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The following demonstration reflects generally available features and
functionality and also includes a demonstration of features and functionality that
Altera currently anticipates including in future solution releases. The
development, release, and timing of any future features or functionality remains
at the sole discretion of Altera and should not be relied upon in making
purchasing decisions. Please contact your Altera account executive or refer to
the related solution documentation for more specific details on the timing and
anticipated functionality in future solution releases. Your Altera account
executive can also assist in identifying the environment, implementation and
configuration specifications that are required for the solutions to perform as
demonstrated.

©12023 Altera Digital Health Inc. and/or its subsidiaries. All rights reserved. Proprietary and Confidential. Do not distribu te without the prior written consent of Alfera.
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CHARTSPAN TENETS @ chartspan

Non-Complex CCM

A well run CCM program cannot interrupt the daily workflow
of a practice or its busy providers and clinical staff

Value Based Care Contribution

A successful CCM program should make major contributions
to Shared Savings and value-based care programs

Community Care

An CCM clinician is an integrated care team member for each
patient’s local practice and provider, always putting patients
first

Operational Accountability

Comprehensive CCM analytics like Net Patient Churn, Trailing
Enrollment Conversion Percentage, and Recurring Patient
Engagement Rates should be transparent and measured




CHARTSPAN - BY THE NUMBERS Y chart

VALUE-BASED-CARE LEADER
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One in every 10 Medicare patients enrolled in a Chronic Care
Management program is supported by ChartSpan
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Based on LexisNexis - 12 months of Medicare claims data for 99490 and G0511



chartspan

ChartSpan Investors

= Largest Medicare care
coordination provider in
the U.S.
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CHARTSPAN 150+ CLIENTS Y/ chart

Traditional Ambulatory | Rural Health Centers | FQHCs
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CHARTSPAN PARTNERSHIPS

Ly chart

The Preferred CCM Provider for State Hospital & Medical Associations

N
IOWA HOSPITAL
— ASSOCIATION

CONFERENCE CENTER

ARKANSAS HOSPITAL ASSOCIATION

AIPHCA

lllinois Primary Health Care Association

HAP

The Hospital + Healthsystem
Ass-:}-::lmm n of Pennsylvania

Kentucky
Hospital
Association

?(
I‘“/ /.|| Kansas Hospital
t_.‘é\; 'mW ASSOCIATION

Nebraska
Hospital
Association

\ Community Health Center
' Association of Mississippi
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Chronic Care Management

A Medicare preventative care program



CHRONIC CARE MANAGEMENT

B chartspan

PREVENTATIVE CARE PROGRAM FOR MEDICARE PATIENTS

S64for every
eligible and

enrolled
patient™

20 minutes of
coordinated

billed every

Samla 30 days

* Based on the CCM national average

Patient must have

TWO

CHRONIC
CONDITIONS

O

Patient must have

24/7

access fo care
management

11



NURSES FIRST @ chartsoan

CHARTSPAN CLINCIAL SERVICES MODEL

Employed Nurses Lead the Care
of Every ChartSpan Patient

v'Each patient’s careis supervised by a nurse

v Effective management of chronically ill patients’ clinical needs

v'Dedicated nurses are assigned to specific practices & patients

v'Clinicians and patients matchedregionally

v'Better patient outcomes, patient retention, and oversight of lower-level clinical staff



MEDICARE PATIENT COHORT COMPOSITION

W chartspan’
CCM IS NOT CASE MANAGEMENT J
High Utilizers
° ° - 07 NECERRREEERERERS nght Cost and IntenSIVe Case
High Risk | 5-10% Management

Cost of care

increases Chronic Disease
asillness . i . Management
burden RISII‘Ig ROISk """"""""""" ED avoidance, assessments
increases 15-35% and screenings

Prevention and
Wellness

--------------- Consistent and proactive
engagement

Lower Risk
60-80%

13



CCM FOR SPECIALISTS @ chartspar

CHRONIC CONDITIONS BY SPECIALTY

Dermatology

-Psoriasis
-Eczema
-Shingles
-Skin Cancer
-Rosacea
-Many More

Neurology Urology

-Epilepsy -Bladder Cancer

-Stroke -Prostate Cancer

-Multiple Sclerosis -Ureter Cancer

-Parkinson's -Benign Prostatic Hyperplasia
-Chronic Headache -Overactive Bladder

-Many More -Many More

Endocrinology
-Hyperthyroidism
-Hypothyroidism
-Endocrine Neoplasia
-Graves'Disease
-Thyroid Cancer

