Members among all
controlier and rescue medications filled for PCP Sites Linked Members, as determined by &

review of claims data.

Quality of Care Meagurgs. The Quality of Care Measures Component are HEDNS defined clinjoal
performance measures that follow the applicable HEDIS methodology and are based on claims

and encounter data, not on chart review. In order for a PCP Sits to receive points for a Quality of
Care Measure, there must be a minimunt of five (5) Eligible Members that qualify for the measure

based on HEDIS specifications.

351 Intermal Medicine (IM) Quality of Care. -For IM PCP Sites, there are five (5) clinical
'pcrfonnance measures, as follows; (l) broast cancer screening, (2) cervical cancet
screening, (3) diabetes LDL-C screening, (4) diabetes HbAlc screening, and (S) diabetes

care — monitoring for diabetic nephropathy.

Pediatrics (PED) Quality 6f Care. For PED PCP Sites, there are three (3) clinical
performance meeasures, as follows: (1) well child visit 3 - 6 years, (2) well adolescent
visit 12 - 21 years, and (3) Body Mass Index (BMI) percentile caloufated,

3.5.2

3.53  FP/GP Quality of Care. For FP/GP PCP Sites, there are eight (8) clinical performmnce
measures, as follows: (1) well child visit 3 - 6 years, (2) well adolescent vigit 12 - 21
years, (3) breast cancer screening, (4) cervical cancer screening, (5) diabetes LDL-C
screening, (6) diabetes HbAlc screening (7) comprehensive diabetes care — monitoring
for diabetic nephropathy, and (8) Body Mass Index (BMI) percentile caleulated.,

Rate of Preventable Emn epartment (ED) Visits. This Measurement Component measures
the rate of preventable emergency department visits for PCP Site’s Linked Members as
determined by a review of claims data. The rate is reported by the number of preventable
emergency department visits per 1,000 Linked Members per Fiscal Year. To qualify for this
measure, & PCP Site must have a minimum of otie hundre.d {100) Linked Members as of

BDecember 31, 2011,

Rate of Primary Care Visits, This Measwrement Component measures the rate of primary cate
visits provided to PCP Site’s Linked Members on ant annual basis. The target for this measure is
more than three {3) PCP visits per Linked Member, per Fiscal Year. Partial points may be eamed
by Provider for visits per Linked Member por Fiscal Year between two and one-quarter (2.25) and

three (3) visits per Member per Fiscal Year,

Electronic Claims/Encounter Data Subiaittal. This Measurement Component measures the

pereentage of PCP Site’s eligible ¢laims and encounter data submitted to the Plan electronically,
Eligible ¢laims include thoso that are not for CHDP services, Mediocare-Medi-Cal crossover
claims, or claims with attachments, The target for this measure is ninety-five percent (95%) of all

el:gibte claims submitted electronically.
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Caleulation and Payment of CBI Incentive Payments. An accounting of CBI Incentive Payments shall be

made annuslly four (4) months after the conclusion of each Fiscal Year and shall be certified by the Plan’s
Chief Finanoial Officer. Distributions are made (o PCP Sites following Plan approval of such accounting
and are made no later than one hundred eighty (180) days after the conclusion of each Fiscal Year,

4.1 Relative Ranking Measurés. Except as stated below in 4.1, 1, PCP.Sites ghall be awarded the
maximum number of points for each measure in which the PCP Site is ranked at or above the 76th

percentile. PCP Site shall be awarded one-hatf the maximum number of points for each measure
in which the PCP Site is ranked between the 51st and 75th percentile. PCP Site shall receive zero
~ {0} points fof gny nivasmre i Which the PCP Siteriy ranked at the 50th percentile-or below:. - - - -

41,1 Quality of Care Measures. For the Quality of Care Mensures, if the PCP Site meets or
exceeds the Plan Goal, the PCP Site shall be awarded the maximum number of points for

the measure even if the PCP Site is not in the top quartile for the measure,

4,2 Performuance Tarpet Measures. PCP Site shall be awarded the full amount of points if the PCP
Site meets the Performance Target for the Electronie Claims/Encounter Data Submittal Measure.

If the PCP Site falls below the Performance Target for this measure, the PCP Site eams zero (0)
points, PCP Site shall be awarded the full amount of points if the PCP Site mects or exceeds the
Performance Target for the Rate of Primary Care Visits Measure, PCF Sites shall be awarded
partial points if they provide between two and one-quarter (2.25) and three (3) visits per Linked
Member per Fiscal Year, If the PCP Sije falls below two {2} visits per Linked Member per Fiscal

Year, it will earn zero (0) puints,

After the assignment of points for the Relative Ranking Mensures and the Performance Target
Measures, the total CBI Incentive Program points are determined for each PCP Site, The total
points ase multiplied by the number of Eligible Member monthis for the PCP Site during the Fiscal
Year to determine the PCP Site’s “Weighted Points”, Percentages are then determined by
comparison fo the fotals for PCP Sites of the same Camparison Group, as follows: Tatal Wcighted
Points for PCP Site divided by Total Weighted Points for all PCP Sites of the same Comparison
Group equals the PCP Site’s “CBI Distribution Percentage”,

4.3

PCP Sites will receive a portion of the applicable CBI Pool (e.g. IM CBI Pocl, PED (Bl Pool or
FP/GP CBI Pool} by multiplying the Site's CBI Digtribution Percentage by the total amount of

funds in such CBI Pool.

Ii‘ec-for-Servicg Incentives
51  Increased preventive ind dispase manapoment getions, Pian shall pay a fee-for-service incentive

for performance of the following:

511  Pedintric Asthma Action Plang, Plan shall pay cach Provider thirty-five dollars ($35) per
Asthma Action Plan submitted per Linked Member, ages zero (0) to eighteen (18), per

Fiscal Year, Payment shall be made to the first Primary Care Provider to submit the
Pediatric Asthma Action Plan in the Fiscal Year if a Linked Members switches PCPs

during the Fiscal Year.

5.1.2  Childhood Obesity Notification. Plan shall pay Provider twenty-five dollars ($25) per
Fiscal Year, for the first notification received by the Plan per Linked Member between the

ages of three (3) and eighteen (18) years of age that indicates a BMI at or above the 90th .
percentile and counseling of the Member regarding Plan’s support program. Such
notification shall be made on the Plan’s notification form which may be found in the

Provider Manual,

4.4

L}
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5.1.3  Diabetes Services, Plan shall pay Provider per Linked Member, ages 21 years old or
older, one inmdred dollars ($100) per Fiscal Year for the performance of all four (4) of
the following elements of care by December 31, 2011: HbAlec, LDL-C, refertal of
Member to a retinal exam, pephropathy screen. Payment shall be made to the PCP to

whom the Member is Linked at the date of service.

5.14  Medication Management Agreements, Plan shall pay Provider fifty-dollars ($50) for
Plan’s receipt of the first submitted Medication Management Agreement per Linked

Member per Fiscal Year,

52 Increaged prevalence of extended hours. Plan shall pay Provider five percent (5%) of capitation or
the fee-for-service equivalent for non-capitated Programs for holding affice hours for at least eight
(8) hours beyond Monday through Friday, 8:00 a.m. to 5:00 p.m. during the quarter, Plao shall
pay Provider the enhanced payment for all PCP Sites under Provider’s contract located withina 5
mile radius of the site with extended hours availability if Linked Members may access care dusing

the extended hours at the extiended hours site.

