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Central Californin Allinnce for Health
Primary Care Physician Services Agreement

RECITALS

This Primary Care Physiclan Services Agreement (“Agreement”) is made and entered into as of the Commencement
Date specified herein, by and betweon Santa Cruz-Monterey-Merced Managed Medical Care Comimission, doing
business as Central California Alliance for Health (“Plan®), and the County of Monterey, a political subdivision of
the State of Californla, doing business as Natividad Medioal Centor, on behalf of its Natividad Medical Center
Specialty Clinic (“Provider”), with reference to the following facts:

WHEREAS, Plan has entered into or will enter into a contract or contracts with the State of California Drepartment
of Health Care Services (“DHCS”) or other entities under which the Plan has agreed to arrange for the provision of
health care servicos and benefits lo eligible Santa Cruz, Monterey, and Metced County Medi-Cal beneficiaries or
other covored Individuals under {he programs identified in Exhibit A hereto,

WHEREAS, Provider desires to participate i Plan’s network of contracting providers by providing Covered
Services, including Primary Care Physioian Services, to Members.

NOW THEREFORE, in consideration of the foregoing and for other good and valuable consideration, the parties
hereto agree as follows:

ARTICLE 1
DEFINITIONS

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

1.1 Acgreditation Organization. Acereditation Orgenization means any organization engaged In accrediting or
certifying Plan or Providers,

1.2, Case Managed Services, Case Managoed Services shall mean providing or arranging for all Covered
Services including health agsessments, identification of risks, treatment planning, inftiation of intervention
and health education deemed Medically Necessary, consultation, reforral for consultation and additionat
health cate services; coordination of Medically Necessary Covered Services; provision of preventive
services in accordance with established standards and perfodicity schedulos; maintenance of a medical
record with documentation of referral services, and follow-up as medically indicated, including but not \
limited to post-Emergency follow-up; ordering of therapy, admission to hospitals, coordinated hogpital '
discharge planning that includes necessary post-discharge care, and referral to services, Case Managed
Services includes the responsibility for organizing and monitoring a pattern of supportive medical resources
and continvity of cate, so that Members may be appropriately served by madical advice and supetvision
seven (7) days each week and twenty-four (24) hours per day, Case Managed Services, also known ag
Primary Care Physician Services subject to Case Management, are described in the Provider Manual,

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

14, Commencement Date, Commencement Date is the date this Agreement becomes effective, as specified in
Section 5,1, I

1.5. Covered Setvices, Covered Services are those Medically Necessary health care services, supplies and
benefits which ate requited by a Member pursuant to the coverage provisions of a Program, as lurther
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1.6,

L7,

1.3

1.9,

1.10,

L,

112,

1.13,

1.14,

1.15,

1.16.

1.17.

specified in the Program Requirements and in the applicable Member Group Contracts and Membership
Contracts.

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

Covering Physicians. Covering Physicians are Primary Care Physicians who have entered into contracts
with Provider to provide Primary Care Physician Services under the terms of this Agreement when
Provider is not available and who ate Participating Providers or have been approved by the Plan,

DHCS. DHCS is the State of California Department of Health Care Services, the agency responsible for
administering the Medi-Cal program in California,

Emergency Services, Emergency Services are health care services furnished by a qualified provider and
needed to evaluage or stabilize a medical condition, including a psychiatric emergency medical condition
(as defined in California Hoalth and Safety Code Section 1317,1(k)(1)), which is manifested by acute
symptoms of sufficient severity, including severe pain, such that a prudent lay petson who possesses an
average knowledge of health and medicine could reasonably expect the absence of immediate medical
attention to result in (i} placing the health of Member (or in the case of & pregnant Member, the health of
the Momber or her unborn ohild) in serious jecpardy, (if) serious impairment to bodily functions, or (i)
serious dysfunction of any bodily organ.or part.

Fiscgl Year. liscal Year of Plan shall mean each twelve (12) month period beginning January 1st and
ending December 31st.

Law, Law means any and all laws and regulations of the State of California or of the United States and all
orders, insiructions and other requirements of any government agency which are applicable to this
Agreement,

Linked Member. Linked Member shall mean a Member that has been assigned to Provider as their Primary
Care Physician, pursusnt to Plan's policies for such assignment as set forth in the Provider Manual, for the
provision of Case Managed Services and Primary Care Physician Services.

Medl-Cal Providet Menual, Medl-Cal Provider Manual means the DHCS provider manual, issued by
DHCS’ fiscal intermediary,

Medically Necessary, Medlonlly Necessary means, unless otherwise defined in & Membership Contract,
Program Requirements or by Law, those reasonable and necessary services to protect life, to prevent
significant illness or significant disability, or to allevizte severe pain through the dlagnosis or treatment of
disease, ilness, or injury, No service or supply is a Covered Service unless it is Medically Necessary.

Membor. Member is an individual who is enrolled in a Program and who is determined to be eligible for
membetship tn the applicable Program zs of the date of service.

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

Member Payment, Member Payment medns an amount (whether expressed as either a percentage of cost or
as a specifie dollar amount) that a Member is obligated to pay direcily to a Parlicipating Provider for a
specific service in accordance with the Program under which he or she 15 covered and in accordance with
any applicable Membership Contract, Membor Payments shall include, but not be limited to, those
payments coimonly referred to as “coinsurance,” “copayments,” and/or “deductibles.”
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1.22,

1.23,

1.24.

1.25.

1.26.

1.27.
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1.29,

Membership Contraci(s). Membership Contract(s) refers to the evidences of coverage or member
handbooks, as amended fiom time to time, that the Plan issues to jts Mombers snd that include complete
deseriptions of the terms, conditions and benefits available to Members under applicable Programs.

Participating Provider(s), Participating Provider(s) are physicians, medical groups, IPAs, health care
professionals, hospitals, facilities and other providers of health care services ot supplics that have entered
into written contracts directly or indirectly with Plan to provide Covered Servioos to Members pursuant to a
Program.

Primaty Carg Physician (“PCP”). PCP is a Participating Provider who provides Pritnary Care Physician
Services to Members. PCP must meet Plan’s criteria for participation as a PCP. Primary Care Physicians
must be physicians practicing in the fields of gencral medicine, internal medicine, family practice,
pediatrics, or obstetrics and gynscology, or another specialty approved by Plan and DHCS,

Primary Care Physiciun Services, Primary Care Physiclan Services are those Case Managed Services.and
other Covered Services provided by Provider to Members ag further described in this Agreement and in the
Provider Manual,

Program, Program means any health care plan for the provision of Covered Services as more fully
deserlbed in the Exhibits hereto, the Provider Manual, and any appiicable Membership Contract(s), as oach
may be amended from time to time. The speclfic Program(s) under which Provider renders Covered
Services are sef forth on the Schedule of Programs attached as Exhibit A heroto, as may be amended from
time to time,

Program Requirements, Program Requiremtents ate those requirements as established under Law and
through any Member Group Contracts and Membership Contracts applicable to specific Programs as
summarized in the Exhibils hersto,

Provider Manual. Provider Manual means that document or series of dosuments created, maintained,
updated and distributed from time to time by Plan that describes the Plan’s policies and procedtires and
provides administrative and Program Requirements for Provider, The Provider Manval is incorporated into
this Agreement and made a part hereof,

Provider Professional(s). Provider Professional(s) are Participating Providets who are physiclans and other
professionals wheo are sharcholders or partners of, employed by or contract with Provider to delfver
Covered Sexvices hereunder, Provider Professionais must meet Plan’s criteria for participation as a
Participating Provider, References to Provider hereunder shall include Provider and its Provider
Professionals.

Quality Management and Improvement (*QI”) Program. Quality Management and Improvement (“QI")
Program are those stanclards, protocols, policies and procedures adopted by Plan Lo monitor and Improve
the quality of clinical care and quality of services provided to Members. A summary of the QI Program i
included in the Provider Manual, which may be updated from time to time by Plan,

Refercal Services, Reforral Services shall mean any Covered Services provided by physicians which are
not Primary Care Physician Services, and which are provided by physicians on reforral from a Primary
Care Physician,

Self-Referrsl Services. Self-Referral Services are those Covered Services, including Emergency Sorvices,
that Members may acoess without a referral as set forth for each Program in the Membership Contracts and
Provider Manual, Self-Referral Services are subject to the Plan’s UM Program,

Utilization Management (“UM™) Program. Utilization Management (“"UM") Program are those standards,
protocols, policies and procedures adopted by Plan regarding the management, review and approval of the
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provision of Covered Services to Members. The UM Program is included In the Provider Manual, which
may be updated flom time to time by Flan,

ARTICLE IL,
DUTIES OF FROYIDER

Primary Care Physician Services. Provider shall provide Covered Services, including Primary Care
Physician Services, in accordance with the terms and conditions set forth in this Agreement, the Provider
Mmual, the Plen’s QI and UM Programs, the applicable Program Requirements, applicable Accreditation
Organization standatds and the Law, Provider shall be the sole source of primary medical contact and
advice for its Linked Members and shali be responsible for Caso Managed Services for Linked Members
except for Emergency Services, Self-Referral Services and non-Covered Services, Provider shall verify a
Member's eligibillty with Plan ptior to rendering non-Emergency Services, Provider shall comply with
prospective, concurrent and post-service review requirements as specified in the UM Program. Provider
shall ensure that Covered Services providad under this Agresment are readily available, nocessible,
appropriate, and provided in a prompt and efficient manner as required by applicable Law,

Referral Services. Provider shall arrange any necessary Referral Services to be provided by specialists or
other providers in accordance with the Plan’s UM Progran by referring Members to the Plan’s seleetion of
Participating Providers, except for Emergency Services, Self-Referral Scrvices, and in other cases where
the Plan authorizes such a referral. Provider shall obtain a referral from the Membet’s Primary Care
Provider and an authorization request approved by Plan, if required by Plan, prior to providing Referral
Services to Members who are not Linked Members, except for Bmergency Services and Self-Referral
Services,

Professional Standards, The primary concern of Provider shall be the quality of Covered Services provided
to Members, All Covered Services provided by Provider shall be provided by duly Hicensed, certified or
otherwise authorized professional persennel in accordance with (i) the generally aceopted medical and
surgical practices and standards prevailing in the applicable professional community at the time of
treatment, (i) Plan’s QT and UM Prograwms, (iif) applicable rules and regulations of California state medical
boarda, (iv) Law, and (v) the standards of Acorcditation Organizations,

2.3.1,  Ligensure of Provider. Provider shall maintain in good standing at all times and ensure that any
and all professionals that provide or assist Provider in the provision of Covered Services
hereunder maintain In good standing at all times, any and all licenses, certificates, and/or
approvals requlred under Law and by the Plan,

2,32,  Hospital Privileges, Provider shall maintain in good standing at all times medical staff
membership and clinical privileges, or have executed 4 formal agreement with another physician
to admit and follow patients, at one or more of the Plan’s contracted network hospital(s) as
necessary o provide Covered Services to Members,

23.3. NpConflicts, Provider is not subject to any agreements or obligations that would interfere with
Provider’s ability to enter into or perform its obligations under this Agreewment in accordance with
fts terms,

234, Credentialing, Provider and its Provider Professionals shall meet Plan’s credentialing standards as
specified in the Provider Manual and must be approved by the Plan before providing Covered
Services to Members. Provider shall respond to requests from Plan for eredentialing information,
Failure to timely respond to such requests shall be grounds for termination pursuant to Section 5,2
hereto,

235, Rightto Withdraw. Plan reserves the right to immediately withdraw from Provider any or all
Members in the event that the health or safety of Members is endangered by the actions of
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2.3

2.6,

2.7,

2.8

Provider or if Provider ceases to maintaln required licenses, hospltal privileges, or ceases to meet
Plan’s credentialing erlierla,

23.6.  Change in Status or Information. Provider shall immediately notify Plan in writing of sny change
in licensuro or hospital privilege status, any change in information provided to Plan through the
credentinling process, and any change in address or practice status,

Access and Availabillty, Provider shall comply with the access and availability roquirements and
conditions for each applicable Program as required by Law and s further delineated in the Provider
Manual, including but not limited to prompt scheduling of appointments and availability of Primary Care
Physician Services,

Coyoring Physicians, If Provider and its Provider Professionals are unable to provide Covered Services
from time to time, Provider shall secure the ssrvices of qualified Covering Physiclans who are Particlpating
Providers or who otherwise meet the Plan's credentialing criteria and who are approved by the Plan fo
provide Primary Care Physician Services to Members, Provider shall enter info written agreements with
Provider Prefessionals and Covering Physicians censistent with the terms and conditions of this Agreement
and the requirements of Law. Provider shall provide the Plan with n complete list of its Provider
Professionals and Covering Physicians, together with the information required by the Plan for eredentialing
and plan administration, which this Agreement is signed and thereafter whenever requested by the Plan,
Upon request, Provider shall make such written ngreements available to Plan or any applicable government
agenocy, for review and approval,

Acceptance and Transfer of Members. Provider agrees to provide Primary Care Physician Services to at
least one hundred (100) Linked Members, unless excepted by Plan. The Plan process for linking Members
to Provider is described in the Provider Manual, Provider may not impose any limitations on the
acceptance of Members for care or treafment that are not imposed on other patients, Provider shall not
requost or demand the transfer, discharge, or removal of any Member for reasons of the Member’s need for,
or ytilization of, Primary Care Physician Services, except in accordance with the procedures established by
Plan for such action. Provider shall not request or demand the transfer, discharge or removal of any
Member while the Member g hosplialized ot ls in the middle of a course of treatmont and a determination
has been made that interruption of care would be detrimental to the health of the Member, Provider shall
not refuse or fail to provide ot arrange Primary Care Physiciun Services to any Linked Member. Provider
shall be responsible for a Linked Member’s Case Managed Services until the time such Linked Member's
Primary Care Physician is changed In accordance with Plan’s policies.