-Many More

Cardiology Nephrology

-Hypertension -Hypertension
-Hyperlipidemia -Renal Cancer

-Valvular Heart Disease -ChronicKidney Disease
-Coronary Artery Disease -Polycystic Kidney Disease
-Atrial Fibrillation -Kidney Stones

-Many More -Many More




CCM RATES INCREASE BY 55% W chartspan

MEDICARE CCM

Can occur and be reimbursed

$64.00 pppm during same month

$4200 PPPM (Esrun/ChartSpan fee)

$22.00 PPPM (34% Client profit margin) CMS trying to drive adoption
with more codes

15



CCM SERVICES

REINFORCE PROVIDER CARE INSTRUCTIONS

I’@W Medications
(Uj. Medication Reviews

History

8 Patient Health History

Care Plan
Support Provider Instructions

@ Goals
Patient Focused Goals

Community

Center of Care Continuum

Records

® Records Clearinghouse

24/7/365

Triage & Care Support

é@}; Assessments

&
e

L7l Social

Assessments & Screenings

B chartspan

Services

Health Services Inventory

Adherence

Appointment Adherence

ah Behavioral
e

Social Determinants of Health

16



SOCIAL DETERMINANTS (o} gz .\l 1, & chartspan

SDOH Assessments

Proactively search for determinants
instead of waiting for them to
exacerbate a patient’s condition.

Core measures as well as a set of
optional measures for community
priorities.

Access to tens of thousands of
community based organizations if
existing community partnerships do
not exist.

Health Literacy @ @ Transportation
Heat/AC @ % Financial

Medication Medication
Discounts Delivery
Family Social
Support

Activities
Safe
Housing

W/ chartspan

SDOH Platform
/

{‘:\ Access &

DME
@ Health
Equity

Nutrition &
Food



National CCM Claims Data




CMS DATA: CCM CLAIMS ANALYSIS @ chartspan

24 MONTHS: ALL CCM PATIENTS IN U.S.

FIMAL REPORT

Evaluation of the Diffusion and
Impact of the Chronic Care
Management (CCM) Services:
Final Report




CMS CLAIMS DATA: CCM COST SAVINGS & chartspan

Home Health
Services

Preventative
Care Services

- $216 per year
$17816

Inpatient Skillgd
Hospital Nursing
Services Facilities

Hospice ¢
Services P

$0

Monthly Savings for a Patient
Enrolledin a CCM program

Ser

-$44

- <for patient 12 months in CCM

- >for patient 12 months in CCM

§74

*59% of savings was paid in FFS reimbursements 20



ChartSpan Claims Data



CHARTSPAN 2022 BENCHMARKS

ANNUAL RETROSPECTIVE CLAIMS ANALYSIS

Average Total Cost
CCM Enrolled vs Non-Enrolled

Avg Claim Count Per Patient  Average Cost Per Patient

CCM Enrolled - 42 .58 - $10,406
Not Enrolled
But Eligible - 34.31 - $12,629

$2,223 per patient annual reduction in total costs
18% reduction in annual costs for Medicare, taxpayers and patients

B chartspan



CHARTSPAN 2022 BENCHMARKS

ANNUAL RETROSPECTIVE CLAIMS ANALYSIS

RN

Average Inpatient Costs
CCM Enrolled vs Non-Enrolled

Average Cost Per Patient

CCM Enrolled - $1,678
Not Enrolled
But Eligible - $2,197

B chartspan



CHARTSPAN 2022 BENCHMARKS

ANNUAL RETROSPECTIVE CLAIMS ANALYSIS

Average ED Visit Cost
CCM Enrolled vs Non-Enrolled

Avg Claim Count Avg Cost Per Patient

CCM Enrolled- 3.77 - S$336
Not Enrolled
But Eligible 4.29 $387

RN

B chartspan



CHARTSPAN 2022 BENCHMARKS Y chart

Average Readmission Rates
B <30 day B Between 61 - 90 day

B Between 31 - 60 day >90 days

CCM Enrolled . Not Enrolled, But Eligible
%

7%

3%
2%
1%
—

1%
—

0% 0%

v 13% reduction in 30-day readmission rates
v 60- and 90-day readmission rates were not existent



