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The PatientPoint® mission is to turn engagement into outcomes.

PatientPoint. @

PatientPoint® provides integrated patient
engagement solutions surrounding key points of
care to help healthcare professionals improve

health outcomes, efficiency and patient satisfaction.



Comprehensive Patient Engagement Platform (1)

>~  NEW
Coordinated Care T

Network Solutions , Hospital Solutions Outcomes Research
Solutions
« Formerly Healthy Advice - Recent acquisition * Formerly Healthy Advice < Screenings, recruitment,
Networks (February, 2012) Communications enrollment, and education
(15+ years)  Key offerings include  Key offerings include of eligible patients
 Key offerings include HealthSync integrated Patient Guide, * Informed consent
Waiting Room and Exam  patient adherence platform CareSearch, and Hospital Process
Room Networks, and featuring care coordination Digital Network  Study visit reminders
PracticeWire and electronic check- and adherence pre and
In/check-out, and revenue post-care

cycle management
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The PatientPoint Network is in physician practices and hospitals

(1)
throughout the U.S.
PATIENTPOINT NETWORK Practices Hospitals
Locations ﬁ 24,000 570
Physicians g (\) 61,000 165,000
\/
Patients @ 456 miII(ia?:u:r;)posures 6.5 miIIi(gnrrllu?;)(fosures
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Industry Transformation & Challenges




Actionable data based Care

Coordination and Transitions In Care




PatientPoint Coordinated Care Platform gives a complete view of the patient. #

PatientPoint Care Coordination Platform aggregates data from:
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Payers SN EMRS £ Registries A Patients

& PBMS & PMs
Clinical gaps in care Clinical history Patient health Self-reported data
Adherence alerts Patient demographics History profile
Claims data

Medication reconciliation
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PatientPoint programs facilitate continuous patient engagement. (1)

e
Interactive technology aligns the patient with the provider and care team

Pre-Visit Point of Care Post-Visit

~ PatientPoint Advantage for
Continuous Patient Engagement

W Standard Patient Engagement
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WAITING ROOM EXAM ROOM DISCHARGE
- Gap-in-Care Alerts Electronic Check-In Doctor-Patient Electronic Adherence and
L _ _ o Discussion Tools Check-Out Compliance Tracking
) Reminder Services Medication and Follow-Up
9 _ Management Interactive Exam Patient Satisfaction
O Capture of Patient Room Program Surveys Adherence and
= Self-Reported Data Gap-in-Care Compliance Reporting
L ) Messaging Brochure Exam Disease Management
Lo Pre-Visit Prep o Room Program Programs Enrollment Disease Management
= Waiting Room _ _ and Education and Wellness

Program PracticeWire® Education

Medical News
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PatientPoint Dashboard displays gap-in-care alerts at a glance.

2#: Care Coordination

PATIENT INFORMATION APPOINTMENT INFORMATION CLINICAL MEASURES PREVENTATIVE MEASUR
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Color coding helps practices quickly identify care gaps and schedule
outreach.

“Hi, this is Dr. Smith.

Gap identified by PatientPoint Care Coordination Engine. | |
. | e e Please listen to the following
S S message. You are due for

603800 Liea Smith 2272012 10200 AM  Casas Clauadla

your annual blood pressure

check. Press 1 to schedule

~ an appointment...”  _——

Alert sent to Lisa Smith via IVR...

LEGEND . Open Requested i Scheduled . Patient Completed . Ordered . Closed

s
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Logged in as: physician | Logout

PatientPoint.@) tome
Smith, John — 002314, 05/12/1962, 51 years old, Male

Care Coordination

Care Conndination 5tatU5 Device Data Questions Pharmacy Contacts Follow Ups Communicak

