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CONTRACTWITH ELIGIBLE MEDICARE ADVANTAGE (MA) ORGANIZATION
PURSUANT TO SECTIONS 1851 THROUGH 1859 OF THE SOCIAL SECURITY ACT
FOR THE OPERATION OF A MEDICARE ADVANTAGE COORDINATED CARE PLAN(S)
CONTRACT (H4003)
Between
Centers for Medicare & Medicaid Services {hereinafter referred to as CMS) and
MMM HEALTHCARE, LLC
(hereinafter referred to as the MA Organization)

CMS and the MA Organization, an entity which has been determined to be an eligible Medicare Advantage Organization by the Administrator of the Centers for Medicare &
Medicaid Services under 42 CFR §422,503, agree to the following for the purpases of §§ 1851 through 1859 of the Social Security Act {hereinafter referred to as the Act):

(NOTE: Citations indicated in brackets are placed in the text of this contract to note the regulatory authority for certain cantract provisions. All references to Part 422 are to
42 CFR Part 422.)

Article I
Term of Contract

The term of this contract shall be from the date of signature by CMS's authorized representative through December 31, 2023, after which this contract may be renewed for
successive one-year periods in accordance with 42 CFR §422,505(c) and as discussed in Paragraph A of Article VII below, [422.505]

This contract governs the respective rights and obligations of the parties as of the effective date set forth above, and supersedes any prior agreements between the MA
Organization and CMS as of such date. MA organizations offering Part D benefits also must execute an Addendum to the Medicare Managed Care Contract Pursuant to §§
1860D-1 through 1860D-43 of the Social Security Act for the Operation of a Voluntary Medicare Prescription Drug Plan (hereafter the "Part D Addendum"). Far MA
Organizations offering MA-PD plans, the Part D Addendum governs the rights and obligations of the parties relating to the provision of Part D benefits, in accordance with
its terms, as of its effective date.

Article IT
Coordinated Care Plan

A. The MA Organization agrees to operate one or more coordinated care plans as defined in 42 CFR §422.4(a)(1)(ii)), including at least one MA-PD plan in the same
area as required under 42 CFR §422.4(<), as described in its final Plan Benefit Package (PBP) bid submission (benefit and price bid) proposal as approved by CMS and as
attested to in the Medicare Advantage Attestation of Benefit Plan and Price. The MA Organization agrees to comply with the requirements of this contract, the regulations
at 42 CFR Part 422, §§ 1851 through 1859 of the Act, and all ather applicable Federal statutes and regulations and the policies outlined in guidance, such as the Medicare
Managed Care Manual, the Medicare Communications and Marketing Guidelines, CMS Participant Guides, Health Plan Management System memas, Rate Announcement
and trainings.

B. Except as provided in paragraph {(C) of this Article, this contract is deemed to incorporate any changes that are required by statute to be implemented during the term
of the contract and any regulations implementing or interpreting such statutory provisians.

C. CMS will not implement, other than at the beginning of a calendar year, requirements under 42 CFR Part 422 that impose a new significant cost or burden on MA
organizations or plans, unless a different effective date is required by statute. [42 CFR & 422.521]

D. If the MA Organization had a contract with CMS for Contract Year 2022 under the contract ID number designated above, this document is considered a renewal of the
existing contract. While the terms of this document supersede the terms of the 2022 contract, the parties' execution of this contract does not extinguish or interrupt any
pending obligations or actions that may have arisen under the 2022 or prior year contracts.

E. This contract is in no way intended to supersede or modify 42 CFR, Part 422. Failure to reference a regulatory requirement in this contract does not affect the
applicability of such requirements to the MA Organization and CMS.

Article ITI
Functions To Be Performed By Medicare Advantage Organization

A. PROVISION OF BENEFITS

The MA Organization agrees to provide enrollees in each of its MA plans the basic benefits as required under 42 CFR §§422.100 and 422.101 and, to the extent
applicable, supplemental benefits under 42 CFR §422.102 and as established in the MA Organization’s final benefit and price bid propasal as approved by CMS and listed
in the MA Organization Plan Attestation of Benefit Plan and Price, which is attached to this contract. The MA Organization agrees to provide access to such benefits as
required under subpart C in @ manner consistent with professianally recognized standards of health care and according to the access standards stated in 42 CFR
§422.112. [42 CFR § 422.504(a)(3)]

B. ENROLLMENT REQUIREMENTS

1. The MA Organization agrees to accept newenroliments, make enroliments effective, process voluntary disenrollments, and limit involuntary disenrollments, as

provided in 42 CFR Part 422, Subpart B.[42 CFR § 422.504(a)(1)]

2. The MA Organization shall comply with the provisions of 42 CFR §422.110 concerning prohibitions against discrimination in beneficiary enrcliment, other than in
enrolling eligible beneficiaries in a CMS-approved special needs plan that exclusively enrolls special needs individuals as consistent with 42 CFR §8422.2, 422.4(a)(1)(iv)
and 422.52. [42 CFR § 422.504(a)(2)]

C. BENEFICIARY PROTECTIONS
1. The MA Organization agrees to comply with all requirements in 42 CFR Part 422, Subpart M govemning caverage determinations, grievances, and appeals. [42 CFR
§ 422.504(a)(7)]
2. The MA Organization agrees to comply with the canfidentiality and enrollee record accuracy requirements in 42 CFR §422.118.[42 CFR § 422,504(a)(13)]
3. Beneficiary Financial Protections. The MA Organization agrees to comply with the following requirements:

(3.b) The MA Organization must pravide for continuation of enrollee health care ben ﬂt@ i 4 422.504(g)(2).

(3.c) In meeting the requirements of this paragraph, other than the provider cantr: FR § 422.504(qg){1)(i), the MA Organization may

use—
(3.c.i) Contractual arrangements;
(3.c.ii) Insurance acceptable ta CMS;
(3.c.iii) Financial reserves acceptable ta CMS; ar
(3.c.iv) Any other arrangement acceptable to CMS. [42 CFR § 422.504(g)(3)]
D. PROVIDER PROTECTIONS

in section 1861 of the Act), and suppliers, in 42 CFR Part 422 Subparnt E, including provider certification requirements, anti-discrimination requirements,provider
participation and consultation requirements, the prohibition on interference with provider advice, limits on provider indemnification, rules governing payments to
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2. The MA Organization agrees to comply with the prompt payment provisions of 42 CFR § 422.520 and with instructions issued by CMS, as they apply to each type of
plan included in the contract. [42 CFR § 422.504(c)]

(2.a) The MA Organization must pay 95 percent of "clean claims" within 30 days of receipt if they are claims for covered services that are not furmnished under a written
agreement between the organization and the provider, The term clean daim is defined in accardance with 42 CFR § 422.500.

providers,limits on physician incentive plans, and preclusion list requirements in 42 CFR §§422.222 and 422.224. [42 CFR § 422,504(a)(6)]

(2.a.i) The MA Organization must pay interest on clean claims that are not paid within 30 days in accordance with §§ 1816(c)(2) and 1842(c)(2) of the Act.
(2.a.ii) All gther daims from non-contracted providers must be paid or denied within 60 calendar days from the date of the request. [42 CFR § 422.520(a)]
3. Agreements with Federally Qualified Health Centers (FQHC)
(3.a2) The MA Organization agrees to pay an FQHC a similar amount to what it pays other providers far similar services.
(3.b) Under such a cantract, the FQHC must accept this payment as payment in full, except for allowable cost sharing which it may collect.

(3.c) Financial incentives, such as payments ar banuses, and financial withholdings are not considered in determining the payments made by CMS under 42 CFR
§422.316(a). [42 CFR §422.527]
E. QUALITY IMPROVEMENT PROGRAM

1. The MA Organization agrees to operate a quality assurance and performance improvement program, including provisions for the collection, maintenance and

submission of health and perfarmance data, and have an agreement for extemnal quality review as applicable for each type of plan induded in the contract and as
required by 42 CFR Part 422 Subpart D. [42 CFR § 422.504(a)(5)],

2. The MA Organization agrees to address complaints received by CMS against the MA Organization through the CMS complaint tracking system, [422.504(a)(15)]

F. COMPLIANCE PLAN
The MA Organization agrees to implement a compliance plan in accordance with the requirements of 42 CFR 8422,503(b)(4)(vi). [42 CFR § 422.503(b)(4)(vi)]

G. PROGRAM INTEGRITY

1. The MA Organization agrees to provide notice based on best knowedge, information, and belief to CMS of any integrity items related to payments from
governmental entities, both federal and state, for healthcare or prescription drug services. These items include any investigations, legal actions or matters subject to
arbitration brought involving the MA Qrganization (or the MA Organization's firm if applicable) and its subcontractors (excluding contracted network providers), including
any key management or executive staff, or any major shareholders (5% or more), by a government agency (state or federal) on matters relating to payments from
governmental entities, both federal and state, for healthcare and/or prescription drug services. In providing the notice, the sponsor shall keep the government informed
of when the integrity item is initiated and when it is closed. Natice should be pravided of the details concerning any resalution and monetary payments as well as any
settlement agreements or corporate integrity agreements.

2. The MA Organization agrees to provide notice based on best knowledge, information, and belief to CMS in the event the MA Organization or any of its
subcontractors is criminally convicted or has a civil judgment entered against it for fraudulent activities or is sanctioned under any Federal program involving the provision
of heaith care ar prescription drug services.

H. MARKETING

1. The MA Organization may not distribute any marketing materials, as defined in 42 CFR §422.2260 unless it complies with the requirements of 42 CFR Part 422
Subpart V. [42 CFR Part 422 Subpart V]

2. The MA Organization must disclose the information ta each enrallee electing a plan as outlined in 42 CFR §422.111. [42 CFR §§ 422.111 & 422.504(a)(4)]

3. The MA Organization must comply with all applicable statutes and regulations, including and without limitation § 1851(h) of the Act and 42 CFR §422.111, 42 CFR
Part 422 Subpart V and 42 CFR Part 423 Subpart V Failure to comply may result in sanctions as provided in 42 CFR Part 422 Subpart O.

Article IV
CMS Payment to MA Organization

A. The MA Organization agrees ta develop its annual benefit and price bid proposal and submit to CMS all required information on premiums, benefits, and cost sharing,
as required under 42 CFR Part 422 Subpart F. [42 CFR § 422.504(a)(10)]

B. METHODOLOGY
CMS agrees to pay the MA Organization under this contract in accordance with the provisions of § 1853 of the Act and 42 CFR Part 422 Subpart G. [42 CFR § 422.504(a)
(€))]
C. ELECTRONIC HEALTH RECORDS INCENTIVE PROGRAM
The MA Organization agrees to abide by the requirements in 42 CFR §§495.200 et seq. and §1853(m) of the Act.
D. ATTESTATION OF PAYMENT DATA (Attachments A, B, and C).

As a condition far receiving a monthly payment under paragraph B of this article, and 42 CFR Part 422 Subpart G, the MA Organization agrees that its chief executive
officer (CEQ), chief financial officer (CFQ), or an individual detegated with the authority to sign on behalf of one of these officers, and who reports directly to such afficer,
must request payment under the contract on the forms attached hereto as Attachment A (enrollment attestation) and Attachment B (risk adjustment data) which attest to
(based on best knawledge, information and belief, as of the date specified on the attestation form} to the accuracy, completeness, and truthfulness of the data identified on
these attachments. The Medicare Advantage Plan Attestation of Benefit Plan and Price must be signed and attached to the executed version of this contract. [42 CFR §
422.504(1)]

(NOTE: The forms included as attachments to this cantract are for reference only. CMS will provide instructions for the completion and submission of the forms in
separate documents. The MA Organization should not take any action on the forms until appropriate CMS instructions become available.)

1. Attachment A requires that the CEQ, CFO, or an individual delegated with the authority to sign an behalf of one of these officers, and who reports directly to such
officer, must attest based on best knowledge, information, and belief that each enrollee for whom the MA Organization is requesting payment is validly enrolled, or was
validly enralied during the period for which payment is requested, in an MA plan offered by the MA Organization. The MA Organization shall submit completed enrollment
attestation forms to CMS, or its cantractor, on a manthly basis.

2. Attachment B requires that the CEQ, CFO, or an individual delegated with the authority to sign on behalf of one of these officers, and who reports directly to such
officer, must attest (based on best knowledge, information and belief, as of the date specified on the altestation form) that the risk adjustment data it submits to CMS under 42
CFR §422,310 are accurate, complete, and truthful. The MA Organization shall make annual attestations to this effect for risk adjustment data on Attachment B and
according to a schedule to be published by CMS. If such risk adjustment data are generated by a related entity, contractor, or subcontractor of the MA Organization, such
entity, contractor, or subcantractar must also attest to (based on best knowledge, information, and belief, as of the date specified on the attestation form) to the accuracy,
completeness, and truthfulness of the data.

3. The Medi ntage Plan Attestation of Benefit Plan and Price (an example of which is attached hereto as Attachment C) requires that the CEO, CFO, oran

i authority to sign on behalf of one af these officers, and who reports directly to such officer, must attest (based on best knowledge, information

!@'c on the attestation form) that the information and documentation comprising the bid submission proposal is accurate, complete, and
é%j Bid Form and Plan Benefit Package requirements; and that the benefits described in the CMS-appraved proposed bid submissian agree

rganization will offer during the period cavered by the proposed bid submission. This document is being sent separately to the MA
ion and must be si nd attached to the executed version of this contract, and is incorporated herein by reference.

onitrato Niimero

Article V
MA Organization Relationship with Related Entities, Contractors, and Subcontractors
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A. Notwithstanding any relationship(s) that the MA Organization may have with first tier, downstream, or related entities, the MA QOrganization maintains full responsibility
for adhering to and otherwise fully complying with all terms and conditions of its contract with CMS. [42 CFR § 422.504(i)(1)]

B. The MA Organization agrees ta require all first tier, downstream, and related entities to agree that—

1. HHS, the Comptroller General, or their designees have the right to audit, evaluate, collect, and inspect any books, cantracts, computer or other electronic systems,
including medical records and documentation of the first tier, downstream, and related entities related to CMS's contract with the MA Qrganization;

2. HHS, the Comptroller General, or their designees have the right to audit, evaluate, collect, and inspect any records under paragraph B (1) of this Article directly from
any first tier, downstream, or related entity;

3. For records subject to review under paragraph B(2) of this Article, except in exceptional circumstances, CMS will provide notification to the MA Organization that a
direct request for information has been initiated; and

4, HHS, the Comptroller General, ar their designees have the right to inspect, evaluate, and audit any pertinent information far any particular contract period for 10
years fram the final date of the contract period or from the date of completion of any audit, whichever is later.

5. They will ensure that payments are not made to individuals and entities included on the preclusion list, defined in 42 CFR §422.2, in accordance with the provisions
iNn42CFR § 422,222 and 422.224, [42 CFR § 422.504(i)(2)}]

C. The MA Organization agrees that all contracts ar written arrangements into which the MA Organization enters with first tier, downstream, and related entities shall
contain the provisions required by 42 CFR § 422.504(i)(3),

D. If any of the MA Organization's activities ar responsibilities under this contract with CMS is delegated to other parties, all contracts ar written arrangements with any
related entity, contractor, subcontractor, or provider must meet the requirements of 42 CFR § 422.504(1)(4).

E. If the MA Organization delegates selection of the providers, contractors, or subcontractors to another organization, the MA Organization's contract with that organization
must state that the CMS-contracting MA Organization retains the right to approve, suspend, or terminate any such armangement. [42 CFR § 422.504(i)(5)]

F. As of the date of this contract and throughout its term, the MA Organization
1. Agrees that any physician incentive plan it aperates meets the requirements of 42 CFR §422.208, and
2. Has assured that all physicians and physician groups that the MA Organization's physician incentive plan places at substantial financial risk have adequate stop-
loss protection in accordance with 42 CFR §422.208(f). [42 CFR § 422.208]

Article VI
Records Requirements
A. MAINTENANCE OF RECORDS

1. The MA Organization agrees to maintain for 10 years books, records, documents, and ather evidence of accounting procedures and practices in accordance with the
requirements of 42 CFR § 422,504(d).

2, Access to facilities and records. The MA Organization agrees that the

(2.2) Department of Health and Human Services, the Comptroller General, or their designee may evaluate, audit and inspect the records and facilities of the MA
QOrganization in accordance with 42 CFR § 422.504(e).

(2.b)This right extends through 10 years from the final date of the contract period or completion of audit, whichever is later, except as provided in 42 CFR §
422.504(e)(4).

B. REPORTING REQUIREMENTS

1. The MA Organization agrees to comply with the reparting requirements in 42 CFR § 422.516 and the requirements in 42 CFR § 422.310 for submitting data to CMS.
[42 CFR § 422.504(a)(8)]

2. The MA Organization agrees to submit to CMS and, as applicable, its enrollees, information as described in 42 CFR § 422.504(f).
3, Electronic communication. The MA Organization must have the capacity to communicate with CMS electronically. [42 CFR § 422.504(h)]

4, The MA Organization acknowladges that CMS releases to the public the following data, consistent with 42 CFR Part 422, Subpart K, and 42 CFR Part 423, Subpart
K:

(4.a) summary reconciled Part C and Part D payment data after the reconciliation of Part C and Part D payments, as provided in 42 CFR §422.504(n)(1) and 42 CFR
§423.505(0)(1);

{4.b) MA bid pricing data submitted during the annual bidding process, as described at 42 CFR §422.272;

(4.c) Part C Medical Loss Ratio data for the contract year, as described at 42 CFR §422.2490, and, for Part D plan sponsors, Part D Medical Loss Ratio data far the
contract year, as described at 42 CFR §423,2490.[42 CFR § 422.504(n)]

The MA Organization agrees that it must subject information collected pursuant to 42 CFR §422.516(a) to a yearly independent audit to dete
validity, completeness, and comparability in accordance with specifications developed by CMS. [422.516(g)]

Article VII
Renewal of the MA Contract
A. RENEWAL OF CONTRACT
In accordance with 42 CFR §422.505, following the initial contract period, this contract is renewable annually only if-
1. The MA Organization has not provided CMS with a notice of intention not to renew; [42 CFR § 422.506(a)]
2. CMS and the MA Organization reach agreement on the bid under 42 CFR Part 422, Subpart F; and [42 CFR § 422.505(d}]
3. CMS has not provided the MA Organization with natice aof its intention not to renew.
B. NONRENEWAL OF CONTRACT -

provided it meets the time frames for doing so set forth in this subparagraph.
2. If the MA Organization does not intend to renew its contract, it must notify—
(2.a) CMS, in writing, by the first Monday in June of the year in which the contract would end, pursuant to 42 CFR §422.506

(2.b) Each Medicare enrollee by mail, at least 90 calendar days befare the date on which the nonrenewal is effective. This notice must include a written description of
all alternatives available for obtaining Medicare services within the service area including alternative MA plans, MA-PD plans, Medigap options, and original Medicare and
prescription drug plans and must receive CMS approval prior to issuance.

3. If the MA Organization submits a request to end the term of its contract after the deadline in 42 CFR §422.506, CMS and the MA Organization may mutually consent
to terminate the contract pursuant to 42 CFR §422.508 when a nonrenewal notice is submitted after the applicable annual non-renewal notice deadline if—

(3.a) The contract termination does not negatively affect the administratian of the Medicare program; and

(3.b) The MA Organization natifies its Medicare enrollees of any changes that CMS determines are appropriate for notification within the timeframes specified by
CMS; and

(3.¢) Included as a provision of the termination agreement is language prohibiting the MA organization from applying for new contracts or service area expansions
for a period of 2 years, absent circumstances warranting special consideration. This prohibition may apply regardless of the product type, contract type or service area of
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the previous contract.

4, If the MA Organization does nat renew a contract under this subparagraph, CMS may deny an application for @ new contract or a service area expansion from the
QOrganization or with any organization whose covered persons, as defined at 42 CFR §422.506(a)(4), also served as covered persons for the non-re
QOrganization for 2 years unless there are special circumstances that warrant special consideration, as determined by CMS., This prohibition may
product type, contract type, or service area of the previous contract.[42 CFR §§ 422.506(a)(4) & 422.508(c) and (d)]

Article VIII
Modification or Termination of the Contract

A. MODIFICATION OR TERMINATION OF CONTRACT BY MUTUAL CONSENT
1. This contract may be modified or terminated at any time by written mutual consent.

{1.a) If the contract is modified by written mutual consent, the MA Organization must notify its Medicare enrollees of any changes thit
appropriate for notification within time frames specified by CMS. [42 CFR § 422.508(a)(2)]

(1.b) If the contract is terminated by written mutual consent, except as provided in subparagraph 2 of this paragraph, the MA Organizat
Medicare enrcllees and the general public as provided in paragraph B, subparagraph 2(b) of this Article. [42 CFR § 422.508(a)(1)]

2. If this contract is terminated by written mutual consent and replaced the day following such termination by a new MA contract, the MA Organization 1s not required to
provide the notice specified in paragraph B of this Article.[42 CFR § 422.508(b)]

3. As a condition of the consent to a mutual termination, CMS will require as a pravisian of the termination agreement language prohibiting the MA arganizatian from
applying for new contracts or service area expansions for a period of 2 years, absent circumstances warranting special consideration. This prohibition may apply regardless
of the product type, contract type, or service area of the previous contract. [42 CFR § 422.508(c)]

B. TERMINATION OF THE CONTRACT BY CMS OR THE MA ORGANIZATION
1. Termination by CMS.

(1.a) CMS may at any time terminate a contract if CMS determines that the MA Organization meets any of the following: [42 CFR §422.510(a){1)~(3)]
(1.a.i) has failed substantially to carry out the terms of its contract with CMS,
(1.a.ii) is carrying out its contract in @ manner that is inconsistent with the efficient and effective implementation of 42 CFR Part 422,
(1.a.iii) no longer substantially meets the applicable conditions of 42CFR Part 422.

(1.b) CMS may make a determination under paragraph B(1)(a)(i), (ii), or (iii) of this Article if the MA Organization has had one ar more of the conditions listed in
42 CFR §422.51Q(a)(4) accur.

(1.c) Notice. If CMS decides to terminate a cantract , it will give natice of the termination as foliows: [42 CFR §422.510(b)(1)] (1.c.i) CMS will notify the MA
QOrganization in writing at least 45 calendar days befare the intended date of the termination.
(1.c.ii) The MA Qrganization will notify its Medicare enrollees of the termination by mail at least 30 calendar days before the effective date of the termination.
(1.c.iti) The MA Organization will notify the general public of the termination at least 30 calendar days before the effective date of the termination by releasing
a press statement to news media serving the affected community or county and posting the press statement prominently on the organization’s Web site,

(1.c.iv) In the event that CMS issues a termination notice to the MA Organization on or before August 1 with an effective date of the following December 31, the
MA QOrganization must issue notification to its Medicare enrollees at least 90 days prior to the effective date of termination.

(1.d) Expedited termination of contract by CMS. [42 CFR 8§422.510(b)(2)]

(1.d.i) For terminations based on violations prescribed in 42 CFR §422.510(a)(4)(i), if the MA Organization experiences financial difficulties so severe that its
ability to make necessary health services available is impaired to the point of posing an imminent and serious risk to the health of its enrollees, or otherwise
fails to make services available to the extent that such a risk to health exists, or if CMS determines that a delay in termination would pose an imminent and
serious threat to the health of the individuals enralled with the MA Organization, CMS will notify the MA Organization in writing. that its contract has been
terminated on a date specified by CMS. If a3 termination is effective in the middle of a month, CMS has the right to recover the prorated share of the capitation
payments made to the MA Organization covering the period of the month following the contract termination.

(1.d.ii) CMS will notify the MA Organization's Medicare enroliees in writing of CMS's decision to terminate the MA Organization's contract. This notice will occur no
later than 30 days after CMS notifies the MA Organization of its decision to terminate this cantract. CMS will simultaneously inform the Medicare enrollees of
alternative options for obtaining Medicare services, incuding alternative MA Organizations in a similar geographic area and original Medicare.

(1.d.iii) CMS will notify the general public of the termination no later than 30 days after naotifying the MA Organization of CMS's decision to terminate this
contract. This notice will be published in one or more newspapers of general circulation in each community or county located in the MA Organizatian's service
area.

{1.e) Corrective action plan [42 CFR §422.510(c)]

(1.e.i) General. Before providing a notice of intent to terminate a contract for reasons other than the grounds specified in subparagraph 1(d)(i) of this
paragraph, CMS will provide the MA Organization with notice specifying the MA Organization's deficiencies and a reasanable opportunity of at least 30 calendar
days to develop and implement an approved corrective action plan to correct the deficiencies that are the basis of the proposed termination.

(1.e.ii) Exceptions. If a contract is terminated under subparagraph 1{d)}(i) of this paragraph, the MA Grganization will not be provided with the opportunity to
develap and implement a corrective action plan.

(1.f) Appeal rights. If CMS decides to terminate this contract, it will send written natice to the MA Organization informing it of its termination appeal rights in

accordance with 42 CFR Part 422 Subpart N. [422.510(d)]

2. Termination by the MA Organization [42 CFR §422.512]
(2.a) Cause for termination, The MA Organization may terminate this contract if CMS fails to substantially carry out the terms of the contract.
(2.b) Notice. The MA Organization must give advance natice as fallows:
(2.b.i) To CMS, at least 90 days before the intended date of termination. This notice must specify the reasons why the MA Qrganization is requesting contract
termination.

(2.b.ii) To its Medicare enrollees, at least 60 days before the termination effective date. This notice must include a written description of alternatives available for
obtaining Medicare services within the service area, including alternative MA and MA-PD plans, PDP plans, Medigap options, and original Medicare and must receive CMS
approval.

(2.b.iii} To the general public at least 60 days befare the termination effective date by publishing a CMS-approved notice in one or more newspapers of general
circulation in each community or county located in the MA Organization's geographic area.

(2.c) Effective date af termination. The effective date of the termination will be determined by CMS and will be at least 90 days after the date CMS receives the MA
Organization's notice of intent to terminate.

{2.d) CMS's liability, CMS's liability for payment to the MA Organization ends as of the first day of the month after the last month for which the caontract is in effect,
but CMS shall make payments for amounts owed prior to termination but not yet paid.

{2.e) Effect of termination by the organization. CMS may deny an application for a new contract or service area expansion from the MA Organization or with an
organization whose covered persans, as defined in 42 CFR §422.512(e)(2), alsa served as covered persons for the terminating MA Organization for a period of two
years from the date the Organization has terminated this contract, unless there are circumstances that warrant special consideration, as determined by CMS. This
prohibition may apply regardless of the product type, contract type, or service area of the previous contract. [42 CFR § 422,512}

Article IX
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Requirements of Other Laws and Regulations

A. The MA Organization agrees to comply with—

1. Federal laws and reqgulations designed to prevent or ameliorate fraud, waste, and abuse, including, but not limited to, applicable provisions of Federal criminal law,
the False Claims Act (31 USC §§3729 et seq.), and the anti-kickback statute (§ 1128B(b) of the Act): and

2. HIPAA administrative simplification rules at 45 CFR Parts 160, 162, and 164.[42 CFR § 422.504(h)]
B. Pursuant to § 13112 of the American Recovery and Reinvestment Act of 2009 (ARRA), the MA Organization agrees that as it implements, acquires, or upgrades its

health information technology systems, it shall utilize, where available, health information technology systems and products that meet standards and implementation
specifications adopted under § 3004 of the Public Health Service Act, as amended by § 13101 of the ARRA.

C. The MA Organization maintains ultimate responsibility for adhering to and otherwise fully complying with all terms and conditions of its cantract with CMS,
notwithstanding any relationship(s) that the MA Organization may have with related entities, contractors, or subcontractors. [42 CFR § 422.504(i)]

D. In the event that any provision of this contract conflicts with the provisions of any statute or regulation applicable to an MA Organization, the provisions of the statute
ar regulation shail have full force and effect.

E. The MA Organization agrees to comply with applicable anti-discrimination laws, including Title VI of the Civil Rights Act of 1964 (and pertinent regulations at 45 CFR
Part 80), §504 of the Rehabilitation Act of 1973 (and pertinent regulations at 45 CFR Part 84), and the Age Discrimination Act of 1975 (and pertinent requlations at 45
CFR Part 91). The MA Organization agrees to camply with the requirements relating to Nondiscrimination in Health Programs and Activities in 45 CFR Part 92,including
submitting assurances that the MA Organization’s health programs and activities will be aperated in compliance with the nondiscrimination requirempents, as required in 45
CFR §92.4.

Article X
Severability

The MA Organization agrees that, upon CMS's request, this cantract will be amended to exclude any MA plan or State-licensed enti
cantract for any such excluded plan or entity will be deemed to be in place when such a request is made. [42 CFR § 422,504(k)]

Article XI
Miscellaneous

A. DEFINITIONS
Terms not otherwise defined in this contract shall have the meaning given to such terms in 42 CFR Part 422,
B. ALTERATION TC ORIGINAL CONTRACT TERMS

The MA QOrganization agrees that it has not altered in any way the terms of this contract presented for signature by CMS, The MA Organization agrees that any alterations
to the ariginal text the MA QOrganization may make to this contract shall not be binding on the parties.

C. The MA QOrganization agrees to maintain a fiscally sound operation by at least maintaining a positive net worth (total assets exceed total liabilities) as required in 42
CFR §422.504(a)(14).

D. The MA Organization agrees to maintain administrative and management capabilities sufficient for the organization to organize, implement, and control the financial,
marketing, benefit administration, and quality improvement activities related to the delivery of Part C services as required by 42 CFR §422.504(a)(16).

E. The MA Organization agrees to maintain a Part C summary plan rating score of at least 3 stars under the 5-star rating system specified in 42 CFR Part 422 subpart D,
as required by 42 CFR §422.504(a)(17).

F. CMS may determine that the MA Organization is out of compliance with a Part C requirement and take compliance actions as described in 42 CFR § 422.504(m) or
issue intermediate sanctions as defined in 42 CFR Part 422 Subpart O. [42 CFR § 422.504(m}]

G. The MA Organization agrees to comply with all requirements that are specific to a particular type of MA plan offered under this contract, such as the special rules for
private fee-for-service plans in 42 CFR §§422.114 and 422.216; the rules for special needs plans in 42 CFR §§ 422.101(f), 422.107, 422.152(g) and 422.629 through
422.634; and the MSA requirements in 42 CFR §§422.56, 422.103, and 422.262

H. The MA Organization agrees to comply with the requirements for access to health data and plan information in 42 CFR §§ 422.119 and 422.120. [42 CFR § 423.504(a)
(18)]

1. Business Continuity: The MA Organization agrees to develop, maintain, and implement a business continuity plan as required by 42 CFR §422.504(0).
ATTACHMENT A

ATTESTATION OF ENROLLMENT
INFORMATION RELATING TO CMS PAYMENT
TO A MEDICARE ADVANTAGE ORGANIZATION

Pursuant to the contract(s) between the Centers for Medicare & Medicaid Services (CMS) and (INSERT NAME OF MA ORGANIZATION!}, hereafter referred to as the MA
Organization, governing the aperation of the following Medicare Advantage plans (INSERT PLAN IDENTIFICATION NUMBERS HERE), the MA Organizatian hereby requests
payment under the contract, and in doing so, makes the following attestation conceming CMS payments to the MA Organization. The MA Organization acknowledges that
the information described below directly affects the calculation of CMS payments to the MA Organization and that misrepresentations to CMS about the accuracy of such
information may result in Federal civil action and/or ¢criminal prosecution. This attestation shall not be considered a waiver of the MA Organization's right to seek payment
adjustments from CMS based on information or data which does not become available until after the date the MA Organization submits this attestation.

1. The MA Qrganization has reported to CMS for the month of (INDICATE MONTH AND YEAR) all new enrollments, disenrollments, and appropriate changes in enrollees’
status with respect to the above-stated MA plans. Based on best knowledge, infoarmation, and belief as of the date indicated below, all information submitted to CMS in
this report is accurate, complete, and truthful.

2. The MA Organization has reviewed the CMS monthly membership report and reply listing for the month of (INDICATE MONTH AND YEAR) for the abave-stated MA
plans and has reported to CMS any discrepancies between the report and the MA Organization's records. For those portions of the monthly membership report and the
reply listing to which the MA Organization raises no objection, the MA Organization, through the certifying CEQO/CFO, will be deemed to have attested, based on best
knowledge, infarmation, and belief as of the date indicated below, to its accuracy, completeness, and truthfulness.

ATTACHMENT B

ATTESTATION OF RISK ADJUSTMENT DATA INFORMATION RELATING
TO CMS PAYMENT TO A MEDICARE ADVANTAGE ORGANIZATION

Pursuant to the contract(s) hetween the Centers for Medicare & Medicaid Services (CMS) and (INSERT NAME OF MA ORGANIZATION), hereafter referred to as the MA
Organization, goveming the operation of the following Medicare Advantage plans (INSERT PLAN IDENTIFICATION NUMBERS HERE), the MA Organization hereby requests
payment under the cantract, and in doing so, makes the following attestation conceming CMS payments to the MA Organization. The MA Organization acknawledges that
the information described below directly affects the calculation of CMS payments to the MA Organization or additional benefit obligations of the MA Organization and that
misrepresentations to CMS about the accuracy of such information may result in Federal civil action and/ar criminal prosecution.

The MA Qrganization has reported to CMS during the period of (INDICATE DATES) all (INDICATE TYPE - DIAGNOSIS/ENCOUNTER) risk adjustment data available to the MA
Organization with respect to the above-stated MA plans. Based on best knowledge, information, and belief as of the date indicated below, all information submitted to
CMS in this report is accurate, complete, and truthful.
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ATTACHMENT C - Medicare Advantage Plan Attestation of Benefit Plan and Price

In witness whereof, the parties hereby execute this contract.

This document has been electronically signed by:

FOR THE MA ORGANIZATION

ORLANDO GONZALEZ

Contracting Official Name

9/6/2022 10:48:11 PM

Date

350 Chardon Ave Suite 500
MMM HEALTHCARE, LLC Torre Chardon
San Juan, PR 009182137

Organization

Address

FOR THE CENTERS FOR MEDICARE & MEDICAID SERVICES

9/22/2022 10:51:38 AM

Date

Kathryn A. Coleman

Director

Medicare Drug and Health

Plan Contract Administration Group,
Center for Medicare

H4003
6/6



ADDENDUM TO MEDICARE MANAGED CARE CONTRACT PURSUANT TO SECTIONS 1860D-1 THROUGH 1860D-43 QF THE SOCIAL SECURITY ACT FOR THE OPERATION OF A
VOLUNTARY MEDICARE PRESCRIPTION DRUG PLAN

The Centers for Medicare & Medicaid Services {(hereinafter referred to as "CMS") and MMM HEALTHCARE, LLC, a Medicare managed care organization (hereinafter referred
to as MA-PD Sponsor) agree to amend the contract H4003 governing MA-PD Sponsor’'s operation of a Part C plan described in § 1851(a)(2)(A) of the Social Security Act
(hereinafter referred to as "the Act") or a Medicare cost plan to include this addendum under which MA-PD Sponsor shall operate a Valuntary Medicare Prescription Drug
Plan pursuant to §§1860D-1 through 1860D-43 (with the exception of §§1860D-22(a) and 1860D-31) of the Act.

This addendum is made pursuant to Subpart L of 42 CFR Part 417 (in the case of cost plan sponsors offering a Part D benefit) and Subpart K of 42 CFR Part 422 (in the
case of an MA-PD Sponsor offering a Part C plan).

NOTE: For purposes of this addendum, unless otherwise noted, reference to an "MA-PD Sponsor” or "MA-PD Plan" is deemed to include a cost plan sponsor or a MA private
fee-for-service cantractor offering a Part D benefit.

Article I
Voluntary Medicare Prescription Drug Plan

A. MA-PD Sponsor agrees to operate one or more Medicare Voluntary Prescription Drug Plans as described in its application and related materials submitted to CMS for
Medicare approval, including but not limited to all the attestations contained therein and in compliance with the pravisians of this addendum, which incorporates in its
entirety the Solicitation for Applications for Medicare Prescription Drug Plan 2023 Contracts, released on January 11, 2022 (hereinafter collectively referred to as "the
addendum"). MA-PD Sponsor also agrees to aperate in accordance with the reqgulations at 42 CFR Part 423 (with the exception of Subparts Q, R, and S), §§1860D-1
through 1860D-43 (with the exception of §81860D-22(a) and 1860D-31) of the Act, and the applicable solicitation identified above, as well as all other applicable Federal
statutes, regulations, and policies (e.g., policies as described in the Medicare Prescription Drug Benefit Manual, and Medicare Marketing and Communications Operations
Guide, etc.). This addendum is deemed to incorporate any changes that are required by statute to be implemented during the term of this contract and any regulations ar
policies implementing ar interpreting such statutory or requlatory provisions.

B. CMS agrees to perfoarm its obligations to MA-PD Sponsor consistent with the regulations at 42 CFR Part 423 (with the exception of Subparts Q, R, and S), §§1860D- 1
through 1860D-43 (with the exception of §§1860D-22(a) and 1860D-31) of the Act, and the applicable solicitation, as well as all other applicable Federal statutes,
regulations, and policies.

C. CMS agrees that it will not implement, other than at the beginning of a calendar year, requlations under 42 CFR Part 423 that impose new, significant requiatory
requirements on MA-PD Spansor. This provision does not apply to newrequirements mandated by statute.

D. If MA-PD Sponsor had an MA-PD Addendum with CMS for Contract Year 2022 under the contract ID number designated above, this document is cansidered a renewal of
the existing addendum. While the terms of this document supersede the terms of the 2022 addendum, the parties' execution of this contract does not extinguish or
interrupt any pending obligations or actions that may have arisen under the 2022 or prior year addendums.

E. This addendum is in no way intended to supersede or modify 42 CFR, Parts 417, 422 or 423, Failure to reference a regulatory requirement in this addendum does not
affect the applicability of such requirements to MA-PD Sponsor and CMS.

Article II
Functions to be Performed by MA-PD Sponsor

A. ENROLLMENT

1. MA-PD Sponsar agrees to enroll in its MA-PD plan only Part D-eligible beneficiaries as they are defined in 42 CFR §423.30(a) and who have elected to enroll in MA-PD
Sponsor's Part C or §1876 henefit.

2. If MA-PD Sponsoris a cost plan spansar, MA-PD Sponsor acknowledges that its §1876 plan enrcllees are not required to elect enrollment in its Part D plan.

B. PRESCRIPTION DRUG BENEFIT

1. MA-PD Sponsar agrees to provide the required prescription drug coverage as defined under 42 CFR §423.100 and, to the extent applicable, supplemental benefits as
defined in 42 CFR §423.100 and in accordance with Subpart C of 42 CFR Part 423, MA-PD Sponsor also agrees to provide Part D benefits as described in MA-PD Spansor's
Part D bid(s) approved each year by CMS (and in the Attestation of Benefit Plan and Price, attached hereto).

2, MA-PD Sponsor agrees to calculate and collect beneficiary Part D premiums in accordance with 42 CFR §§423.286 and 423.293.

3. If MA-PD Sponsor is @ cost plan sponsor, it acknawledges that its Part D benefit is offered as an optional supplemental service in accorda g
§417.440(b)(2)(ii).

4. MA-PD Sponsor agrees to maintain administrative and management capabilities sufficient for the organization to organize, implemeg
communication, benefit administration, and quality assurance activities related to the delivery of Part D services as required by 42 CFR &

5. MA-PD Sponsor agrees to provide applicable beneficiaries applicable discounts an applicable drugs in accordance with the require
W.

C. DISSEMINATION OF PLAN INFORMATION
1. MA-PD Sponsor agrees to provide the infermation required in 42 CFR §423.48.
2. MA-PD Sponsor acknowledges that CMS releases to the public the following data, consistent with 42 CFR Part 423, Subpart K:
(a) summary recanciled Part D payment data after the reconciliation of Part D payments, as provided in 42 CFR §423.505(0)(1);
(b} Part D Medical Loss Ratio data for the contract year, as described at 42 CFR §423.2490.
3. MA-PD Spaonsor agrees to disclose information related ta Part D benefits to beneficiaries in the manner and the form specified by CMS under 42 CFR
§423.128 and 423 Subpart V.
D. QUALITY ASSURANCE/UTILIZATION MANAGEMENT

1. MA-PD Sponsor agrees to operate quality assurance, drug utilization management, drug management, and medication therapy management programs, and to
support electronic prescribing in accordance with Subpart D of 42 CFR Part 423.

2. MA-PD Spansor agrees ta address and resolve complaints received by CMS against the Part D sponsor through the CMS complaint tracking system as required in 42
CFR §423.505(b)(22).

