EPMN

January 2021

Dear Physician,

For almost 20 years, EPMN has supported independent physicians in El Paso by providing valuable
managed care contracting and credentialing administration services for our Members. In 2021, EPMN is

expanding our service offerings to further support physicians in the community.

What does EPMN offer to you and your practice?
»  “One-Stop Shop” for Health Plan Credentialing/Enrollment, Medicare and Medicaid Enrollment,

and Managed Care Contracting.

» Exclusive discounts of 30-40% for Medical Malpractice Insurance Premiums offered to

qualifying Members.

> Access more than 20 valued Managed Care Agreements, with ongoing provider relations support.

*INCOMPLETE CREDENTIALING APPLICATIONS AND/OR PACKETS CANNOT BE PROCESSED

Applications must be 100% complete in order for our staff to initiate the primary source verification and
credentialing process. Incomplete Applications will be returned to the Applicant following three (3)
attempts to obtain missing information or documents. The non-refundable Application Fee will be forfeited
and new fees to re-active a de-activated Credentialing Application File will be required.

Enclosed with this letter your will find the following information:
> Aroster of active Managed Care Agreements contracted with EPMN
> Detailed instructions for submitting an Application to Join EPMN

> Invoicing Details and Payment Options

| am pleased to extend my personal invitation for you to join EPMN and support like-minded physicians
who share a passion to remain independent in their practice of medicine. | look forward to having you as

an EPMN Member and hope to meet you personally in the near future.

Sincerely,

Manuel Borrego, MD
Board President




ErmviN

EPMN Payor Agreements

Provider/Group TIN:

Provider Name:

Provider NPI:

Our professional contract management team maintains each payor agreement to ensure the best
options for your practice and payor compliance with state and federal requirements.
You MUST mark any/all plans to which you want to be reported!

A Amerigroup
o Amerivantage (Medicare Advantage)
o Maedicare/Medicaid Dual Eligible
(MMP)
o STAR-Kids (Medicaid)
o STAR-Plus (Medicaid)
A Clover Health
o Medicare (PCP ONLY)
A  Corvel- Workers Compensation (WC)
A Coventry/First Health
o Auto
o PPO
o Workers Compensation (WC)
A El Paso First
o Medicare Advantage (MA)
o Medicare/Medicaid Dual Eligible

(MMP)
o STAR-PLUS (Medicaid)
A Friday Health Plan

o PPO
o EPO

A Galaxy Health Network
o PPO

o Workers Compensation (WC)
A Health Net Federal Services

o Tricare
A Healthcare Highways
o PPO
A  Health Smart Preferred Care (HSPC)
o Accel
o PPO
o Workers Compensation (WC)
A Humana
o Maedicare Advantage (MA)
o PPO

A Imperial Insurance Company of Texas
o Medicare Advantage HMO
A IMS
o PPO

Updated 07/2020

A

>

>

Molina Healthcare of Texas, Inc.
o Chip (Medicaid)
o Exchange
o Medicare Advantage (MA)
o

Medicare/Medicaid Dual Eligible

(MMP)
o Perinate (Medicaid)
o STAR (Medicaid)
o STAR-PLUS (Medicaid)
MultiPlan/PHCS
o PPO
o Savility
o Medicare Advantage (MA)
Prime Health Services, Inc
e Workers Compensation (WC)
Provider Networks of America (PNOA)
e PPO
Stratose
o PPO
Superior Health Plan
o Allwell (Medicare Advantage)
Ambetter (Exchange)
CHIP (Medicaid)
Foster Care (Medicaid)

O O O O

(MMP)

Perinate (Medicaid)
STAR (Medicaid)
STAR-KIDS (Medicaid)
o STAR-PLUS (Medicaid)

O O O

Three Rivers Provider Network

o PPO
TriWest CCN

o VA
USA MCO

o PPO

o Workers Compensation (WC)
WellCare

o Medicare Advantage (MA)

Medicare/Medicaid Dual Eligible




EPMN

January 2021

RE: Exclusive Savings on Medical Malpractice Coverage for EPMN Members

Dear EPMN Member:

In 2020, EPMN launched an exclusive initiative to reduce the cost of medical
malpractice insurance for our El Paso Members.

By partnering with Coverica/Agape Insurance, EPMN Members who qualify
can save up to 40% on medical malpractice and other property & casualty

coverages.

During our first year with the program, we saw many of EPMN’s members
save thousands on their malpractice premiums, with some saving more than

$20,000.

v’ If you have not received a quote on your policy renewal, please
contact the Coverica/Agape team directly at 469-399-2362.

v You can also learn more about these exclusive discounts by visiting
EPMN’s updated website at http://www.epmedical.com.

Thank you!

Yours for continued service and good health,

EPMN Board of Directors
Manuel Borrego, MD, President and Chairman

EPMN
% Cypress Healthcare Consultants
2020 N Central Expressway, Suite 200
Richardson, Texas 75080
(972) 424-1360




EPMN

Ll Paso’s Physician Network®™

GOOD NEWS!! EPMN Quarterly Membership Dues REDUCED!
Rate Card for Membership Dues and Fees 2021

Members will be invoiced on a quarterly basis and must remain current to remain active as
Members of EPMN and active in their Managed Care Contract Participation.

Failure to pay Membership Dues on or before the due date will result in immediate

termination from both EPMN and all Managed Care Plan Participation.

IMPORTANT EPMN WEBSITE UPDATE: Online payment is now available at

http://www.epmedical.com

Application Month
o |
lanuary —March
April —June $225.00
July — September $225.00
October — December $225.00

Membership Dues must be kept current in order for Providers to maintain their status as Active
Members of EPMN. Unpaid Dues will result in termination from the IPA and all contracts.

OTHER SERVICES and FEES
> Non-Refundable Initial Credentialing Application Fee

e Physicians $525.00

e Non-Physicians/Mid-Levels $425.00
> Non-Refundable Recredentialing (all Providers) — Triennially $300.00
> Expedited Credentialing (upon Provider Request) $175.00
» Re-activation of de-activated Credentialing Application $175.00
» Medicare Enrollment (per provider) $350.00
> Medicaid Enrollment (per provider) $350.00
> Bundled Medicare/Medicaid Enrollment (per provider) $575.00
> Group Medicare Enrollment $350.00
> Group Medicaid Enrollment $350.00
> Bundled Group Medicare/Medicaid Enrollment $575.00
> Medicare Railroad Enrollment (per provider) $150.00

Payment Options - EPMN accepts payment by Check or Credit Card (Visa/MasterCard). EPMN does not
charge you the merchant fees for Credit Card transactions. An authorization form is included.




CREDIT CARD /Check Authorization Form El Paso Medical Network, Inc. (EPNIN)

E P M N % Cypress Healthcare Consultants

Il Paso’s Physician Nework= 2929 N Central Expressway, Suite 200

Richardson, Texas 75080
(972) 424-1360

INVOICE #:

Pay By: (Circle One) CREDIT CARD or CHECK

Paying by Check:

Date: Check number:

LN L NN NN NN NN NN NN NN NN NEN NN NN NN NN NN NN NN NN NN NN NN NN NN NN NN NN NN NN NN NN NN NN NN NN NN NNNNENNN NN

Paying by Credit Card (Visa or MasterCard):

l, , authorize El Paso Medical Network, Inc. (EPMN) to
(Name Must be Printed Here)
charge the following amount, or amounts (if more than one service is being purchased) to my credit card:

S Description:

Please include the total dollar amount authorized and indicate that you are submitting payment for quarterly

dues, and for what time period.

Confirm Total Amount Authorized to be Charged on this Authorization: $

Type of Card (Visa or MasterCard): Card Number:

Name on Card: Exp Date: 3-Digit Security:
PRINT NAME

Billing Address: Zip Code:

MANDATORY

By my signature hereto, | affirm my understanding and agreement | will be charged upon receipt of signed credit card
agreement, and this authorization will remain in effect until | cancel it in writing. | agree to notify Cypress Healthcare
Consultants in writing of any change in my account information or termination of this authorization at least 15 days prior
to the next billing date, if applicable. | agree not to dispute this billing with my bank so long as the transaction
corresponds to the terms indicated in this authorization form.

Email Address: Phone:

Signature: Date:

CC and Check Form_EPMN_2020




EPVIN

il Paso’s Physician Netvork®

How to Apply for Participation

Thank you for your interest in joining El Paso Medical Network (EPMN); we look forward to reviewing your
participation application.

We have included a useful credentialing checklist for your convenience. Please return the complete
package to us as soon as possible. The credentialing process may be delayed if the information you provide
is incomplete or inaccurate.

Completed documents should be returned to our Credentialing Verification Organization (CVO), Cypress
Healthcare Consultants by mail, e-mail, or fax to:

@M El Paso Medical Network (EPMN)
% Cypress Healthcare Consultants
Attn: EPMN Credentialing
2929 N Central Expy, Ste 200
Richardson, TX 75080
< EPMNcred@cypresshcc.com
(469) 680-9052

If you are a new group to EPMN.

If your application is approved by the EPMN Board of Directors, we will send you a Combined Messenger
Notice and applicable accompanying payor documents for you to review, complete, sign, and return to
EPMN. The Messenger details each of the payor plans that you may choose to opt into when accepted to
the EPMN panel.

If you are joining a group currently participating with EPMN:

If your application is approved by the EPMN Board of Directors, you will receive a packet containing a list
of the plans your group has opted into, along with the necessary documents required for participation with
the applicable payors.

Upon receipt of the completed documents, EPMN will finalize the process and include you in the network
panel. You have the right to receive information on the status of your application during the credentialing
process, the right to review information submitted to support your credentialing application, and the right
to correct erroneous information.

If you ‘have questions regarding the status of your application during the credentialing process, you
may contact Cypress Healthcare Consultants at (972) 424-1360. Or via email at
EPMNCred @cypresshcc.com.