5.3 Payment of Fee-for-Service Incentives. An accounting of Fee-for-Service Incentives shail be

. made each quartet within forty five (45) calendar days sfter the conclusion of each quarter.
Distributions are made to PCP Sites following Plan approval of such accounting and are made no
later than ninety (90} calendar days after the conclusion of each quarter,

&, CBI Payments Deterrnination Final. Plan’s caloulation of payments under the CBI shall be final. Provider

recognizes that the measurement of the CBI data is subject to variation and reasonable statistical and
operational error, Provider acknowledges that Plan would not be willing to offer the CBY if Plan’s
caleulation of payments under the CBI would expose Plan to increased risk of dispuies and litigation

. arising out of Plan’s calculation. Accoxdingly, in consideration of Plan's agreement to offer the CBl to

. Provider, Provider agrees that Provider will have no right to dispute Plan's determination of payments due
under the CBI, including determination of any data or the number of Eligible Membets,

7. Term of CBL The texm of this CBI shall begin on January 1, 2011 and end on December 31, 2011 (the

“CBI Term™),

8. CBI Programs for Butwe Periods, Plan, in its sole and absolute discretion, may implement carc-based

incentive programs for periods afier completion of the CBI Term.  Any such programs shall be on terms
determined by Plan. Until Plan and Provider enter into & written agreement with respect to any such new
prograro extending beyond the CBI Term, no such program shall be binding upon Plan,

9, Effect of Termination of Agreement, In the event of the termination of the Agreement for any reason prior

to the expiration of the CBI Term; no CBI Incentive Payments shall be earned or made hereunder,

CENTRAL CALIFORNIA ALLIANCE FOR HEALTH PROVIDER

Wm el e
By. _\/ ) By: "

' Title: o

Title: Jane Parker «.. ... .. . i C?
CCAH, Chair . : s R A
* December 1y, 20107 | : ot /'/ . Z

Date:

— N J
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ATTACHMENT 1 - CBE Table ‘
CBI Program Available | Memher Performance Measurement 1Measuremgnt Methodology
Measurement Components Points Requirement Target/Relative | Period 'Data Source
Ranking : ’ r
Health and Cost Management; 45 totul
Rate of Preventable IP admissions 30 1 = 100 Linked Relative Ranking® | FY 2011 Claims AHRG'
Number of preventable TP admissions per 1,000 Linked | Members as of
Members per Fiscal Year. 12/31. . ;
Rate of Generic Prescriptions 10 None. Relative Ranking® ] FY 2011 - Claimns THA P4P?
Percent of Generic prescriptions armnong all
prescriptions, regardless of prescriber. |
Rate of Coptroller Medications for Asthum 5 None. Relative Raunking' | FY 2011 - Claims IHA P4P°
Percent of Controller Medications amang Controlier
and Rescue Medications.
Quality of Cire (HEDIS):
Internal Medicine HEDIS 25 total
Breast Caucer Screening 5 | > 5 contimuously | Relative Ranking® [ FY 2011 ' Claims HEDIS
) Linked Members* . |
Cervical Cancer Screening 5 >5continmously | Relative Ranking® | FY 2011 Claims HEDIS
Linked Members®
Diabetes LDL-C Screening 5 =5 commnously Relative Ranking* | FY 2011 Claims HEDIS
Linked Meinbers® )
_i Diabetes HbAle Screening e > 5 contimuously Relative Ranking® | FY 2011 Claims HEDIS
. Linked Members®
Diabetes Care — Monitoring for Diabetic Nephropathy § 3 =35 conhnuously Relative Ranking® | F¥Y 2011 Claims HEDIS
Linked Members®
Pediatrics HEDIS 25 total B
‘Well Child Visit 3-6 Years 8 >5 conbnuously Relative Ranking* | FY 2011 Claims HEDIS
Linked Members®
Well Adolescent Visit 12-21 Years 8 > 5 continnonsly | Relative Ranking' | FY 2011 Claims HEDIS
Lisked Members® .
Body Mass Index (BMY) percentile calculated, 2] > § continuously Relative Ranking’ | F¥ 2011 Claims HEDIS
Linked Members®
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- ATTACHMENT 1 — CBI Table

FP/GF HEDIS 25 tqtal

Well Child Visit 3-6 Years 3 | 25 continnously Relative Ranking* | FY 2011 ‘Claims HEDIS
Linked Members® :

Well Adolescent Visit 12-21 Years 3 > 5 contimwously | Relative Ranking® | FY 2011 : Claims HEDIS
Linked Members® '

Breast Cancer Screening 3 =5 continously | Relative Ranking' | FY 2011 "Claims HEDIS

) . Linked Members® X
Cervical Cancer Screening 3 > 5 continuously Relative Ranking?® | FY 2011 Claims HEDIS
: Linked Members®

Diabetes LDL-C Screening 3 =35 contimously | Relative Ranking' | FY 2011 Claims HEDIS
Linked Members® . )

Dinbetes HbAlc Screening 3 >S5 continnonsly | Relative Ranking' | FY 2011 ' Claims HEDIS
Linked Members® N

Comprehensive Diabetes Care ~ Monitoring for 3 >Scontimously | Relative Ranking® | FY 2011 - Claims HEDIS

Diabetic Nephropathy Lirked Members®

BMI Percentile Caleulated 4 >3 continuously | Relative Ranking® | FY 2011 ' Claims HEDIS
Linked Members® )

Appropriate Access to Care ) 25 total ;

Rate of Preveniable Emergenc Visi 20 > 100 Linked Relative Ranking® | FY 2011 Claims Medi-Cal ER

Number of preventable emergency department visits - Mermbers as of Collgborative

per 1,000 Linked Memibers per Fiscal Year. 12/3t definition based

) op NYU study

Rate of Primary Care Visits 5 { None =30 PMPY FY 2011 Claims Plan developed

Greater than three (3) Primary Care visits provided by Performance

Provider to Linked Members per Fiscal Year. Partial Tarpet

points will be awarded for 2.25 to 3 visits PMPY.

Information Techrology . 5 totaf

Electronic Claims/Encounter Data Submittal 5 None 959, Performance | FY 2011 Claims # eligible

93% of eligible claims/encounter data submitted Target electronic claims

electronically to the Alliance. All eligible

claims
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ATTACHMENT 1~ CBI Table

CBI FFS Incentive Amount Member [Measurement | Measurement
Measurement Component (All paid Regquirement Period Data Source
quarterly.) ; )
Extended Office Hours 5% of Cap. or Case | None FY 2011 Administrative
Provider available fo provide services to Linked Members for § hours per week beyond Management Fee- Data
Monday through Friday, 8:00 a.m. to 5:00 p.m. Additional payment is to be paid per for-Service '
Primary Care Site covered by the Provider's agreement within 2 5 mile radius if Linked
Members may access care during the extended hours at the extended hours site, ,
Disbetos Services ] ‘ _ $100 PM/PY Members ages | FY 2011 Claims
Provider to ensure provision of all of the following services for Linked Members with 21 and older,
diabetes: HbAle, LDL-C, Retinal exam, Nephropathy screen during the Fiscal Year. The Tinked to
Member must be linked to the Provider at the date of service of each of the sbove ¢lements Provider at date |-
for Provider to Teceive payment. of service for
each service.