3. MA-PD Sponsor agrees toa maintain a Part D summary plan rating score of at least 3 stars as required by 42 CFR §423.505(b)(26).

4, MA-PD Sponsor agrees to pass an essential operations test prior to the start of the benefit year. This provision anly applies to new sponsars that have not previously
entered into a Part D contract with CMS and neither it, nor anaother subsidiary of the applicant’s parent organization, is offering Part D benefits during the
current year. 42 CFR §423.505(b)(27).

E. APPEALS AND GRIEVANCES

MA-PD Sponsor agrees to comply with all requirements in Subpart M of 42 CFR Part 423 govermning coverage determinations, grievances and appeals, and formulary
exceptions and the applicable provisians of Subpart U. MA-PD Sponsor acknowledges that these requirements are separate and distinct from the appeals and grievances
requirements applicable ta MA-PD Spansor through the operation of its Part C ar cost plan benefits.

F. PAYMENT TO MA-PD SPONSOR
MA-PD Sponsor and CMS agree that payment paid faor Part D services under the addendum is govermed by the rules in Subpart G of 42 CFR Part 423.
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G. BID SUBMISSION AND REVIEW

If MA-PD Spansar intends to participate in the Part D program for the next program year, MA-PD Sponsor agrees to submit the next year's Part D bid, including all required
information on premiums, benefits, and cost-sharing, by the applicable due date, as provided in Subpart F of 42 CFR Part 423 so that CMS and MA-PD Sponsor may
conduct negatiations regarding the terms and conditions of the proposed bid and benefit plan renewal. MA-PD Sponsor acknowledges that failure to submit a timely bid
under this section may affect the sponsor's ability to offer a Part C plan, pursuant to the provisions of 42 CFR §422.4(c).

H. COORDINATION WITH OTHER PRESCRIPTION DRUG COVERAGE
1. MA-PD Sponsor agrees to comply with the coardination requirements with State Pharmacy Assistance Pragrams (SPAPs) and plans that provide other prescription drug
coverage as described in Subpart ] of 42 CFR Part 423.

2. MA-PD Sponsaor agrees to comply with Medicare Secondary Payer procedures as stated in 42 CFR §423.462.

1. SERVICE AREA AND PHARMACY ACCESS

1. MA-PD Sponsor agrees to provide Part D benefits in the service area for which it has been approved by CMS to offer Part C or cost plan benefits utilizing a pharmacy
network and formulary appraved by CMS that meet the requirements of 42 CFR §423.120.

2. MA-PD Spansor agrees to provide Part D benefits through out-of-network pharmacies according ta 42 CFR §423.124,

3. MA-PD Spansor agrees to provide benefits by means of point-of-service systems to adjudicate prescription drug claims in a timely and efficient manner in compliance
with CMS standards, except when necessary to provide access in underserved areas, I/T/U pharmacies (as defined in 42 CFR §423.100), and long-term care pharmacies
(as defined in 42 CFR §423.100) according to 42 CFR §423.505(b)(17).

4. MA-PD Sponsor agrees to contract with any pharmacy that meets MA-PD Sponsor's reasonable and relevant standard terms and conditions according to 42 CFR
§423.505(b)(18), induding making standard contracts available on request in accordance with the timelines specified in the regulation.

(a) If MA-PD Sponsor has demonstrated that it historically fills 98% or more of its enrollees’ prescriptions at pharmacies owned and operated by MA-PD Sponsor (or
presents compelling circumstances that prevent the sponsor from meeting the 98% standard or demonstrates that its Part D plan design will enable the sponsor ta meet
the 98% standard during the contract year), this provision does not apply to MA-PD Sponsor's plan. 42 CFR§423.120(a)(7)(i)

(b) The provisions of 42 CFR §423.120(a) concerning the retail pharmacy access standard do not apply to MA-PD Sponsor if the Sponsor has demonstrated to CMS
that it historically fills more than 50% of its enrollees’ prescriptions at pharmacies owned and operated by MA-PD Sponsor. MA-PD Sponsors excused from meeting the
standard are required to demonstrate retail pharmacy access that meets the requirements of 42 CFR §422.112 fora Part C contractor and 42 CFR
§417.416(e) for a cost plan contractor. 42 CFR8423,120(a)(7)(i)

1. EFFECTIVE COMPLIANCE PROGRAM/PROGRAM INTEGRITY
MA-PD Sponsor agrees to adapt and implement an effective compliance program that applies to its Part D-related operations, consistent with 42 CFR

§423.504(b}(4){vi).
K. LOW-INCOME SUBSIDY
MA-PD Sponsor agrees that it will participate in the administration of subsidies for low-income subsidy eligible individuals according to Subpart P of 42 CFR Part 423.

L. BENEFICIARY FINANCIAL PROTECTIONS

MA-PD Sp(on)sor agrees to affard its enrollees protection from liability for payment of fees that are the obligation of MA-PD Sponsor in accordance with 42 CFR
§423.505(g).

M. RELATIONSHIP WITH FIRST TIER, DOWNSTREAM, AND RELATED ENTITIES

1, MA-PD Spansor agrees that it maintains ultimate responsibility for adhering to and otherwise fully complying with all terms and conditions af this addendum. 42 CFR
§423.503(i).

2. MA-PD Spansor shall ensure that any contracts or agreements with first tier, downstream, and related entities performing functions on MA-PD Sponsor’s behalf related
to the operation of the Part D benefit are in compliance with 42 CFR §423.505(i).

N. CERTIFICATION OF DATA THAT DETERMINE PAYMENT
MA-PD Spansor must provide certifications in accardance with 42 CFR §423.505(k}.

0. MA-PD SPONSOR REIMBURSEMENT TO PHARMACIES (42 CFR §§ 423.505(b)(21), 423.520)
1. If MA-PD Sponsor uses a standard for reimbursement of pharmacies based on the cost of a drug, MA-PD Sponsor will update such standard not less frequently than
once every 7 days, beginning with an initial update on January 1 of each year, to accurately reflect the market price of the drug.

2. If the source for any prescription drug pricing standard is not publicly available, MA-PD Sponsor will disclose all individual drug prices to be updated ta the applicable
phammacies in advance for their use far the reimbursement of claims.

3. MA-PD Sponsor will issue, mail, or otherwise transmit payment with respect to all claims submitted by pharmacies (other t pense drugs by mail
order only, or are located in, or contract with, a long-term care facility) within 14 days of receipt of an electronically submitted
submitted otherwise.

4. MA-PD Sponsor must ensure that a pharmacy located in, ar having a contract with, a long-term care facility will have
days) to submit ¢laims to MA-PD Sponsor for reimbursement,

B R
23.

Article I11
Record Retention and Reporting Requirements
A. RECORD MAINTENANCE AND ACCESS o
MA-PD Sponsor agrees ta maintain recards and provide access in accordance with 42 CFR §§ 423.505 (b)(10) and 423.505(i)}ﬂe.\o
B. GENERAL REPORTING REQUIREMENTS
MA-PD Sponsor agrees to submit information to CMS according to 42 CFR §§423.505(f) and 423,514, and the applicable "Final Medi
C. CMS LICENSE FOR USE OF PLAN FORMULARY

MA-PD Sponsor agrees to submit to CMS each plan's formulary information, including any changes to its formularies, and hereby grants to the Government, and any
persan or entity who might receive the formulary from the Government, a nan-exclusive license to use all or any portion of the formulary for any purpose related to the
administration of the Part D program, including without limitation publicly distributing, displaying, publishing or reconfiguration of the information in any medium, including
www.medicare.gov, and by any electronic, print or other means of distributian.

Article IV
HIPAA Provisions
A. MA-PD Sponsor agrees to comply with the confidentiality and enrollee record accuracy requirements specified in 42 CFR §423.136.

B. MA-PD Sponsor agrees to enter into a business associate agreement with the entity with which CMS has contracted to track Medicare beneficiaries' true out-of- pocket
costs. B

Article V
Addendum Term and Renewal
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A. TERM OF ADDENDUM

This addendum is effective from the date of CMS' authorized representative's signature through December 31, 2023, This addendum shall be renewable for successive
one-year periods thereafter according to 42 CFR §423.506.

B. QUALIFICATION TO RENEW ADDENDUM

i.In accordance with 42 CFR §423.507, MA-PD Spansor will be determined qualified to renew this addendum annually only if MA-PD Sponsor has not provided CMS with
a notice of intentian not to renew in accordance with Article VII of this addendum.

2. Although MA-PD Sponsor may be determined qualified to renew its addendum under this Article, if MA-PD Sponsor and CMS cannat reach agreement on the Part D bid
under Subpart F of 42 CFR Part 423 and CMS declines to accept the bid pursuant te 42 CFR § 423.265(b)(3), no renewal takes place, and, in accordance with 42 CFR §
423,502(d)(2), the failure to reach agreement is not subject to the appeals provisions in Subpart N of 42 CFR Parts 422 or 423. (Refer to Article X for consequences of
non-renewal on the Part C contract and the ability to enter into a Part C contract.)

Article VI
Nonrenewal of Addendum by MA-PD Sponsor

A. MA-PD Sponsar may non-renew this addendum in accordance with 42 CFR § 423,507(a).

B. If MA-PD Sponsor non-renews this addendum under this Article, CMS cannat enter into a Part D addendum with the organization or with an organization whose covered
persons, as defined in 42 CFR §423.507(a)(4), also served as covered persans for the nonrenewing sponsor for 2 years unless there are special circumstances that warrant
special consideration, as determined by CMS.

Article VII
Maodification or Termination of Addendum by Mutual Consent

This addendum may be modified or terminated at any time by written mutual consent in accordance with 42 CFR 423.508. (Refer to Article X for consequences of non-
renewal on the Part C contract and the ability to enter into a Part C contract.)

Article VIII
Termination of Addendum by CMS

CMS may terminate this addendum In accordance with 42 CFR 423.509. (Refer to Article X for cansequences of non-renewal on the Part C contract and the ablility to enter
into a Part C contract.)

Article IX
Termination of Addendum by MA-PD Sponsor

A. MA-PD Spansor may terminate this addendum only in accordance with 42 CFR 423.510.

B. CMS will not enter into a Part D addendum with an MA-PD Sponsor that has terminated its addendum or with an crganization whose covered persons, as defined in 42
CFR §423.508(f), also served as covered persons for the terminating sponsor within the preceding 2 years unless there are circumstances that wamant special
cansideration, as determined by CMS.

C. If the addendum is terminated under section A of this Article, MA-PD Sponsor must ensure the timely transfer of any data or files. (Refer to Article X for cansequences
of non-renewal on the Part C contract and the ability to enter into a Part C contract.)

Article X
Relationship between Addendum and Part C Contract or 1876 Cost Contract

A. MA-PD Sponsor acknowledges that, if it is a Medicare Part C cantractor, the termination or nonrenewal of this addendum by either party may require CMS to terminate or
non-renew the Sponsor's Part C contract in the event that such non-renewal or termination prevents MA-PD Sponsor from meeting the requirements of 42 CFR §422.4(c), in
which case the Spansor must provide the notices specified in this contract, as well as the notices specified under Subpart K of 42 CFR Part 422, MA-PD Sponsor aiso
acknowledges that Article IX.B. of this addendum may prevent the sponsor from entering into a Part C cantract for two years following an addendum termination or non-
renewal where such non-renewa| or termination prevents MA-PD Sponsor from meeting the requirements of 42 CFR §422.4(c).

B. The termination of this addendum by either party shall not, by itself, relieve the parties fram their obligations under the Part C or cost plan contracts ta which this
document is an addendum.

C. In the event that MA-PD Sponsor's Part C or cast plan contract (as applicable) is terminated or nonrenewed by either party, the provisions of this addendum shall also
terminate. In such an event, MA-PD Sponsor and CMS shall provide notice ta enrollees and the public as described in this contract as well as 42 CFR Part 422, Subpart K or
42 CFR Part 417, Subpart K, as applicable.

Article X1
Campliance and Enforcement Actions

A. INTERMEDIATE SANCTIONS
Cansistent with Subpart O of 42 CFR Part 423, MA-PD Sponsor shall be subject to sanctions and civil money

B. COMPLIANCE ACTIONS AND PAST PERFORMANCE

CMS may determine that the MA-PD sponsor is out of compliance with a Part D requirement and take
intermediate sanctions as defined in 42 CFR Part 423 Subpart O. 42 CFR § 423.505(n).

in 42 CFR § 423,505(n) or issue

Article XII
Severability
Severability of the addendum shall be in accordance with 42 CFR §423.504(e).

Article XIII
Miscellaneous

A. DEFINITIONS
Terms not otherwise defined in this addendum shall have the meaning given such terms at 42 CFR Part 423 or, as applicable, 42 CFR Part 422 or Part 417.
B. ALTERATION TO ORIGINAL ADDENDUM TERMS

MA-PD Sponsor agrees that it has not altered in any way the terms of the MA-PD addendum presented for signature by CM5. MA-PD Sponsor agrees that any alterations to
the original text MA-PD Sponsar may make to this addendum shall not be binding on the parties.

C. ADDITIONAL CONTRACT TERMS
MA-PD Sponsor agrees to include in this addendum other terms and canditions in accordance with 42 CFR §423.505(j).

D. Pursuant to §13112 of the American Recovery and Reinvestment Act of 2009 (ARRA), MA-PD Sponsor agrees that as it implements, acquires, or upgrades its health
information technolagy systems, it shall utilize, where available, health information technology systems and products that meet standards and implementation
specifications adopted under § 3004 of the Public Health Service Act, as amended by §13101 of the ARRA,

E. MA-PD sponsor agrees to maintain a fiscally sound operation by at least maintaining a positive net worth (total assets exceed total liabilities) as required in 42 CFR
§423.505(b)(23).
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F. Business Continuity: MA-PD Sponsor agrees to develop, maintain, and implement a business continuity plan as required by 42 CFR §423.505(p).

G. The MA-PD sponsor agrees to comply with applicable anti-discrimination laws, including Title VI of the Civil Rights Act of 1964 (and pertinent regulations at 45 CFR Part
80), §504 of the Rehabilitation Act of 1973 (and pertinent regulations at 45 CFR Part 84), and the Age Discrimination Act of 1975 (and pertinent regulations at 45 CFR Part
91). The MA-PD sponsor agrees to comply with the requirements relating to Nondiscriminatian in Health Programs and Activities in 45 CFR Part 92, including submitting
assurances that the MA-PD sponsor's health programs and activities are operated in compliance with the nondiscrimination requirements, as required in 45 CFR §92.4.

In witness whereof, the parties hereby execute this contract. This document has been electronically signed by:

FOR THE MA ORGANIZATION

ORLANDO GONZALEZ

Cantracting Official Name

9/6/2022 10:48:11 PM

Date

350 Chardan Ave Suite 500
MMM HEALTHCARE, LLC Torre Chardon

San Juan, PR 009182137

Organization

Address

FOR THE CENTERS FOR MEDICARE & MEDICAID SERVICES

9/22/2022 10:51:38 AM

Date

Amy Lamrick Chavez-Valdez
Director

Medicare Drug Benefit

and C & D Data Group,
Center for Medicare

H4003
4/4



Medicare Advantage Attestation of Benefit Plan
MMM HEALTHCARE, LLC
H4003
Date: 09/06/2022
I attest that I have examined the Plan Benefit Packages (PBPs) identified below and that the benefits identified in the PBPs are those that the above-stated organization
will make available to eligible beneficiaries in the appraved service area during program year 2023. I further attest that we have reviewed the bid pricing toals (BPTs) with
the certifying actuary and have determined them to be consistent with the PBPs being attested to here.

I attest that I have examined the employer/union-anly group waiver (""800 series"") PBPs identified below and that these PBPs are those that the above-stated
organization will make available only to eligible employer/union-sponsored group plan beneficiaries in the approved service area during program year 2023. I further
attest we have reviewed any MA bid pricing tools (BPTs) associated with these PBPs (no Part D bids are required for 2023 "800 series" PBPs) with the certifying actuary and
have determined them to be consistent with any MA PBPs being attested to here.

1 attest that our MA plan(s) are implementing Part B step therapy under the direction of its P&T committee consistent with CMS regulatory and sub-regulatory guidance.

1 further attest that these benefits will be offered in accordance with all applicable Medicare program authorizing statutes and regulations and program guidance that CMS
has issued to date and will issue during the remainder of 2022 and 2023, including but not limited to, the 2023 Solicitations for New Contract Applicants, the Medicare
Prescription Drug Benefit Manual, the Medicare Managed Care Manual, and the CMS memoranda issued through the Health Plan Management System (HPMS).

Plan Segment | : ’ Plan i Transaction MA / Part D | CMS Approval ; Effective
ID | 1D VAR GED RN Type Type Pramium Premium I bate Date
009 o 8 MMM Supremo (HMO C-SNP) HMO Renewal 0.00 0.00 08/31/2022 01/01/2023
017 o 8 MMM Diamante Platino (HMO D-SNP) | HMO Renewal 0.00 0.00 08/31/2022 01/01/2023
019 0 9 MMM Unico (HMO-POS) HMOPOS Reneval 15.00 0.00 08/31/2022 01/01/2023
034 0 8 MMM Elite (HMO-POS) HMOPOS Renewal 0.00 0.00 08/31/2022 01/01/2023
047 0 8 MMM Valor Platino (HMO D-SNP) HMO Renewal 0.00 0.00 08/31/2022 01/01/2023
049 0 11 MMM Grande Platino (HMO D-SNP) HMO Renewal 0.00 0.00 08/31/2022 01/01/2023
051 0 12 MMM Dinamico (HMO-POS) HMOPOS Renewal 0.00 0.00 08/31/2022 01/01/2023
052 0 8 MMM Integral (HMO C-SNP) HMO Renewal 0.00 0.00 08/31/2022 01/01/2023
053 o 10 MMM Vibrante (HMO C-SNP) HMO Renewal 0.00 0.00 08/31/2022 01/01/2023
054 o 10 MMM Encanto (HMO-POS) HMOPOS Renewal 0.00 0.00 08/31/2022 01/01/2023 |
055 0 9 MMM Deluxe (HMO-POS) HMOPOS Renewal 0.00 0.00 08/31/2022 01/01/2023
057 0 9 MMM Flexi Max (HMO-POS) HMOPOS Renewal 0.00 0.00 08/31/2022 01/01/2023
058 0 9 MMM Dorado Platino (HMO D-SNP) HMO Renewal 0.00 0.00 08/31/2022 01/01/2023 |
806 0 3 MMM Group A Calendar (HMO-POS) || HMOPOS Renewal 0.00 32.70 08/31/2022 01/01/2023 |
807 0 3 MMM Group B Calendar (HMO-POS) || HMOPOS Reneual 0.00 32.70 08/31/2022 01/01/2023
820 0 3 MMM Group C Calendar (HMO-POS) || HMOPOS Renewal 0.00 32.70 08/31/2022 01/01/2023
821 0 [ 3 MMM Group D Calendar (HMO-POS) || HMOPOS Renewal 0.00 32.70 08/31/2022 01/01/2023
822 0 3 MMM Group A N;g;):a'e“da' (HMO- 1l ivopos Renewal 0.00 32.70 08/31/2022 01/01/2023
|

| 823 0 3 MMM Group B N;géfa'e”da' (HMO- |l imopos Renewal 0.00 32.70 08/31/2022 01/01/2023
824 0 3 MEM Group € N‘,"C’J’ga'e”dar (HMO- |l ymopos Renewal |  0.00 32.70 08/31/2022 01/01/2023

| s2s 0 3 MMM Group D N:O"';'fa'e"dar(HMo' HMOPOS Renewal 0.00 32.70 08/31/2022 01/01/2023
826 0 3 MMM Group E Calendar (HMO-POS) | HMOPOS Renewal 0.00 32.70 08/31/2022 01/01/2023
827 0 3 MMM Group £ Nr?g:st):alendar (HMO- Il yMoros Renewal 0.00 32.70 08/31/2022 01/01/2023
828 0 3 MMM Group F Calendar (HMO-POS) | HMOPOS Renewal 0.00 32.70 08/31/2022 01/01/2023
829 | 0 3 MMM Group F. N;’o”;?a'e“da’ (AMO- | yMopos Renewal 0.00 32.70 08/31/2022 01/01/2023
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ADDENDUM TO MEDICAREMANAGED CARE CONTRACT FOR PARTICIPATION IN
THE MEDICARE ADVANTAGE VALUE-BASED INSURANCE DESIGN (VBID) MODEL

The Centers for Medicare & Medicaid Services ("CMS") and MMM HEALTHCARE LLC, a Medicare Advantage organization{"MA Organization") agree to amend the contract
H4003, including all attachments, addenda, and amendments thereto (the "Underlying Contract"), govemning MA Organization’s operation of a Part C plan described in

Section 1851(a)(2){(A) of the Social Security Act ("Act"), and, if applicable, a Voluntary Medicare Prescription Drug Plan pursuant to Sections 1860D-1 through 1860D-43
(with the exception of Sections 1860D-22(a) and 1860D-31) of the Act to include this Addendum to provide for MA Organization’s participation in the Medicare Advantage
Value-Based Insurance Design Madel ("VBID Model" or "Model").

Far purposes of this Addendum, unless otherwise noted, references to an "MA organization” or "MA plan” are deemed to incdude an "MA-PD sponsar” or an "MA-PD plan”
respectively, to the extent MA Organization is offering a Part D benefit.

The VBID Model, conducted under the authority of Section 1115A of the Act, is an opportunity for CMS to test the impact on Medicare program costs and the quality of care
of services furnished by MA organizations that agree to offer a Wellness and Health Care Planning Component and at least one of the following:

i. Additional Benefits, such as reduced cost sharing for Targeted Enrollees, based on the chronic health condition and/or socioeconomic status criteria proposed by MA
Organization and approved by CMS;

ii. additional rewards and incentives to enrollees, including in the Part D benefit;

iii. new and innovative technologies for Targeted Enrollees for an FDA approved medical device or new technology that has a Medicare coverage determination (either
national or local) where the MA plan seeks to cover it for an indication that differs from the Medicare coverage determination and the MA plan demonstrates the device is
medically reasonable and necessary, as well as for new technologies that do not fit into an existing benefit category; or

iv. the Medicare hospice benefit ("Hospice Benefit Component"). The Parties hereby amend the Underlying Contract as follows:

Article I
Term and MA Plan Participation

A. This Addendum becomes effective on the date it is signed by CMS ("Effective Date") and will remain in effect through December 31, 2023, unless sooner terminated in
accardance with Articles 5 or 6 of this Addendum. This contract covers Plan Year 2023 for the VBID Model, which will start on January 1, 2023 ("Start Date"). If MA
Organization wishes to participate in the Madel during a subsequent Plan Year, it must timely submit for CMS review a Model application for the relevant Plan Yearin
addition to its annual MA bid submission.

B. MA Organization must not include any of its plans of the following types in its participation in the VBID Model: Medicare-Medicaid Plans (MMPs} or other demonstratian
plans; Employer Group Waiver Plans (EGWPs) that are offered exclusively to employers, labor organizations, or the trustees of a fund established by ane or more
employers or labor organizations and that exclusively enroll members of group health plans; Medical Savings Account (MSA) Plans; Private Fee-For-Service (PFFS) Plans;
cost plan offered under Section 1876 of the Act; or a Pragram af All-Inclusive Care for the Elderly (PACE).

Article IT
Definitions

"Additional Benefits™ means extra Medicare Advantage (MA) and Part D benefits (in addition to MA and Part D benefits required to be offered by the terms of the
Underlying Agreement) offered by MA Organization under the Model and may be in the form of additional items and services and reductions in cost sharing. Additional
Benefits includes reductions in Part D cost sharing targeted to LIS beneficiaries, which are referred to as "Part D Cost Sharing Reductions Based on SES." Additional Benefits
do not include Hospice Care benefits or other benefits provided solely pursuant to Appendix 3 by an MA organization participating in the Hospice Benefit Compaonent.
"Approved Proposal” means MA Organization’s final approved application that reflects and is consistent with MA Organization’s final approved bid and VBID Model benefit
package(s), incuding by final carresponding bid submission approved by CMS, The Approved Proposal includes all updates based on CMS guidance, and reflects all
corresponding bid submissions, allowing participation in the VBID Model in Plan Year 2023 for the VBID Components for which MA Organization is participating.

"Hospice Benefit Component™ means the part of the VBID Model permitting MA Organization {pursuant to Article 3(F) of this Addendum) to (1) cover the Medicare Part A
hospice benefit; (2) to develop and implement a Palliative Care strategy and Transitional Concurrent Care strategy, and (3) to offer Additional Hospice Benefits.

"Model Communications and Marketing Guidelines™” mean the supplemental document provided by CMS outlining the communications and marketing requirements and
any limitations on communications and marketing materials related to VBID Companents far all enrollees in a VBID PBP.

"Model Monitoring Guidelines™ mean the supplemental documents, provided by CMS, autlining the manitoring and reparting requirements for MA organizations
participating in the VBID Model.

"Model Technical and Operational Guidance™ means supplemental direction and instructions from CMS regarding technical and operational requirements far MA
organizations participating in the VBID Model, including without limitation the Model Communication and Marketing Guidelines and Model Monitoring Guidelines.

"Part CRI Program™ means Part C Rewards and Incentives Program and means a program that offers certain rewards and incentives that are connected to the Part C
program.

"Part D Cost Sharing Reductions Based on SES" means Additional Benefits that take the form of reduced cost-sharing for covered Part D drugs that are offered to Targeted
Enrollees an the basis of socioeconomic status (SES).

"Part D RI Program” stands for Part D Rewards and Incentives Program and means a program that offers certain rewards and incentives that are connected to the Part D
Prescription Drug Benefit.

"PBP" stands for Plan Benefit Package and has the meaning set forth at 42 CFR § 422.162.
"Plan Year" has the same meaning as set forat 42 CFR § 422,2274,
"Rewards and Incentives Program” ("RI Program") means a Part C RI Program, a Part D RI Program, or both.

"Targeted Enrollee™ means a Medicare beneficiary who is enrolled in one of MA Organization’s VBID PBPs participating in the Model and targeted by MA Organization to
receive interventions under ane or mare VBID Components, except the Hospice Benefit Component and the Wellness and Healthcare Planning Companent. The standards
and criteria used by MA Organization to identify Targeted Enrollees may vary depending on the VBID Component, and must be identified in the Approved Proposal. Certain

"VBID Component” means one or more of the following companents of the VBID Madel offered by MA Organization pursuant to its participation ip
required WHP Services; (i) additional benefits furnished pursuant to Article 3(D) in the form of certain reduced cost-sharing obligations and ceri
services, including new and innovative technologies; (iii) the Hospice Benefit Companent; and an RI Program.
"VBID PBP" has the meaning set forth in Article 3(B}(1).

“"WHP Services" stands for Wellness and Health Care Planning Services and means advance care planning services and'nther services identf
for the WHP Services VBID Companent. Such services may be in addition to the activities and performance required by 42 CFR § 422,128,

A list of definitions specific to the Hospice Benefit Component is included in Appendix 3 of this Addendum.

Article III
Functions to be Performed by MA Organization

A, BID AND BENEFIT PACKAGE SUBMISSION AND REVIEW

otherwise authorized in writing by CMS) and in accordance with supplemental bid instructions issued by CMS for participants in the VBID Model.
B. IMPLEMENTATION OF VBID COMPONENTS

1. MA Organization shall implement the VBID Components in accordance with the Approved Proposal this Addendum (including all applicable Appendices.), and all
applicable Model Technical and Operational Guidance. MA Organization may participate in the VBID Model only with the MA PBPs that CMS has approved for participation in
the VBID Model and which are identified in the Approved Proposal(each, a"VBID PBP").

2. MA Organization shall comply with all applicable laws governing its aperation and offering of an MA plan, except as specifically waived in writing in accordance with
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Section 1115A of the Act.
3. MA Organization shall provide a mechanism for eligible enrollees to opt out of Additional Benefits provided under the VBID Model at any time. If an enrollee opts out
of Additional Benefits provided under the VBID Model or out of any VBID Component, MA Organization shall take the following actions:
a. Send a written acknowledgement to the enrollee of his or her request to opt out of the benefits provided under the VBID Model or out of the VBID Component;

b. Thereafter, provide the enrollee with coverage of benefits offered by MA Organization under the PBP without benefits, items or services provided solely under this
Addendum for the VBID Model; and

c. Not treat the enrollee as a Targeted Enrollee for purpases of the applicable VBID Component.

If after opting out of the Additional Benefits provided under the VBID Model or out of & VBID Component, an enrollee who meets the citeria to be a Targeted Enrollee
wishes to regain eligibility for or access to the Additional Benefits provided under the VBID Model or a VBID Component, MA Organization must honor that request and
begin or resume praviding Additional Benefits provided under the VBID Mode! or eligibility for or access to a VBID Component to the enrallee prospectively, consistent with
the terms of this Addendum for a Targeted Enrollee.

4. MA Organization shall:
a. Implement the VBID Components in a manner that is consistent with the efficient and effective implementation of 42 CFR Parts 422 and 423 (as applicable) and
Section 1115A of the Act;
b. Continually meet the applicable MA organization eligibility conditians of the Model, unless CMS has granted MA Organization an exception to participate in the
Model;
¢. Implement the VBID Components on the Start Date, consistent with the Appraved Proposal and all applicable Model Technical and Operational Guidance;
d. Comply with the Madel Monitoring Guidelines, including the timely submission of data to facilitate model manitoring;
e. Not take any action that threatens the health or safety of any enrollee; and
f. Ensure that MA Organization's participation in the VBID Model does not result in lower quality of care or any other adverse outcomes for Targeted Enrollees.
C. WELLNESS AND HEALTH CARE PLANNING .
1. MA Organization’s performance of the WHP Services described in this Artidle 3(C) is a condition of participating in the VBID Model and of any program waiver pravided
under the VBID Model.
2. MA Organization shall adopt and implement a plan to offer WHP Services to all enrollees in its VBID PBPs.
3. The plan to offer WHP Services to all enrollees in its VBID PBPs must include at a minimum:

a. The mechanisms to ensure that each enrollee is aware of the availability of WHP Services (e.g., descriptive language in the EOC or marketing materials regarding
the opportunity to engage in advance care planning) and the manner in which the enrcllee may receive WHP Services (e.g., Annual Wellness Visit, Health Risk
Assessment, care management program, etc.); and

b. Ways that MA Organization is leveraging technology (e.g., Electronic Health Record, Electronic Medical Record, provider/patient portal) to communicate with enrollees
about WHP Services and to document and track the use of WHP Services.

4, 1n accardance with the VBID Madel Monitoring Guidelines, MA Organization shall monitor and track the implementation and effectiveness of WHP Services and provide
such information to CMS upon request.
D. PROVISION OF ADDITIONAL BENEFITS

1. To the extent that the Approved Propasal involves the provision of Additional Benefits, consistent with the Approved Proposal and
in Appendix 1 of this Addendum, MA Organization must caver, and must provide to Targeted Enrollees that have not opted out Addit

a. Reduced cost sharing, which may include the elimination of cost-sharing, as fallows:
i. Reducedcost-sharing for high-value services, as identified by MA Organization pursuant to the Approved Proposal.
i, Reduced cost-sharing for high-value providers, as identified by MA Organization pursuant to the Approved Proposal.
jit. Reduced cost-sharing for covered Part D drugs.

iv. Reduced cost-sharing for new and innovative technologies or FDA-approved medical devices.

, ™
b. Additional items or services that comply with the requirements of 42 CFR Part 422 for supplemental benefits, except as tho%e
under the Model, as fallows:
i. Additional items or services, including new and innovative technologies or FDA-approved medical devices that meet the criterid
422,

ii. Additional non-primarily health related supplemental benefits that have a reasonable expectation of improving or maintaining the hea
Targeted Enrollee with regard to the chronic health condition or socioeconomic status of the Targeted Enroliee population.

R or overall function of the

2. To the extent that the Approved Proposal includes the provision of Additional Benefits, MA Organization shall provide the Additional Benefits to Targeted Enrollees
cansistent with the Approved Proposal and as follows:

a. All Additional Benefits that are additional items and services must be provided as mandatory supplemental benefits in accordance with 42 CFR Part 422 and other
applicable law, subject to the waivers in Appendix 1.

b. All Additiona! Benefits that are reductions in cost sharing for MA basic benefits (as defined in § 422.100(c)), or reductions in cost sharing for MA supplemental
benefits or additional items and services that are treated as mandatory supplemental benefits under the Addendum, must be provided as mandatory supplemental
benefits in accordance with 42 CFR Part 422 and other applicable law, subject ta the waivers in Appendix 1.

c. All Additional Benefits that are reductions in Part D cost sharirig, including Part D Cost Sharing Reductions Based an SES, must be provided as Part D supplemental
benefits in accordance with 42 CFR Part 423 and other applicable law, subject to the waivers in Appendix 1.

3. If approved by CMS in the Approved Proposal to provide Additional Benefits based on a Targeted Enrollee utilizing services from a high-value provider(s), MA
Organization must:

a. In determining the composition of a high-value provider network, adhere to the criteria and parameters for such providers in the Approved Proposal and the value-
Based Insurance Design Mode! Request for Applications for CY 2023, posted online at hitps://innovation.cms.gov/media/document/cy-2023-vbid-rfa, including the
following:

i. MA Organization must use only the rationale and standards in the Approved Propasal to identify high-value providers;

ii. High-value providers may be of any Medicare provider type, including physicians and medical practices, hospitals, skilled-nursing fadilities, home health agencies,
ambulatory surgical centers, and others except for pharmacies;

jii. MA Organization must ensure that high-value providers are identified in connection with the specific dinical condition(s) or other factors as used to identify
Targeted Enrollees;

iv. MA Organization must not identify high-value providers based on cost or coding accuracy or intensity alone; and
v. High-value praviders must be available and accessible to all Targeted Enrollees.

b. Not remove a provider from its roster of high-value providers during a contract year, unless the provider is terminated from the network, the provider requests
exclusion from the high-value network or, with the concurrence of CMS, exclusion from the high-value network is warranted for the best interest of enrollees;

c. Clearly inform Targeted Enrollees which providers are considered high-value and the rationale for using high-value providers to encourage Targeted Enrollees to use
high-value providers;

d. Notify Targeted Enrollees of the termination of a provider from its high-value provider network in accordance with the Model Communications and Marketing
Guidelines; and
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e. Notify CMS of any change to the composition of a high-value provider network in the same manner as if the change were a significant change to the provider
network under Chapter 4, Section 110.1.2 of the Medicare Managed Care Manual (see https://www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/Downloads/mc86c04.pdf), regardless of whether such changes are considered "significant" with respect to the network-at-large.

4. If MA Organization offers Additional Benefits to Targeted Enrollees pursuant to the Approved Proposal, MA Organization must not condition access to high-value
providers or Additicnal Benefits on the enrollee meeting specific health measurements (e.q., conditioning lower cost-sharing on maintaining specific blood pressure
ranges);

5. MA Organization shall identify Targeted Enrollees for Additional Benefits based on chronic health condition(s) and/or socioeconomic status as described in Article 3(D)
(6) and 3(D)(7) and using criteria and methodalogies in the Approved Proposal. MA Organization shall retain all necessary data to allow CMS to replicate and verify
application of targeting criteria. CMS may reject or request changes to the criteria used to identify Targeted Enrollees if CMS determines that the rejection or change is
necessary to ensure the integrity of the VBID Model or to avoid harm to an enrallee. CMS may aiso reject or request changes to the criteria if it determines that the criteria
is not in the best interest of an enrcllee.

6. The methodologies and criteria used by MA Qrganization to identify Targeted Enrollees must be in the Approved Proposal, be able to be replicated by CMS, be
applied uniformly to all enrollees who meet the definedcriteria, be evidence-based, and be expected to materially impact the health of the targeted population. The
Targeted Enrollee population may be identified based on (i) targeting by chronic health condition, as described below; (ii) targeting by sociceconomic status, as described
below; or (iii) targeting by a combination of both chronic health condition(s) and socioeconomic status.

a. Targeting by Chronic Health Condition. When eligibility of enrollees is based on chronic health condition, MA Organization shall identify Targeted Enroilees by either:
i. 2 broad targeting methodolagy, such as targeting all enrollees with a specific chranic health condition; or

ii. a tailored methodology, such as targeting enrollees with a specific level af a condition, as defined by ICD-10 codes or other data.
b. Targeting by Socioeconomic Status. When eligibility of enrollees is based on socioeconomic status, MA Organization shall identify Targeted Enrollees by:

i. Low-income subsidy (LIS) status by subsidy level, as defined in the Plan Communication User Guide (PCUG) for Medicare Advantage and Prescription Drug Plans
found here: https://www.cms.gov/Research-Statistics-Data-and-Systems/CMS-Information-Technology/mapdhelpdesk/Plan_Communications_User_Guide. Where a specific
subsidy level is not identified in the Approved Propasal, all LIS enrollees are Targeted Enrollees.

il. For enrollees in a U.S. territory, dual eligibility for both Medicare and Medicaid, using CMS identification of a dual-eligibility status in MARX.

c. Taraeting Based on Additional Other Factors. Upon appraval by CMS, the MA Organization may identify Targeted Enrollees using other factors that are presentin
addition to the chronic health condition(s) and/or saocioeconomic status, such as by requiring an LIS enrollee to also participate in a disease management program, or
related program in order to be a Targeted Enrollee who is eligible for Additional Benefits described in Article 3(D)(1) and (D)(2).

7. MA Organization shall make reasonable efforts to identify, based on information known to MA Organization, Targeted Enrollees using the applicable criteria identified
in this Article 3(D) and MA Organization’s Approved Proposal.

8. MA Organization shall submit to CMS all targeting and engagement {e.g., data around outreach to Targeted Enrollees) data used to identj .argeted Enrollees in a
form and manner and by a deadline specified by CMS in Model Technical and Operational Guidance.

9. MA Organization shall not require a Targeted Enrollee to receive, opt in, or atherwise register for benefits provided under the VBL %ped in the
Approved Proposal and in accordance with Article 3(D)(6)(c).

E. REWARDS AND INCENTIVES PROGRAMS

changes to a RI Program are subject to written CMS review and approval.
F. HOSPICE BENEFIT COMPONENT

1f approved by CMS to participate in the Hospice Benefit Component, MA Organization shall implement the Hospice Benefit Compéﬁ@ onsistent thh t
Proposal and this Addendum, incduding Appendix 3. Any changes to an MA Organization’s implementation of the Hospice Benefit C ey CMS
reviewand approval.

G. COMMUNICATIONS, MARKETING, AND DISCLOSURES

1. In addition to the marketing requirements and prohibitions in 42 CFR Parts 422 and 423, in this Addendum and in the Underlying Con nization shall
comply with the Model Communications and Marketing Guidelines issued by CMS and available an the VBID Mode! website at https://innovation. cms gov/initiatives/vhid/.

2. MA QOrganization shall convey information about its participation in the Model and benefits, and RI programs available for eligible Targeted Enrollees in approved
VBID Components as described in the Approved Proposal to Targeted Enrollees consistent with CMS rules permitting marketing of covered benefits and RI Programs and
the Model Communications and Marketing Guidelines.

3. If the eligibility for a VBID Component as a Targeted Enrollee {e.g., for a particularitem or reward under the RI Program, for an Additional Benefit described in Article
3(D), or for benefits under the Hospice Benefit Component as described in Appendix 3) is not assured or cannot be determined before a Plan Year for a specific enrollee or
enrollees, MA Organization shall provide a disclaimer on all materials describing VBID Companent. Such disclaimer must clearly state that eligibility far VBID Components
available under the VBID Model is not assured and will be determined by MA Organization after enrollment based on relevant criteria (e.qg., clinical diagnoses, eligibility
criteria, participation in a disease state management program).

4. Evidence of Coverage and Plan Annual Notice of Change. MA Organization shall include in the Evidence of Coverage descriptions of all VBID Components, including
WHP, but except RI Programs, offered by the VBID PBP along with language that ensures enrollees are aware of any conditional ar targeting criteria. For Plan Year 2023, if
MA Organization is new to the VBID Model, newly participating in certain VBID Components, discontinuing from the VBID Model, or discontinuing certain VBID Components,
MA Organization shall include descriptions of the VBID Components, including WHP but except RI Programs, that are new for 2023 or being discontinued in 2023 in the
Plan Annual Notice of Change for existing enrollees.

5. MA QOrganization shall submit to CMS any VBID Model-related enrollee communication and marketing materials designated in the Model Communications and
Marketing Guidelines for review and approval, and shall not make use of such materials until they are approved by CMS.