2929 N Central Expressway, Suite 200 ¢ Richardson, Texas 75080 ¢ (972) 424-1360




CREDENTIALING CRFERIA CHECKLIST

EPMIN

Ll Paso’s Physician Network®

Please use this checklist to ensure that you have completed and submitted all of the
Information weneed to processyourmembership in Physician Optimal Network, Inc.

PLEASE BE SURE TO COMPLETE THE CREDENTIALING APPLICATION IN ITS ENTIRETY
INCOMPLETE APPLICATIONS WILL NOT BE PROCESSED — No Exceptions

INITIAL AND RECREDENTIALING SERVICES REQUIRE PAYMENT PRIOR TO
PROCESSING — Submit Payment at the Time Application is Submitted

Practitioner Name

Specialty

Practice Name

TIN

Contact Person

Phone

Application and Signatures
Download a current Texas Standardized Credentialing
Application (TSCA)

All required lines of the application MUST be completed.

Any line that is not applicable MUST be marked “NA.” YOU
MUST RETURN ALL PAGES OF THE APPLICATION EVEN IF
THEY ARE NOT USED.

Olndividual Information (page 1)

OPractice Information (pages 1-3)

OBoard Certifications (page 4)

OHospital and Education Information (page 5)
OWork History (page 6)

Olicenses and References (page 7)
OProfessional Liability Insurance (page 8)

O All General Questions “Y” or “N” (page 8)
You MUST submit written explanations for any General
Questions for which you have answered “Y”
(1) Provider Statement to Release Information
o Signatures and Date

Attachments
Attach legible copies of the following documents. Do
not send originals.

O Current Texas License

O Current Curriculum Vitae (CV)

O Current DEA Certificate (as applicable)

O Certificate of ECFMG (if marked “yes” on page 2)

O Current Lab and X-Ray Certificates
(as applicable)

O Current Complete IRS Form W-9

O Current Form CMS 1500

O Attachment G (if box 16 marked “yes”)

O Current insurance declaration page or certificate
with coverage amounts and dates

O Mid-level Supervision form

O Participation Agreement (as applicable)

O Disclosure of Ownership and Control Interest
Statement

O Business Associate Agreement

O Texas Workers’ Compensation Required
Information Form

O New Provider Invoice

2929 N Central Expressway, Suite 200 ' Richardson, Texas 75080 ¢ (972) 424-1360




EPMN

Il Paso’s Physician Network™

SUPPLEMENTAL CREDENTIALING INFORMATION FORM

This form includes all the information we report to payors. Please provide all the information requested below.

Please complete and submit a separate form for each practice location and/or TIN. Also please complete and submit an IRS Form W-9 for each TIN.

PROVIDERFULLNAME(First MiddleLast) DEGREE (MD, DO, DPM, etc) INDIVIDUALNPI INDIVIDUAL MEDICARENUMBER  INDIVIDUAL MEDICAIDNUMBER(S)

ADDITIONAL INFORMATION

Primary Practice Location — This is where your practice sees patients. Please report additional practice locations on a separate form.

PRACTICE OR BUSINESS LEGAL NAME TAX IDENTIFICATION NUMBER (TIN) GROUP NPI(S)
STREET ADDRESS (MUST be a physical address - PO Boxes are nof acceplable) CITY STATE  ZIP GROUP TAXONOMY CODE(S)
PHONE(includingareacode) FAX(includingareacode) CONTACT NAME E-MAIL ADDRESS

]

Correspondence Location -Thisis where your practice receives general correspondence. Check here _ifitis thesameasthe address asabove.

PRACTICE OR BUSINESS LEGAL NAME CONTACT NAME EMAIL ADDRESS
STREET ADDRESS OR PO BOX CIry STATE  ZIP PHONE

[ | | ] |

Credentialing Location -This is where your practice receives credentialing correspondence. Check here _ if it is the same as the address as above.
PRACTICE OR BUSINESS LEGAL NAME CONTACT NAME EMAIL ADDRESS

STREET ADDRESS OR PO BOX ciry STATE  ZIP PHONE

Pay-To Address -This is where your practice receives reimbursement payments. Check here _ if it is the same as the address as above.
PRACTICE OR BUSINESS LEGAL NAME CONTACT NAME EMAIL ADDRESS

| | | || |

STREET ADDRESS OR PO BOX ciry STATE  ZIP PHONE

| | | I |

Notice Address (E-mail Only)- Thisiswhereyourpracticereceives noticesaboutfee schedule changes and othernewsimportanttoyourpractice.
PRACTICE ORBUSINESSLEGAL NAME CONTACTNANE EMAILADDRESS

2929 N Central Expressway, Suite 200  Richardson, Texas 75080  (972) 424-1360




EPMN

Ll Paso’s Physician Network®

SUPERIOR SUPPLEMENTAL INFORMATION FORM

Practitioner Name

Specialty

TIN

NPI

Contact Person

Phone

This form includes additional information requested by Superior. Please provide all the information requested below.

CIRCLE THE APPROPRIATE ANSWERS TO THE QUESTIONS

Do you have specialized training and experience in treating the
following?

Do you provide tele-health services? Yes No mar
g e Physical disabilities Yes No
Doyouhaveexperiencetreating patients with ntellectualand Ve fio -
Developmental Disabilities (IDD)? Chronic iliness Yes No
Are you a minority businessowner? Yes Mo HIV/AIDS Yes  No
AreyouaPrescribedPedialricExtendedCare CenterPPECC? Yes No Serious mentalillness Yes No
Has the provider completed cullural competence training? If the answer Yes No Substanceabuse Yes No
is Yes, annotate culture in the spacebelow. Homelessness Yes No
Deafness or hard-of-hearing Yes No
Co-occurring disorders Yes No
Doesyourlocation offer Non-Englishlanguages (including American Sign Other. Ifthe answeris Yes, annotaleinthe space below Yes No
Language) on site by qualified healthcare interpreters? If the answeris ~ Yes No
Yes, annotate languagesinthe space below.
Do you supply translation services for written materials? Yes  No In;ﬁce!te ‘I”zf“t ag_(ﬁ'ssible types of options you have for individuals with
sical disabilities
Isyourlocationonanaccessiblepublictransportationroute? Yes  No E’a¥king spaces Y Mo
Curb ramps Yes  No
FORFOSTER CA.RE PBOVID.ERS ONLY. - Loading zones at building entrance Yes  No
Doyouhaveexperienceintreatinganyof thefollowing: : ____
T T —— Y Mo »Dv?q(::ll?t’favilrlge enoughtoensure safe passage by individualsin Yes No
Chfldren W!th physical abuse?. — Ys Mo Accessible restrooms withgrab bars Yes No
Children with developmental disabilities? Yes Mo ASL signage and raised taclile text characlers al office, elevalor, and Yes Mo
Patients wilh Special Heallhcare Needs (MSHCN)? Yes No medicalequipmentaccessible to patients using mobility aids
Children with Post-Traumalic Stress Disorder? Yes No Examrooms accessible to palients using mobilily aids Yes No
Evidence-basedpractices(EBPs)modalities or promising practicessuchas Yes No Other. Ifthe answeris Yes, annotateinthe space below Yes No

TIC?

2929 N Central Expressway, Suite 200 Richardson, Texas 75080

(972) 424-1360




Disclosure of Ownership and Control Interest Statement

The federal regulations set forth in 42 CFR 455.104, 455.105 and 455.106 require providers who are executing a provider
agreement or submitting a provider application to disclose to managed care organizations that contract with the state Medicaid
agency: 1) the identity of all persons with an ownership or control interest (e.g., has an ownership interest of 5% or more in a
disclosing entity, is an officer or director of a disclosing entity organized as a corporation or a partner of a disclosing entity organized
as a partnership, owns an interest of 5% or more in any mortgage, deed of trust, note or other obligation secured by the disclosing
entity under certain circumstances, etc.), 2) certain business transactions as described in 42 CFR 455.105 and 3) the identity of any
excluded individual or entity with an ownership or control interest in the provider, the provider group, or disclosing entity or who
is an agent or managing employee of the provider group or entity. If there are any changes to the information disclosed on this
Statement, an updated Statement should be completed and submitted to Physicians Optimal Network Incorporated (“PONI”)
within 30 days of the change. Please attach a separate sheet if necessary to provide complete information., Failure to submit
the accurate, complete information requested in a timely manner may lead to the termination or denial of enrollment into
the network.

Practice Information
Check one that describes you: []Individual Practitioner [] Group Practice {1 Disclosing Entity

Name of Individual Practitioner, Group Practice, or Disclosing Entity (“ Provider”)

DBA Name:
Address:

TIN or SSN: | NPI:

Section 1: Provider Ownership and Control Interest

For individuals with an ownership or control interest in the Provider (e.g. an ownership interest of 5% or greater, an officer or
director of a Disclosing Entity that is a corporation, etc. — refer to the Definition of “person with ownership or control interest” in
the Instructions), list the name, address, date of birth (DOB) and Social Security Number (SSN) for each s u ¢ h individual.

For entities with an ownership or conirol interest in the Provider, list the name, Tax Identification Number (TIN), and
each address of each entity, (42 CFR 455,104) Attach a separate sheet if necessary.

Section I1: Subcontractor Ownership and Control Interest

Are there any subcontractors in which the Provider has an ownership or control interest of 5% or more? [JYes [ JNo

If yes, list the name, address, DOB and SSN for each individual having an ownership or control interest in such subcontractor(s),
and list the name, TIN and each address for each entity having an ownership or control interest in such subcontractor. (42 CFR
455.104) Attach a separate sheet if necessary.

Section III: Relationships
Are any of the individuals listed in Section I or Section II above related to each other? ~ [JYes  [1No If yes, list the
individuals who are related to each other, and the type of relationship (spouse, sibling, parent, child). (42 CFR 455.104) Attach a
separate sheet ifnecessary.




