








expectations, claims must be processed and paid in a prompt fashion, despite the
challenges I listed for you. About 88% of the claims we receive are paid, and
approximately 82% of electronic claims (which are a large majority of all claims) pass
through the system without pending in any fashion. An average claim goes through our
processing system in 5.5 days. Customers meanwhile expect that payers like Medical
Mutual are exercising diligence with their healthcare dollars to assure that only Covered
Services are paid under their plans, and that inappropriate services and improper or even
fraudulent claims are identified without payment being sent. These are not insignificant
concerns as the escalating cost of healthcare has dramatic consequences that are widely
known to the members of this committee. Fraud alone is estimated by the FBI to amount
to between 3% and 10% of all healthcare spending. We must be mindful of systems that
impose burdens that will be borne by communities in need of affordable care, and we
must be careful not to abandon the mechanisms that allow for identification of improper
claims or expired eligibility.

This committee seeks a constructive role in steering the industry toward simpler and
more effective eligibility confirmation and real time claims adjudications. These are
obviously worthy goals. Let me first address the subject of eligibility confirmation and
describe some of the challenges inherent in assuring that consistently accurate
information is available to providers when they need it.

Eligibility information is currently available for most of Medical Mutual’s customers
through a website lookup as well as through a voice response unit (VRU) on a 24-hour-
per-day, seven-day-per-week basis. Medical Mutual contracts with Emdeon, a CAQH
certified company, to provide web-based eligibility lookup for providers. So what keeps
a provider from iron-clad assurance of eligibility for all patients based on looking at the
website or checking through the VRU? There are at least 3 main issues:

1. The group could be subject to the statutory grace period for premium payment,
meaning that its members are shown as eligible on the date of service but fail to
keep eligibility if premiums remain unpaid by the group.

2. The eligibility information that is available through a payer such as Medical
Mutual is provided by the customer in most cases. In particular, groups provide
names and demographic and benefit information for each subscriber or member.
Industry convention allows these groups to retroactively make changes, including
after-the-fact notification of members leaving the group or otherwise losing
eligibility.

3. The patient might be enrolled with a group that keeps its own membership
records, choosing not to have its benefit administrator maintain or track its
membership. There are numerous organizations that do not share enrollment with
Medical Mutual or their payer/insurer, including a significant number of labor
unions and those employers working with a third-party administrator (TPA). In
such cases, eligibility verification is quite difficult for the payer to accomplish, if
not impossible.



Real time claim adjudication is an even more difficult task to accomplish. The world of
healthcare for providers, patients and payers is built upon processes developed over many
decades. From a provider perspective, this world involves treatments and services that
take place independent of claim preparation, billing and payment. Most claims are not
prepared during an office visit or while a patient recovers from a surgery earlier that day.
Rather, the provider shares information about his or her services with a billing company
or practice manager. That entity prepares claims that are then sent to a clearinghouse
which batches large numbers of claims for submission to a payer like Medical Mutual.
Staffing and office systems are built upon this batch processing model that, while subject
to many criticisms, is efficient in many respects. For example, a physician’s office need
not maintain expertise on CPT or HCPCS coding. The office can focus more of its
administrative energies on patient interaction and clinical information accuracy, counting
on its practice managers and billing companies to translate healthcare work into claims
data for processing and payment.

Even given these issues, it is clear that providers wish to have the capability to have
claims adjudicated in real time, that is while the patient is still in the office. This will
provide a greater opportunity to collect patient obligations that are only finalized once a
claim is adjudicated. Therefore, over the past year, Medical Mutual has developed a tool
that will process claims in real time. We worked with several physician practices that
provided us with feedback about their needs and capabilities. These practices are part of
a pilot that will begin taking in and processing claims during the week of September 8,
2008.

During our development of this RTCA tool, we identified key obstacles to RTCA that
will need to be addressed or they will hinder adoption or use of these tools. These
include:

e Provider offices will need to communicate clearly with patients about
expectations for payment at the time of service or risk significant patient
pushback. Even with such communication, there is likely to be greater friction in
provider offices.

e Providers will need to create the organizational framework to code claims at the
front desk. This means hiring and training staff to code claims as well as creating
systems to submit and track claims episodically rather than in batch fashion as is
done today.

e There is some increased risk of improper or even fraudulent claims. This will
mean either higher healthcare costs or greater audit and retrospective enforcement
activities. In addition, there might be greater risks of HIPPA violations as
transactions move into an accelerated process.



e There is enormous variation between benefit plans and their funding and
coverage. Plans can be simple in offering basic benefits that are insured by the
payer or they can involve complex HRA or HSA arrangements with carve outs for
various types of healthcare services. Many of these simply cannot support real-
time adjudication at this point.

e Providers are likely to need to continue batch processing of claims that do not fit
the RTCA model (e.g. claims that are highly complex that simply cannot be coded
at the office). That will mean reduced efficiencies as providers operate on both a
real-time and batch basis.

e Until practice management systems are integrated with RTCA, offices will need
to do double entry for claims that go through RTCA systems. Thus, an office
visit for Mr. Brown will involve an office worker typing information about the
services into the RTCA system to submit the claim and then retyping much of the
same information about Mr. Brown and his treatments into the practice
management system to track everything from patient records to payment or
collection.