SnapShot Today

— 4 stage engagement

Flowsheets Day— (_J' e 6 6 06 66 &

Results Review S d I

e Since Discharge Followup P&tiGﬂtPOiﬂt.@ m O e

. cal MEMBER PROFILE Vew |

History Device Data — v iR SRS ' JAI;\J; C.SMITH . . . -

erge WoGaled v « Stage 1: Predictive modeling using JHU

4 Location: Orlando, FL ~ Email: JaneSmith@email.com

Problem List

| Meention v v 000 MORNING JANE ST, ACG grouper to identify high risk patients
WHAT WOULD YOU LIKE TO DO? - .
and engage in the acute care or ED setting

oo

8 days since discharge « Stage 2: Enroliment in the post-

Follow uaidue i Sdage acute/Transitional care system, and initial
Follovs up scheduled vrith Dr. Nancy Dawson “touch”

Next scheduled visit in 48 days

13 hours since last data transmission
TS

Enter/Edit Results

Patient Stations

« Stage 3: Device education and installation

« Stage 4: Ongoing tele-monitoring and
follow up with primary care

&5
A\ 4
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| 0
Stage 1

PatientPoint. @  Home Logged in as: physician | Logout

Smith, John — 002314, 05/12/1962, 51 years old, Male

With EMR integration, alerts regarding

[Care Coordination

[m i Status Device Data Questions Pharmacy Contacts Follow Ups Communications Interventions Notes Alerts

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

— e readmission risk are highlighted when

— ? @ ’ 000000 LYW ®® admission orders are being written, and
| Since Discharge Followup Face to Face . .
%‘ call Office Visit on a da"y baS|S

L e - XV VY XY

s E 7 R B T R R . e i i s
C I— -3 e . |

possible scenerios for the above table...

8 days since discharge

Follovs up due in 6 days

Follovs up scheduled vsith Dr. Nancy Dawson

Next scheduled visit in 48 days

13 hours since last data transmission
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PatientPoint.@) tome R — : ﬁ
" Enroll pationt - Draper, Domna — 00558, 10/01/1991, 22 yearsld, Female
= Stage 2
E:;hmfgtmmm”y . T:"*’ ?‘b‘:’d . Just before discharge, EVERY
discharge is enrolled In the care
coordination system for follow up
purposes
* Enroliment loads medications, problem
lists, recent studies, sets default triggers
PatientPoint. @ <>
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( in as: ician //\
PatientPoint @  tome Logged inas: physician | Logout | ﬁ

Smith, John — 002314, 05/12/1962, 51 years old, Male

[Care Coordination |
| Status = Device Data = Questions = Pharmacy @ Contacts = Follow Ups = Communications = Interventions = MNotes = Alerts S t ag e 3

Show readings from: @ This week © Last 7 days (O This month © All readings

Category Reference Range 04/11/2013 04/10/2013 04/09/2013 04/08/2013 04/07/2013
Weight (Lbs)

o Gl o) e Patient assessment of whether he/she

pus e o) IS a candidate for engagement with

Peak Flow (Liters/Minute)

Pulse Oximetry (% At Rest)

devices

* Patient is given education on relevant

devices for home use (android based)

for coordination and reminders
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i int.( Logged in as: physician | Logout
PauentPOint@ Home inas an '
Smith, John — 002314, 05/12/1962, 51 years old, Male 'I

/Za\
[Care Coordination ‘ ﬁ

[ — T

—

Status = Device Data | Questions | Pharmacy @ Contacts FOUDWUPS Communications | Interventions @ MNotes = Alerts
( Call patient ) Call D ) Wedical Records ) Stage 4
[ Schedule Appointment J [ Call Scrip J [ Home Care J

L —— ) * Deployment of devices In the patient

home or assisted living facility

PatientPoint @)  Home Logeed inas: physician | Losout

S, T — 057, 5796, 51 yours o ol * Initial “touch” by Call center staff for
B (zce ot e o ey oo oot oot | e bt CPT 99495/99496 within two business
( Educate ] Adjust Medications ] | Referral ]

0w o — days of discharge

physician 04/11/2013 14:28 Referred Patient to Dr. Nancy Dawson

o | | ma 104/10/2013 10:52 Sent education videos to patient related to his condition

 For chronic disease, ongoing
monitoring (CHF, DM, CKD, COPD)