Childhood Obesity Notification ‘ $25 PM/PY Members aged [ FY 2011 Notification
Provider to notify Plan by Plan’s notification form of child 3 — 18 y/o with BMI at or above Ita 18 Foom
the 90® percentile. Incentive paid to the PCP who first notifies the Plan in Fiscal Year and
who has counseled Member about Plan’s support program.
Pediatric Asthma Action Plans (PAAP $35 PM/PY Membersages | FY 2011 Plans Submitted |
Provider to submit PAAF to Plan for Members with Asthma. Incentive paid to the PCP zero to 12 . by Providers
who first submits the PAAP in the Figcal Year and is paid only once per Fiscal Year. i
Medication Management Agreements (MMA) $50 PM/PY None L FY 2011 Plans Submitted
Provider to submit MMA for members to Plan. Incentive paid to the PCP who first subrmits ' by Providers

the MMA to the Plan in the Fiscal Year and mpaldunlyonceperFxscalYear

! hitpifwrerw, vidata/zafetynet/billapph.htm

2 htp/lerwew ﬂ___;g[pdfs documents/pdp _california/MY! %202010”{020?@;)25&&%201\/1@351’3%208ct%i()l2%20!19 pdf
* hitpe/fwrww.iha.org/pdfs documents/pdp_california™MY%202010%20Proposed%20Measure%208et42012%2009 pdf
* For relative ranking measures, PCP Sites ranked a? 100” to 76 percentile ammongst peers eams maximmim availsble points, ranked at 75th to 51st percentile

earns one-half available points, ranked below 50th percentile eams no points for the measure.

% For HEDIS Measures; the contimaously Linked Merrbers must be quatified per HEDIS specifications.

Note: If a Provider has 100 or more Linked Members, and the Provider's rate of member reassignment per 1,000 Linked Members excéeds the Plan mean of

member reassignment rate per 1,000 Linked Members by one standard devistion, the Provider is not eligible to participate in the CBI Incentive Program.
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FIRST AMENDMENT TO THE
PRIMARY CARE PHYSICIAN
SERVICES AGREEMENT

(HEALTHY KIDS MERCED PROGRAM)

This First Amendment to the Primary Care Physician Services Agresment

“~(“Amendment”) is effective July 1, 201 | ¢“Effective-Date-of-Amendment™), by -and between the

Santa Cruz-Monterey-Merced Managed Medical Care Comimission, a public entity organized
under the laws of California, doing business as the Central California Alliance for Health,
hereinafter referred to as "Plan”, and Horisons Unlimited Health Care, a California corporation,
hereinafter referred to as "Provider,” with reference to the following facts:

WHEREAS, Plan is a public entity organized pursuant to Welfare and Institutions
Code section 14087.54, Santa Cruz County Code Chapter 7.58, Monterey Muaicipal Code
section 2.45.010, and Merced County Code Chapter 9.43,

WHEREAS, Provider and Plan have entered into the Primary Care Physician
Services Agreement (*Agreement”) effective January 1, 2011, as amended, for the provision of
health care services;

WHEREAS, Plan has entered into an agreement with the County of Merced for
the Healthy Kids Merced Program;

WHEREAS, Provider desires to participate as a Participating Provider for the
Healthy Kids Merced Program.

WHEREAS, subject to any necessary approval by the State, this Amendment
shatl be effective on the Effective Date of Amendment; and

WHEREAS, references to Sections and Exhibits below are references to sections
and exhibits, respectively, of the Agreement.

NOW, THEREFORE, Plan and Provider hereby agree as follows:

| Exhibit A, Schedule of Programs, shall be deleted in its entirety and replaced with
the Exhibit A, Schedule of Programs, attached hereto, and incotporated into this
Agreement.

2, Exhibit E, Healthy Kids Program Attachment shall be deleted in its entirety and
replaced with the Exhibit E, Healthy Kids Merced Program Attachment, attached
hereto, and incorporated into this Agreement.

3. The following shall be added to Exhibit H, Compensation Schedule;

H Al_PCP_FQHC _HEM_G70111_050
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. Payment for Covered Services Provided to Healthy Kids Merced Members,

List of Members. Plan will provide Provider with a list of Provider’s

Linked Members enrolled in and determined to be eligible for the Healthy
Kids Merced Program (“Hcalthy Kids Merced Members™) by the first (1st)
day of each month.

Fee-For-Service Payment. Plan will pay Provider for Covered Services
(that are not durable medical equipment and medical supplics, or
QOutpatient Clinical Laboratory Services) provided to Healthy Kids Merced
Members at one hundred and twenty percent (120%) of the Medi-Cal Rate
in effect at the time the Covered Service was provided.

Durable Medical Equipment and Medical Supplies. Plan will pay
Pravider for Covered Services that are durable medical equipment and

medical supplies provided to Healthy Kids Merced Members at one
hundred percent (100%) of the Medi-Cal Rate in effect at the time the
Covered Service was provided,

d. Outpatiegnt Clinical Laboratory Services. Plan shall pay Provider for

Outpatient Clinical Laboratory Services provided to Healthy Kids Merced
Members as set forth below in subsections i. and ii.

1. Providers with a CLIA certificate of waiyer. Plan shall pay Providers
granted waived status under CLIA for Outpatient Clinical Laboratory

Services that are listed in the Provider Manual at one hundred percent
(100%) of the Medi-Cal Rate in effect at the time the service was
provided. All other outpatient clinical laboratory services are excluded
from this Agreement and shall be referred to a clinical laboratory
contracted with Plan.

il. Providers with a CLIA certificate of provider-petformed_microscopy
procedures (PPMP), a CLIA cettificate of compliance, or a CLIA
certificate of accreditation. Plan shall pay Providers granted a CLIA
certificate of performed microscopy procedures (PPMP), a CLIA
certificate of compliance, or a CLIA certificate of accreditation for
Qutpatient Clinical Laboratory Services, including for CLIA waived
tests as listed in the Provider Manual, at one hundred and two percent
(102%) of the Medi-Cal Rate in effect at the time the service was
provided. All other cutpatient clinical laboratory services are excluded
from this Agreement and shail be referred to a clinical laboratory
contracted with Plan,

2 Al_PCP_FQHC_HKM_070111_050411
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TANSST T

All other terms and provisions of the Agreement shall remain in full force and effect so that all
rights, duties and obligations, and liabilities of the parties hereto otherwise remain unchanged;
provided, however, if there is any conflict between the tetms of this Amendment and the
Agreement, then the terms of this Amendment shall govern. Terms used in this Amendment
shall have the meanings assigned to them in the Agreement, unless otherwise specified in this
Amendmeant.

Provider

By 64&/ #-«..
Print Name\JaMr?a VKCV' Print Name: C.: @ r\«a’L‘{ﬂL&W

Tie: (ALY, CCAH Title: c£D
Date: MJ22|ZQ\) Date: bd ( ~ U

Pian

3 Al_PCP_FQHC HKM_070111_050411
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EXIHEBIT A
SCHEDULE OF PROGRAMS

Provider hag been approved to provide Covered Services, including Prirnary Carc Physician Services, under the
Programs defined below and pursuant to the applicable terms and conditions of the Agreement. The Plan may
amend the counties in which each Program operates from time to time, by providing Provider with writien notice of
such changes.

Medi-Cal Program: is & state-and fedefilly-finded Program puisuant to & contract between e Plan ard DHCS - - - -

for coverage of Members who meet Medi-Cal aligibility requirermnents, as determined by DHCS, The Medi-Cal
Program is, as of the Commencement Date, offered in Merced, Monterey, and Santa Cruz Counties.

Healthy Families Program: Provider is not participating in this Program with Plan.