With the challenges around eligibility lookup and RTCA in mind, we naturally ask
whether it would help to have a uniform set of standards by which to conduct these
activities. In particular, I understand that this committee is interested in Medical
Mutual’s position regarding the so-called CORE Standards promulgated through the
Council for Affordable Quality Healthcare (CAQH). These transaction standards and
rules appear to be a positive step toward the goal of simplification and consistency. They
are likely to encourage the development of multi-payer platforms which are essential to
assure that web-based eligibility lookup and RTCA achieve their fullest potential benefit
for healthcare providers and for the healthcare system as a whole. Without a multi-payer
approach, these systems are likely to serve as fairly narrow tools that address only a small
range of the issues confronting providers. Whether CORE standards are the only
approach or the best possible standard can only be determined over time, but Medical
Mutual’s view of CAQH’s CORE Standards is favorable. We are currently undertaking a
review of whether to commit fully to the CORE Standards at this time as we previously
did with respect to CAQH’s credentialing processes. However, we should not see
uniformity as a panacea, and the best standards will not erase the many difficulties in
seeking to balance the need to act quickly on behalf of providers and members versus the
need for prudence with limited healthcare dollars in a system that counts cost as a major,
if not THE major, problem.

Medical Mutual is committed to playing a constructive role to make the healthcare
system simpler and more effective for providers and patients. We believe that a
government mandate is unwarranted and could severely hamper the development of
eligibility and claim processing innovations. In addition, we would be concerned if any
single state were to seek to establish the direction for technology through mandate. That
said, however, we also believe that sharing information and ideas can allow even greater



process improvements, and we welcome this committee’s contributions to the effort to
make healthcare better and more affordable.

Thank you for your time and attention. | would be happy to respond now to any
questions you might have.



Data Element Comparison
HB125 — For Discussion Only

HIPAA Background:

Under the current HIPAA Standard Version 4010A 1, the minimum requirements for compliant 270/271 eligibility transactions are as
follows:

1) Aninformation source (payer) must support a “generic” request for eligibility;
2.) Theinformation source (payer) must respond to those eligibility requests only with an acknowledgment that the individual has active
or inactive coverage or is not found in their system.

This equates to a response (if the person is found) of “yes” or “no” the person has coverage. First name, last name, date of birth, and
member identification number represent the maximum set of data elements that can be required to identify a patient. If these four elements
are provided to the payer, a search must be conducted and if the patient is found, a response generated.

The 270/271 is apaired transaction set; the 270 is an eligibility inquiry from an information requestor (provider) and the 271 isthe
response to that inquiry from the payer. The standard eligibility transaction itself is capable of providing much more detailed information
than the requirements listed above. While both HIPAA and CORE encourage as el aborate/specific as possible aresponse to an eligibility
inquiry, the baseline CORE requirements are more extensive than the above noted HIPPA mandated minimum response.

CORE Background:

As stated above, the baseline CORE requirements for the 270/271 are more extensive than the HIPAA mandated response. CORE was
formed with a short term goal of facilitating a more definitive exchange of electronic healthcare eligibility information (i.e., more robust
and consistent) through the use of operating rules. Thisis done through a voluntary, consensus based process using the HIPAA mandated
transactions as afoundation. CORE’s long term goal is to apply operating rules to other HIPAA transactions including the 837 which is
also afocus areafor the Ohio HB125 Committee.

Data e ement comparison between CORE and HI PAA v4010A1

The charge of the Ohio Advisory Committee on Eligibility and Real Time Claims Adjudication (RTCA), in part, isto consider including
the attached data elements (see table below) in the scope of information that must be made available in eligibility and real time adjudication
transactions. However, the paired nature of the eligibility transaction and the broadness of the HB 125 wording as to how the data elements
are to be addressed lends itself to a certain degree of interpretation.

An underlying CORE guiding principleisthat any CORE-certified entity is HIPAA compliant. Although CORE does not test for HIPAA
compliance, entities undergoing CORE certification must sign an attestation form affirming, from an executive level, its compliance with
the most current version of HIPAA. Therefore, any element addressed by HIPAA is automatically a CORE requirement whether or not it is
specifically addressed in the CORE operating rules. Current CORE operating rules (Phase | and Phase I) are focused on the eligibility
(270/271) and claim status (276/277) transactions.

CAQH | Oct-08 | Page 1: For Discussion Only Due to Technical Nature of Content and NPRM for v5010 of HIPAA



Data Element Comparison
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Data Element Comparison:
Usage requirement as defined by the 4010A 1 Implementation Guide:
» Required = the element must be used to be HIPAA compliant. Denoted in the table below as (R)
» Situational =the element is not required but should be sent if the datais available. Denoted in the table below as ()
Data Element HB 125 Data Addressed by: Explanation
Category Element HIPAAV4010A1 CORE HIPAA v4010A1 CORE
Patient Name R* (HIPAA + | *These data elements are CORE does not address the
I nformation other items) | addressed by HIPAA intermsof | usage of these patient
DOB R* (HIPAA + | searching and patient matching. | identification data elementsin
other items) | See background information terms of searching and patient
Member 1D R* (HIPAA + | aboveregarding required search | matching. However, CORE
other items) | dataelements. Phase Il rules do address
mechanisms for improving
matching the submitted patient’s
last name by the payer’s system
and enhanced error reporting to
the provider when a match
cannot be made.
Coverage Status R (HIPAA + | Required to be returned by Required by CORE to be
other items) | payer in response to a generic returned in the responseto a
inquiry if the patient isfound in | generic inquiry along with
the system. patient liability, including
remaining deductible amounts
for both the health plan and 9
other service types.
Patient’s S S Situational - used only if the As stated in the Background
relationship to patient is a dependent and section, CORE-certified entities
subscriber cannot be uniquely identified by | attest to being HIPAA
a payer-assigned member compliant and so the same
identifier. 4010A1 implementation
guidelines would apply to how