Section IV: Convictions

Has any person who has an ownership or control interest in the Provider, or is an agent or managing employee of the Provider
ever been convicted of a crime related to that person’s involvement in any program under Medicaid, Medicare, or Title XX

program? [ Yes [J No (verify through OIG Website)

If yes, please list those persons below. (42 CFR 455.106) Attach a separate sheet if necessary,
ame/Tid bOB ddres

Section V: Business Transactions

Has the Provider had any financial transactions with any subcontractors totaling more than $25,000 with any subcontractors
during the previous 12 months? Clyes ONo

Has the Provider had any significant business transactions between it and any wholly owned supplier or any subcontractor duringthe
previousSyears? [ Yes [ No

If'yes, list the ownership of any subcontractor with whom the Provider has had business transactions totaling more than

$25,000 during the previous twelve-month period, and any significant business transactions between the Provider and any wholly
owned supplier or between the Provider and any subcontractor during the past 5-year period. (42 CFR 455.105). Attach a separate
sheet if necessary.

Name:Suppher/Subcontractor.

Section VI: Managing Employees

Does the Provider have any managing employees? [1Yes [INo

If yes, list each member of the Board of Directors or Governing Board and each managing employee with their name, DOB,
address, SSN, and percent of interest. (42 CFR 455.104) Attach a separate sheet if necessary.

If “Group Practice” or “Disclosing Entity” is checked in the Practice Information section above, the undersigned hereby represents that
he, she or it is providing the information in this Statement on behalf of the Group Practice or Disclosing Entity, as appropriate, and on
behalf of each physician and practitioner listed on Exhibit A attached to this Statement, and the undersigned represents that he, she or it
is legally authorized, as an agent or attorney-in-fact, to provide such information and execute this Statement on behalf of the Group
Practice or Disclosing Entity and each listed physician and practitioner.

The undersigned certifies that the information provided herein, is true, accurate and complete. Additions or revisions to the
information above will be submitted immediately after such change. Additionally, the undersigned understands that misleading,
inaccurate, or incomplete data may result in a denial of participation for the affected providers.

Signature Title (or indicate if authorized Agent)

Name (please print) Date

2929 N Central Expressway, Suite 200 Richardson, Texas 75080 (972) 424-1360




EPMN

Ll Paso’s Physician Network*

Supervising/Collaborating/Monitoring Physician

Protocols/Duties/Scope of Practice Supplemental Attestation

Mid-level providers (physician assistants and nurse practitioners) are statutorily required to collaborate with or be supervised and/
or monitored (the “Supervision”) by a physician licensed to practice in the state where the Mid-level provider currently practices
and who is designated as the primary Supervising Physician (or the “Supervisor”). The Mid-level provider may have an alternate
Supervisor.

Section 1 — Collaborating/Supervising/Monitoring Physician

In my current position with a Collaborating/Supervising/Monitoring Physician, | have reviewed, understand, agreed upon and
signed along with my Supervising Physician, protocols or other written authorization which defines my professional duties,
protocols and scope of duties as a Mid-level provider in a manner that promotes professional judgment commensurate with my
education, certification, and experience. A copy of the protocols/duties/scope of practice is maintained onsite at my primary
practice location.

Supervisor Name * Degree
Medical License Number State
Alternate Supervisor Name * Degree
Medical License Number State

Section 2 — DEA and CDSCredentials

[1 Applicant does have a current, valid DEA and Texas CDS credentials (“Credentials”) within the State of Texas.

[ 1 Applicant does not have current, valid Credentials within the State of Texas because | have moved from out-of-state, or
because | am starting a new practice, or because | will not be prescribing medications. The Supervising Physician listed below
will write all prescriptions on my behalf until such time that | obtain and provide current and valid Credentials to the network. |
acknowledge it is my responsibility to immediately notify the network at the address above upon my receipt of the Credentials.

Section 3 — Attestation By Applicant

| certify the information provided herein is true, correct, and complete to the best of my knowledge and belief. | understand and
agree that any misstatement or omission concerning my collaborating/supervising physician and the established protocols/duties/
scope of practice may constitute grounds for withdrawal of my application forconsideration.

Applicant Signature Date

Applicant’s Name Specialty

Section 4 — Supervising Physician Certification

| consent to serving as the Supervising Physician for the Applicant named above.

Supervising Physician Name and Degree* TIN

Physician Signature Date DEA Nbr CDS Nbr

* Supervisors MUST be physicians licensed in the same state of the Mid-level providers practice and MUST participate in the same network(s) as
the applicant. Information provided here may be subject to verification.

2929 N Central Expressway, Suite 200 Richardson, Texas 75080  (972) 424-1360




&' Cypress Healthcare

v Consultants

Credentialing Acknowledgement and Authorization
The IPA in which you participate has retained Cypress HealthCare Consultants (CHCC) fo provide
credentialing services on its behalf.

Like other health care organizations, each Independent Physician Association (IPA) is legally

responsible for knowing that individuals providing patient care are qudlified and competent to do so.

The Centers for Medicare and Medicaid Services (CMS), National Committee on Quality Assurance
(NCQA), State Departments of Health and Human Services and other oversight organizations require
that members of the medical and allied health staff be credentialed before working as part of the
IPA.

Credentialing activities include primary source verification (PSV) of providers' education, training,
work history, license(s), State and Federal exclusions, insurance coverage, peer references, and
malpractice/participation restriction history.

PSV is the process of verifying credentials directly with the source in order to ensure that CHCC does
not receive fraudulent documents from applicants or other non-primary sources. A credentialing
office cannot accept any verification that comes through a third party rather than the primary
source. PSV is a requirement by accrediting bodies as well as the cornerstone of a good
credentialing process. ’

As part of PSV, personal identifying information including date of birth, social security number, and
addresses are required.

By signing below, you acknowledge that you have read the above information and authorized
Cypress Healthcare Consultants to conduct credentialing activities on your behalf for the above-
named IPA.

Provider Name

Provider Signature Date

2929 N. Central Expwy, Suite 200 Richardson, TX 75080
(P) 972.424-1360 | (F) 972.479.9608




& Cypress Healthcare Texas Workers' Compensation
‘d Consultants Required Information Form

This form must be completed and returned. Submit this form with your current Texas Standardized Credentialing
Application (TSCA), including documents listed on the enclosed check list, to the address listed on the cover letter.

I am currently accepting workers' compensation patients or plan to accept workers' compensation patients. I plan to

continue to accept workers' compensation patients as a member of a certified workers' compensation network (CWCN).I
understand that consistent with Texas law, a current list of clients accessing my contract is available through worker's
compensation payor websites. If you check this box, please complete, sign and return this form with your credentialing
application to acknowledge that you are agreeing to participate in a CWCN.

__Idonot currently accept workers' compensation patients, or I plan to discontinue my workers' compensation practice as of
thisdate—__ . Ifyou check this box, you do not need to complete questions 1-6, but please do sign and return
this form.

1. My practice, for workers' compensation patients:
a. Can best be described as (check one box that best applies):
__Initial injury care for workers
_Initial visit for area of specialty care only (describe specialty):
__Specialty and/or referral care only (describe specialty):

b. Is currently accepting legacy claims (existing workers'comp claims that may be transitioned intothe ~ Yes No

FIOIWONI .iivees i s iaismivs sgios 667 0 05,500,050 5600 038 5580 6 550 00 IR S5 0 XTI 59 000 SRS 58 AR it 60 ¢
c. Accommodates urgentwalk-ins and or appointments within 48 hour ...........cceveneeenenenn. Yes No

d. Hasa physicianon duty duringallnormal BUSINESSOULS ....e..vveeeveriveesvesiieeenueerenssineessnsnenns Yes No
e.Has the following services directly available in my office orimmediately available on site (circle all
that apply): Lab Tests Lab Drawing only DrugScreen  Routine Radiology = MinorSurgery
2. My office staffistrained in the identification and care of occupationalillnessand injury .............. OYesONo
3. My office staffwill promptly provide information, consistent with state requirements, to workers'
compensationrepresentativesregardingaclaimant'sconditionandcare............cooveviinns OYes ONo
4, My office staff maintains an active return towork philosophy including cooperation on light or 0YesONo

modified duty assessment

................................................................................

5, Didyousubmitadisclosureoffinancialinterestsin otherhealth careproviders tothestate (ifapplicable) 0 YesONo ONA

6. Please certify as to completion of required training to perform Maximum Medical Improvement and

Evaluationof Permanentimpaiiment?..............eevviesirenerssriennsononniessorssennssns sons OYesONo ONA

ProviderName - NP/ ==
PrintedName of Person Completing Form Contact Phone Number
SignatureofPerson Completing Form Date

Please contact Cypress Healthcare Consultants Credentialing at (972) 424-1360, or via email at EPMNCred@cypresshcc.com with questions regarding this or an
other credentialing matter.




PROVIDER PARTICIPATION AGREEMENT

This agreement is subject to binding arbitration.

This Provider Participation Agreement (“Agreement”) is made and entered into as of the Effective Date set
forth on the signature page of this Agreement between EPMN (dba “El Paso Medical Network™)

(“Network™), and (“Provider™).
(TYPE or PRINT NAME of PROVIDER)

RECITALS
WHEREAS, Network is a provider network that has contracts with Physicians and other healthcare
providers; and

WHEREAS, Network may from time to time enter into contractual arrangements with certain insurers,
HMGOs, and other Payors for the purpose of providing or arranging for the delivery of Health Care
Services to Covered Persons of such Payors by Participating Providers; and

WHEREAS, Provider desires to participate as a Participating Provider in Network to provide Health Care
Services coordinated and arranged by Network pursuant to this Agreement.

NOW, THEREFORE, in consideration of the premises and the mutual covenants contained herein, the
receipt and adequacy of which are acknowledged, it is agreed as follows:

I. DEFINITIONS

1.1.  Clean Claim means a request for payment for Covered Services submitted by a Participating
Provider or his or her designee on a HCFA 1500 form (or successor form), or the electronic
equivalent of this form when billing claims electronically, that contains all of the elements as
required pursuant to the Texas Department of Insurance regulations.

1.2, Compensation Schedule means the schedule of payments to a Participating Provider for Covered
Services.