Alliance Care LHSS Health Program: Provider is not participating in this Program with Plan,

Healthry Kids Merced Program: is a Program funded by Merced County for coverage of Members who are minets
between birth and 18 years of age (inclusive) and whose medical cate is legally required to be under the direction of
their parents or fcgal guardians, except when otherwise provided for under California law, and who meet Merced

County's Healthy Kids Merced Program income eligibility requirements, as determined by Metced County,

Altintice Care Access for Infants and Mothers (ATM) Program: Provider is not padticipating in this Program
with Plan.

Alliance Care Individual Conversion Program: Provider is not participating in this Program with Plan.

PCP_FQHC_2011 17 BE1_HFN




CTHMUEESE -

EXHIBITE

HEALTRHY KIDS MERCED PROGRAM ATTACHMENT

This Exhibit E sets forth requirements, in addition to those requirements set forth elsewhere in the Agreement,
applicable to Covered Services provided to Members enrolled in and determined to be eligible for the Healthy Kids
Merced Program, ’

+

1.

With respect o the Healthy Kids Merced Program, the term “Cavered Services” shall mean Medically

Necessary health care services and benéfits which Members are enfitled o réceive Gnder theé HéalBy Kids™ ™™~

Merced Member Group Contract, a8 specified in the Healthy Kids Merced Evidence of Coverage and the
Plan's Provider Manual,

.Provider agrees to maintain and make available to the County of Merced and Plan accurate books and

records relative Yo all its activities under this Agreement. Provider shail permit the County of Mercad to
audit, examine and make excerpts and transcripts from such records, and to conduct audits or reviews of all
invoices, materials, cecords or personnel or other data related to all other matters covered by this
Agreement. Provider shall maintain such data and records in an accessible location and condition for a
peciod of not less than three (3) years from the date of final payment under this Agreement, or until afier the
conglusion of any audit, whichever occurs last. The State of California and/or any federal agency having an
interest in the subject of this Agreement shall have the same rights conferred upon the County of Merced
herein, For purposes of this subsection, records shall include personnel records not atherwise subject to
disclosure under the California Public Records Act or student records subject to the confidentiality
provisions of the California Education Code or the Federal Family Educational Rights and Privacy Act of
1974 as amended o1 any other records determined to be confidential under any other applicable provision of |
state or federal law,

Provider will provide extended payment plans for Members utilizing a significant number of health
services for which Member Payments are required.

Provider shall not uge County of Merced furds for any political activity, to further the clection or defeat of
any candidate for political office, or for purposes of religions worship, instruction, or prosclytizing.

To the extent allowed by law, Provider shall not have in its employ or service any official, officer,
employee, volunteer or other authorized or prospectively authorized representative, {including all persons
as described in Health and Safety Code Section 1596.87 [(b){1)) whose duties are or will be directly
connected to the Healthy Kids Merced Program or activity, who has been convicted (a conviction shall
include & plea, verdict, or finding of guilt regardiess of whether sentence is imposed by the court or an
arrest pending trial) of any sex crime, drug crime, or crime of violence as desoribed in Penal Code Section
11105.3 {h), ot any other-crime against a minor child or any felony theft, fraud or embezzlement crime,

24
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__cotporation, hereinafter referred to as "Provider," with reference to the following facts:

SECOND AMENDMENT TO THE
PRIMARY CARE PHYSICIAN SERVICES AGREEMENT

This Second Amendment to the Primary Care Physician Services Agreement (“Amendment”) is effective
January 1, 2012 (“Bffective Date of Amendment”), by and between the Santa Cruz-Monterey-Merced Managed
Medical Care Comtnission, a public entity organized under the laws of California, doing business as the Central
California Alfiance for Health, hereinafter referred to as "Plan", and Horisons Unlimited Health Care, a California

WHEREAS, Plan is a public entity otganized pursuant to Welfare and Institutions Code section 14087.54, Santa
Cruz County Code Chapter 7.58, Monterey Municipal Code section 2.45.010, and Memed County Code
Chapter 943,

WHEREAS, Plan and Provider entered into the Primary Care Physician Services Agreement effective as of the
Commencement Date (the “Agreement™), as amended, for the provision of health care services;

WHEREAS, both Plan and Provider desire to change certain compensation terms of the Agreement;

WHEREAS, subject to any necessary gpprovai by the State, this Amendment shall be effective en the Effective Date
of Amendment; and

WHEREAS, references to Sections and Exhibits below are references to sections and exhibils, respectively, of the
Agreement.

NOW, THEREFORE, the parties hereby amend the terms of the Agreement as follows:

1. Addendum 3, Primary Care Physician Care Based Incentive Progr&m, shall be amended and replaced
with the attached Addendum 3, Primary Care Physician Care Based Incentive Program,

All other terms and provisions of the Agreement shall remeie in full force and effect so that afl rights, duties and
obligations, and liabilities of the parties hereto otherwise remain unchanged; provided, however, if there Is any
conflict between the terms of this Amendment and the Agreement, then the terms of this Amendment shall govern,

Torms used in this Amendment shall have the meanings assigned to them in the Agresment, unless otherwise
specified in this Amendment.

Plan Provider ‘
Central California Alliance for Health Horisons Unlimited Healthcare

[ 7ﬁ‘-{
PrintName:\MH f ) E“ l KI k Print Name: Sﬁ?r\ dre "g",mg vl
Tine: (O QAR Tite: CR)

pate __ V2 )1 )20\ Dats; Lf- Lot

t . A2_PCP_FQHC_CBI2012 010142 310311 Iw
O REe R ¢
S BEC™RECEIVED oY ¢ 201y

——




Case 1:14-cv-00123-1 J0-MJS._Document.]l Filed 01/28/14 Page 73 of 88

ADDENDUM 3

PRIMARY CARE PHYSICIAN CARE BASED INCENTIVE PROGRAM

Introduction.

This Addendum sets forth the terms of care based incentives offered to PCPs by Plan, The program is

designed to compensate PCPs for efforts undertaken to improve the care provided to Eligible Membersas "~~~ "~

reflected by data measured by Plan, all as described herein (the “Care-Based Ingentive” or the “CBI),

The CBI consists of two components: (1) the CBI Incentive Program and (2) the CBI Fee-for-Service
Incentive. The CBI continues for a limited term, as described in Section 7 of this Addendum 3, unless it is
specifically extended by mutual written agreement of the parties hereto. The budpget for the CBI Incentive
Program is separate for the Medi-Cal and Healthy Families Programs. The budget and allocation for the
CBI Fee-for-Service Incentive are separate for the Medi-Cal, Healthy Families, Healthy Kids, Alliance
Care |H8S, Alliance Care AIM and Alliance Care Individual Conversion Programs,

Definitions,

In addition to other terms delined in this Addendum 3 or in the Agreement, the following teems shall have
the meanings sct forth below!

2.1 Available Points Is the maximum number of points available under each Measurement Component
as determined in the sole diseretion of Plaa.

22 CBI Fee-for-Service Incentives are fee-for-service payments, in addition to those payments
described elsewhere in the Agreement, which PCPs are #ligible to receive in exchange for
performing specific activities as described in Section 5 to this Addendum 3,

2,3 CBI Incentive Payments are the ennuat or quarterly payments, as deseribed in Section 4 to this
Addendum 3, which are based upon a PCP’s performance under the CBI Incentive Program.