CAQH | Oct-08 | Page 2: For Discussion Only Dueto Technical Nature of Content and NPRM for v5010 of HIPAA




Data Element Comparison
HB125 — For Discussion Only

Data Element Comparison:

Usage requirement as defined by the 4010A 1 Implementation Guide:
» Required = the element must be used to be HIPAA compliant. Denoted in the table below as (R)
» Situational = the element is not required but should be sent if the datais available. Denoted in the table below as (S)

Data Element HB 125 Data Addressed by: Explanation
Category Element HIPAAV4010A1 CORE HIPAA v4010A1 CORE
CORE-certified entities handle
this data element.
Payer Payer R R Note: Payer data elementsare | The CORE 152 Eligibility and
I nformation typically outlined in a payer’s Benefit Companion Guide Rule
companion guide. Companion | was designed isto reduce
guides serve to supplement the | variation in payer companion
v4010A1 Implementation Guide. | guides by specifying atemplate
Payer’s contact S R Thisis situational usage. for common flow and content.
name Payer Contact informationisa
Payer’s contact S R Thisis situational usage. category within this template.
telephone
Payer address S R Thisis situational usage.
Insurer (?) The intent of these data elementsis unclear. For the most part,
| ssuer these elements are synonymous with the Payer information
Administrator '
Subscriber Subscriber name R R Thereis no specific CORE rule
Information | Address S S Per HIPAA, use of this data requiring the use of the
element isrequired if the Subscriber’s name. However,
transaction is not rejected and as stated in the Background
address information is available | section, CORE-certified entities
from the information source’s attest to being HIPAA
database. compliant and so the same
4010A 1 implementation
guidelines would apply to how
CORE-certified entities handle

CAQH | Oct-08 | Page 3: For Discussion Only Due to Technical Nature of Content and NPRM for v5010 of HIPAA




Data Element Comparison
HB125 — For Discussion Only

Data Element Comparison:

Usage requirement as defined by the 4010A 1 Implementation Guide:
» Required = the element must be used to be HIPAA compliant. Denoted in the table below as (R)
» Situational = the element is not required but should be sent if the datais available. Denoted in the table below as (S)

a proposed service

Data Element HB 125 Data Addressed by: Explanation
Category Element HIPAAV4010A1 CORE HIPAA v4010A1 CORE
this data element.
Benefits Type of service S R Per HIPAA, apayer isrequired | CORE requires a payer to return
I nfor mation to return ONLY whether or not | information for 48 service types
the patient has health plan depending on what service type
coverage. No other information | was included in the inquiry from
about such coverageisrequired | the provider. CORE requires
to be returned in the response. comprehensive benefits
There are more than 140 service | information for each service
type codes in v4010A 1 which type be returned by the payer,
identify the classification of including patient liability,
service about a particular remaining deductible, in/out of
service. Usage in v4010Alis network coverage.
situational .
Type of health plan S R Thisis situational usage. CORE requires a payer to return
or product the name of the health plan if
thisinformation is available.
Effective date of S R Thisis situational usage. CORE requires that a payer
healthcar e coverage return the date on which active
healthcare coverageis
operational and in force.
Co-payment S R Thisis situational usage. CORE requires this data
Patient liability for S R Thisis situational usage. element for a specified set of

benefits, some of which are at
the discretion of the information
source. NOTE: CORE rules set
minimums and so returning

CAQH | Oct-08 | Page 4: For Discussion Only Due to Technical Nature of Content and NPRM for v5010 of HIPAA




Data Element Comparison
HB125 — For Discussion Only

Data Element Comparison:
Usage requirement as defined by the 4010A 1 Implementation Guide:
» Required = the element must be used to be HIPAA compliant. Denoted in the table below as (R)
» Situational = the element is not required but should be sent if the datais available. Denoted in the table below as (S)

Data Element HB 125 Data Addressed by: Explanation

Category Element HIPAAvV4010A1 CORE HIPAA v4010A1 CORE

mor e information than required
by CORE is not prohibited.

Individual S R Thisis situational usage. CORE requires this data
deductible element for a specified set of
Family deductible S R Thisis situationa usage. benefits, some of which are at

the discretion of the information
source. CORE rules specify
base contract amount in Phase |
and remaining amount in Phase

I1. Refer to NOTE above.
Benefit limitations S TBD Phase | Thisissituational usage.
; These data elements are under
and maximums 1 ¢ ,
. . —— consideration for CORE
Policy maximum S TBD Phase | Thisissituational usage. Phase 1.
limits [l
Precertification or S TBD Phase | Thisissituationa usage only.
prior authorization I
requirements Although the Eligibility 270/271

Transaction can be used to
identify whether or not referral
and/or prior authorization is

required for patients, prior Operating rules for the 278
authorization of servicesis transaction are being
explicitly defined by a different considered for inclusion in
HIPAA transaction (ASC X12N CORE Phaselll.