1.3.  Complementary Care Professional means a non-Physician practitioner licensed under a recognized
state licensing authority including, but not limited to, chiropractors who may be contracted by
Network to provide Covered Services as required by a Payor or Health Benefit Plan.

1.4, Confidential Information means all materials, information and ideas of Network, without
limitation, operation methods and information, accounting and financial information, marketing
and pricing information methods and materials, internal publications and memoranda, and other
matters, which have been developed by the Network and includes all information relating to the
present or planned business of Network that has not been released publicly by authorized
representatives of Network, Such confidential information may include, for example, contractual
terms, trade secrets and inventions, marketing and sales programs, business plans, customer lists,
customer referral sources, financial arrangements, financial data, pricing information, programs,
data and other information pertaining to Network's past, current and planned business activity.

1.5.  Covered Person(s) means any person who is eligible to receive Covered Services paid for by a
Payor or whom a Payor is legally obligated to indemnify for the cost of Covered Services.

1.6.  Covered Services means those healthcare services and supplies which are authorized for payment
under the Health Benefit Plan sponsored by a Payor,

1.7.  Credentialing Standards means the minimum professional standards established by Network or
Payor for credentialing and recredentialing of Participating Providers.
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Health Benefit Plan means a Payor’s medical benefits and hospitalization plan, workers
compensation or auto liability plan or a governmental plan whereby Payor agrees to make payments
to Participating Providers for Covered Services as defined in such Health Benefit Plan, and whereby
the Payor offers incentives for Covered Persons to use Participating Providers, ifapplicable.

Identification System means the system of Payor to verify the eligibility of a Covered Person to
receive Covered Services under this Agreement.

Non-Covered Services means those healthcare services which are not benefits under a Health
Benefit Plan.

Participating Provider means Physicians, Providers and Complementary Care Professionals who
have entered into written agreements with Network.

Payor means an insurance company, government program, managed care plan, third party
administrator, union, employer or employee group which is responsible for the payment of Covered

Services under this Agreement.

Payor Agreement means the separate agreement between Network and a Payor defining the terms
and conditions under which Participating Providers are paid for Covered Services to Covered
Persons.

Physician means an individual duly licensed to practice in the State(s) who maintains privileges on
the medical staff of a hospital if applicable to Physician’s specialty and who is an employee or
owner of Provider.

Provider means the above named entity that is a party to this Agreement and which consists of
Providers listed on Attachment C hereto to include changes as mutually agreed to between the
parties from time to time afier the Effective Date of this Agreement.

Utilization Management Program means a program established by a Payor which is designed to
oversee and manage the utilization of Covered Services based on appropriate medical necessity

criteria.
I1. DUTIES OF NETWORK

Representations and Warranties. Network represents to Provider that:

A. Tt is a duly organized corporation in good standing under the laws of the State in which it is
organized or operates, and is authorized to enter into this Agreement;

B. It shall maintain in effect during the term of this Agreement such policies of Directors and
Officers insurance coverage to insure against liability for damages, directly or indirectly,
related to the activities of Network and its officers; and

C. It shall use best efforts to enter into Payor Agreements with Payors to market the services of
Participating Providers.

Marketing Materials, Network will use its best efforts to arrange for Payors to list Provider and
other Participating Providers in provider directories and other marketing and informational
materials as developed and distributed by Payor.

Patient-Physician Relationship. Neither Network nor Payor shall, in any manner, prohibit, attempt
to prohibit, or discourage Physician from (i) discussing with or communicating to a current,
prospective, or former patient, or a party designated by a patient, information or opinions regarding
that patient’s healthcare, including but not limited to the patient’s medical condition or treatment
options; or (ii) discussing with or communicating in good faith to a current, prospective, or former
patient, or a party designated by a patient, information or opinions regarding the provisions, terms,
requirements, or services of the Health Benefit Plan as they relate to the medical needs of the
patient,
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Credentialing and Recredentialing, Network shall be responsible for obtaining credentialing and
recredentialing information from Participating Providers and may delegate the verification of such
information to a credentialing verification organization. Network shall provide to Provider, upon
request, its Credentialing Standards for participation in Network. Network shall maintain all
credentialing and recredentialing information in confidence and consistent with applicable state
and federal law. Provider agrees to furnish all information and documentation as required by the
Credentialing Standards. Provider understands and agrees that failure to cooperate with
credentialing procedures or furnishing inaccurate information will be sufficient grounds for denial
or termination of participation.

Eligibility and Benefit Verification. Network’s duties are limited to those specifically set forth herein.
Network does not determine eligibility or benefits for Covered Persons under Health Benefit Plans.
Network is not liable for reimbursement of Provider for services rendered pursuant to this Agreement,
and does not exercise any control with respect to Payors’ Health Benefit Plan assets, policies, practices,
procedures, or payment of claims.

I, OBLIGATIONS OF PROVIDER

Services and Responsibilities. Provider agrees to provide Covered Services in accordance with the
terms of this Agreement and any Payor Agreement to Covered Persons of Health Benefit Plans.

Representations and Warranties. Provider represents to Network that:

A. Provider is and, at all times during this Agreement, shall be eligible to participate as a
Participating Provider consistent with the Credentialing Standards; and

B. Provider currently maintains professional and general liability insurance coverage in an amount
satisfactory to Network and that Provider will continue to maintain such coverage for the
duration of this Agreement as follows:

1) Professional liability insurance in minimum amounts as determined by Network to insure
Provider’s employees or independent contractors from and against any claim or claims for
damages arising by reason of personal injuries or death occasioned, directly or indirectly,
in connection with the provision of any service by Provider under this Agreement and the
use of any property and facilities of Provider. In the event that such coverage is “claims
made” coverage, such coverage shall be maintained by the way of “tail” coverage, for at
least five (5) years following termination of this Agreement.

2) A policy or program of comprehensive general liability insurance with minimum limits as
determined by Network.

3) Provider shall notify Network of any claims made or actions filed by Covered Persons or
Payors arising out of, or relating to, services provided by Provider to a Covered Person,
within seven (7) days of Provider’s receipt of notification or becoming aware of such claim
or action.

Compliance with Credentialing Standards. Provider shall comply, at all times during the term of
this Agreement, with all applicable federal, state or municipal statutes or ordinances, including all
applicable rules and regulations of the State Board of Medical Examiners and the ethical standards
of the American and the applicable state Medical Association. If at any time during the term of this
Agreement a Physician shall have his or her license to practice medicine suspended, conditioned
or revoked, Physician shall immediately cease to provide Covered Services pursuant to this
Agreement. Provider agrees to immediately notify Network if a Physician’s medical staff
membership or privileges are suspended, limited or revoked at any hospital, if a hospital initiates
any adverse peer review action against Physician, or if Physician voluntarily or involuntarily
relinquishes his/her U.S. Drug Enforcement Administration (DEA) or state certification. Provider
agrees to notify Network within seven (7) days of the occurrence of any disciplinary proceedings
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against Physician of sufficient gravity to be reported to or initiated by the applicable state Board
of Medical Examiners or other similar body or any action which may be brought against Physician
by any medical society or hospital, any action taken against Physician by any governmental agency,
or any material adverse change to Provider's ability to provide Covered Services per this
Agreement. Such notice shall include copies of any complaints, petitions, lawsuits or other
documents filed or prepared in connection with such proceeding.

Compliance with State and Federal Statutes. Provider shall cooperate with Network so that
Network may meet any requirements imposed on Network by state and federal law, and all
regulations issued pursuant thereto. Provider shall agree to provide such records and information
to Health Benefit Plans, and to applicable state and federal regulatory agencies for compliance, as
may be required. Such obligations shall survive the expiration or termination of this Agreement.
Provider shall permit Health Benefit Plans at all reasonable times to have access upon request to
books, records and other papers relating to Covered Services and access to the amounts of any
payments received from Covered Person or from others on Covered Person's behalf, Provider shall
retain such books and records for a term of at least ten (10) years (or such longer period as may be
required by law) from and after the termination of this Agreement. Provider shall make such records
available to other Participating Providers, subject to applicable confidentiality and privacy
requirements, when such records are necessary for treating a Covered Person. Provider shall, in
conformance with applicable law and this Agreement, permit access to and inspection by Health
Benefit Plans, the United States Department of Health and Human Services, the Comptroller
General of the United States, and any other federal or state regulatory agency having jurisdiction
over the delivery of healthcare services at all reasonable times and upon demand, of all of those
facilities, books and records maintained or utilized by Provider in the performance of Covered
Services pursuant to this Agreement. Provider agrees to comply with the specific terms and
provisions required by the Center for Medicare and Medicaid Services (“CMS™) for participation
in Medicare Advantage plans as per Attachment D hereto to include any revisions thereto as
required by CMS without further notice to Provider. Services to Covered Persons. Provider may
arrange with one or more similarly licensed and qualified Participating Providers to provide
services to Covered Persons during Provider’s temporary unavailability. In all events, all such
substitutes must be Participating Providers or must satisfy the same requirements as are imposed
on Provider. Further, Provider agrees to use best efforts not to utilize the services of a non-
Participating Provider to provide Covered Services pursuant to this Agreement unless such non-
Participating Provider is fully qualified to perform the Covered Services and agrees to the
following:

A. Accept peer review, utilization and quality management/ improvement procedures of Payors;

B. Not bill Covered Persons for Covered Services and to look solely to Participating Providerfor
payment;

C. Maintain professional liability coverage in amounts no less than those required of Participating
Providers; and

D. Fully comply with the terms of this Agreement in providing services to Covered Persons as if
the non-Participating Provider were a party to it.

Medical Records. The following obligations shall survive any subsequent termination or expiration
of this Agreement:

A. Provider shall maintain appropriate medical records, charts, and diagnostic test results for each
Covered Person as is usual and customary in the industry, and under applicable license,
certification and accrediting standards.

B. Provider shall maintain all information contained in the medical records of Covered Persons
under strictest confidence and in compliance with federal and state laws related to privacy and
security of identifiable patient information. Provider shall refrain from disclosing such
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information, except with the consent of the Covered Person or as otherwise permitted under
applicable federal and state privacy and security laws.