6. In the event of a conflict between the marketing requirements in the Underlying Contract and the Model Communications and Marketing Guidelines such that MA
Organization cannot comply with both, MA Organization must comply with the Model Communications and Marketing Guidelines.

H. NOTICE OF CHANGES TO CMS

Prior to the beginning of and throughout the 2023 Plan Year, MA Organization shall provide to CMS written notice of its intention to make any of the fallowing changes, and
of the method by which Targeted Enrollees will be notified of such changes, which MA organization shall not implement without obtaining prior written approval from CMS;
1. Changes to benefits, including the foarmulary, that are permitted under Parts 422 and 423, offered by a VBID PBP to the extent any benefits provided under the VBID
Model are impacted.

2. Any change in circumstances which would constitute a material change to a fact or representation made in MA Organization’s Approved Proposal. This includes not
being able to implement or provide one or more of the benefits or RI Programs offered under the VBID Modei.

3. Changes in the composition of a high-value provider network available as part of the VBID Madel, as described in Article 3(D).

4. Such changes must be provided to CMS prior to the beginning of the 2023 Plan Year in accordance with process and timeline autlined in the Model Communications
and Marketing Guidelines.

I. RELEASE OF INFORMATION

1. MA Organization shall obtain prior approval from CMS during the term of this Addendum and for six months thereafter for the publication or release of any press
release, external report or statistical/analytical material or other similar material that references MA Organization’s participation in the VBID Madel. External reports and
statistical/analytical material may include papers, articles, professional publications, speeches, and testimony, When reviewing these materials, CMS intends to disapprove
only those materials containing material misstatements of fact or conclusions based on improper methodology or inaccurate data, or that are inconsistent with the
implementation of the VBID Model or other applicable laws, regulations or CMS instructions. CMS will make reasonable efforts to complete its review expeditiously. Any
material describing MA Organization’s participation in the VBID Model that is submitted to CMS for prior approval that is not disapproved in witing by CMS, ar where CMS

I‘Tﬁéé quested additional time to review, within 30 calendar days after receipt by CMS will be deemed appraved.
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2. MA Qrganization agrees to include the following statement on the first page of all external reparts and statistical/analytical material that are subject ta this Article
3(I): "The statements contained in this document are solely those of the authors and do not necessarily reflect the views or policies of CMS. The authors assume
responsibility for the accuracy and completeness of the information contained in this document.”

J. NON-DISCRIMINATION
MA Organization shall comply with all applicable law, including Section 1852(b)(1) of the Act, concerning discrimination against enrollees.

Article IV
Additional Record Retention and Reporting Requirements

A. RECORD MAINTENANCE AND ACCESS

MA Organization shall maintain books, records, documents, and other evidence relating to the VBID Model for a period of 10 (ten) years fram the expiration or termination
of this Addendum or from the date of completion of any Madei-related monitoring, auditing, and evaluation, whichever is later. MA Organization shall provide access in
accordance with the record retention provisions of the Underying Contract.

B. DATA REPORTING AND COQPERATION WITH MONITORING AND EVALUATION

1. MA Organization shall cooperate with CMS's efforts to evaluate the effectiveness of each VBID Component implemented by MA Organization and shall participate in all
VBID Model monitaring, auditing, evaluation, and learning and diffusion activities, excluding the Voluntary Health Equity Incubation Program, MA Qrganization may elect to
participate in the Voluntary Health Equity Incubation Pragram.

2. CMS will issue Model Manitoring Guidelines, which will be designed to allow CMS to collect the necessary data to monitor the real-time impact of the Model and to
perform the requisite model evaluation. Model Monitoring Guidelines will include instructions regarding the collection and reporting of data regarding the MA QOrganization’s
participation in the VBID Model.

3. MA Organization shall comply with the Model Monitoring Guidelines.

4, MA Organization shall comply with Mode! Technical and Operational Guidance, including but not limited to the reporting of Part D Prescription Drug Event (PDE) data

and the calculation, application, and reporting of the Low Income Cost-Sharing Subsidy (LICS) with respect to Additional Benefits as applicable, including Part D Cost
Sharing Reductions Based on SES.

Article V
Termination of Addendum or MA plan(s) Participation by CMS

A. CMS may terminate MA Qrganization’s participation in the VBID Madel, or terminate a particular MA plan from the VBID Model at any time, with or without advance naotice
if:
1. CMS terminates the VBID Model pursuant to Section 1115A(b}(3)(B) of the Act or otherwise;
2. CM5 determines that MA Organization or a particular MA plan or its subcontractors and/or downstream entities (as defined at 42 CFR § 422.2):
a. Has failed to comply with any term of this Addendum or documents incorporated herein;
b. Has carried out this Addendum in @ manner that is inconsistent with the efficient and effective implementation of 42 CFR Parts 417, 422 or 423 or Section 1115A of
the Act;
c. Has failed to continually meet the applicable MA Organization eligibility conditions, or does not have an exception to one or more eligibility conditions, of the VBID
Madel;
d. Has failed to implement or fully comply with the terms of a corrective action plan or an intermediate sanction imposed by CMS;
e. Has taken an action that threatens the health or safety of a beneficiary, or MA Organization’s participation in the VBID Model is resulting in lower quality of care or
any other adverse outcames for beneficiaries;
f. Has submitted false data or made false representations, warranties, or certifications in connection with any aspect of the VBID Model;
g. Is subject to sanctions or other enforcement or corrective actions of an accrediting organization or federal, state or local govermment agency;
h. Is subject to investigation or action by HHS (including HHS-01G and CMS) or the Department of Justice due to an allegation of fraud or significant misconduct,

incdluding being subject to the filing of a complaint, filing of a criminal charge, being subject to an indictment, being named as a defendant in a False Claims Act qui tam
matter in which the government has intervened or similar action;

i. Assigns ar purports ta assign any of the rights or obligations under this Contract and Addendum voluntarily or inveluntarily, whether by merger, consolidatian,
dissolution, operation of law, ar any other manner, without the prior witten consent of CMS;

j. Experiences financial difficulties so severe that its ability to make necessary health services available is impaired to the point of posing an imminent and serious risk
to the health of its enrollees, or otherwise fails to make services available to the extent that such a risk to health exists;

k. Has committed any act that would be cause for termination of the Underlying Contract or imposition of any penalty or sanction thereunder, regardless of whether
such termination, penalty or sanction is actually imposed by CMS; or
|. Has engaged in prohibited discrimination against a Medicare beneficiary,
B. Prior to terminating MA Organization or a particular MA Plan pursuant to Section A of this Article, CMS may afford MA Organization an opportunity to develop and
implement a corrective action plan acceptable to CMS to correct deficiencies in accordance with the procedures of 42 CFR § 422.510(c)(1).

C. In addition to any sanction or penalty authorized under 42 CFR §§ 422,750 and 423.750, CMS may rescind or make inapplicable on a prospective basis one or more
waivers provided to MA Organization, or limit the benefits offered under the VBID Model that may be offered by MA Organization if CMS determines that an event
identified in Paragraph A(2) of this Article has occurred.

Article VI
Termination and Surviving Obligations

A. As the term af this Addendum is from the Start Date through the 2023 Plan Year, if MA Organization does nat wish for one ar more of its VBID PBPs to participate in the
VBID Model for the subsequent Plan Year, it must natify CMS in writing by the first Monday in June that precedes the start of that Plan Year.

B. If MA Organization does not wish to cantinue participation in the VBID Model for one or more MA plans, MA Organization shall notify each Targeted Enroflee who is
eligible for benefits provided under the VBID Model. Such notice must be in writing and must inform the enrollee of any changes to their benefits for the next Plan Year.
MA Qrganization must comply with the Model Communications and Marketing Guidelines to notify Targeted Enrollees of the change to benefits to be effective January 1 of
the upcoming Plan Year. MA Organization shall submit to CMS the notification to enrollees for changing VBID Components in accordance with the Model Communications
and Marketing Guidelines.

C. MA Qrganization shall ensure the timely transfer of any data or files to CMS necessary for evaluation, transition or close-out of MA Organization’s model-related
activities, and shall comply with all other CMS-specified close-out pracedures and related Model Technical and Operational Guidance.

D. Upon any termination of this Addendum (other than pursuant to Article 5), MA Organization shall continue to provide coverage far items and services other than benefits
that were offered under the VBID Madel consistent with applicable law and the Underlying Contract as if this Addendum had never been executed. CMS may require MA
Organization toc make appropriate adjustment to its bid submission for a contract year to accouy absence of benefits that were offered under the VBID Model.

E. Termination of this Addendum by either party shall not affect the rights and abligatio d prior to the effective date of the termination or expiration
of this Addendum. The rights and duties set forth in this Article, Article 4, and Article 1}*s tion or expiration of this Addendum. The termination of
this Addendum does not relieve either party of any claims against it that arise under dendum is terminated, including the remedies of Article
5(B).

A. This Addendum may be amended at any time by witten mutual consent.
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B. CMS may amend this Addendum without the cansent of MA Organization for good cause or as necessary to comply with applicable federal or state law, regulatory
requirements, or accreditation standards. To the extent practicable, CMS shall provide MA Organization with 30 calendar days advance written natice of any such unilateral
amendment, which notice shall specify the amendment’s effective date. If MA Organization does not wish to be bound by the unilateral amendment, it

may terminate this Addendum by providing CMS with 30 days advance written notice,

Article VIII
Order of Precedence & Relationship to Other Agreements

A. This Addendum does not supersede or modify Sections 1851 through 1859, and Sections 1860D-1 through 1860D-43 of the Act, or 42 CFR, Parts 422 or 423, except as
specifically waived in Appendix 1 of this Addendum.

B. This Addendum specifies additional rights and obligatians of the parties with respect to the VBID Madel and does not relieve the parties from, ar modify any rights and
obligations with respect to, the operation of an MA coordinated care plan (and, if applicable, a Part D prescription drug plan as part of an MA-PD plan) in general or
pursuant to the Underlying Cantract.

C. If MA Qrganization also has an agreement to participate in the Part D Senior Savings Model (PDSS Model) and has proposed to offer rewards and incentives associated
with the Part D benefit under such other model, the following additional requirements apply to MA Organization under this Model.

1. MA Organization shall not conduct an RI Program in a Model PBP that canditions eligibility for a reward or incentive on the Targeted Enrollee completing the same
healthcare activity (or service) that the enrollee must complete for a reward or incentive to be available to that enrollee under this Model or the PDSS Model. Upon
request, MA Organization shall provide documentation and data related to compliance with this requirement.

2. MA Qrganization shall limit the provision of rewards and incentives to each Targeted Enrollee to a maximum annual aggregate amount of $600.00 for all rewards and
incentives under this Model and the PDSS Model and shall include the per unit value of each reward and incentive it offers to a Targeted Enrollee under the PDSS
Model when determining whether a reward or incentive provided to such Targeted Enroflee would exceed the annual aggregate cap on the total value of rewards and
incentives that MA Organization can provide to a Targeted Enrollee under this Model. Upon request, MA Organization shall provide documentation and data related to
compliance with these requirements.

D. In the event of any conflict among the documents or other requirements that might govern the canduct of CMS and MA Organization in th’e;ég;' iap of or

participation in the VBID Madel, such that MA Organization cannot comply with all documents and requirements, the arder of priority to inte
parties shall be as follows:

1. This Addendum including Appendices;

2. The Underlying Contract to which this Addendum is attached, and other addenda;

3. Any Model Technical and Operational Guidance issued by CMS, including but not limited to guidance on communications or data
4, MA Organization’s Approved Proposal.

E. The terminatian of this Addendum by either party shall not, by itself, relieve the parties from their obligations under the Underlying r%,&:
any.

Article IX
Attestation of Compliance

MA Organization hereby attests that:

A. The VBID Components identified in each VBID PBP in the Health Plan Management System (HPMS) are cansistent with the benefits detailed in MA Organization’s
Approved Proposal

B. Each bid pricing tool (BPT) submitted for each VBID PBP has been campleted in @ manner consistent with the actuarial assumptions and projections cantained in the
actuarial component of MA Organization’s Approved Proposal and take into account all costs associated with MA Organization’s implementation of the Approved Praposal as
required in this Addendum.

C. MA QOrganization has not made changes to a VBID Model-participating PBP’s benefit structure, formulary, network, or otherwise that discriminate against enrollees in the
MA plan wha are not eligible for benefits under the VBID Model.

Article X
Appeals and Limitation on Review
A. There is no administrative or judicial review under Sections 1869 or 1878 of the Act or otherwise for the following:

1. The selection of MA organizations ar MA plans to participate in the VBID Model, incduding the decision by CMS to terminate this Addendum or to direct the termination
of any plan’s participation in the VBID Model;

2. The elements, parameters, scope, and duration of the VBID Model;
3. Determinations regarding budget neutrality under Sectian 1115A(b){3); ‘
4. The termination ar modification of the design and implementation of a model under Section 1115A(b)(3)(B); or

5. Decisions about expansion of the duration and scape of a model under Section 1115A(c), including the determination that a model is not expected to meet criteria
described in paragraph (1) or (2) of such subsection,
B. MA Organization may dispute such matters for which reviewis not precluded in accordance with the procedures of 42 CFR Part 422, Subpart N or § 422.756, as
appropriate.

Article XI
Severability

In the event that one or more of the provisions contained herein shall, for any reason, be held to be invalid, illegal or unenforceable in any respect, such invalidity,
illegality or unenfarceability shall not affect any other provisions of this Addendum, and this Addendum shall be construed as if such invalid, illegal or unenfarceable
provisions had never been contained herein, unless the deletion of such provision or provisions would result in such a material change so as to cause completion of the
transactions contemplated herein to be unreasonable.

Article XII
Miscellaneous

A. DEFINITIONS
Terms not otherwise defined in this Addendum shall have the meaning given such terms in the Underlying Contract, or 42 CFR Parts 422 or 423, as applicable.
B. NOTICES

All notifications required under this Addendum shall be submitted by MA Organization to CMS by electronic mail to VBID@cms.hhs.gov, and by CMS to MA Organization
by electronic mail to the persan designated in the Approved Application Proposal as MA QOrganization’s primary point of contact, or via a Health Plan Management System
broadcast email.

C. COMPLIANCE WITH LAWS

1. MA Organization shall comply with the applicable terms of this Addendum, the Underlying Contract and all applicable statutes, regulations, and guidance, including
without limitation (a) federal criminal laws; (b} the federal False Claims Act (31 U.5.C. § 3729 et seq.); {c) the federal anti-kickback statute (42 U.S.C. § 1320a-7b(b)); (d)
the federal civil manetary penalties law (42 U.S.C. § 1320a-7a); (e) the federa! physician self-referral law (42 U.5.C. § 1395nn); and (f} applicable State laws.

2. This Addendum does not provide any waivers of the fraud and abuse laws. MA Organization must comply with all applicable fraud and abuse laws, except as such laws
may be waived pursuant to Section 1115A(d)(1) of the Act specifically far the VBID Model.
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D. STAR RATINGS

CMS may adjust the rules far calculating the Star Ratings for MA organizations participating in the VBID Model to protect against a statistically significant negative impact

to the Part C or Part D Star Ratings for MA organizations that are not participating in the Model when the impact is directly attributable to participation in the Madel.

In witness whereof, the parties hereby execute this contract. This document has been electronically signed by:

FOR MA ORGANIZATION

ORLANDO GONZALEZ

Contracting Official Name

9/6/2022 10:48:11 PM

Date

MMM HEALTHCARE, LLC

Organization

FOR THE CENTERS FOR MEDICARE & MEDICAID SERVICES

Kathryn A. Coleman

Director

Medicare Drug and Health

Plan Contract Administration Group,
Center for Medicare

<AMY LARRICK CHAVEZ-VALDEZ ESIG>

Amy Larrick Chavez-Valdez
Director

Medicare Drug Benefit

and C & D Data Group,
Center for Medicare

<ARRAH TABE-BEDWARD ESIG>

Arrah Tahe-Bedward
Deputy Director

Center for Medicare and
Medicaid Innovation

Appendix 1: Program Waivers
Appendix 2: Rewards and Incentives Programs
Appendix 3: Hospice Benefit Component

Appendix 4: HIPAA-Covered Data Disclosure Request Form

350 Chardon Ave Suite 500
Torre Chardon
San Juan, PR 009182137

Address

9/22/2022 10:51:38 AM

Date

Not Available

Date

<DATE STAMP>

Date

Appendix 1:
Program Waivers

A. Pursuant to Section 1115A(d)(1) of the Act, in its sole discretion, CMS waives the following requirements far MA Qrganization participating in the VBID Madel only to the
extent necessary ta implement MA Organization’s Approved Proposal in accordance with the Addendum. CMS may modify or rescind any or all of these waivers at any time,

in its sole discretion.

1. Uniformity and Accessibility of Benefits and Cost Sharing: Targeted Enrollees shall be identified as described in Article 3 of the Addendum. The following are waived
to the extent necessary to permit MA organizations to offer certain benefits and reduced or eliminated cost sharing to Targeted Enroliees, rather than to all enrollees in the

MA plan(s) participating in the VBID Model, subject to the terms of the Model:
a. Sections 1852(d){1){A) and 1854(c) of the Act [42 U.5.C §§ 1395w-22(d)(1)(A) and 1395w-24(c)]; 42 CFR §§ 422.2 (definition of an MA plan), 422.100(d)(2),

422.102(a)(2),
b. 422.254(b)(2), 422.262(¢)(1);
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c. Section 1860D-2(a) of the Act [42 USC § 1395w-102(a)]; and /‘, !

d. 42 CFR §§ 423.104(h)(2), 423.265(c).

2. Provision of Non-Primarily Health Related Supplemental Benefits: Targeted Enrollees shall be identified as described in Article 3. of the Addendum. Non-primarily
health related supplemental benefits must have a reasonable expectation of improving or maintaining the health or overall function of the Targeted Enrollee with regard to
the chranic health condition or socioeconomic status of the Targeted Enrollee population. The following are waived to the extent necessary to allow MA organizations to
offer to certain Targeted Enrollees (who do nat meet the definition “chronically ill enrollee" in Section 1852(a)(3)(D) of the Act or 42 CFR 422.1Q2(f}(1)(i)) additional "non-
primarily health related" supplemental benefits the terms of the Model:

a. Section 1852(a)(3)(D){i), (ii)(1), and (jii) of the Act [42 U.5.C. § 1395w~ 22(a)(3)(D)(i), (ii){1), and (iii)];
b. 42 CFR 422.100(c)(2)(ii)(A) and 422.102(f)(2)(i), (ii), and (iii).

3. Increased Flexibility for Rewards and Incentives: The following are waived to the extent necessary to allow participating MA organizations ta offer RI Programs,
subject to the terms af the Model, that: are available only to Targeted Enrollees, as identified in Article 3, and Appendix 2; are based on the anticipated benefit (rather
than the value) of the associated healthcare item or service; are subject to an annual limit of $600.00 per enrollee for all rewards received by the enrollee; are available
before the entire activity has been completed; or are permitted in connection with Part D benefits:

a, 42 CFR §§ 422.134(b) as a whole, and 422.134(c)(1)(iv), (c){(1)(v), and (d)(1)(i) to the extent the availability and eligibility for rewards and incentives is broader
than permitted in the Model; and

b. 42 CFR § 422.134(c)(2)(i), related to RI associated with Part D benefits;
c. 42 CFR § 422.134(d)(2)(ii), related to the prohibitian on offering a reward that has a value that exceeds the value of the target activity; and
d. d. 42 CFR §422.134(g)(1), related to the offering of RI to Targeted Enrollees.

4. Stars Ratings for MA Organizations Participating in the VBID Model: The following may be waived to the extent necessary to permit CMS to adjust the rules for
calculating the Star Ratings for MA organizations participating in the VBID Model and protect against a statistically significant negative impact to the Part C or Part D Star
Ratings for MA organizations that are not participating in the Madel when the impact is directly attributable to participation in the Model:

a. 42 CFR 422.162 through 422.166 (Part C Star Ratings for participating MA organizations); and
b. 42 CFR 423,182 through 423,186 (Part D Star Ratings for participating MA-PDs).

5. Part D: The following are waived to the extent necessary for participating MA organizations that are not otherwise autharized to offer Part D supplemental benefits to
offer cost sharing reductions consistent with the terms of the Model, and for participating MA organizations to include as administrative casts in the Part D partion aof their
bids the value of the reduction In the statutory maximum cost sharing far a targeted LIS enrollee and to report such amounts on PDE data consistent with CMS instructions
in VBID Model Technical and Operational Guidance:

a. 42 CFR 423.104; and

b, Part 423, Subparts F and G.

B. The waivers in paragraph A abave, and the waivers included in Appendix 3 (Hospice Benefit Component), are (1) each contingent ong
conditions of this Addendum and documents incorporated therein; (2) granted only to the extent necessary to implement MA Organizgti AS
Participation in the Model; (3) granted only to MA Organization as to those MA PBPs {(or MA plans) for which CMS has approved a Progo 3 ) the
term of this Addendum.

Appendix 2:
Rewards and Incentives Pragrams

MA Organization may, subject to certain conditions and CMS appraval, provide a RI Program to Targeted Enrollees. MA Organization '-
the VBID Maodel during the term of the Addendum in accordance with the terms of this Addendum, this Appendix 2, and the Approved Fig

A. RI Programs:

1. If MA Organizatian is implementing a Part C RI Program and/or Part D RI Pragram under the Model, the parties acknowledge that MA Organization has submitted
as part of its application far participation in the VBID Model, a proposal to offer one or more RI Programs to Targeted Enrollees.

2, MA Organization shall identify Targeted Enrollees for a Part C RI Pragram and/or Part D RI Program under the Model without diserimination and using objective
criteria that comply with the terms of the Addendum, including this Appendix 2 and are specified in the Approved Proposal or are otherwise approved in writing, in advance
by CMS, Such objective criteria must identify either (i) all enrollees or (ii) a subset of enrollees who would receive the greatest health care value from receiving the benefits
or participating in the activities associated with a particular reward or incentive in the Part C RI Program and/or Part D RI Program

3. The parties acknowledge that that the Approved Proposal contains the following:
a. The list of Model PBPs in which the Part C and/or D RI Programs will be implemented.
b. The nature and scope of each RI Program, including the criteria for identifying Targeted Enrollees, and the beneficiary engagement methodology;

c. The eligibility criteria that must be met for an individual Targeted Enrollee to qualify to receive the reward or incentive, including the associated healthcare activity
that must be completed for the reward or incentive to be available, and, if eligibility includes an adherence metric, the specific criteria for measuring adherence and the
evidence base ta support the dinical appropriateness of the adherence criteria;

d. The type and per unit value of each reward and incentive and the method for providing the reward or incentive to eligible Targeted Enrollees.

e. The maximum number and frequency of the reward or incentive that may be obtained by a Targeted Enrollee for participation in an RI Program.

f. The evidence base and theary of change used to develop the reward or incentive and the intended goals of the RI Program.

4. MA Organization may implement a RI Program that is specific ta participation in a disease management program, transition of care program, or similar programs
that are evidence-based and approved by CMS5,

5. MA Organization shall:
a. Provide the rewards and incentives only to eligible Targeted Enrollees and anly in accordance with the Approved Proposal and this Addendum.

b. Comply with the standards for reward programs in 42 CFR § 422,134 and as outlined in Chapter 4, Sections 100 through 100.6 of the Medicare Managed Care
Manual (posted at https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/mc86c04.pdf), issued and effective 04-22-2016, for both its Part C RI
Pragram and its Part D RI Program, except as waived or otherwise modified in the Addendum, Appendix 1, or this Appendix 2;

c. Not provide any reward or incentive if its value exceeds the value of the expected impact on enrollee behavior or the expected benefit of the health-related service
or activity on which receipt of the reward or incentive is based, except that (notwithstanding 42 CFR § 422.134(d)(2)(ii) the value of the individual reward or incentive may
exceed the cost of the health-related service or activity itself, so long as the cast of the health-related service or activity is equal to or less than the expected benefit of
the health-related service or activity on which receipt of the incentive or reward is based;

d. Limit the provision of rewards and incentives to each Targeted Enrollee to a maximum annual aggregate amount of $600.00 for all rewards and incentives, in this
Mode! and the PDSS Model, and include the per unit value of each reward and incentive it furnishes to a Targeted Enrollee under the PDSS Model when determining whether
a reward or incentive to such Targeted Enrollee would exceed the annual aggregate amount an the total value of rewards and incentives that MA Organization can provide
to a Targeted Enrollee under this Madel;

e. Ensure that rewards or incentives are tangible items that align with the purpose of the RI Program and that must directly benefit the Targeted Enrollee;

f. Furnish an eared reward or incentive by the end of the Plan Year; Model RI programs may allow the enrollee to carry over any unspent value of rewards aor
incentives from one plan year to the next for the enrollee’s use, but MA Organization must not require additional actions by the enrollee in the next plan year to receive
that reward or incentive; and

H4003
7/20



~{
(4
o L-.*"ﬁ /

g. Not provide a reward orincentive under any RI Program operated under this Model to a Targeted Enrollee in connection with the same healthcare activity or service
that the Targeted Enrolliee completed to be eligible for any reward or incentive under the PDSS Madel.

6. MA Organization shall not:

a. Provide a RI in cannection with the Part D benefit to a Medicare beneficiary who is not enrclled in @ Model PBP, except as permitted by 42 CFR § 423.128(d)(5);

b. Provide RI in the form of cash, cash equivalents, or other monetary rebates or in the form of decreased cost-sharing or plan premiums;

¢. Provide RI that can be used for gambling or the purchase of alcohol, tobacco, or firearms;

d. Use an RI Program largely to market a PBP or encourage beneficiaries to remain with a specific plan;

e. Use an RI Program to, in any way, choose ar solicit enrcllees based on health status

f. Create an RI Program that discriminates against enrollees based an race, national origin, limited English proficiency, gender, disability, chranic disease, whether a
person resides or receives services in an institutional setting, frailty status, health status, or other prohibited basis; or

g. Use an RI Program that allows RI to be won based on probability ar that does not meet the standards described in 42 CFR § 422.134(d), excluding § 422,134(d)
{2)(ii).

B. Part CRI Programs

Except to the extent that certain provisions are identified as waived in Appendix 1, MA Organization shall comply with 42 CFR § 422.134 in connection with its Part C RI
Program, Notwithstanding any other provision of this Addendum or its appendices, MA Qrganization shall comply with all relevant fraud and abuse laws, incuding the anti-
kickback statute and civil maney penalty prohibiting inducements to beneficiaries, except as explicitly provided in any separately documented waiver issued pursuant to
Section 1115A(d)(1) specifically for the VBID Model. Any such waiver will apply salely ta the VBID Model and may differ in scope or design frem waivers granted for other
programs and models.

C. Part D RI Program Requirements

1. MA QOrganization shall implement a Part D RI Program only in connection with a PBP for which MA Organization has executed a Part D Addendum such that the PBP is
an MA-PD plan.

2. Except to the extent that certain provisions are identified as waived in Appendix 1, MA Organization shall implement any Part D RI Program in compliance with the
terms of 42 CFR § 422.134 (as if such regulation applied to Part D plans). Notwithstanding any ather provision of this Addendum arits appendices, MA Organization shall
comply with all relevant fraud and abuse laws, inciuding the anti-kickback statute and civil money penalty prohibiting inducements to beneficiaries, except as explicitly
provided in any separately documented waiver issued pursuant to Sectian 1115A(d)(1) of the Act specifically far the VBID Maodel. Any such waiver will apply solely to the
VBID Model and may differ in scope or design from waivers granted for other programs and models.

3. If MA Organization offers a Part D RI Program, the rewards and incentives in any such Part D RI Program must be furnished to reward or incent one of the following:
a. Participation in a MA plan medication therapy management pragram (MTMP);
b. Participation in receipt of covered Part D vaccines and other drug therapies that focus on preventive health;
c. Participation in a program that allows enrollees to better understand their Part D plan benefit, costs, and therapeutic-equivalent coverage altemnatives, including
biosimilars and generics; and/or
d. Participation in a program designed for enrollees wha have specific conditions or enrallees who would otherwise benefit from participation in disease state
management programs.
4. In affering any reward ar incentive for participation in an MTMP, MA Organization shall comply with existing CMS requirements for MTMPs, as set forth 42 CFR §
423.153.
5. In offering any reward or incentive for participation in preventive health services, MA Organization may design a program with the

solely for a service that is not clinically indicated for the enrollee.
6. In offering any Part D RI, MA Organization shall reasonably establish value for the successful medication adherence or form ce for which h-g; ffer
rewards and incentives.
7. In implementing and operating its Part D RI Program, the MA Organization shall not:
a. Use prescription fills ar adherence as the sole basis for praviding a reward or incentive.
b. Incentivize enrallees to use mail service pharmacies, preferred pharmacies or any other specific network providers.
c. Structure a Part D RI Progrem to discaurage clinically indicated medication use, or otherwise reward enrollees not taking an

vaccines.
d. Identify Targeted Enrollees based on the identity of their pharmacy provider.
e. Receive or use funding, in-kind resources, or any kind of remuneration provided directly or indirectly by a drug manufacturer. This 17 =fut is not limited to,

the use of personnel affiliated with a drug manufacturer, manufacturer-financed coupons or discounts provided to a beneficiary, or manufacturer supplied education
materials. '

f. Receive or use funding, in-kind resaurces, or any kind of remuneration provided directly or indirectly by a pharmacy or entity that cwns or operates pharmacies.
This inclludes use of personnel affiliated with a pharmacy, phamacy-financed coupons ar other discounts provided to a beneficiary, or pharmacy supplied education
materials.

D. Record Retention
1. In accordance with Article 4 of this Addendum (Additional Record Retention and Reporting Requirements), MA Organization shall maintain the following records
regarding all RI Programs under this Model (and may be required to report such records):
a. The identity of each Targeted Enrollee and the total number of Targeted Enrollees;
b. The identity of each enrollee who received a reward or incentive, and the total number of enrollees who received a reward and/or incentive;
¢. Information regarding which Part C RI Pragram, Part D RI Program, or both, that enabled the enrollee to receive the reward or incentive;

d. The nature and date(s) of the activities or other conduct engaged in by the enrollee and clinical information about the enrollee that enabled the enrollee to
qualify for the reward or incentive;

e, The nature and amaount of the reward or incentive received by the enrollee;

f. The cost of the healthcare activities or services with which eligibility for @ reward or incentive is associated, the value of the expected impact on enrollee behavior,
and the value of the expected benefit of such healthcare activities and services;

g. Any trends over time in the number of Targeted Enrollees in the RI Program, ar the number of enrollees wha received a reward and/or incentive; and
h. Any evaluations done by MA Organization to assess the effectiveness of the RI Pragram.

2. MA Organization shall submit semi-annual reports ta CMS, in a form and manner and by a deadline specified by CMS, regarding its implementation of any Part C RI
Pragram or Part D RI Program. MA Organization shall provide CMS with supplemental information upon request regarding its implementation of any Part C RI Program or
Part D RI Program.

E. Compliance and Enforcement

1. MA Qrganization shall have in place a pratacol for monitoring the implementation and administration of each approved Part C RI Program and Part D RI Program.

MA Organization shall make this protocol availiable to CMS upen request.

2. In accordance with Article 5 of the Addendum (Termination of Addendum or MA Plan(s) Participation by CMS), CMS may temminate or suspend MA Organization’s
implementation of any Part C RI Pragram or Part D RI Program, ar take other remedial action, if -
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a. MA Organizatian fails to comply with the terms and conditions of the Addendum or this Appendix 2; or
b. CMS determines that MA Organization’s implementation of such a program might compromise the integrity of the Model.

3. If CMS determines that MA Organization has failed to comply with the terms of Article 3(D) of the Addendum or this Appendix 2, CMS may prohibit MA Organization
from participating in the VBID Caomponent regarding RI Programs, regardless of whether MA Organization has corrected or atherwise resolved the noncompliance.

Appendix 3:
Hospice Benefit Component

MA Organization may, subject to the terms and conditions of the VBID Model and this Addendum and Appendix 3 and CMS’s approval of its Propasal, cover the Medicare
hospice benefit as part of the participating PBP’s benefits in combinatian with offering Palliative Care outside the hospice benefit far enrollees with serious illness, and
providing individualized Transitional Concurrent Care during a hospice benefit period, described in Section 1812(a)(4) and (d) of the Act. MA Organization shall implement
the Hospice Benefit Component under the VBID Model during the term of the Addendum only in accordance with the terms of this Addendum, including this Appendix 3,
and the Approved Proposal.

MA Organization must comply with all applicable taws and regulations governing the Medicare hospice benefit, except those laws and regulations that are waived pursuant
to Section 1115A(d)(1) of the Act specifically far the Model as identified in Appendix 1 and this Appendix 3.

A. Haspice Benefit Component Definitions

"Additional Hospice Benefits" means benefits offered by MA Organization, including additional items, services and reductions in cost sharing, that are targeted to
enrollees based on Hospice Election and may be further targeted to those Hospice Enrollees who choose an in-network Hospice Provider AND/OR on the basis of (i) one or
more chronic health conditions, (i) socioeconomic status, or (iii) a combination of both chronic health condition(s) and socioecanamic status. Additional Hospice Benefits
includes reductions in Part D cost sharing under Defined Standard plans, which are also referred to as "Part D Cost Sharing Reductions Based on SES" that are targeted to
enrollees based on Hospice election.

"Business Associate" ("BA") has the meaning provided at 45 CFR § 160.103.
"Covered Entity" ("CE") has the meaning provided at 45 CFR § 160.103.
"Health Care Operations” has the meaning provided at 45 CFR § 164.501.

"Hospice Care" means a comprehensive set of items and services (described at Section 1861(dd)(1) of the Act) that are identified and coordinated by an interdisciplinary
care team to provide for the physical, psychasocial, spiritual, and emational needs of a Terminally Ill {(as defined below) patient and/ar family members, as delineated in a
specific patient plan of care (42 CFR § 418.3). These items and services include core and non-core services. With the exception of physician services, substantially all core
services must be provided directly by haspice employees on a routine basis. These services must be provided in @ manner consistent with acceptable standards of practice.
Core services (42 CFR § 418.64) include physician, nursing, medical social services, counseling, bereavement, and spiritual services. Nursing services, physician services,
and drugs and biologicals must be made routinely available on a 24-hour basis seven days per week. In addition to the hospice core services, the following services must
be provided by a Hospice Provider, either directly or under arrangements with other providers, to meet the needs of the patient and family as part of nan-core services:
Physical and occupational therapy and speech-language pathology services; haspice aide services; homemaker services; volunteers; medical supplies (including drugs and
biologicals) and use of medical appliances related to the terminal illness and related conditions; and short-term inpatient care (including respite care and interventions
necessary for pain control and acute and chronic symptom management (42 CFR §§ 418.70-418.78; 418.100)).

"Hospice Election” means the voluntary decision made by eligible individuals in accordance with 42 CFR § 418.24 (as amended from time to time) to receive Hospice Care.

“Hospice Enrollee” means an enrollee who meets the statutory definition of "terminally ill" as defined below, and has voluntarily elected to receive Hospice Care through a
Hospice Election.

"“"Hospice Provider" means a public agency or private organization or subdivision of either of these that is primarily engaged in praviding Hospice Care in accordance with
42 CFR §418.3; MA Organization may only provide hospice services through a Hospice Provider that has a participation agreement with Medicare and meets the applicable
requirements of title XVIII and part A af title XI of the Social Security Act, in accordance with 42 CFR 422.204(b)(3).

"Mature-Year PBP" means a plan benefit package that (i) is participating in the Hospice Benefit Component for the second or third year in CY 2023 and has largely
maintained its service area from its most recent year of participation in the model or (ii) has been determined to be a Mature-Year PBP through a process identified in
Model Technical and Operational Guidance.

"Palliative Care” means patient and family-centered care that optimizes quality of life by anticipating, preventing, and treating suffering. Palliative care throughout the
continuum of iliness involves addressing physical, intellectual, emotional, social, and spiritual needs and facilitating patient autonomy, access to information, and choice
(42 CFR § 418.3).

"Targeted Hospice Enrollee™ means a Medicare beneficiary who is enrolled in one of MA Organization’s VBID PBPs participating in the Haspice Benefit Component and
targeted by MA Organization to receive Additional Hospice Benefits. The standards and criteria used by the MA QOrganization to identify Targeted Hospice Enrollees must be
one or more of the criteria specified in Article 3(D) of the Addendum and identified in the Approved Proposal.

"Terminally IlI" means that the individual has a medical prognasis that his or her life expectancy is 6 months or less if the illness runs,é CFR §418.3).

approved that prapasal.

2. Provision of the Full Scope of Medicare Hosoice Benefits.

MA Organization shall: .
a. Provide the full scope of Hospice Care, as set forth in Section 1861(dd) of the Act and all implementing regulations at 42 'QF&P %Qe nrallees in
VBID PBPs participating in the Hospice Beneflt Component; "
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b. Provide Hospice Care in accardance with each enrollee’s choice to elect or revoke the hospice benefit in accordance with Sectian
418.24 and 418.28; and

¢. Treat Hospice Care as a basic benefit for purposes of compliance with regulations in 42 CFR Part 422, except for regulations that have been waived.
3. Palliative Care Strategy.

MA Organization shall:

a. Consistent with the Appraved Prapasal, develop and implement a strategy regarding access to and delivery of Palliative Care for enrallees with serious illness who
are either not eligible for or who have chosen not to {or not yet chosen ta) receive hospice services.,

b. In accardance with the Model Monitaring Guidelines, identify to CMS any costs related to the provision of Palliative Care that are in the basic bid.
4, Transitional Concurrent Care Strateqy,
MA Organization shall:

a. Consistent with the Approved Proposal, develop and implement a strategy for the provisian of Transitiona! Concurrent Care only by in-network Hospice Providers
and other in-network providers that is clinically appropriate and reflective of Hospice Enrollees’ and caregivers’ needs as identified in the plan and goals of care and
does not duplicate the services covered in the Medicare hospice benefit.

b. In accardance with the Model Monitaring Guidelines, MA Organization shall report to CMS the costs related to the provision of Transitional Concurrent Care during
the Plan Year and @ comparison of actual experienced costs to the costs projected in the Approved Proposal.

5. Coverage af Hospice Care Furnished by In-Network and Out-of-Network Providers

a. MA Organization must provide access to a network of high-quality Hospice Providers that are certified by Medicare to provide hospice care. MA Organization must

H4003
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cover all Haspice Care furnished by either in-network Hospice Providers or agut-of-network (non-contracted) Hospice Providers to a Hospice Enrollee who is enrolled
in the VBID PBP that is participating in the Hospice Benefit Component.

b. In ensuring beneficiary access to a network of Hospice Providers, MA Organization shall:

i. Offer access to in-network Hospice Praviders, by contracting with at least one Hospice Provider for the service area regardless of whether MA Organization has a
Mature-Year PBP, as well as covering Hospice Care furnished by out-of-network Hospice Providers. Where there are no existing contractual arrangements between
a participating MA Qrganization and a Hospice Provider in the service area, MA Organization must reach out to local Hospice Providers to discuss the Model and
billing processes to minimize confusion and maximize efficiencies, even if the parties do not ultimately contract with each other.

ii. Provide clinically appropriate pre-haspice consultation services to enrollees consistent with the Approved Proposal. In implementing any type of pre-hospice
consultation service, such services must be provided by specially trained staff who are accessible by phone and other means available 365 days a year, 24 hours a
day, and 7 days a week. Specially trained staff must provide information to aid in enrollees’ understanding of their care choices (including Hospice Care, Palliative
Care, Transitional Concurrent Care, and Additional Haspice Benefits) and Hospice Provider options in a way that is clear, immediately available, culturally
competent, and knowledgeable about the Hospice Benefit Component. The pre-hospice consultation services must be optional far enroliees to use and cannot be
required as a condition for accessing Hospice Care.

iii. For Hospice Enrallees that utilize an out-ef-network Hospice Provider, cover Hospice Care provided by the out-of-network Hospice Provider and make payments at
the same amount that the Hospice Provider would receive from Original Medicare for Hospice Care. MA Qrganization shall ensure that Hospice Enrollees are not
balanced billed.

iv. Clearly and explicitly inform the Hospice Enrallee that payments for covered Hospice Care will be made by MA Organization to out-of-network Hospice Providers
that have participation agreements with Medicare.

v. Clearly and explicitly inform the Hospice Enrollee regarding any difference in out-of-pocket casts, Transitional Concurrent Care, or Additional Hospice Benefits
associated with using an out-of-network rather than in-network Hospice Provider.

vi. Make timely and reasonable payments far covered Hospice Care provided by a Hospice Pravider that does not contract with MA Organization in accordance with 42
CFR §422.520.

vii, Count toward the maximum out-of-pocket (MOQOP) limit (required pursuant to 42 CFR § 422.100(f) or 422.100(d)}, as applicable) those amounts for which the

Hospice Enrollee is responsible for Hospice Care and ather basic benefits (as defined in 42 CFR § 422.100(c)), regardless whether the items and services are also
Palliative Care or Transitional Concurrent Care.

viii. Consistent with 42 CFR 422,105(a), treat any enrallee referral by an in-network Haspice Provider (even one wha has not consulted with MA Organization about its
policy far in-network referrals) to an out-of-network provider (non-hospice provider) as an in-network referral for purposes of determining enrollee cost sharing
amounts if the member correctly identified himself or herself as 2 member of that plan to the cantracted provider before receiving the covered item or service,
unless the cantracted pravider can show that the enrollee was notified prior to receiving the item or service that the item or service is covered only if further action
is taken by the enrollee.

ix. Comply with all unwaived requirements of 42 CFR Part 422, Subpart E, in connection with Hospice Providers.

c. If MA Organization chooses not to participate in a future year, MA Organization must continue to cover, through discharge or revocation from Hospice Care,
disenrollment from the VBID PBP, or death, Hospice Care fumished to Hospice Enrollees whose Hospice Election started during the time in which the Hospice
Enrollee was in a Hospice Benefit Component VBID PBP, If a Hospice Enrollee elects to change enrollment from the Hospice Benefit Companent VBID PBP, MA
Organization must continue providing payment for all services, including both hospice and non-hospice care, until the enrollee’s coverage with the Hospice Benefit
Component VBID PBP ends, which generally would be at the end of the manth in which the enrollee made the enrollment change request.