278 - Referral Certification and
Authorization transaction),

CAQH | Oct-08 | Page 5: For Discussion Only Due to Technical Nature of Content and NPRM for v5010 of HIPAA



Data Element Comparison
HB125 — For Discussion Only

Data Element Comparison:

Usage requirement as defined by the 4010A 1 Implementation Guide:
» Required = the element must be used to be HIPAA compliant. Denoted in the table below as (R)
» Situational = the element is not required but should be sent if the datais available. Denoted in the table below as (S)

Data Element
Category

HB 125 Data
Element

Addressed by:

Explanation

HIPAAvV4010A1 CORE

HIPAA v4010A1 CORE

which must be used for this
specific purpose.

The health benefit
plan coverage
amount for a
proposed service

(?) If this data element is analogous to the provider

reimbur sement amount, the current implementation of the 270/271
standard is not designed to accommodate thisinformation. If this
isareference to patient liability for a proposed service see
“Patient liability for a proposed service ” data element listed above.

CAQH | Oct-08 | Page 6: For Discussion Only Due to Technical Nature of Content and NPRM for v5010 of HIPAA
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Availity Background

availity

Patients. Not paperwark.

The Availity Perspective

* Availity’s mission is to be the premier health information exchange

connecting payers and providers in Availity’s targeted geographies.
e Our goals are your goals:

— Reduce administrative costs

— Improve relationships between payers, providers, employers, patients

— Use technology to improve workflow

— Foster innovation and speed to market

— Improve the quality, safety, and affordability of health care

e “Avalility is one of the best kept secrets in health care. But it
shouldn't stay that way. Much of health care remains in the dark
ages technologically, and the success that Availity has had in
Florida alone, where virtually every doctor and hospital is
connected, should be a model for others to follow.”

— Newt Gingrich, Founder, Center for Health Transformation




Availity: Connecting Communities

More than 500 million annual transactions

>50,000 144
gﬁglsstered AVai | |ty Direct Payers
Health Information Network >1,200

Indirect Payers

» Administrative —
—

>1.000 * Clinical
Hosi:ilals = ial >900
* Financial Vendor Partners:
- - Clearinghouses
Pl - Practice Management
L] [ ]
100,000
Owner
Employers

Systems
- Electronic Medical
Record Systems
27,000,000

Owner
Members

Ownership and Financials

e Availity, L.L.C. is an independent company formed as a joint
venture between BCBSF and Humana in February 2001

e Health Care Service Corp. (HCSC) joined as an owner in 2006
e Avalility is cash-flow positive and profitable

e Avalility returned 100% of the owners’ original investment

e Availity has reduced transaction costs every year

e Avalility is processing more than 500 million administrative,
clinical, and financial transactions

1/5/2009
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Products and Services

Administrative Solutions

Claims clearinghouse

Real-time transactions

— Eligibility and Benefits Inquiry

— Claim Submission

— Claim Status Inquiry

— Remittance

— Authorization and Referral Submission and Inquiry

e CareRead® — member ID card processing (replaces data entry)
Financial Solutions

e CareCost Estimator® — real-time patient responsibility estimation

» CareCollect*— combo ID, debit card, credit card, check processing
Clinical Solutions

» CareProfile™ — real-time electronic health records

e CarePrescribe™ — new prescriptions and renewals

Availity Solution Principles

e Provide standard transactions at no or minimal cost to providers

— Receive payment from partners (e.g., payers)
— Optional value-added services are offered to providers for a charge

* Provide administrative, clinical, and financial information
exchange on aregional basis

e Support web, business to business (B2B), and electronic data
interchange (EDI) transaction options

e Support a federated, real-time data model

e Support HIPAA compliance and industry standards, such as
ASC X12, HL7, and Continuity of Care Record (CCR)

e Invite payers, vendors, and other constituents to join Availity
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Product Traction

Administrative Solutions
* Health Plan Transactions: Launched February 2002
— >40K sites | >500M annual transactions

» CareRead*: Launched May 2007
— >7,500 card readers to >4,600 sites | >182,000 life to date transactions
— >3,978,000 ID cards

Financial Solutions

» CareCost Estimator®: Launched July 2006
— >3,500 sites | >216,200 life to date transactions

e CareCollect*: Launched February 2008
— b58sites | >2,160 life to date transactions

Clinical Solutions

e CareProfile™: Launched September 2007

— >5,000 sites | >53,000 life to date transactions
— <1% of members opted out

¢ CarePrescribe®™: Launched June 2008

— 10sites

Availity State Presence

* Florida
— 95% market share; 100% of hospitals
— ~5,000 CareRead and ~12,000 CareProfile sites
« HCSC
— ~16,000 sites migrated in less than 12 months
— >9,000 sites submitting portal transactions
* The Regence Group
— 3M transactions per month; 1,800 sites
— BlueExchange portal

 States with significant activity

— More than 100,000 transactions per month
* All other states

— Less than 100,000 transactions per month
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Five Most Frequently Asked

Questions About Availity

1.
2.
&,
4.
5,

1. How does it work having
competitors as owners?

How does it work having competitors as owners?

How does Availity reduce cost to the health care system?
Where does Availity fit in HIT?

What is Availity’s clinical strategy?

What's next for Availity?