Medical Records, Provider shall maintain all patient medical records rolating to Covered Services provided
to Members, in such form and containing such information as required by the Provider Mauual, QI and UM
Programs, Acereditation Organizations and Law, Medical records shall be maintained in a manner that is
current, detailed, crganized and permits effective patient care and quality review by Provider and Plan
pursvant to the QI Program. Medlical records shall be maintained in a form and physical location which is
accessible to Provider, Plan, government agencies and Acoreditation Organizations, U pon roquest and
within the timeframe requested, Provider shall provide to Plan, at Provider’s expense, copies of Member
medical records for purposes of conducting quality assurance, case management and utilization review,
credentialing and peer review, claims processing, verification and payment, resolving Member grievances
and appoals and other activities reasonably necessary for the proper administration of the applicable
Program consistent with Law, The provisions of this Section shall survive termination of this Agresment
for the petied of time required by Law,

Insuranco, Provider shall maintain profeasional and general fiability insurance in the minimum amounts
required by Law but not less than one million deflara ($1,000,000) per oceurrence and three million dollars
($3,000,000) aggregate, to apply separatoly for each physician and health care practitioner who is insyred
under the policy (or policies) and for a period of seven (7) years following termination, In the event
Provider procures a “claims made” policy as distingulshed from an ocenrrence policy, Provider shall
procure and majntain prior to termination of such insurance, continuing tail or extsnded reporting coverage
for a perfod of not less than seven (7) years following such termination,



2.9,

2,10,

211,

Provider, at its sole cost and expense, shall also maintain throughout the term of this Agreement, workers'
compensation insurance as required by the State of California and general liability insutance, including but
not limited to premises, personal injury and contractual Hability insurance, in a minimum amount of one
million dollars ($1,000,000) per occursence, combined single limit, bodily injury and property damage, to
insure Provider and lts employees, agents, and representatives against claims for damages arlging by reason
of (i) personal Injuries or death occasioned in connection with the performance of any Covered Seryices
provided under this Agresment, (i) the use of any property and facilitios of the Provider, and (Hi) activities
petformed in comnection with this Agreement,

All insurance required of Provider under this Agrosment shall be provided by insurers licensed to do
business in the Stete of California and who have obteined an AM. Best financial strength rating of A- or
better and are classified by A M. Best as being of financial size category VIIT or greater. Provider may
substitute comparable self~insurance coverage for the Insurance coverage required by this Section only
upon the prior written approval of Plan,

A certificate of insurance shall be issued to Plan prior to the Commencement Date and upon each renewal
of the tnsurance coverage specified in this Section. The certificate shall provide that Plan shall receive
thirty (30) days prior written notice of cancellation or material reduction in the insurance coverage
specifiod in this Section, Notwithstanding anything to the contrary, if Provider has a claims-made based
policy and such policy (or policies) is cancelled or not renewed, Provider agrees to exercise any option
contained in the policy (or policies) to extend the reporting petiod 1o the maximum period permiited;
provided, however, that Provider need not exercise such option if the superseding insurer will accept all
prior olaims. Notwithstanding any other provision of this Agreement, Provider’s failure to provide the
certificate of insurance shall be grounds for immediato termination of thiy Agreement,

Notice of Charges. Provider shall notify Plan immediately of the issuance of any formal charges against
Provider or any professional delivering Covered Services on behalf of Provider by any governmental
authority or licensing or Accreditation Organization which would, if sustained, Impact the Provider’s
ability to comply with its duties and obligations pursuant to this Agrecment. Provider shall further notify
the Plan immediately of the initiation of any formal inquiry, investigation, or review with or by any
licensing or regulatory authority, peer review organization, hospital committee, or other committes,
organization or body which reviews quality of medicel care which complaint, inquiry, investigation, or
review directly or indirectly, evaluates or focuses on the quality of care provided by Provider either in any
specific instance or in general, Provider does not walve Its rights to confidentiality protections provided
under State or federal law, mcluding California Bvidence Code Section 1157,

Adminisirative Requirements. Provider agrees te perform its duties under this Agresment in accordance
with Plan’s administrative guidslines, policies and procedures as set forth n this Agreement, the Provider
Manual, the Medi-Cal Provider Manual and Law. Tn the event of a conflict between this Agreement and
the Provider Manual, the terms of this Agreement shall govern, In the event of a conflict between the
Medi-Cal Provider Manual and either this Agreement or the Provider Manual, this Agreement or the

Provider Manual, as applicable, will govern,

Data Requirements,

2,111, General Data and Informatlon, Provider shall maintain and provide at no cost to Flan, upen
written request, any and all information as reasonably required by Plan, Law, government agencies
or Accreditation Organizations. Provider shall submit such information and data to Plan in the
format and within the time periods specified by Plan. Upon reasonable request, Provider shall
allow Plan personnel reasonable on-site acoess to Provider records in connection with Plan’s Ql
Program, UM Program or for other valid purposes, Provider shall accurately and completely
maintajn all Information and data required by this Agreement, including medical records,
necossary Lo characterize the scope and purpose of Covered Services provided to Members for the
time period required by Law,
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2,112, Covered Services Documentation. Upon reasonable request and as required by the Provider
Manual, Provider shall provide Plan with Covered Services Documentation at no cost to Plan.
Provider will utilize snd cooperate with Plan reporting tools for Covered Services Documentation
as set forth in the Provider Manual. All Covered Setvices Documentation shall be provided on a
timely basis and shalf be supported by information recorded In the applicable Member’s medical
chart. By signing this Agreement, Provider hereby attests to the accuracy, completeness and
truthfulness of all Covered Services Dooumentation provided pursyant to this Agreement,
Provider shall provide additional attestations as requested by the Plan to support the aceuracy,
completeness and truthfulness of the Cevered Services Documontation,

2.11.2.1. Without limiting Section 2.11.2 above, Provider shall provide encounter data in the
format of & claim to Plan within thirty (30) days of the provision of Case Managed
Services to Provider’s Linked Membars, if Provider is patd capitation for such Members.
Such encounter data shalf contain the elements and shall be on the form and in the format
as sot forth in the Provider Manual,

Pharmageuticals, If Provider is liconsed to prescribe drugs and medications, Provider shal] preseribe drugs
and medications in accordance with all applioable Law &nd the Plan’s drug formulary, Plan’s drug
formulay is the Medi-Cal drug contract list as specifically modified by Plan, Provider may access the
Flan’s formulary online at hitp.//www.cceh-alliance,org/formulary.html to find out if a particular
medication is listed,

HIPAA Compliance. Provider represents and warrants that if is presently and shall remain at all relevent
times compliant with the requirements of the Health Insyrance Portability and Accountability Act of 1996,
as amended (“HIPAA™). Provider represonts and warrants with respect to all Protected Health Information
(“FHI™), (as defined under 45 C.I.R, § 164,501), that it is a Covered Bntity under 45 C.F.R. Section
164.501 {(and not a business assoclate of Plan), and that it shall use all appropriate safeguards to provent the
use ot disclosure of PHI other than as allowed by Law,

ldentification of California Children’s Services Bligible Conditions. Provider will comply with Plan’s
policies and procedures as described in the Provider Manual for the idemtification and referral of Members
with suspectod California Children’s Services (“CCS”) eligible conditions to the local CCS Program
Office. 1f'a CCS oligible Member is identified, Provider shafl continue to provide gll Primary Care
Physiclan Services other than those services necessary to treat the CCS oligible condition. Provider agrees
to coordinate services for such CCS eligible Mombers with CCS specialty providers and the CCS Program,

Training, Provider and its practitioners and staff will participate in applicable training programs available
through the Plan as required by any applicable Member Group Contract or as required by the Plan to
address any Plan policies and procedures, The Plan will notify Provider of any training program that must
be completed pursuant to a Member Group Contract and the timeframe for completing such requived
teaining,

ARTICLE I,
DUTEES OF PLAN

Assignment of Members, Plan shall allow Members whose Program and status tequires assignment of a
Primary Care Physician to select and then be assigned to a Primary Care Physician and shall assign
Members who do not make such a galsction in accordance with Plan policies. A Member that selects and is
assigned or does not select and is assigned to a Primary Care Physician Is considered to be a Linked
Member as to the Primary Care Physician for the provision of all Primary Care Physician Services,

Plan Commnnications. Plan shall establish a system of Member identification, communicate the
requirements of the Provider Manual to Participating Providers, and idoutify Participating Providers o
Mombers, Plan shall be responsible for providing applicable notification to Members upon hotification of
termlination of Provider,
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4.1,

4.2,

4.3.

Records. Plan shall maintain and furnish such records and documents as may be required by applicable
Law, and shall create, maintain and transmit such records and documents in accordance with generally
accepted Industry standards and the requiremertts of applicablo Laws.

Licensure. Plan shall maintain such licenses es ate nocessaty for the performance of its obligations
hereunder,

Limijtations, Plan makes no representations or guarantees concerning the mumber of Members it can or will
assign to Provider under this Agreement, Plan shall not be obligated to include Provider in all Participating
Provider directories or in all Programs or to utilize er market Provider for sll services available from
Provider,

Continuatien of Care, In the event this Agreement is terminated due to Plan’s insolvency, Plan shal
provide for continuation of Covered Services to Mombers for the duration of the period for which payment
has been made by DHCS to Plan, as well as for mpatient admissions until discharge, Plan shall comply
with its legal obligations to ensure continuity of care for Its Members pursuant to California Law,

ARTICLE IV,
COMPINSATION

Submission of Claims, Provider agrees to submit to Plan all foe-for-sarvice Complets Clalms for Clovered
Services rendered to eligible Members, Complete Claims shall be submitted to the location described in
the Provider Manwal within one (1) year of the provision of Covered Services and in the format specified in
the Provider Manual, Complete Claims will be pald within the timeframe required by Law ps applicable to
each Progtam. If Plan is the secondary payor, coordination of benefits olaims may be submitted within
ninety (90) days afier the primary payor’s date of payment or date of contest, denial or notice, if such
period is longer than one (1) year. Plan may deny paymont for claims not submitted by Provider within the
timefinme set forth above and in accordance with the billing procedures set forth in the Provider Manual,
Provider agrees that Plan will be materially damaged by late ctalm submitals and agrees to waive any right
to assert that {t is entitied to payment for claims nsserted boyond the time periods specified above, unless
Provider submits a dispute pursuant to Section 6.5 and shows good vause for delay,

Payment, Plan shall pay Provider for Cevered Services rendered to eligible Members in accordance with
the provisions of this Agreement, including Exhibit 1 hereto, and the Provider Manual, Provider agrees to
aceept such amounts paid by Plan, and any applicable Member Payment, as payment i full,

Adjustments to Payments, Only those charges for Covered Services billed in accordance with the Plan's
claims coding standards will be payeble. If Plan determines that services rendered are inapproptiate or not
Medically Necessary, coding practices do not comply with Plan standards, payment is not in accordance
with the terms of this Agreement or services were providad to a patfent who was not an eligible Member as
of the date of service, Plan may deny, reduce, or otherwise adjust paymeont to Provider, The Plan may also
adjust payment rates as specified in Exhibit & for the following reasons:

4.3.1.  Adjustments to Fee Schedules, In the event a government program (including, without limitation,
the Medi-Cal Program, as defined in Exhibit B) revises a payment rale or a procedure or revenye
cade under a Program fee schedule pursuant to which payrients are determined yoder thi
Agreement, Plan shall, in order to ensure payment according to the current fee schedule, adopt
such adjustments in the same manner and on the same effective date as adopted by the government
progeam,

432,  Audit and Recovery, Plan, or the Plan’s third party designee, shall have the right o conduct
periodic andits of all records maintained by the Provider with respect to all payments received by
Provider from Plan for Covered Services rendered to Members during the term of this Agreement,
I an audit shows that the Plan has overpald any olaim ot if Plan identifies an overpayment through
any other process, Plan will send & written request for the reimbursement of the overpaymen{



4.4,

4.5.

4,6,

4.7,

within one year (365 days) of the date of the claim overpayment as required by applicable Law,
unless the overpayment was caused {n whole or it part by Provider's fraud or misrepresentation,

In which case Plan shall not be limited to 365 days. If Provider does not contest the Plan’s request
for reimbursement of the overpayment within thirty (30) days in writing or reimburse the Plan, the

Plan may offset or recoup the amounts overpald against amounts due end owing from Plan to
Provider. If Provider contests a request for reimbursement, then Provider shall send a written
notice to Plan stating the basis for which the ¢laim was not overpald and the matter shall be
resolved in accordance with the Plan’s provider dispute resotution process in Section 6.5 of this
Agreoment and the Provider Manual, This provision shall survive the terminatlon of this
Apreement,

Coordination of Bengfits. Provider agrees to comply with the Plan’s coordination of benefits (“COB"
policies and procodures as specified in this Agreement, the Provider Manual, the Membership Contracts,
and any applicable Law,

44.1.  Member Screening, Provider agroes to scroen each Member receiving Covered Services to
determine if the Member has Medicare coverage or other health coverage, and agrees to provide
such information to Plan upon request,

44,2, Plan is Primary, When Plan s primary under the Plan’s coordination of benefits rules, Plan shall
pay Provider, as set forth in this Agreement, the amount due for Covered Services rendered to
Members.

4.4.3. Plan is Secondary, When Plan is secondary under the Plan’s coordination of benefiis rules, Plan
shall pay for Covered Services according to the Plan’s policles and procedures as set forth in the
Provider Manual. Plan will deny claling from Provider if it fails to first make recovertes from
other health care coverage sources,

444. Refund, If following payment by Plan for Covered Services Provider discovers that it fs entitled
to payment or receives payment from another payor that is primary to Plan, Provider shall notify
Plan and refimd any amount overpaid by Plan within thirty {30} days,

Claim Coirection Requests and Digputes, If Provider belioves Provider is entitled to any payment for a
Covered Service from Plan, or for payment in oxcess of the amount the Plan hag paid or indicated it wiil
pay, then Provider shall not directly or indireotly bil! for or sesk to collect from Plan any such payment or
additional payment for Covered Services beyond the amount that Plan has paid or indicated it will pay for
such Covered Setvices excopt pursuant fo either a request for a clalm correction submitted to the Clalms
Department as specified in the Provider Manual, or pursuant to dispute filed with Plan as specified in
Section 6,5 of this Agreement and the Provider Mamal.,

Hold Hanmless, Provider agrees that, in no event, including but not limited to nonpayment by Plan,
insolvency of Plan, breach of this agreement, or denial of claims by Plan due to Provider’s failure to
properly submit claims, shall Provider bill, charge, collect a deposit from, seek romuneration or
reimbursement fiom, or have any recourse against, a Member or atly porson acting on behalf of a Member
to whom Covered Services have been provided In accordance with the terms of this Agreement or any
Program, or the Stats of California for Covered Services provided pursuant to this Agreement, This does
not prohibit Provider from collecting Member Payments as specifically provided under any applicable
Member Group Contract or Membership Contract or frora putsuing claims against the applicable primary
payor, Failure to comply with this Section shall be doemed a material breach of this Agreement and
Provider may be terminated for cause pursuant to Section 5,.2.2 of this Agreament as the result of such
failure, This provision shall survive the termination of the Agreement, regardless of the reason for
termination, including ingolvency of Plan,

Neo Surcharges, Provider understands that surcharges against Members are prohibited and that Plan will
take appropriate action if surcharges are Inposed. A “surcharge” is an additional fee which is charged io a
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4,10,

4,11,
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Member for a Covered Services but which is not a Member Payment as provided for under the applicable
Member Group Contract and Membership Contract,

Reporfing of Surcharges and Member Payments, Provider will report to Plan all surcharge and Member
Payment monies paid by Member directly to Provider and shall refund all surcharges,

No Charge for Non-Covered Services, Provider shall not charge a Member for a setvice which is not a
Covered Service unless, in advance of the provision of such service, the Member has been notified by
Provider that the particular service will not be covered and Provider obtains a written statement in a form
acceptable to the Plan, signed by the Member or the person responsible for paying for services rendered
that ke or she shall be responsible for payment of charges for such service,

Payments Following Termination of this Agresment. Following termination of this Agreement and during
the continuing care perlod described in Section 5,10 hereto, Plan shall compensate Providet at the
applicable Program payment rates set forth fo Exhibit H to this Agreement for providing and arranging
Primary Cate Physician Services to Members until such Members are assigned to other Plan Participating
Providers,

Incentive Programs. Provider shall participate in Plan’s Utilization Management Incentlve Program, as
described in Addendum | hereto, and Quality Based Incentive Progran, as described in Addendum 2
hereto, for the respective terms of such programs, and may slect to participate in the Care Based Incentive
Program, as described in Addendum 3 and Attachment 1 hereto, Provider must separately execute
Addendum 3 in order to participate in the Care Based Incentive Program,

No Inducement to Deny Covered Services. Provider acknowledges and agrees that this Agreement does
not contain any financial incentive or make any payment that acts directly or indirectly as an inducement to
limit Medically Necessary health care services.

ARTICLE Y.
TERM AND TERMINATION

Term. The term of this Agreement skall commence on Janvary 1, 2011 (the “Commencement Date™), and
shall expire on December 31 of the same year of the Commencement Date. Thereafter, the term of this
Agreement shall be automatically extended for a one (1) year torm on each succeeding January 1 (the
“Renewal Date”), unless terminated by either party as provided herein,

With Cauge Termination of Apreement. Either Plan or Provider may ierminate this Agreement for cause as
set forth below, subject 1o the notice requirement and cure period set forth below.