6. In ensuring enrollee access to a network of Hospice Providers, MA Organization shall not:

a. Charge higher cost sharing for Hospice Care provided in-network or aut-of-network than the cost sharing levels permitted under Medicare as set forth in Section
1813 of the Act (42 U.S.C. § 1395e).

b. Impose any additional coinsurance or deductibles, as compared to what an enrallee would pay if not enrolled in the Madel, for Hospice Care fumished to Hospice
Enrallees during the period of a Hospice Election, regardless of the setting of the services.

¢. Require prior authorization or implement other utilization management protocols in connection with the caverage or provision of Haspice Care, unless appraved by
CMS.MA QOrganizations may implement appropriate pragram integrity safeguards, specifically prepayment or post payment review strategies, that align with policies
described in Model Technical and Operational Guidance. Other prepayment or postpayment review strategies require prior written CMS approval.

7. 1f MA Organization has Mature-Year PBPs _MA Organization must have an adeguate network of hospice providers. Specifically, adeguacy of the Hospice Pravider
network will be evaluated as follows:

a, Minimum Number of Providers. MA Qrganization must have the minimum number, as identified by CMS consistent with Madel Technical and Operational Guidance,
issued before the execution of this Addendum, of Hospice Praviders in network. CMS agrees to calculate the minimum number of providers and determine MA
Qrganization’s status as offering a Mature-Year PBP in accordance with such Model Technical and Operational Guidance. MA Organization must be in compliance
with the minimum number of provider requirement by January 1, 2023 and throughout Plan Year 2023. MA Organization may submit an exception request
regarding the requirement for a minimum number of providers, which will be evaluated and may be approved as described in Model Technical and Operational
Guidance.

b. Comprehensive Strategy for Access. MA Organization must implement the comprehensive strategy for network access described in the Approved Proposal.

8. If MA Organization has Mature-Year PBPs, it is reguir: maniter and maintain an adeguate network of Hospice Providers throughout Plan Year 202 onsistent
with 42 CFR 422.112, In addition, MA Organization must:

affect, or have the potential to affect, ten percent or more of MA Organization’s Hospice Enrallees within a Mature-Year PBP; i A Pganization’s
ability to meet the minimum number of providers criterion in any part of its service area(s).

b. Comply with 42 CFR 422,111(e) and make a good faith effort to provide written notice of a termination of a cantracted pflosp
before the termination effective date ta all enrollees who are patients seen on a regular basis by the provider whose cogtract
the termination was for cause or without cause,

9. Additional Hospice Benefits for Targeted Hospice Enrollees

a. The fallowing may be permissible Additional Hospice Benefits:
i. additional items or services that meet the criteria for MA supplemental benefits in 42 CFR Part 422,

ii. reductions in cost sharing, which includes reduction in cast-sharing to zero, far cavered or non-covered services, items, #dk frovided
outside Hospice Care) and biologicals that a Targeted Hospice Enrollee receives during the period of Hospice Care or follo' ﬁ&s ce Care; and
ili. additional non-primarily health related items or services that meet the requirements of 42 CFR § 422.102(f), except the pr& n waived,

provided that the non-primarily health related items or services have a reasonable expectation of maintaining or slowing the prifoe
overall function of the enrollee

b. To the extent that the Appraved Proposal involves the provision of Additional Hospice Benefits, MA Organization shall provide the Additional Hospice Bengfits to
Targeted Hospice Enrollees consistent with the Approved Proposal and as follows:

i. All Additional Hospice Benefits that are additional items and services must be provided as mandatory supplemental benefits in accordance with 42 CFR Part 422
and other applicable law subject to the waivers in Appendix 1.

ii. All Additional Hospice Benefits that are reductions in cost sharing for MA basic benefits (as defined in § 422.100(c)), reductions in cost sharing for Hospice Care or
Transitional Concurrent Care, or reductions in cast sharing for MA supplemental benefits or additional items and services that are treated as mandatory
supplemental benefits under the Addendum must be provided as mandatory supplemental benefits in accordance with 42 CFR Part 422 and other applicable law,
subject to the waivers in Appendix 1.

iii. All Additional Hospice Benefits that are reductions in Part D cost sharing, including Part D Cost Sharing Reductions Based on SES must be provided as Part D
supplemental benefits in accordance with 42 CFR Part 423 and other applicable law, subject to the waivers in Appendix 1.

iv. All Additional Hospice Benefits must be provided in accordance with the provisions in Article 3(D) of the Addendum.

¢. To the extent that the Approved Proposal invalves the provision of Additional Hospice Benefits, MA Organization must clearly identify the Additional Hospice
Benefits in accordance with the Model Communications and Marketing Guidelines.
H4003
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10. Quality Improvement Organization (Q10] Review of Terminations of Hospice Services,

a. A Hospice Enrollee whose hospice services have been terminated by either the Hospice Provider or MA Organization shall have the right to review of that
termination of services by a QIO. A Haspice Enrollee who is dissatisfied with a QIO’s expedited determination may request an expedited recansideratian by the
QI0, applying the same standards described in 42 CFR § 422.626 for terminations of other provider services, consistent with Section B(10)(g) of this Appendix 3.
MA Organization shall submit to and cooperate with these reviews of terminations of hospice services in the Hospice Benefit Component of the Madel.

b. MA Qrganization agrees that its role and responsibilities in connection with the termination of hospice services for a Hospice Enrollee shall be subject to review by
the QIQ for the service area of the applicable participating PBP.

c. The provisions of 42 CFR § 405.1200, requiring certain notices from a hospice provider, have not been waived and continue to apply to a Hospice Enrollee’s receipt
af Hospice Care and the termination of hospice services by @ Hospice Provider.

i. Termination of hospice services defined. In addition to the description at 42 CFR § 405.1200(a)(2), termination of hospice services includes the discharge of a
Hospice Enrollee from covered Hospice Care or discontinuation of Hospice Care when the enrollee has been authorized by MA Organization, either directly or by
delegation, to receive Hospice Care from a Hospice Provider. Termination includes cessation of coverage at the end of a course of treatment preauthorized in a
discrete increment, regardless of whether the enrollee agrees that such services should end.

ii. Advance written notification of termination. Prior to any termination of hospice services and consistent with 42 CFR § 405.1200, the Hospice Provider must deliver
valid advance written notice of any termination of Hospice Care to the Haspice Enrollee of MA Organization’s or the Hospice Provider's decision to terminate
Hospice Care.

ii. Financial liability for failure to deliver valid notice. MA Organization shall be financially liable for continued hospice services for the Hospice Enrolliee if the Hospice
Enrollee is not provided a valid notice of the termination of hospice services no later than two days before the proposed end of the hospice services. MA
Organizatian is financially liable for continued services until 2 days after the Hospice Enrollee receives valid natice. MA Organization is not liable if the Hospice
Enrollee agrees with the termination of hospice services eadier than 2 days after receiving the notice described in this Section B(10)(c).

d. MA Organization shall submit to, participate in, and cooperate with the review of the termination of hospice services for a Hospice Enroilee that is performed by
the QIO.

i. When an enrollee fails to make a timely request to a Q10 for the review of the termination of hospice services, MA Organization shall provide the option for an
enrollee to request an expedited reconsideration by MA Organization using the process described in 42 CFR § 422.584. For purposes of this Model, the procedures
specified in 42 CFR § 422.626(a)(2) and (3) shall be used and applied to untimely requests for QIO review of termination of hospice services for a Hospice
Enrollee.

ji. When a QIO notifies MA Organization that a Hospice Enrollee has requested a fast-track review by the QIO of a termination of hospice services, MA Organization
must send a detailed natice to the enrollee as saon as possible and no later than close of business of the day of the QIQ's notification, consistent with and
meeting the timing and content standards specified in 42 CFR § 422.626(e)(1) for reviews of terminations of other provider services, and notwithstanding the
requirements that would otherwise apply under § 405.1202(f)(1). References to the "IRE" in § 422.626 shall mean the "QIO" for that area for purposes of
applying this Section B(10). If a Hospice Provider sends a detailed notice to the enrollee in accordance with 42 CFR § 405.1202(f)(1), MA Organization is not
required to send a duplicative notice to the enroliee so long as the detailed natice fram the provider includes the information that the MA Organization is required
to send.

iii. Upan notification by the QIO that a Hospice Enrollee has requested a fast-track review by the QIO of the termination of hospice services, the MA Organization
must supply to the QIO any and all information, including a copy of the notice sent to the enrollee that the QIO needs for its review. The MA Organization must
supply this informatian as soon as passible, but no later than by close of business of the day that the QIQ natifies the MA Organization that a request has been
received from the enrollee. The MA Organization must make the information available by phone (with a written record made of what is transmitted in this manner)
and/or in writing, as requested by the QIO. The MA Organization is not required to send duplicative information and records to the QIO if this function has been
delegated to or otherwise completed by the Haspice Provider and the information and records from the Haspice Provider includes the information that the MA
Organization is required to send.

e. Upon an enrollee’s request, MA Organization must provide the enrollee a copy of, or access to, any documentation sent to the QIO by MA Organization, induding
records of any information provided by telephone. MA Organization may charge the enrollee a reasanable amount to cover the costs of duplicating the information
for the enrollee and/or delivering the documentation to the enrollee. MA Organization must accommodate such a request by no later than close of business of the
first day after the day the material is requested. MA Organization is not required to send duplicative infarmation and records to the enrcllee if this function has
been delegated to or otherwise completed by the Hospice Provider and the information and records from the Hospice Provider includes all documentation sent to
the QIO.

f. Coverage by MA Organization of Hospice Care from the Hospice Provider continues until the date and time designated on the termination notice described in
Section B(10)(c) of this Appendix 3 unless the enrollee requests review by the QIO and the QIO reverses the decision to terminate hospice services

i. If the QIO's decision is delayed because MA Organization did not timely supply necessary information or records as required by this Appendix 3, MA Organization
is liable for the costs of any additional coverage required by the delayed QIO decision.

ii. If the QIO finds that the enrollee did not receive valid notice, coverage of Hospice Pravider services by MA Organization continues until at least two days after
valid notice has been received, Continuatian of coverage is not required if the QIO determines that coverage could pose a threat to the enrollee's health or
safety.

iii. If the QIO reverses the termination of Hospice Services, MA Organization must ensure that the Hospice Enrollee is provided with a new advance written notice of
any subsequent decision to terminate hospice services consistent with Section B(10) of this Appendix 3.

g. Reconsideration of review decisions. MA Organization shall submit to, participate in, and cooperate with a reconsideration review conducted by a QIO when a
Hospice Enrollee requests within 60 days that the QIO conduct a reconsideration review of the QIO’s Initial decision regarding_fha- imajion of hospice services.
CMS and MA organizations agree naot to invoke § 405.1204(b)(1) (regarding expedited reconsideration of a QIO df.=.1:ermir_19{fogt‘tt j -
Enrollees to request reconsideration reviews within 60 days of receiving notice that the QIO upheld the participating MA O'r RN
timeframes and standards in § 422.626(g) for reviews of terminations of other provider services. The Hospice Providelr/agfl i Trganizaim
required to, submit evidence to be considered by the QIO in the QIO’s reconsideration of its initial decision. MA Organiz ief shall cover Hod
with the QIO’s decision on the reconsideration. If on reconsideration the QIO determines that coverage of hospice sﬂérvicqs'@'?‘g’ Id terminate
Organization shall cover Hospice Care until that date. If the QIO's decision is reversed on appeal, MA Organizationjmusy r@nit f&g:;?@,enr
the appealed decision, for the costs of any covered services for which the enrollee has already paid MA Organizatioh or pr ide'? Ulne

h. MA Organization is financially respansible for coverage of hospice services as provided in this Section B(10) regarc[.le’ss ol mhathe Nt 05 delegdted
for decisions autharizing coverage or termination of hospice services.

C. Hospice Capitation Amount

1, Payment Structure of the Haspice Benefit Component. ,-h,
For Plan Year 2023, MA organizations participating in the Hospice Benefit Component will continue to be paid cansistent vvitf'r--c'hr(f;érks v
for their enrollees who do not elect hospice. In VBID PBPs that offer the Hospice Benefit Component in both Plan Years 2022 and 23.13:, N@‘
the VBID Madel will continue ta be paid consistent with current law (and the Underlying Contract) for their hospice enrollees whose hosplee Gn started priar to January
1, 2022. In VBID PBPs that offer the Hospice Benefit Component in Plan Year 2023 only, MA arganizations participating in the VBID Model will continue to be paid
consistent with current law (and the Underlying Contract) for their hospice enrollees whose hospice election started priar ta January 1, 2023. For other Hospice Enroliees in
an MA organization’s VBID PBPs that are offering the Hospice Benefit Component, CMS will pay the MA organization, for each Hospice Enrollee, using the following
methodology:
a. For the first month of Hospice Election, consistent with 42 CFR § 422.320(c), the basic benefit capitation rate will only be paid if as of the first day of the month,
an enrallee is not under Hospice Election status.
b. For all calendar months that an enrollee elects Hospice Care, including the first month of Hospice Election, MA Organization will receive the following payments
from CMS for each Hospice Enrallee:
i. The maonthly Hospice Capitation Amount as specified in Section C(2) of this Appendix 3;
il. Consistent with 42 CFR § 422.320(c)(2), the beneficiary rebate amount as described in 42 CFR§ 422,304(a); and

iii. Consistent with 42 CFR § 422.320(c), the monthly prescription drug payment described in 42 CFR § 423.315 (for MA-PDs).

2. Hospice Capitation Amount.

The Hospice Capitation Amount means the monthly county capitation rate published by CMS that reflects the amount for coverage for a Hospice Enrollee in an MA
Or%)?)rgzation’s VBID PBP that is offering the Hospice Benefit Component. The Hospice Capitation Amount payment varies by a monthly rating factor.
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CMS published the Hospice Capitation Amount rates far the 2023 Plan Year here: https://innovation.cms.gov/innovation-models/vbid.
3. Monthiy Rating Factor.

The Hospice Capitation Amount payment for the first month varies based on the number of days of Hospice Care occurring in the first calendar month of a hospice
stay (which is the period of time between a Hospice Election and discharge from Hospice Care), split into the following three tiers: 1-6 days, 7-15 days, and 16 or more
days of Hospice Care delivered in the first calendar month of the hospice stay. The monthly rating factor for each tier is: 0.3400, 0.6400 and 1.0030 respectively if any
VBID PBPs in the county did not participate in the Hospice Benefit Component in Plan Year 2022, The monthly rating factor for each tier is: 0.3500, 0.6587, and 1.0324 if
any VBID PBPs in the county participated in the Hospice Benefit Componentin Plan Year 2022.

The Hospice Capitation Amaount does not vary for the second and/or additional calendar months of a hospice stay; the manthly rating factor for additiona! calendar
months beyond the first calendar month is 1.0.
4. Timing of Hospice Capitation Amount Payments.

CMS shall pay the Hospice Capitation Amaunt for the first calendar month of a Hospice Enrollee’s hospice stay in a lump-sum retrospectively to MA Organization on a
quartarly basis, if the Hospice Election did not occur on the first of the calendar month. If the Hospice Election occurred on the first of the calendar month, CMS shall make
an advance monthly payment for the Hospice Capitation Amount and retrospectively adjust the Hospice Capitation Amount ta reflect the monthly rating factor in its lump-
sum payment on an annual basis to MA Organization.

Far Haspice Enrollees with hospice stays that include additional calendar months beyond the first calendar month, CMS shall make monthly prospective payments of
the Hospice Capitation Amount for coverage of services for a Hospice Enrollee for a month.

5. Adjustment of Payments.

CMS shall adjust payments retroactively to take inte account any difference between the actual number of Haspice Enrollees in MA Organization’s VBID PBPs that are
offering the Hospice Benefit Component and the number of which it based an advance monthly payment consistent with 42 CFR 422,308(f). The period of time and
manner in which adjustments are calculated and processed will be determined at CMS's sale discretion.

D. Record Retention

1. In accordance with Article 4 of this Addendum (Additional Record Retention and Reporting Requirements), MA Organization shall maintain books records,
documents, and other evidence relating to the Hospice Benefit Component Model for a period of 10 (ten) years from the expiration or termination of this Addendum or
from the date of completion of any Model-related monitoring, auditing, and evaluation, whichever is later. MA Organization shall and provide access in accordance with the
record retentian provisions of the Underlying Contract.

2. MA Organizatian shall submit reports ta CMS, in @ form and manner and by a deadline specified by CMS in Model Technical and Operational Guidance, regarding its
implementation of Hospice Benefit Component. MA Qrganization shall provide CMS with supplemental informatian upon request regarding its implementation of the
Hospice Benefit Component.

E. Compliance and Enforcement

1. MA Organization shall have in place a protacol for monitoring the implementation and administration of the Hospice Benefit Component . and ensuring compliance
with this Appendix 3 (and the implementation of the Approved Proposal). MA Organization shall make the pratocol available to CMS upon request.

2. CMS may terminate or suspend MA QOrganization’s implementation of Hospice Benefit Component, or take other remedial action in accordance with 42 CFR part 422
or Article 5 of the Addendum, including without limitation if -

a. MA Organization fails to comply with the terms and conditions of underlying Contract, the Addendum or this Appendix 3; or
b. CMS determines that MA Organization’s implementation of the Hospice Benefit Component might compromise the integrity of the Model.

3. CMS reserves the right to investigate MA Organization and downstream entities if there is evidence that indicates that the organization’s participation in the Model is
adversely impacting enrollee quality of care, and to exercise all available remedies in appropriate instances, including potential termination of MA Organization or any of
its downstream entities from the Model test.

4, Without limiting the foregoing, the parties agree that if CMS determines that MA Organization has failed to comply with the terms of Article 3 of this Addendum or
this Appendix 3, CMS may prohibit MA Qrganization from offering the Hospice Benefit Component in one or more future Plan Years, regardless of whether MA Organization
has carrected or otherwise resolved the noncompliance.

F. Hospice Benefit Component Programmatic Waivers
Pursuant to Section 1115A(d)(1) of the Act, CMS waives the following pragrammatic requirements for MA Organizations participating in the Hospice Benefit Component.
These waivers are granted only to the extent necessary to implement MA Organization’s Approved Proposal in accordance with the Addendum and this Appendix 3. CMS
may modify ar rescind any or all of these waivers at any time, in its sole discretian.

1. Coverage of Medicare Hospice Benefit: Section 1852(a)(1) of the Act and 42 CFR 422.100(a) and 422.101, to the extent necessary, to remove the exclusion of
Hospice Care from the scope of coverage of Part A and Part B benefits that MA organizations must cover so that MA organizations participating in the Hospice Benefit
Component of the VBID Model may cover the Medicare hospice benefit consistent with the scope of coverage under Part A and consistent with the terms of this Model.
Sections 1851(i) and 1853(h)(2) of the Act, with regard to payment to Hospice Providers by the Medicare Fee-For-Service program for Hospice Care covered under Part A
and furmnished to enrollees in MA plans, are waived to the extent necessary for such payment to instead be made by CMS to a participating MA organization and by a
participating MA arganization to the Hospice Provider

2. Hospice Capitation Rate Payment: 42 CFR 422,320 with respect to payment to the extent necessary to permit payment to participating MA organizations as provided
under the Hospice Benefit Campaonent and this Appendix 3.

3. Transitional Concurrent Care Costs and the Basic Bid: Section 1854(a)(6) of the Act, and provisions in 42 CFR Part 422, Subpart F that limit the basic bid to benefits
covered under Original Medicare to the extent necessary to permit the basic bid to include the costs of Transitional Concurrent Care by MA organizations participating in
this component of the VBID Model as a Part A or Part B benefit that is covered by the participating MA organizations only when furnished through in-network providers to
Hospice Enrallees.

4. Transitional Concurrent Care: Sections 1812(d)}{(2)(A)ii)(I) and 1852(a)(1) of the Act, and implementing reguiations, to the extent necessary, with respect to Hospice
Enrollee's waiver of payment for treatment of the individual’s condition(s) with respect to which the diagnosis of terminal illness has been made, so that, as described in
Appendix 2, Section B(4) and as required as part of the Model, Transitional Cancurrent Care may be treated as a Part A and B benefit that is covered by MA Organization
anly when fumished through in-netwark providers to Hospice Enrollees.

5. Uniformity and Accessibility of Benefits: To be waived to the extent necessary to permit organizations to offer additional mandato A@&%
the Targeted Hospice Enrallee population, rather than to all enrollees, in the VBID PBPs participating in the Hospice Benefit Componen *as@e erfbed in 3.G0%H
Appendix 3. The Targeted Hospice Enrollee population must be identified based on Hospice Election and may be further targeted to tl ose an
in-network Hospice Provider AND/QR (i) one or mare chronic health conditions, or (ii) sacioeconomic status or (iii) a combination of bgth
sociceconomic statuses. 7

a. Sections 1852(d)(1)(A) and 1854(c) of the Act [42 U.S.C. §§ 1395w-22(d)(1)(A) and 1395w-24(¢)]
b. 42 CFR. §§ 422.2 (definition of an MA plan), 422.100(d)(2), 422.102(a){2), 422.254(b)(2), and 422.262(c)(1); and
¢. Section 1860D-2(a) of the Act [42 U.S.C. § 1395w-102(2)]; and 42 CFR. §§ 423.104(b)(2), and 423.265(c).

&
6. Uniform Cost-Sharing: To be waived to the extent necessary to offer certain reductions in cost sharing to ,Targeted Haspice Enrolleesgin pating in
the Hospice Benefit Component as described in Section B(9) of this Appendix 3. The targeted enrollee population may be identified based,o s&ce ich may
be further targeted to thase hospice enroliees who choose an in-network hospice provider, AND/OR (i) one or mare chranic health conditions il s icD ; Ic status ar

(iii) @ combination of both these health conditions and sociceconomic statuses.
a. Sections 1852(d){(1)(A) and 1854(c) of the Act [42 U.S.C §§ 1395w-22(d)(1)(A) and 1395w-24(c)]

b. 42 CFR. §§ 422.2 (definition of an MA plan), 422.100(d)(2), 422.102(a){2), 422.254(b)(2), 422.262(c)(1); and Section 1860D-2(a) of the Act [42 U.5.C § 1395w
102(a)]; and
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7. Requirements far Supplemental Benefits to Permit Coverage by a Participating MA Plan of Non Primarily Health Related Supplemental Benefits: To be waived to
the extent necessary to allow MA Organization to offer to the Targeted Enrollee population, but not to all enrollees, in the VBID PBPs participating in the Hospice Benefit
Component certain additional "non-primarily health related" supplemental benefits. Such supplemental benefits must have a reasonable expectation of maintaining or
slowing the progressive decline of the health or overall function of the enrollee with regard to the chronic health condition or sociceconomic status of the Targeted Enrollee
population during Hospice Election. The Targeted Enrollee population may be identified based on Hospice Election (which may be further targeted to those enrollees wha
choose an in-network Hospice Provider) AND (i) ane or more chronic health conditions, (ii) socioeconomic status, or (iii) a combination of both these health condition and
sociceconomic statuses. In using one or more chronic health conditions to identify eligible enrollees, an applicant may propose for CMS consideration and approval a
targeted papulation that does not meet the statutory definition of "chronically ill enrollee® in Section 1852(a)(3)(D)(jii) of the Act.

a. Section 1852(a)(3)(D)(i), (ii)(1), and (iii) of the Act [42 U.S.C § 1395w~ 22(a)(3)(D)(i), (ii)(I), and (iii)] and any implementing regulations.

b. Provisions of 42 CFR §§ 422.100(c)(2)(ii)(A) and 422.102(f)(2)(i), (ii), and (iii) that limit eligibility for special supplemental benefits for the chronically ill to
enrollees wha meet the definition of "chronically ill enrcllee."

c. 42 CFR. §§ 423.104(b)(2) and 423.265(c).

8. Application of the Hospice Inpatient Cap and Hospice Aggregate Cap: Section 1814(i)(2 of the Act and 42 CFR §§ 418.302(f) and 418.309, to exclude from the
calculation of hospice's inpatient cap and the hospice aggregate cap those enrollees in an MA organization's VBID PBP(s) providing the Hospice Benefit Companent.

9. QIO Review of Terminations of Hospice Services: All obligations, standards, requirements and duties imposed on and rights of beneficiaries, including the timeframe
on which and the manner and form by which a beneficiary may request review by a QIO, are not waived and shall continue to apply to @ Hospice Enrollee. Unless explicitly
waived, obligations on Hospice Providers in 42 CFR §§ 405.1200 through 405.1204 remain in effect. The regulations at 42 CFR §§ 405.1200 through 422.1204 are waived
only to the extent necessary to permit the MA organizations and applicable QIOs to comply with the appeals process detailed in Section B(10) of this Appendix 3 for
reviews of termination of hospice services under the Haspice Benefit Companent of the Madel

a. The provision of 42 CFR § 405.1202(b)(4) regarding QIO review when a beneficiary does not file a timely request for review by a QIO of a termination of haspice
services is waived.

b. The provision of 42 CFR § 405.1202(e)(7) that makes the provider liable for the cost of the hospice services being continued when the provider fails to furnish
infarmation to the QIO to support the termination of services, is waived.

c. The provision of 42 CFR § 405.1202(c) that relates to provider liability for the cost of haspice services in certain situations, is waived.

d. 42 CFR § 405.1204(b) thraugh (f), regarding expedited reconsiderations by a Qualified Independent Contractor of a QIO's review of a termination of hospice
services, is waived, The right of a Hospice Enrollee to seek review of a QIO’s determination regarding the termination of haspice services in § 405.1204(a) is not waived
but that review is as described in Section B(10) of this Appendix 3.

10. Part D Waivers: The following are waived to the extent necessary for participating MA arganizations that are not otherwise authorized to off
benefits to offer cost sharing reductians consistent with the terms of the Model, and for participating MA organizations to include as administraef
portion of their bids the value of the reduction in the statutary maximum cost sharing for a Targeted Hospice Enrollee and to report such 3
with CMS instructions in VBID Model Technical and Operational Guidance:

a. 42 CFR 423.104; and

b. Part 423, Subparts F and G.
G. Data Sharing and Reports
1. General

an D supplemental

Appendix 3 and Appendix 4 of this Addendum.

b. Data and reports provided to MA Organization under the preceding paragraph will omit substance use disorder data for any Hospice Enrfi
into substance use disorder data sharing, as described in Section G(3) of this Appendix 3.

2. Provision of Certain Data.
a. CMS believes that the Health Care Operations work of MA Qrganization, 2 HIPAA CE, would benefit from the receipt of certain beneficiary-identifiable claims data
and reports as described in Section G{2)(c) of this Appendix 3. CMS will therefore offer to MA Organization an opportunity to request specific Beneficiary-identifiable data by

completing and submitting the HIPAA-Covered Data Disclosure Request Form (Appendix 4). All requests for Beneficiary-identifiable claims data and reports will be granted
or denied at CMS's sole discretion based on CMS’s available resources, technaological capabilities, and data policies, the limitations in this Addendum, and applicable law.

b. In offering this Beneficiary-identifiable data, CMS does not represent that MA Organization has met all applicable HIPAA requirements for requesting data under 45
CFR § 164.506(c)(4). MA Organization should consult with its own counsel to make those determinations prior to requesting this data from CMS.

¢. The following specific Beneficiary-identifiable data will be made available on request, subject to the terms of this Appendix 3 and in accordance with applicable law,
to MA Qrganization:

i. Beneficiary Level Hospice Month 1 Payment Report: The Beneficiary Level Hospice Manth 1 Payment Report provides a beneficiary-level itemization of quarterly
plan-level manual adjustments made by CMS, through the Automated Plan Payment System, to reflect Hospice Capitation Amount payments for Hospice Enrollees’ first
month of Hospice Care. This report will provide a cumulative histary and accounting of all quarterly manual adjustments paid to MA Organization for the plan year and an
accounting of the Hospice Enrollees for whom the first month Hospice Capitation Amount payments are being made retroactively.

ii. Hospice Utilization Report for Plan Years 2022 and/or 2023 Hospice Enrollee Detailed Claims Data: Individually identifiable Medicare FFS claims data for hospice
services provided to MA Organization’s Hospice Enrollees during hospice stays that occurred during MA Organization’s time period participating in the Hospice Benefit
Component with election period starts in Plan Years 2022 or 2023, as applicable. These files will be made available on request and in accordance with applicable law to the
MA QOrganization at least quarterly and at most on a monthiy basis at CMS’s sole discretion based on CMS’s available resources.

iii. Hospice Historical Utilization Report for Plan Years 2019-2021 and the first six months of 2022 Hospice Enrollee Detailed Claims Data: Individually identifiable
Medicare FFS claims data for services provided to MA Organization’s Hospice Enrollees in applicable VBID PBPs with an election period that started in Plan Years 2019,
2020, 2021 and 2022 through live discharge from Haspice Care, up until the first of the next month following discharge (data for 2022 is limited to the first six months of
2022). Individually identifiable Medicare FFS claims data for deceased and disenrolled enrollees would be included, provided they were members of MA Organization’s
VBID participating PBPs (or crosswalked PBPs) at the time of Hospice Election.

d. The fallowing reparts will be made available to MA Organization upon request and in accordance with applicable law:

i. Hospice Provider Report: Information about Hospice Providers within the service area(s) of MA Organization’s VBID Participating PBPs. This would include mailing
and physical address, phone number, e-mail (if available in the Medicare Provider Enrollment, Chain, and Ownership System (PECOS)), fax number (if available),
National Provider Identifier (NPI) and Taxpayer Identification Number (TIN).

e. The parties mutually agree that, except for data covered by Section G(2)(0) of this Appendix 3, CMS retains all ownership rights to the data files described in the
HIPAA-Covered Data Disclosure Request Form (Appendix 4), and MA Qrganization does nat abtain any right, title, or interest in any of the data furnished by CMS.

f. MA Qrganization represents, and in furnishing the data files specified in Appendix 4 CMS relies upon such representation, that such data files will be used solely far
the purposes described in this Appendix 3 and that the data requested by MA Organization is the minimum necessary to achieve those purposes. The MA Organization
shall not disclose, use or reuse the data except as specified in this Appendix 3 or except as CMS shall authorize in writing or as otherwise required by law. MA Organization
further agrees not to sell, rent, lease, loan, or otherwise grant access to any other party or persan of the data cavered by this Appendix 3.

g. MA Organization represents that it intends to use and hereby agrees to use the requested data and reports described in Section G(2){c) of this Appendix 3 for the
Health Care Operations described in paragraphs (1) and (2) of the definition of “health care operations" in 45 CFR §164.501, related to implementation of the Hospice
Benefit Component of the Model. Information derived from the CMS files specified in Appendix 4 may be shared and used in accordance with applicable law within the legal
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confines of MA Organization and in @ manner consistent with Section G(2)(h) of this Apendix 3 to enable MA Organization to improve care integration and conduct quality
impravement activities.

h. MA QOrganization may reuse ar further disclose original or derivative data in accordance with applicable law without prior written authorization from CMS for clinical
treatment, care management and coordination, quality improvement activities, review of competence or qualifications of health care professionais, review of need for
reinsurance of risk relating to claims for health care of enrollees who elect hospice, and pravider incentive design and implementation, but shall not disseminate
individually identifiable original or derived information from the files specified in the HIPAA-Covered Data Disclosure Request Form to anyone who is nat a HIPAA CE
provider in a treatment relationship with the subject Hospice Enrollee(s) or a HIPAA BA of such a CE provider. MA Organization may reuse or further disclose original or
derivative data in accordance with applicable law for any other reasons not listed in this paragraph with prior written authorization from CMS. When using or disclosing PHI
or personally identifiable information ("PII"}, obtained from files specified in Appendix 4, MA Organization must make "reasonable efforts to limit" the information to the
"minimum necessary" to accomplish the intended purpose of the use, disclosure or request. MA Organization shall further limit its disclosure of such information to the
types of disclosures that CMS itself would be permitted make under the "routine uses" in the applicable systems of records listed in Appendix 4.

Subject to the limits specified above and elsewhere in this Addendum and applicable law, MA Organization may link individually identifiable information specified in
Appendix 4 (including directly or indirectly identifiable data) or derivative data to other sources of individually-identifiable health information, such as other records
available to MA Qrganization. MA Organization may disseminate such data that has been linked to other sources of individually identifiable health information provided
such data has been de-identified in accordance with HIPAA requirements in 45 CFR § 164.514(b).

i. MA Organization must establish appropriate administrative, technical, and physical safeguards to protect the confidentiality of the data and to prevent unauthaorized
use or access to it. The safeguards shauld provide a level and scape of security that is not less than the level and scope of security requirements established for federal
agencies by the Office of Management and Budget (OMB) in OMB Circular No. A-130, Appendix I--Respansibilities for Protecting and Managing Federal Information
Resources (https://www.whitehouse.gov/wp-content/uploads/legacy_drupal_files/fomb/circulars/A130/a130revised.pdf) as well as Federal Information Processing Standard
200 entitled "Minimum Security Requirements for Federal Information and Infarmation Systems” (http://csrc.nist.gov/publications/fips/fips200/F1PS-200-final-march.pdf);
and, NIST Special Publication 800-53 "Recommended Security Controls for Federal Information Systems"
{https://nvipubs.nist.gov/nistpubs/SpecialPublications/NIST.SP.800-53r5.pdf}.

j. MA Organization acknowledges that the use of unsecured telecammunicatians, induding the Internet, to transmit directly or indirectly individually identifiable
information from the files specified in Appendix 4 or any such derivative data files is strictly prohibited. Further, MA Organization agrees that the data specified in Appendix
4 must not be physically maved, transmitted or disdlosed in any way from or by the site of the custodian indicated in Appendix 4 other than as provided in this Appendix 3
without written approval from CMS, unless such movement, transmission or disclosure is required by law.

k. MA Organization shall grant access to the data and/or the facility(ies) in which the data is maintained to the authorized representatives of CMS or HHS Office of
Inspector General, including at the site of the custodian indicated in Appendix 4, for the purpose of inspecting to confirm compliance with the terms of this Appendix 3.

1. MA Organization agrees that any use of CMS data in the creation of any document concerning the purpose specified in this Appendix 3 and Appendix 4 must adhere
to CMS’ current cell size suppression policy. This policy stipulates that no cell (e.g., admittances, discharges, patients, services) reprasenting 10 or fewer Beneficiaries may
be displayed. Also, no use of percentages or other mathematical formulas may be used if they result in the display of a cell representing 10 or fewer beneficiaries.

m. MA Organization shall report any breach of PHI or P11 from or derived from the CMS data files, loss of these data or improper use or disclosure of such data to the
CMS Action Desk by telephone at (410) 786-2850 or by email notification at cms_jt_service_desk@cms.hhs.gov within one hour. Furthermore, MA Organization shall
cooperate fully in any federal incident security process that results fram such improper use or disclosure.

n. The parties mutually agree that the individual named in Appendix 4 is designated as Custodian of the CMS data files on behalf of MA Organization and will be
responsible for the observance of all conditions of use and disclosure of such data and any derivative data files, and for the establishment and maintenance of security
arrangements as specified in this Addendum ta prevent unautharized use or disclosure. Furthermore, such Custodian is responsible for contractually binding any
downstream recipients of such data to the terms and conditions in this Appendix 3 as a condition of receiving such data. MA Organization shall notify CMS within fifteen
(15) days of any change of custodianship. The parties mutually agree that CMS may disapprove the appointment of a custodian or may require the appointment of a new
custodian at any time.

o. Data disclased to MA Organization pursuant to this Appendix 3 and Appendix 4 may be retained by MA Organization until the conclusion or termination of the
Underlying Contract ar the conclusion or termination of MA Organization’s participation in the Model, whichever occurs first. MA Organization is permitted to retain any
Individually identifiable health information from such data files or derivative data files after that point if MA Organization is a HIPAA CE and the data has been incarporated
into the subject Haspice Enrollees’ records that are part of a designated record set under HIPAA. Furthermore, any HIPAA CE to whom MA Organization provides such data
in the course of carrying aut the Madel may also retain such data if the recipient entity is a HIPAA CE or BA and the data is incorporated into the subject Hospice Enrollees’
records that are part of a designated record set under HIPAA. MA Organization shall destroy all other data and send written certification of the destruction of the data files
and/or any derivative data files to CMS within 30 days following the conclusion or termination of the Underlying Contract or of the cenclusion or termination of MA
Organization’s participation in the Model, whichever occurs later, except as CMS shall authorize in writing or as otherwise required by law. Except for disclosures for
treatment purpases, MA Organization shall bind any downstream recipients to these terms and conditions as a condition of disclosing such data to downstream entities and
permitting them to retain such records under this paragraph. These retention provisions survive the conclusion or termination of this Addendum, the Underlying Contract,
or MA Organization’s participation in the Model.

3. Beneficiary Substance Use Disorder Data Opt-In

a. MA Organization may inform each Hospice Enrollee, in compliance with applicable law: (a) that he or she may elect to allow MA Organization to receive Beneficiary-
identifiable data regarding his or her utilization of substance use disorder services; (b) of the mechanism by which the Beneficiary can make this election; and (c) that 1-
800-MEDICARE will answer any questions regarding sharing of data regarding utilization of substance use disorder services.

b. A Hospice Enrollee may opt in to substance use disorder data sharing only by submitting a CMS-approved substance use disorder opt in form to MA Organization.
MA Organization shall promptly send the opt-in form to CMS.

Appendix 4
HIPAA-Covered Data Disclosure Request Form

A. Data Disclosure Request and Attestation

MA Organization requests the CMS data from one or more of the files selected below and makes the fallowing assertians regarding its g#il]
requirements for receiving such data: ;

MA Organization is (select one):

o A HIPAA Covered Entity (CE) as defined in 45 CFR § 160.103

o The BA of a HIPAA CE as defined in 45 CFR § 160.103.

o Other (neither a HIPAA CE nor a BA of a HIPAA CE): Please provide a description of the intended user.
MA Organization is seeking pratected health information (PHI), as defined in 45 CFR § 160.103 (select one):

o For its own use.

o On behalf of a CE for which MA Organization is a BA

o Other: Please attach a description of the intended purpose (e.g., for "research"” purposes, for "public health™ purposes, etc.).
MA Organization requests (select all that apply):

o Beneficiary Level Hospice Manth 1 Payment Report: The Beneficiary Level Hospice Month 1 Payment Report provides a beneficiary level itemization of quarterly plan
level manual adjustments made by CMS, thraugh the Automated Plan Payment System, to reflect Hospice Capitation Amount payments for Hospice Enrollees’ first
month of Hospice Care. This report will provide a cumulative history and accounting af all quarterly manual adjustments paid to MA Organization for the plan year and
an accounting of the Haspice Enrallees for whom the first month Hospice Capitation Amount payments are being made retroactively.
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o Hospice Utilization Repart for Plan Years 2022 and 2023 Hospice Enrollee Detailed Claims Data: Individually identifiable Medicare FFS claims data for hospice

services provided to MA QOrganization’s Hospice Enrollees during hospice stays that occurred during MA Organization’s time period participating in the Hospice Benefit
Component with electian period starts in Plan Years 2022 and/or 2023, as applicable. These files will be made available on request and in accordance with applicable
law to MA Organization at least quarterly and at most on @ monthly basis at CMS’ sole discretion based on CMS’ available resources.

o Hospice Historical Utilization Report for Plan Years 2019-2021 and first six months of 2022 Hospice Enrollee Detailed Claims Data: Individually identifiable Medicare
FFS claims data for services pravided to MA Organization’s Hospice Enrallees in applicable VBID PBPs with an election period that started in Plan Years 2019, 2020,
2021 and 2022 through live discharge from Hospice Care, up until the first of the next month following discharge (data for 2022 is limited to the first six months of
2022). Individuaily identifiable Medicare FFS claims data for deceased and disenrolled enrollees would be included for health care operations, provided they were
members of MA Organization's VBID participating PBPs (or crosswalked PBPs) at the time of haspice electian.

o Hospice Pravider Report: Information about Hospice Praviders within the service area of MA Organization’s VBID Participating PBPs. This would include mailing and
physical address, phane number, e-mail (if available in the Medicare Provider Enrollment, Chain, and Ownership System (PECOS)), fax number (if available), National
Provider Identifier (NPI) and Taxpayer Identification Number (TIN}.

a Other: Please attach a detailed description of the data requested.