24 CBl incentive Program is a program whereby PCPs are measured against Performance Targets
and against a Comparison Group and are eligible for incentive payment based upon thelr
performance,

2.5 CBI Table means the table set forth in Attachment | (o this Addendum 3 specifying the Available
Points, Member Requirement, Performance Target/Relative Ranking Measures, Measurement
Pericd, Measurerment Data Soutce and Methodology for each Measurement Component,

2.6 Comparison Group is the group of PCPs to which Provider is compared o defermine Provider’s
percentile ranking within the group, PCPs are divided into three (3) Comparison Groups: 1)
family practice/general practice (FP/GP), 2) pediatrica (PED) and 3) internal medicine (IM). Any
obstetrician/gynecologist that is a Primary Caro Physician wlil be included in the FP/GP
Conpatison Group.

2.7 Dual Coverage Members are Members who are eligible for either Medi-Cal or Healthy Fam/lies
and for coverage from another source, such as Medicare or a commercial health plan,

2 A2_PCP_FQHC_CBI 2012_010112_{10311 tw
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28

29

2.10

2.4

232

2,13

2.1

215

2.16

2.17

Eligible Members

2.8.1  Eligible Members for the CBI Incentive Program measures are the Santa Cruz, Monterey
ar Merced Medi-Cal Members and the Santa Cruz or Monterey Healthy Families
Members, excluding Dual Coverage Members,

2.8.2  Eligible Members for the CB) Fee-For Service Incentives are the Sania Cruz, Montersy
or Merced Medi-Cal Members; the Santa Cruz or Monterey Healthy Families Members;
_ _the Santa Croz or Merced Healthy Kids Members; the Monterey County JHSS Members,

Monterey County AIM Members, and the Manterey County Indlvidual Conversion Plan
Members, excluding Dual Covcragc Members.

Eligible Member Months, Eligible Member Maonths for the CBI Incentive Program is the total
number of member months each Eligible Member is linked to the PCP during the measurement
period, except that member months for a PCP's f.inked Medi-Cal Members who are in the Aged,
BCCTP, Disabled and Long Tetm Care Medi-Cal ald code categories are multiplied by four (4) to
determine the Eligible Member Months applicable to those Linked Members. Member months are
determined by identifying the total number of Linked Members linked to the PCP during each
mouth of the Measurement Period.

Measurement Component shall mean the measures as described in the CBI Table,

Measurement Peciod is the peried for which Plan shall measure data in order to caiculate the
applicable CBI {neentive Payment,

Methgdology is the internally developed methodalogy, or the source of data utilized by Plan, to
measure Provider's performance for each Measurement Component under the CBI,

PCP is the individual or group of PCPs to whom Linked Members are assigned.

Performance Tarzets are the targets established in the sole discretion of Plan. Performance
Targets are set forth i the CBI Table,

Performance Target Measures are those Measurement Components for which the PCP receives
polnts based upon meeting a specified Performance Target.

Plan Goal is the percentage of Eligible Members for whom the PCP provided the applicable
Measurement Component of the Quality of Care (HEDIS) measures. The Plan Goal for ali
Quality of Care Measures is ninety percent (90%),

Relative Ranking Measures are those Measurement Components for which a PCP receives points
based on its ranking relative to performance of other PCPs within the PCP*s Comparison Group

CBI Inceutive Propram.

PCPs are eligible to receive an incentive payment from a set budget or pool (“CBI Pool”). Funding of the
CBI Pools shall be at the sole discretion of Plan. The CB{ Pools are divided into three (3) sub-pools: (1}
the FP/GP CEl Pool, (2) the PED CBI Pool, and (3) the IM CBI Pool. Amounts paid under each category
correlate to each PCP’s rank within its Comparison Group for each measure or for the PCP meeting a
specific Performanca Target. The CBI Incentive Program consists of the Measurement Components as set
forth in Sections 3.1 through 3.8 below.

3.1

Member Reassignment Threshold is the Plar mean of Member reassignments per 1,000 members
per Fiscal Year as determined by the Plan and if exceeded by more than two standard deviations,

the points awarded to Provider for the Relative Kanking and Performance Target Measures will be
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32

3.3

34

3.5

3.6

3.7

reduced by fifty-percent (50%). The Member Reassignment Threshokd is not applied to PCPs
wilh less than one hundred {100} Linked Members.

Rate of Ambulatory Care Sensitive Admissions. This Measurement Component measures the rate

of ambulatory care sensitive admissions for PCP's Linked Members as determined by a review of
claims data. The rate is reported by the number of ambulatory care sensitive admissions per 1,000
Linked Members per Fiscal Year, To qualify for this measure, & PCP must have a minimum of
one huadred (100) Linked Members as of December 31, 2012,

Rate of Generic Prescriptions. This Measirement Component measttes the percent of genéric
prescriptions filled for PCP*s Linked Members among all prescriptions filled for PCP’s Linked
Members as determined by a review of claims data.

Quality of Care Meashres. The Quality of Care Measures Component ars HEDIS or IHA P4P
defined clinical performance measures that follow the applicable methodology and are based on
claitns and encounter data, not on chart review, In order for a PCP to receive points for a Quality
of Care Measure, there must be a minimum of five (3) Eligible Members that qualify for the
measure based on HEDIS specifications. Tha total points available for the Quality of Care
Measures will be allocated across only those measures for which the PCP has five (5) Eligible
Members that qualify for the Measure.

34,1  There are nine (9) clinical performance measures, as follows: (1) well child visit 1 - 6
years, (2) well adolescent visit 12 - 21 years, (3) breast cancer scrgening, (4) cervical
cancer screening, (5) diabetes LDL-C screening, (8) diabetes HbAl¢ sereening {7)
diabetes medical attention for nephropathy, (8) body mass index (BMI) percentile

caleulated, and (9) asthma medication ratio.

Rate of Preventable Emergency Department (ED) Visits. This Measurement Component measures
the rate of preventable emergency department visits for PCP's Linked Members as determined by
a review of claims data. The rate is reporied by the number of preventable emergency department
visits per 1,000 Linked Members per Fiscal Year. To qualify for this measure, a PCP must bave a
minimum of ene kundred (100) Linked Members as of December 31, 2012,

Rate of Primary Care Visits, This Measurement Component measures the rate of primary care
visits provided to PCP's Linked Members on an annual basis. The target for this measure is more
than three (3) PCP visits per Linked Member, per Fiscal Year, Partial peints may be earned by
Provider for visits per Linked Member per Figcal Year between two and one-quarter (2.25) and
three {3) visits per Member per Fiseal Year.

Electronjc Claims/Enconpter Data Submittal, This Measurement Component measures the

percentage of PCP's eligible ¢laims and encounter data submitted to the Plan electronically,
Efigible claims Include those that are not for CHDP services, Medicare-Medi-Cal crossover
claims, or claims with attachments. The target for this measure is ninety-five percent (25%) of all
eligible claims submitted electronically.

3.71  Claims/Encounter Data Submitial, This Measurement Component measures the
percerttage of PCP*s elipible claims and encounter data submitted to the Plan
electronically. Eligible claims/encounter data include those that are not for CHDP
services, Medicare-Medi-Cal crossover claims, or claims with attachments. The target
for this measure is ninety-five percent (95%) of all eligible clalms/encounter data
submitted electronically.