B chartspan

VALUE-BASED CARE PROGRAM PERFORMANCE

ANNUAL CLAIMS DATA

ACO MSSP Savings CCMIndustry Savings ChartSpan Savings
$145 $251 $1,455
Per Patient, Per Year Per Patient, Per Year Per Patient, Per Year

l |

ChartSpan CCM programs outperform the typical MSSP ACO in annual savings
by 900% per year and perform 6x better than the average CCM program




QUALITY MEASURE PERFORMANCE & chartspar

PRACTICES WITH CCM SCORE HIGHER ON QUALITY MEASURES

100.0%

81.3%

72.0%
75.0%

§7.9% 66.4%

50.0%

34.6%

25.0%

0.0%
A1C < 9% Breast Cancer  Colorectal Cancer Controlling High Diabetic Eye Social
Screening Screening Blood Pressure Exam Determinants of

Heatlh
27



THE POWER OF CARE COORDINATION PROGRAMS &/ chartspan

PARALLEL RECURRING ANNUAL REVENUE STREAMS

Fee-For-Service

Net earnings of $250-$500 PPPY~ in recurring
reimbursements for Part B & C patient

Shared Savings

Net earnings of $728 PPPY ~ attributable
to MSSP cost savings

E&M Encounters

$216 PPPY increase in annual
preventative E&M encounters

MIPS/Quality

FFS increases and Bonus Pool
earnings based on quality performance

Care =
Coordination |-8

S &

ACO & APM Beneficiaries

Potential of thousands of dollar PPPY in
increased beneficiary attribution

Leakage Mitigation

Potential of thousands of dollars PPPY
in-network revenue



CCM Operations

W/ chartspan



CCM PROGRAM OPERATIONAL WORKFLOW & chartspari

MANAGED SERVICE

Turn-key, fully managed Chronic Care Management service

The most challenging part of running a CCM program

1
e B e s®mwa o=

Data Eligibility Education Enroliment Clinical Population Claims Quality Patient
Integration  Verification = Campaigns Consent  Engagement Health Billing Performance  Services

Eligible Marketing Patient 24/7/365

patient lists email, consents Clinical aps in CCM m . satisfaction

reviewed and @ silent VMs, J recorded and patient gpgpul o blclggﬂ ?lrcl)\\/;s scores and
approved and mail archived support audits

Patient Patient

questions
and support

Data Address care Real time
extraction

and

processing

Enrollment never ends




CHARTSPAN PATIENT SLAs & ENGAGEMENT @/ chartspan

OPERATIONAL METRICS

SLA Percent - Patients Texting

75%

Inbound
Response

1“ 50%
SIS Actual
' 25% 00,
' 1 7 0% 4% _° -

0%
2018 2019 2020 2021 2022

Percent - Patient Appointments

g S;ij 100%
o,
Voice ' 5 : 0 0 75% 62%
VETI @ e ®
HE I 50% 26% e
Time . Actual o

25%

L)
o et
0% ..t
NN et
: o

0%
2020 2021 2022




INTEGRATED MULTIMODAL CCM

MULTIPLE PATIENT ENGAGEMENT CHANNELS

) Telephonic
C M v,

) Patient Portal %

) Direct mail
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CCM Partnership Preparation



YOUR TEAM FOR SUCCESS

Pre-Implementation Lead

Leads functional analyses and technical assessments
Customizes the design of all value-based care programs

Ensures customers goals are aligned with program delivery

Client Success Director

Primary contact
Drives adoption and advocacy of your program

Conducts executive touchpoints and business reviews

I

Implementation
Project Manager

Implementation phase contact
Drives predictable time to ROI

Oversees all project timelines & deliverables pre-launch

Director of
Quality/Pop Health

Works with your practice to prioritize quality measures
Provides reporting files you can act on for care gap closure