This data and reports will be created from the following CMS data files {System(s) of Records Notice(s)):
o NPPES (09-70-0555)

o
o
o
o

PECOS (09-70-0532)
EDB (09-70-0502)

IDR (09-70-0571), including FISS (09-70-0503), MCS (09-70-0501) and DDPS (08-70-0553)
MARx System (09-70-0588)

The MA Organization intends to use the requested data to carry out {select one):

o "Health care operations"” that fall within the first and second paragraphs of the definition of that phrase under the HIPAA Privacy Rule (45 CFR § 164.501).

o Qther: Please attach a description of the intended purpose (e.g., for payment purposes, for "research” purpases, for "public health" purpases, etc.).

The data requested is (select one):

o The "minimum necessary" (as defined at 45 CFR § 164.502) to carry out the health care operations activities described above.

o Qther: Please attach a description of how (if applicable) the data requested exceeds what is needed to carry out the work described above.

MA Organization's data custodian for the requested data is:

MA Organizatian's Alternate Data Custodian for the requested data is:

By:_

Name of authorized signatory

Title

B. Data Specification Worksheet

Date:

(name)

(phone number)

(email address)

(name)

(phone number)

(email address)

The Data Spedcification Worksheet below anly applies to the Hospice Historical Utilization Report for Plan Years 2019-2021 and the first six months of 2022 Hospice Enrollee
Detailed Claims Data. For the Hospice Utilization Report for Plan Years 2022 and 2023 Hospice Enrollee Detailed Claims Data, only Part A hospice claims will be included.

Data Element
Source

Data Element

Data Element Description

Part A Claims

Claim Na

A unique identification number assigned to the caim.

Part A Claims

Provider Number

A facility's Medicare/Medicaid identification number. It is also known as a Medicare/Medicaid Provider
Number, OSCAR Provider Number, or CCN. This number verifies that a practitioner has been Medicare
certified for a particular type of service,
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Part A Claims

Beneficiary MBI

A Medicare Beneficiary Identifier assigned to a beneficiary.

Part A Claims

Claim Type code

Signifies the type of claim being submitted through the Medicare or Medicaid programs.
Claim type codes are:

10=HHA claim

20=Non swing bed SNF claim

30=Swing bed SNF claim

40=0utpatient claim

50=Hospice claim

60=Inpatient claim

61=Inpatient "Full-Encounter" claim

Diagnosis Code

Part A Claims Claim From Date The first day an the billing statement that covers services rendered to the beneficiary.
Part A Claims Claim Thru Date The last day on the billing statement that covers sefvices rendered to the beneficiary.
Part A Claims Claim Bill The first digit of the type of bill (TOB1) is used to identify the type of facility that provided care to the
Facility Type beneficiary (e.g., hospital or SNF).
Code Claim Facility Type Codes are:
1=Hospital
2=SNF
3=HHA
4=Religious non-medical (hospital)
S5=Religious non-medical (extended care)
6=Intermediate care
7=Clinic or hospital-based renal dialysis facility
8=Spedialty facility or Ambulatory Surgical Center (ASC) surgery
9=Reserved
Part A Claims Claim Bill The second digit of the type of bill (TOB2) is used to indicate with greater specificity where the service was
Classification provided (e.g., a department within a hospital).
Code
Part A Claims Principal The Intemational Classification of Diseases (ICD}-9/10 diagnosis code identifies the beneficiary’s principal

iliness or disability.

Part A Claims

Admitting
Diagnosis Code

The ICD-9/10 diagnosis code identifies the illness or disability for which the beneficiary was admitted.
Reported to IP, OP and SNF.

Part A Claims

Diagnosis Cade

The diagnosis code array in the 1st-25th position identifying the condition(s) for which the beneficiary is
receiving care.

Part A Claims

Pracedure Cade

The code array (1-25) that indicates the procedure performed during the period covered by the
institutional claim. Reported to IP, OP and SNF.

Part A Claims

Procedure Date

The date on which the 1st-25th procedure was performed. Reported to IP, OP and SNF.

Part A
Claims{cont.)

Claim Medicare
Non payment
Reason Code

Indicates the reason payment on an institutional claim is denied.

Part A Claim Payment Amount that Medicare paid on the claim.
Claims(cont.) Ammount
Part A Claim NCH If a payer other than Medicare has primary respansibility far payment of the beneficiary’s health insurance
Claims(cont.) Primary Payer bills, this code indicates the responsible primary payer.
Code

Part A
Claims(cont.})

Federal Information
Processing Standards
FIPS State Code

Identifies the state where the facility providing services is located.

Part A
Claims(cont.}

Beneficiary Patient
Status Code

Indicates the patient's discharge status as of the Claim Through Date. For example, it may indicate where
a patient was discharged ta (e.g., home, another facility) or the circumstances of a discharge (e.g.,
against medical advice, or patient death).

Part A
Claims{cant.)

Diagnosis Related
Group Code

Indicates the diagnostic related group to which a hospital claim belongs for prospective payment
purposes. Reported for IP.

Part A
Claims(cant.)

Claim Qutpatient
Service Type Cade

Indicates the type and priority of outpatient service. Reported for OP.

Part A
Claims(cont.)

Claim Outpatient
Service Type Code

Claim Outpatient Service Type Codes are:

Part A
Claims(cont.)

Claim Outpatient
Service Type Code

O0=Blank

Part A
Claims{cont.)

Claim OQutpatient
Service Type Code

1=Emergency

Claims(cont.)

Part A Claim Outpatient 2=Urgent 0 0 3
Claims(cont.) Service Type Code -
Part A Claim Qutpatient 3=Elective

Service Type Code

Part A
Claims{cont.)

Claim Outpatient
Service Type Code

5-8=Reserved

Part A
Claims(cont.)

Claim Qutpatient
Service Type Code

g=Unknown

Part A
Claims(cont.)

Facility Provider NPI
Number

Identifies the fadility associated with the cdaim. Each facility is assigned its own unique NPI.

Part A Operating Provider NPI Identifies the operating provider associated with the claim. Each provider is assigned its own unique NPI.
Claims(cont.) Number
H4003
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Part A
Claims(cont.)

Attending Provider NPI
Number

Identifies the attending provider associated with the claim. Each provider is assigned its own unigue NPI.

Part A
Claims(cont.)

Other Provider NPI
Number

Identifies the ather providers associated with the claim. Each provider is assigned its own unique NPI.

Part A
Claims(cont.)

Claim Admission Type
Code

Indicates the type and priority of inpatient services. Reported for IP and SNF.

Part A
Claims(cont.)

Claim Admission Type
Code

Claim Admissian Type Codes are:

Part A Claim Admission Type 0=Blank
Claims(cont.) Code

Part A Claims Claim Admission Type 1=Emergency
(cont.) Code

Part A Claims Claim Admission Type 2=Urgent
(cont.) Caode (cont.)

Part A Claims Claim Admission Type 3=Elective
(cont.) Code

Part A Claims Claim Admission Type 4=Newbarn
(cont.) Code

Part A Claims

Claim Admission Type

5=Trauma Center

(cont.) Code
Part A Claims Claim Admission Type 6-8=Reserved
(cont.) Code
Part A Claims Claim Admission Type 9=Unknown
(cont.) Code
Part A Claims Claim Source Inpatient |Indicates the source of the beneficiary’s referral for admission or visit {e.q., a physician or another
(cont.) Admission Code facility). Reported for IP and SNF.
Part A Claims Find Admission Source Codes here: https://www.resdac.org/cms-data/variables/claim-source-inpatient-
{cont.) admission-code-ffs
Part A Claims Claim Bill Frequency The third digit of the type of bill (TOB3)} code. It indicates the sequence of the claim in the beneficary's
(cont.) Code current episode of care (e.g., interim or voided).
Part A Claims Find Claim Frequency Codes here: http://www.resdac.org/cms-data/variables/Claim-Frequency-Code.
(cont.}
Part A Claims Claim Query Code Indicates the type of claim record being processed with respect to payment (e.g., debit/credit indicator or
{cont.) interim /final indicator).
Part A Claims Claim Query Code Claim Query Codes are:
(cant.)
Part A Claims Claim Query Code 0=Credit adjustment
(cont.)
Part A Claims Claim Query Code 1=Interim bill R q
{cont.) Q\ST Cfo‘

RN r‘y
Part A Claims Claim Query Code 2=HHA benefits exhausted qu\ o
(cant.) < ‘(\
Part A Claims Claim Query Code 3=Final bill con
(cont.) 3 0 0 3

: ; . ] [ o

Part A Claims Claim Query Code 4=Discharge notice S
(cont.) ‘“

Fan)

e
Part A Claims Claim Query Cade 5=Debit adjustment (/M
(cont.) o} s Dg

[ ———

Part A Claims ClaimNao A unique identification number assigned to the claim.
Revenue Center
Details

Part A Claims
Revenue Center

Claim Line Number

A sequential number that identifies a specific claim line

Details

Part A Claims Beneficiary MBI A Medicare Beneficiary Identifier assigned to a beneficiary.

Revenue Center

Details

Part A Claims Claim Type Cade Signifies the type of claim being submitted through the Medicare or Medicaid programs.
Revenue Center

Details

Part A Claims Claim Type Code Claim type codes are:

Revenue Center

Details

Part A Claims
Revenue Center
Details

Claim Type Code

10=HHA claim
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Part A Claims
Revenue Center

Claim Type Code

20=Non swing bed SNF claim

Details

Part A Claims Claim Type Code 30=5wing bed SNF claim
Revenue Center

Details

Part A Claims Claim Type Code 40 =0utpatient claim
Revenue Center

Details

Part A Claims
Revenue Center

Claim Type Code

50=Hospice daim

Details
Part A Claims Claim Type Code 60=Inpatient claim
Revenue Center
Details (=]
= . e v mi ur ~
Part A Claims Claim Type Code 61=Inpatient "Full-Encounter” cfaim
Revenue Center Loy vy
Details S
i .5
Part A Claims Claim Line From Date The date the service associated with the line item began. O S D' -
Revenue Center
Details
Part A Claims Claim Line Thru Date The date the service associated with the line item ended.
Revenue Center
Details

Part A Claims
Revenue Center

Product Revenue Center
Code

The number a provider assigns to the cost center to which a particular charge is billed (e.g.,
accommadations or supplies).

Details

Part A Claims Claim Line Institutional | The date that applies to the service associated with the Revenue Center code.
Revenue Center Revenue Center Date

Details

Part A Claims
Revenue Center
Details (cont.)

HCPCS Code

The HCPCS code representing the procedure, supply, product, and/or service provided ta the beneficiary.

Part A Claims
Revenue Center
Details (cont.)

Provider Number

A facility’s Medicare/Medicaid identification number. It is also known as a Medicare/Medicaid Provider
Number, or CCN. This number verifies that a provider has been Medicare certified for a particular type of
service.

Part A Claims Claim From Date The first day on the billing statement that covers services rendered to the beneficiary.
Revenue Center

Details

Part A Claims Claim Thru Date The last day on the billing statement that covers services rendered to the beneficiary.
Revenue Center

Details

Part A Claims
Revenue Center
Details

Claim Line Service Unit
Quantity

The number of dosage units of medication that were dispensed in this fill.

Part A Claims
Revenue Center
Details

Claim Line Covered
Paid Amount

The amount Medicare reimbursed the provider for covered services associated with the claim-line.

Part A Claims
Revenue Center

HCPCS First Modifier
Code

The first code to modify the HCPCS procedure code associated with the claim-line, This provides more
specific procedure identification far the line item service.

Details

Part A Claims HCPCS Second Modifier | The secand cade to modify the HCPCS procedure code associated with the claim-line. This prevides mare
Revenue Center Code specific procedure identification for the line item service.

Details

Part A Claims HCPCS Third Modifier The third code to modify the HCPCS procedure code assaciated with the claim-line. This provides more
Revenue Center Code specific procedure identificatian far the line item service.

Details

Part A Claims HCPCS Fourth Modifier The fourth code to madify the HCPCS procedure code associated with the cdaim-line. This provides maore
Revenue Center Cade specific procedure identification for the line item service.

Details

Part A Claims HCPCS Fifth Modifier The fifth code to modify the HCPCS procedure code associated with the claim-line. This provides more
Revenue Center Code specific procedure identification for the line item service.

Details

Part B Physicians

ClaimNo

A unique identification number assigned to the claim.

Part B Physidians

Ciaim Line Number

A sequential number that identifies a specific claim line

Part B Physicians

Beneficiary MBI

A Medicare Beneficiary Identifier assigned to a beneficiary.

Part B Physicians

Claim Type Code

Signifies the type of claim being submitted through the Medicare or Medicaid programs.

Part B Physicians

Claim Type Code

Claim type codes are:

Part 8 Physicians

Claim Type Code

10=HHA daim

Part B Physicians

Claim Type Code

20=Non swing bed SNF ¢laim
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Part B Physicians Claim Type Code 30=Swing bed SNF daim

Part B Physicians Claim Type Code 40=Qutpatient claim

Part B Physicians Claim Type Code 50=Hospice caim

Part B Physicians Claim Type Code 60=Inpatient claim

Part B Physicians | Claim Type Code 61l=Inpatient "Full-Encounter" claim

Part B Physicians Claim From Date The first day on the billing statement that covers services rendered to the heneficiary,

Part B Physicians Provider Type Code Identifies the type of Provider Identifier.

Part B Physicians Rendering Provider FIPS | Identifies the state that the provider providing the service is located in.
State Code

Part B Physicians Claim Rendering Indicates the CMS specialty code associated with the provider of services. CMS used this number to price
Federal Pravider the service on the line-item.
Specialty Code

Part B Physicians Claim Federal Type Indicates the type of service (e.g., consultation, surgery) provided to the beneficiary. Types of Service

Service Code

Codes are defined in the Medicare Carrier Manual.

Part B Physicians
(cont.)

Claim Line From Date

The date the service associated with the line item began.

Part B Physicians

Claim Line Thru Date

The date the service associated with the line item ended.

Part B Physicians
(cont.)

HCPCS Code

The HCPCS code representing the pracedure, supply, product, and/or service provided to the beneficary.

Part B Physicians

Claim Line Covered
Paid Amount

The amount Medicare reimbursed the provider for covered services associated with the claim-line.

Part B Physicians

Claim Primary Payer
Cade

If @ payer other than Medicare has primary responsibility for payment of the service indicated on the claim
line, this code indicates the primary payer. This field is also known as the Line Beneficiary Primary Payer
Code.

Part B Physicians

Principal Diagnosis
Code

The ICD-9/10 diagnosis code identifying the beneficiary's principal illness or disability.

Part B Physicians

Claim Provider Tax
Number

The SSN or Employee Identification Number (EIN) of the provider of the indicated service. This number
identifies wha receives payment for the indicated service.

Part B Physicians

Rendering Provider NPI
Number

A number that identifies the provider rendering the indicated service on the daim line. Each pravideris
assigned its own unique NPI.

Part B Physicians

Claim Carrier Payment
Denial Code

Indicates to whom payment was made (e.g., physician, beneficiary), orif the claim was denied.

Part B Physicians

Claim Line Processing
Indicator Code

Indicates whether the service indicated on the claim line was allowed or the reason it was denied.

Part B Physicians

Claim Line Allowed
Charges Amount

The amount Medicare approved for payment to the provider.

Part B Physicians

Claim Line Service Unit
Quantity

The number of dosage units of medication that were dispensed in this fill.

Part B Physicians

HCPCS First Modifier
Code

The first code to modify the HCPCS procedure code associated with the claim-line. This provides more
specific procedure identification for the line item service.

Part B Physicians

HCPCS Second Modifier
Code

The second code to modify the HCPCS procedure cade associated with the daim-line. This provides more
specific procedure identification far the line item service.

Part B Physicians

HCPCS Third Modifier
Code

The third code to modify the HCPCS procedure code associated with the claim-line. This provides more
specific pracedure identification for the line item service.

Part B Physicians

HCPCS Fourth Modifier
Code

The fourth code to maodify the HCPCS procedure code associated with the claim-line. This pravides more
specific procedure identification far the line item service.

Part B Physicians

HCPCS Fifth Modifier
Code

The fifth code to modify the HCPCS procedure code associated with the claim-line. This provides more
specific procedure identification for the line item service.

Part B Physicians

Claim Line Diagnaosis
Code

The code indicating the diagnosis supporting this line item procedure/service an the non-institutional claim

Part B DMEs ClaimNo A unique identification number assigned to the claim.
Part 8 DMEs Claim Line Number A sequential number that identifies a specific claim line
Part B DMEs Beneficiary MBI A Medicare Beneficiary Identifier assigned to a beneficiary.
Part B DMEs Claim Type Code Signifies the type of claim being submitted through the Medicare ar Medicaid pragrams.
Part B DMEs Claim Type Code Claim type codes are: ‘/\\’Q—TRF\
Part B DMEs Claim Type Code 10=HHA claim @HQ
Part B DMEs Claim Type Code 20=Non swing bed SNF claim /T/ N %
Part B DMEs Claim Type Code 30=Swing bed SNF claim { meo NOmem
(cont.) (cont.) 0
Part B DMEs Claim Type Code 40=0Qutpatient claim _\ 7)) = r Q
Part B DMEs Claim Type Code 50=Hospice daim t“ra\ Y DS
Z
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Part B DMEs Claim Type Code 60=Inpatient claim

Part B DMEs 61=Inpatient "Full-Encounter" claim

(cont.)

Part B DMEs Claim From Date The first day on the billing statement that covers services rendered to the beneficiary.

Part B DMEs Claim Thru Date The last day on the hilling statement that covers services rendered to the beneficiary.

Part B DMEs Claim Federal Type Indicates the type of service (e.g., consultation, surgery) provided to the beneficiary. Types of Service
Service Code Codes are defined in the Medicare Carrier Manual.

Part B DMEs Claim Piace of Service Indicates the place where the indicated service was provided (e.g., ambulance, schooal). Places of service
Code are defined in the Medicare Carmrier Manual,

Part B DMEs Claim Line Fram Date The date the service associated with the line item began.

Part B DMEs Claim Line Thru Date The date the service associated with the line item ended.

Part B DMEs HCPCS Code The HCPCS code representing the procedure, supply, product, and/or service provided to the beneficiary.

Part B DMEs HCPCS First Modifier The first code to modify the HCPCS procedure code assaciated with the claim-line. This provides more
Cade specific procedure identification for the line item service.

Part B DMEs HCPCS Second Modifier | The second code to modify the HCPCS procedure cade associated with the claim-line. This pravides more
Cade specific procedure identification for the line item service.

Part B DMEs HCPCS Third Modifier The third code to modify the HCPCS pracedure code associated with the claim-line. This provides more
Caode specific procedure identification for the line item service.

Part B DMEs HCPCS Fourth Modifier The fourth code to maodify the HCPCS procedure cade associated with the claim-line. This provides more
Cade specific procedure identification for the line item service.

Part B DMEs HCPCS Fifth Modifier The fifth code to madify the HCPCS procedure code assaociated with the claim-line. This provides more
Code specific procedure identification for the line item service.

Part B DMEs Claim Line Diagnosis The code indicating the diagnasis supporting this line item procedure/service on the non-institutional claim
Code

Part 8 DMEs Claim Line Covered The amount Medicare reimbursed the pravider for covered services assaciated with the claim-line.
Paid Amount

Part B DMEs Claim Primary Payer If a payer other than Medicare has primary respansibility far payment of the service indicated on the daim
Code line, this code indicates the primary payer.

Part B DMEs Supplier NPI Number The National Provider Identifier (NPI) assigned to the supplier of the Part B service/DMEPOS line item.

Part B DMEs Claim Carrier Payment Indicates to whom payment was made (e.g., physician, beneficiary), ar if the claim was denied.
Denial Code

Part B DMEs Claim Carrier Payment Find Carrier Payment Denial Codes here: https://www.resdac.arg/cms-data/variables/carrier-claim-
Denial Code payment-denial-code

Part B DMEs Claim Line Processing Indicates whether the service indicated on the claim line was allowed or the reason it was denied.
Indicator Code

Part B DMEs Claim Ltine Allowed The amount Medicare approved for payment to the provider.
Charges Amount
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Contract ID: H4003
Contract Name: MMM HEALTHCARE, LLC

I understand that by signing and dating this farm, I am acknowledging that I am an authorized representative of the above named organization and that I am the
contracting official associated with the user ID used to log on to the Health Plan Management System (HPMS) to sign the 2023 Medicare contracting documents. I also
acknowledge that in accordance with the HPMS Rule of Behavior, sharing user IDs is strictly prohibited.

This document has been electronically signed by:

ORLANDO GONZALEZ

Contracting Official Name

9/6/2022 10:48:11 PM

Date

MMM HEALTHCARE, LLC

Organization

350 Chardon Ave Suite 500
Tarre Chardon
San Juan, PR 009182137

Address
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CONTRACTWITH ELIGIBLE MEDICARE ADVANTAGE (MA) ORGANIZATION
PURSUANT TO SECTIONS 1851 THROUGH 1859 OF THE SOCIAL SECURITY ACT
FOR THE OPERATION OF A MEDICARE ADVANTAGE COORDINATED CARE PLAN(S)
CONTRACT (H4004)
Between
Centers for Medicare & Medicaid Services (hereinafter referred to as CMS) and
MMM HEALTHCARE, LLC
(hereinafter referred to as the MA Organization)

CMS and the MA Organization, an entity which has been determined to be an eligible Medicare Advantage Qrganization by the Administrator of the Centers for Medicare &
Medicaid Services under 42 CFR §422.503, agree to the following for the purposes of §§ 1851 through 1859 of the Social Security Act (hereinafter referred to as the Act):

(NOTE: Citations indicated in brackets are placed in the text of this contract to note the regulatory authority for certain contract provisions. All references to Part 422 are to
42 CFR Part 422.)

Article I
Term of Contract

The term of this contract shall be from the date of signature by CMS's authorized representative through December 31, 2023, after which this contract may be renewed for
successive one-year periods in accardance with 42 CFR §422.505(c) and as discussed in Paragraph A of Article VII below. [422.505]

This contract governs the respective rights and obligations of the parties as of the effective date set forth above, and supersedes any prior agreements between the MA
QOrganization and CMS as of such date. MA organizations offering Part D benefits also must execute an Addendum to the Medicare Managed Care Contract Pursuant to 8§
1860D-1 through 1860D-43 of the Social Security Act for the Operation of a Voluntary Medicare Prescription Drug Plan (hereafier the "Part D Addendum"). For MA
QOrganizations offering MA-PD plans, the Part D Addendum governs the rights and obligations of the parties relating to the provision of Part D benefits, in accordance with
its terms, as of its effective date.

Article IT
Coordinated Care Plan

A. The MA Qrganization agrees to operate one or more coordinated care plans as defined in 42 CFR §422.4(a)(1)(iii)), including at least one MA-PD plan in the same
area as required under 42 CFR §422.4(c), as described in its final Plan Benefit Package (PBP) bid submission (benefit and price bid) proposal as approved by CMS and as
attested to in the Medicare Advantage Attestation of Benefit Plan and Price. The MA Organization agrees to comply with the requirements of this cantract, the regulations
at 42 CFR Part 422, §§ 1851 through 1859 of the Act, and all other applicable Federal statutes and regulations and the policies outlined in guidance, such as the Medicare
Managed Care Manual, the Medicare Communications and Marketing Guidelines, CMS Participant Guides, Health Plan Management System memos, Rate Announcement
and trainings.

B. Except as provided in paragraph (C) of this Article, this contract is deemed to incorporate any changes that are required by statute to be implemented during the term
of the contract and any regulations implementing ar interpreting such statutory provisians.

C. CMS will not implement, other than at the beginning of a calendar year, requirements under 42 CFR Part 422 that impose a new significant cost or burden on MA
organizations or plans, unless a different effective date is required by statute. [42 CFR § 422.521]

D. If the MA Organization had a contract with CMS for Contract Year 2022 under the contract ID number designated above, this document is considered a renewal of the
existing contract. While the terms of this document supersede the terms of the 2022 cantract, the parties' execution of this cantract does not extinguish or interrupt any
pending obligations or actions that may have arisen under the 2022 or prior year contracts.

E. This contract is in no way intended to supersede or modify 42 CFR, Part 422. Failure to reference a regulatory requirement in this contract does not affect the
applicability of such requirements to the MA Organization and CMS.

Article III
Functions To Be Performed By Medicare Advantage Organization

A. PROVISION OF BENEFITS

The MA Organization agrees to provide enrollees in each of its MA plans the basic benefits as required under 42 CFR §§422.100 and 422.101 and, to the extent
applicable, supplemental benefits under 42 CFR §422.102 and as established in the MA Organization’s final benefit and price bid proposal as approved by CMS and listed
in the MA Organization Plan Attestation of Benefit Plan and Price, which is attached to this contract. The MA Qrganization agrees to provide access ta such benefits as
required under subpart C in @ manner consistent with professionally recognized standards of health care and according to the access standards stated in 42 CFR
§422.112. [42 CFR § 422.504(a)(3)]

B. ENROLLMENT REQUIREMENTS

1. The MA Organization agrees to accept new enrollments, make enroliments effective, process voluntary disenroliments, and limit involuntary disenrollments, as
provided in 42 CFR Part 422, Subpart B.[42 CFR § 422.504(a)(1)]

2. The MA Organization shall comply with the provisions of 42 CFR §422.110 conceming prohibitions against discrimination in beneficiary ergrollment, other than in
enrolling eligible beneficiaries in a CMS-approved special needs plan that exclusively enrolls special needs Individuals as consistent with 42 CFR §8422.2, 422.4(a)(1)(iv)
and 422.52. [42 CFR § 422.504(a)(2)]

C. BENEFICIARY PROTECTIONS

1. The MA Organization agrees to comply with all requirements in 42 CFR Part 422, Subpart M governing coverage determinations, grievances, and appeals. [42 CFR
§ 422.504(a)(7)]

2. The MA Organization agrees to comply with the canfidentiality and enrollee record accuracy requirements in 42 CFR §422.118.{42 CFR § 422.,504(a)(13)]
3, Beneficiary Financial Protections, The MA Organization agrees to comply with the following requirements:

(3.a) Each MA Organization must adopt and maintain arrangements satisfactory to CMS to protect its enrollees from incurring liability for payment of any fees that
are the legal obligation of the MA Organization in accordance with the requirements of 42 CFR § 422.504(g)(1).

(3.b) The MA Organization must pravide for continuation of enrollee health care benefits- as required by 42 CFR § 422.504(g)(2).

(3.¢) In meeting the requirements of this paragraph, ather than the provider contract requirements specified in 42 CFR § 422.504(g)(1)(i), the MA Organization may
use—

(3.c.i) Contractual arrangements;

(3.c.ii) Insurance acceptable to CMS;

(3.c.lil) Financial reserves acceptable to CMS; or

(3.c.iv) Any other arrangement acceptable to CMS. [42 CFR § 422.504(g)(3)]
D. PROVIDER PROTECTIONS

1. The MA Organization agrees to comply with all applicable requirements for health care providers, including physicians, practitioners, providers of services (as defined
in section 1861 af the Act), and suppliers, in 42 CFR Part 422 Subpart E, including provider certification requirements, anti-discrimination requirements,provider
participation and consultation requirements, the prohibition on interference with provider advice, limits on provider indemnificatian, rules governing payments to
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providers,limits on physician incentive plans, and preclusion list requirements in 42 CFR §§422.222 and 422.224. [42 CFR § 422.504(a)(6)]
2. The MA Organization agrees to comply with the prompt payment provisions of 42 CFR § 422,520 and with instructions issued by CMS, as they apply to each type of
plan included in the contract, [42 CFR § 422.504(c)]
(2.a) The MA Organization must pay 95 percent of "clean claims" within 30 days of receipt if they are daims for covered services that are not furnished under a written
agreement between the organizatian and the provider. The term clean claim is defined in accordance with 42 CFR § 422.500.
(2.a.i) The MA Organization must pay interest an clean claims that are not paid within 30 days in accordance with 8§ 1816(c)(2) and 1842(c)(2) of the Act.
(2.a.ii) All other claims from non-cantracted providers must be paid or denied within 60 calendar days from the date of the request. [42 CFR § 422.520(a)]
3. Agreements with Federally Qualified Health Centers (FQHC)
(3.a2) The MA Organization agrees to pay an FQHC a similar amount to what it pays other providers far similar services.
(3.b) Under such a contract, the FQHC must accept this payment as payment in full, except for allowable cost sharing which it may collect.
(3.c) Financial incentives, such as payments or bonuses, and financial withholdings are not considered in determining the payments made by CMS under 42 CFR
§422.316(a). [42 CFR §422.527]
E. QUALITY IMPROVEMENT PROGRAM
1. The MA Organization agrees to operate a quality assurance and performance improvement program, including provisions for the collection, maintenance and

submission of health and perfarmance data, and have an agreement for external quality review as applicable for each type of plan included in the contract and as
required by 42 CFR Part 422 Subpart D. [42 CFR § 422.504(a)(5)],

2. The MA Organization agrees to address complaints received by CMS against the MA Organization through the CMS complaint tracking system, [422.504(a)(15)]

F. COMPLIANCE PLAN
The MA Organization agrees to implement a compliance plan in accordance with the requirements of 42 CFR §422.503(b)(4)(vi). [42 CFR § 422,503(b)(4)(vi)]

G. PROGRAM INTEGRITY

1. The MA Organization agrees to provide notice based on best knowledge, information, and belief to CMS of any integrity items related to payments from
gavernmental entities, both federal and state, for healthcare or prescription drug services. These items include any investigations, legal actions or matters subject to
arbitration brought involving the MA Organization (or the MA Organization’s firm if applicable) and its subcontractors {excluding contracted network providers), incuding
any key management or executive staff, or any major shareholders (5% or more), by a government agency (state or federal) on matters relating to payments from
governmental entities, both federal and state, for healthcare and/or prescription drug services. In providing the notice, the sponsor shall keep the government informed
of when the integrity item is initiated and when it is closed. Notice should be provided of the details concerning any resolution and monetary payments as well as any
settlement agreements ar carporate integrity agreements.

2. The MA Qrganization agrees to provide notice hased on best knowledge, information, and belief to CMS in the event the MA Organization or any of its
subcantractors is ¢criminally convicted or has a civil judgment entered against it for fraudulent activities or is sanctioned under any Federa! program involving the provision
of health care or prescription drug services.

H. MARKETING

1. The MA Organization may not distribute any marketing materials, as defined in 42 CFR §422.2260 unless it complies with the requirements of 42 CFR Part 422
Subpart V. [42 CFR Part 422 Subpart V]

2. The MA Organization must disclose the information to each enrallee electing a plan as outlined in 42 CFR §422.111. [42 CFR §§ 422.111 & 422.504(a)(4)]

3. The MA Organization must comply with all applicable statutes and regulations, including and without fimitation § 1851(h) of the Act and 42 CFR §422.111, 42 CFR
Part 422 Subpart V and 42 CFR Part 423 Subpart V Failure to comply may result in sanctions as provided in 42 CFR Part 422 Subpart O.

Article IV
CMS Payment to MA Organization

A. The MA Organizatian agrees to develop its annual benefit and price bid proposal and submit to CMS all required information on premiums, benefits, and cost sharing,
as required under 42 CFR Part 422 Subpart F. {42 CFR § 422.504(a)(10)]

B. METHODOLOGY
CMS agrees to pay the MA Organization under this contract in accordance with the pravisions of § 1853 of the Act and 42 CFR Part 422 Subpart G. [42 CFR § 422.504(a)
(91
C. ELECTRONIC HEALTH RECORDS INCENTIVE PROGRAM
The MA Organization agrees to abide by the requirements in 42 CFR §§495.200 et seq. and §1853(m) of the Act.
D. ATTESTATION OF PAYMENT DATA (Attachments A, B, and C).

As a candition for receiving a monthly payment under paragraph B of this article, and 42 CFR Part 422 Subpart G, the MA Organization agrees that its chief executive
officer (CEQ), chief financial officer (CFO), or an individual delegated with the authority to sign on behalf of one of these officers, and who reports directly ta such officer,
must request payment under the contract on the forms attached hereto as Attachment A (enrollment attestation) and Attachment B (risk adjustment data) which attest to
(based on best knowledge, information and belief, as of the date specified on the attestation form) to the accuracy, completeness, and truthfulness of the data identified on
these attachments. The Medicare Advantage Plan Attestation of Benefit Plan and Price must be signed and attached to the executed version of this contract. [42 CFR §
422.504(1)]

(NOTE: The forms included as attachments to this contract are for reference only. CMS will provide instructions for the completion and submission of the forms in
separate documents. The MA Organization should not take any action on the forms until appropriate CMS instructions become available.)

1. Attachment A requires that the CEO, CFO, or an individual delegated with the authority to sign on behalf of ane of these officers, and who reports directly to such
officer, must attest based on best knowledge, information, and belief that each enrollee for whom the MA Organization is requesting payment is validly enrolled, or was
validly enralled during the period for which payment is requested, in an MA plan offered by the MA Organization. The MA Organization shall submit completed enrollment
attestation forms to CMS, or its cantractor, on a monthly basis.

2, Attachment B requires that the CEQ, CFO, or an individual delegated with the authority to sign on behalf of one of these officers, and who reports directly to such
officer, must attest (based on best knowledge, information and belief, as of the date specified on the attestation form) that the risk adjustment data it submits to CMS under 42
CFR §422,310 are accurate, complete, and truthful. The MA Organization shall make annual attestations to this effect for risk adjustment data on Attachment B and
according to a schedule to be published by CMS. If such risk adjustment data are generated by a related entity, contractor, or subcontractor of the MA Organization, such
entity, contractor, or subcontractar must alsg attest to (based on best knowledge, information, and belief, as of the date specified on the attestation form) to the accuracy,
campleteness, and truthfulness of the data.

n Attestation of Benefit Plan and Price (an example of which is attached hereto as Attachment C) requires that the CEQ, CFO, aran

ity to sign on behalf of one of these officers, and who reports directly to such officer, must attest (based on best knowledge, information
ke attestation form) that the information and documentation comprising the bid submissicn proposal is accurate, complete, and

arm and Plan Benefit Package requirements; and that the benefits described in the CMS-approved proposed bid submission agree
ation will offer during the period covered by the proposed bid submission. This document is being sent separately to the MA
Attached to the executed version of this contract, and is incorporated herein by reference.

Article V
MA Organization Relationship with Related Entities, Contractors, and Subcontractors

2/6



A. Notwithstanding any relationship(s) that the MA Organization may have with first tier, dawnstream, or related entities, the MA Organization maintains full responsibility
for adhering to and otherwise fully complying with all terms and conditions of its contract with CMS. [42 CFR § 422.504(i)(1)]

B. The MA Organization agrees to require all first tier, downstream, and related entities to agree that—

1. HHS, the Comptrolier General, or their designees have the right to audit, evaluate, collect, and inspect any books, contracts, computer or other electronic systems,
including medical records and documentation of the first tier, downstream, and related entities related to CMS's contract with the MA Organization;

2. HHS, the Comptroller General, or their designees have the right to audit, evaluate, collect, and inspect any recerds under paragraph B (1) of this Article directly from
any first tier, downstream, or related entity;

3. For recards subject to review under paragraph B(2) of this Article, except in exceptional circumstances, CMS will provide notification to the MA Organization that a
direct request for information has been initiated; and

4, HHS, the Comptroller General, or their designees have the right to inspect, evaluate, and audit any pertinent infaormation for any particular contract period for 10
years fram the final date of the contract period or from the date of completion of any audit, whichever is later.

5. They will ensure that payments are not made to individuals and entities included on the preclusion list, defined in 42 CFR §422.2, in accordance with the provisions
in 42 CFR § 422.222 and 422.224, [42 CFR § 422.504(i)(2)]

C. The MA Organization agrees that all contracts or written arrangements into which the MA Organization enters with first tier, downstream, and related entities shall
contain the provisians required by 42 CFR § 422.504(i}(3),

D. If any of the MA Organization's activities or responsibilities under this contract with CMS is delegated ta ather parties, all contracts or written arrangements with any
related entity, contractor, subcontractor, or provider must meet the requirements of 42 CFR § 422.504(i)(4).

E. If the MA Organization delegates selection of the providers, contractors, or subcontractors to another organization, the MA Organization's contract with that organization
must state that the CMS-contracting MA Organizatian retains the right to approve, suspend, or terminate any such arrangement. [42 CFR § 422.504(i)(5)]

F. As of the date of this contract and throughout its term, the MA Organization
1. Agrees that any physician incentive plan it operates meets the requirements of 42 CFR §422.208, and
2. Has assured that all physicians and physician groups that the MA Organization's physician incentive plan places at substantial financial risk have adequate stop-
loss protection in accordance with 42 CFR §422.208(f). [42 CFR § 422.208]

Article VI
Records Requirements
A. MAINTENANCE OF RECORDS

1. The MA Organization agrees to maintain for 10 years books, records, documents, and ather evidence of accounting procedures and practices in accordance with the
requirements of 42 CFR § 422.504(d).

2. Access to facilities and records. The MA Organization agrees that the

(2.a) Department of Health and Human Services, the Comptraller General, or their designee may evaluate, audit and inspect the records and facilities of the MA
Organization in accordance with 42 CFR § 422.504(e).

(2.b)This right extends through 10 years from the final date of the contract period or completion of audit, whichever is later, except as provided in 42 CFR §
422.504(e)(4).

B. REPORTING REQUIREMENTS

1. The MA Organization agrees to comply with the reporting requirements in 42 CFR § 422.516 and the requirements in 42 CFR § 422.310 for submitting data to CMS.
[42 CFR § 422.504(a)(8)]

N

. The MA Organization agrees to submit to CMS and, as applicable, its enrollees, infarmation as described in 42 CFR § 422.504(f).
3. Electronic communication. The MA Organization must have the capacity to communicate with CMS electronically. [42 CFR § 422.504(h)]

4. The MA Organization acknowledges that CMS releases to the public the fallowing data, consistent with 42 CFR Part 422, Subpart K, and 42 CFR Part 423, Subpart
K:

(4.a) summary reconciled Part C and Part D payment data after the reconciliation of Part C and Part D payments, as provided in 42 CFR §422.504(n)(1) and 42 CFR
§423.505(0)(1);

(4.b) MA bid pricing data submitted during the annual bidding process, as described at 42 CFR §422.272;

(4.c) Part C Medical Loss Ratio data for the contract year, as described at 42 CFR §422.2490, and, for Part D plan spansors, Part D Medical Loss Ratio data for the
cantract year, as described at 42 CFR §423.2490.[42 CFR § 422.504(n)]

The MA Organization agrees that it must subject information collected pursuant to 42 CFR §422.516(a) to a yearly independent audit to dg#
validity, completeness, and comparability in accordance with specifications developed by CMS. [422.516(g)]

Article VII
Renewal of the MA Contract
A. RENEWAL OF CONTRACT
In accordance with 42 CFR §422.505, following the initial contract period, this contract is renewable annually anly if-
1. The MA Organization has not provided CMS with a notice of intention not to renew; [42 CFR § 422.506(a)]
2. CMS and the MA Organization reach agreement on the bid under 42 CFR Part 422, Subpart F; and [42 CFR § 422.505(d)]
3. CMS has not provided the MA Organization with notice af its intention not ta renew.
B. NONRENEWAL QF CONTRACT

1. In accordance with 42 CFR §422,506, the MA Qrganization may elect not to renew its contract with CMS as of the end of the term of the contract I8
provided it meets the time frames for doing so set forth in this subparagraph.