Actually, it works quite well.

e Payers have same fundamental objectives
— Reduce cost, not attach toll
e Shared multi-payer philosophy
— Failed single-payer investments
— Providers demand multi-payer
« Critical mass necessary to gain wide adoption
— Adoption creates distribution channel for additional services
e Collaboration increases visibility

— Not a place for payers to compete
— Everyone is looking for leadership over self-interest
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The Results Are Clear

* Availity market presence
— More than 40,000 registered office locations
— More than 500 million transactions annually
— Conducts business in all 50 states

e More than 27 million owner members benefit from Availity services
e Third largest claims clearinghouse in country

» Largest submitter to the BlueExchange

e Administrative, financial, and clinical services in production today
* No re-capitalization required; original investment repaid

» Profitable since 2004

e Over 600 unique sites in Ohio

Leader in Real-Time Claims

Adjudication (RTCA)

e Payer Adjudication Rates — Professional Claims

— Payer 1: ~75% of claims submitted via web or B2B are adjudicated in real-time

Payer 2: ~60% of claims submitted via web or B2B are adjudicated in real-time

Payer 3: ~45% of claims submitted via web (this payer does not offer B2B) are
adjudicated in real-time

e In 2007, >4,600 sites submitted real-time claims through Availity
and received real-time adjudication responses from payers

e« Member responsibility calculator provides solution for payers that
don’t yet support RTCA

— Single-payer RTCA will not achieve adoption goals




2. How does Availity reduce cost

to the health care system?

e Savings is our top goal, not profit maximization

e Rapid market penetration is achieved by not charging providers,
offering simple registration, and partnering with payer staff

» Alternative channels — paper/phone calls — are much more
expensive for payers, providers, and patients

» Use of the Availity portal creates a platform for everything that
follows — clinical, financial, pay for performance (P4P), etc.

e Proven financial model; consistent financial results

Quantified Benefits — Payers and Providers

» Payer reduced EDI costs by $2M annually

» Payer obtained call center savings of more than $1M per year
with real time portal in multi-payer environment

e Payer achieved 33% cost reduction in deployment and vendor
management

e Payer increased electronic claim submission rate from 71.34% to
79.88%

e CareProfile™ — saves physicians 3-6 minutes per assessment;
duplicative lab tests avoided

e CareRead* — Reduced user correctible errors by 75%; 66% of
offices reported reduced calls to health plans

1/5/2009



3. Where does Availity fit in HIT?

Availity believes in working within the existing system,
not against it

Availity

(%2}
3
g1 8|35 =
g () il - =
Providers = s n Clearing g Payers
w o o houses T
= o
@

e Partnership achieves mass adoption
e Leverage owner and payer relationships
* Rebates

Availity CareProfile Evolution

. . « Nationwide roll-out
« Integration with

Hospital EMRs
« Clinical reminders

* Multi-payer

2007 - .
« Additional geographies

v Single-payer « Lab results
v Florida pilot » Pharmacy data
¥ Humana and BCBSFL W . MPI implementation

« Alerts

« Government data

Value Creation & Adoption

v  Basic claims data « Patient kiosk

* Clinical hub

10.M 2010 and beyond
Americans
« Decision support tools
et 2009 « Integration with
Floridians L
1.5M . : Personal Health
- « Integration with Records
Floridians 2008 Physician EMRs
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5. What's next for Availity in 20087

e User interface and web framework improvements
* Reporting enhancements

e Claim attachments (medical records)

e Claim reconciliation and settlement

e Clinical hub

— CareProfile® enhancements — electronic health records

CareLab* — lab orders and results

CarePrescribe™ — electronic prescribing
— Medication reconciliation (JCAHO)

e Patient self-service kiosks
e RHIO and state HIE connectivity
e Geographic expansion

Availity and HB 125

2]
availity”

Paties ot pepsrwork.
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Availity and Advisory Committee on

Eligibility and RTCA

» Availity has advised and sat on similar committees including
— Texas HB 522

* Availity currently offers services being discussed in HB125 in
Ohio

» Co-opitition among health plans in this space

* Availity is already deeply involved with current standardization
groups
- CORE
- WEDI
- X12
— HIPAA

Administrative Solutions

2]
availity”

Paties ot pepsrwork.
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Health Plan Transactions

* HIPAA compliant transactions with multiple health plans
Eligibility and Benefits

Authorizations and Referrals

Claims

Claim Status
— Remittance

 Information is shared in real-time
« Edits ensure data accuracy

» Helps improve accounts receivable
 Offered to providers at no charge
 Available nationwide

Health Plan Partners

* Web Transactions
— Aetna
— America’'s Health Choice*
— AvMed*
— Blue Cross and Blue Shield of Arizona, Florida, illinois, New Mexico, Oklahoma, Texas*
< All Blue Plans Nationwide (through local plan)
— Capital Health Plan*
— CarePlus*
— CIGNA
— Citrus Health*
— Florida Hospital Healthcare System*
— Great-West Healthcare
— Humana
— Leon Medical Center Health Plan*
— Medicaid*
— Medicare*
— METCARE*
— Physicians United Plan*
— United Healthcare
— Vista Healthplan*
— WellCare

e EDI Transactions
— More than 1,300 health plans

1/5/2009
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CareReadsM

» Reads information on member ID cards through a card reader
connected to the computer

» Automatically populates the information on the Availity
transaction page, eliminating the need to key the information

— Eligibility and Benefits and CareProfile currently supported
e Streamlines workflow and helps to avoid data entry errors
» Offered to providers at no charge