Excellent resource for your quality initiatives



TYPICAL IMPLEMENTATION TIMELINE @ chartspar

WHAT TO EXPECT WHEN LAUNCHING YOUR PROGRAM
Contract Execution Week 1 Week 2 Week 3 Week 4 Week 5

Introductions

Preparation
Calls Scheduled Go-LiveDate Set

Warm Up Letters
Ringless Voicemail

Patient & Copay List

Deliverables

Marketing Materials

Training for Providers, Clinical Staff, Billing, Notifications

Training &
Enablement

Integration based on EMR and PM software

Eligible Patient Go-Live
Program

Go-Live

Review Performance




PROVIDER PREFERENCES B chartspar

EACH CCM PROGRAM CUSTOMIZED BASED ON CLIENT PREFERENCES

¥/ chartspan

Practice Preferences

Practice Name:

Language Preferences Clinical Protocols Lo

Insurance Exceptions

Location & Staff Info «

e
Link for patient letter

Practice Contact for Program Validation

Local & Geographical Description

Description of Medicare Patients

Patient Languages other than English

Financial Assistance for CCM & who to
contact in regards to it

Other useful Info for C& E

Provider Pronunciations &

Local SDOH Partners




Clinical Services

W/ chartspan



CHARTSPAN CHART-MARKERS™

Technology Enabled, Human Driven

Months
1-4

Months
5-8

Months
9-12

Annually

ANANIAN

NSANENENRN

ASENE NN

Health History Review

Care Continuum Inventory (provider record
retrieval.)

Condition Awareness Assessment

Healthy Living Assessment (diet, exercise, etc.)
Establish SMART Care Goals

SDOH Screening

Medication Adherence

Fall Risk Screening

Ancillary Service Assessment
SMART Care Goals Management

Psychosocial Screening
Cognitive Screening

DME Screening

SMART Care Goals Management

12-20

Patient
Engagements

6-10
Screenings &
Assessments

@

ANENENENEN SNENENRN

ANANEA NN

Provider Access/Health Equity Issues
Condition Management Challenges
Health Education Needs

SMART Care Goal Non-Adherence

Social Barrier Discovery
Medication Problem Identification
Fall Risk Indications

Tertiary Service Need Identification
SMART Care Goal Non-Adherence

Mental and Social Indicators
Early Impairment Association
Medical Device Suitability
SMART Care Goal Non-Adherence

Condition
Detections

23
Clinical m

Notifications

ANANENEN ASRNENEN

ANENEN

=

B chartspan

Inventory Markers | Assess Identify Markers | Detect Intervene Markers | Action

Social Partner Connections

Provider and Service Accessibility
Improved Condition Self-Management
SMART Care Goal Adherence

Provider Awareness

Medication Compliance

Engage Tertiary Service Providers
SMART Care Goal Adherence

Mental Health Support
Medical Equipment Needs Filled
SMART Care Goal Adherence

3-4
Patient
Assists

2-3
Care Gap
Assists

O

@



MIPS ASSESSMENTS

ASSISTANCE WITH IMPROVING YOUR MIPS SCORES

o MIPS Assessments:

~ Depression Screening
Diabetes Hemoglobin A1c Poor Control
Influenza Immunization

Pneumonia Vaccination
BMI | Your CCM care team and
Quality team work together

Breast Cancer Screening to identify gaps in care.

Colorectal Cancer Screening
Controlling High Blood Pressure
Dlabetlc Eye Exam

——

NEs) , N
S~ ~ i
‘ \.\»Y.‘v
! i\t AT
| Y |




STANDARD ASSESSMENTS

PROACTIVELY IDENTIFY CARE GAPS

Your CCM care team and Patient Assessments:

I m work her "
Quality team work togethe Cognitive Assessment

to identify gaps in care.