52,1 Cause for Termination of Agresment by Providor, ‘The following shall eonstitate cause for
lermination of this Agreement by Provider:

5.2.1.1. Non-Payment, Material fallure by Plan to make any payments cie Provider hereunder
within forty-five (45) days of any such payment’s due date and Plan’s failure to cure such
fhilure to make such payments due to Provider within the cure period provided at Section
5.2.3, below,

5.2,1.2, Breach of Material Term and Pailure to Cure, Plan’s material breach of any material
term, covenant, or cehdition and subsequent failure to cure such breach as provided jn
Bection 5.2.3, below,

5.22, Cauge for Termination of Agreement by Plan, The following shall constitute cause for termination |
of this Agreement by Plan; :

10 ;
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5.2.2.1. Breach of Material Term and Failure to Cure, Provider’s material breach of any material
term, covenant, or condition and subsequent failure to cure such breach as provided in
Section 5.2.3, below,

52,22, Insolyency, Provider becomes insolvent, as reasonably determined by Plan,

3.22.3. Fallwe to Comply with Standards. Provider fails to provide Covered Services in
accordance with the standards set forth in this Agreement and Plan’s QI Program and UM
Program, Plan roserves the right to Immediatoly transfer from Provider any Linked
Members and cease referrals of any or all Members in the event the health or safety of
Members is endangered by the actions of Providet, or as a result of continuation of thi
Agreement,

3.2.3.  Notice of Termination, Cure Period and Bffective Date of Termination, The party asserting causo
for termination of this Agreement (the “terminating party”) shall provide written notice of
termination to the other party specifying the breach or deficiency with sufficient information to
allow the recelving party to identify the actions necessary to cure such breach, The party
recoiving the written notice of termination shall haye thirty (30) calendar days from the receipt of
such notice to cure the breach or deficiency to the satisfaction of the terminating party (the “Cure
Period™). If such party fails to cure the breach or defieiency to the reasonable satisfaction of the
torminating party within the Cure Perlod or if the breach or deficiency is not curable, the
torminating party shall have the right to provide written notice of failure 1b cure the breach or
deficiency to the other party following expiration of the Cure Perlod, The Agreement shall
terminate thirty (30) calendar days following receipt of the written notfce of faliure to cure or at
such later date as may be specified in such notice. During the Cure Period and the poriod
following the Cure Perlod, Plan may begin transferring Members to other Participating Providers,
Notwithstanding the above, fn the evert Plan provides notice of termination as the result of a
breach by Provider and the Plan reasonably determines the health and safety of Members is
ondangered by the actions of Provider, Plan shall have the rigiit to terminate the Agreement
immediately.

Automatic Termination Upon Revoeation of License or Cortificate. This Agreement shall gutomatically

terminate upor the revocation, suspension or restriction of any license, certificate or other authority
required to be maintained by Provider or Plan in order to porform the services required under this
Agreement or upon the Provider’s or Plan’s failure to obtain such lcense, cottificate or authority, In
addition, this Agrecment shall autcmatically be terminated if (i) Provider is excluded from participation in
the Medicare program or is subjected to sanctions imposed by the Medicare program or the Medicaid
program; (if) Provider’s professional liabllity insurance or any othet Provider insurance required under thig
Agreement is cancelled, non-renewed, or is no longer In offect; (iii) Provider fails to comply with Section
2.3 of this Agreement; or (iv) Provider dies or becomes incapacitaied (as reasonably determ/lned by Plan).

Termination ¢f Member Group Contract. If any Member Group Contract term inates, this Agreoment shall
automatioally terminate with respect to Members coverad uader the Member Group Contract on the date
the Member Group Contract and any continuing care obligations under the Member Group Contract
terminate,

Terminafion Without Cause, Either party may terminate this Agreement without cause at any time by
giving the other party at least one hundred twenty (120) days prior written notice,

Termination if No Agreement on Provider Manual Modifleations or Material Chan ges to Agreement, Thig
Agreement may be terminated pursuant to the terms speoified in Sections 6.8,2 and 6.8,3,

Transfer of Medical Rocords, Following termination of this Agreement, at Plan’s request, Provider shall
copy all requested Member medical records in the possession of Provider and forward such records to
another provider of Clovered Services designated by Plan, provided such copying and forwarding Is not
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otherwise objected to by such Members. The cost of copying the Members® medical records shall be borne
by Provider, Provider shall maintain the confidentiality of such Member medical records at all times,

Repayment Upon Termination, Within one hundred elghty (180) calendar days of the effoctive date of
termination of this Agresment, an accounting shall be made by Plan of the monies due and owing elther
party and payment shall be forthcoming by the appropriate party to settle such balance within thirty (30)
calendar days of such accounting,

Termination Not an Exclusive Remedy. Any termination by either party pursvant to this Artlele V is not
meant as an exclusive remedy and such terminating party may seok whatever action in law or equity as may
be necessary to enforce its rights under this Agreement, Notwithstanding the foregoing, the parties agreo o
waive any and all rights they may have to assert claims for or recover exeinplary or punitive damages
against the other party,

Continuing Care Obligations of Provider. If this Agreement is terminated for any reason, Provider shall
continue to provide Covered Services, including Primary Care Physician Services, to Membors, including
any Members who become eligible during the termination notice period, boplnning on the effectlve date of
termination end continuing watil the fitst to ocour of (i) & period of one hundred and twenty (120) days
following tevmination of this Agreement or such longer period required for any Member as required by
Law, or (ii) the date Plan provides written notice to Provider that i has made arrangements for all Members
to receive services from another Participating Provider of Primary Care Physician Services., In addition,
Provider will continue to provids Covered Services, including Primary Care Physician Services, to any
Members who cannot be transferred within the time period specified above for Members who are
hospitalized upon the expiration of the continuing care period, for Metbers who are entitled to continuing
care ag the result of their condition pursuant to Law, and otherwise in accordance with Plan’s legal and
contractual obligations to ensure continuity of care for its Members.

Fair Hearing, Notwithstanding the time periods for termination set forth in Sections 5.2 through 5.5 of this
Agreement, in all cases in which Plan terminates this Agreement and Provider is entitled to a fair hearing
under Plan’s appliceble notification and hearlng procedures set forth in the Provider Manual, the
tormination will be final thirty (30) days from notice of the right to request a hearing, unless Provider
requests a hearing within such thirty (30) day peried. If such & hearing is requested, this Agresmont will
continue in effect until a decision is rendered; provided, however, npon the request of Plan, Provider shall
not thereafier provide Covered Services to Members untit a decision Is rendered and Plan reserves the right
to transfer Linked Members to other Participating Providers in its reasonable discretion,

ARTICLE VI,

GENERAL PROVISIONS

Independent Contractor Relationship. The relationship botween Plan and Provider is an independent
contractor relationship. Neither Provider nor its employees or agents are employees or agents of Plan.
Neither Plan nov its employees or agents ave partners, employees or agents of Provider,

Indemnification. Provider shall indemnify and hold barmless Plan and its directors, ofticers, employees,
affiliatos and agents against any claim, loss, damage, cost, expense or Jiabllity (including reasongble costs
of defonse) arising out of or related to the performance or honperformance by Provider, its employees or
agents of any Covored Services or other services to be performed or arranged by Provider under this
Agreement; provided, however, that Provider shall not be responsible for indemnifying Plan for Pian’s own
acts or omigglons,

Mgomber Grievances, Plan shall be responsible for resolving Member claims for benefits under the
Programs and all other claims against Plan, Provider will immediately refor Members to contact Plan of
deliver any written complaint to Plan for handling parsuant to Plan’s Member Grievance Procedures,
Providor shall comply with all final determinations made by Plan thivugh the Member Grievance
Procedures,
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Disputes Botween Proyider and Membor, Any controversies or claims between Provider and a Member
atising out of the performance of this Agreement by Provider, other than claims for benefits under the
Program, are not governed by this Agreement, Provider and the Member may seek any appropriate legal
action fo resolve such controversy or claim deemed necessary, Provider will provide written notice to Plan
of any dispute between Provider and Member,

Disputes Between Plan and Provider. Any claim, dispute, or other matter arlsing out of, relating to, or in
any way connected with this Agreement, shall be addressed through the Plan’s provider dispute resolution
procedure as set forth in the Provider Manual, Provider will be informed of iy changes to the provider
dispute procedures including any changes to the procedures for processing and resolving disputes and the
location and telephone number where information regarding disputes may be submitted. If the procedure
set forth in this Section has boen exhausted and such matter Is not resolved to the satistaction of the perties,
oither patty may pursue any available legal remedy, Venue shall be in Santa Cruz, Monterey or Merced
County. Plan retains all immunities applicable to public entities to which it is entitled by law,

Notice. All notices required or permitted by this Agreoment shall be in writing and may be delivered in
person or may be sent by registered or certified mail or 1.8, Postal Service Express Mail, or by Federal
Express or other overnight courler that guarantees next day delivery, or by facsimile transmission. The
rddresses or facsimile number specified on the sighature page shail be the adcresses for delivery or malling
of notico, The parties may change the names, addrosses, and facsimile numbers noted above through
wrilten notice in compliance with this Section. Notices shall be effoctlve upon receipt.

Assignment, Noither this Agreement nor any portion of this. Agreoment shall be assigned, trangforred or
pledged in any way by Provider and shall not be subject to execution, attachment or similar process without
the prior written consent of Plan. A change of ownership through the sale of Provider's stock or assets
shall'be deemed an assignment requiring consent pursuant to this Section,

Amendments, Except as provided Lerein, no amendments or modifications to this Agreement shall be valid
unless made in writing and signed by both Provider and Plan, snd unless any requited regulatory approvals
are obtalned,

6.8.1.  Legally Required Modifications. The Plan may amend this Agresment at any time in order to
comply with Law or any requirements of a private sector Accreditation Organdzation, as
reasonably interproted by the Plan. Plan shall notify Provider of such legally required
modification, Such amendment shall be effective upon written notice to Provider, and shall not
require the wrilten consent of Provider,

6.8.2.  Provider Manual Modifications, IfPlan materlally amends a manual, policy or procedure
document referenced in the Agreement (“Provider Manual Modification™), Plan will provide at
least forty five (45) business days’ notice to Provider, and Provider will have the right to negotiate
and agree to the change, Ifthe parties cannot agree to the Provider Manual Modification, Provider
will have the right to terminate the Agreement prior fo the implomentation of the Provider Manual
Modification,

6.8.3,  Materlel Changes to Agroement, For Providers compensated on a foe-for-service basis, Plan may
amend a material term to the Agreement by providing a minimom of ninety (90) business days’
notice of its intent to change a material term of the Agreement (“Material Change Notice™).
Provider shall have the right to negotlate and agree to the ch ange within thirty (30) business days
of Providei’s roceipt of the Material Change Notice (“Right to Negotiate™) by providing written
notice of such intent within the thirty (30) business day period. Provider shall have the right to
terminate the Agreement effective ninety (90) business days following the receipt of the Material
Change Nolice if Provider does not exercise Provider’s Right to Negotiate or no agreement {s
reached during the ninety (90) business day period and if Provider provides notice of its intent to
terminate prior to the expiration of the ninety (90) business day period, The material change shall
become efftctive ninety (90) business days following the Material Change Notice if Provider docs
not exercise its Right to Negotiate or does not provide timely notice of its intent to terminate as
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6.12,
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described above. The parties may agree to the material change at any time during the ninety {90)
business day period by mutual written agroement.

6.8.4, Non-Materinl Amendments to Apreement, The Plan may notify Provider of amendments to non-
material terms of this Agreement, Such amendments shall be effective upon written notice to
Piovider, and shall not require the written consent of Provider,

68,5 Program Benefij Changes. Program beneflf changes shall be effectlve upon implementation,
following receipt of any required regulatory approvals,

Confidentlal and Proprietary Information,

69,1, Information Confidential and Preprietary to Plan, Provider shall maintain confidential all
information designated in this Section. The tnformation which Provider shall maintain
confidential (the "“Confidentlal Information”) consists-of (i) any information containing the
names, addresses and telephone numbers of Members which has been compiled by Plan; (i) the
financial arrangements between Plan and any of Plan’s Participating Providers, including
Provider; and (iii) any other information compiled or created by Plan which is proprietary to Plan
and which Plan identifies in writing to Provider,

6.9.2,  Non-Disclosure of Confidential Information. Neither party shall disclose or use the Confidential
Information for its own benefit or gain either during the term of this Agreement or after the dafe of
termination of this Agreement. The parties may use the Confidential Information to the extent
necessary to perform its duties undet this Agreement or upon express prior written permission of
the other party. Upon the effective date of tormination of this Agreement, Provider shall provide
and return to Plan the Confidential Information in their possession in the manner specified by
Plan,

6,9.3, Plan Names, Logod and Service Matks, Fach party shall oblaln the written consent of the other
party prior to using the party’s name, producl names, logos and service marks in any promotional,
marketing or pdvertising materials or for any other reason.

written consent, Solicltation shall mean conduct by an officer, agent, employee or contractor of Provider ot
their respective assignses or successors during the term of this Agresment, and during the twolve (12)
months Immediately following the effective date of termination of this Agreement which may be
reasonably lnterpreted as designed to persuade Members (o disenroll from the Program or discontinue their
relationship with Plan, Provider agrees that Flan shall, in addition to any other remedies provided for under
this Agreement, have the right to seel a judicial temporary restraining order, preliminary injunetion, or
other equitable relef againyt Provider o enforee its rights wnder this Section in a manner consisient witl,
and to the extenl permitted by California faw,

No Restrictions on Discussing 4 Member’s Health Care. Nothing in this Apreement shall be interproted to
discourage or prehlbit Provider or its Provider Professlonals from discussing a Member’s health care
including, withowl limitation, communications regarding treatment options, alternative health plans or other
coverage arrangerments, unless such communications are for the primary purposs of securing financial gain.

Invalidity of Sections of Agreement. The unenforceability or invalidity of any paragtaph or subparagraph
of any section or subsection of this Agreement shall not affect the enforcoabllity and validity of the balance
of this Agresment.

Survival. The following provisions of this Agreement shall survive the termination of this Agreement;
Sections 2,7, 2.8, 2,11, 2,13, 3.6, Article IV, Sectlons 5.6, 5.7, 5.8, 5.9, 5,10, 6.2, 6.4, 6.5, 6,10,6.11 and
any other section where survival of termination is required by Law,
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6.14.

6,15,

6,16.

6.17,

7.1,

7.2.

7.3,

7.4

7.5,

Waiver of Breach, The waiver by either party o this Agreement of a breach or violation of any provision
of this Agresment shall not operate as er be construed to be a waiver of any subsequent breach or violation
thereof,

Entire Agresment. This Agresment, including ali exhibits, attachnents, addenda, and amendments hersto
and the Provider Manual containg all the terms and conditions agreed upon by the pariies regarding the
subject matter of this Agresment. Any prior agreements, promises, negotiations or representations of or
between the parties, either oral or written, relating to the subject matter of this Agreement, which are not
eapressly set forth in this Agresment are null and vold and of no further force or effect.

Incorporation of Bxhibits and Attachments. The schedules, exhibits, addends, and attachmenis to this
Agreement and the Provider Manual are integral parts of this Agreement and are incorporated in fisll herein
by this reference.

