


e Each member sees an average of 11 different doctors each year (yet 1 out of 3 are “medically
homeless™)

s Our members have an average of 500 hospital admissions per 1000 within the 1st year of
enrollment (2 to 3 times the average Medicare rate)

e 89% of our hospital admissions occur through emergency rooms
e Our members take 8 to 11 unique prescriptions

e End of life planning is underutilized among our membership
Geographic Characteristics:

e More than 75% of our members reside in rural counties
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e Most of our counties have an undersupply of primary care physicians and of key specialists;
many of our regions are Federally-designated “Medically Underserved Arcas”
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Unique Programs and Success Stories Under the XLHealth Model of Care

XLHealth’s core business -- Care Improvement Plus -- is the leading provider of Medicare health
plans uniquely designed for beneficiaries with diabetes and/or heart failure, many of whom are dual
eligible,

Model of Care

Through a comprehensive and innovative model of care, Care Improvement Plus provides high
quality benefits and services to make sure members receive the best care for their individual health
needs.

e  With the support of free Care Improvement Plus services and programs, members are able to
better manage their health and improve their quality of life -- lowering their risk of future
health complications. In fact, 94 percent of members say Care Improvement Plus helped
them get more involved in their health care.

PharmAssist Program
e Through our PharmAssist program, members receive personalized, private counseling
sessions with specialty-trained plan pharmacists.

e In addition to carefully monitoring for potential errors, Care Improvement Plus pharmacists
provide members with a detailed review of their medications, alerting them of lower-cost
alternatives when available, and teaching them how to use each medication to best suppott
their health.

* During a recent PharmAssist counseling session, it was uncovered that Bill Williams*,
a Care Improvement Plus member from San Angelo, Texas was unknowingly taking
two overlapping medications to treat his high blood pressure — a potentially dangerous
and costly duplication. The Care Improvement Plus pharmacist contacted Bill’s
primary care provider to discuss her concerns, and was able to have his prescriptions
adjusted. The pharmacist then called Bill back to review the changes the primary care
doctor had made to his medication schedule.

Nurse Care Management
e Care Improvement Plus’ care management approach includes ongoing support for members
from plan nurses including a 24/7 nurse hotline,

e Members receive personalized care and education during regular nurse coaching calls. In
addition, care management nurses work directly with the members’ doctors and specialists,
coordinating care to make sure members see the right providers at the right time.

~ Mitch Pruitt*, a Care Improvement Plus member with diabetes from Savannah, Ga.
had an open wound on his foot that was not healing properly. Mitch had been told by
his podiatrist to wait three weeks before following up — upon hearing this, his Care
Improvement Plus nurse care manager contacted the doctor’s office to recommend that
he be referred to a home health provider to provide wound care support. The nurse
then contacted the home health provider to give them a heads up on the pending
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referral, and followed up to make sure the referral was received from the doctor’s
office. The nurse spoke with Mitch’s daughter to review his medications and make
sure that he had an appointment scheduled for wound care, On the most recent call,
Mitch’s daughter reports that wound care has helped improve the wound.

HouseCalls Program

Through our HouseCalls program, members receive annual in-home visits with a physician
or nurse practitioner who performs a thorough clinical assessment.

During the HouseCalls visit, members receive personalized care, visiting with a health care
provider that will spend time answering their health related questions, alert them to any
potentially urgent health issues, educate them on how to manage their health conditions, and
provide advice as to what issues they might want to discuss with their primary care doctor.

Jane Hernandez*, a member from Greensboro, Ga. recently received a HouseCalls
visit, Jane had not been feeling well lately and shared this with the nurse conducting
the visit. After finding that Jane's legs were abnormally swollen, the nurse was
concerned that Jane might have a pulmonary embolism, and told her to go to the
emergency room right away. At the hospital, the doctors confirmed Jane’s embolism
and were able to treat it with medication before anything more serious could happen.
Jane is now resting comfortably at home, and is thankful for her HouseCalls nurse’s
care — knowing that the visit may have potentially saved her life.

Social Service Coordinators

Care Improvement Plus has partnered with Social Service Coordinators to help plan members
access federal, state, and community level programs that provide assistance with health care
costs and daily living needs.

Social Service Coordinators helps members apply for valuable assistance programs they may
not otherwise know about - such as Medicaid or Low Income Subsidy — providing incredible
savings to ease the burden of health care costs and aspects of daily living they might not be
able to afford otherwise.

Sandra and Wally Jones*, who live in Sikeston, Mo. joined Care Improvement Plus’
Gold Rx plan because of their diabetes. Unfortunately, the couple was struggling to
afford their medications — between the two of them; they took more than 22
prescriptions regularly. Social Service Coordinators contacted the Joneses, and was
able to help them qualify for the Missouri state prescription assistance program, which
provided them with a check for $1500 to help with the cost of their medications.