Functional Assessment
Durable Medical Equipment Needs
Medication Adherence Assessment
Social Determinants of Health
Condition Awareness Assessment
Daily Health Assessment
Fall Risk Screening




2021 CHARTSPAN QUALITY SCORES

LEVERAGING CCM TO DRIVE EXCEPTIONAL QUALITY SCORES

S

scored a 94.0 MIPS score and CCM Customers Utilizing

The median ChartSpan customer

: " : " ChartSpan CCM Quality Services
achieved “Exceptional MIPS” status P Quality Servi

0 points 10 20 30 40 50 60 70 80 90 100 points

Reimbursement Increase +Bonus Pool

i *EXCEPTIONAL

Reimbursement Penalty




CCM CLINICAL DOCUMENTATION & chartspan

PATIENT HEALTH SUMMARY (PHS)

Name: Meredith C Bailey DOB: 17/01/1951

Meredith C Bailey

@/ chartspan”

2 N Main 5t engage

| medication Alergles Greenvile SC 20601 Updated 10:17AM EST on Feb 26, T
[ 2050 1116,
Pt
codeine This Patient Health Summary (PHS) is & living document that receives updates on a monthly basis. During the first 90 days )
of provided care management services, patients and providers may notice missing informatian andyor significant changes to 11.

e
their PHS as health information is compiled into a comprehensive document. 09:43,3,19

/,w
5 G 0 120 Patient information
s

e
xanax 0 paries 5i3t=: MO Oy
prescrived 8 ST ™
e wadiea " DOB: 01-17-1951 Phone: (864) 555-5555 Ethnicity: Mot Hispanic or Latin Oy
oM O Gender: Female Race: White Preferred: English Fou,
—_—C w
a
mvaﬁm y: Charies SBt L)
Prest N edical Record
i e Patient Status Update Notes Date/Time
101G 0\ T \
. “’“ jate. MO New OTC Medication - Metamucil - Mrs. Bailey stated that she had been fesling imegular and  02-25-2020
e Medica) Record Started 02/15/2020 a bit constipated at times. She started taking Metamucil 14:44:39 \
s < Oras TabiEE MultiHealth Fiber 525 MG Oral Capsule, once daily, \
G 150 UG D ate, MO starting an 02/15/2020. This is an OTC medication that
presarined “’\';a‘ Record her pharmacist at CVS recommended, So far, the patient \
‘source: Med feels the medication is working well and she has had less

constipation aver the past week. The patient declined

et
e 81 MG m‘:\:s\m,u speaking with a nurse, o scheduling an appointment with
S rescrived 2% (00 Dr. Siate to discuss these issues. Dr. Slate is not aware | —
‘aurce: Medtcal that the patient started taking Metamucil, 5o we will send —
e 500MG a notification
chum €amenE
S oot ~——
s Siate
riped By Cha
.sr:::e. edical Resord Authorized Representative —
i 40 MG Delayed Rt
Ca® oy Coares 59 & Contacts [me
jped BY' = meargency
"s'”u:‘e ‘edical eco® b2o
o At Richard Bailey 2 N Main 5t
uAsE 50 MCOH .
LN ey Phane: 864-555-1234 Greenville, S€ 20801
B crioed BY E‘“"i‘: Mobile: 864-555-4321 P
urce: wetieal R Authorized to Cantact in the Event of
‘wetamuch JutiHesk an Emergency: Yes
s Copsuie
?;mmd By: OTC
sent
source: PeteT €CM Provider
problem Ut Charies Slate, D Main Clinic Office: (864)123-4567
arter Family Practices jorth Main ax:
coment Carter Family Pract 101 Narth Main St Fax: (800)505-3920
PROBLEM Greenville, SC 29801
Ninitis
Alergic R
e Providers.
steoporss
Cameron Wallace, MD Cardiology B64-238-5555
Dapression Wi Greenville Cardiology
e
Floromyaiia Denkists
pr—
/
iden
Hypertd 864-370-5555
—

\—" 1of10




Patient Satisfaction



PATIENT SATISFACTION SCORING @ chartspan

THE HIGHEST PATIENT RATED CCM PROGRAM IN THE U.S.

ChartSpan NPS™ Score = 77.4*

&

9'sand 10’s 7'sand8's O'sthru6’s
Promoters Passives Detractors
82.8% 11.8% 5.4%

4.3 out 5 patients give ChartSpan’s CCM program
a perfect 10 or 9 score.