Authority to Bind, Iach signatory of this Agreemont represents and warrants individually on behalf of
himself or herself, and the party on whose behalf he or she executes this Agresment, that he or she is duly
authorlzed to execute fhis Agreement,

ARTICLE VII,
GOYIERNING LAW AND REGULATORY REQUIREMENTS

Governing Law. This Agreement and the rights and obligations of the parties hereunder shall be construed,
interpreted, and enforced in accordance with, and governed by, the laws of the State of California, except
where preempted by federal law, and the laws of the United States of Ametica,

Americans with Disabilities Act of 1990, Provider’s facilities shall comply with the requirements of Title
Il of the Americans with Disabilities Act of 1990, and shall ensure access for the disabled which includos,
but is not limited to ramps, elevators, restrooms, designated parking spaces, and drinking water provision.

Civil Rights Aet of 1964, Provider will comply with Title VI of the Civil Rights Act of 1964 and any
implementing regulations that prohibits resipients of federal financial assistance from discriminating
against persens based on race, color, religion, or national origin.

Languape Assistance, Provider agrees to comply with the Plan’s Languvage Assistance Program as detailed
inthe Plan’s Policies and Procedurss and Provider Manyal,

Cortification, As required by Title 31 U.8.C, Section 1352, if payments under this Agreement are $100,000
or tnote, Provider cortifies to the best of Provider’s knowledge and belief that no Fedorally appropriated
funds have been paid or will be paid, by or on behalf of Provider, to atty person for intluencing or
attempting to influence an officer or employee of any agency of the United States Government, a member
of Congress, an officer or employee of Congtess, or an employee of a member of Congress in connection
with the making, awarding or entering into of this Agreement, and the extensicn, continuations, renewal,
amendment, or modification of this Agreement, If paymeonts under this Agresment are-$100,000 or more,
Provider shall submit to Plan the “Certification Regarding Lobbying” set forth in the Provider Manual, 1f
any funds other than Federally appropriated finds have been paid or will be paid to any person for
influencing or attempting to influence an officer or employes of any agency of the United Statos
Government, & Member of Congress, an officer or employoe of Congress, or an employee of a Member of
Congress in connection with this Agreement, Provider shall complete and submit.to Plan standard form
LLL, “Disclosure of Lobbying Activities”, in accordance with its instructions, Provider shall file such
disclosure form at the end of each calendar quarter in which there occurs any event that requires disclosure
or that materially affects the accuracy of the information contained in any disclosure form previously filed
by Provider, Provider shall roquire that the language of this certification be inoluded in all subcontracts at
all tiers which exceed $100,000 and that a1l subcontractors shall certify and discloge accordingly, All such
disclogure forms of subcontractors shall be forwarded to Plan,
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7.6. Antifraud Plan. Provider agrees to comply with Plan’s antifraud plan, as detailed in the Provider Manual,
Provider will immediately notify Plan of (i) investigations of Provider or Provider’s employees in which
there are allegations relating to fraud, waste or abuse, and (ii) suspected cases where there is reason to
believe that an incident of fraud, waste or abuse has cccurred.

7.1. No Inducement for Referrals. The parties acknowledge and agree that: (1) they intend to comply with the
safe harbor requirements set forth in 42 C.F.R, §1001.952(t); (2) in establishing the terms of the
Agreement, including the exhibits, addenda and attachments hereto, neithér party gave or received
remuneration in return for or to induce the provision or acceptance of business (other than business covered
by the Agreement) for which payment may be made in whole or in part by a federal health care program on
a fee-for-service or cost basis; and (3) neither party will shift the financial burden of the Agreement to the
extent that increased payments are claimed from a federal health care program. Plan represents and agrees
that it is an eligible managed care organization, as defined in 42 C.F.R. §1001.952(t). Provider represents
and agrees that (a) Provider is a first tier contractor under the Agreement, defined as an individual or entity
that has a direct contract with Plan, as the managed care organization, to provide or arrange for items or
services; and {b) Provider cannot and will not claim payment in any form, directly or indirectly, from a
federal health care program for items or services covered under the Agreement for Members enrolled in the
Plan, except as provided in 42 C.F.R. §1001.952(2).

7.8. Compliance with Law, Provider and any subcontractor to Provider shall comply with the Program
Requirements set forth in the exhibits hereto. Any provisions required to be included in the Agreement by
applicable Law, including the Knox-Keene Health Care Service Plan Act of 1975 (Cal. Health & Safety
Code Section 1340 et seq.) and the regulations promulgadted thersunder, shall be binding upon and
enforceable against the parties to the Agreement and shall be deemed incorporated herein whether or not
expressly set forth in the Agreement, including the exhibits hereto,

IN WITNESS WHEREOF, the undersigned have executed this Agreement effective as of the Commencement Date.

CENTRAL CALIFORNIA ALLIANCE FOR HEALTH PROVIDER

st =

Print: Print: _ H-AREM WEIS
Jane Parker '

Title: Chair, CCAH Title:  CEO
July 29, 2011

Date: Date: Db _/33_/”

Provider Address and Facsimile Number for Natices:

Street: ) OU{ CpNSTTTUTION RV,
City, State ZIP: _SALAMNAS, (A 43F0 §
Facsimile Number: ( §3( ) 258 ~ (2S¢
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EXHIBIT A

SCHEDULZE, OF PROGRAMS

Provider has been approved to provide Covered Services, including Primary Care Physician Services, under the
Programs deflned below and pursuant to the applicable terms and conditions of the Agreement, 'The Plan may
ainend the counties in which each Program operates from time to time, by providing Provider with written notice of
such changes,

Medi-Cal Program: is o state~ and federally-fimded Program pursuant to a contract between the Plan and DHCS
for coverage of Members who meet Med{-Cal eligibility requirements, as determined by DHICS. The Medi-Cal
Program is, as of the Commencement Date, offered in Mercad, Monterey, and Santa Cruz Counties,

Healthy Families Program: is a state- and federally-funded Program pursuant to a contract between the Plan and
the California Managed Risk Medical Insurance Board (“MRMIB”) for coverage of Members who meet Healthy
Families Program eligibility requirements, as determined by MRMIB. The Healthy Families Program is, as of the
Commencement Date, offered in Monferey and Santa Cruz Counties,

Alliance Care THSS Health Program: is a state- and federally-funded Program pursuant to a contract between the
Plan and the County of Monterey for coverage of Memmbers who meet Alliance Care INSS Health Program
oligibility requirements, as determined by the County of Monterey, As of the Commencement Date, the Alliance
Care IHSS Health Program is offered in Monterey County,

Healthy Kids Program: Provider 1s not participating in this Program with Plan,

Alliance Care Access for Infants and Mothers (AIM) Program: s n state-funded Program pursuant to & confract
between the Plan and the California Managed Risk Medical Insurance Board (“MRMIB”) for coverage of Members
who meet AIM Program eligibility requirements ay determined by MRMIB, As of the Commencement Date, the
AIM Program is offered in Monterey County,

Allianee Care Individual Conversion Program: s a Program offered by the Plan to the Plan’s Alliance Care
IHSS Members when JHSS Members are no longer eligible to continue participation in the Plan’s Alliance Care
IHSS Program through COBRA or Cal-COBRA. As of the Commencement Date, the Alliance Care Tndividual
Conversion Program is offered in Monterey County.

PCP_Standard NMC 2011 17 BCDFG_HFY



EXHIBIT B
MEDI-CAL PROGRAM ATTACHMENT

This Exhibit B sefs forth requirements, in addition to those requirements set forth elsewhere in the Agteement,
applicable to Covered Services provided to Members enrolled in and determined to be eligible for the Medi-Cal
Program, ‘

1

With respect to the Medi-Cal Program, the term *Covered Setvices” shall mean Medically Necessary health
care services and benefits whish Membets are entitled to recelve under the Medi-Cal Member Group
Contract and Medi-Cal Member Handbook, Covered Services, inoluding Primary Cave Physician Services,
for Medi-Clal Mambers are set forth in Title 22 of the California Code of Regulations Section 51301 et seq,
and Title 17 of the California Code of Regulations Section 6840 et seq, Information regarding Primary
Care Physician Services, excluded services, and certain health screening and preventive services for Medi-
Cal Meinbers is set forth in the Provider Manual,

With respect to the Medi-Cal Progeam, the term “Medi-Cal Member™ shall mean an individual who is
enrolled in Medi-Cal and who is determined to be eligible for membership in the Medi-Cal Program. A
newborn of a Medi-Cal Member is covered under the mother’s membership for the month of birth and the
following calendar month, A newborn born in the month immediately preceding the mother's enrollment
as & Medi-Cal Member Is covered under the mother’s membership during the mother’s first month of
enrollment.

Provider agrees to hake all of its books and records, pertaining to tho goods and services furnished under
the torms of this Agreement, available for inspection, examination or copying: (A) By the California
Department of Health Care Services ("DHCS™), the United States Department of Health and Hutan
Services, the California Department of Corporations, the United States Department of Justice, and the
California Department of Managed Health Care; (B) At all reasonablo times st the Provider’s place of
business, or at such other muuiually agreeable location in California; (C) In a form maintained in aceordance
with the general standards applicable to such book or record keoping; (1) For a term of at least five years
fiom the clese of the Fiscal Year in which this Agreement was in effeet; five years from the close of the
current Fiscal Year in which the date of service occurred; five years from the date that the record or daja
was created or applied, and for which the financial record was created, or such longer period as required by
Law; and {(E) including all Covered Services Documentation for a period-of at Jeast 5 years, or such Jonget

-period as required by Law.

Member Payments are not permitted under the Medi-Cal Program, Provider shall not seek reimbursement
of any such paymants from Modi-Cal Members for any Covered Services provided under this Agreement,

Provider agrees to submit reports as required by Flan,

Plan shall conduet site revliews on all Primary Care Physician Serviges sites according to Medi-Cal
Managed Caze Division Policy Letier 02-02,

If this Agreement terminates for any reason, Providet will assist the Plan in the transfer of care.
Additionally, Provider will assist in the orderly fransfer of necessary data and records to the Plan, a
successor Plan, ot DHCS, Provider will assist in the transition of Members, and in ensuring, to the extent
possible, continuity of Member-Provider relationships. In doing this, the Provider will make available fo
Plan or DHCS copies of medical records, pationt files, and any other pertinent information, including
information maintained by any subcontractor, necossary for efficiont case management of Mombers, as
determined by the Dirsctor of DIICS, Tn no circumstances will a Medi-Cal Member be billed for this
agtivity,

Provider shall notify DHCS in the event the Agresment is terminated, Notice fo the Department is

considered given when properly addressed and deposited in the United States Postal Service as first-class
registered mail, postage attached, Notice should be mailed to the Department of Health Care Services,
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9.

10,

11,

12,

13.

14,

15,

16,

17.

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

Provider agrees that the assignment or delegation of any part of this Agroetment shall be vold unless prior
written approval is obtained from DHCS in those instances where prior approval ls required.

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

Priot to commencing services under the Agresmont, Provider shall provide Plan with any necessary
disclosure statements, including tho statoment set forth 1n Title 22 of the California Code of Regulations,
Section 510¢0.33.

If Provider provides Covered Services through nurse practitioners, physician assistants, or nurse midwives
(“Non-Physiclan Medical Practitioners™), the ratio of one physician to Non-Physician Medlcal Practitioners
may not exceed the following: (i) four (4) nurse practitioners; (ii) throe (3) nurse midwives; (iif) four (4)
physician asslstants; or (iv) four (4) of the above individuals in aqy combination which does not exceed
three (3) nurse midwives or two (2) physician agsistants, Each individual Non-Physician Medical
Practitioner shall maintain a full-time equivalent provider to patient caseload of no mote than one thousand
(1,000),

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

Provider will comply with the Medi-Cal Minor Consent Servicos program, Minors do not need pavental
consent in order to access services related to sexval assault, including rape, drug or alcohol abuse (for
children 12 years of age or older), pregnancy, family platming, and STDs and HIV/AIDS (in children 12
years of age or older),

For Medi-Cal Members under the age of 21, the totm *Medically Necessary” includes those standards set
forth in Title 222 of the California Code of Regulations Sectlons 51340 and 513401,

When Provider provides Bmergency Services to a Medi-Cal Member and such Membert’s treatment
requires the use of drugs, Provider shall provide to the Member at least a 72-hour supply of Medfcally
Necessary drugs, which may foclude an initial dose and g prescription for additional drugs.

Provider will not discriminate agninst any employee or applicant for employment because of racs, color,

religion, sex, national origin, physical or monal handicap, disability, age or status as 8 disabled veteran or

veteran of the Vietnam era, Provider will take affirmative action to ensure that qualified applicants are

employed, and thal employses ate treated during employment, without regard to their race, color, religion,

sox, national orighn, physical or mental handicap, disability, age or status as a disabled veteran or veietan of

the Vietnam era. Such action shall nclude, but not be Hmited to the following: employment, upgrading,

demotion or fransfer; recruitment or recruitment advertising; layoff or termination; rates of payment and

other forms of compensation; and career development opportunities and selection for training, In¢luding

apprenticeship, Provider agrees to post In conspicuous places, available to employeos and applicants for

employment, notices to be provided by the Federal Government or DHCS, setting forth the provisions of !
the Equal Opporiunity clause, Seetion 503 of the Rehabilttation Act of 1973 and the affirmative action ‘
clause required by the Vietnam Era Voterans' Readjustment Assistance Act of 1974 (38 USC4212). Such

notices shall state the Provider’s obligation under the law to take affirmative action to employ and advance
In employment qualificd applicants without discrimination based on their race, color, religion, sex, national
origin, physical or mental handicap, disability, age or status as o disabled veteran or veteran of the Vietnam i
ora and the rights of applicants and employees, ‘
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18,

19.

20.

2],

22,

23,

24,

25

Provider will, in all solicitations ot advancements for employees placed by or on behalf of Provider, state
that all gualified applicants will receive consideration for employment without regard to race, color,
religiotl, sex, natlonal origin, physical or mental handicap, disability, age or status as a disabled veteran ot
veteran of the Vietnam era.

Provider will send to each labor union or representative of workers with which it has a collective bargaining
agreement or other contract or understanding & notice, to be provided by the Federal Government or the
State, advising the labor union or workets' representative of the Provider’s commitments under the
provisions herein and shall post copies of the notice in conspicuous places available to employees and
applicants for employtnent,

Provider will comply with all provisions of and furnisi all Information and reports required by Section 503
of the Rehabllitation Act of 1973, as amended, the Vietnam Fra Vetsrans® Readjustment Assistance Act of
1974 (38 USC 4212) and of the Federal Executive Ordor No, 11246 as amended, including by Executive
Order 11375, 'Amending Bxscutive Order 11246 Relating to Equal Eroployment Opportunity,’ and as
supplemented by regulation at 41 CFR 60, "Office of the Federal Contract Compliance Programs, Equal
Employment Opportunity, Department of Labor," and of the rules, regulations, and relevant orders of the
Secretary of Labor,

Provider will furnish all information and reperts required by Federal Executive Order No. 11246 as
amended, including by Executive Order 11375, 'Amending Bxocutive Order 11246 Relating to Hqual
Employment Opportunity,' and as supplemented by regulation at 41 CFR 60, "Office of the Feceral
Contract Compliance Programs, Equal Braployment Oppottunity, Department of Labor", and the
Rehabilitatlon Act of 1973, and by the rules, regulations, and orders of the Secretaty of Labor, or pursuant
thereto, and will permit access (o its books, records, and accounts by the State and its designated
representativos and the Secretaty of Labor for purposes of investigation to ascertain compliance with such
mles, regulations, and orders,

In the event of the Provider’s noncompliance with the requirements of the provisions herein or with any
Federal rules, rogulations, cr orders which are referenced hetein, this Agreement may be cancelled,
terminated, or suspended in whole or In part and the Provider may be declared ineligiblo for further Federal
and state contracty It accordance with procedures authotized in Federal Executive Order No, 11246 as
amended and such other sanctions may be imposed and remedies invoked as provided in Federal Executive
Order No. 11246 as amended, including by Executive Order 11375, ‘Amending Executive Order 11246
Relating to Equal Employment Opportunity,' and as supplemetted by regulation at 41 CFR 60, "Office of
the Federal Contract Comphiance Programs, Bqual Employment Opportunity, Department of Labot”, or by
rule, regulation, or order of the Secretary of Labor, or as otherwise provided by law.