== Transaction Request - =

L ——— £

Q —> Transaction Response 8 =
= D E— 22

=%

Healthcare ID Card Reader Availity Transaction z E

CareReadsM Benefits

* Payer
— Increased provider satisfaction
Increased member satisfaction

Increased adoption and utilization of Availity portal

Decreased phone calls
Decreased user-correctable errors

e Provider

— Simplified administrative transactions

— Reduced direct data entry
* Member

— Increased member responsibility accuracy
— Reduced wait time

1/5/2009
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CareReadsM Deployment Status

» More than 3 Million health care ID cards have been deployed
between BCBSF, Humana, and United Healthcare

* Availity has deployed more than 8,000 card readers to more than
5,000 sites

— Coordinated deployment of more than 6,000 card readers and shared card
reader expense with BCBSFL, BCBSTX, Humana, and United

— BCBSTX is piloting CareRead in Austin, Texas
— Providers have purchased more than 1,700 card readers

e Other national payers have expressed strong interest in
supporting Availity CareRead

e Collaborated with WEDI to set industry standards for health care
ID card track 3 data format

Future Administrative Services

* Claim Attachments

— Support solicited delivery of claim electronic attachments
» Claim Reconciliation

— Support claim search, summary claim results, and detail drill-down

— Enable real-time electronic remittance advice (ERA) search, view, and print
e Reporting Enhancements

— Refine clearinghouse reports

— Enhance ad-hoc reports

1/5/2009
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Clinical Solutions

CareProfilesm

» Real-time payer-based health records

availity

Patients. Not paperwark.

Office visits and hospitalizations
Diagnoses and associated procedures
Prescription history

Lab event history

Lab results

Radiology event history

Immunization history =

e Currently sourced from claims information, which resides with
the health plans

1/5/2009
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CareProfilesM Benefits

* Provides information about patients when little information is
available
— First time patients
— Emergency visits
— Post hospital discharge
Natural disasters
Other benefits include

Improves coordination and continuity of care

Improves patient safety and sense of security

Eliminates duplicate, and reduces unnecessary, procedures

Protects against fraud

« Offered to providers at no charge

CareProfilesM Deployment Status

e Generally available in Florida
— More than 12,000 sites enrolled; estimated 36,000 physicians
— More than 3.5 million members statewide included
— High member acceptance — only 0.81% members opted-out
e High satisfaction with functionality and data quality
— Physicians like having access to treatment information from other providers

— Surveyed customers find it easy to use and 100% would recommend to
colleagues

e Will deploy in Texas this summer, followed by New Mexico and
Oklahoma

1/5/2009
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CarePrescribesM

e Comprehensive E-Prescribing, Powered by Prematics
— Easy to use “consumer oriented” design
— Enables new prescriptions and renewals from physicians to pharmacies

— Supports generic alternatives, drug to drug interactions, and fraud and abuse
checking

— Prescriptions securely transacted over Prematics’ private, end-to-end network\
— All-inclusive service eliminates cost and technology barriers to physician adoption

— Prematics recruits, deploys, trains, and continually monitors and supports
practices

— Absolutely no charge to practices in participating payer networks

* Web and handheld Workflow

— Web: Availity portal access includes live web-based set-up assistance and training

— Handheld: In-office technology set-up and training. Equipment includes PDAs,
thermal Rx printer, controller box, and broadband connectivity.

CarePrescribeSM— Physician Benefits

* More Informed Decisions e Security and Reliability
— Patient-specific Rx history — HIPAA compliant
— Patient formulary and co-pay — Protect patient information
— Adverse drug alerts * No Technology Hassles
— Lower cost alternatives — PDAs fully-loaded with CarePrescribe
— Coverage alerts (e.g., step therapy) — Installation and training provided
e Practice efficiencies — No physician cost or troubleshooting

— Reduce pharmacy callbacks, rework
— Streamline fills and renewals
— Lower administrative costs
e Improved patient care
— Enhance patient safety
— Lower patient out-of-pocket costs
— Less pharmacy hassle

1/5/2009
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CarePrescribeSM— Payer Benefits

» Decreased Costs » Greater Member Satisfaction
— Increase generic utilization — Lower member out of pocket costs
— Reduce unnecessary medical costs — Less delay and care disruption

* Improved Safety » Acquisition and Retention
— Legible, accurate prescriptions — Distinct product differentiation
— Present clinical safety messaging — Competitive cost and premiums

* Enhanced Physician Relations
— Workflow efficiency
— Reduced administrative hassle

CarePrescribeSM- Payer Advantages

* No Upfront Costs * Clinical Decision Support
— Transaction-based fees reduce — Fast, reliable access to real-time
payer financial risk information eliminates clinical “blind

. . spots”
* Tailored Services P
— Coordinated with existing clinical * End-to-End Network

programs — Prematics’ network connects
physicians to all points in the

— T t hysici tient
argeted physician and patien BiESalibiinRasass

messaging
. . — Continual monitoring enables proactive
» Complete Physician Solution support . .
— Fully-installed hardware, software,
and connectivity at no cost to
practices — Real-time insight and reporting at the
prescriber-level

« Insights and Reporting

* Intuitive Design

— Sleek simplicity maximizes
physician adoption and long-term
utilization

1/5/2009
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CarePrescribeSM— Deployment Status