*Based on patient NPS surveys from 152 different customers



Enroliment

W/ chartspan



ENROLLMENT CONVERSION

THE HIGHEST ENROLLMENT CONVERSION IN THE INDUSTRY

For a cohort of 10,000
patients, every 10%
difference in enrollment
conversion equals $133,056
in net revenue

For a cohort of 10,000
patients, ChartSpan will
invest more than $27,000 in
enrollment labor and costs

70%
65%
60%
55%
50%
45%
40%
35%
30%
25%
20%
15%
10%
5%

0%

Average
Health
System

Average
CCM
Vendor

B chartspan

ChartSpan
Average



EDUCATING PATIENTS ABOUT CCM

www, Chart5RaN.COM

Ringless Voicemail

Provider recorded
patientcallsto
drive patient
engagement

Email

Your patients receive
... thoughtfully crafted;

.. client approved emails
encouraging enrollment
and engagement

Ly chart

Videos

Compelling
enrollment and
condition specific
videos for patients

Printing Department

i/ chartspar t
Welcome 10 e |

ChartSpant ™=
our Membership Details are Enclosed :Niv‘i

|

' packets and
educational

Patient welcome

materials mailedto
patients



https://www.youtube.com/watch?v=a5caQnZd9_Y

PATIENT ENGAGEMENT @ chartspan

CHARTSPAN ENSURES HIGH ENROLLMENTS RATES THROUGH PATIENT ENGAGEMENT

& chartspan’

Membership Card

Patient Informational Brochures Q) chartspan (855) 242 - 7877
Provider Office Posters We | CO me -to

ChartSpan!

Your Membership Details are Enclosed

State-of-the-art Telephony System

-
-
-
==
=
-

------------ New Membership Welcome Booklet

=
—
—
=
o
=

Membership Key Tag

~ Personalized Care Plans

"+ SMS Text




CCM Billing



RAPIDBILL (Standard or Auto) ) chart
— [\3/('|"I{HIT‘;} )l shannon O'Neal Prim:

$ Ensure CCM program success St
doesn't overwhelm your billing Patient List
department

Patient Status

Range Selection:

$ Standard RapidBill ensures 600 L RAPID BILL
enrolled patients will only require Al PID Month  Servicing Provides
10-12 hours of billing work per il
month Pending Review gy 86308286 Nov Charles Slate
Do ENROLLMENT e
Auto RapidBill ensures 600 - \/ 06352469  Nov  Charles Slate
enrO"ed patients W|” Only reqUire Provider Approval
SeCOHdS to bl” 4 76821262 Nov Charles Slate

UTILITIES

4 10383173 MNov Charles Slate
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CCM Quality Assurance



QUALITY ASSURANCE

A

Category % Pts Earned Poss Points
Overall 84.17% 289 343
Call Value 8§6.45% 134 155
Chart Value 75.61% 62 82
Compliance 100.00% 30 30
Soft Skills 82.50% 63 76
Rating Rank Action
5 = Exceptional 100% - 98% Celebrate
4 = Exceeds Expectation 97.99% - 93% Praise/Coach
3 = Meets Expectation 92.99% - 83% Coach
2 = Needs Improvement 84.99% - 65% Coaching Plan/Portal