By signing this Agreement, Provider agrees that If any performance under this Agreement or any
subcontract includes any tests or examination of materials derlved from the human body for the purpose of
providing information, diagnosis, prevention, treatment or assessment of disease, Impairment, or health of a
human being, all locations at which such examinstions are performed shall meet the requirements of 42
USC Section 263a (CLIA)Y and the regulations thersto.

Provider shall comply with all applicable Federal requirements in Section 504 of the Rehabilitation Act of
1973 (29 USC Section 794) Nondiscrimination under Federal grants and programs:; Title 43 CFR Part 84
Nondiscrimivation on the basis of handicap In programs or activities receiving Federal financial assistance;
Titfe 28 CFR Part 36 Nondiscrimination on the basis of disability by public accommodations and in
commercial facililies; Title IX of the Education Amendments of 1973 (regarding education programs and
activities); Title 45 CFR Part 91 the Age Discrimination Act of 1975; and all other laws regarding privacy
and confidentiality.

Provider shall somply with Plan’s policies and procodures as described in the Provider Manuat relating to
the identification of Members that may be eligible for other Programs,
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26,

Provider shall make no claim for recovery of the value of Covered Services rendered to Members when
such recovery would result from an nctien involving the tort or Workers Compensation liability of a third
party, casualty liability coverage, or any othor third-party Hability which could result in recovery by the
Medi-Cal Member of funds for which DHCS has lien rights under Welfate and Institutions Code Section
1412470, Provider shall identify and notify Plan of ouses In which such an action could result in recovery
by the Member. Provider shall notify Plan immediately upon the discovery of such cases and shall provide
any requested information prompily to Plan, DHCS retains the ight to such third-parly tort and Workers
Compensation liability, and casualty liablifty recoveries with respect to Medi-Cal Members as set forth in
Welfare and Institutions Code Section 14124.70 and following,
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EXHIBIT C

HEALTHY FAMILIES PROGRAM ATTACHMENT

This Exhibit C sets forth requirements, in addition to those requirements set forth olsewhere in the Agreement,
applicable to Covered Services provided to Members enrolled it and determined to be eligible for the Healthy
Families Program,

1.

With respect to the Healthy Families Program, the term “Covered Services” shall mean Medically
Necessary health care services and benefits which Members are entitled to receive under the Healthy
Families Member Group Contract, Covered Services, including Primary Care Physician Services, for
Healthy Families Members are sot forth in Sections 2699.6700 through 2699,6707 of Title 10 of the
California Code of Regulations, and are also described in the Healthy Families Evidence of Coverage and
the Plan’s Provider Manual,

Provider will comply with Plan’s policies and procedures as desoribed in the Provider Manual for the
identification and referral of Members that have a serious emotional disturbance or serious mental disorder
fo the County Mental Health Department Programs.

Provider will provide extended payment plans for Members utilizing a significant number of health
services for which Member Payments are required. ‘When feasible, Provider shall offer an sxtended
payment plan when a Member’s Payment exceeds twenty-five dollavs ($25) in one month,

Provider agrees that the awarding department ("the State™), the Department of Managed Health Care and
the Burea of State Audits, or their designated representatives, shall have the right to review and to copy
any records and supporting documentation pertaining to the performance of this Agreement, Provider
agrees to maintain such records for possibie audit for & minimum of three (3) years afier final payment,
unless a longer period of records retention is stipulated or required by Law, Provider agrees to allow the
auditor(s) access to such records during normal business hours and to allow interviews of any employees
who might reasonably have information related to such records, Further, Provider agrees to includo the
same tight of the State to audit records and interview staff in any subcontract related to performance of this
Agreetnent,

During the performance of this Agreement, Provider, its employees and agents, shall not unlawfully
discriminate, deny benefits to, hatass, or allow harassment against any employee or applicent for
employment because of race, religion, color, national origin, ancestry, physical disability including Human
Immunodeficiency Viras (HIV), Acquired lnmune Deficlency Syndrome (AIDS), and AIDS-Rolated
Complex (ARC), mental disability, medical condition (including health impairments refated to or
associated wilth cancer for which a person has been rehabilitated or cured), mariial status, political
affiliation, age (over 40}, sex, gender, sexuzl preference, soxual orientation, pregnancy, childbirth, or
rolated medical conditions, or the use of family and medical care leave and pregnancy disability leave
pursuant to state and federal law. Provider, its smployoes and agents, shall insure that the evaluation pnd
treatment of ity employees and applicants for employment are fiee of such diserimination and harassment,
Provider, its employecs and agents, shall comply with the provisions of the Falr Bmployment and Housing
Act (Governmont Code, Section 12900 (a-f}, and following) and the applleable regulations promulgated
thereundet (California Code of Regulations, Title 2, Section 7285.0, and following), The applicable
repulations of the Falr BEmployment and Housing Coramission implementing Government Code Section
12990 (a-f), set forth in Chapier 5 of Division 4 of Title 2 of the California Code of Regulations are
Incorporated inio this Agreement by reference and made a part heteof as if set forth in full. Provider shall
give written notice of its obligations wnder this clause to labor organizations with which it has a collective
bargaining or other agreement,

Provider shall provids, as applicabls, the ownership disclosure statemeni(s), the business transaciions
disclosure statement(s), the convicted offenses dlsclosure stutement(s), and the exclusion from state or
federal health programs disclosurs statement(s), ptlor to the Commencement Date, on an annual basis, upon
any change in information, and npon request, if required by law or by Plan’s Member Group Contrasts.
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Legal requirements include, but are not limited o, Title 22 CCR Section 51000.35, 42 USC Sections 1320
a-3 (3) and 1320 a-5 ot seq,, and 42 CFR. Sections 455.104, 455,105 and 455,106, Provider shall also
provide, as applicable, the “Corfification Regerding Dobarment, Suspension, Ineligibility and Voluntary
Exclusion - Lower Tier Covered Transactions” and shall comply with its instructions, if required by law or
by Plan’s Momber Group Contracts, Such Debarment Certification and its instructions are set forth In the

- Provider Manual,
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EXHIBIT D

ALLIANCE CARE IHSS HEALTH PROGRAM ATTACHMENT

This Exhibit D sets forth requirements, in addition to those requirements set forth elsewhere in the Agreement,
applicable to Covered Services provided to Membeors enrolled in and detormined to be eligible for the Alliance Care
IHSS Health Program,

L.

With respect to the Alliance Care IFISS Health Program, the term “Covered Services” shall mean Medioally
Necessary health care servicos and benefits which Members are entitled to receive under the THSS Member
Group Contract. Coversd Services, including Primary Care Physician Services for IS8 Members are set
forth in Sections 2699.6700 through 2699.6707 of Title 10 of the California Code of Regulations, and are
also described in the Alliance Cate THSS Healih Program Evidence of Coverage and the Plan’s Provider
Mannal.

The County of Menterey and the Department of Managed Health Care may examine, monitor, and audit all
records, documents, conditions, and activities of Provider related to the provision of Alliance Care IHSS
Health Program Covered Services, Provider aprees to submit to an examination and audit of the State
Auditor pertaining to matters connected with the performance of the IHSS Member Group Contract or
provision of Alliance Care JHSS Health Program Coversd Services for a period of three years after the final
payment under the IHSS Member Group Contract,

Discrimination: The term "discrimination" as used in this Exhibit 1, means the illegal denial of equal
employment opportunity, harassment (including sexual harassment and violent harassment), disparate
treatment, favoritism, subjection to unfair or unequal working conditions, and/or other discriminatory
practioe by any Monterey County official, employee or agent, due to an individual's race, color, ethnic
group, national origin, ancestry, religious croed, sex, sexval orlentation, ago, veleran's status, cancer-related
medical condition, physical handicap (including AIDS) or disability, The (et also Includes any act of
retaliation.

Plan shall establish and follow its own written procedures for the prompt and fair resolution of
diserimination complaints made against Plan by Provider.

During the performance of this Agreement, Plan and Provider shall comply with all Laws which prohibit
diserimination, including but not limited to the following;

i. California Fair Employment snd Housing Act;

i, Californie Government Code Sections 11135-11139.5 and 22 OCR Sections 98000-98413;

ik, Federal Clvil Rights Acts of 1964 and 1991;

iv. The Rehabilitation Act of 1573, and all guidelines and interpretations issved pursvant thereto;

v, 7 Code of Federal Regulations (CFR) Part 15 and 28 CFR Part 42;

vi, Title If of the Americans with Disabilities Act of 1990 (P.L. 101-336), 42 U,8.C. Sections 12101
et gaq, and 47 U1.8.C, Sections 225 and 611, and any federal rogulations issued pursnant thereto
(see 24 CFR Chapter I; 28 CFR Paris 35 and 36; 29 CFR Parts 1602, 1627, and 1630; and 36 CFR
Pari 1191);

vii, Unruh Civil Rights Act, California Civil Code Section 51 et seq.,, as amended;

viil, Chapter 2.80 of the Montergy County Code;

24



i, Age Diserimination in Employment Act 1975, as amended (ADEA), 29 U,8,C, Sections 621 et
sed,;

X, Equal Pay Act of 1963, 29 U.8.C, Becticn 206(d);

x1, California Ecual Pay Act, Labor Code Section 1197.5;

xil, California Govertnment Code Section 4450;

xiii, The Dymally-Alatorre Bilingual Services Act; California Government Code Section 7290 et 58q.;
xiv, The Food Starp Act of 1977, as amended and in particular Section 272.6.;

XY, Cailfornia Code of Reguiations, Title 24, Section 3105A (e); and

xvi, Removal of Barriers to Inter-Ethnic Adoption Act of 1996, Section 1808

Upon request by the County of Monterey, Provider will glve any written assurances of compliance with the
Clvil Rights Act of 1964 and 1991, the Rehabilitation Act of 1973 and/or the Ameticans with Disabilities
Act 0f 1990, as may be required by the federal government in connection with the THSS Membor Group
Contract as may be required by Law,

Provider agrees to comply with the Elder Abuse and Dependent Adult Civil Protection Act, and will
comply with its provisions which define a mandated reportet, and requires that reports of abuse or neglect
be made by a mandated reporter when, In his or her professional capacity, or within the scope of his ot her
employment, he/she observes or has knowledge of an incident that teasonably appears to be physical abuse,
abandontnent, isolation, financial abuse, or neglect. Provider will require any Particlpating Provider,
employee, consultant, and agent perforrning services under the Agreement and this Exhibil D, who are
mandated reporters under the Elder Abuse and Depandent Adult Civil Protection Act, to sign statements
indicating that they know of and will comply with the reporting requirements of the Act,
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EXHIBIT E,
HEALTHY KIDS PROGRAM ATTACHMENT

Provider is not participating in this Program with Plan,
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EXHIBIT F

ALLIANCE CARE ACCESS FOR INFANTS AND MOTHERS PROGRAM ATTACHMENT

This Exhibit F sets forth requirements, in addition to those requirements set forth elsewhere in the Agresment,
applicable to Covered Services provided to Members enrolled in and deterimined to be eligible for the Alllance Care
Access for Infants and Mothers (ATM) Program.

1.

With respect to the Alllance Care AIM Propram, the term “Covered Services” shall mean Medically
Necessary hoalth care ssrvices and benefits which Membets are entitled to receive under the AIM Member
Group Coniract and are Included in Section 2699,300 of Title 10 of the California Code of Regulations.
Any services listed in Section 2699.301 of Title 10 of the California Code of regulstions shall not be
considered Covered Services, Covered Services for AIM Members, including Primary Care Physician
Sorvices, are set forth in the Alliance Care AIM Program Evidence of Coverage, and are also described in
the Plan’s Provider Manual,

With respect to the Alllance Care AIM Program, the term “Emergoncy Services” shall mean hoalth care
services furnished by a qualified provider and nesded to evaluato ot stabilize a medical condition, including
a psychiatric emergency medical condition (as defined in California Health and Safoty Code Section
1317.1(k)(1)), which is manifested by acute symptoms of sufficient severity, active Jabor or severs pain,
such that a prudent lay person who possesses an average knowledge of health and medicine could
reasonably expect the absence of immediate medlcal attention to result in (i) placing the health of Member
(or in the case of a pregnant Member, the health of the Member or ber unborn child) in serious jeopardy, (in)
serious impalrment to bedily functjons, or (fif) serlous dysfunction of any bodily organ ot part,

Provider agrees that the Managed Risk Medical Insurance Board, the Department of Managed Health Care
and the Bureau of State Audits, or thelr designated representatives, shall have the right to roview and to
copy atty records and supporting documentation pertaining to the performance of this Agreement. Provider
agrees to maintain such records for possible audit for 4 minimum of three (3) yeurs after final payment,
unless a longer perlod of records retention is stipulated or required by Law, Provider agrees to aliow the
auditor(s) access to such rocords during normgl business hours and to allow interviews of any employees
who might reasonably have information related to such records.