C. To the extent permitted by law, Provider shall cooperate and communicate freely with other
persons providing Covered Services to a Covered Person. Provider consents, to the extent
permitted by law and as otherwise provided in this Agreement, to release such records as are
deemed necessary or appropriate by the Covered Person or a Payor.

D. Provider agrees, upon request of the Covered Person, and subject to applicable disclosure and
confidentiality laws, to transfer the medical records of Covered Person to another Participating
Provider.

Utilization Management Program, Provider agrees to cooperate with the Utilization Management

Program of each Health Benefit Plan. Network will use best efforts to request Payors to provide

material changes to the Utilization Management Program to Provider in writing at least thirty (30)

days prior to any material change. Provider agrees that Health Benefit Plans shall have the rightto

oversee and review the care administered to Beneficiaries. Provider agrees to the appropriate
utilization of such managed care methods and practices as are consistent with sound healthcare
practice and in accordance with accepted community standards of quality care.

Grievance Program. Provider shall cooperate with Network and fully participate in the
development and implementation of a grievance and complaint program designed to process and
consider questions, complaints, and other matters, as appropriate, from Beneficiaries.

Hold Harmless/Compliance with Health Maintenance Organization Regulations. If applicable to a

Payor Agreement, Provider agrees to be bound by all applicable laws and regulations including,
but not limited to, the Health Maintenance Organization Act of 1973 (42 U.S.C. Sec. 300, et. seq.)
and applicable regulations thereunder, the Employee Retirement Income Security Act (29 U.S.C.
Sec. 1001, et. seq.) and applicable regulations thereunder, and Titles XVIII and XIX of the Social
Security Act and applicable regulations thereunder, as amended from time to time. Provider agrees
that in no event, including, but not limited to nonpayment or insolvency of Payor shall Provider
bill, charge, seek compensation or reimbursement from or have recourse against Covered Person(s)
for Covered Services. This provision shall survive termination of this Agreement and shall be
construed in favor of Covered Person(s).

Reporting Changes of Provider Information. Provider will use best efforts to notify Network in
writing, at least thirty (30) calendar days prior to any change in Provider's business address,
business telephone number, office hours, tax identification number, insurance carrier or coverage
or Physician’s DEA registration number as applicable. Provider shall notify Network in advance
of the effective date of any change in ownership or control.

Nondisclosure, Provider shall not disclose the terms of this Agreement or the Payor Agreement,
including but not limited to the compensation arrangement, methodologies or otherprice-sensitive
terms, without the prior written consent of Network. Such information shall be included as
Confidential Information as defined by this Agreement. Notwithstanding anything contained herein
to the contrary, nothing in this Section shall be construed to conflict with state or federal laws
related to patient protection and communication of medical information by Provider. As such,
Provider acknowledges that:

A. Any information related to this Agreement shall not be disclosed to an individual or entity other
than Network or its designee, and shall be utilized for the sole and exclusive purposes of
fulfilling the obligations specified in this Agreement. Provider shall at no time reveal to any
person or entity any Confidential Information furnished by Network or Payor to Provider or
otherwise coming into Provider’s possession as a result of Provider’s relationship with Network
or Payor,
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B. Money damages would not be a sufficient remedy for any breach of this section and Network
shall be entitled, in addition to any other relief available in law or equity, to obtain equitable
relief, including injunction and specific performance, to enforce this covenant, without the
necessity of proving irreparable damage and without the posting of a bond, cash or otherwise.

C. The foregoing paragraphs of this Section of this Agreement shall survive the expiration or
termination of this Agreement.

Disciplinary Action. Provider agrees to notify Network within five (5) calendar days of the
occurrence of any disciplinary proceedings initiated by a State Board of Medical Examiners in any
state in which Physician is licensed or any action that may be brought against Physician by any
professional society or facility acting through its professional staff, directors, trustees or otherwise,
or any action taken against Physician by any governmental agency, including, but not limited to,
the following:

A. Any action taken to restrict, suspend or revoke Physician's license(s);

Any suit or arbitration action for malpractice against Physician;

Any felony information or indictment naming Physician;

Any disciplinary proceeding or action involving Physician before any administrative agency;
Any cancellation or material modification of Provider’s professional liability insurance;

Any loss of medical staff privileges by Physician; or
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Any other material adverse change to Provider’s or Physician’s ability to provide Covered
Services under this Agreement.

Such notice shall include copies of any complaints, petitions, lawsuits or other documents filed or
prepared in connection with such proceeding.

Referrals. Consistent with sound medical practice and in accordance with accepted community

professional standards for providing medical care, Provider agrees to make referrals of Covered
Persons to Participating Providers in the Payor’s Health Benefit Plan. Provider should refer a
Covered Person to a healthcare provider who is a non-Participating Provider only if the Covered
Person requires medical services not available through a Participating Provider. Provider agrees to
use best efforts to notify Covered Person in advance that a different payment or benefit schedule
may apply as per the Health Benefit Plan.

Provider Services. Provider will provide Covered Services to Covered Persons in accordance with
the terms set forth in the relevant Payor Agreement in the same manner, in accordance with the
same standards, and within the same time availability as provided to other patients, including
accessibility on a twenty-four (24) hour-per-day, seven (7) day-per-week basis, either personally
or by covering arrangements with Participating Providers or non-Participating Providers who agree
to comply with the terms of this Agreement. Provider shall not be obligated to accept an individual
Covered Person as a patient; provided, however, Provider shall not refuse to accept any Covered
Person as a patient on the basis of race, color, ancestry, religion, sex orientation, age, national
origin, handicap (except to the extent that different treatment is medically necessary because of the
Covered Person’s medical condition), Health Benefit Plan or health status or medical condition of
such patient. Provider shall assist Network in monitoring accessibility of care for Beneficiaries,
including scheduling of appointments and waiting times. Provider shall provide only those services
that Provider customarily and usually provides to its patients.

Name, Symbols and Service Marks. Provider agrees to permit Network or its designee to use
Physician’s name, specialty, office address, telephone number, and description of services in any
directory of Participating Providers or other listing distributed by Network. Provider agrees not to
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use the name, symbols, trademarks, services marks, designs, data, procedures or information of
Network unless prior approved in writing by Network.

Membership Fees. Provider agrees, as a condition of initial and continued membership in Network,
to pay on behalf of each of its Physicians an annual membership fee and any other fees for
credentialing and recredentialing services as determined solely by the Board of Directors. Provider
agrees to make payment of such fees on a timely basis and per the policies and procedures of
Network which will be made available to Provider upon request.

IV. COMPENSATION

Compensation — Special Provisions. Network shall have the authority to enter into Payor
Agreements for the provision of Covered Services to Covered Persons and to bind Provider to
Payor's Health Benefit Plan subject to the following contracting guidelines:

A. Conforming Agreements. Provider authorizes and appoints Network as Provider's agent and
attorney-in-fact to enter into and to amend Payor Agreements which do not materially vary
from the rights and obligations of Provider under this Agreement and which are consistent with
the contracting guidelines adopted by Network and the Compensation Schedules included
herein as Attachment A as approved by Provider.

B. Non-Conforming Apreements. If a Payor desires to enter into a Payor Agreement or if a Payor
desires to modify any existing Payor Agreement in such a way that the rights or obligationsof
Provider would materially vary from this Agreement, Network shall provide written notice to
Provider of the Payor’s proposal (“Messenger Notice”). Provider shall have the option of
accepting or rejecting the Payor Agreement as presented in the Messenger Notice by providing
written notice to Network within the time period specified in the Messenger Notice, which
period of time shall be not less than ten (10) days or such other time as identified by Network,
Provider shall make an independent decision whether to accept or reject the proposed Payor
Agreement. Upon receipt of Provider’s response to the Messenger Notice, Provider agrees to
provide Covered Services as required by the Payor Agreement. Failure of Provider to respond
to the Messenger Notice within the time period specified shall be deemed a rejection by
Provider of the Messenger Notice. Network shall notify the Payor of Provider’s acceptance or
rejection of the Payor Agreement. Rejection of a new or modified Payor Agreement shall not
terminate Provider’s obligations under this Agreement with respect to Covered Services to be
provided to Covered Persons under other Payor Agreements as previously accepted by
Provider. For Non-Conforming Agreements, Network and Provider agree to comply with the
policies and procedures set forth in Attachment B.

Antitrust Compliance. All review of Payor Agreements by Network for either Conforming or Non-
Conforming Agreements (together referred to hereafter as "Payor Agreements™) shall be in
accordance with the Network's Antitrust Policy, which is attached as Attachment B. Such policy
may be amended from time to time by Network to reflect changes in laws orregulations.

Reasonable Assurances. Network shall use best efforts to enter into Payor Agreements that obligate

the Payor to:

A. Make payments for Covered Services on the basis of the applicable payment methodology as
agreed to by Provider;

B. Make payments to Provider within forty-five (45) days after receipt of a Clean Claim, unless
otherwise agreed; and

C. Provide an Identification System to assist in the identification of Covered Persons and the scope
of Covered Services applicable to Covered Persons if applicable to the Payor Agreement.
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Provider Compensation. Network shall secure from Payor a commitment to pay Provider, based
on the terms and conditions of reimbursement under a Payor Agreement. Provider shall bill only
for Covered Services performed by Provider. Provider agrees to accept as payment in full for
Covered Services the Compensation Schedule specified in the Payor Agreement or as specified and
accepted in Attachment A of this Agreement. Provider agrees that in no event, including, but not
limited to non-payment, Payor's refusal to pay for services or supplies deemed not to meet
contractual definitions of medical necessity in Health Benefit Plans as interpreted by Payor, Payor's
insolvency, or breach of this Agreement, shall Provider bill, charge, collect a deposit from, or have
any recourse against Beneficiaries, or persons other than the Payor acting on Covered Person's
behalf for Covered Services provided pursuant to this Agreement other than that which is provided
for in the applicable Health Benefits Plan. Provider agrees that for Covered Services rendered prior
to the termination of this Agreement, this Section shall survive the expiration or termination of this
Agreement regardless of the reason for termination, including insolvency of a Payor, and shall be
construed to be for the benefit of Beneficiaries.