» CarePrescribe launched in Florida Summer 2008
— Payer support from Blue Cross and Blue Shield of Florida and Humana
— Limited initial deployment to 20 practices in Miami
— General deployment will begin in late July to early August
¢ Regional deployment model to drive mainstream penetration
— Current 2008 Markets: Miami and Tampa, Florida (currently underway)
— Subsequent deployment planned for Texas
e Prematics covers up-front costs of deployment including
— Regional office to recruit, deploy, and support CarePrescribe practices
— For the handheld service, hardware, software, and network connectivity provided
— Training and “high-touch” support by dedicated product specialists

Future Clinical Services

 CareProfileSM Enhancements
— Utilize Master Person Index (MPI) to retrieve data from multiple sources
— Retrieve information from additional data sources (e.g., labs, RHIOs)
— Support medication reconciliation, which assists with JCAHO requirements
— Support B2B connectivity

e CareLabsM

— Serve as alab information hub

— Facilitate lab order submission and result retrieval with multiple laboratories
on the portal

1/5/2009
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Financial Solutions

availity

Patients. Not paperwark.

Financial Solutions Overview

e Drivers
— Rising cost of health care / premiums
— Adoption of high deductible plans (e.g., HSAS)
— Provider bad debt crisis

 Member Responsibility Identification
» Payment Collection

e Payment Assurance

e Payment Reconciliation

* Provider Workflow Enhancements

1/5/2009
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CareCost Estimatorsv

» Helps determine a patient’s financial
responsibility
— Based on member benefits, deductibles,
provider contractual allowances, and benefit
maximum accumulators at the time of inquiry
e Collect the patient’s responsibility at
the time of treatment, reducing
accounts receivable

« Offered to providers at no charge

CareCollectsSM

* Process credit and debit ® . ‘ . S
transactions o T e .

e Turn paper checks into
electronic transactions

e Set up recurring payments for
repeat patients or installment
payment plans

* Void and credit payments

e Perform end-of-day
settlements

e Run customized reports

 Can replace existing point of .cm- VISA
sale device

1/5/2009
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CareCollectSM Benefits

* Payer
— Increased provider satisfaction; increase member satisfaction

Decreased phone calls

— Decreased user-correctable errors

— Aligns with member responsibility calculators and real-time claim adjudication
e Provider

— Simplification of payment processing; reduction in direct data entry
e Member

— Resolves member responsibility at the point of care

Future Financial Services

 Patient Kiosks (supports administrative, clinical, and financial)
— Enable patient self-service
— Automate data collection

e Claim Settlement
— Enable auto-posting of electronic remittance advices (ERAS)
— Integrate CareCollect to support patient settlement with cards on file

— Centralize the ERA and electronic funds transfer (EFT) registration for multiple
payers

1/5/2009
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Patient Self-Service Strategy

availity

Patients. Not paperwark.

Self-Service Observations

* Self Service Channels

— Point-of-sale device (consumer facing)
— Kiosk
— Portal

e Types of Interaction
— Collect Information
— Collect Payment
— Provide Information

— Capture Signature/Consent

1/5/2009
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Patient Self-Service Benefits

* Payer
— Improved provider and member satisfaction
— Reduced customer service calls
— Increased auto-adjudication rates
— Increased real-time claim adjudication adoption
— Support member-facing initiatives
* Provider
— Reduced paperwork; increased efficiency
— Reduced costs
— Maximized throughput
— Improved revenue cycle management
— Improved patient satisfaction

e Member

— Convenience
— Faster service

Technology

2]
availity”

Paties ot pepsrwork.
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Technology and Product Principles

e Support privacy and security

— Arguably the number one issue/topic regarding health care technology
e Support federated data services
» Seamless integration with existing systems
e Standards based compliance
» Designed for usability and workflow
« Single sign-on authentication and authorization
» Real-time performance and scalability
e Component based technology
* Open connectivity platform
* Self-service oriented

Web Architecture

Availity Portal
Real-time for E&B, Claim Status,
Claims, Authorizations/Referrals

Availity Health Plans

(K

Health Plan
Systems

XML

ANSI X12
ASTM CCR
HL7

Vitria/EDIFECS

ValiCert

Real-Time B2B Vendors
ANSI X12 and Availity XML
Vendor Branded Look and Feel

25



B2B Architecture

ANSI X12 Availity Health Plans

Vendor Branded Look and Feel

Real-Time B2B Vendors
— athenahealth
— eMDs
— Emdeon
— HDX/Siemens
— HealthLogic
— MedData
— Microsoft
— Misys
— NextGen
— Passport
— RealMed
— Others...

Health Plan
Systems

VCML
ANSI X12

Vitria/EDIFECS

ValiCert

EDI Architecture

ValiCert Secured Transport Availity Health Plans
Batch File Transport
Browser Client, Availity Integrated

L
i

Health Plan
Systems

Standard Secure FTP
(e.g., Tumbleweed ValiCert)
EDI Transport

Vitria/EDIFECS

ValiCert

1/5/2009
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Provider Portal
Applications
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Our Payer Throughput

Transaction  Average Response Transactions/Hour

Type (Seconds) (Single Thread)
Payer A Web 4.77 755
Payer B Web 5.22 690
Payer C Web 5.5 653
Payer D Web 3.22 1118
Payer E Web 3.30 1090
Payer F Web 14.38 250
Payer G Web 1.31 2748

e Multiple threads are allocated to each payer

e This represents payer throughput as it relates to response time

1/5/2009
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Summary

availity

Patients. Not paperwark.