1
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MEMBER PROFILE
JANE C. SMITH

Sex: Female Phone: 321-555-5555
Wi Location: Orlando, FL  Email: JaneSmith@email.com

GOOD MORNING, JANE SMITH.
WHAT WOULD YOU LIKETO DO?

e Y e

PatientPoint @

MEMBER PROFILE
JANE C. SMITH
Age: 36
Sex: Female Phone: 321-555-5555
)/ Location: Orlando, FL  Email: JaneSmith@email.com

Please Answer the Following Question:

DO YOU HAVE LEG SWELLING?

N &N

@ Record My Medications

Quick Search Medication or Date

THURSDAY
o 06 /20 / 2013 w

3 3 £ O

Medicine Activity Recorded Time

1. Lasix 40mg TAKEN @
2. Capoten 25mg @

3. K-dur 40mg =3

0006000600

Patient Screens

* Mobile based easy to use screens



Dashboard tracks the entire process from identification to closing gaps in
care.

()

System detects an order for the gap

4 MRN Patient Name M | BP |BMIICFE[DRE| DE A1C|FLP|FLU| PV TCS| DS Appt. Date{Appt. Time Provider Name Insurance

603300 Liea Smith

e e e e e e e e e

2272012 1000 AM  Caaas Claudla BCEBS

- — - — - -

Gap Is closed
M | BP |BMIICFE[DRE| DE A1C[FLP|FLU| PV TCS| DS Appt. Date

- ES T . R
N —— r | o P -

603300 Liea Smith . - 22712012 10200 AM  Caaas Clauadla BCBS

- R— — .‘ ‘ y - - - — - "

eques 5 2 ient C z 5
LEGEND .'C'PE"I i Requested i cheduled .F'EITIE'TI ompleted .Dr-::ler=-::| .CI-: ed
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Detalled, easy-to-read care coordination reports help track PCMH performance.

WP FPG

Family Physicians Group

22 POPUATION DASHBOARD - Diabetes

Outof
Range &
Current
10%

Gaps In Care Summary

InRange &
red

Priority 2
Priority 3| = oye
14%
Outof
Range &
Expired
22%

Outof
Range &
Current

11%

~ | 5 Locations Selected

Outof
Range &
Expired

8%

InRange &
Current
23% 59%

Blood Pressure

InRange &
Current
34%

InRange &
Expired
33%

LDL

~ Al Physicians Selected

Outof
Range &
Expired

25%

Outof

Range &

Expired
13%

Appointments this week ~

Outof

Range &

Expired
19%

InRange &
Expired
20%

Outof

InRange & Range &
Current Expired

25% 22%
/—

InRange &
Expired
12%

0829 AM

Thu, Jan 24, 2013

InRange &
Current

37%

\_InRange &
Expired

AlC 6%

InRange &
Current
11%

InRange &
Expired
34%

Tri

Without
4%

Sandra Jones

Kiewwng Juawainseay
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Engagement to Outcomes

€% REPORTING

Welcome, PatientPoint Admin

PatientPoint @ =

Engagement to Outcomes

LOG OUT &

& REPORTING [Defautt View [=]