3,72  Referral Submiftal; This Measurement Component measurgs thie percentage of PCP's

eligible referrals submitted to the Plan through the Plan’s web portal. The target for this
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measure is 75% of all eligible refetrals submitted through the web portal, Eligible
referrals are those referrals that providers may submit through the web portal

Calculation and Payment of CBI Incentive Payiments. An accounting of CBI Incentive Payments shall be
made annually four (4) months after the conclusion of each Fiscal Year and shali be certified by the Pian’s
Chief Financial Officer. The accounting will be based only on claims and data submitted for dates of
service within the CBI Tarm and received by Plan no later than January 31, 2013. Distributions are made
to PCPs following Plan approval of such sccounting and are made no later than one hundred eighty (180)
_days after the conclusion of each Fiscal Year,

4.1 Relative Ranking Measures. Except as stated below in 4.1, 1, PCPs shall be awarded the
maximum number of points for each measure in which the PCP is ranked at or above the 76th
percentile, PCP shall be awarded one-half the maximum number of points for cach measure in
which the PCP is ranked botween the 51st and 75th percentite, PCP shall receive zero (0) points
for any measure in which the PCP is ranked at the 50th percentile or below.

4.1 Quality of Cate Measures. For the Quality of Care Measures for which the PCP
ualifies, if the PCP meets or exceeds the Plan Goal, the PCP shall be awarded the
maximum number of points for the measure even if the PCP is not in the top quartile for
the mensure, )

4.2 Performance Target Measures, PCP shall be awarded the full amount of points if the PCP meets
the Performance Target for the Electronic Clalms/Encounter Data Submitial Measure, 1f the PCP
falls below the Performance Target for this measure, the PCP earns zero (0) points. PCP shall be
awarded the full amount of points if the PCP meets or exceeds the Performance Target for the
Rate of Primary Care Visits Measure. PCPs shall be awarded partial poinis if' they provide
between two and one-quarter (2.25) and three (3) visits per Linked Member per Fiscal Year, Ifthe
PCP falls below two (2) visits per Linked Member per Fiscal Year, it will eamn zero (0) points,

4.3 After the assignment of points for the Relative Ranking Measures and the Performance Target
Measures, the total CBl Incentive Program points are determined for each PCP. In the event that
the PCP exceeded the Member Reassignment Threshold by more than two standard deviations,
PCP's total CBI Incentive Frogram points will be reduced by fifiy-percent (50%). ‘The total points
are multiplied by the number of Eligible Member Months for the PCP during the Fiscal Year to
determine the PCP's ""Weighted Points”, Percentages are then determined by comparison ta the
totais for PCPs of the same Comparison Group, as follows: Weighted Points for PCP divided by
total Weighted Points for all PCPs of the same Comparison Group equals the PCP's “CBI
Distribution Pereentage®.

4.4 PCPs will recelve a portion of the applicable CBI Pool (e.g. 1M CB1 Pool, PED CB{ Pool or
FP/GP CBI Pool) by multiplying the PCP's CBI Distribution Percentage by the total amount of
funds in such CBE Pool,

Fee-for-Service Incentives

5.1 Inercased preventive and disease management actions, Plan shall pay a fee-for-service incentive
for performance of the following;

5.1.1  Asthma Action Plans. Plan shall pay each Provider thirty-five doliaes (§35) per Asthma
Action Plan submitted per Linked Member, ages three (3) to fifty-six (56), per Fiscal
Year. Payment shall be made to the first Priinary Care Provider lo submit the Asthma
Action Plan in the Fiscal Year if a Linked Member switches PCPs during the Fiscal Year,
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5.1.2  Healthy Weight for Life Propram (HWL).

5.1.2,1. Referral to HWL, Plan shall pay Provider fifteen dollars (§15) per Fiscal Year
for the first HWL referral received by the Plan per Linked Member between the
ages of two (2) and eighteen (1 8) years of age that indicates a BM! at or above
the 85th percentile and counseling of the Member regarding nutrition, physical
activity and the HWL, Such notification shall be made on the Plan's HWL
referral form which may be found in the Provider Manual.

15,122, Program Follow Up Visit. Plan shall pay Provider fifteen dollars ($15) per ~

Fiscal Year for the submission of the Plan’s HWL follow up form completed at
the first six-month follow up visit for each Linked Member referred to the Plan’s
HWL program, The HWL form must doeument the Member*s BMI percentile
at the time of each six month foflow up visit and further patient education
regarding nutrition, physical activity and the Plan’s HWL program, The HWL
follow up form may be found in the Provider Manual,

5.1.3  Diabetes Services, Plan shall pay Provider per Linked Member, ages 21 years old or
older, one hundred dollars ($100) per Fiscal Year for the performance of atl four (4) of
the following clements of care by December 31, 2012 ard only if Linked Member is
linked to PCP on the date(s) all such services are provided: HbA t¢, LDL-C, retinal
exam, and diabetes medical attention for rephropathy.

5.1.4  Medication Management Agreements. Plan shall pay Provider fifty-dolars (350) for
Plan's receipt of the first submitted Medication Management Agreement per Linked
Member per Fiscal Year,

5.2 Inereased prevalence of extended hours. Plan shall pay Pravider five percent (3%) of capitation or
the fee-for-service equivalent for non-capitated Programs for holding office hours for at least elght
() hours per week beyond Monday through Friday, $:00 a.m. to 5:00 p.m. during the quarter.
Plan shall pay Pravider the enhanced payment for all PCPs under Provider's contract located
within & 5 mile radius of the location with extended hours availability if Linked Members may
aceess care during the extended hours at the extended hours location,

53 Payment of Fee-for-Service lncentives. An accounting of Fee-for-Service Incentives shall be
made each quarter within forly five (45) calendar days after the conclusion of each quarter. PCP
should submit all Fee-for-Service Incentives within 30 days of the close of each quarter and will
nat receive payment for any Fee-for-Service Incentives submitted to Plan after January 31, 2013,
Distributions are made to PCPg foliowing Plan approval of such accounting. Distributions for the
first, second and third quarters are made no later than ninety (90) calendar days after the
conclusion of the quarter, The distribution for the fourth quarter Fee-for-Service Incentives shall
be made with the distribution of the CB1 Incentive Payments no |ater than one hundred eighty
(180) days after the conclusion of the Fiscal Year,

CB{ Payments Determination Final. Plan’s calculation of payments under the CBI shall be final. Provider
recognizes that the measurement of the CBI data is subject to variation and reasonable statistical and
operational error. Provider acknowledges that Plan would net be willing to offer the CBI if Plan's
calculation of payments under the CBI would expose Plan to increased risk of disputes and litigation
arising out of Plan’s calculation, Accordingly, in consideration of Flan’s agreement to offer the CBi to
Provider, Provider agrees that Provider will have no right to dispute Plan's determination of payments due
under the CBI, including determination of any data or the number of Eligible Members,

Term of CBI. The term of this CBI shall begin on Jaouary 1, 2012 and end on December 31, 2012 (the
“CBI Term™).
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CBI Programs for Future Perieds, Plan, in its sole and absolute discretion, may implement care-based
incentive programs for periods after completion of the CBI Term. Any such programs shall be on terms
determined by Plan. Uutil Plan and Provider enter into a written agreement with respect to any such new
program exiending beyond the CBI Term, no such program shall be binding upon Plan,

Effect of Termination of Agreement, tnthe event of the termination of the Agreement for any reason prior
to the expiration of the CBI Term, no CBI Incentive Payments shall be eamed gr made hereunder,
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ATTACHMENT 1 — CEI Table