During the performance of this Agresment, Provider as well as its agents and employees, shall not
untawfully discriminate, harass, or allow harassment against any employee or applicant for employment
because of sex, sexunl orientation, race, color, ancestry, religious crecd, national origin, physical disability
(including HIV and ATDS), menta! disability, medical condition (including health impairments related to or
asgociatod with a diagnosis of cancer for which a person has been rehabilitated or cured), age (over 40),
marital status, and use of family and medical care leave pursuant to state or federal law. Provider, as well
as its agents and employees, shall ensure that the evaluation and treatment of lts employees and applicants
for employment are free from such discrimination and harassment, Provider, as well as its agents and
employees, will comply with the provisions of the Fair Employment and Housing Act (Government Code
Section 12990 (a-f) ct scq.) and the applicable regulations promulgated thereunder (Titlo 2, California Code
of Regulations, Section 7285 et seq.), The applicable regulations of the Fair Employment and Housing
Commission implementing Government Codo Section 12990 (a-f), set forth in Chapter 5 of Division 4 of
Title 2 of the California Code of Regulations, are incorporated into this Agreement by reference and made a
part hereof as if set forth in full, Provider will give written notice of thefr obligations under this clause to
labor organizations with which they have a collsctive bargaining or other Agreement,

Provider shall keep accurate books and records connected with the performance of this Agreement during
and for three (3) years afler the term of this Agreement, or until the final payment under this Agreement,
whichever is later, Tf an audit, review, examination or oveluation is commenced during the time specified
herein for the maintenance of books and records, Provider shall continye to maintain all relevant books and
records uniil the audit, review, examination or svaluation ls completed.
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Provider shall provide, as applicable, the ownership disclosure statement(s), the business transactions
disclosure statement(s), the convicted offenses disclosure statement(s), and the exclusion from state or
federal bealth programs disclosurs statement(s), prior to the Commencement Date, on an annual basis, upon
any change in information, and wpon request, if required by law or by Plan’s Member Group Contracts,
Legal requiretnents include, but are not limited to, Title 22 CCR Section 51000.35, 42 USC Sections 1320
8-3 (3) and 1320 a-5 et seq,, and 42 CFR Ssctions 455.104, 455,105 and 455.106. Provider shall niso
provide, as applicable, the “Certification Regarding Debarment, Suspension, Ineligibility and Voluntary
Exclusion - Lower Tier Covered Transactlons” and shall comply with fts Instructions, if required by law or
by Plan’s Member Group Contracts, Such Debarment Certification and its instruetions are set forth in the
Provider Manual.
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EXHIBIT G
ALLIANCE CARE INDIVIDUAL CONVERSION PROGRAM ATTACHMENT

This Exhibit G sets forth requirements, in addition to those requirements set forth elsewhere in the Agreement,
applicable to Covered Services provided to Members enroiled in and determined to be eligible for the Alllance Care

Individual Conversion Program,

L With respect to the Alliance Care Indlvidual Conversion Program, the term “Covered Services” shall mean
Medically Necossary health care services and benefits which Members are entitled to recolve under
Californin Health end Safety Code Sections 1345(b), 1366.35, and 1373.6 and the Alllance Care Individual
Conversion Program BEvidence of Coverage and the Plan’s Provider Manual,
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EXHIBIT H
COMPENSATION SCHEDULE

Payment In Full, Provider agrees to aooept payment rendered pursvant to this Exhibit H, and any applicable
Member Payment, as payment in full for any Covered Services provided by Provider to a Member, as well
as any necessary administrative services, Payment may be subject to adjustment as described in Section 4.3
of this Agreement, and is subject to the Coordingtion of Beuefits rules sot forth in Section 4.4 of this
Agreement,

Definitions. The following definitions are applicable to this Exhibit H

N “Capitation Payment” shall mean the PMPM amount, as set foxth in this Exhibit I, paid to
Provider for the provision of Primary Care Physician Services subject to Case Management as
described in the Provider Manual,

b, Medi-Cal Linked Members” ars Medi-Cal Members, as defined in Exhibit B, Section 2, who are
also Linked Members,

< “Medi-Cal Rate” shall mean the cutrent applicable Medi-Cal rate, as published by the California
Departinent of Health Care Services In effect at the time Coversd Services are rendered,

d, “Monterey Medicare Rate” shall mean the schedule of Medicare maximum fee-for-service
allowances and rates of payment for health care services in effect for the federal Medicare
Prograrm in Montersy County at the time when the Covered Services are rendered,

'+ “Outpatient Cliniga! Laboratory Setvices” shall mean cinical laboratory testing for Members not
provided or ordered as part of an inpatient hospitalization that provides information for the
diagnosis, prevention, or trentment of disease, or the assessment of medical condition and
includes, but is not limited to, microbiological, serological, chemical, hematotogical, cytological,
immunohematology, and pathological examinations performed on materialy derived from the
human body. OQutpatient Clinieal Laboratory Services also inchade consulfing services for all tests
perforned or arranged by Provider, all necessary and required supplies, roquisition forms, and the
collection, preparation, and storage of specimens,

f, ~UMPEM” meuns per Medi-Cal Linked Member per month,

g, “Santa Clara Medicare Rate” shall mean the schedule of Medicare maximom foo-for-service
allowances and rates of payment for health care services in effect for the federal Medicare
Program in Santa Clara County at the time when the Covered Services are rendored.

a, List of Mombers. Plan will provide Provider with a list of Provider’s Medi-Cal Linked Members
by the first (15t) day of eack month (the “Madi-Cal Linked Members List”),

b, Case Managed Pripary Care Physician Services, Plan will pay Provider for Case Meanaged
Services provided to Medi-Cal Members on Pravider’s Medi-Cal Linked Members List as set forth

below in subsections L., ii,, and iii.

i Capltation Payments, Plan will pay Provider for Case Managed Setvices provided to Medi-
Cal Members on Provider’s Medi-Cal Linked Merbers List by the fifieen (15th) day of each
month, The Capitation Payments by Medi-Cal Merber lype and by agersex/cligibllity
categories effectlve January 1, 2011 js as follows:
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fit,

Pee-For-Service Payment. If Provider’s subrittal of encounter data for Provider's Medi-
Cal Linked Membets during any full twelve (12) month period is less than an average of
[.47 visits per Medi-Cal Linked Member per twelve (12) month period {(*Data
Benchmark™), Plan shall provide wriften notice to Provider that Provider shall be subject
to a correstive action plan, H during the 180 day notice period Provider is able to take
steps to achieve the Data Benchmark, Plan will conitinue to compensate Provider at the
Capitation payment rate specified in Section 3.b, above during and following the
oxpiration of the 180-day corrective aclion period, If Provider does not achieve the Data
Benchmark within one hundred eighty (180) days, Plan will compensate Proyider on a
feo-for-service basls as specified in this Section 3.¢. following the completion of the 180-
day corrective avtion period as described below,

(1

@

Reyersion to Capitation Payment. If Provider’s submitial of encounter data for Provider's
Medi-Cal Linked Members during any full twelve (12) month period following the change
to fee-for-setvico payment becomes equal to or greater than an averagoe of 1,47 visits per
Medi-Cal Linked Member per twelve (12) month period, Plan will provide Provider with
sixly (60) days prior written notice that Plan will compensate Provider at the Capitation
Payment rates specificd in Section 3.b, above, Payment shall revert to the Capitgtion
Payments as of the date specified in the Plan’s notice to Provider,
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Other Payment. Plan shall pay Provider for Covered Services provided to Medi-Cal Members as
set forth below in subsections 1, ii,, iii,, iv,, and v.

i,

ii,

jil.

iv,
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Laboratory Services are excluded from this Agreement and shall be referred to a
clinical laboratory contracled with Plan.

Paymeni for Covered Services Provided to Healthy Families Members,

& List of Members. Plan will provide Provider with a list of Provider’s Linked Members enrolled in
and determined to be eligible for the Healthy Families Program (“Healthy Families Members™) by
the first (1st) day of each month,

b. r
der

c.

d.
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3.

Payment for Covered Services Provided to IHSS Members,

a, List of Members, Plan will provide Provider with a tist of Provider’s Linked Members enrolled in
and determined to be eligible for the THSS Program (“IHSS Members™) by the first (1st) day of
each month,

b,

c,

d.
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Payment for Covered Services Provided to ATM Members.

i List of Members, Plan will provide Provider with a list of Provider's Linked Members enrolled in
and determined to be eligible for the AIM Program {“AIM Members™) by the first (1sf) day of each

meonth.
I,
d
1
[+H 3
d.
€ <
L
i
1’1
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7.

Payment for Covered Services Provided to Conversion Members,

a. List of Members, Plan will provide Provider with a list of Providet’s Linked Mombers enrolled in *

and determined to be sligible for the Alliance Care Individual Conversion Program (“Conversion

Membet") by the first (1st) day of sach month.
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ADDENDUM 1

PRIMARY CARE PHYSICIAN UTIELIZATION MANAGEMENT INCENTIVE PROGRAM

A, Introductior
1. Applicable Programs,

Provider agrees to participate in the utilization management incentive program described in this Addendum 1 for the
Medi-Cal Program only [_ ] or for both Medi-Cal and Healthy Families [ XX_ 1. For Providers who participate in
the utilization management incentive program for Medi-Cal only, the references below to Health Families will not
be applicable,

2, Definitions. For the purposes of this Addendum, the following definitions are applicable. Additional terms
are defined in other sections to the Addenduwm and in Article I o the Agreement,

“Administrative Members” are Members who ate not Linked Members and who are enrolled in Medi-Cal and
determined to be ellgtble for membership in the Medi-Cal Program.

“Inpatient Hospital Services” are Covered Setvices provided to a Member who Is admitted as a registered bed
patlent in & hospital, excluding physician services, unless such services ate listed as inclusions in the hospital’s
agreement with Plan,

“Other Services” are Covered Services that are not Primary Care Physician Sorvices, Refotral Services ot Inpatiens
Hospital Services,

“Primary Hospital” is any hospital under contract with Plan with which Primary Care Physiciang are affiliated by
virtue of their agreement with Plan, and which is designated s a Primary Hospital by Plan,

“Risk Gronp” is the group of PCPs to which Provider is compared to determine its percentile ranking within the
group and for which Provider participates in a risk sharing peol.

B, Case Manuged Services Risk Sharing

1. Risk Group Reserve

Medi-Cal Capltation and Foe-For-Service Reserve, Ten percent (10%) of the Capitation Payment as described in
Bxchibit H Section 3.b.1. for each Member on Provider’s Medi-Cal Linked Membets List will be held in reserve to
absorb possible doficits in the Provider’s Risk Group Medi-Cat risk sharing pools, as described herein. In the event
Provider is paid fee-for-service pursuant to Exbibit H Section 3.b.1i. or Bxhibit B Sections 3. i, and ii., Plan will
hold ten percent (10%) of the Mead!i-Cal Rate payment In reserve to absorb possible deficits in Provider’s Risk Group
Medi-Cal risk sharing pools,

Healthy Familics Reserve, Ten percent (10%) of the foe-for-service payment as described in Exhibit H Sectlon 4 for
each Ilealthy Families Member will be held in reserve to absorb possible cost overruns in Provider's Risk Group
Healthy Families sharing pools,

2. Budgeting,

Plan will set up “Primary Care Physician Accounts” for each Primary Care Physician contract with Plan, A Primary
Cuarc Physician contract may include one or more Primary Care Physicians, Primary Care Physician Accounts will
be majntained separately for Primary Care Physicians® Linked Santa Cruz Medi-Cal Members, Linked Santa Cruz,
Healthy Families Members, Linked Monterey Medi-Cal Msmbers, Linked Monterey Flealthy Familiss Members and
Linked Merced Medi-Cal Members, Each Primary Care Physician Account Total will be allocated an amount called
the “Tull Budget Amount” for Linked Members, The Full Budget Amount will consist of budgeted health care costs
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for three service categories: a) Primary Care Physician Setvices, b) Referral Physician and Other Services, and ¢)
Inpatient Hospital Services. The Primary Care Physician’s Account Totals will consist of the sum of the balances in
such Primary Care Physician’s Accounts for these three service categories,

Actpal health care costs incutred by each Primary Care Physician’s Linked Medi-Cal Members and Linked Healthy
Families Metobers will be ellocated against the Full Budget Amount. Health care costs nourred for Covered
Servicos inolude, but are not limited to, foe-for-service elalms; the Incurred cost of acute care hospital inpatient
services, including any amounts paid and held in reserve; Primary Care Physician payment, including any amounts
paid and held in reserve; vapitation payments; and estimated costs for services incurred but not yet reported (IBNR).

3, Referral Physician and Other Services Expense Limit.

Referral Services and Other Services expenses allocated to a Primnary Care Physician’s Referral Physician and Other
Services Account will be limited (o seven thousand five hundred dollars ($7,500) per Member annuatly (“Referral
Plrysician and Other Services Expense Limit”). Actual pald expensos sbove seven thousand five hundred dollary
($7,500) per Linked Medi-Cal Member or per Linked Healthy Families Member per year shall be shared on a pro
rata basls based on that county’s Medi-Cal Member aliocations or Healthy Families allocations among al} Risk
Groups of that county,

4, Hospital Inpatient Bxpenss Limit,

Hospital inpatient expenses allocated to a Primary Care Physiclan’s Hospital Inpatient Account will be limited to
seventy five thousand dollars (875,000) per Member annally (“Hospital Inpationt Expense Limit™). Actual paid
oxpenses above seventy five thousand dollars ($75,000) (exchuding amounts held in reserve) per Linked Medj-Cal
Member per year or per Linked Healthy Families Member per year shall be shared on a pro rata basis based on fhat
county’s Medi-Cal Member allocations and Healthy Families Member allocations among all Risk Groups of that
county,

5 Risl Sharlng Pool,

Bach Primary Care Physician will be affillated with a Risk Group, Primary Care Physiclan Accounts will be
maintained for each Primary Care Physician contraot, Primary Care Physician Accoumts will be maintained
separately for Primary Care Physicians’ Linked Santa Cruz Medi-Cal Members, Linked Santa Cruz, Healthy
Famities Members, Linked Monterey Medi-C'al Members, Linked Monterey County Healthy Familiss Members and
]inked Merced Medi-Cal Members, Risk sharing poals will be maintained at the Risk Group level. Risk Group risk
sharing pools are the sum of the Primary Care Physician Accounts affiliated with that Group, All Administrative
Members will be assigned to risl pools, which are maintained separatoly for Administrative Mombers that are Santa
Cruz Medi-Cal Memboers, Santa Cruz Healthy Families Members, Monterey Medi-Cal Members, Monterey Healthy
Families Members and Merced Medi-Cal Members, Tho Medi-Cal Administrative Member risk pool for gach
county also includes the long torm care facility benefit costs for that county’s Modi-Cal Members, There are no
Administrative Members for the Healthy Pamilies Program.

6. Account Sharing of Surplus and Deficits,

An neoounting of the ransactions and operations of Primary Care Physician Accounts and all Risk Group risk
sharing pools shall be rendered by Plan ammually four (4) months after the conclusion of each Fiscal Year anct shall
be cerfifiod by its Finance Director, Such annal accounting shall be based on the Fiscal Year of Plan, Distributions
are made to Primacy Care Physicians following Plan approval of such accounting and are made not later than one
hundred elghty (180} days after the conclusion of each Fiscal Year,

All balances will be determined as follows: Each Risk Group risk sharing poo! balance will be determined by .
summing the individual balancos of affiliated Primary Care Physlclan Accounts, Risk Group risk sharing pools wilt
be allocated a pro-rata share of the Administrative Member risk pools, Finally, costs in excess of the Refarral
Physician and Other Expense Limit and Hespltal Inpatient Bxpense Limit will be allocated on a pro-rata basis to the
appropriate risk sharing pools of each Risk Group, Santa Cruz Medi-Cal allocations shall be made to Santa Cruz,
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Medi-Cal risk sharing pools, Santa Cruz Healthy Families allocations shall be made to Santa Cruz Healihy Families
risk sharing pools, Monterey Medi-Cal allocations shall be made to Monterey Medi-Cal risk sharing pools,
Monterey Healthy Families allocations shall be made to Monterey Healthy Families risk sharieg poeols and Merced
Medi-Cal allocations shall be mada to Merced Medi-Cal risk sharing pools,

Policy regarding actual and proposed budget and cost aliocations to the Primary Care Physiclan Accounts and Rlsk
Group risk sharing pools is subjsct to the approval of Plan. Plan shall have the sole discretion to establish binding
policies regarding determination of account and pool balances.