Claims Submission. Provider agrees to submit Clean Claims within ninety-five (95) days from the
date of service. Provider agrees that failure to submit Clean Claims within the time required by the
Health Benefit Plan may result in disallowance of payment.

Coordination of Benefits. Provider agrees to cooperate with Payors in the coordination of benefits,
to provide Payor any relevant information that Provider may have relating to any other coverage
held by a Covered Person, and to abide by the coordination of benefits, subrogation and duplicate
coverage policies and procedures of Payor. Provider consents to the release of medical information
by Payor as necessary and lawful to accomplish coordination of benefits as permitted by law. If
Payor determines that Payor is not the primary carrier, and Provider's bill to the primary carrier(s)
was not computed on the basis specified in this Agreement, any further reimbursement to Provider
from a Payor may not exceed an amount which, when added to amounts shown on the explanation
of benefits from the primary carrier(s), equals the amounts specified in the Compensation Schedule.

Copayments and Deductibles. Provider is entitled to bill and has the responsibility to collect from
a Covered Person any applicable copayments, coinsurance or deductibles for Covered Services
according to the terms of the applicable Health Benefit Plan. Provider shall bill and collect
copayments, deductibles and any other fees that are the Covered Person's responsibility. Provider
may bill Covered Person or other responsible party at Provider’s usual and customary charge for
non-Covered Services. Provider agrees to use best efforts to notify Covered Person, in advance of
providing any non-Covered Service that the service is not covered by the Health Benefit Plan and
that Covered Person will be responsible for all charges.

V. RELATIONSHIP OF PARTIES

Independent Contractors. In the performance of the work, duties and obligations of the parties
pursuant to this Agreement, each of said parties shall at all times be acting and performing as an
independent contractor, and nothing in this Agreement shall be construed or deemed fo create a
relationship of employer and employee, partnership, joint venture, or principal and agent.

Non_Exclusive Participation. None of the Participating Providers, including Provider, be or
consider themselves to be exclusive or guaranteed Participating Providers to Network or any Payor
hereunder. Participating Providers, including Provider, may participate in any other provider
network or contract direct with a Payor(s) to and provide medical and healthcare services
independent of and apart from the Covered Services to be provided to Covered Persons pursuant to
this Agreement, as long as such participation or practice does not preclude Provider from
complying with the terms of this Agreement.

No Guarantee of Utilization. Provider acknowledges that there is no warranty or guarantee that (1)
Provider will be selected to participate as a member of any particular Health Benefit Plan, or (2) if
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selected, Provider will be utilized by a Covered Person or any number of Covered Persons within
the Health Benefit Plan.

Confidential Information. Both parties acknowledge that each has developed certain symbols,
trademarks, trade names, service marks, designs, data, processes, plans, procedures and
information, all of which is proprietary information and trade secrets of each party, and may not be
used by either, or by any other person or entity except as contemplated by this Agreement, orwith
the prior express written consent of the other party. Upon termination of this Agreement, both
parties shall cease any and all usage of any Confidential Information.

VI. TERM AND TERMINATION

Term. This Agreement shall remain in force and effect for a period of twelve (12) months from the
effective date as set forth on the signature page of this Agreement (“Initial Term”). At the end of
the Initial Term, this Agreement shall automatically renew for one (1) year periods thereafter unless
terminated as provided in this Agreement.

Without Cause Termination. In the event either party shall, with or without cause, at any time give
to the other party at least ninety (90) days advance written notice, this Agreement shall terminate
on the future date specified in such notice.

Termination for Breach, This Agreement may be terminated by either party for the failure, by
omission or commission in any substantial manner, of the other party to keep, observe or perform
any covenant, agreement, term or provision of this Agreement by either party and such default shall
have continued for a period of thirty (30) days after receipt of written notice thereof from the non-
defaulting party to the defaulting party.

Effect of Termination. Upon termination of this Agreement, neither party shall have any further
obligation hereunder, except that termination of this Agreement shall not affect the rights and
obligations of the parties hereto either arising out of transactions occurring prior to termination or
obligations, promises and covenants expressly made to extend beyond the term of this Agreement,
including without limitation Confidential Information.

Post-Termination Obligations. Following termination of this Agreement, other than for reasons
concerning Provider's medical incompetence, professional status or behavior, Provider shall
continue to provide Covered Services to, and will cooperate in arranging for appropriate referrals
for, any Covered Person who is under active treatment either until such treatment is completed or
responsibility is assumed by another Participating Provider. Provider shall be compensated for such
Covered Services per the applicable Compensation Schedule. Disputes regarding the necessity for
continued treatment by Provider in situations involving termination shall be resolved in accordance
with the state and federal rules and regulations.

VII. MISCELLANEOUS

No Indemnity. The parties agree that any liability arising from this Agreement shall be borne by
the responsible party. Each party shall be responsible for its own defense and resolution of any

claims against that party.

Governing Law. This Agreement has been executed and delivered, and shall be interpreted,
construed, and enforced pursuant to and in accordance with the laws of the State of Texas. El Paso,
Texas shall be the sole and exclusive venue for any litigation, special proceeding, or other
proceeding between the parties that may be brought or arise out of or in connection with or by
reason of this Agreement.

Third Party Covered Person. This Agreement is entered into by and between the parties hereto for
their sole benefit. Unless explicitly provided in this Agreement, there is no intent by either party to
create or establish third party Covered Person status or rights by any Covered Person, or other third
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party to this Agreement, and no such third party shall have any right to enforce any right or enjoy
any benefit created or established under this Agreement. This Agreement shall inure to the benefit
of and be binding upon only the parties hereto and not to their respective legal representatives,
successors and assigns, without the prior written consent of the other party.

Assignment, No assignment of this Agreement or the rights and obligations hereunder shall be valid
without the specific written consent of both patties hereto, which consent shall not be unreasonably
withheld, except that Network may assign this Agreement and all of Network's rights, duties and
obligations hereunder to a successor organization. This Agreement shall inure to the benefit of and
shall bind the successors and permitted assignees of the parties thereto.

Waiver of Breach. The waiver by either party of any breach or violation of any provision of this
Agreement shall not operate as, or be construed to be, a waiver of any subsequent breach of the
same or other provision hereof.

Force Majeure. Neither party shall be liable nor deemed to be in default for any delay or failure to
perform under this Agreement deemed to result, directly or indirectly, from any cause beyond the
reasonable control of either party, including without limitation, acts of God, civil or military
authority, acts of public enemy, fires, floods, strikes or regulatory delay or restraint.

Notice, Any material notice affecting the terms of this Agreement shall be in writing and shall be
deemed to have been made three (3) days after it is deposited in the United States mail, postage
prepaid, return receipt requested, and addressed as follows:

To Provider:
to the address shown in the most current Network Provider Directory.

To Network:

EPMN
9% Cypress Healthcare Consultants
2929 N Central Expressway, Suite 200

Richardson Texas 75080
or to such other address as shall have been given in writing by either party to the other.

Severability. In the event any provision of this Agreement is held to be invalid, illegal or
unenforceable for any reason and in any respect, such invalidity, illegality or unenforceability shall
in no event affect, prejudice or disturb the validity of the remainder of this Agreement, which shall
be in full force and effect and enforceable in accordance with its terms.

Gender and Number, Whenever the context of this Agreement requires, the gender of all words
herein shall include the masculine, feminine and neuter, and the number of all words herein shall
include the singular and plural.

Divisions and Headings. The divisions of this Agreement into sections and subsections and the use
of captions and headings in connection therewith are solely for convenience and shall have no legal
affect whatsoever in construing the provisions of this Agreement.

Entire Agreement. This Agreement and all Attachments shall constitute the entire agreement
relating to the subject matter between the parties. Each party acknowledges that no representation,
inducement, promise or agreement has been made, orally or otherwise, by the other party, or anyone
acting on behalf of the other party, unless such representation, inducement, promise or agreement
is embodied in this Agreement, expressly or by incorporation.

Amendments. This Agreement may be amended or modified in writing as mutually agreed upon
by the parties. Network may modify any provision of this Agreement upon thirty (30) days prior
written notice to Provider. Provider agrees to accept the Network's modification if Provider fails
to object to such modification, in writing, within the thirty (30) day notice period. Amendments or
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modifications of this Agreement that would materially affect the responsibilities or rights of
Provider shall require the written consent of both parties. . This Agreement and the amendments
thereto, if any, shall be in writing and executed in two or more counterparts by officials of each
party specifically authorized to execute such instruments.

The parties agree that applicable state and/or federal laws and/or regulations may make it necessary
to include in this Agreement specific provisions relevant to the subject matter contained herein. In
the event state and/or federal laws and/or regulations enacted after the Effective Date expressly
require specific langnage be included in this Agreement, such provisions are hereby incorporated
by reference without further notice or action of the parties and such provisions shall be effective as
of the effective date stated in such laws, rules or regulations.

Dispute Resolution. Any controversy, dispute or disagreement arising out of or relating to this
Agreement or the breach of this Agreement shall first be referred to mediation through the
American Health Lawyers Association using the dispute resolution procedures of the applicable
state Civil Remedies Code. Any issue or dispute remaining unresolved through mediation shall be
submitted to binding arbitration, which shall be conducted within the county of El Paso in the state
of Texas in accordance with the American Health Lawyers Association Alternative Dispute
Resolution Service Rules of Procedure for Arbitration, and judgment on the award rendered by the
arbitrator shall be binding, and may be entered in any court having jurisdiction.

Access to Books and Records. If this Agreement is determined to be subject to the provisions of
Section 952 of P.L. 96-499, or its equivalent, which governs access to books and records of
subcontractors of services to Medicare providers where the cost or value of such services under the
contract exceeds $10,000 over a 12-month period, Provider agrees to permit representatives of the
Secretary of the Department of Health and Human Services and the Comptroller General, in
accordance with criteria and procedures contained in applicable federal regulations, to have access
to its books, documents and records as necessary to verify the cost of services provided under this

Agreement.