Transitions of Care Program

Care Improvement Plus’ Transitions of Care program provides transitional support through
plan nurses and social workers to members and their caregivers as their individual needs
change when discharged from the hospital or moving to a new care setting.

Care Improvement Plus® Transitions of Care program bridges gaps in treatment as members
move from one care setting to another — helping to ensure continuity of care, prevent
hospital readmissions, and keeping physicians and caregivers informed of member’s health
status.
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* Cecilia Santos*, a member with diabetes from South Carolina was admitted to the

hospital for an infected foot wound. After receiving a hospitalization alert, Cecilia’s
Care Improvement Plus nurse care manager contacted the hospital to review her
condition and care needs. The hospital physician placed an order for Cecilia to receive
home health visits upon returning home, but unfortunately, the company would not
travel to her neighborhood. After contacting Cecilia for a post-discharge assessment,
the Care Improvement Plus nurse set up an appointment on her behalf with a new
home health provider, and scheduled transportation services to bring Cecilia to follow
up appointments with a podiatrist and her primary care doctor. In addition, the care
management nurse arranged for a home monitoring device to be sent to Cecilia to help
her monitor her feet for temperature “hot spots” to prevent future wounds.

Member Support Services

Care Improvement Plus® Member Support Services program proactively outreaches to
members to educate them on important health issues and help them understand how to get the
most from their Care Improvement Plus benefits.

Members receive important reminders concerning their health care, as well as thoughtful
guidance and assistance from plan staff to help them navigate their benefits and make sure
they understand how to use their coverage to best support their health.

When Hurricane lke struck south Texas in 2008, the Member Support Services
division was called upon to contact members in the storm impact zone. In less than
four days, Care Improvement Plus staft made more than 4,000 phone calls and spoke
directly to 2,200 members and/or caregivers in the impact zone. Calls included
coordinating with local emergency services departments to assist with obtaining
battery packs to maintain life-saving medical equipment and providing additional
guidance on how to access prescriptions and other necessary medical care.
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Company Background

Founded in 1997, XLHealth has a proud history as an industry leader in improving the quality of
care for chronically ill seniors. Over the past four years, the company has evolved from an
outsourced provider of disease management services to become the owner and operator of Care
Improvement Plus — a Medicare health plan focused on the unique needs of underserved and
chronically ill beneficiaries,

Today, Care Improvement Plus and its suite of Special Needs Plans serve more than 85,000
Medicare beneficiaries across six states -- providing care management-focused health care coverage
to those with chronic conditions such as diabetes and heart failure, as well as those with both
Medicare and Medicaid.

XLHealth has been at the forefront of chronic care management innovations since its inception and
the company’s unique approach has resulted in positive healthcare outcomes while lowering
healthcare costs. XLHealth’s chronic care management model goes beyond the more customary
approach of telephone or direct mail communications with patients. The company’s approach is
based upon the belief that support services must be customized for cach individual across the
spectrum of their healthcare needs. The company is a recognized pioneer in its delivery of care
management services in a personal, “high touch™ way that supports physicians by increasing the
quality of care for their patients and eliminating unnecessary barriers to preventive treatment.

XLHealth’s programs emphasize the critical importance of the role primary care physicians have in
the healthcare equation. In fact, the premise upon which XL Health is predicated is that care
management services and support programs are most effective when they establish strong ties with
the local healthcare community.

Across both the Medicare fee-for-service and Medicare Advantage programs, XLHealth is arguably
the most prominent chronic care management company participating in initiatives to improve quality
of care for chronically ill beneficiaries.

In 2003, the Centers for Medicare & Medicaid Services (CMS) awarded XLHealth one of three
demonstration projects that, at the time, constituted the largest initiative in the nation to test whether
disease management services would improve the care of chronically ill Medicare beneficiaries, In
2004, CMS selected XLHealth to administer one of eight Medicare Health Support pilot programs —
a project which represented CMS" first attempt to offer nation-wide care management services for
chronically ill Medicare beneficiaries participating in the fee for service program.

Within the Medicare Advantage industry, in 2006 XL Health launched Care Improvement Plus,
originally as a chronic condition Special Needs Plan and then additionally as a dual eligible Special
Needs Plan in 2009. Approximately 1.5 million Medicare beneficiaries in Arkansas, Georgia,
Maryland, Missouri, South Carolina and Texas are eligible to join a Care Improvement Plus Special
Needs Plan, which combines traditional Medicare coverage with a comprehensive Medicare Part D
prescription drug benefit and care management services.
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With a core business of providing care management services to Medicare beneficiaries with heart
failure and diabetes, XLHealth is a key leader in forming an effective model to manage the
approximately 25% of Medicare beneficiaries that represent nearly 80% of Medicare expenditures —
beneficiaries with manageable chronic conditions for whom increased quality will result in
decreased costs.
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