7. Deficit Funding,

Any defielt in the Risk Group’s Referral Physician and Qther Services pools shall be funded by a surplug [n such
Risk Group’s Inpatient Hospital Services pools, and any deficit in the Risk Group’s Inpatient Hospital Services
pools shall be funded by a sucplus in such Risk Group’s Referral Physiclan and Other Services pools, Deficit
accounting and funding shall cocur separately for a Risk Group's Santa Cruz Medi-Ca) risk sharing pools, Santa
Cruz Healthy Families risi sharing pools, Monteroy Medi-Cal rlsk sharing pools, Monterey Healthy Families risk
sharing pools and Merced Medi-Cal risk sharing pools,

The Risk Group Primary Care Physician payment held in reserve shall be used to fund remaining deficits in the
following Risk Group risk sharing pools at the following rates:

a, Reforyal Physician and Other Services pool - Primary Care Physician payment held in reserve shall
be used to fnd one hundred percent (100%) of any deficit, not to exceed the total amount held in
reserve.

b. Inpatient Hospitel Services pool - Primary Care Physician payment held in reserve shall be used to
fund one hundred percent (100%) of any deficit not to exceed the total amount held in reserve,

Deficits shall also be funded by amounts held in reservo from the Primary Hospital affiliated with the Risk Group, to
the oxtent there are Primary Hospital amounts held in reserve remaining for that Risk Group. Accounting for and
funding of amounts held in reserve shall occur separately for (i) amounts held in reserve from Santa Cruz Medi-Cal
Capitation and other paymens, ({i) amounts held in reserve from Santa Cruz Healthy Families fee-for-service
payments, (iii) amounts held in reserve from Monteroy Med:i-Cal Capltation and other payments, (iv} amounts held
in reserve from Monterey Healthy Families foe-for-service payments, and {v amounts held in reserve from Merced
Medi-Cal Capitation and other payments,

8. Distritation of Amounts Held in Regervs,

If the Risk Group risk sharing pool tetal Is in surplus, all Primary Cara Physiclans in that Risk Group will recelve in
full their amouynts held in reserve relating to that Risk Group risk sharing pool, If the Risk Group risk sharing poe]
total s fn deficit, but the deficit Is less than the aggrogate amount held in reserve from all Primary Care Physicians
in that Risk Group, the aggregate romaining Primary Care Physician acoount amounts held in roserve will be paid to
individual Primary Care Physicians directly in proportion fo the amount origineally held in reserve from each Primary
Care Physician relating to that Risk Group risk sharing poel, Distribution of amounts held in reserve shall ocour
separately for () amounts held In reserve from Santa Cruz Medi-Cal Capltation and other payments, (if) amounts
held in reserve from Santa Cruz Healthy Families feo-for-servics payments, (i) amounts held in reserve from
Monterey Medi-Cal Capitation and other payments, (iv) amounts held in reserve from Monierey Healthy Familios
fee-for-service payments, and (v) amounis held in reserve from Merced Medi-Cal Capitation end other payments.

9, Surplug Distribution,

If a Risk Group risk sharing pool total is in surplus after all amounts held in roserve relating to that Risk Group risk
sharing pool have been distributed, then each Primary Care Physician Account total bulance will be determined by
summing each service acconnt balance for that Primary Care Physiclan, The amount available for surplus
distribution to Primary Care Physicians is (1) fifty percent (30%) of the surplus in the Referral Physiclan and Other
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pool balances, and (i) thirty three and 1/3 percent (33 1/3%) of the surplus in the Hospital Tnpatient pool balances,
Surplus accounting and fundlng shail occur separately for a Risk Group’s Santa Cruz Medi-Cal risk sharing pools,
Santa Cruz Healthy Families risk sharing pools, Monterey Medi-Cal risk sharing pools, Monterey Healthy Families
risk sharing pools, and Merced Medi~Cal risk sharing pools,

Primary Care Physician Acoount totals In deficit will not be paid a portion of the surplus
distribution, If the Risk Group Pool is in surplus, Primary Care Physician Account totals in
surplus will recelve a portion of the Risk Group Pool surplus ogual to the following formula;

Total Account surplus for

Primary Care Phygician in Risk Group = “Distribution Percentage”
Total pool surplus in the Risk Group

as determined by Plan

Subject to the limitation set forth below, Primary Care Physician shall receive tho
following:

(1) fifty percent (50%) of said surplus in the Referral Physician and Other pool balances.
times the Distributlon Percentage; and

(@) thirty three and 1/3 percent (33 1/3%) of said surplus in the Hospital Inpatient pool
balances times the Distribution Percentage,

Such surplus distributions shall be limited per physician to 1.8 multiplied by the average
Primary Care Physician Per Member Per Month (PMPM) surplus distribution through the Risk
based program for the prior Fiscal Year, If Primary Care Physleian has excesded the limitation,
such amount in excess shall be returned for further distribution to other Primary Care Physicians
through the Risk based program formula,

C, Reforra] Services Risk Sharing,

PCPs who provide Reforral Services may earn points under the Referral Services and Other Services pool and the
Inpatient Hospital Sexvices Pool, in addition to thoir participation as described in Soction B above, The Referral
Services and Other Services Pool and Inpatient Hospital Services Pool will be administered as described in Section
B above,

1. Surplus Balance

:R If a Referral Physician and Other Services Account is in surphus afier all applicable amounts held
in resorve have been distributed to Providers, Provider will receive a portion of the surplug
according to the following formula:

Acceptances for a Membar
course of treatment
(regardless of the number

of visita) by Provider ten percent (10%) of the total
Total acceptances for a X surplus balance in the Referral
Member course of treatment Physician and Other Services Account

by all Referral Physisians
and
b. If an Inpatient Hospital Services Account is in surplus after all applicable amounts held in reserve

have been distributed to Providers, Provider will receive a portion of the surplus acoording fo the
following formmla;
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Acceptances for a Memmber
cowrse of treatment

(regardless of the number six and two thirds percent (6 2/3%)
of visits) by Provider of the total surplus balance

Total acceptances for a X in the Inpatient Hospital

Member course of treatmont Services Account

by all Refercal Physiciang

Plan shall determine what constitutes an acceptance for a Member course of treatment, which shail be determinad
separatoly for Santa Cruz Medi-Cal Merabers, Santa Cruz Healthy Familles Mombers, Monterey Medi-Cal
Members, Monterey Hoalthy Families Members and Merced Medi-Cal Members, Surplus accounting and sharing
shall occur separately for Santa Cruz Medi-Cal risk sharing accounts, Santa Cruz Healthy Famllies risk sharing
accounts, Monterey Medi-Ca! risk sharing accounts, Monterey Healthy Families risk sharing accounts and Merced
Medi-Cal risk sharing accounts,

D, Distribution of Amounts Held in Reserye and Surnlus Sharing in Event of Termination,

If this Agreement is terminated before the end of Plan’s Fiscal 'Year by Provider or by Plan, Provider will be eliglble
for distribution of amounts held in reserve at the next annual accounting, but not for surplus sharing described ia this
Addendum | Section C,

E, Torm of Primary Care Medi-Cal Utilization Management Incentive Program,

The term of this Primary Care Physician Med{-Cal Utllization Management Incentive Program, as described in this
Addendum 1, shall begin on Janunary 1, 2011 and end on December 31, 2011 (the “UMIP Term™).

F. UMIP Programs for Future Periods.

Plan, in its sole and absolute discretion, may implement utilization management incentive programs for periods after
completion of the TIMIP Term, Any such programs shall be on terms determined by Plan. Until Plan and Provider
enter into a written agreement with respect to any such new program extending beyond the UMIP Term, no such
program shall be binding upon Plan,
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ADDENDUM 2
PRIMARY CARE PHYSICIAN QUALITY BASED INCENTIVE PROGRAM

The Quality Based Incentive Program (“QBI”) is a pay for performance program that uses positive incentives to
promote quality clinical practices such as appropriate preventive services and chronic disease management. In
addition to tho payment set forth elsewhere in this Agreement, Plan shall budget an amount annually for the QBI for
pach Fiscal Year and may update such amount during the Fiscal Year, which is reviewed and approved by its
governing board and which shall be allocated to the QB3I {the “Yotal Quality Pool”), An accounting of the
transactions and operations of the QBI shall be rendered by Plan nonually four (4) months afier the conclusion of
each Fiscal Year and shall be certified by its Finance Director, Such annual accounting shall be based on the Fiscal
Year of Plan, Distributions are made to Primary Care Physicians following Plan approval of such accounting and
are made not Jater than one hundred eighty (180) days aller the conclusion of each Fiscal Year.

Amcunts distributed through the QBI program are based on 1) the quality peiuts sarned for olinical performanae and
access to care and 2) the implementation of pain management contracts and pediatric asthma plans by each Primary
Carg Physician Practice Site during the Fiscal Year,

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

Certaln measurements are based on the number of Medi-Cal Members without other health coverage, such as
Medicare coverage, References to “Medi-Cal Prime Members” in this QBI Program Addendum means Medi-Cal
Members without other health coverage,

A, Quallty Pools for Clinical Performance and Access to Care. The Total Quality Pool is divided into three
(3) pools {each a “Quality Pool”): 1) the FP/GP Quality Pool, 2) the PED Quality Pool and 3) the IM Quality Pool.
Amounts are allocated to each pool depending on the pumber of Medi-Cal Prime Members linked to each category
of Practice Site as of the end of the Fiscal Year, All Medi-Cnl Momber caleuiations for the QBI program are made
topether for Monterey County Medi-Cal Members, Santa Cruz County Medi-Cal Members, and Merced County
Medi-Cal Members. There are no separate Quality Pools for each county,

Quality points are assigned to each Practice Site based on clinical performance and access to care measures, The
maximum number of quality points that a Practice Sile may carn each Fiscal Year is one liumdred (100), There is a
possible total of eighty (80) points for the clinical performance measures and a possible total of twenty (20) points
for the access to care measures.

1. Clinieal Performance Measures. The clinical performance measures are HEDIS defined measures, The !
megsurements follow the applicable HEDIS methodology, The clinical performance measuros are based on
elatms and encounter data and not on chart review. In order for a Practice Site to receive points for a
clinical performance measure, there must be a minimuym of five (5) Medi-Cal Prime Members that qualify
for the measure based on HEDIS specifications. Each qualifying Practice Site is then compared to the
performance of the same category of qualitying Practice Sites for each clinical performance measure and
assighed points based on the Practice Site’s rank. For example, & qualifying TM Practice Site Is yanked in
comparison {0 all other qualifying IM Practice Sites for each clinical porformance measure, A Practice
Site, however, may earn the maximum peints available for a clinical performance measute by meeting the
Plan Goal percentage for such measure, cvon if the Practice Site is not ranked in the top quartile, The
“Plan Goal” is established by the Plan for each performance criterla and is caleulated for each Practice Site
based on the HEDIS algorithm,

a, IM Practice Bite Clinical Performance, For IM Practice Sitos, there are five (5) clinical

performancs mensuros, as follows: (1) breast cancer screening, (2) oervical cancer screening, (3)
dinbetes LDL-C screening, (4) diabetes HbA [o screening, and (5) monitoring of persistent
angiotensin converting enzyme inhibitors/angiotensin receptor blockers (ACE/ARBg). For each
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IM Practice Site clinical performance measure, sixtoon (16) points are assigned for a rank of more
than seventy-five percent (75%) when compared to other IM Practice Sites, eight (8) points are
assigned for a rank of fifty percent (50%) through seventy-five percent (75%), and zero (0) polnts
are assigned for o rank of below fifty percent (50%); provided, however, if an IM Practios Site
meets or exceeds the Plan Goal for & clinical petformance measure the Practice Site shall be
assigned sixteon (16) points for such clinical performance measure, even if the Practice St Is not
in the top quartile. The Plan Goal is ninety percent (90%) for each IM Practice Site clinlcal
performanee measure,

PED Pragctice Site Clinical Performance, For PED Practice Sites, there are three (3) clinical
performance meagures, as follows: (1) well child vislt 3 -- 6 years, (2) well adolescent visit 12 - 21
years, and (3) asthma controller medication. Fer the well child visit 3 — 6 years clinical
performance measure, thirty (30) points are assigned for a rank of more than seventy-five peroent
(75%) when compared to other PED Practice Slghts, fifteen (15) points are nssigned for a rank of
fifty percent (50%) through seventy-five percent (75%), and zeto (0) points are assigned for a rank
of below fifty percent (S0%); provided, however, if a PRI Practice Site meets or sxcseds the Plan
Goal for the well child visit 3 — 6 years clinical performance measure the Practice Site shall be
assigned thirty (3) points for such clinlea! performance measurs, even if the Practice Site is not in
the top quartile, For the adolescent child visit 12 - 21 years clinical porformance moagsure, thirty
(30) points are assigned for  rank of more than seventy-five percent (75%), fifteon (15) points are
assigned for a rank of fifly percent (50%) through seventy-five percent (75%), and zero (0) points
are agsigned for a rank of below fifty petcent (50%); provided, however, if 8 PED Practice Sife
meets or excoeds the Plan Goal for the well adolescent visit 12 - 21 years clinical performance
meagure the Practice Site shall be assigned thirty (3 0) points for such clinfcal performance
measure, even if the Practice Site is not in the top quartile, For the asthma controller medication
clinical performance measure, twenty (20) points are assigned for 3 rank of more than seventy-five
percent (75%), ten (10) points are assignad for a rank of fifty percent (50%) through seventy-five
percent (75%), and zero (0) points are assigned for a rank of below fifty percent (50%), provided,
however, if'a PEID Practice Site meets or exceeds the “Plan Goal” for the asthma controller
medication elinical performance measure the Practice Site shall be assigned twenty (20) points for
such clinical performance measure, even if the Practice Site 1s not in the top quartile, The Plan
Goal is ninety percent (92.5%) for asthma controller medication, and ninety percent (90%) for the
other clinical performance measures,

FP/GP Practice Site Clinioal Performance, For FP/GP Practice Sites, there are eight (8) clinical
performance measures, as follows: (1) well ciiid visit 3 - 6 years, (2) well adolescent visit 12—
21 years, (3) asthma controller medication (4) breast cancer screening, (5) cervical cancer
sereening, (6) monitoring of persistent angiotensin converting enzyme inhlbitors/angiotensin
receptor blookers (ACL/ARBS), (7) diabetes LDL-C scteening, and (8) dinbotes IbA lc screening,
For each FP/GP Practice Site clinieal performance measure, ten (10) points are asgigned for a rank
of more than seventy-five percent (75%) when compared to other FP/GP Practice Sites, five (5)
poinls arc assigned for a rank of fifty percent (50%) through seventy-five percent (75%), and zero
(0} points are assigned for a rank of below fitty percent (50%); provided, however, if & FP/GP
Practice Site meots or exceeds the Plan Goal for a clinical performance measure the Practice Site
shall be assigned ten (10) points for such clinles! performance measure, even if the Practice Sits is
not in the top quartile. The Plan Goal is ninety percent (92.5%) for asthma controller medication,
and ninety percent (90%) for the other clinical performance meagures,

Access to Care Measures, For all Practice Sites, there ars two access to care measures as follows: (1) level

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

a,

IM, PED and FP/GP Leyel of Medi-Cal Prime Member Linkage Access Measure. The lovel of
Medi-Cal Prime Member linkage access to care measure is based on administrative linkage data,
If a Practice Site is open to auto assigtrment of Medi-Cial Prime Mombers for {en (10) or more
months in the Flscal Year, then the Practice Site 14 assigned ten (10) points, Practice Sites not
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open to auto assignment for ten (10) or more months are assigned points based on the average
number of Medi-Cal Prime Members linked to the Practice Sito during the Fiscal Year, as follows;

0-49 0 points
50-99 1 point
100-159 2 points
200-29% 3 points
300-399 4 points
400-499 S points
500-599 6 points
600-699 7 points
700-799 8 points
800-899 9 points

900 or more 10 points

b. IM, PED and FP/GP Appropriate Emergency Dopartment Use. The approptiate emergency
department use access measure is based o claims data. In order for a Practice Site to receive
points for the appropriate emergency department use measure, the Practice Site must have a
minimum of one thousand twe hundred {1,200) Medi-Cal Prime Member months in the Fiscal
Year. The number of non-emergent Medi-Cal Prime Member emetgency deparfment visits (CPT
codes 99281 - 99283) are calculated for each Practice Site and the rate of utilization is determined
for one thousand (1,000) Medi-Cal Prime Momber months for such Site, Each Practice Site is
then compared to the performance of the same category of Practice Sites for the access measuro
and assigned points based on the number of standard deviations away from the average, Ten (10)
points are assigned if the Practice Site has a rate which is less then one (1) standard deviation
below the average, five (5) points are assigned for a rate of one (1) standard deviation below the
average through one (1) standard deviation above the average, and zero {0) points are assigned for
arate of more than one standard doviation above the average.