The individual executing this Agreement on behalf of Provider hereby represents that such individual has
all necessary authority to enter into this Agreement and to bind the Physicians of Provider to the terms of

this Agreement.

-------------------- The Remainder of this Page Intentionally Left Blank-----=ve-nuvvuvem-
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IN WITNESS WHEREOF, the parties have executed this Agreement as of the Effective Date set forth

below.

I certify that ¥ am authorized to bind this practice and the individual providers, if applicable, to the
terms and conditions of this agreement

PROVIDER EPMN
Signature: Signature:
Print Name: Print Name:
Title: Title:
Date: Date:

(The Effective Date shall be the date of execution by Network)
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ATTACHMENT A
REIMBURSEMENT METHODOLOGY

A list of Conforming Agreements and Non-Conforming Agreements will be provided to Participating Physicians as
requested or periodically as provided for in EPMN’s policies and procedures. Non-Conforming Payor Agreements requiring
individual Physician acceptance are incorporated into this Attachment A by reference.

DISCOUNT FROM BILLED CHARGES METHODOLOGY

Physician agrees to accept the following as payment in full for Covered Services. Reimbursement will be at the lesser of
Physician’s usual and customary charges less any amounts specified in the applicable Health Benefit Plan for deductibles,
copayments or coinsurance as the responsibility of the Covered Person.

PHYSICIAN SERVICES

SERVICE

1. Global 80% of billed charges

Signature (only if accepted by Provider)

RBVRS REIMBURSEMENT METHODOLOGY

Physician agrees to accept the following RBRVS conversion factors as payment in full for Covered Services.
Reimbursement will be at the lesser of Physician’s usual and customary charges less any amounts specified in the applicable
Health Benefit Plan for deductibles, copayments or insurance as the responsibility of the Covered Person.

Reimbursement will be based on an RBRVS methodology. The following minimum conversion factor or factors will be
based on RBRVS as available from Ingenix or successor entity.

SERVICE REIMBURSEMENT
By Service
A. Evaluation and Management 130%
B. All Other 130%
C. HCPCS 100%

Signature (only if accepted by Provider)
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ATTACHMENT B
ANTITRUST POLICIES AND PROCEDURES

1. Purpose: Network will facilitate Payor Agreements as follows:

A. Offering payors the competitive advantage of a Participating Provider panel for managed care plans

while minimizing the need for extensive administrative costs from contracting with individual
healthcare providers.

Offering payors a new product--a diverse panel of Participating Providers from a variety of locations
and specialties who agree to participate in the Payor Agreement through Network.

Offering payors a single, more efficient source to contract for a variety of healthcare providers by
affiliating with Network for purposes of managed care contracting.

2.Role of Network in Conforming Agreements.

A

B.

C.

Provider shall authorize Network, or Network’s designee, to execute on Provider’s behalf any Payor
Agreement that conforms to the Provider’s established criteria (Conforming Agreements), which
criteria has become Network’s approved contracting criteria.

If requested in writing by a Payor, Network will provide information on the Provider’s approved
reimbursement methodologies.

Upon execution of a Conforming Agreement, Network shall notify each Participating Provider of the
Payor Agreement.

D. Payors remain free at all times to contract direct with Provider for Conforming Agreements.

3.Role of Network in Non-Conforming Agreements.
In all dealings with Payors involving contract opportunities that do not conform to the criteria established
by Participating Providers (Non-Conforming Agreement), Network will facilitate Payors® attempts to
assemble Participating Provider panels as follows:

A

Network will designate a non-Participating Provider employee or agent or independent third party
“(Liaison”) to objectively convey all price information between Payor and Participating Providers. The
Liaison will not negotiate for the Participating Provider, communicate to any Participating Provider the
Liaison’s or any other Participating Provider’s views or intentions as to the proposal, or otherwise
facilitate any agreement among Participating Providers on prices or other competitive terms under a
Non-Conforming Agreement.

Network may present objective information to each Payor regarding current market forces, including
an indication of the historical rates in the market and the rates Participating Providers might be likely
to accept if requested by the Payor.

Network may review non-price elements of the Non-Conforming Agreements that are not competitively
sensitive (e.g., timeliness of payment, mechanics of payments) on behalf of the Participating Providers.

The Liaison will objectively convey each Non-Conforming Agreement to each Participating Provider
without recommending acceptance or rejection of any offer or otherwise indicating “disapproval.”

The Liaison will solicit clarifications of any information regarding the Non-Conforming Agreement
and convey to Participating Providers any response from the Payor.

The Liaison will convey to the Payor the acceptance, rejection or specific views from each Participating
Provider regarding the Non-Conforming Agreement.
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G. Each individual Participating Provider will make a separate, independent and unilateral decision to
accept or reject a Non-Conforming Agreement.

H. Any information on prices or other competitive terms and/or any decision to accept or reject a Non-
Conforming Agreement will be obtained separately from each individual Participating Provider and
conveyed by the Liaison to the Payor in a neutral manner.

1. Payors remain free at all times to contract direct with Provider for Non-Conforming Agreements.

4, Restrictions: In all circumstances Network will not:

A. Promote, condone or patticipate in collective decisions by competing Participating Providers to
participate in or refuse Payor’s fee-for-service plans;

B. Dictate terms (price or otherwise) on which Participating Providers will participate in Payor’s fee-for-
service plans;

C. Share information among competing Participating Providers as to terms (price or otherwise) on which
they will contract or do business with any Payor’s fee-for-service plan, whether a Conforming
Agreement or a Non-Conforming Agreement, other than disclosing the terms agreed to with a particular
Payor in the course of discussions as described above; or

D. Deny Payors direct access to Participating Providers nor inhibit Participating Providers’ direct
contracting with Payors.
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ATTACHMENT C

LIST OF PROVIDERS IN PROVIDER AS OF THE
EFFECTIVE DATE OF THIS AGREEMENT

16




ATTACHMENT D

MEDICARE ADVANTAGE HMO, PPO, POS and PFFS
AMENDMENT TO THE EPMN d/b/a EL PASO MEDICAL NETWORK
PROVIDER PARTICIPATION AGREEMENT

CMS requires that specific terms and conditions be incorporated into the Physician Agreement to comply with the
Medicare laws, regulations, and CMS instructions, including, but not limited to the Medicare Prescription Drug,
Improvement and Modernization Act of 2003, Publ. L. No. 108-173, 117 Stat. 2006 (“MMA”") and except as provided
herein, all other provision of the Agreement not inconsistent herein shall remain in full force and effect.

Definitions:
Centers for Medicare and Medicaid Services (“CMS”): the agency within the Department of Health and Human Services
that administers the Medicare program.

Completion of Audit: completion of audit by the Department of Health and Human Services, the Government Accountability
Office, or their designees of a Medicare Advantage Organization, Medicare Advantage Organization contractor or related entity.

Downstream Entity: any party that enters into a written arrangement, acceptable to CMS, with persons or entities involved
with the MA benefit, below the level of the arrangement between an MA organization (or applicant) and a first tier entity. These
written arrangements continue down to the level of the ultimate provider of both health and administrativeservices.

Final Contract Period: the final term of the contract between CMS and the Medicare Advantage Organization.

First Tier Entity: any party that enters into a written arrangement, acceptable to CMS, with an MA organization or applicant
to provide administrative services or health care services for a Medicare eligible individual under the MA program.

Medicare Advantage (“MA”): an alternative to the traditional Medicare program in which private plans run by health insurance
companies provide health care benefits that eligible beneficiaries would otherwise receive directly from the Medicare program.

Medicare Advantage Organization (“MA Organization”): a public or private entity organized and licensed by a State as a
risk-bearing entity (with the exception of provider-sponsored organizations receiving waivers) that is certified by CMS as

meeting the MA contract requirements.

Member or Enrollee: a Medicare Advantage eligible individual who has enrolled in or elected coverage through a Medicare
Advantage Organization.

Provider: (1) any individual who is engaged in the delivery of health care services in a State and is licensed or certified by the
State to engage in that activity in the State; and (2) any entity that is engaged in the delivery of health care services in a State
and is licensed or certified to deliver those services if such licensing or certification is required by State law or regulation.

Related entity: any entity that is related to the MA organization by common ownership or control and (1) performs some of the
MA organization's management functions under contract or delegation; (2) furnishes services to Medicare enrollees under an
oral or written agreement; or (3) leases real property or sells materials to the MA organization at a cost of more than $2,500

during a contract period.

Required Provisions;

2. HHS, the Comptroller General, or their designees have the right to audit, evaluate, and inspect any pertinent information
for any particular contract period, including, but not limited to, any books, contracts, papers records or other documents
(including medical records and documentation of the first tier, downstream, and entities related to CMS’ contract with

the applicable MA Organization through 10 years from the final date of the final contract period of the contract entered
into between CMS and the MA organization or from the date of completion of any audit, whichever is later, [42 C.F.R.

§§ 422.504(i)(2)(i) and (ii)]
3. Physician will comply with the confidentiality and enrollee record accuracy requiremenfs, including; (1) abiding by
all Federal and State laws regarding confidentiality and disclosure of medical records, or other health and enrollment

information, (2) ensuring that medical information is released only in accordance with applicable Federal or State law,
or pursuant to court orders or subpoenas, (3) maintaining the records and information in an accurate and timely manner,
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10.

11.