2. If the MA Organization daes not intend to renew its contract, it must notify—
(2.a) CMS, in witing, by the first Monday in June of the year in which the contract would end, pursuant to 42 CFR §422.506

(2.b) Each Medicare enrollee by mail, at least 90 calendar days before the date on which the nonrenewal is effective. This notice must include a written description of
all alternatives available for obtaining Medicare services within the service area including alternative MA plans, MA-PD plans, Medigap options, and original Medicare and
prescription drug plans and must receive CMS approval prior to issuance.

2ny reason,

3. If the MA Organization submits a request to end the term of its contract after the deadline in 42 CFR §422.506, CMS and the MA Organization may mutually consent
to terminate the contract pursuant to 42 CFR §422.508 when a nonrenewal notice is submitted after the applicable annual non-renewal notice deadline if—

(3.a) The contract termination does not negatively affect the administration of the Medicare program; and

(3.b) The MA Qrganization notifies its Medicare enrollees of any changes that CMS determines are apprapriate for notification within the timeframes specified by
CMS; and

(3.¢) Included as a provision of the termination agreement is language prohibiting the MA organization from applying for new contracts or service area expansions
for a period of 2 years, absent circumstances warranting special consideration. This prohibition may apply regardless of the product type, contract type or service area of
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the previous contract.

4, If the MA Organization does not renew a contract under this subparagraph, CMS may deny an application for a new contract or a serviggssTe jon from the
Organization or with any organization whose covered persons, as defined at 42 CFR §422.506(a)(4), also served as covered persons fq V“" '
Organization for 2 years unless there are special circumstances that warrant special consideration, as determined by CMS, This prohil s
product type, contract type, or service area of the previous contract.[42 CFR §§ 422.506(a)(4) & 422.508(c) and (d)]

Article VIII
Modification or Termination of the Contract

A. MODIFICATION OR TERMINATION OF CONTRACT BY MUTUAL CONSENT
1. This contract may be madified or terminated at any time by written mutual consent.
(1.2) If the contract is modified by written mutual consent, the MA Organization must natify its Medicare enrollees of any chan
appropriate for notification within time frames specified by CMS. [42 CFR § 422.508(a){(2)1
(1.b) If the contract is terminated by written mutual consent, except as provided in subparagraph 2 of this paragraph, the MA Orga
Medicare enrollees and the general public as provided in paragraph B, subparagraph 2(b) of this Article. {42 CFR § 422.508(a)(1)]

2. If this contract is terminated by written mutual consent and replaced the day following such termination by a new MA contract, the MA Organization is not required to
provide the notice specified in paragraph B of this Article.[42 CFR § 422,508(b)]

3. As a condition of the consent to a8 mutual termination, CMS will require as a provision of the termination agreement language prohibiting the MA organization from
applying for new contracts or service area expansions for a period of 2 years, absent circumstances warranting special consideration, This prohibition may apply regardless
of the product type, contract type, or service area of the previous contract. [42 CFR § 422.508(c)]

B. TERMINATION OF THE CONTRACT BY CMS OR THE MA ORGANIZATION
1. Termination by CMS.

(1.a) CMS may at any time terminate a contract if CMS determines that the MA Organization meets any of the following: [42 CFR §422.510(a)(1)-(3)]
(1.a.i) has failed substantially to carry out the terms of its contract with CMS,
(1.a.ii) is carrying out its contract in @ manner that is inconsistent with the efficient and effective implementation of 42 CFR Part 422,
(1.a.iii) no langer substantially meets the applicable conditions of 42CFR Part 422,

(1.b) CMS may make a determination under paragraph B(1){(a)(i), (ii), or (iii) of this Article if the MA Organization has had one or more of the canditians listed in
42 CFR §422.510(a)(4) occur.

(1.¢) Notice. If CMS decides to terminate a contract , it will give notice of the termination as follows: [42 CFR §422.510(b)(1)] (1.c.i) CMS will notify the MA
Organization in writing at least 45 calendar days before the intended date of the termination.
(1.c.it) The MA Organization will notify its Medicare enrollees of the termination by mail at least 30 calendar days before the effective date of the termination.
(1.c.iti) The MA Organization will notify the general public of the termination at least 30 calendar days befare the effective date of the termination by releasing
a press statement to news media serving the affected community or county and posting the press statement prominently on the organization’s Web site.

(1.c.iv) In the event that CMS issues a termination notice to the MA Organization on or before August 1 with an effective date of the following December 31, the
MA Organization must issue notification to its Medicare enrollees at least 90 days prior to the effective date of termination.

(1.d) Expedited termination of cantract by CMS. [42 CFR §422.510(b)(2)]

(1.d.i) For terminations based on violations prescribed in 42 CFR §422.510(a)(4)(i), if the MA Organization experiences financial difficulties so severe that its
ability to make necessary health services available is impaired to the point of posing an imminent and serious risk to the health of its enroliees, or otherwise
fails to make services available to the extent that such a risk to health exists, or if CMS determines that a delay in termination would pose an imminent and
serious threat to the health of the individuals enralled with the MA QOrganizatian, CMS will notify the MA Organization in writing that its contract has been
terminated on a date specified by CMS. If a termination is effective in the middle of a month, CMS has the right to recover the prorated share of the capitation
payments made to the MA Organization covering the period of the manth following the contract termination.

(1.d.ii) CMS will notify the MA Organization's Medicare enrollees in writing of CMS's decision to terminate the MA Organization's contract. This notice will occur no
later than 30 days after CMS notifies the MA Organization of its decision to terminate this contract. CMS will simultaneously inform the Medicare enrollees of
alternative options far obtaining Medicare services, including altemative MA Organizations in a similar geographic area and original Medicare.

(1.d.iif) CMS wili notify the general public of the termination no later than 30 days after notifying the MA Organization of CMS's decision to terminate this
contract. This notice will be published in one or more newspapers of general circulation in each community or county located in the MA Organization's service
area.

.e) Corrective action plan [42 CFR §422.510(c)]

(1.e.i) General. Before providing @ notice of intent to terminate a contract for reasons other than the grounds specified in subparagraph 1(d)(i) of this

paragraph, CMS will provide the MA Organization with notice specifying the MA Organization's deficiencies and a reasonable opportunity of at least 30 calendar
days to develop and implement an approved corrective action plan to correct the deficiencies that are the basis of the proposed termination.

=

(

(1.e.ii) Exceptions. If a contract is terminated under subparagraph 1(d)(i) of this paragraph, the MA Organization will not be provided with the oppartunity to
develop and implement a corrective action plan.

(1.f) Appeal rights. If CMS decides to terminate this contract, it will send written notice to the MA Organization informing it of its termination appeal rights in
accordance with 42 CFR Part 422 Subpart N. [422,510(d)]

2. Termination by the MA Organization [42 CFR §422.512]
(2.a) Cause for termination. The MA Organization may terminate this contract if CMS fails to substantially carry out the terms of the contract.
(2.b) Natice. The MA Organization must give advance natice as follows:

(2.b.i) Ta CMS, at least 90 days before the intended date of termination. This notice must specify the reasons why the MA Organization is requesting contract
termination.

:
(2.b.1i) To its Medicare enrollees, at least 60 days before the termination effective date. This notice must inciude a written description of alternatives available for
obtaining Medicare services within the service area, incduding alternative MA and MA-PD plans, PDP plans, Medigap options, and original Medicare and must receive CMS
approval.
(2.b.iii) To the general public at least 60 days before the termination effective date by publishing a CMS-approved notice in one or more newspapers of general
circulation in each community or county located in the MA Organization's geographic area.
(2.c) Effective date of termination. The effective date of the termination will be determined by CMS and will be at least 90 days after the date CMS receives the MA
Organization's notice of intent to terminate.
(2.d) CMS's liability., CMS's liability for payment to the MA Organization ends as of the first day of the month after the last month for which the contract is in effect,
but CMS shall make payments for amounts owed prior to termination but not yet paid.
(2.e) Effect of termination by the organization. CMS may deny an application for a new contract or service area expansion from the MA Organization or with an
organization whose covered persons, as defined in 42 CFR §422.512(e)(2), also served as covered persons for the terminating MA Organization for a period of two
years from the date the Organization has terminated this contract, unless there are circumstances that warrant special cansideration, as determined by CMS. This
prohibition may apply regardless of the product type, contract type, ar service area of the previous contract. [42 CFR § 422,512]

Article IX
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Requirements of Other Laws and Regulations

A. The MA Organization agrees to comply with—

1. Federal laws and regulations designed to prevent or ameliarate fraud, waste, and abuse, induding, but not limited to, applicable provisions of Federal ciminal law,
the False Claims Act (31 USC §§3729 et seq.), and the anti-kickback statute (§ 1128B(b) of the Act): and

2. HIPAA administrative simplification rules at 45 CFR Parts 160, 162, and 164.[42 CFR § 422.504(h)]
B. Pursuant to § 13112 of the American Recovery and Reinvestment Act of 2009 (ARRA), the MA Organization agrees that as it implements, acquires, or upgrades its

health information technology systems, it shall utilize, where available, health information technology systems and products that meet standards and implementation
specifications adopted under § 3004 of the Public Health Service Act, as amended by § 13101 of the ARRA.

C. The MA Organization maintains ultimate responsibility for adhering to and otherise fully complying with all terms and conditions of its contract with CMS,
notwithstanding any relationship(s) that the MA Organization may have with related entities, contractors, or subcontractors. [42 CFR § 422,504(i)]

D. In the event that any provision of this contract conflicts with the provisions of any statute or regulation applicable to an MA Organization, the provisions of the statute
or regulation shall have full force and effect.

E. The MA Organization agrees to comply with applicable anti-discrimination laws, including Title VI of the Civil Rights Act of 1964 (and pertinent regulations at 45 CFR
Part 80), §504 of the Rehabijlitation Act of 1973 (and pertinent regulatians at 45 CFR Part 84), and the Age Discrimination Act of 1975 (and pertment regulations at 45
CFR Part 91). The MA Organizatian agrees to comply with the reqmrements relat!ng to Nondlscnmlnatlon |n Health Programs and Actmtnes s gart 92 mcludlng

Article X
Severability

Article XI
Miscellaneous

A. DEFINITIONS
Terms not otherwise defined in this contract shall have the meaning given to such terms in 42 CFR Part 422.
B. ALTERATION TO ORIGINAL CONTRACT TERMS

The MA Organization agrees that it has not altered in any way the terms of this contract presented for signature by CMS. The MA Organization agrees that any alterations
to the ariginal text the MA Organization may make to this contract shall not be binding an the parties.

C. The MA Qrganization agrees to maintain a fiscally sound operation by at least maintaining a positive net worth (total assets exceed total liabilities) as required in 42
CFR §422.504(a)(14).

D. The MA Organization agrees to maintain administrative and management capabilities sufficient for the organization to organize, implement, and control the financial,
marketing, benefit administration, and quality improvement activities related to the delivery of Part C services as required by 42 CFR §422.504(a)(16).

E. The MA Qrganization agrees to maintain a Part C summary plan rating score of at least 3 stars under the 5-star rating system specified in 42 CFR Part 422 subpart D,
as required by 42 CFR §422.504(a)(17).

F. CMS may determine that the MA Organization is out of compliance with a Part C requirement and take compliance actions as described in 42 CFR § 422.504(m) or
issue intermediate sanctions as defined in 42 CFR Part 422 Subpart 0. [42 CFR § 422,504(m}]

G. The MA Organization agrees to comply with all requirements that are specific to a particular type of MA plan offered under this contract, such as the special rules for
private fee-for-service plans in 42 CFR §§422.114 and 422.216; the rules for special needs plans in 42 CFR §§ 422.101(f), 422,107, 422.152(g) and 422.629 through
422.634; and the MSA requirements in 42 CFR §§422.56, 422,103, and 422,262

H. The MA Orga'nization agrees to comply with the requirements for access to health data and plan information in 42 CFR §§ 422.119 and 422.120. [42 CFR § 423.504(a)
(18)]

1. Business Continuity: The MA Organization agrees to develop, maintain, and implement a business continuity plan as required by 42 CFR §422.504(0).
ATTACHMENT A

ATTESTATION OF ENROLLMENT
INFORMATION RELATING TO CMS PAYMENT
TO A MEDICARE ADVANTAGE ORGANIZATION

Pursuant to the contract(s) between the Centers far Medicare & Medicaid Services (CMS) and (INSERT NAME OF MA ORGANIZATIQN), hereafter referred to as the MA
Organization, governing the operation of the following Medicare Advantage plans (INSERT PLAN IDENTIFICATION NUMBERS HERE), the MA Organizatian hereby requests
payment under the contract, and in doing so, makes the following attestation conceming CMS payments to the MA Organization. The MA Organization acknowledges that
the infarmation described below directly affects the calculation of CMS payments to the MA Organization and that misrepresentations to CMS about the accuracy of such
information may result in Federal civil action and/or criminal prosecution. This attestation shall not be considered a waiver of the MA Organization's right to seek payment
adjustments from CMS based on information or data which does not become available until after the date the MA Qrganization submits this attestation.

1. The MA Organization has reported to CMS for the month of (INDICATE MONTH AND YEAR} all new enrollments, disenroliments, and appropriate changes in enrollees’
status with respect to the above-stated MA plans. Based on best knowledge, information, and belief as of the date indicated below, alt information submitted to CMS in
this report is accurate, complete, and truthful.

2. The MA Organization has reviewed the CMS monthly membership report and reply listing for the month of (INDICATE MONTH AND YEAR) for the above-stated MA
plans and has reported to CMS any discrepancies between the report and the MA Organization's records, For those portions of the monthly membership report and the
reply listing to which the MA Qrganization raises na objectian, the MA Organizatian, through the certifying CEO/CFO, will be deemed to have attested, based on best
knowledge, information, and belief as of the date indicated below, to its accuracy, completeness, and truthfulness.

ATTACHMENT B

ATTESTATION OF RISK ADJUSTMENT DATA INFORMATION RELATING
TO CMS PAYMENT TO A MEDICARE ADVANTAGE ORGANIZATION

Pursuant to the contract(s) between the Centers for Medicare & Medicaid Services (CMS) and (INSERT NAME OF MA ORGANIZATION), hereafter referred to as the MA
Organization, governing the aperation of the following Medicare Advantage plans (INSERT PLAN IDENTIFICATION NUMBERS HERE), the MA Organization hereby requests
payment under the contract, and in doing so, makes the following attestation concerning CMS payments to the MA Organization. The MA Organization acknowledges that
the information described below directly affects the calculation of CMS payments to the MA QOrganization or additional benefit obligations af the MA Organization and that
misrepresentations to CMS about the accuracy of such information may result in Federal civil action and/or criminal prosecution,

The MA Organization has reported to CMS during the period of (INDICATE DATES) all (INDICATE TYPE - DIAGNOSIS/ENCOUNTER] risk adjustment data available to the MA
Organization with respect to the above-stated MA plans, Based on best knowledge, information, and belief as of the date indicated below, all information submitted to
CMS in this report is accurate, complete, and truthful.
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ATTACHMENT C - Medicare Advantage Plan Attestation of Benefit Plan and Price

In witness whereof, the parties hereby execute this contract.
This document has been electronically signed by:

FOR THE MA ORGANIZATION

ORLANDOC GONZALEZ

Contracting Official Name

9/6/2022 10:51:43 PM

Date

350 Chardon Avenue
MMM HEALTHCARE, LLC Suite 500, Totre Charddn

San luan, PR 009182137

Organijzation

Address

FOR THE CENTERS FOR MEDICARE & MEDICAID SERVICES

9/22/2022 10:51:39 AM

Date

Kathryn A. Caleman

Directar

Medicare Drug and Health

Plan Contract Administration Group,
Center for Medicare
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ADDENDUM TO MEDICARE MANAGED CARE CONTRACT PURSUANT TO SECTIONS 1860D-1 THROUGH 1860D-43 OF THE SOCIAL SECURITY ACT FOR THE OPERATION OF A
VOLUNTARY MEDICARE PRESCRIPTION DRUG PLAN

The Centers for Medicare & Medicaid Services {(hereinafter referred to as “CMS") and MMM HEALTHCARE, LLC, a Medicare managed care organization (hereinafter referred
to as MA-PD Sponsor) agree to amend the contract H4004 governing MA-PD Sponsaor's operation of a Part C plan described in § 1851(a)(2)(A) of the Social Security Act
(hereinafter referred to as "the Act") or 2 Medicare cost plan to include this addendum under which MA-PD Sponsar shall operate a Voluntary Medicare Prescription Drug
Plan pursuant to §§1860D-1 through 18600D-43 (with the exception of §§1860D-22(a) and 1860D-31} of the Act.

This addendum is made pursuant to Subpart L of 42 CFR Part 417 (in the case of cost plan sponsors offering a Part D benefit) and Subpart K of 42 CFR Part 422 (in the
case of an MA-PD Sponsor offering a Part C plan).

NOTE: For purposes of this addendum, unless otherwise noted, reference to an "MA-PD Sponsor” or "MA-PD Plan” is deemed to include a cost plan sponsor or a MA private
fee-for-service contractar offering a Part D benefit.

Article 1
Voluntary Medicare Prescription Drug Plan

A. MA-PD Sponsor agrees to operate one or more Medicare Voluntary Prescription Drug Plans as described in its application and related materials submitted to CMS for
Medicare approval, including but not limited to all the attestations contained therein and in compliance with the provisions of this addendum, which incorporates in its
entirety the Solicitation for Applications for Medicare Prescription Drug Plan 2023 Contracts, released on January 11, 2022 (hereinafter collectively referred to as "the
addendum"). MA-PD Sponsor also agrees to aperate in accordance with the regulations at 42 CFR Part 423 (with the exception of Subparts Q, R, and S), §§1860D-1
through 1860D-43 (with the exception of §§1860D-22(a) and 1860D-31) of the Act, and the applicable solicitation identified above, as well as all other applicable Federal
statutes, regulations, and policies (e.g., policies as described in the Medicare Prescription Drug Benefit Manual, and Medicare Marketing and Cammunications QOperations
Guide, etc.). This addendum is deemed to incorporate any changes that are required by statute to be implemented during the term of this contract and any regulations or
policies implementing or interpreting such statutory or regulatory provisions.

B. CMS agrees to perform its obligations to MA-PD Sponsor consistent with the requlations at 42 CFR Part 423 (with the exception of Subparts @, R, and S), §§1860D- 1
through 1860D-43 (with the exception of §§1860D-22(a) and 1860D-31) of the Act, and the applicable solicitation, as well as all other applicable Federal statutes,
regulations, and policies.

C. CMS agrees that it will nat implement, other than at the beginning of a calendar year, regulations under 42 CFR Part 423 that impose new, significant regulatory
requirements an MA-PD Spansar. This provisian does nat apply to new requirements mandated by statute.

D. If MA-PD Sponsor had an MA-PD Addendum with CMS for Contract Year 2022 under the contract ID number designated above, this document is considered a renewal of
the existing addendum. While the terms of this document supersede the terms of the 2022 addendum, the parties' execution of this contract does not extinguish or
interrupt any pending abligations or actians that may have arisen under the 2022 or prior year addendums.

E. This addendum is in no way intended to supersede or modify 42 CFR, Parts 417, 422 or 423. Failure to reference a requlatory requirement in this addendum daes not
affect the applicability of such requirements to MA-PD Sponsor and CMS.

Article II
Functions to be Performed by MA-PD Sponsor

A. ENROLLMENT

1. MA-PD Sponsor agrees to enroll in its MA-PD plan only Part D-eligible beneficiaries as they are defined in 42 CFR §423.30(a) and who have elected to enroll in MA-PD
Sponsar's Part C or §1876 benefit.

2. If MA-PD Sponsoris a cost plan sponsor, MA-PD Sponsor acknawledges that its §1876 plan enrollees are not required to elect enrollment in its Part D plan.

B, PRESCRIPTION DRUG BENEFIT

1. MA-PD Sponsor agrees ta provide the required prescription drug coverage as defined under 42 CFR §423.100 and, to the extent applicable, supplemental benefits as
defined in 42 CFR §423.100 and in accordance with Subpart C of 42 CFR Part 423. MA-PD Spansor alsa agrees to provide Part D benefits as described in MA-PD Spansar's
Part D bid(s) approved each year by CMS (and in the Attestation of Benefit Plan and Price, attached hereto).

2. MA-PD Sponsor agrees to calculate and collect beneficiary Part D premiums in accordance with 42 CFR §§423.286 and 423.293.

3. If MA-PD Spansor is a cost plan sponsaor, it acknowedges that its Part D benefit is offered as an optional supplemental service in accordance with 42 CFR
§417.440(b)(2)(ii).

4. MA-PD Sponsor agrees to maintain administrative and management capabilities sufficient for the organization to organize, impl e financial,
communication, benefit administration, and quality assurance activities related to the delivery of Part D services as required by 42 = ,

5. MA-PD Spansor agrees to provide applicable beneficiaries applicable discounts on applicable drugs in accordance with the reg
W,

C. DISSEMINATION OF PLAN INFORMATION
1. MA-PD Spansor agrees to provide the information required in 42 CFR §423.48.

(b) Part D Medical Loss Ratio data for the contract year, as described at 42 CFR §423.2490.
3. MA-PD Sponsor agrees to disclose information related to Part D benefits to beneficiaries in the manner and the form specified by &
§423.128 and 423 Subpart V.
D. QUALITY ASSURANCE/UTILIZATION MANAGEMENT

1. MA-PD Sponsor agrees to operate quality assurance, drug utilization management, drug management, and medication therapy management programs, and to
support electronic prescribing in accordance with Subpart D of 42 CFR Part 423,

2. MA-PD Sponsor agrees to address and resolve complaints received by CMS against the Part D sponsor through the CMS complaint tracking system as required in 42
CFR §423.505(b)(22).

3. MA-PD Sponsor agrees to maintain a Part D summary plan rating score of at least 3 stars as required by 42 CFR §423.505(b)(26).

4, MA-PD Sponsor agrees to pass an essential operations test prior to the start of the benefit year. This provision only applies to new sponsors that have not previously
entered into a Part D contract with CMS and neither it, nor another subsidiary of the applicant’s parent organization, is offering Part D benefits during the
current year. 42 CFR §423.505(b)(27).

E. APPEALS AND GRIEVANCES

MA-PD Sponsor agrees ta comply with all requirements in Subpart M of 42 CFR Part 423 governing coverage determinations, grievances and appeals, and formulary
exceptions and the applicable provisions of Subpart U, MA-PD Sponsor acknowledges that these requirements are separate and distinct from the appeals and grievances
requirements applicable to MA-PD Spansor thraugh the operation of its Part C ar cost plan benefits.

F. PAYMENT TO MA-PD SPONSOR
MA-PD Sponsor and CMS agree that payment paid for Part D services under the addendum is govemed by the rules in Subpart G of 42 CFR Part 423.
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G. BID SUBMISSION AND REVIEW

If MA-PD Sponsor intends to participate in the Part D program for the next program year, MA-PD Sponsaor agrees to submit the next year's Part D bid, including all required
information on premiums, benefits, and cost-sharing, by the applicable due date, as provided in Subpart F of 42 CFR Part 423 so that CMS and MA-PD Sponsor may
conduct negotiations regarding the terms and conditions of the proposed bid and benefit plan renewal. MA-PD Sponsar acknowedges that failure to submit a timely bid
under this section may affect the spansar's ability to offer a Part C plan, pursuant to the provisions of 42 CFR §422.4(c).

H. COORDINATION WITH OTHER PRESCRIPTION DRUG COVERAGE
1. MA-PD Sponsor agrees to comply with the coordination requirements with State Pharmacy Assistance Programs (SPAPs) and plans that provide other prescription drug
coverage as described in Subpart ] of 42 CFR Part 423.

2. MA-PD Sponsor agrees to comply with Medicare Secondary Payer procedures as stated in 42 CFR §423,462.

1. SERVICE AREA AND PHARMACY ACCESS
1. MA-PD Sponsar agrees to provide Part D benefits in the service area for which it has been appraved by CMS to offer Part C or cost plan benefits utilizing a pharmacy
network and formulary approved by CMS that meet the requirements of 42 CFR §423,120.

2. MA-PD Sponsor agrees to provide Part D benefits through out-of-network pharmacies according to 42 CFR §423,124.

3. MA-PD Sponsar agrees ta provide benefits by means of point-of-service systems to adjudicate prescription drug daims in a timely and efficient manner in compliance
with CMS standards, except when necessary to provide access in underserved areas, I/T/U pharmacies (as defined in 42 CFR §423.100), and long-term care pharmacies
(as defined in 42 CFR §423.100) according to 42 CFR §423.505(b)(17).

4. MA-PD Sponsor agrees ta contract with any pharmacy that meets MA-PD Sponsor's reasonahle and relevant standard terms and conditions according to 42 CFR
§423.505(b)(18), induding making standard cantracts available on request in accordance with the timelines specified in the regulation.

(a) If MA-PD Sponsor has demonstrated that it historically fills 98% or mare of its enrallees’ prescriptions at pharmacies owned and operated by MA-PD Sponsor (or
presents compelling circumstances that prevent the sponsor from meeting the 98% standard or demonstrates that its Part D plan design will enable the sponsor to meet
the 98% standard during the contract year), this provision does not apply to MA-PD Sponsor's plan. 42 CFR8423.120(a)(7)(i)

(b) The provisions of 42 CFR §423.120(a) concerning the retail pharmacy access standard do not apply to MA-PD Sponsor if the Sponsor has demonstrated to CMS
that it histarically fills mare than 50% of its enrollees’ prescriptions at pharmacies owned and operated by MA-PD Sponsar. MA-PD Sponsors excused from meeting the
standard are required to demonstrate retail pharmacy access that meets the requirements of 42 CFR §422,112 for a Part C contractor and 42 CFR
§417.416(e) for a cost plan contractor. 42 CFR§423.120(a)(7)(i)

J. EFFECTIVE COMPLIANCE PROGRAM/PROGRAM INTEGRITY
A-PD Sponsor agrees to adopt and implement an effective compliance program that applies to its Part D-related operations, consistent with 42 CFR

§423 504(b){4)(vi).
K. LOW-INCOME SUBSIDY
MA-PD Sponsor agrees that it will participate in the administration of subsidies for low-income subsidy eligible individuals according to Subpart P af 42 CFR Part 423.

L. BENEFICIARY FINANCIAL PROTECTIONS

MA-PD Sp(on)sor agrees to afford its enrollees protection from liability for payment of fees that are the obligation of MA-PD Sponsari
§423.505(q).

g with 42 CFR

M. RELATIONSHIP WITH FIRST TIER, DOWNSTREAM, AND RELATED ENTITIES

1. MA-PD Spansor agrees that it maintains ultimate responsibility for adhering to and otherwise fully complying with all t
§423.503(i).

2. MA-PD Sponsor shall ensure that any contracts or agreements with first tier, downstream, and related entities perfo
to the operation of the Part D benefit are in compliance with 42 CFR §423.505(i).

N. CERTIFICATION OF DATA THAT DETERMINE PAYMENT
MA-PD Sponsor must provide certifications in accordance with 42 CFR §423.505(k).

O. MA-PD SPONSOR REIMBURSEMENT TO PHARMACIES (42 CFR §§ 423.505(b)(21), 423.520)
1. If MA-PD Sponsor uses a standard for reimbursement of pharmacies based on the cost of a drug, MA-PD Sponsor will update less frequently than
once every 7 days, beginning with an initial update on January 1 of each year, to accurately reflect the market price of the drug.

2, If the source for any prescription drug pricing standard is not publicly available, MA-PD Sponsor will disclose all individual drug prices to be updated to the applicable
pharmacies in advance for their use for the reimbursement of claims.

3. MA-PD Sponsor will issue, mail, or otherwise transmit payment with respect to all claims submitted by pharmacies (other than pharmacies that dispense drugs by mail
order only, or are located in, or contract with, a long-term care facility) within 14 days of receipt of an electronically submitted claim or within 30 days of receipt of a claim
submitted otherwise.

4. MA-PD Sponsor must ensure that a pharmacy located in, or having a contract with, a long-term care facility will have not less than 30 days (but not more than 90
days) to submit claims to MA-PD Sponsor for reimbursement.

Article 111
Record Retention and Reporting Requirements
A. RECORD MAINTENANCE AND ACCESS
MA-PD Sponsar agrees to maintain records and provide access in accordance with 42 CFR 88 423,505 (b)(10) and 423.505(i)(2).
B. GENERAL REPORTING REQUIREMENTS
MA-PD Sponsor agrees to submit information to CMS according to 42 CFR §§423.505(f) and 423.514, and the applicable "Final Medicare Part D Reporting Guidance."
C. CMS LICENSE FOR USE OF PLAN FORMULARY

MA-PD Sponsor agrees to submit to CMS each plan's formulary information, including any changes to its formularies, and hereby grants to the Government, and any
person or entity who might receive the formulary fram the Government, a non-exdusive license to use all ar any portian of the formulary for any purpose related to the
administration of the Part D program, including without limitation publicly distributing, displaying, publishing or reconfiguration of the information in any medium, including
www.medicare.gov, and by any electronic, print or other means of distribution.

Article IV
HIPAA Provisions
A. MA-PD Sponsor agrees to comply with the confidentiality and enrollee record accuracy requirements specified in 42 CFR §423.136.

B. MA-PD Sponsor agrees to enter into a business assaciate agreement with the entity with which CMS has contracted to track Medicare beneficiaries’ true out-of- pocket
costs.

Article V
Addendum Term and Renewal
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A. TERM OF ADDENDUM

This addendum is effective from the date of CMS' authorized representative's signature through December 31, 2023. This addendum shall be renewable for successive
one-year periods thereafter according to 42 CFR §423.506.

B. QUALIFICATION TO RENEW ADDENDUM

1. In accordance with 42 CFR §423.507, MA-PD Sponsor will be determined qualified to renew this addendum annually only if MA-PD Sponsor has not provided CMS with
a natice of intention not to renew in accordance with Article VII of this addendum.

2. Although MA-PD Sponsor may be determined qualified to renew its addendum under this Article, if MA-PD Sponsor and CMS cannat reach agreement on the Part D bid
under Subpart F of 42 CFR Part 423 and CMS declines to accept the bid pursuant to 42 CFR § 423.265(b)(3), no renewal takes place, and, in accordance with 42 CFR §
423.502(d)(2), the failure to reach agreement is not subject to the appeals pravisions in Subpart N of 42 CFR Parts 422 or 423. (Refer to Article X for consequences of
non-renewal on the Part C cantract and the ability to enter into a Part C contract.)

Article VI
Nonrenewal of Addendum by MA-PD Sponsor

A. MA-PD Sponsor may non-renew this addendum in accordance with 42 CFR § 423.507(a).

B. If MA-PD Sponsar non-renews this addendum under this Article, CMS cannot enter into a Part D addendum with the organization or with an organization whose covered
persons, as defined in 42 CFR §423.507(a)(4), also served as cavered persans far the nonrenewing sponsor for 2 years unless there are special circumstances that warrant
special consideration, as determined by CMS.

Article VII
Modification or Termination of Addendum by Mutual Consent

This addendum may be modified or terminated at any time by written mutual consent in accordance with 42 CFR 423.508. (Refer to Article X for consequences of non-
renewal on the Part C contract and the ability to enter into a Part C contract.)

Article VIII
Termination of Addendum by CMS

CMS may terminate this addendum in accordance with 42 CFR 423.509. (Refer to Article X for consequences of non-renewal on the Part C contract and the ability to enter
into a Part C contract.)

Article IX
Termination of Addendum by MA-PD Sponsor

A. MA-PD Sponsor may terminate this addendum only in accordance with 42 CFR 423.510.

B. CMS will not enter into a Part D addendum with an MA-PD Sponsor that has terminated its addendum or with an aorganization whose covered persons, as defined in 42
CFR 8§423.508(f), also served as covered persons for the terminating sponsor within the preceding 2 years unless there are circumstances that warrant special
consideration, as determined by CMS.

C. If the addendum is terminated under section A of this Article, MA-PD Sponsor must ensure the timely transfer of any data or files. (Refer ta Article X for consequences
of non-renewal on the Part C contract and the ability to enter into a Part C contract.)

Article X
Relationship between Addendum and Part C Contract or 1876 Cost Contract

A. MA-PD Spansor acknowledges that, if it is a Medicare Part C contractor, the termination ar nonrenewal of this addendum by either party may require CMS to terminate or
non-renew the Sponsor's Part C contract in the event that such non-renewal or termination prevents MA-PD Spansor from meeting the requirements of 42 CFR §422.4(c), in
which case the Sponsor must provide the notices specified in this contract, as well as the notices specified under Subpart K of 42 CFR Part 422. MA-PD Sponsor also
acknowledges that Article IX.B. of this addendum may prevent the sponsor from entering into a Part C contract for two years following an addendum termination ar non-
renewal where such non-renewal or termination prevents MA-PD Sponsor from meeting the requirements of 42 CFR §422,4(c).

B. The termination of this addendum by either party shall not, by itself, relieve the parties from their obligations under the Part C or cost plan contracts to which this
document is an addendum.

C. In the event that MA-PD Sponsor's Part C or cost plan contract (as applicable) is terminated or nonrenewed by either party, the provisions of this addendum shall also
terminate. In such an event, MA-PD Sponsor and CMS shall provide notice to enrollees and the public as described in this contract as well as 42 CFR Part 422, Subpart K or
42 CFR Part 417, Subpart K, as applicable.

Article XI
Compliance and Enforcement Actions
A. INTERMEDIATE SANCTIONS
Consistent with Subpart O of 42 CFR Part 423, MA-PD Sponsor shall be subject ta sanctions and civil money penalties.

B. COMPLIANCE ACTIONS AND PAST PERFORMANCE

CMS may determine that the MA-PD sponsor is out of compliance with a Part D requirement and take compliance actions as described in 42
intermediate sanctions as defined in 42 CFR Part 423 Subpart 0. 42 CFR § 423.505(n).

Article XII
Severability
Severability of the addendum shall be in accordance with 42 CFR §423.504(e).

Article XII1
Miscellaneous
A. DEFINITIONS
Terms not otherwise defined in this addendum shall have the meaning given such terms at 42 CFR Part 423 or, as applicable, 42 CFR Part 42
B, ALTERATION TO ORIGINAL ADDENDUM TERMS

MA-PD Sponsor agrees that it has not altered in any way the terms of the MA-PD addendum presented for signature by CMS, MA-PD Sponsor agrees that any alterations to
the original text MA-PD Sponsor may make to this addendum shall not be binding on the parties,

C. ADDITIONAL CONTRACT TERMS
MA-PD Sponsar agrees to include in this addendum other terms and conditions in accordance with 42 CFR §423.5Q5(j).

D. Pursuant to §13112 of the American Recovery and Reinvestment Act of 2009 (ARRA), MA-PD Sponsor agrees that as it implements, acquires, or upgrades its health
information technology systems, it shall utilize, where available, health information technology systems and products that meet standards and implementation
specifications adopted under § 3004 of the Public Health Service Act, as amended by §13101 of the ARRA.

E. MA-PD sponsor agrees to maintain a fiscally sound operation by at least maintaining a positive net worth (total assets exceed total liabilities) as required in 42 CFR
§423.505(b)(23).
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F. Business Continuity: MA-PD Sponsor agrees to develop, maintain, and implement a business continuity plan as required by 42 CFR §423.505(p).

G. The MA-PD spansor agrees to comply with applicable anti-discrimination laws, including Title VI of the Civil Rights Act of 1964 (and pertinent regulations at 45 CFR Part
80), §504 of the Rehabilitation Act of 1973 (and pertinent regulations at 45 CFR Part 84), and the Age Discrimination Act of 1975 (and pertinent regulations at 45 CFR Part
91). The MA-PD sponsor agrees to comply with the requirements relating to Nondiscrimination in Health Programs and Activities in 45 CFR Part 92, including submitting
assurances that the MA-PD sponsor’s health programs and activities are operated in compliance with the nondiscrimination requirements, as required in 45 CFR §92.4.

In witness whereof, the parties hereby execute this contract. This document has been electronically signed by:

FOR THE MA ORGANIZATION

ORLANDO GONZALEZ

Contracting Official Name

9/6/2022 10:51:43 PM

Date

350 Chardén Avenue
MMM HEALTHCARE, LLC Suite 500, Torre Chardén
San Juan, PR 009182137

Organization

Address

FOR THE CENTERS FOR MEDICARE & MEDICAID SERVICES

9/22/2022 10:51:39 AM

Date

Amy Larrick Chavez-Valdez
Director

Medicare Drug Benefit

and C & D Data Group,
Center for Medicare
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Medicare Advantage Attestation of Benefit Plan
MMM HEALTHCARE, LLC
H4004
Date: 09/06/2022

I attest that I have examined the Plan Benefit Packages (PBPs) identified below and that the benefits identified in the PBPs are those that the above-stated organization
will make available to eligible beneficiaries in the approved service area during program year 2023, I further attest that we have reviewed the bid pricing tools (BPTs) with

the certifying actuary and have determined them to be consistent with the PBPs being attested to here.

1 attest that I have examined the emplayer/union-only group waiver (""800 series"") PBPs identified below and that these PBPs are those that the above-stated
arganization will make available only to eligible employer/union-sponsared group plan beneficiaries in the approved service area during program year 2023. I further
attest we have reviewed any MA bid pricing tools (BPTs) associated with these PBPs (no Part'D bids are required for 2023 "800 series" PBPs) with the certifying actuary and
have determined them to be consistent with any MA PBPs being attested to here.

I attest that our MA plan(s) are implementing Part B step therapy under the direction of its P&T committee consistent with CMS regulatory and sub-requlatory guidance.

I further attest that these benefits will be offered in accordance with all applicable Medicare program authorizing statutes and regulations and pregram guidance that CMS

has issued to date and will issue during the remainder of 2022 and 2023, including but not limited to, the 2023 Solicitations for New Contract Applicants, the Medicare
Prescription Drug Benefit Manual, the Medicare Managed Care Manual, and the CMS memoranda issued through the Health Plan Management System (HPMS).

b 4
Plan Segment 1 Plan Transaction MA Part D CMS Approval | Effective
D ID i [Veraian | BlaniNaine Type Type Premium Prensium Date Date i
048 4] 8 PMC Premier Platino {(HMO D-SNP) HMO Renewal 0.00 0.00 08/31/2022 01/01/2023
056 0 9 PMC Max (HMO-POS) HMOPOS Renewal 0.00 0.00 08/31/2022 01/01/2023
062 0 11 MMM Relax Platino (HMO D-SNP) HMO Renewal 0.00 0.00 08/31/2022 01/01/2023
063 0 9 MMM Balance (HMO-POS) HMOPOS Renewal 0.00 0.00 08/31/2022 01/01/2023
065 0 8 MMM Plenitud (HMO-POS) HMOPOS Renewal 0.00 0.00 08/31/2022 01/01/2023
817 0 3 PMC Group A Calendar (HMO-POS) | HMOPOS Renewal 0.00 32.70 08/31/2022 01/01/2023
818 0 3 PMC Group B Calendar (HMO-POS) || HMOPOS Renewal 0.00 32.70 08/31/2022 01/01/2023
819 0 3 PMC Group C Calendar (HMO-PQS) | HMOPOS Renewal 0.00 32.70 08/31/2022 01/01/2023
820 0 3 PMC Group D Calendar (HMO-PQS) HMOPOS Renewal 0.00 32.70 08/31/2022 01/01/2023
822 0 3 PMC Group A N°325‘;a"""da’ (HMO- 4 ymopos Renewal 0.00 32.70 | osssisz022 01/01/2023
823 0 3 FMC Group B Ngg'sc)a'e"da' (HMO- | yMoPos Renewal 0.00 32.70 08/31/2022 01/01/2023
824 ) 3 PMC Group C Ngg'sga'e“dar (HMO- | yMapos Renewal 0.00 32,70 08/31/2022 01/01/2023
PMC Group D Naon-Calendar {(HMO-
825 0 3 POS) HMOPOS Renewal 0.00 32.70 08/31/2022 01/01/2023
826 0 3 PMC Group E Calendar (HMO-POS) | HMOPOS Renewal 0.00 32.70 08/31/2022 01/01/2023
827 0 3 PMC Group E N°g'5(;a'e“dar (HMO- 4 Hmaras Reneval 0.00 32.70 08/31/2022 01/01/2023
828 o 3 PMC Group F Calendar (HMO-POS) | HMOPOS Renews! 0.00 32.70 08/31/2022 01/01/2023
829 0 3 PMC Group F Ngg‘sc)a'e”dar (HMO- | ymopos Renewal 0.00 32.70 08/31/2022 01/01/2023

ORLANDO GONZALEZ

Contracting Official Name

MMM HEALTHCARE, LLC

Organization

H4004

9/6/2022 10:51:43 PM

Date

350 Charddn Avenue
Suite 500, Torre Chardén
San Juan, PR 009182137

Address
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ADDENDUM TO MEDICAREMANAGED CARE CONTRACT FOR PARTICIPATION IN /L' IL_/"
THE MEDICARE ADVANTAGE VALUE-BASED INSURANCE DESIGN (VBID) MODEL

The Centers for Medicare & Medicaid Services ("CMS") and MMM HEALTHCARE, LLC, a Medicare Advantage organization{"MA Organization") agree to amend the contract
H4004, including all attachments, addenda, and amendments thereto (the "Underlying Contract"), governing MA Organization’s operation of a Part C plan described in

Section 1851(a)(2)(A) of the Social Security Act ("Act"}, and, if applicable, a Voluntary Medicare Prescription Drug Plan pursuant to Sections 186CD-1 through 1860D-43

{with the exception of Sections 1860D-22(a) and 1860D-31) of the Act to include this Addendum to pravide for MA Organization’s participation in the Medicare Advantage
Value-Based Insurance Design Model ("VBID Model" or "Model").