Last Name: First Name: Appointment Date: 11/19/2012 = SEARCH &
N iy 2
@ﬂ Care Coordination Report Parameters A
o . Run Report
Start | 10/1/2012 End 11/1/2012 £
zx g Patient Dashboard
PCMH Performance Summary Q-1 FY 2012 Issued: January 25, 2012
ﬁ . = g Table 1. Department Results
LS User Administration
ASSESSMENT AND PREVENTION CIC CLINICAL OUTCOMES ACCESS AND COMMUNICATION
QA Account Settings Department ot amily BMI Pneumo Breast
& Community Medicine Calcilated l (L vescnaucat I Sereening 1 N EbATe Test Asthma DM B/P HTN B/P Provider/ SameDay  Same Day 72-Hour
atients Patients >65 Women 4069  Frequency ~ © ¢ C atient Appolntment.  Telephone MyChart
<18 Years ars. Years Meds 140/90 140/90 Continuity Access Response Response
Q\; Reporting »
! Numerator 9,925 16,776 14,066 8,495 3,376 4,966 19,846 69,644 37,155 41,463 9,328
Denominator 11,014 21,190 20,871 9,214 4,336 6,922 29,013 102,023 83,537 47,164 9,593
Result 90.11% 79.47% 67.39% 92.20% 77.86% 71.74% 68.40% 68.26% 44.48%, 87.91% 97.24%
Department Goal 90.00% 64.90% 68.02% 88.66% 92.70% 62.79% 61.42% 66.67% 33.33% 75.00% 90.00%
Sites Measured 17 19 19 19 18 19 19 18 19 19 17
At Goal 14 19 10 19 1 18 16 8 15 19 15
Not at Goal 3 0 9 0 17 1 3 10 4 0 2
Stoplight Key Data Source
I - oxceeced s Morthy POVH site reports provided by Clirical Informstics
Achieved 85 10 33% of godd
I :cieedioss tan 6% of gon

Welcome, Claudia Casas

L0G oUT

CareCoordination Summary | _:]

Status by Gap Type

Closed Scheduled  Ordered

Colorectal

Breast Cancer
Depression Screening
BMI

Average Time to Close Gap in Care

Under 3 Days
4 - 6 Days
6-15 Days
15+ Days

PatientPoint. @

Proprietary & Confidential




Physician Office Visit Engagement
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PatientPoint @

Staff’'s View is below

W hatthe Patient Sees on the tablet device

| Patient Information | Appointment Information Kiosk Results
Selectall O |MRN | Name | Visit Type | Time | o | | | F | P | c | B | o | Usagetime| Registrar | Status

O

O .‘b-‘ 324324123| Judy |Smith | Annual Exam | Today 9:10:00 AM ‘ | | | | | ‘ ‘ | ‘

O
o [l ok e |in Progress
=
§ Review Complete
— Critical Posted

s

Patient C

At check-in and check-out,
tablet Is handed to the patient.

Patients with appointments who have not begun to
check-in still appear on the Staff Dashboard view.



Touch next to continue

Patient ®

Patient enters last name to
begin check-In process.

Enter patient last name:

smith

N®® @ Nt 2 N S 0 N N 0 Smmee®® 0 N N

e @ e 0 e 0 e 0 N N e 0 e 0 e Nmmmt® e’

00000000000
00000000000
D GEEZEES

PatientPoint @
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| Patient Information | Appointment Information Kiosk

Selectall O |MRN | Name | Visit Type | Time | o | | | F | P | c | B | o | Usagetime| Registrar | Status
O
O ‘.b‘ 324324123| Judy |Smith | Annual Exam | Today 9:10:00 AM ‘ | | | | | ‘ ‘ - | - ‘
O
o [l ok e |in Progress
& .
G| Review Complete
= Critical Posted

~ a4

Patient C



Selectall O
O
O
O

Touch next to continue

Patient O

Acknowledgement of Notice of Privacy Practices

My signature below acknowledges that | was made aware of
Manhattan’s Physician Groups Notice of Privacy Practices.

A copy of Manhattan’s Physician Group’s Notice of Privacy Practices
can be found at any place where | can check in and at
Www.mpgcares.com.

| understand that the Practice’s policies about using my information

might change from time to time and that | can obtain an updated copy
upon written request.

A

Please Sign Here

Patient

Patient Information | Appointment Information |

Kiosk

|MRN |

Name | Visit Type | Time | D| 1 | F | P | € | B | o | Usagetime|

>| 324324123|

Judy|Smith | Annual Exam | Today 9:10:00 A ‘ . ‘ | | | P |

2:17

OK
Review
Critical

LEGEND

|

In Progress
Complete
Posted

——

Patient C

Patient signs any forms that
need a sighature.