12,

13.

and (4) ensuring timely access by enroliees to the records and information that pertain to them. [42 C.F.R. §§
422.504(a)(13) and 422.118]

Enrollees will not be held liable for payment of any fees that are the legal obligation of the MA organization. [42 C.F.R.
§§ 422.504(i)(3)(1) and 422.504(g)(1)(D)]

For all enrollees eligible for both Medicare and Medicaid, enrollees will not be held liable for Medicare Part A and B
cost sharing when the State is responsible for paying such amounts. Providers will be informed of Medicare and
Medicaid benefits and rules for enrollees eligible for Medicare and Medicaid. Physician or Downstream Entity may
not impose cost-sharing that exceeds the amount of cost-sharing that would be permitted with respect to the individual
under title XIX if the individual were not enrolled in such a MA Organization. Providers will: (1) accept the MA
Organization payment as payment in full, or (2) bill the appropriate State source. [42 C.F.R. §§ 422.504(i)(3)(i) and
422.504(g)(1)(D]

Any services or other activity performed in accordance with a contract or written agreements by Physician or a
Downstream Entity are consistent and comply with the MA organization's contractual obligations. [42 CF.R. §
422.504(1)(3)(iii)]

Physician and any related entity, contractor or subcontractor will comply with all applicable Medicare laws,
regulations, and CMS instructions. [42 C.F.R. §§ 422.504(i)(4)(v)]

Physician agrees to provide to Medicare Advantage Members the health care services for which Physician is licensed
and customarily provides in accordance with accepted medical and surgical standards in the community. Physician
shall make Covered Services available and accessible to Medicare Advantage Members, including telephone access to
Physician, on a twenty-four (24) hours, seven (7) days per week basis,

Physician understands and agrees that payments received by the MA Organization Medicare Advantage MA
Organization from CMS pursuant to MA Organization’s contract with CMS are Federal funds. As a result, Physician,
by entering into this Agreement and the terms of the Product Attachment, is subject to laws applicable to
individuals/entities receiving Federal funds, including but not limited to, Title VI of the Civil Rights Act of 1964 as
implemented by regulations at 45 C.F.R. part 84, the Age Discrimination Act of 1975 as implemented by regulations
at 45 C.F.R. part 91, the Rehabilitation Act of 1973, and the Americans with Disabilities Act.

In the event MA Organization’s Medicare Advantage contract with CMS terminates or MA Organization becomes
insolvent, Physician shall continue to provide Covered Services to Medicare Advantage Members who are hospitalized
through the later of: (a) the date for which premiums were paid, or (b) through the date of discharge. Physician is
prohibited by law from billing Medicare Advantage Members for such Covered Services. This provision shall survive
the termination of this Agreement or Product Attachment, regardless of the reason for termination, including the
insolvency of MA Organization, and shall supersede any oral or written agreement between Physician and a Medicare
Advantage Member.

Physician agrees to comply with MA Organization’s policies and procedures which operationalize many of the
requirements of the Agreement, this Product Attachment, and the Medicare Advantage program. Physician agrees to
comply with MA Organization’s quality improvement, administrative processes and procedures, utilization review,
peer review, grievance procedures, credentialing and recredentialing procedures, and any other policies the MA
Organization may implement, including amendments made to the above mentioned policies, procedures and programs
from time to time. In the event thata MA Organization policy or procedure conflicts with a provision in the Agreement,
then the language in the Agreement (including all amendments, exhibits, and attachments thereto) shall govern,

Physician shall preserve records applicable to Medicare Advantage Members or to MA Organization’s participation in
the Medicare Advantage Program, for the longer of' (i) the period of time required by State and Federal law, including
the period required by Medicare programs and contracts to which MA Organization is subject, or (ii) ten (10) years
from the date this Agreement ends or from the date of completion of any audit, whichever is longer, or longer if so
required by CMS.

Physician shall require all of its subcontractors, if any, to comply with all applicable Medicare laws, regulations and
CMS instructions. If Physician arranges for the provision of Covered Services from other health care providers for
Medicare Advantage Members, such contracts shall be in writing and shall specify the delegated activities and reporting
responsibilities, in addition to meeting the requirements described above. In the event that MA Organization delegates
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14.

15.

16.

17.

18.

19.

to Physician a selection of providers, MA Organization retains the right to approve, suspend or terminate
such delegation. The term “Subcontractor” as used in this section shall not refer to employees or other
individuals that perform services on behalf of Physician for which Physician bills such services under this
Agreement. Physician represents and warrants that such persons are subject to all terms and conditions of this
Amendment.

Physician understands and agrees that no person that provides health care services under this Amendment, or
persons that provide utilization review, medical social work or administrative services in support of services
billed under this Amendment by Physician may be an individual excluded from participation in Medicare
under Section 1128 or 1128A of the Social Security Act. Physician hereby certifies that no such excluded
person will provide such services under this Amendment and no such excluded persons will be employed by or
utilized by any “downstream” entity with which Physician contracts relating to the furnishing of these services
to Medicare Advantage Members.

Physician hereby acknowledges that MA Organization is required to provide CMS and other federal and state
regulatory agencies and accrediting organizations with encounter data as requested by such agencies and
organizations. Such data may include medical records and all other data necessary to characterize each
encounter between Physician and a Medicare Advantage Member. Physician agrees to cooperate with MA
Organization and to provide MA Organization with all such information in such form and manner as
requested by MA Organization.

Physician recognizes that as a Medicare Advantage organization, MA Organization is required to certify the
accuracy, completeness and truthfulness of data that CMS requests. Such data include encounter data,
payment data, and any other information provided to MA Organization by its contractors and subcontractors.
Physician and its subcontractors, if any, hereby certify that any such data submitted to MA Organization will
be accurate, complete and truthful. Upon request, Physician shall make such certification in the form and
manner prescribed by MA Organization.

Physician agrees to cooperate with MA Organization in resolving any Medicare Advantage Member
complaints related to coverage for the provision of Covered Services. MA Organization will notify Physician
as necessary concerning all Medicare Advantage Member complaints involving Physician. Physician shall, in
accordance with the Physician’s regular procedures, investigate such complaints and respond to MA
Organization in the required time. Physician shall use best efforts to resolve complaints in a fair and equitable
manner.

Physician shall (and shall cause its subcontractors to) institute, operate, and maintain an effective compliance
program to detect, correct and prevent the incidence of non-compliance with CMS requirements and the
incidence of fraud, waste and abuse relating to the operation of MA Organization’s Medicare Program. Such
compliance program shall be appropriate to Physician’s or subcontractor’s organization and operations and
shall include: (a) written policies, procedures and standards of conduct articulating the entity’s commitment
to comply with federal and state laws; and

(b) for all officers, directors, employees, contractors and agents of Hospital or subcontractor, required
participation in effective compliance and anti-fraud training and education that is consistent with guidance
that CMS has or may issue with respect to compliance and anti-fraud and abuse initiatives, unless exempt
from such training under relevant CMS regulations.

MA Organization shall arrange for Physician to be compensated for health care services rendered to
Medicare Advantage Members in accordance with Section 2 of this Product Attachment. The MA
organization shall promptly pay the Physician in accordance with [42 C.F.R. §§ 422.520(b) (1) and (2)]. In
accordance with 42 CFR 422.520(a)(1), MA Organization shall pay clean claims submitted by Physician for
Covered Services provided to Medicare Advantage Members within thirty (30) calendar days of receipt. The
term “clean claim” shall have the meaning assigned in 42 CFR 422.500. MA Organization shall pay interest
on clean claims that are not paid within thirty (30) calendar days of such receipt by MA Organization at the
rate of interest established by the Secretary of the Treasury of the United States, and published in the Federal
Register for the most recent period. 42 CFR 422.520(b)(1) and (2).
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Clover Health Partners

Clover Health, a next-generation Medicare organization, is excited to
announce its participation in the new Centers for Medicare and Medicaid
Services (CMS) Direct Contracting Model with the launch of Clover Health
Partners (CHP). CHP is currently seeking future partners for the 2022
performance year.

The new Direct Contracting Model is part of the CMS strategy to support the redesign of primary care
to drive broader delivery system reform, reduce expenditures, and preserve or enhance quality of care
for beneficiaries in Medicare fee-for-service (FFS). CHP is uniquely positioned to partner with primary
care providers to jointly achieve these goals. By joining, you will also earn approximately 30% more
per visit with your aligned Medicare FFS beneficiaries.

CHP is led by an experienced clinical team and currently has over 2,500 affiliated providers. CHP
healthcare experts will support Participant Providers’ operations with Clover Health’s industry-leading
technology platform, the Clover Assistant. Participant Providers will be furnished with Clover Health’s
technology, the Clover Assistant, at no cost.

The Clover Assistant is a web-based application powered by clinical and claims data on Medicare
beneficiaries. The Clover Assistant allows us to support you by:

e Dynamically surfacing up-to-date, patient-specific information, including care gaps, medications,
and potential diagnoses

e Providing you with a comprehensive view, populated with data from anywhere aligned beneficiaries
have received care

e Complementing—not replacing—current documentation processes

Partnering with CHP and using the Clover Assistant at the point of care is designed to empower
Participant Providers to improve the continuity of care and drive quality outcomes for your patients
while also increasing your Original Medicare FFS reimbursement.

Below is an example® of the approximate reimbursement increase you can anticipate:

Forecasted Medicare FFS Incremental Reimbursement

Medicare Fee for Service Patients Incremental Annual Reimbursement
250 $30,000
500 $60,000
1,000 $120,000

MAssumes an average of four (4) visits per patient per year



Working Together to Achieve Better Care at Lower Costs

To achieve the goals set by CMS, CHP has assembled a network of specialists and ancillary facilities
including but not limited to skilled nursing facilities, home health, and in-home care. This preferred
network will collaborate with Participant Providers to improve the care management, quality, and cost of
care delivered through Clover Health Partners direct contracting.

In addition, Participant Providers will be supported by:

e Transparent referral management to preferred entities that support strong communication and
deliver better quality outcomes

o Site-of-service decision support such as discharge planning
o Referrals to complex care programs to support your patients
 Improved coordination throughout the care continuum

e Enhanced management of patients with complex care needs through alignment with in-home
primary care, home health, and hospice partners

If you are interested in becoming a Participant Provider or would like to learn more about how aligning
with Clover Health Partners and the Clover Assistant can support you in managing the overall health of
your Medicare FFS patients as well as the overall financial health of your practice, please call or email:

EPMN

Manuel Borrego, MD
President of the Board
817-631-9751
jeff@cypresshcc.com

Participation is limited.
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