CBI Program Available | Member Performance Measurement Measuremens Methodology
Measurement Components Points Requirement Target/Relative Period Data Source
Ranking :
Health and Cost Blanagement: 40 rotal |
Rate of Ambulatory Care Sensitive Admissions 30 > 100 Linked Relative Ranking® | FY 2012 Clairns AHRQ'
Nurnber of ambulatory care sensitive admissions per Members as of
1,000 Linked Members per Fiscal Year. 12/31112. :
Rate of Generjc Presctiptions 10 None. Relative Ranking® | FY 2012 Claims THA P4P?
Percent of Generic prescriptions among all !
prescriptions, regardless of preseriber. ;’
| ' |
Quality of Care (HEDIS): 30 total ;
Well Child Visit 3-6 Years Per §4.1 > 5 continuonsly Relative Ranking® | FY 2012 iClaims HEDIS
Linked Members*
Well Adolescent Visit 12-21 Years Per §4.1 > 3 continuously Reiative Ranking’ | FY 2012 Claims HEDIS
Linked Members®
Breast Cancer Sereening Per §4.1 > 5 continyously Relative Ranking® | FY 2012 Claims HEDIS
Linked Members 1
Cervical Cancer Screening Per§4.1 > 5 continuously Relative Ranking’ | FY 2012 Claims HEDIS
Linked Members®
Diabetes LDL-C Screening Per§4.1 | >5continuously | Relative Ranking® | FY 2012 Claims HEDIS
Liaked Members* ‘
Diabetes HbAlc Screening Per §4.1 > 5 continuously Relative Ranking® | FY 2012 Cla.ims HEDIS
Linked Members*
Diabetes Medical Attention for Nephropathy Per §4.1 > 3 continuously Relative Ranking® | FY 2012 Claims HEDIS
Linked Members®
BMI Percentile Calculated Per §4.1 =5 conrincously Relative Ranking® | FY 2012 Cla.uns HEDIS
Linked Membars* i
Asthma Medication Ratio Per §4.1 > 5 cantinuously Relative Rznking3 FY 2012 blaims 1HA P4P?
Linked Members® ‘ .
] A2_PCP_FQHC_CBI2012_010112_110311 Iw
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ATTACHMENT 1 - CBI Table

Appropriate Access 1o Care 25 total )
Rate of Preventable Emerpency Department Visits 20 > 100 Linked Relative Ranking® | FY 2012 Claims Medi-Cal ER
Number of preventable emergency department visits Members as of | Collaborative
per £,000 Linked Members per Fiscal Year. 12131112 : definition based
‘ on NYU study
Rate of Primary Care Vjsits 5 None >3.0 PMPY FY 2012 Claims Plan developed
Greater than three (3) Primary Care visits provided by Performance !
Provider to Linked Members per Fiscal Year. Partial Target f
points will be awarded for 2.25 to 3 visits PMPY. ]
Information Technology 5 total
Elzctronic Claims/Encoupter Data Submitial 3 Nons 95% Performance | FY 2012 Claims # eligible
95% of eligible claims/encounter data submitted Target electronic claims
clectronicaily to the Alliance. | All eligible
f claims
Referral Submiral 2 None 75% Performance | FY 2612 Referrals # ehaible refermzls
75% of eligible referrals submitted through Alliance Target ! All ehgible refermals
web portal. |
1
CBI FFS Incenfive Amount Member lMe.asurement Measurement
M ¢C ortent {All paid Requirement | Period Data Source
easurement Comp quarterly) |
Extended Office Hours 5% of Capitation or | None FY 2012 Administrative
Provider avzilable to provide services to Linked Members for 8 hours per week beyond Case Management : Data
Monday through Friday, §:00 a.ra. to 5:00 pm. Additional payment s to be paid per PCP | Fee-for-Service !
covered by the Provider’s agreement within a 5 mile radius if Linked Members may access : :
care during the extended hours at the extended hours focation. |
Diabetes Services $100 PM/PY Members ages | FY 2012 Claims
Provider to ensure pravision of ail of the following services for Linked Members with 21 znd older, :
diabetes: HbAlc, LDL-C, retinal exam, diabetes medical attention for nephropathy® during linked to \
the Fiscal Year. The Member must be linked to the Provider on the date(s) all such services Provider at date | 1
ate provided for Provider o receive payment. of service for :
each service. !
Healthy Weight for Life (HWL) Program Referral 315 PM/PY Members aged | FY 2012 HWL Referral
Provider to refer Member aged 2 - 18 y/o with BMI at ot above the 85 percentile to Plin’s 2t 18 i Form

HWL by Plan’s referral form. Incentive paid 1o the PCP who first notifies the Plan in Fiscal
‘Year and who has counseled Member about outrition, physical activity and Plan’s HWL.

i
!
i
|

g A2_PCP_FQHC CBI2012_010112_110311 Iw

1
i




Case 1:14-cv-00123-LJO-MJS Document1 Filed 01/28/14 Page 81 of 38

.‘,‘ N

"‘v_l

ATTACHMENT 1 - CBI Table ‘
Healthy Weight for Life Program Follow Up Visit $15 PMIPY Members aged | FY 2012 HWL Follow
Provider to notify Plan by follow up form of the first six month follow up visit and further 21 18 : Up Form
BMI percentile determination for a member previously referred for the HWL. :
Asthma Action Plans (AAP) $35 PM/PY Members agss F’Y 2012 Plans Submitted
Provider to submit AAF to Plan for Members with Asthma. Incentive paid 1o the PCP who 1to 56 ; by Providers
first submits the AAP in: the Fiscal Year and is paid only once per Fiscal Year, |
Medication Manacement Agreements {MMA) $50 PMPY None 1FY 2012 Plans Submitted
Pravider to submit MMA for members to Plan. Incentive paid 1o the PCP who first submits | by Providers
the MMA to the Plan in the Fiscal Year and is paid only once per Fiscal Year.

JSfwww.abirg cov/data/safetynet/billappb.hiom
2 hgp.i'fwww jha. orgz_n_gfs documents/psp _ca I{fom:anY%20201G"/’aZOPm_Dosed%ZOMeggurcc'/&OSet%2012%2009 pdf
? For relative ranking measures, PCPs ranked a1 100" to 76™ percentile amongst peers ¢am maximum available points, ranked at 75th to 5 Lst percentile earn one-
half available points, ranked below 50th percentile earn no points for the measure.
4 For HEDIS Measures, the continuously Linked Members must be qualified per HEDIS specifications.
3 Diabetes medical attention for nephmpathy includes: claim/encounter data with relevant CPT or ICD-9 code evidencing treatment of nephropamy, claim
submitted by a nephrologist, positive urine macroalbumin test decumented by claim/encounter data, evidence of ACE inhibitor/ARB th¢mpy during
measurerment year.

Note: [f a Provider has 100 or more Linked Members, and the Provider's rate of member reassignment per |,000 Linked Members excepds the Plan mean of
member reassignment rate per 1,000 Linked Members by more than two standard deviations, the points awarded to Provider for the Rel?twe Ranking and Target
Measures wil} be reduced by 50%.
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ALLIANCE

FOR HEALTH

Policy #: 300-4030 Lead Department: Provider Services

Title: Credentialing Criteria and Identified Issues

Original Date: 10/01/2007 Last Revision Date: 12/12/2012

Approved by: Peer Review and Credentialing Committee

Effective Date: 12/12/2012

Purpose:
To establish criteria for the review and approval of provider credentials based on verified
credentialing information and identified issues.

Policy:

The Peer Review and Credentialing Committee (PRCC) is responsible for reviewing and
approving, deferring, or denying Central California Alliance for Health (the Alliance)
provider network participation based on established credentialing criteria and adverse
findings.