3. Clinical Performance and Accoss to Care Distribution. After the assignment of points for the clinical
performance measures and access to care measures, the total quality points are determined for oach Practice
Site. The total quality peints are multiplied by the number of Linked Medi-Cal Prime Member months for
the Practice Site durjog the Fiscal Year to determine the Practice Site’s “Weighted Points”, Percentages ars
then determined for each Practice Slte by comparison to the totals for Practice Sites of the same category,
as follows: Total Weighted Points For Practice Site divided by Total Weighted Points for all Practice Site
of the same category (IM, PED or FP/GP) equals the PCP's “QRBI Distribution Percentage”

Practice Sites will receive a portion of the applicable Quality Pool (e.5. IM Quality Pool, PED Quality Pool or
FP/GP Quality Pool) by multiplying the Site’s QBI Distribution Percontage by the total amount of funds in such
(Quality Pool,

B. Best Practice Implementation, The implementation of medication agreements and pediatric asthma action
L. PED Practice Sites are oligible to submit pediatric asthma action plans,
2, IM Practice Sites are eligible (o submit medication agreements,
3, FP/GP Practice Sites are sligible to submit both pediatric asthma action plans and medication

agreements,
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C. Term of QBI,

The term of this QBI shall begin on January I, 2011 and end on December 3 1, 2011 (the QBI Term™),

D, QBI Programs for Future Periods.

Plan, in its sole and absolute discretion, may implement quality Incontive programs for perlods after completion of
the QBI Term. Any such programs shall be on terms determined by Plan. Until Plan and Provider onter into a

written agreement with respect to By
binding upon Plan,

such new program extending beyond the QBI Term, no such program shall be
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ADDENDUM 3

PRIMARY CARE PHYSICIAN CARE BASED INCENTIVE PROGRAM

Introduction,

This Addendum sets forth the terms of care based incentives offered to PCPs by Plag. The program is
designed te sompensate PCPs for efforts undattaken to improve the eare provided to Elgible Members as
teflected by data measured by Plan, all as described heroln (the “Care-Based Incentive” of the “CBI™).

The CBI consists of two components: (1) the CBI Incentive Program and (2) the CBI Fee-for-Service
Incentive, The CBI continues for a limited term, as described in Section 7 of this Addendum 3, unless it i3
specifically extended by mutual written agreement of the perties hereto. The budget for the CBI Incentive
Program is separate for the Medi-Cal and Healthy Familles Programs, The budget and allocation for the
CBI Fee-for-Service Incentive are separate for the Medi-Cal, Healthy Families, Healthy Kids, Alliance
Care TTISS, Alliance Care AIM and Alliance Care Individual Conversion Programs.

Definitions,

In addition to other terms defined in this Addendum 3 vr ju the Agresment, the following terms shall have
the meanings set forth below:

2.1 Available Polnts is the maximum number of points available under each Measnrement Compotent
as determined in the sole discretion of Plan,

2.2 CB1 Foe-for-Service Incentives are fee-for-service payments, in addition to those payments
deseribed olsewhere in the Agreement, which PCPs are eligible to recelve in exchange for
performing specific activitles as described in Section 5 to this Addendum 3.

23 CBI Incentive Payments aro the anngal or quarterly peyments, as described in Section 4 to this
Addendum 3, which are based upon & PCP Site’s performance under the CBI Incentive Program.

24 CBI Incentive Program is a program whereby PCP Sites are measured against Performance
Targets and against a Comparison Group and are eligible for incentive payment based upon thelr
perfermance.

2,5 CBI Table means the table set forth in Attachment 1 to this Addendum 3 specifying the Available
Points, Metmber Requiremont, Performance Targot/Relative Ranking Measures, Measurement
Petiod, Measuremert; Data Source and Methodology for each Measurement Component,

2.6 Compatison Group is the group of PCP Siles to which Provider is compared to determine
Provider’s percentile ranking within the group, PCP Sites are divided into three (3) Comparison
Groups: 1) family practics/general practice (FP/GP), 2) pediatrics (PED) and 3) internal medicine i
(IM). Any obsteiriclan/gynecologist thai 1s a Primary Care Physician will be included in the C
FP/GP Comparison Group,

2.7 Dual Coverage Memberg are Members who are eligible for either Medi-Cal or Healthy Families
and for coverage from another source, such as Medicire or a commercial health plan,

2.8 Bligible Members

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

282  Bligible Members for the CBI Fee-For Service Incentives are the Santa Cruz, Monterey
or Merced Medi-Cal Members; the Santa Cruz or Monterey Healthy Families Members;
the Santa Cruz County Healthy Kids Members; the Monterey County IHSS Members,
Mortersy County AIM Membets, and the Monterey County Individual Conversion Plan
Members, excluding Dual Coverage Mombers,

2.9 Measurement Component shall mean the measures s described in the CBI Table,

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

211 Methodology is the internally developed methodology, or the sonrce of data utilized by Plan, to
measure Provider's performance for sach Measurement Component under the CRI,

2,12 Performance Targets ave the targets established in the sole discretion of Plan. Performance
Targets are set forth in the CBI Table,

213 Performance Target Measures are those Measurement Components for which the PCP Site
reveives points based upon meeting a specified Performance Tatget,

214 PCP Sjte is the individual or group of PCPs to whom Linked Members are assigned,

2,15 Plan Qoal is the percontage of Eligible Members for whom the PCP Site provided the applicable
Moasurement Component of the Quality of Care (HEDIS) measures, The Plan Goal for all
Quality of Care Measures is ninety percent (90%).

2.16  Relative Ranking Meagures aro those Measurorent Components for which a PCP Site receives
points based on its ranking relative to performance other PCP Sifos within the PCP Site’s
Compatison Group

CBI Incentive Program,

PCP Sites are eligible to recelve an Incentive payment from a set budget or pool (“CBI Pool”), Fundiog of
the CBI Pools shall be af the sole discretion of Plan, ‘The CBI Pools are divided into three (3) sub-pools:
(1) the FP/GI CBI Pool, (2) the PED) CBI Pool, and (3) the IM CBI Pool. Amounts paid under ¢ach
catogory cottelate to each PCP Site’s rank within its Comparison Group for each measure or for the PCP
Site meeting a specific Performance Target, The CBI Incentive Program conslsts of the Measurement
Coroponents as set forth in Sections 3.2 through 3.8 below, Section 3.1 below establishes an eligibility
requirement for participation in the CBI Poo),

31 Member Renssignment Threshold is the Plan mean of Member reassignments per 1,000 members
per Fiscal Year as determined by the Plan and if excoedod by more than one standard deviation,
the Provider is not oligible o participate in the CB) Incontive Program, The Member
Reassignment Throshold eligibility requirement is not applied to PCP Sites with less than one
hundred (100) Linked Members,

3.2 Rate of Preyentable Inpatient {IP) Admissions. This Measuremont Component measures the rats
of preventable inpatient ndmissions for PCP Site’s Linked Members as detormined by & teview of

claims data. The rato is reported by the number of preventable admissions per 1,000 Linked
Members per Fisoal Year, To qualify for this measure, a PCP Site must have a minfmum of one
hundred (100} Linked Mombers as of December 31, 2011,
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3.6
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Rate of Generic Prescriptions. This Measurement Component measures the percent of generie
prescriptions filled for PCP Site”s Linked Members among all preseriptions filled for PCP Site's
Linked Members gs determined by a review of claims data,

Rate of use of Controller Medications for Asthme Cases, This Measurement Component
measures the percent of controller medications filjed for PCP Site’s Linked Members among all
contreller and rescue medications filled for PCP Site’s Linked Members, as determined by a
revisw of claims data,

Quality of Care Measures, The Quality of Care Measures Component are HEDIS defined clinical
performance measures that follow the applicable HEDIS methodology and are based on claims
and encounter data, not on chart review, In order for n PCP Site to recelve points for a Quality of
Care Measre, there must be a minimum of five () Eligible Members that qualify for the measure
based on HEDIS specifications.

3.5.1  Internal Medicine (M) Quality of Care, For IM PCP Sites, thero are five {5) clinical
performance measures, ns follows; (1) breast cancor sereening, (2) cervical cancer
screening, (3) diabetes LDL-C sereening, (4) diabotes HbAlc screening, and (5) diabetes
care —menitoring for diabetic nephropathy,

3.52  Pediatrics (PED) Quality of Care. For PED PCP Sites, thers are three (3) clinical
performance measures, as foliows: (1) well child visit 3 - 6 years, (2) well adolescent
visif 12 - 21 years, and (3) Body Mass Index (BMI) percentile calculeted,

3.53  FP/GP Quulity of Care. For FP/GP PCP Sites, there are cight (8) clinical performance
measures, as follows: (1) well child visit 3 - 6 years, (2) well adolescent visit 12 - 21
years, (3) breast cancer soreening, (4) cervical cancer screening, (5) diabetes LDL-C
screening, (6) diabetes HbA I e screening (7) comprehensive dlabetes care ~ monitoring
for diabetic nephropathy, and (8) Body Mass Index {BMI) percentile caloulated,

Rate of Proventable Emergoncy Department (D) Visits. This Measurem ent Component measures
the rate of preventablo omergency department visits for PCP Site’s Linked Members ag
determined by a review of claims data. ‘The rate is reported by the number of preventable
emetrgency depariment visits per 1,000 Linked Mombers per Fiscal Year, To qualify for this
measure, a PCP Sile must have a minimum of ohe hundred (100) Linked Members as of
December 31, 2011,

Rato of Primary Care Visits, This Moasurement Component meagures the rate of primary care
visits provided to PCP Site’s Linked Members on an annual basis. The target for this measure is
more than three (3) PCP visits per Linked Member, per Fiscal Year, Partial points may be earned
by Provider for visits por Linked Member per Fiscal Year between two and one-quarior {2.25) and
three (3) visits per Momber per Fiscal Year,

Blectronic Claims/Encounter Data Submittal, ‘I'his Measurement Component measurey tho
percentage of PCP Site's eligible claims and encounter data submitted to the Plan cloctronically,
Eligible claims include these that ars not for CHDP servicos, Medicare-Medi-Ca! crossover
claims, or claims with attachments, The target for this measure is nlnety-five percent {95%) of all
oligible claims submitted electronically,

Calculation and Payment of CRI lncentive Payments. An accounting of CBI Incentive Payments shall be
made annually four (4) montha after the conelusion of each Fisoal Year and shall ba certified by the Plan's
Chief Flnancial Officer, Distributions are made to PCP Sites foilowing Plan approval of such accounting
and ar¢ made no later than one hundred eighty (1 80) days after the conclusion of each Fiscal Year,
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4.1

4.2
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4.4

Relative Ranking Measures. Bxcept as stated below in 4.1.1, PCP Sites shall be awarded the
maximum number of peinis for each measure in which the PCP Site is ranked at or above the 76th
percentile. PCP Sits shall be awarded one-half the maximum number of points for each measure
in which the PCP Site is ranked between the 51st and 75th percentile. PCP Site shall receive zero
{0) points for any measure in which the PCP Site is ranked at the 50th percentilo or below,

411 Quality of Care Measures. For the Quality of Care Measures, if the PCP Site meats or
exceeds the Plan Gosl, the PCP Site shall be awarded the maximum number of points for
the measure even if the PCP Site is not in the top quartile for the measure.

Porformance Target Measures, PCP Site shall be awarded the full amount of points if the PCP
Site meets the Performance Target for the Blectronic Claims/Encounter Data Submitial Measure.
If the PCP Site falls below the Performance Target for this measure, the PCP Site earns zero {
points. PCP Site shalt be awarded the full amount of points if the PCP Site meets or exceeds the
Performance Target for the Rate of Primary Care Visits Measure, PCP Sites shall be awarded
partial points if thoy provide between two and one-quarter (2,25) and three (3) visits per Linked
Member per Fiscal Year. Ifthe PCP Site falls below two (2) visits per Linked Member per Fiscal
Year, it will earn zero (0) points.

After the assignment of points for the Relative Ranking Measures and the Performance Target
Measures, the total CBI Incentive Program points are determined for each PCP Site. The total
poinis are multiplied by the number of Eligible Member months for the PCP Site during the Fiscal
Yoar te determine the PCP Site’s “Weighted Points”, Percentages are then detormined by
comparison to the totals for PCP Sites of the same Comparison Group, as follows: Total Weighted
Points for PCP Site divided by Total Weighted Points for alt PCP Sites of the same Comparison
Group equais the PCP Site’s “CBI Distribution Percentage”.

PCP Sites will receive a portion of the applicable CBI Pool (e.g. IM CBI Pool, PED CBI Pool or
FP/GP CBY Peol) by multiplying the Site’s CBI Distribution Percentage by the total amount of
funds in such CBF Pool,

Fee-for-Service Incentives

3.1

Increased _pfcventive and disease management actions, Plan shall pay & fee-for-service incentive
for performance of the following;

3.11
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3.1.4  Medication Management Agrootnents. Plan shall pay Provider fifty-dollars ($50) for
Plan’s receipt of the first submitted Medication Management Agreement per Linked
Member per Fiscal Yoar, '

5.2 Increased proyalence of extended hours, Plen shall pay Provider five percent {5%) of capitation or
the fee-for-service equivalent for non-capitated Programs for holding office hours for at least eight
(8) howrs beyond Monday through Friday, 8:00 a.m, to 5:00 p.n, during the quarter, Plan shalt
pay Provider the enhanced payment for all PCP Sites under Provider's contract located within g 3
mile radius of the site with extended hours availability if Linked Members may access care during
the extended howrs at the extended howrs gite,

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

made each quarter within forty five (45) calendar duys aftor the conclusion of sach quarter,
Distributions ave made to PCP Sites following Plan approval of such accounting and are mads no
later than ninety (90) calendar days after the conclsion of each quartet,

CBI Payments Determination Final. Plan’s calculation of payments under the CBI shall be final, Provider
recognizes that the measurement of the C'BI data is subject to variation and reasonable statistical and
aperational error, Provider acknowledges thal Plan would not be willing to offer the CBI if Plan’s
calculation of payments under the CBI would expose Plan to Increased sk of disputes and litlgation
arlsing out of Plan’s calculation. Accordingly, in considetation of Plan’s agreement to offer the CBlto
Provider, Provider agrees that Provider will have no right to dispute Plan’s determination of payments due
under the CB, including determination of any data or the number of Eligible Members,

Term of CBI, The term of this CBI shall begin on January 1, 2011 and end on December 3 1, 2011 (the
“CBI Term).

CBI Programs for Future Perlods, Plan, in its sole and absolute diseretion, may implement caro-based
incentive programs for periods after completion of the CBI Term, Any such programs shall be on terms
determined by Plar.. Until Plan and Provider enter into g written agreement with respect to any such new
program extending boyond the CBI Term, ho such program shall be binding vpon Plan,

Effect of Termination of Agreement, In the event of the termination of the Agreoment for any reason prior
to the expiration of the CBI Term, no CBI Incentive Payments shall be sarned or mads hereunder,

CENTRAL CALIFORNIA ALLIANCE FOR HEALTH PROVIDER

Provider Name VQ‘:&
By:‘jm

By:
o
L itle: o)
T jane Parker Tile:_ L& ~
Date;  Chair, CCAH Date; Q@[: 2[[{

July 29, 2011
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