For purposes of this Addendum, unless otherwise noted, references to an "MA organization" or "MA plan" are deemed to incude an "MA-PD sponsor" or an "MA-PD plan"
respectively, to the extent MA Organization is offering a Part D benefit.

The VBID Model, conducted under the authority of Section 1115A of the Act, is an opportunity for CMS to test the impact on Medicare program costs and the quality of care
of services furnished by MA organizations that agree to offer a Wellness and Health Care Planning Component and at least one of the following:

i. Additional Benefits, such as reduced cost sharing for Targeted Enrollees, based on the chronic health candition and/or socioeconomic status criteria propased by MA
Organization and approved by CMS;

ii. additional rewards and incentives to enrollees, including in the Part D benefit;

iii. new and innovative technologies for Targeted Enrollees for an FDA approved medical device or new technology that has a Medicare coverage determination (either
national or local) where the MA plan seeks to cover it for an indication that differs from the Medicare caverage determination and the MA plan demonstrates the device is
medically reasonable and necessary, as well as for new technologies that do not fit into an existing benefit category; or

iv. the Medicare hospice benefit ("Hospice Benefit Component”). The Parties hereby amend the Underlying Contract as follows:

Article I
Term and MA Plan Participation

A. This Addendum becomes effective on the date it is signed by CMS ("Effective Date") and wili remain in effect through December 31, 2023, unless soaner terminated in

accordance with Articles 5 or 6 of this Addendum. This contract covers Plan Year 2023 for the VBID Model, which will start on January 1, 2023 ("Start Date"). If MA

Organizatian wishes to participate in the Model during a subsequent Plan Year, it must timely submit for CMS review a Model application for the relevant Plan Year in

addition to its annual MA bid submission.

B. MA Organization must not incdude any of its plans of the following types in its participation in the VBID Madel: Medicare-Medicaid Plans (MMPs) ar other demonstration
plans; Employer Group Waiver Plans (EGWPs) that are offered exclusively to employers, labor organizations, or the trustees of a fund established by one or mare

employers or labar organizations and that exclusively enroll members of group health plans; Medical Savings Account (MSA) Plans; Private Fee-~For-Service (PFFS) Plans;
cost plan offered under Section 1876 of the Act; or a Program of All-Inclusive Care for the Elderly (PACE).

Article II
Definitions

"Additional Benefits” means extra Medicare Advantage (MA) and Part D benefits (in addition to MA and Part D benefits required to be offered by the terms of the
Underlying Agreement) offered by MA Organization under the Madel and may be in the form of additional items and services and reductions in cost sharing. Additional
Benefits Iincludes reductions in Part D cost sharing targeted to LIS beneficiaries, which are referred to as "Part D Cost Sharing Reductions Based on SES." Additional Benefits
do not include Hospice Care benefits or other benefits provided solely pursuant to Appendix 3 by an MA organization participating in the Hospice Benefit Component.
"Approved Proposal®” means MA Organizatian’s final appraved application that reflects and is cansistent with MA Organization’s final approved bid and VBID Model benefit
package(s), including by final corresponding bid submission approved by CMS, The Approved Proposal includes all updates based on CMS guidance, and reflects all
carresponding bid submissions, allowing participation in the VBID Model in Plan Year 2023 for the VBID Components for which MA Organization is participating.

"Hospice Benefit Component" means the part of the VBID Mode! permitting MA Organization {pursuant to Article 3(F) of this Addendum) to (1) cover the Medicare Part A
hospice benefit; (2) to develop and implement a Palliative Care strategy and Transitional Concurrent Care strategy, and (3) to offer Additional Hospice Benefits.

"Model Communications and Marketing Guidelines" mean the supplemental document provided by CMS outlining the communications and marketing requirements and
any limitations on communications and marketing materials related to VBID Components far all enrollees in a VBID PBP.

"Model Monitoring Guidelines" mean the supplemental documents, provided by CMS, autlining the manitoring and reporting requirements for MA organizations
participating in the VBID Model.

"Model Technical and Operational Guidance™ means supplemental direction and instructions from CMS regarding technical and operational requirements for MA
organizations participating in the VBID Madel, including without limitation the Model Communication and Marketing Guidelines and Model Manitorin widelines.

"Part C RI Program™ means Part C Rewards and Incentives Program and means a program that offers certain rewards and incentives that ar
program.,

"Part D Cost Sharing Reductions Based on SES" means Additional Benefits that take the form of reduced cost-sharing for covered Part D
Enrollees on the basis of socioeconomic status (SES).

"Part D RI Program™ stands for Part D Rewards and Incentives Program and means a program that offers certain rewards and incentivgs th ‘tgwmtg to th
Prescription Drug Benefit. _2

"PBP™ stands for Plan Benefit Package and has the meaning set forth at 42 CFR § 422.162.
"Plan Year" has the same meaning as set forat 42 CFR § 422.2274,
"Rewards and Incentives Program™ ("RI Program"”) means a Part C RI Program, a Part D RI Program, or both.

"Targeted Enrollee" means a Medicare beneficiary who is enrolled in one of MA Organization’s VBID PBPs participating in the Madel and t :
receive interventions under one or more VBID Components, except the Hospice Benefit Component and the Wellness and Healthcare Plann [+ £ Endards
and criteria used by MA Organization to identify Targeted Enrollees may vary depending on the VBID Component, and must be identified in th sal. Certain
Additional Hospice Benefits may be limited to certain enrollees who have elected hospice and, in some cases, meet other eligibility criteria in accordance with Appendix 3.
"VBID Component” means one or mare of the following components of the VBID Model offered by MA Organization pursuant to its participation in the VBID Madel: (i)
required WHP Services; (ii) additional benefits furnished pursuant to Article 3(D) in the form of certain reduced cost-sharing obligations and certain additional items or
services, including new and innovative technalagies; (iii) the Hospice Benefit Compaonent; and an RI Pragram.

"VBID PBP" has the meaning set farth in Article 3(B)(1).

"WHP Services” stands for Wellness and Health Care Planning Services and means advance care planning services and ather services identified in the Approved Proposal
for the WHP Services VBID Component. Such services may be in addition to the activities and performance required by 42 CFR § 422.128.

A list of definitions specific to the Haspice Benefit Compaonent is included in Appendix 3 of this Addendum.

Article III
Functions to be Performed by MA Organization

A. BID AND BENEFIT PACKAGE SUBMISSION AND REVIEW

MA Organization certifies that its annual benefit and pricing propasal(s) for Parts C and D bids are consistent with the remainder of the Approved Proposal (unless
otherwise authorized in writing by CMS) and in accordance with supplemental bid instructions issued by CMS for participants in the VBID Model.

B. IMPLEMENTATION OF VBID COMPONENTS

1. MA QOrganization shall implement the VBID Components in accordance with the Approved Proposal this Addendum (including all applicable Appendices.), and all
applicable Model Technical and Operational Guidance. MA Organization may participate in the VBID Madel only with the MA PBPs that CMS has approved for participation in
the VBID Madel and which are identified in the Appraved Proposal(each, a"VBID PBP").

2. MA Organization shall comply with all applicable laws governing its operation and affering of an MA plan, except as specifically waived in writing in accordance with
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3. MA Organization shall provide a mechanism for eligible enrollees to opt out of Additional Benefits provided under the VBID Model at any time. If an enroliee opts out
of Additional Benefits provided under the VBID Model or out of any VBID Component, MA Qrganization shalf take the following actions:

Section 1115A of the Act.

a. Send a written acknawledgement to the enrollee of his or her request to opt out of the benefits provided under the VBID Model or out of the VBID Component;

b. Thereafter, provide the enrollee with coverage of benefits offered by MA Organization under the PBP without benefits, items or services provided solely under this
Addendum for the VBID Model; and

¢. Not treat the enrollee as a Targeted Enrollee for purposes of the applicable VBID Component.

If after apting out of the Additional Benefits provided under the VBID Model or out of a VBID Component, an enrollee who meets the criteria to be a Targeted Enrollee
wishes to regain eligibility for or access to the Additional Benefits provided under the VBID Maodel or a VBID Component, MA Organization must honor that request and
begin or resume providing Additional Benefits provided under the VBID Model or eligibility for or access to a VBID Companent to the enrollee prospectively, consistent with
the terms aof this Addendum for @ Targeted Enrollee.

4. MA Organization shall:

a. Implement the VBID Components in a manner that is consistent with the efficient and effective implementation of 42 CFR Parts 422 and 423 (as applicable) and
Section 1115A of the Act;

b. Continually meet the applicable MA organization eligibility conditions of the Model, unless CMS has granted MA Qrganization an exception to participate in the
Model;

c. Implement the VBID Components on the Start Date, consistent with the Approved Proposal and all applicable Model Technical and Operational Guidance;

d. Comply with the Model Monitoring Guidelines, including the timely submission of data to facilitate model monitoring;

e. Not take any action that threatens the health or safety of any enrollee; and

f. Ensure that MA Qrganization’s participation in the VBID Mode! does not result in lower quality of care or any other adverse outcomes for Targeted Enrollees.
C. WELLNESS AND HEALTH CARE PLANNING

1. MA Organization’s performance of the WHP Services described in this Article 3(C) is a candition of participating in the VBID Madel and of any program waiver provided
under the VBID Model.

2. MA Organization shall adopt and implement a plan to offer WHP Services to all enrollees in its VBID PBPs.
3. The plan to offer WHP Services to all enroliees in its VBID PBPs must include ata minimum:

a. The mechanisms to ensure that each enrollee is aware of the availability of WHP Services (e.g., descriptive language in the EOC or marketing materials regarding
the opportunity to engage in advance care planning) and the manner in which the enrollee may receive WHP Services (e.g., Annual Wellness Visit, Health Risk
Assessment, care management program, etc.); and

b. Ways that MA Qrganizatian is leveraging technology (e.g., Electronic Health Record, Electronic Medical Record, provider/patient portal) to communicate with enrollees
about WHP Services and to document and track the use of WHP Services.

such information to CMS upon request.
D. PROVISION OF ADDITIONAL BENEFITS

a. Reduced cost sharing, which may include the elimination of cost-sharing, as follows:
i. Reducedcost-sharing for high-value services, as identified by MA Organization pursuant to the Appraved Proposal.
ii. Reduced cost-sharing for high-value providers, as identified by MA Organization pursuant to the Approved Proposal.
iii. Reduced cost-sharing for covered Part D drugs.

iv. Reduced cost-sharing for new and innovative technologies or FDA-approved medical devices.

b, Additional items or services that comply with the requirements of 42 CFR Part 422 for supplemental benefits, except as those rég
under the Model, as follows:

i. Additional items or services, including new and innovative technologies or FDA-approved medical devices that meet the criteria for supplemental benefits in Part

ii. Additional non-primarily health related supplemental benefits that have a reasonable expectation of impraving or maintaining the health or overall function of the
Targeted Enrollee with regard to the chronic health condition or sociceconomic status of the Targeted Enrollee population.

2. To the extent that the Approved Proposal includes the provision of Additional Benefits, MA Organization shall provide the Additional Benefits to Targeted Enrollees
consistent with the Approved Propasal and as follows:

a. All Additional Benefits that are additional items and services must be provided as mandatory supplemental benefits in accordance with 42 CFR Part 422 and other
applicable law, subject to the waivers in Appendix 1.

b. All Additional Benefits that are reductions in cost sharing for MA basic benefits {as defined in § 422.100(c)), ar reductions in cost sharing for MA supplemental
benefits or additional items and services that are treated as mandatory supplemental benefits under the Addendum, must be provided as mandatory supplemental
benefits in accardance with 42 CFR Part 422 and other applicable law, subject to the waivers in Appendix 1.

c. All Additional Benefits that are reductions in Part D cost sharing, including Part D Cost Sharing Reductions Based on SES, must be provided as Part D supplemental
benefits in accardance with 42 CFR Part 423 and other applicable law, subject to the waivers in Appendix 1.

3. If approved by CMS in the Approved Proposal to provide Additional Benefits based on a Targeted Enrollee utilizing services from a high-value provider(s), MA
Organization must:

a. In determining the composition of a high-value provider network, adhere to the criteria and parameters for such providers in the Approved Proposal and the Value-
Based Insurance Design Model Request for Applications for CY 2023, posted anline at https://innavation.cms.gov/media/document/cy-2023-vhid-tfa, including the
following:

I. MA Organization must use anly the rationale and standards in the Approved Proposal to identify high-value providers;

ii. High-value providers may be of any Medicare provider type, including physicians and medical practices, hospitals, skilled-nursing facilities, home health agencies,
ambulatory surgical centers, and others except for pharmacies;

iii. MA Organization must ensure that high-value providers are identified in connection with the specific clinical condition(s) or other factors as used to identify
Targeted Enrollees;

iv. MA Organization must nat identify high-value providers based on cost or coding accuracy or intensity alene; and
v. High-value providers must be available and accessible to all Targeted Enrollees.

b. Not remave a provider from its roster of high-value providers during a contract year, unless the provider is terminated from the network, the provider requests
exclusion from the high-value netwark ar, with the concurrence of CMS, exdusion from the high-value network is wamranted for the best interest of enrollees;

¢. Clearly inform Targeted Enrollees which providers are considered high-value and the rationale for using high-value providers ta encourage Targeted Enrollees to use
high-value providers;

d. Notify Targeted Enrollees of the termination of a provider from its high-value provider network in accordance with the Model Communications and Marketing
Guidelines; and
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e. Notify CMS of any change to the composition of a high-value provider network in the same manner as if the change were a significant change to the provider
network under Chapter 4, Section 110.1,2 of the Medicare Managed Care Manual (see https://www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/Dawnloads/mc86c04.pdf), regardless of whether such changes are considered "significant” with respect to the network-at-large.

4, If MA Organization offers Additional Benefits to Targeted Enrollees pursuant to the Approved Proposal, MA Organization must not condition access to high-value
providers or Additional Benefits on the enroliee meeting specific health measurements (e.g., conditioning lower cost-sharing on maintaining specific blood pressure
ranges);

5. MA Organization shall identify Targeted Enrollees for Additional Benefits based on chronic health condition(s) and/or socioeconomic status as described in Article 3(D)
(6) and 3(D)(7) and using criteria and methodologies in the Approved Proposal. MA Organization shall retain all necessary data to allow CMS to replicate and verify
application of targeting criteria. CMS may reject or request changes to the criteria used to identify Targeted Enrollees if CMS determines that the rejection or change is
necessary to ensure the integrity of the VBID Model or to avoid harm to an enrollee., CMS may also reject or request changes to the criteria if it determines that the criteria
is not in the best interest of an enroliee,

6. The methodologies and criteria used by MA Organization to identify Targeted Enrollees must be in the Approved Proposal, be able to be replicated by CMS, be
applied uniformly to all enrollees who meet the definedcriteria, be evidence-based, and be expected to materially impact the health of the targeted population. The
Targeted Enrollee population may be identified based on (i) targeting by chronic health condition, as described below; (ii) targeting by sociceconomic status, as described
below; or (iii) targeting by a combination of both chronic health condition(s) and socioeconomic status.

a. Targeting by Chronic Health Condition. When eligibility of enrollees is based on chronic health condition, MA Organization shall identify Targeted Enrollees by either:

i. a broad targeting methodology, such as targeting all enrollees with a specific chronic health condition; or
ii. a tailored methodology, such as targeting enrollees with a specific level of a condition, as defined by ICD-10 codes or other data.
b. Targeting by Sociceconomic Status. When eligibility of enrollees is based on sociceconomic status, MA QOrganization shall identify Targeted Enrollees by:

i. Low-income subsidy (LIS) status by subsidy level, as defined in the Plan Communication User Guide (PCUG) for Medicare Advantage and Prescription Drug Plans
found here: https://www.cms.gov/Research-Statistics-Data-and-Systems/CMS-Information-Technology/mapdhelpdesk/Plan_Communications_User_Guide. Where a specific
subsidy level is not identified in the Approved Proposal, all LIS enrollees are Targeted Enrollees.

ii. For enrollees in a U.S. territory, dual eligibility for both Medicare and Medicaid, using CMS identification of a dual-eligibility status in MARX.

¢. Targeting Based on Additional Other Factors. Upon approval by CMS, the MA Organization may identify Targeted Enrollees using other factors that are presentin
additian to the chranic health condition(s) and/or socioeconomic status, such as by requiring an LIS enrollee to also participate in a disease management program, or
related program in order to be a Targeted Enrollee who is eligible for Additional Benefits described in Article 3(D)(1) and (D)(2).

7. MA Organization shall make reasonable efforts to identify, based on information known to MA Organization, Targeted Enrallees using the applicable criteria identified
in this Article 3(D) and MA Organization’s Approved Proposal.

8. MA Qrganization shall submit to CMS all targeting and engagement (e.g., data around outreach to Targeted Enrollees) data used to identify Targeted Enrollees in a
form and manner and by a deadline specified by CMS in Model Technical and Operational Guidance.

9. MA Organization shall not require a Targeted Enrollee to receive, opt in, or otherwise register for benefits provided under the VBID Mgefe gcribed in the
Approved Proposal and in accardance with Article 3(D)(6)(c).

E. REWARDS AND INCENTIVES PROGRAMS

MA Organization shall implement any Part C RI Program and any Part D RI Pragram consistent with the Approved Proposal and thi
changes to a RI Pragram are subject to written CMS review and approval,

F. HOSPICE BENEFIT COMPONENT

If approved by CMS ta participate in the Hospice Benefit Compaonent, MA Organization shall implement the Hospice Benefit Compa
Proposal and this Addendum, including Appendix 3. Any changes to an MA Organization’s implementation af the Hospice Benefit C
review and approval.

G, COMMUNICATIONS, MARKETING, AND DISCLOSURES

2. MA Organization shall convey information about its participation in the Model and benefits, and RI programs available for eligible Targeted Enrollees in approved
VBID Components as described in the Approved Proposal to Targeted Enrollees consistent with CMS rules permitting marketing of covered benefits and RI Programs and
the Model Communications and Marketing Guidelines.

3. If the eligibility for a VBID Companent as a Targeted Enrollee (e.g., for a particularitem or reward under the RI Program, for an Additional Benefit described in Article
3(D), or for benefits under the Hospice Benefit Component as described in Appendix 3) is not assured or cannot be determined before a Plan Year for a specific enrollee or
enrollees, MA Organization shall provide a disclaimer on all materials describing VBID Companent. Such disclaimer must clearly state that eligibility for VBID Companents
available under the VBID Model is not assured and will be determined by MA Organization after enrollment based an relevant criteria (e.g., clinical diagnoses, eligibility
criteria, participation In a disease state management program).

4. Evidence of Coverage and Plan Annual Notice of Change, MA Organization shall include in the Evidence of Coverage descriptions of all VBID Components, including
WHP, but except RI Programs, offered by the VBID PBP along with language that ensures enrollees are aware of any conditional or targeting criteria. For Plan Year 2023, if
MA Organization is new to the VBID Model, newly participating in certain VBID Components, discontinuing from the VBID Model, or discontinuing certain VBID Components,
MA Organization shall include descriptions of the VBID Camponents, including WHP but except RI Programs, that are new for 2023 or being discontinued in 2023 in the
Plan Annual Notice af Change for existing enrollees.

5. MA Organization shall submit to CMS any VBID Modei-related enrollee communication and marketing materials designated in the Model Communications and
Marketing Guidelines for review and approval, and shall not make use of such materials until they are approved by CMS.

6. In the event of a conflict between the marketing requirements in the Underlying Contract and the Model Communications and Marketing Guidelines such that MA
Organization cannot com ply with hoth, MA Qrganization must comply with the Model Communications and Marketing Guidelines.

H. NOTICE OF CHANGES TO CMS

Prior ta the beginning of and throughout the 2023 Plan Year, MA Organization shall provide to CMS written notice of its intention to make any of the following changes, and
of the method by which Targeted Enrollees will be notified of such changes, which MA organization shall not implement without obtaining prior written approval from CMS;

1. Changes to benefits, including the formulary, that are permitted under Parts 422 and 423, offered by a VBID PBP to the extent any benefits provided under the VBID
Model are impacted.

2. Any change in drcumstances which would constitute a material change to a fact or representation made in MA Organization’s Approved Proposal. This includes not
being able to implement or pravide one or mare of the benefits or RI Programs offered under the VBID Model.

3. Changes in the composition of a high-value provider network available as part of the VBID Model, as described in Article 3(D).

4. Such changes must be provided to CMS prior to the beginning of the 2023 Plan Year in accordance with process and timeline autlined in the Model Communications
and Marketing Guidelines.

I. RELEASE OF INFORMATION

1. MA Organization shall abtain prior appraval from CMS during the term of this Addendum and for six months thereafter for the publication or release of any press
release, external report or statistical/analytical material or other similar material that references MA Qrganization’s participatian in the VBID Model. External reports and
statistical/analytical material may include papers, articles, professional publications, speeches, and testimony. When reviewing these materials, CMS intends to disapprove
only those materials containing material misstatements of fact or conclusions based on improper methodology or inaccurate data, or that are inconsistent with the
implementation of the VBID Model or other applicable laws, regulations or CMS instructions. CMS will make reasonable efforts to complete its review expeditiausly. Any
material describing MA Organization’s participation in the VBID Model that is submitted to CMS for prior approval that is not disapproved in witing by CMS, or where CMS

I_rlliaéiquested additional time to review, within 30 calendar days after receipt by CMS will be deemed approved.
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2. MA Organization agrees to include the following statement on the first page of all external reports and statistical/analytical material that are subject to this Article
3(I): "The statements contained in this document are salely those of the authors and do not necessarily reflect the views or policies of CMS. The authors assume
responsibility for the accuracy and completeness of the information contained in this document.”

J. NON-DISCRIMINATION
MA QOrganization shall comply with all applicable law, including Section 1852(b)(1) of the Act, conceming discrimination against enroilees.
Article IV
Additional Record Retention and Reporting Requirements
A. RECORD MAINTENANCE AND ACCESS

MA Organization shall maintain books, records, documents, and other evidence relating to the VBID Madel for a period of 10 (ten) years from the expiration or termination
of this Addendum or from the date of completion of any Model-related monitoring, auditing, and evaluation, whichever is later. MA Organization shall provide access in
accordance with the record retention provisions of the Underlying Contract.

B. DATA REPORTING AND COOPERATION WITH MONITORING AND EVALUATION
1. MA Organization shall cooperate with CMS's efforts ta evaluate the effectiveness of each VBID Component implemented by MA Organization and shall participate in all

VBID Model manitoring, auditing, evaluation, and learning and diffusion activities, excluding the Voluntary Health Equity Incubation Pragram. MA Organization may elect to
participate in the Valuntary Health Equity Incubation Program.

2. CMS will issue Model Monitoring Guidelines, which will be designed to allow CMS to callect the necessary data to monitar the real-time impact of the Model and to
perform the requisite model evaluation. Model Monitoring Guidelines will include instructions regarding the collection and reporting of data regarding the MA Organization’s
participation in the VBID Model.

3. MA Organization shall comply with the Model Monitoring Guidelines.

4. MA Qrganization shall comply with Model Technical and Operational Guidance, including but nat limited to the reporting of Part D Prescriptian Drug Event (PDE) data
and the calculation, application, and reporting of the Low Income Cost-Sharing Subsidy (LICS) with respect to Additional Benefits as applicable, including Part D Cast
Sharing Reductions Based on SES.

Article V
Termination of Addendum or MA plan(s) Participation by CMS

A, CMS may terminate MA Organization’s participation in the VBID Model, or terminate a particular MA plan from the VBID Model at any time, with or without advance notice
if:
1. CMS terminates the VBID Model pursuant to Section 1115A(b)(3)(B) of the Act or otherwise;

2. CMS determines that MA Organization or a particular MA plan or its subcantractors and/or downstream entities (as defined at 42 CFR § 422.2):
a. Has failed to comply with any term of this Addendum or documents incarporated herein;

b. Has carried out this Addendum in a manner that is inconsistent with the efficient and effective implementation of 42 CFR Parts 417, 422 or 423 or Section 1115A of
the Act;

c. Has failed to continually meet the applicable MA Organization eligibility conditions, or does not have an exception te one or mare eligibility conditions, of the VBID
Model;

d. Has failed to implement ar fully comply with the terms of a carrective action plan or an intermediate sanction imposed by CMS;

e. Has taken an action that threatens the health or safety of a beneficiary, or MA Organization’s participation in the VBID Madel is resulting in lower quality of care ar
any other adverse outcomes for beneficiaries;

f. Has submitted false data or made false representations, warranties, or certificatians in cannection with any aspect of the VBID Model;
g. Is subject to sanctions or other enforcement or corrective actions of an accrediting organization or federal, state or local government agency;

h. Is subject to investigation or action by HHS (including HHS-OIG and CMS) or the Department of Justice due to an allegation of fraud or significant misconduct,
including being subject to the filing of a complaint, filing of a criminal charge, being subject to an indictment, being named as a defendant in a False Claims Act qui tam
matter in which the gavernment has intervened or similar action;

i. Assigns or purports to assign any of the rights or obligations under this Contract and Addendum voluntarily or involuntarily, whether by merger, cansolidation,
dissolution, operation of law, or any other manner, without the prior written consent of CMS;

j. Experiences financial difficulties so severe that its ability to make necessary health services available is impaired to the peint of posing an imminent and seriaus risk
to the health of its enrollees, or otherwise fails to make services available to the extent that such a risk to health exists;

k. Has committed any act that would be cause for termination of the Underlying Contract or impaosition of any penalty or sanction thereunder, regardless of whether
such termination, penalty or sanction is actually imposed by CMS; or

I. Has engaged in prohibited discrimination against a Medicare beneficiary.

B. Prior to terminating MA Organization ora Earticular MA Plan pursuant to Section A of this Article, CMS may affard MA Organization ag
implement a corrective action plan acceptable to CMS to correct deficiencies in accardance with the procedures of 42 CFR § 422.510jf)

C. In addition to any sanction or penalty authorized under 42 CFR §§ 422,750 and 423,750, CMS may rescind or make inapplicable fne
waivers provided to MA Organization, or limit the benefits offered under the VBID Model that may be offered by MA QOrganization f CM§
identified in Paragraph A(2) of this Article has occurred.

rospectlve basis ofg jore

Nthat an §

Article VI
Termination and Surviving Obligations

MA Organization must comply with the Model Commumcatlons and Marketing Guidelines to notify Targeted Enrollees of the change to benefit Ective January 1 of
the upcoming Plan Year. MA Organization shall submit to CMS the notification to enroliees for changing VBID Components in accardance with the Model Communications
and Marketing Guidelines.

C. MA Organization shall ensure the timely transfer of any data or files to CMS necessary for evaluation, transition or close-out of MA Organization’s model-related
activities, and shall comply with all other CMS-specified close-out procedures and related Model Technical and Operational Guidance.

D. Upon any termination of this Addendum (other than pursuant to Article 5), MA Organization shall continue to provide coverage for items and services other than benefits
that were offered under the VBID Model consistent with applicable law and the Underlying Contract as if this Addendum had never been executed. CMS may require MA
Organization to make appropriate adjustment to its bid submission for a contract year to account for the absence of benefits that were offered under the VBID Model.

E. Termination of this Addendum by either party shall not affect the rights and obligatians of the parties accrued priar to the effective date af the termination or expiration
of this Addendum. The rights and duties set forth in this Article, Article 4, and Article 11 shall survive the termination or expiration of this Addendum. The termination of
this Addendum does nat relieve either party of any claims against it that arise under this Addendum before the Addendum is terminated, including the remedies of Article
5(B).

Article VII
Amendment

A. This Addendum may be amended at any time by written mutual consent.

H4004
4/20



B. CMS may amend this Addendum without the consent of MA Organization for good cause or as necessary to comply with applicable federal or state law, regulatory
requirements, or accreditation standards. To the extent practicable, CMS shall provide MA Qrganization with 30 calendar days advance written notice of any such unilateral
amendment, which notice shall specify the amendment’s effective date. If MA Organization does not wish to be bound by the unilateral amendment, it

may terminate this Addendum by providing CMS with 30 days advance written notice.

Article VIII
Order of Precedence & Relationship to Other Agreements

A. This Addendum does not supersede or modify Sections 1851 through 1859, and Sections 1860D-1 through 1860D-43 of the Act, or 42 CFR, Parts 422 ar 423, except as
specifically waived in Appendix 1 of this Addendum.

B. This Addendum specifies additional rights and obligations of the parties with respect to the VBID Model and does not relieve the parties from, or modify any rights and
obligations with respect to, the operation of an MA coordinated care plan (and, if applicable, a Part D prescription drug plan as part of an MA-PD plan) in general or
pursuant to the Underlying Contract.

C. If MA Organization also has an agreement to participate in the Part D Seniar Savings Model (PDSS Model) and has proposed to offer rewards and incentives associated
with the Part D benefit under such aother model, the following additional requirements apply to MA Organization under this Madel.

1. MA Organization shall not conduct an RI Program in a Model PBP that conditions eligibility for a reward or incentive on the Targeted Enrollee completing the same
healthcare activity (or service) that the enrollee must complete for a reward or incentive to be available to that enrollee under this Model or the PDSS Madel. Upon
request, MA Organization shall provide documentation and data related to compliance with this requirement.

2. MA Organization shall limit the provision of rewards and incentives to each Targeted Enrollee to @ maximum annual aggregate amount of $600.00 for all rewards and
incentives under this Model and the PDSS Model and shall include the per unit value of each reward and incentive it offers to a Targeted Enrcllee under the PDSS
Model when determining whether a reward ar incentive pravided to such Targeted Enrollee would exceed the annual aggregate cap on the total value of rewards and
incentives that MA Organization can pravide to a Targeted Enrollee under this Model. Upon request, MA Qrganization shall provide documentation and data related to
compliance with these requirements.

D. In the event of any conflict among the documents or other requirements that might govern the conduct of CMS and MA QOrganization in their administration of or
participation in the VBID Model, such that MA Organization cannot comply with all documents and requirements, the order of priority to interpret the obligations of the
parties shall be as follows:

1, This Addendum including Appendices;

2. The Underying Cantract to which this Addendum is attached, and other addenda;

3. Any Model Technical and Operational Guidance issued by CMS, including but not limited to guidance on communications or data collection; and

4. MA Organization’s Approved Propasal.
E. The termination of this Addendum by either party shali not, by itself, relieve the parties from their obligations under the Underlying Contract and its other addenda, if
any.

Article IX
Attestation of Compliance
MA Organization hereby attests that:

A. The VBID Components identified in each VBID P8P in the Health Plan Management System (HPMS) are consistent with the benefits detailed in MA Organization’s
Approved Proposal

B. Each bid pricing tool (BPT) submitted for each VBID PBP has been completed in a manner consistent with the actuarial assumptions and projections contained in the
actuarial component of MA Organization’s Appraved Proposal and take into account all costs associated with MA Organization’s implementation of the Approved Proposal as
required in this Addendum.

C. MA Organization has not made changes to a VBID Model-participating PBP's benefit structure, formulary, network, or otherwise that discriminate against enrollees in the
MA plan who are not eligible for benefits under the VBID Model.

Article X
Appeals and Limitation on Review

A. There is no administrative ar judicial review under Sections 1869 or 1878 of the Act or otherwise for the fallowing:

1. The selection of MA organizations or MA plans to participate in the VBID Model, including the decision by CMS to terminate this Addendum or to direct the termination
of any plan’s participation in the VBID Model;

2. The elements, parameters, scope, and duration of the VBID Model;
3. Determinations regarding budget neutrality under Section 1115A(b)(3);
4, The termination or modification of the design and implementation of @ model under Section 1115A(b)(3){B}; or

5. Decisions about expansion of the duration and scope of a model under Section 1115A(c), including the determination that a model is not expected to meet criteria
described in paragraph (1) or (2) of such subsection.

B. MA Organization may dispute such matters for which reviewis not precluded in accordance with the procedures of 42 CFR Part 422, Subpart N or § 422.756, as
approptiate.

Article XI
Severability

transactions contemplated herein to be unreasonable.

Article XII
Miscellaneous

A. DEFINITIONS
Terms not otherwise defined in this Addendum shall have the meaning given such terms In the Underlying Contract, or 42 CFR Parts 42
B. NOTICES

All notifications required under this Addendum shall be submitted by MA Organization to CMS by electronic mail to VBID@cms.hhs.gov, and by CMS to MA Organization
by electranic mail to the person designated in the Approved Application Proposal as MA Organization’s primary point of contact, or via a Health Plan Management System
broadcast email.

C. COMPLIANCE WITH LAWS

1. MA Organization shall comply with the applicable terms of this Addendum, the Underlying Contract and all applicable statutes, regulations, and guidance, including
without limitation (a) federal criminal laws; (b) the federal False Claims Act (31 U.S.C. § 3729 et seq.); (c) the federal anti-kickback statute (42 U.S.C. § 1320a-7b(b)); (d)
the federal civil monetary penalties law (42 U.S.C. § 1320a-7a); (e) the federal physician self-referral law (42 U.S.C. § 1395nn); and (f) applicable State laws.

2. This Addendum does not provide any waivers of the fraud and abuse laws. MA Organization must comply with all applicable fraud and abuse laws, except as such laws
may be waived pursuant to Section 1115A(d)(1) of the Act specifically for the VBID Model.
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CONTRACT WITH ELIGIBLE MEDICARE ADVANTAGE (MA) ORGANIZATION
PURSUANT TO SECTIONS 1851 THROUGH 1859 OF THE SOCIAL SECURITY ACT
FOR THE OPERATION OF A MEDICARE ADVANTAGE COORDINATED CARE PLAN(S)
CONTRACT (H4003)
Between
Centers far Medicare & Medicaid Services (hereinafter referred to as CMS) and
MMM HEALTHCARE, LLC
(hereinafter referred to as the MA Organization)

CMS and the MA Organization, an entity which has been determined to be an eligible Medicare Advantage Organization by the Administratar of the Centers for Medicare &
Medicaid Services under 42 CFR §422.503, agree to the following far the purposes of §§ 1851 through 1859 of the Social Security Act (hereinafter referred to as the Act):

(NOTE: Citations indicated in brackets are placed in the text of this contract to note the regulatory autharity for certain contract provisions. All references to Part 422 are to
42 CFR Part 422.)

Article I
Term of Contract

The term of this contract shall be from the date of signature by CMS's authorized representative through December 31, 2023, after which this contract may be renewed for
successive one-year periods in accordance with 42 CFR §422.505(c) and as discussed in Paragraph A of Article VII below, [422.505]

This contract governs the respective rights and obligations of the parties as of the effective date set forth above, and supersedes any prior agreements between the MA
Organization and CMS as of such date. MA arganizations offering Part D benefits also must execute an Addendum to the Medicare Managed Care Contract Pursuant to §§
1860D-1 through 1860D-43 of the Social Security Act for the Operation of a Voluntary Medicare Prescription Drug Plan (hereafter the "Part D Addendum"). For MA
Organizations offering MA-PD plans, the Part D Addendum governs the rights and obligations of the parties relating to the provision of Part D benefits, in accordance with
its terms, as of its effective date.

Article 11
Coordinated Care Plan

A. The MA Organization agrees ta operate one or more coordinated care plans as defined in 42 CFR §422.4(a)(1)(iii)), including at least one MA-PD plan in the same
area as required under 42 CFR §422.4(c), as described in its final Plan Benefit Package (PBP) bid submission (benefit and price bid) proposal as approved by CMS and as
attested to in the Medicare Advantage Attestation of Benefit Plan and Price. The MA Organization agrees to comply with the requirements of this contract, the regulations
at 42 CFR Part 422, §§ 1851 through 1859 of the Act, and all ather applicable Federal statutes and requlations and the policies outlined in guidance, such as the Medicare
Managed Care Manual, the Medicare Communications and Marketing Guidelines, CMS Participant Guides, Health Plan Management System memos, Rate Announcement
and trainings.

B. Except as provided in paragraph (C) of this Article, this contract is deemed to incorporate any changes that are required by statute to be implemented during the term
of the contract and any regulations implementing or interpreting such statutory provisions.

C. CM5S will not implement, other than at the beginning of a calendar year, requirements under 42 CFR Part 422 that impose a new significant cost or burden on MA
organizations or plans, unless a different effective date is required by statute. [42 CFR § 422.521]

D. If the MA Organization had a cantract with CMS for Contract Year 2022 under the contract ID number designated above, this document is considered a renewal of the
existing contract. While the terms of this document supersede the terms of the 2022 contract, the parties' execution of this contract does nat extinguish or interrupt any
pending abligations or actions that may have arisen under the 2022 or prior year contracts.

E. This contract is in no way intended to supersede or modify 42 CFR, Part 422. Failure to reference a regulatory requirement in this contract does not affect the
applicability of such requirements to the MA Organization and CMS,

Article 11T
Functions To Be Performed By Medicare Advantage Organization

A. PROVISION OF BENEFITS

The MA Organization agrees to provide enrollees in each of its MA plans the basic benefits as required under 42 CFR §§422,100 and 422,101 and, to the extent
applicable, supplemental benefits under 42 CFR §422.102 and as established in the MA Organization’s final benefit and price bid proposal as approved by CMS and listed
in the MA Organization Plan Attestation of Benefit Plan and Price, which is attached to this contract. The MA QOrganization agrees to provide access to such benefits as
required under subpart C in @ manner consistent with professionally recognized standards of health care and according to the access standards stated in 42 CFR
8422.,112. [42 CFR § 422.504(a)(3)]

B. ENROLLMENT REQUIREMENTS

1. The MA Qrganization agrees to accept new enrollments, make enrallments effective, process voluntary disenrollments, and limit involuntary disenrollments, as

provided in 42 CFR Part 422, Subpart B.[42 CFR § 422.504(a)(1)]

2. The MA Organization shall comply with the provisions of 42 CFR §422.110 concerning prohibitions against discrimination in beneficiary enrollment, other than in
enrolling eligible beneficiaries in a CMS-approved special needs plan that exclusively enroils special needs individuals as consistent with 42 CFR §8§422,2, 422.4(a)(1)(iv)
and 422.52. [42 CFR § 422.504(a)(2)]

C. BENEFICIARY PROTECTIONS
1. The MA Organization agrees to comply with all requirements in 42 CFR Part 422, Subpart M governing coverage determinatians, grievances, and appeals. [42 CFR
§ 422.504(a)(7)]

2. The MA Organization agrees to com ply with the confidentiality and enrcllee record accuracy requirements in 42 CFR §422.118.[42 CFR § 422.504(a)(13)]
3. Beneficiary Financial Protections. The MA Organization agrees to comply with the following requirements:

(3.b) The MA Organization must provide for continuation of enrollee health care ben'-ﬂte i 422.504(g)(2).