Definitions:

Attestation: A signed statement indicating that a provider personally confirms the
validity, correctness and completeness of the credentialing applications at the time of
application to the Plan,

Conditional Credentialing: Network approval by the PRCC with special conditions of
participation rendered as a result of recommended focused monitoring, typically resulting
from identified issues during the credentialing or ongeing monitoring processes.

Provisional Credentialing: A process by which a new practitioner, who meets
credentialing criteria, is approved to participate in the network in advance of a PRCC
meeting to meet a specific access need.

Service Area: Santa Cruz, Monterey, and Merced Counties.

Procedures:
1. Verified Credentialing Criteria

l.a.  Provider credentials are collected, verified, and reviewed in line with
parameters set in Policies 300-4040 — Professional Providers Credentialing
Guidelines, 300-4110 — Organizational Providers Credentialing Guidelines,
and 300-4090 — Ongoing Monitoring of Provider Credentials and Issues.

1.b.  The PRCC approves, defers, or denies providers’ network participation status,
based on established credentialing criteria for network providers.
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l.c.

1.d.

l.e.

L.f.

The PRCC renders non-discriminatory, confidential credentialing decisions
and/or recommendations, as defined in Policy 300-4020 — Peer Review and
Credentialing Committee — Authority, Roles and Responsibilities, based on
review of providers® verified credentialing file obtained during initial
credentialing, recredentialing and ongoing monitoring processes.

Credentialing decisions and/or recommendations are signed off by each PRCC
member and reflected in the meeting minutes.

Notification of PRCC decision will be sent to the provider in writing within
sixty (60) calendar days of the PRCC decision.

After final approval by the PRCC, provider qualification information is listed
in the Alliance provider directory consistent with information gathered and
verified during the credentialing process.

2. Clean Credentialing Status
Clean Credentialing refers to files that meet the established credentialing criteria with
no issues identified that would require PRCC review. Clean files are reviewed,
signed and dated by the Medical Director, or designee, prior to presentation to the
PRCC for final approval.

2.a.

Provisional Credentialing

i.  Providers applying for participation in the Alliance network for the first
time who meet all of the credentialing criteria standards and having
“clean” credentialing files may be recommended by the Provider Services
Network Manager or Provider Services Director for Provisional
credentialing approval.

ii. The Medical Director will review and may approve such “clean”
credentialing files for new providers on a provisional basis, pending final
PRCC approval, as needed to meet specific access needs within the
network between quarterly PRCC meetings.

iii. Provisional status will not exceed sixty (60) calendar days.

20f6
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3. Identified Issues
Provider files not meeting established credentialing criteria resulting from verified or
potential issues, are reviewed by the PRCC.

3.a. Conditional Credentialing

i.  When appropriate, the PRCC members may approve a provider’s
credentials conditionally pending possible follow-up and further review.
A timeframe is set by the PRCC to allow for the conditions of approval to
be met, Upon fulfillment of the conditions, a provider may be approved
for active network participation.

ii, Notification is sent to the provider to inform them of the Committee’s
decision and the special condition(s) attached to the approval as
recommended by the PRCC,

3.b.  Unfavorable recommendations and decisions are made in accordance with
Policy 300-4102 — Reporting to the Medical Board of California and National
Practitioner Data Bank,

3.c.  Notice of the PRCC’s final decision does not entitle the provider to any
procedural hearing rights, except for specific providers, as defined in Policy
300-4103 - Fair Hearing Process for Adverse Decisions.

3.d. Identified issues, issues not meeting credentialing criteria and requiring PRCC
review include:
i.  Attestation
Attestation information disclosing health status and any history or
limitations of licensure or privileges that could adversely affect the
provider’s ability to deliver care to members.

ii, Sanctions and Limitations
Any denial, limitation, restriction, suspension, revocation, forfeiture,
subjection to probationary conditions, disciplinary action, or voluntary
relinquishment as applicable to the provider of the following:

3o0f6
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e Professional state license

e Drug Enforcement Agency (DEA) registration
e Hospital clinical privileges

e Professional organization membership

iii. Professional Liability Claims History

e Two or more malpractice cases of any amount that have
settlement dates within the past seven (7) consecutive years,
and not reviewed during a previous credentialing cycle.

e Malpractice case(s) settled for an amount greater than $30,000
within the last seven (7) years, and not reviewed during a
previous credentialing cycle.

e Any reports that do not meet established criteria through the
National Practitioner Data Bank/Health Integrity Data Bank
(NPDB/HIPDB) query, and not reviewed during a previous
credentialing cycle.

iv. Medicare/Medicaid Program Participation and Eligibility

e Provider must not be ineligible, excluded or debarred from
participation in the Medicare/Medicaid program and related
state and federal programs; and

e Provider must be free from restrictions or sanctions levied by
the Office of Inspector General (OIG) or the General Services
Administration {GSA) or disciplinary action by other federal or
state entities.

v. Member Complaints and Grievances
e Any pattern of member complaints or grievances, including 24
hour complaints as well as 30 day complaints, filed against a
provider according to the following schedule:
= Primary care practices with between 0 and 1,000 linked
members and all specialist physicians: Two (2) or more
complaints filed in any given quarter, four (4) or more
in any given year; and six (6) or more during the three-
year period since the prior credentialing review.
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* Primary care practices with >1000 linked members:
Three or more complaints filed in any given quarter; six
{6) or more in any given year; and nine (9) or more
during the three-year period since the prior
credentialing review.

vi.  Quality Issues
e Any one (1) Verified Quality Issue (VQI) or three (3) or more
Potential Quality Issues (PQI), as defined in Health Services
Policy 401-1301 - Potential Quality Issue Review — General,
since the last credentialing cycle, will be reviewed during
recredentialing, or sooner if indicated.

vii. Site Review
e Any facility site or medical record review issues, based on
Quality Improvement reports, including unresolved Critical
Element Corrective Action Plans (CAP) since the last site
review cycle.
e Site review must be current at time of PRCC review.

viii. Criminal Charges
e The following criteria will be reviewed as part of the provider’s
file:

= Providers with a pending felony charge;

®  Providers with a pending criminal charge involving any
criminal activity related to the professional practice of
medicine;

® Providers involved in any open civil suit related to the
practice of medicine;

e Providers registered as a sex offender, if pertinent.

References:
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Alliance Policies: 300-4020 -PRCC Authority, Roles and Responsibilities; 300-4040 ~
Professional Provider Credentialing Guidelines, 300-4110 — Organizational Providers
Credentialing Guidelines; 401-1301 — Potential Quality Issue Review — General; Policy
300-4102 — Reporting to the MBC and NPDB; 300-4103 — Fair Hearing Process for
Adverse Decisions

Regulatory: NA

Contractual: Medi-Cal Contract, Exhibit A, Attachment 4, Provision 12; Exhibit E,
Attachment 2, Provision 24.B.2

Legislative: NA

MMCD: Policy Letter 02-03

Supersedes: 300-4022 - Peer Review and Credentialing Committee - Review of
Credentials and Issues (retired)

Lines of Business This Policy Applies To:

X] Medi-Cal Access for Infants and Mothers
Healthy Families Individual Conversion Form
[X] Healthy Kids Santa Cruz Santa Cruz County LIHP
D4 Healthy Kids Merced Monterey County LIHP

< Alliance Care IHSS

Revision History:

Review Date | Revised Date | Changes Made By Approved By
12/12/2007 PRCC

12/10/2008 12/10/2008 PRCC

03/10/2010 02/24/2010 PRCC

12/14/2011 12/06/2011 Sierra Brode PRCC

12/12/2012 12/12/2012 Sitara Cavanagh PRCC
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