Availity is a Platform for Growth

» We have proven that we can efficiently handle large, complex
projects and migration

BCBSF clearinghouse consolidation

Humana clearinghouse consolidation
— HCSC integration
THIN migration

* We have proven that we can scale our technology

* We have proven that we can innovate and introduce new
services every year

* We have a proven financial model that supports growth and
significant R&D

¢ We have grown both organically and through M&A

1/5/2009
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Why partner with Availity?

* Availity is an “industry” solution, not a niche player —we
support all aspects of the health care value chain

e Our mission is to reduce costs, waste, and friction in the US
health care system

* We have repeatedly proven that we can enter a market and gain
mass adoption

* We work to make the system better, not to attach a toll to every
transaction

* In helping providers and payers work better together, they can
better serve patients

* We have been able to lower costs to our owners every year
e We have a strong management team with proven track record

Availity, L.L.C.

)
availity’

P.O. Box 550857 P.O. Box 833905
Jacksonville, FL 32255-0857 Richardson, TX 75083-3905
904.470.4900 972.383.6300

800.AVAILITY (282.4548)
info@availity.com
www.availity.com
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Appendix

3306-2-03 Best practice standards.

For purposes of this chapter, best practice standards require:

(A) All health care plans offered to employees by a school district shall include a
wellness or healthy lifestyle program.

(1) The required components of an acceptable wellness or healthy lifestyle program
under this rule specifically include but are not limited to:

(a) Conducting an initial evaluation of historical claims experience if
available to specifically identify health conditions that are modifiable
and preventable through health improvement, health management, and

patient compliance.

(b) A personal health assessment tool capable of providing an accurate and

comprehensive baseline of population health status. The personal health
assessment must:

(i) Be available in multiple formats including both online and paper

media;

(i1) Be reasonable in length;

(iii) Capture modifiable and non-modifiable risk factors;

(iv) Assess an individual's confidence and readiness to change his or
her lifestyle, potential barriers to change, and include quality of

life measures;

(v) Capture current contact information and preferred means of contact:

(vi)_Generate a personalized report for the individual that addresses
lifestyle changes they can make to improve their health and
reduce risks.

(¢) Conduct a biometric _screening at the health plan sponsor location(s) of
choice. This screening must include:

(i) Cholesterol levels;

(i1) Diabetic risk assessment;

(1i1) Blood pressure;

(iv) Body mass index (BMI), including recording of height and weight

and body composition.
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(d)_Provide proactive, ongoing support and education for individuals with
lifestyle health risks, such as tobacco use, obesity, high blood pressure,

high cholesterol, and high stress. This support and education must:
(1) Include access to personalized health coaching;
(ii) Be available in multiple formats, including telephone, email and the

internet;

(iii) Be provided by qualified professionals.

(e) Include processes or programs that encourage the highest levels of
participation possible at the onset of the program. make it attractive to

enroll in the program at any time and to keep participants engaged
throughout the duration of the program.

() _Provide regularly scheduled reports to the health plan sponsor

demonstrating the impact of the program in aggregate, including:

(i) Personal health assessment completion rates;

(ii) Qutcome-oriented metrics such as reductions in BMI, smoking

cessation rates and other quantifiable improvements in behavior.

(2) The use and disclosure of health information collected through health risk
assessments shall respect patient confidentiality and mav not be used or

disclosed for any purpose other than allowed by state or federal law to

improve the health status of participating members.

(B)_All health care plans offered to emplovees by a school district shall include a disease
management program.

(1) The required components of an acceptable disease management program under

this rule specifically include:

(a) An initial evaluation of plan history and claims if available to specifically
identify the prevalence of diseases amenable to disease_management

interventions;

(b) Identification, classification and tracking of defined patient populations;

(¢) Patient education and involvement in self-care techniques:

(d) Drug management and protocol adherence:

(e) Feedback to physicians on the progress of patients in the program;
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(f} Integration of the services provided and the sharing of information with
the health plan's employee wellness or healthy lifestyle program.

(2) A disease management program offered under this rule shall address chronic

diseases, including but not limited to:

(a) Asthma;
(b) Diabetes:

(c) Chronic obstructive pulmonary disease;

(d) Morbid obesity

If such diseases have been identified as being prevalent in the
population being served.

(3) A disease management program under this rule must provide the health plan

sponsor_with regular reports documenting the impact of the program in

aggregate, specifically including but not limited to:

(a) Participation rates and satisfaction;

(b) Disease-specific clinical outcomes:

(¢) Financial outcomes.

(C) All health care plans offered to emplovees by a school district shall include access to
institutions and providers offering demonstrated clinically superior health care for
complex medical conditions.

(1) Complex medical conditions may include but need not be limited to:
(a) Transplantation (solid organ, blood and bone marrow);
(b) Cancer;

(c) Chronic kidney disease:

(d) Congenital heart disease:

(e) Infertility (if a covered condition);

() Neonatology:

() Morbid obesity;
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h) High risk pregnancy.

(2) All health care plans offered to employees by a school district shall be required
to use objective, measurable criteria to evaluate participating institutions and

providers.

(3) All health care plans offered to emplovees by a school district shall provide the
health plan sponsor access to the evaluations of all participating institutions
and providers so long as the release of specific information is not in breach of
any agreement between an institution or provider and the health care plan.

(D) All health plan sponsors offering health care plans to employees of a public school

district shall undertake periodic dependent eligibility audits. The aggregate results

of each dependent eligibility audit shall be furnished by each health plan sponsor to
the school employees health care board.
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