Category Section Score Notes
% Score Pts Earned Poss Pts
Call Value Rating BE5% | 13400 | 15500
1] Demanstrated evidence of pre-call planning . Good Job following up on the headaches the patient had been experiencing
Weels Expeciation ~ Ba 1445 v during our previous call,
2| Executed a call that adoed value AlectaExnentation = 5 2295 7 :‘: ::l: ;5:;5}:2;:: addrassing the patient’s back pain, and waorking together
3| Acked patient how they are feeling and followed ug as needead Meets Expectation - B5% 12.1 i
A Asked patient about hospitalfurgent care visits & med changes Meets Expectation - 100% 15 15
5] Displayed emgathy and emotional intellipance Meets Expectation = B5% 2295 7
B| Utilized scripts, templates, tooks and rasources as needed Meets Expectation - B5% 12.1 i
7| Used call ume effactively Meets Expectation  ~ B5% 14.45 17
% 5core | PtsEarmed | Poss Pts Notes
Chart Value Rating 75.6% £2.00 £2.00
B| Added critical, meaningful, patient-centered content Yes l 100% 20 20
8| Added Urgent|s) accurately and cornpletely NSA - o [+]
10| Added Patient Status Update accurately and completely NS l o [
11] Close notes accurately captured conversation & added value You did a great joib with documenting pour close notes. There was just a few
things that wera amitted:
Mo - 0% o 0 *Patient stated she did not know if she had any bruises or not, but she had some
test done. (4:00)
*Patient stated that she has our toll-free # on her keychain
12| Used proger spelling, capitabzation, punctuation and gramrmar Yes - 100% 11 11
13] Performed legitirmate work while in chart Yes l 100% 20 20
14) ‘Worked chart to 20 minutes Yt - 100% 11 11
% 5core | PtsEarmed | Poss Pts Notes
Compliance Rating 100% 30.00 30,00
15| Provided manitor/record disclosure statement Yes l 100% 10 10
1E| Verified patient identity by full name, DOB & 2ip code Yes - 100% 10 10
17] Medical advica/opinion given remained within scope of practice L l 100% 10 10
% Score Pts Earned Poss Pts Notes
Sl S Rating 82.5% 62.70 T6.00
18] Demaonstrated proper language skills Meets Expectation - B5% 15.15 19
18] Used open-ended quastioning technigue Fatient stated her blood pressure was good. Asking ogen-ended guestions here
would have given a better understanding of her definition of "good.” For
Maeds Improvament = T5% 14.25 19 exarnple, what was her last reading? How is she managing it? What does her diet
consist of? 1s she able to engage in physical activity, if so what kind? Has her
back pain affected her blood pressure?
20] Demonstrated active listening Meets Expectation = 85% 15.15 19
21] Showed agilitg and flexbility hMeets Expectation - B5% 16.15 19



https://docs.google.com/spreadsheets/d/1Voo9OoL_Uxn3WlWDjhy7YmbQAbjnUMx3bdY550thbo4/edit?usp=sharing
https://docs.google.com/spreadsheets/d/1Voo9OoL_Uxn3WlWDjhy7YmbQAbjnUMx3bdY550thbo4/edit?usp=sharing

Data

W/ chartspan



NO-CHARGE DATA INTEGRATIONS ) chart

2§

¥

ChartSpan offers No-Charge Data Integrations with clients

Receive a no-charge, bidirectional clinical and one-way billing data exchange
Eliminate manual data entry and save your stafftime

Expedite claim processing and revenue generation

Clinical data available for providers and clinicians, in near real time

Ensure your datais secure with HITRUST Certified technology

We pay 100% of the integration charges*



CCM Proforma
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Example Proforma

Annual Fee-For-Service Revenue

@)
- 10,000 $64.00 $998 525+
ki @ Medicare Patient Medicare Reimbursable Cii : :
= : ient Annual Profit
= Population Rate
S
S g 8’200 $4200 *Assumes national average, 82%
= Medicare Eligible Esrun/ChartSpan patient co-pay collection rate
S Population Service Fee
c
. 4,510 $22.00
™ qé CCM Enrolled Example
S Population Net Revenue

56



Example Proforma

Preventative E&M Encounter Revenue

Patients Financial Recurring Revenue

o O
10,000 $216 $974,160
g5 edicare ratien PPPY Gross - Annual Recurring Revenue
o Population
S 0
o 8,200 7% $68,181
& > Medicare Eligible Average Practice Client Profit
5 Population Profit Margin
S
oD 4,510
i qé CCM Enrolled
S Population



Example Proforma

Shared Savings Contribution Revenue

Patients Financial Annual Revenue

S
: 4,000 $1.455 $3,201,000
= Medicare Eligible PPPY G Savi

E Population %5 SIS

S
o 0 2,220 $1,280,400*
8 > CCM Enrolled Net Distributi

: Sopuiation et Distribution

*Assumes Track A or B Participation
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Example Proforma

Total Annual Profit

$998,525 $68,181 $1,280,400

Ee_e-l;or-Serwce Increase in Preventative Increase in Shared
eimbursements Care Services Savings

$2,347,106

Total Annual Recurring Profit
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QUESTIONS?

© 12023 Altera Digital Health Inc. and/or its subsidiaries. All rights reserved. Proprietary and Confidential. Do not distribu te without the prior written consent of Altera. lterah Ith m 2 2 i hworksclientseri


https://go.alterahealth.com/2023touchworksclientseries
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ASCENDING TO NEW HEIGHTS IN HEALTHCARE
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