Technical detalls:

1. Option to decline to sign can be added to
any form.

2. Forms, once signed, are converted to a
secure PDF or TIF document and
automatically attached into the EMR.

3. System automatically remembers form
frequency's across the network and will not
present unless needed.

4. The signed PDF form can be designed to
be identical to the practices current forms.

If Judy chooses to decline a form the dashboard
will reflect as a red problem flag as not signing a
form may mean denial of service.



Touch next to continue

Patient ® SMOKING SCREENING

In the past 3 months, how often have you used tobacco products?

Never Occasionally Monthly Weekly Daily

In the past 3 months, how often have you had a strong desire or urge
to use tobacco products?

Never Occasionally Monthly Weekly Daily

Y = o -

In the past 3 months, how often has your use of tobacco products led
to health, social, legal, or financial problems?

Never Occasionally Monthly Weekly Daily

Patient

| Patient Information | Appointment Information Kiosk Results
Selectall [ |MRN | Name | Visit Type | Time | D | 1 | F | P | C | B | a | Usagetime| Registrar | Status
O
O >| 324324123| Judy|Smith | Annual Exam ‘ Today 9:10:00 AM ‘ - ‘ | P | 217 ‘ - | Checking-In

O

LEGEND

oK e |in Progress
Review E Complete

Critical Posted

——

Patient C

Screenings are presented
to patient when the rules
for showing the screenings
are met.

Technical details:

1. Results for the screenings are
compiled and stored on the check-in
summary document (also called the
boarding card).

2. The boarding card is stored in the
EMR visit record and also printed for
the physician to review.



Touch next to continue

Adherence Support:

If the patient indicates that they are no
longer taking the medication, a reason
fro stopping the medication Is asked.

medco:

Why did you stop taking this medication?

My doctor told me to stop Costs too much

| decided to stop

Patient

| Patient Information | Appointment Information Kiosk Results
Selectall [ |MRN | Name | Visit Type | Time | D | 1 | F | P | C | B | 0 | Usagetime| Registrar | Status

O

O >| 324324123| Judy|Smith | Annual Exam ‘ Today 9:10:00 AM ‘ - ‘ |P| 217 ‘ - | Checking-In

O
o [lllox e |in Progress
§ Review Complete
— Critical Posted
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Transitions In Care (Case Study)




Avoldable Readmission Pilot

Early results
* Pilot program at a medium sized community hospital in
the Midwest

» Patient population and payor mix similar to 1800 of the
5400 CMS registered hospitals

» Feasibility study to assess costs, reimbursement,
challenges, and scalability of an end-to-end chronic
disease management solution

e
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Results

28.000

Nt N 1 lgwuu'\- T Tl W 7T AT %AT N ST T\ Wl AT T I FVIWE T T N7 VU’U

26.000 -

24.000

|

22.000

20.000

18.000

16.000 -

14.000 -

12.000 -

10.000 -

8.000 -

6.000 -

4.000 -

2.000 -

0.000

Sep 2013 Nov 2013

Jan 2013 Mar 2013 May 2013 Jul 2013

PatientPOint.@ ; Proprietary & Confidential

_———_



Avoldable Readmission Pilot

* First 90 days focuses on Acute M| (Heart attacks) and
Congestive Heart Failure (CHF) patients

* Q1 of 2014 will expand the program to include COPD,
Total knee, Total Hip, and Stroke patients

* |ncludes employed physicians as well as community
affiliates

e
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Avoldable Readmission Pilot

» Logistic Regression and Neural network model created
based upon admission history over the prior two years
for that facllity

» Data queries out of Epic, included demographics,
medications, comorbidities, discrete lab data,
socloeconomic characteristics, other clinical
characteristics

e
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Costs of program

* Monitoring service - $120/per patient per month

» Discharge coordinator time, care coordinator time,
support overhead, $400 per patient

» Development/update of predictive model, integration,
software platform, $150k

e
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ROI

» Based upon penalty elimination, and transition in care
reimbursement, there is a 12 to one ROI

* |n scenarios without penalties, the ROI is approximately
2.5t01

e
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