(3.¢) In meeting the requirements of this paragraph, other than the pravider contragt ri FR § 422.504(g)(1)(i), the MA Organization may

use—
(3.c.i) Contractual arrangements;
(3.c.ii) Insurance acceptable to CMS;
(3.c.iii) Financial reserves acceptable to CMS; or 3
(3.c.iv) Any other arrangement acceptable to CMS. [42 CFR § 422.504(g)(3)]
D. PROVIDER PROTECTIONS

in section 1861 of the Act), and suppliers, in 42 CFR Part 422 Subpart E, including provider certification requirements, anti-discrimination requirements,provider
participation and consultation requirements, the prohibition on interference with provider advice, limits on provider indemnification, rules governing payments to
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providers,limits on physician incentive plans, and preclusion [ist requirements in 42 CFR §8422.222 and 422.224. [42 CFR § 422.504(a)(6)]
2. The MA Organization agrees to comply with the prampt payment provisions of 42 CFR § 422,520 and with instructions issued by CMS, as they apply to each type of
plan induded in the contract. [42 CFR § 422.504(c}]
(2.a2) The MA Organization must pay 95 percent of "clean claims" within 30 days of receipt if they are daims for covered services that are not furnished under a written
agreement between the organization and the provider. The term clean daim is defined in accordance with 42 CFR § 422,500,
(2.a.i) The MA Organization must pay interest on clean claims that are not paid within 30 days in accordance with §§ 1816(c)(2) and 1842(c})(2) of the Act.
(2.a.ii) All other claims from non-contracted providers must be paid or denied within 60 calendar days from the date of the request. [42 CFR § 422.520(a)]
3. Agreements with Federally Qualified Health Centers (FQHC)
(3.a) The MA Organization agrees to pay an FQHC a similar amount to what it pays other providers for similar services.
(3.b) Under such a contract, the FQHC must accept this payment as payment in full, except for allowable cost sharing which it may collect.
(3.¢) Financial incentives, such as payments or bonuses, and financial withhaldings are not considered in determining the payments made by CMS under 42 CFR
§422.316(a). [42 CFR §422.527]
E. QUALITY IMPROVEMENT PROGRAM

1. The MA Organization agrees to operate a quality assurance and performance improvement pragram, including provisions for the collection, maintenance and
submission of health and performance data, and have an agreement for external quality review as applicable for each type of plan included in the contract and as
required by 42 CFR Part 422 Subpart D. [42 CFR § 422.504(a)(5)] ,

2. The MA Organization agrees to address complaints received by CMS against the MA Organization through the CMS complaint tracking system, [422.504(a)(15)]

F. COMPLIANCE PLAN
The MA QOrganization agrees to implement a compliance plan in accordance with the requirements of 42 CFR §422.503(b)(4)(vi). [42 CFR § 422.503(b){4)(vi)]

G. PROGRAM INTEGRITY

1. The MA Qrganization agrees to provide notice based on best knowledge, information, and belief to CMS of any integrity items related to payments from
govermnmental entities, both federal and state, for healthcare or prescription drug services, These items include any investigatians, legal actions or matters subject to
arbitration brought involving the MA Organization (or the MA Organization's firm if applicable) and its subcontractors (excluding contracted network providers), including
any key management or executive staff, ar any major shareholders (5% or more), by a government agency (state or federal) on matters relating to payments from
governmental entities, both federal and state, for healthcare and/or prescription drug services. In providing the notice, the sponsor shall keep the government informed
of when the integrity item is initiated and when it is closed. Notice should be provided of the details cancerning any resalution and monetary payments as well as any
settlement agreements or corporate integrity agreements.

2. The MA Organization agrees to provide notice based an best knowledge, information, and belief to CMS in the event the MA Qrganization or any of its
subcontractors is criminally convicted or has a civil judgment entered against it for fraudulent activities or is sanctioned under any Federal program involving the provision
of health care or prescription drug services.

H. MARKETING

1. The MA Organization may not distribute any marketing materials, as defined in 42 CFR §422.2260 unless it complies with the requirements of 42 CFR Part 422
Subpart V. [42 CFR Part 422 Subpart V]

2. The MA Organization must disclose the information to each enrollee electing a plan as outlined in 42 CFR §422.111. [42 CFR §§ 422.111 & 422.504(a)(4)]

3. The MA Organization must comply with all applicable statutes and regulations, including and without limitation § 1851(h) of the Act and 42 CFR §422.111, 42 CFR
Part 422 Subpart V and 42 CFR Part 423 Suhpart V Failure to comply may result in sanctions as provided in 42 CFR Part 422 Subpart O.

Article IV
CMS Payment to MA Organization

A, The MA Organization agrees to develop its annual benefit and price bid proposal and submit to CMS all required information on premiums, benefits, and cost sharing,
as required under 42 CFR Part 422 Subpart F. [42 CFR § 422.504(a)(10)]

B. METHODOLOGY
CMS agrees to pay the MA Organization under this contract in accordance with the provisions of § 1853 of the Act and 42 CFR Part 422 Subpart G. [42 CFR § 422,504(a)
(911
C. ELECTRONIC HEALTH RECORDS INCENTIVE PROGRAM
The MA Organization agrees to abide by the requirements in 42 CFR §§495.200 et seq. and §1853(m) of the Act.
D. ATTESTATION OF PAYMENT DATA (Attachments A, B, and C).

As a condition for receiving a monthly payment under paragraph B of this article, and 42 CFR Part 422 Subpart G, the MA Organization agrees that its chief executive
officer (CEO), chief financial officer (CFO), or an individual delegated with the authority to sign on behalf of one of these officers, and who reports directly to such officer,
must request payment under the contract on the forms attached hereto as Attachment A (enrollment attestation) and Attachment B (risk adjustment data) which attest to
(based on best knowledge, information and belief, as of the date specified on the attestation form) to the accuracy, completeness, and truthfulness of the data identified on
these attachments. The Medicare Advantage Plan Attestation of Benefit Plan and Price must be signed and attached to the executed version of this contract. [42CFR §
422.504(1)]1

(NOTE: The forms included as attachments to this cantract are for reference only. CMS will provide instructions for the completion and submission of the forms in
separate documents. The MA Organization should not take any action on the forms until appropriate CMS instructions become available.)

1. Attachment A requires that the CEO, CFO, ar an individual delegated with the authority to sign on behalf of one of these officers, and who reparts directly to such
officer, must attest based on best knowledge, information, and belief that each enrollee far whom the MA Organization is requesting payment is validly enrolled, or was
validly enrolled during the period for which payment is requested, in an MA plan offered by the MA Organization. The MA Organization shall submit completed enroliment
attestation forms to CMS, or its contractar, on a monthly basis.

2. Attachment B requires that the CEO, CFO, or an individual delegated with the authority to sign on behalf of one of these officers, and who repors directly to such
officer, must attest (based on best knowledge, information and belief, as of the date specified on the attestation form) that the risk adjustment data it submits to CMS under 42
CFR §422.310 are accurate, complete, and truthful. The MA Organization shall make annual attestations to this effect for risk adjustment data on Attachment B and
accarding to a schedule to be published by CMS, If such risk adjustment data are generated by a related entity, contractor, or subcontractor of the MA Organization, such
entity, contractor, or subcantractor must also attest to (based on best knowledge, information, and belief, as of the date specified on the attestation form}) ta the accuracy,
completeness, and truthfulness of the data.

3. The Megi ntage Plan Attestatian of Benefit Plan and Price (an example of which is attached hereto as Attachment C) requires that the CEO, CFO, oran
individu ; authority to sign on behalf of one of these officers, and who reports directly to such officer, must attest (based on best knowledge, information
and bg d on the attestation form) that the information and documentation comprising the bid submission propasal is accurate, camplete, and

Bid Form and Plan Benefit Package requirements; and that the benefits described in the CMS-approved proposed bid submission agree
rganization will offer during the period covered by the proposed bid submission. This document is being sent separately to the MA
nd attached to the executed version of this contract, and is incorporated herein by reference.

oaWizhtion and must be m%
Contrato Niimero
Article V

MA Organization Relationship with Related Entities, Contractors, and Subcontractors
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A. Notwithstanding any relationship(s) that the MA Organization may have with first tier, downstream, or related entities, the MA Organization maintains full responsibility
far adhering to and otherwise fully complying with all terms and conditions of its contract with CMS. [42 CFR § 422.504(i)(1)]

B. The MA Qrganization agrees to require all first tier, downstream, and related entities to agree that—

1. HHS, the Comptroller General, or their designees have the right to audit, evaluate, collect, and inspect any books, contracts, computer or other electronic systems,
including medical records and documentation of the first tier, downstream, and related entities related to CMS's contract with the MA Organization;

2. HHS, the Camptroller General, or their designees have the right to audit, evaluate, collect, and inspect any records under paragraph B (1) of this Article directly from
any first tier, downstream, or related entity;

3. For records subject to review under paragraph B(2) of this Article, except in exceptional circumstances, CMS will provide notification to the MA Organization that a
direct request for information has been initiated; and

4, HHS, the Comptroller General, or their designees have the right to inspect, evaluate, and audit any pertinent infarmation far any particular contract period for 10
years fram the final date of the contract period or from the date of completion of any audit, whichever is later,

5. They will ensure that payments are not made to individuals and entities included on the preclusion list, defined in 42 CFR §422.2, in accordance with the provisions
in 42 CFR § 422.222 and 422,224, [42 CFR § 422.504(i)(2)]

C. The MA Organization agrees that all contracts ar witten arrangements into which the MA Organization enters with first tier, downstream, and related entities shall
contain the provisions required by 42 CFR § 422,504(i)(3),

D. If any of the MA Organization's activities ar responsibilities under this contract with CMS is delegated to ather parties, all contracts or wiitten arrangements with any
related entity, contractor, subcantractor, or provider must meet the requirements of 42 CFR § 422.504(i)(4).

E. If the MA Organization delegates selection of the providers, contractors, or subcontractors to another organization, the MA Organization's contract with that organization
must state that the CMS-contracting MA Organization retains the right to approve, suspend, or terminate any such arrangement. [42 CFR § 422.504(i)(5)]

F. As of the date of this contract and throughaout its term, the MA Organization
1, Agrees that any physician incentive plan it operates meets the requirements of 42 CFR §422.208, and
2. Has assured that all physicians and physician groups that the MA Organization's physician incentive plan places at substantial financial risk have adequate stop-
loss protection in accordance with 42 CFR §422.208(f). [42 CFR § 422.208]

Article VI
Records Requirements

A. MAINTENANCE OF RECORDS

1. The MA Organization agrees to maintain for 10 years books, records, documents, and other evidence of accounting procedures and practices in accordance with the
requirements of 42 CFR § 422.504(d).

2. Access to facilities and records. The MA Organization agrees that the

(2.a) Department of Health and Human Services, the Comptroller General, or their designee may evaluate, audit and inspect the records and facilities of the MA
Organization in accardance with 42 CFR § 422.504(e).

(2.b)This right extends through 10 years from the final date of the contract period or completion of audit, whichever is later, except as provided in 42 CFR §
422.504(e){(4).

B. REPORTING REQUIREMENTS

1. The MA Organization agrees to comply with the reporting requirements in 42 CFR § 422.516 and the requirements in 42 CFR § 422,310 for submitting data to CMS.
[42 CFR § 422.504(a)(8)]

2. The MA Organization agrees to submit to CMS and, as applicable, its enrollees, information as described in 42 CFR § 422.504(f).

3. Electronic communication. The MA Qrganization must have the capacity to communicate with CMS electronically. [42 CFR § 422.504(h)]

4, The MA Organization acknowledges that CMS releases to the public the following data, consistent with 42 CFR Part 422, Subpart K, and 42 CFR Part 423, Subpart
Ki

(4.a) summary reconciled Part C and Part D payment data after the reconciliation of Part C and Part D payments, as provided in 42 CFR §422.504(n){1) and 42 CFR
§423.505{0)(1);
(4.b) MA bid pricing data submitted during the annual bidding process, as described at 42 CFR §422.272;

(4.c) Part C Medical Loss Ratio data far the contract year, as described at 42 CFR §422.2490, and, for Part D plan spansors, Part D Medical Loss Ratio data for the
contract year, as described at 42 CFR §423,2490,[42 CFR § 422.504(n)]

validity, completeness, and comparability in accordance with specifications developed by CMS. [422.516(g)]

Article VII
Renewal of the MA Contract
A. RENEWAL OF CONTRACT
In accardance with 42 CFR §422.505, following the initial contract period, this contract is renewable annually only if-
1. The MA Organization has not provided CMS with a natice of intention not to renew; [42 CFR § 422.506(a)]
2. CMS and the MA Organization reach agreement on the bid under 42 CFR Part 422, Subpart F; and [42 CFR § 422.505(d)]
3. CMS has not provided the MA Organization with notice of its intention not to renew.
B. NONRENEWAL OF CONTRACT -

provided it meets the time frames for doing so set forth in this subparagraph.
2. If the MA Organization daes nat intend to renew its contract, it must notify—
(2.a) CMS, in writing, by the first Monday in June of the year in which the contract would end, pursuant to 42 CFR §422.506

(2.b) Each Medicare enrollee by mail, at least 90 calendar days befare the date on which the nonrenewal is effective. This notice must include a written description of
all alternatives available for obtaining Medicare services within the service area induding alternative MA plans, MA-PD plans, Medigap options, and original Medicare and
prescription drug plans and must receive CMS approval prior to issuance.

3. If the MA Qrganization submits a request to end the term of its contract after the deadline in 42 CFR §422.506, CMS and the MA Organization may mutually consent
to terminate the contract pursuant to 42 CFR §422.508 when a nonrenewal notice is submitted after the applicable annual non-renewal notice deadline if—
(3.a) The contract termination does not negatively affect the administration of the Medicare program; and

(3.b) The MA Qrganization natifies its Medicare enrollees of any changes that CMS determines are apprapriate for notification within the timeframes specified by
CMS; and

(3.¢) Included as a provision of the termination agreement is language prohibiting the MA organization from applying for new contracts or service area expansions
far a period of 2 years, absent circumstances warranting special consideration. This prohibition may apply regardless of the product type, contract type or service area of

H4003
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4. If the MA Qrganization does not renew a contract under this subparagraph, CMS may deny an application for a new contract or a service area expansion from the

the previous contract.

product type, contract type, or service area of the previous contract.[42 CFR §§ 422.506(a)(4) & 422.508(c) and (d)]

Article VIII
Modification or Termination of the Contract

A. MODIFICATION OR TERMINATION OF CONTRACT BY MUTUAL CONSENT
1. This contract may be modified or terminated at any time by written mutual consent.

appropriate for notification within time frames specified by CMS. [42 CFR § 422.508(a)(2)]

(1.b) If the contract is terminated by written mutual consent, except as provided in subparagraph 2 of this paragraph, the MA Organizat

Medicare enrollees and the general public as provided in paragraph B, subparagraph 2(b) of this Article. [42 CFR § 422.508(a)(1)]

2. If this contract is terminated by written mutual consent and replaced the day following such termination by a new MA contract, the MA Organization is not required to
provide the notice specified in paragraph B of this Article,[42 CFR § 422.508(b)]

3. As a condition of the consent to @ mutual termination, CMS will require as a pravision of the termination agreement language prahibiting the MA arganizatian from
applying for new contracts ar service area expansiaons for a period of 2 years, absent circumstances warranting special consideration. This prohibition may apply regardless
of the product type, contract type, or service area of the previous contract. [42 CFR § 422.508(c)]

B, TERMINATION OF THE CONTRACT BY CMS OR THE MA ORGANIZATION
1. Termination by CMS.
(1.a) CMS may at any time terminate a contract if CMS determines that the MA Organization meets any of the following: [42 CFR §422.510(a)(1)-(3)]
(1.a.i) has failed substantially to carry out the terms of its contract with CMS.
(1.a.ii) is carrying out its contract in @ manner that is inconsistent with the efficient and effective implementation of 42 CFR Part 422.
(1.a.iii) no longer substantially meets the applicable conditions of 42CFR Part 422.
(1.b) CMS may make a determination under paragraph B(1)(a)(i), (ii), or (iii} of this Article if the MA Qrganization has had one or mare af the conditions listed in
42 CFR 8422.510(a)(4) occur.
(1.c) Notice. If CMS decides to terminate a contract , it will give natice of the termination as follows: [42 CFR §422.510(b)(1)] (1.c.i) CMS will notify the MA
Organization in writing at least 45 calendar days before the intended date of the terminatian.
(1.c.il) The MA Qrganization wilt notify its Medicare enrollees of the termination by mail at least 30 calendar days before the effective date of the termination.
(1.c.ili) The MA Organization will notify the general public of the termination at least 30 calendar days before the effective date of the termination by releasing
a press statement to news media serving the affected community or county and posting the press statement prominently on the organization’s Web site.
(1.c.iv) In the event that CMS issues a termination natice to the MA Organization on or before August 1 with an effective date of the following December 31, the
MA Organization must issue notification to its Medicare enrollees at least 90 days prior to the effective date of termination.
.d) Expedited termination of cantract by CMS. [42 CFR §422.510(b)(2)]
(1.d.i) For terminations based on violations prescribed in 42 CFR §422.510(a)(4)(i), if the MA Organization experiences financial difficulties so severe thatits
ability to make necessary health services available is impaired to the point of posing an imminent and serious risk to the health of its enrallees, or otherwise
fails to make services available ta the extent that such a risk to health exists, or if CMS determines that a delay in termination would pose an imminent and
serious threat to the health of the individuals enrolled with the MA Organization, CMS will notify the MA Organization in writing. that its contract has been

terminated on a date specified by CMS. If a termination is effective in the middle of a month, CMS has the right to recover the prorated share of the capitation
payments made to the MA Organization covering the period of the month following the contract termination.

—~
(i

(1.d.ii) CMS will notify the MA Organization's Medicare enrollees in writing of CMS's decision ta terminate the MA Organization's contract. This notice will accur no
later than 30 days after CMS notifies the MA Organization of its decision to terminate this contract. CMS will simultaneously inform the Medicare enrallees of
alternative options for obtaining Medicare services, including alternative MA Organizations in a similar geagraphic area and original Medicare.

(1.d.iii) CMS will notify the general public of the terminatian no later than 30 days after notifying the MA Organization of CMS's decisicn to terminate this
contract. This notice will be published in one or more newspapers of general circulation in each community or county focated in the MA Organization's service
area.

(1.e) Corrective action plan [42 CFR §422.510(c)]
(1.e.i) General. Befare providing a notice of intent to terminate a contract for reasons other than the grounds specified in subparagraph 1(d){i) of this
paragraph, CMS will provide the MA Organization with notice specifying the MA Organization's deficiencies and a reasonable opportunity of at least 30 calendar
days to develop and implement an approved corrective action plan to correct the deficiencies that are the basis of the proposed termination.

(1.e.ii) Exceptions. If a contract is terminated under subparagraph 1(d}(i) of this paragraph, the MA Organization will not be provided with the opportunity to
develop and implement a corrective action plan.

(1.f) Appeal rights. If CMS decides to terminate this contract, it will send written notice to the MA Organization infarming it of its termination appeal rights in
accordance with 42 CFR Part 422 Subpart N. [422.510(d)]
2. Termination by the MA Organization {42 CFR §422.512]
(2.a) Cause for termination. The MA Organization may terminate this contract if CMS fails to substantially carry out the terms of the contract.
(2.b) Notice. The MA Organization must give advance natice as follows:

(2.b.i) To CMS, at least 90 days before the intended date of termination. This notice must specify the reasons why the MA Organization is requesting cantract
termination.

(2.5.ii) To its Medicare enrollees, at least 60 days before the termination effective date. This notice must include a written description of alternatives available for
obtaining Medicare services within the service area, including alternative MA and MA-PD plans, PDP plans, Medigap options, and original Medicare and must receive CMS
approval.

(2.b.iii) To the general public at least 60 days befare the termination effective date by publishing a CMS-approved notice in ane or more newspapers of general
circulation in each community or county located in the MA Organization's geographic area.

(2.c) Effective date of termination. The effective date of the termination will be determined by CMS and will be at least 90 days after the date CMS receives the MA
Organization's notice of intent to terminate.

(2.d) CMS's liability. CMS's liability for payment to the MA Organizatian ends as of the first day of the month after the last manth for which the contract is in effect,
but CMS shall make payments for amounts owed prior to termination but not yet paid.

(2.e) Effect of termination by the organization. CMS may deny an application for a new contract or service arez expansion from the MA Qrganization or with an
arganization whose covered persons, as defined in 42 CFR §422,512(e}(2), alsa served as covered persons for the terminating MA Organization for a period of two
years fram the date the Organization has terminated this contract, unless there are circumstances that warrant special consideration, as determined by CMS, This
prohibition may apply regardless of the praduct type, cantract type, or service area of the previous contract. [42 CFR § 422.512]

Article IX
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Requirements of Other Laws and Regulations }- J \

A. The MA Organization agrees to comply with—

1. Federal laws and regulations designed to prevent or ameliorate fraud, waste, and abuse, including, but not limited to, applicable provisions of Federal criminal law,
the False Claims Act (31 USC §§3729 et seq.), and the anti-kickback statute (§ 1128B(b) of the Act): and

2. HIPAA administrative simplification rules at 45 CFR Parts 160, 162, and 164.[42 CFR § 422.504(h)]
B. Pursuant to § 13112 of the American Recovery and Reinvestment Act af 2009 (ARRA), the MA Organization agrees that as it implements, acquires, or upgrades its
health infarmation technology systems, it shall utilize, where available, health information technology systems and products that meet standards and implementation
specifications adopted under § 3004 of the Public Health Service Act, as amended by § 13101 of the ARRA.

C. The MA Organization maintains ultimate responsibility for adhering to and otherwise fully complying with all terms and conditions of its contract with CMsS,
notwithstanding any relationship(s) that the MA Organization may have with related entities, contractors, or subcontractors. [42 CFR § 422,504(i)]

D. In the event that any provision of this contract conflicts with the provisions of any statute or regulation applicable to an MA Organization, the provisions of the statute
or regulation shall have full force and effect.

E. The MA Organization agrees to camply with applicable anti-discrimination laws, including Title VI of the Civil Rights Act of 1964 (and pertinent regulations at 45 CFR
Part 80), §504 of the Rehabilitation Act of 1973 (and pertinent regulations at 45 CFR Part 84), and the Age Discrimination Act of 1975 (and pertinent regulations at 45
CFR Part 91). The MA QOrganization agrees to comply with the requirements relating to Nondiscrimination in Health Programs and Activities in 45 CFR Part 92,including
submitting assurances that the MA Organization’s health programs and activities will be operated in compliance with the nondiscrimination requiremegnts, as required in 45
CFR §92.4.

Article X
Severability

The MA Organization agrees that, upoen CMS's request, this contract will be amended to exclude any MA plan ar State-licensed enti
contract for any such excluded plan or entity will be deemed ta be in place when such a request is made. [42 CFR § 422.504(k)]

Article XI
Miscellaneous

A. DEFINITIONS
Terms not otherwise defined in this contract shall have the meaning given to such terms in 42 CFR Part 422.
B. ALTERATION TO ORIGINAL CONTRACT TERMS

The MA Organization agrees that it has not altered in any way the terms of this contract presented for signature by CMS, The MA Organization agrees that any alterations
to the original text the MA Organization may make to this contract shall not be binding on the parties.

C. The MA QOrganization agrees to maintain a fiscally sound operation by at least maintaining a positive net worth (total assets exceed total liabilities) as required in 42
CFR §422.504(a)(14).

D. The MA Organization agrees to maintain administrative and management capabilities sufficient for the organization to organize, implement, and contral the finandial,
marketing, benefit administration, and guality improvement activities related ta the delivery of Part C services as required by 42 CFR §422.504(2)(16).

E. The MA Organization agrees to maintain a Part C summary plan rating score of at least 3 stars under the 5-star rating system specified in 42 CFR Part 422 subpart D,
as required by 42 CFR §422.504(a)(17).

F. CMS may determine that the MA Organization is out of compliance with a Part C requirement and take compliance actions as described in 42 CFR § 422.504(m) or
issue intermediate sanctions as defined in 42 CFR Part 422 Subpart O, [42 CFR § 422.504(m)]

G. The MA Organization agrees to comply with all requirements that are specific to a particular type of MA plan offered under this contract, such as the special rules for
private fee-for-service plans in 42 CFR §§422,114 and 422.216; the rules for special needs plans in 42 CFR §§ 422.101(f), 422.107, 422.152(g) and 422.629 through
422.634; and the MSA requirements in 42 CFR §§422,56, 422,103, and 422,262

H. The MA Organization agrees to comply with the requirements for access to health data and plan information in 42 CFR §§ 422,119 and 422.120. [42 CFR § 423.504(a)
(18)]
I. Business CQntinuity:The MA Organization agrees to develop, maintain, and implement a business continuity plan as required by 42 CFR §422.504(0).

ATTACHMENT A

ATTESTATION OF ENROLLMENT
INFORMATION RELATING TO CMS PAYMENT
TO A MEDICARE ADVANTAGE ORGANIZATION

Pursuant to the contract(s) between the Centers for Medicare & Medicaid Services (CMS) and (INSERT NAME OF MA ORGANIZATION), hereafter referred to as the MA
Organization, gaverning the operation of the following Medicare Advantage plans (INSERT PLAN IDENTIFICATION NUMBERS HERE}, the MA Organization hereby requests
payment under the contract, and in doing so, makes the following attestation concerning CMS payments to the MA Organization. The MA Organization acknowledges that
the information described below directly affects the calculation of CMS payments ta the MA Organization and that misrepresentations to CMS about the accuracy of such
information may result in Federal civil action and/or criminal prosecution, This attestation shall not be considered a waiver of the MA Qrganization’s right to seek payment
adjustments from CMS based on information or data which does not become available until after the date the MA Qrganization submits this attestation,

1. The MA Organization has reported to CMS for the month of (INDICATE MONTH AND YEAR) all new enroliments, disenrollments, and appropriate changes in enrollees’
status with respect to the abave-stated MA plans. Based on best knowledge, information, and belief as of the date indicated below, all information submitted to CMS in
this report is accurate, complete, and truthful.

2. The MA Organization has reviewed the CMS monthly membership report and reply listing far the month of (INDICATE MONTH AND YEAR) for the above-stated MA
plans and has reported to CMS any discrepancies between the report and the MA Organization's records. For those portions of the monthly membership report and the
reply listing to which the MA Organization raises no objection, the MA Organization, through the certifying CEQO/CFO, will be deemed to have attested, based on best
knowledge, information, and belief as of the date indicated below, to its accuracy, completeness, and truthfulness.

ATTACHMENT B

ATTESTATION OF RISK ADJUSTMENT DATA INFORMATION RELATING
TO CMS PAYMENT TO A MEDICARE ADVANTAGE ORGANIZATION

Pursuant to the contract(s) between the Centers for Medicare & Medicaid Services (CMS) and (INSERT NAME OF MA ORGANIZATIONY), hereafter referred to as the MA
Organization, governing the aperation of the following Medicare Advantage plans (INSERT PLAN IDENTIFICATION NUMBERS HERE), the MA Organization hereby requests
payment under the contract, and in doing so, makes the fallowing attestation concerning CMS payments to the MA Organization, The MA Organization acknowedges that
the information described below directly affects the calculation of CMS payments to the MA Organization or additional benefit obligations of the MA Organization and that
misrepresentations to CMS about the accuracy of such information may result in Federal civil action and/or criminal prosecution.

The MA Organization has reported to CMS during the period of (INDICATE DATES) all (INDICATE TYPE - DIAGNOSIS/ENCOUNTER) risk adjustment data available to the MA
QOrganization with respect to the above-stated MA plans. Based on best knowledge, information, and belief as of the date indicated below, all information submitted to
CMS in this report is accurate, complete, and truthful.
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In witness whereof, the parties hereby execute this contract.
This document has been electronically signed hy:

FOR THE MA ORGANIZATION

ORLANDO GONZALEZ

Contracting Official Name

9/6/2022 10:48:11 PM

Date

350 Chardon Ave Suite 500
MMM HEALTHCARE, LLC Torre Chardon

San Juan, PR 009182137

Organization

Address

FOR THE CENTERS FOR MEDICARE & MEDICAID SERVICES

9/22/2022 10:51:38 AM

Date

Kathryn A. Coleman

Director

Medicare Drug and Health

Plan Contract Administration Group,
Center for Medicare
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ADDENDUM TO MEDICARE MANAGED CARE CONTRACT PURSUANT TO SECTIONS 1860D-1 THROUGH 1860D-43 OF THE SOCIAL SECURITY ACT FOR THE OPERATION OF A
VOLUNTARY MEDICARE PRESCRIPTION DRUG PLAN

The Centers for Medicare & Medicaid Services (hereinafter referred to as "CMS") and MMM HEALTHCARE, LLC, a Medicare managed care arganization (hereinafter referred
to as MA-PD Sponsor) agree to amend the contract H4003 goveming MA-PD Sponsor's operation of a Part C plan described in § 1851{a)(2)(A) of the Social Security Act
(hereinafter referred to as “"the Act") or a Medicare cost plan to include this addendum under which MA-PD Sponsor shall operate a Voluntary Medicare Prescription Drug
Plan pursuant to §§1860D-1 through 1860D-43 (with the exception of §§1860D-22(a) and 1860D-31) of the Act.

This addendum is made pursuant to Subpart L of 42 CFR Part 417 (in the case of cost plan sponsors offering a Part D benefit) and Subpart K of 42 CFR Part 422 (in the
case of an MA-PD Sponsor offering a Part C plan).

NOTE: For purposes of this addendum, unless otherwise noted, reference to an "MA-PD Sponsor” or "MA-PD Plan" is deemed to indude a cost plan sponsar or a MA private
fee-for-service contractor offering a Part D benefit.

Article I
Voluntary Medicare Prescription Drug Plan

A. MA-PD Sponsor agrees to operate one or more Medicare Voluntary Prescription Drug Plans as described in its application and related materials submitted to CMS for
Medicare appraval, including but not limited to all the attestations contained therein and in compliance with the provisions of this addendum, which incorporates in its
entirety the Solicitation for Applications for Medicare Prescription Drug Plan 2023 Contracts, released an lanuary 11, 2022 (hereinafter collectively referred to as "the
addendum™). MA-PD Sponsor also agrees to operate in accordance with the regulations at 42 CFR Part 423 (with the exception aof Subparts Q, R, and S), §§1860D-1
through 1860D-43 (with the exception of §§1860D-22(a) and 1860D-31) af the Act, and the applicable solicitation identified above, as well as all other applicable Federal
statutes, reguiations, and policies (e.g., policies as described in the Medicare Prescription Drug Benefit Manual, and Medicare Marketing and Cammunications QOperations
Guide, etc.), This addendum is deemed to incorporate any changes that are required by statute to be Implemented during the term of this contract and any regulations or
policies implementing or interpreting such statutory or regulatory provisions.

B. CMS agrees to perform its obligations to MA-PD Sponsor consistent with the regulations at 42 CFR Part 423 (with the exception of Subparts Q, R, and S), §§1860D- 1
through 1860D-43 (with the exception of §§1860D-22(a) and 1860D-31) of the Act, and the applicable solicitation, as well as all other applicable Federal statutes,
regulations, and policies.

C. CMS agrees that it will nat implement, other than at the beginning of a calendar year, regulations under 42 CFR Part 423 that impose new, significant requlatory
requirements an MA-PD Spansar. This pravision does not apply to new requirements mandated by statute.

D. If MA-PD Sponsor had an MA-PD Addendum with CMS for Contract Year 2022 under the contract ID number designated above, this document is considered a renewal of
the existing addendum, While the terms of this document supersede the terms of the 2022 addendum, the parties' execution of this contract does not extinguish or
interrupt any pending obligations or actions that may have arisen under the 2022 or prior year addendums.

E. This addendum is in no way intended to supersede or madify 42 CFR, Parts 417, 422 or 423. Failure to reference a regulatory requirementin this addendum does not
affect the applicability of such requirements to MA-PD Sponsor and CMS,

Article I
Functions to be Performed by MA-PD Sponsor

A, ENROLLMENT

1. MA-PD Sponsor agrees to enroll in its MA-PD plan only Part D-eligible beneficiaries as they are defined in 42 CFR §423.30(a) and who have elected to enroll in MA-PD
Sponsor's Part C or §1876 benefit.

2. If MA-PD Sponsor is a cost plan sponsor, MA-PD Spansor acknowledges that its §1876 plan enrollees are naot required to elect enrollment in its Part D plan.

B. PRESCRIPTION DRUG BENEFIT

1. MA-PD Sponsor agrees to provide the required prescription drug coverage as defined under 42 CFR §423.100 and, to the extent applicabie, supplemental benefits as
defined in 42 CFR §423.100 and in accordance with Subpart C of 42 CFR Part 423. MA-PD Sponsor also agrees to provide Part D benefits as described in MA-PD Spansor's
Part D bid{s) approved each year by CMS {and in the Attestation of Benefit Plan and Price, attached hereto).

2. MA-PD Sponsor agrees to calculate and collect beneficiary Part D premiums in accordance with 42 CFR §8§423,286 and 423,293,

3. If MA-PD Sponsor is a cost plan sponsor, it acknowledges that its Part D benefit is offered as an optional supplemental service in accorda
§417.440(b)(2)(i. 4

4. MA-PD Sponsor agrees to maintain administrative and management capabilities sufficient for the organization to organize, impleme
communication, benefit administration, and quality assurance activities related to the delivery of Part D services as required by 42 CFR §42

5. MA-PD Sponsor agrees to provide applicable beneficiaries applicable discounts on applicable drugs in accordance with the requiren
w.

C. DISSEMINATION OF PLAN INFORMATION
1. MA-PD Spoansor agrees to provide the information required in 42 CFR §423.48.
2. MA-PD Spansor acknowledges that CMS releases to the public the following data, consistent with 42 CFR Part 423, Subpart K:
(a) summary reconciled Part D payment data after the reconciliation of Part D payments, as provided in 42 CFR §423.505(0)(1);
(b) Part D Medical Loss Ratio data for the contract year, as described at 42 CFR §423.2490. —
3. MA-PD Sponsor agrees to disclase infarmation related to Part D benefits to beneficiaries in the manner and the form specified by CMS under 42 CFR
§423.128 and 423 Subpart V.
D. QUALITY ASSURANCE/UTILIZATION MANAGEMENT

1. MA-PD Sponsor agrees to aperate quality assurance, drug utilization management, drug management, and medication therapy management programs, and to
support electronic prescribing in accordance with Subpart D of 42 CFR Part 423.

2. MA-PD Sponsor agrees to address and resolve complaints received by CMS against the Part D sponsar through the CMS complaint tracking system as required in 42
CFR §423.505(b)(22).

3. MA-PD Sponsor agrees to maintain a Part D summary plan rating score of at least 3 stars as required by 42 CFR §423.505(b)(26).

4. MA-PD Sponsor agrees to pass an essential operations test prior to the start of the benefit year. This provision only applies ta new sponsors that have not previously
entered into a Part D contract with CMS and neither it, nor another subsidiary of the applicant’s parent organization, is offering Part D benefits during the

current year. 42 CFR §423.505(b)(27).

E. APPEALS AND GRIEVANCES

MA-PD Sponsor agrees to comply with all requirements in Subpart M of 42 CFR Part 423 governing coverage determinations, grievances and appeals, and formulary
exceptions and the applicable provisions of Subpart U. MA-PD Sponsor acknowledges that these requirements are separate and distinct from the appeals and grievances
requirements applicable to MA-PD Spansor through the operation of its Part C or cost plan benefits.

F. PAYMENT TO MA-PD SPONSOR
MA-PD Sponsor and CMS agree that payment paid for Part D services under the addendum is govemned by the rules in Subpart G of 42 CFR Part 423.
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G. BID SUBMISSION AND REVIEW

If MA-PD Sponsor intends to participate in the Part D program for the next program year, MA-PD Sponsor agrees to submit the next year's Part D bid, induding all required
information on premiums, benefits, and cost-sharing, by the applicable due date, as provided in Subpart F of 42 CFR Part 423 so that CMS and MA-PD Sponsor may
conduct negotiations regarding the terms and conditions of the proposed bid and benefit plan renewal. MA-PD Sponsor acknowledges that failure to submit a timely bid
under this section may affect the sponsar's ability to offer a Part C plan, pursuant to the provisions of 42 CFR §422.4(c).

H. COORDINATION WITH OTHER PRESCRIPTION DRUG COVERAGE
1, MA-PD Sponsor agrees to comply with the coordination requirements with State Pharmacy Assistance Programs (SPAPs) and plans that provide other prescription drug
coverage as described in Subpart J of 42 CFR Part 423.

2. MA-PD Spansor agrees to comply with Medicare Secondary Payer procedures as stated in 42 CFR §423.462.

1. SERVICE AREA AND PHARMACY ACCESS

1. MA-PD Spansor agrees to provide Part D benefits in the service area for which it has been approved by CMS to offer Part C or cost plan benefits utilizing a pharmacy
network and formulary approved by CMS that meet the requirements of 42 CFR §423.120,

2. MA-PD Spansar agrees to provide Part D benefits through out-of-network pharmacies according to 42 CFR §423.124.

3. MA-PD Sponsor agrees to provide benefits by means of point-of-service systems to adjudicate prescription drug claims in a timely and efficient manner in compliance
with CMS standards, except when necessary to provide access in underserved areas, I/T/U pharmacies (as defined in 42 CFR §423.100), and long-term care pharmacies
(as defined in 42 CFR §423.100) according to 42 CFR §423.505(b){(17).

4. MA-PD Sponsor agrees to contract with any pharmacy that meets MA-PD Sponsor's reasonable and relevant standard terms and conditions according to 42 CFR
§423.505(bh)(18), including making standard contracts available an request in accordance with the timelines specified in the regulation.

(2) If MA-PD Sponsor has demonstrated that it historically fills 98% or more of its enrollees’ prescriptions at pharmacies owned and operated by MA-PD Sponsor (or
presents compelling circumstances that prevent the sponsar from meeting the 98% standard or demanstrates that its Part D plan design will enable the sponsor to meet
the 98% standard during the contract year), this provision does not apply ta MA-PD Spansor's plan. 42 CFR§423.120(a)(7)(i)

(b) The provisions of 42 CFR §423.120(a) concerning the retail pharmacy access standard do not apply to MA-PD Sponsor if the Sponsor has demonstrated to CMS
that it historically fills more than 50% of its enrallees’ prescriptions at pharmacies owned and operated by MA-PD Spansar. MA-PD Sponsors excused from meeting the
standard are required to demonstrate retail pharmacy access that meets the requirements of 42 CFR §422.112 for a Part C contractor and 42 CFR
§417.416(e) for a cost plan contractor. 42 CFR§423.120(a)(7)(i})

J. EFFECTIVE COMPLIANCE PROGRAM/PROGRAM INTEGRITY

MA-PD Sponsar agrees to adopt and implement an effective compliance program that applies to its Part D-related operations, consistent with 42 CFR
§423.504(b)(4){vi).

K. LOW-INCOME SUBSIDY

MA-PD Sponsor agrees that it will participate in the administration of subsidies for low-income subsidy eligible individuals according to Subpart P of 42 CFR Part 423.

L. BENEFICIARY FINANCIAL PROTECTIONS

gA_‘,—gDSOSSp(onsor agrees to affard its enrollees protection from liability for payment of fees that are the obligation of MA-PD Sponsor in accordance with 42 CFR
423, g).

M. RELATIONSHIP WITH FIRST TIER, DOWNSTREAM, AND RELATED ENTITIES

1. MA-PD Sponsor agrees that it maintains ultimate responsibility for adhering to and otherwise fully complying with all terms and conditions of this addendum. 42 CFR
§423.503(i).

2. MA-PD Spansor shall ensure that any contracts or agreements with first tier, downstream, and related entities perfarming functions on MA-PD Sponsor's behalf related
to the operation of the Part D benefit are in compliance with 42 CFR §423.505(i).

N. CERTIFICATION OF DATA THAT DETERMINE PAYMENT
MA-PD Sponsor must provide certifications in accordance with 42 CFR §423,505(k).

0. MA-PD SPONSOR REIMBURSEMENT TO PHARMACIES (42 CFR §§ 423.505(b})(21), 423.520)
1. If MA-PD Sponsar uses a standard for reimbursement of pharmacies based on the cost of a drug, MA-PD Sponsor will update such standard not less frequently than
once every 7 days, beginning with an initial update on January 1 of each year, to accurately reflect the market price of the drug.

2. If the source for any prescription drug pricing standard is not publicly available, MA-PD Sponsor will disclose all individual drug prices to be updated to the applicable
pharmacies in advance for their use for the reimbursement of claims.

3, MA-PD Sponsor will issue, mail, or otherwise transmit payment with respect to all claims submitted by pharmacies (other t at Bigpense drugs by mail
order only, or are located in, or contract with, a long-term care facility) within 14 days of receipt of an electronically submitted :
submitted otherwise.

days) to submit claims to MA-PD Sponsor for reimbursement.

Article III
Record Retention and Reporting Requirements
A. RECORD MAINTENANCE AND ACCESS
MA-PD Sponsor agrees to maintain records and provide access in accordance with 42 CFR §§ 423.505 (b)(10) and 423.505(i) wo
B. GENERAL REPORTING REQUIREMENTS ’?0
MA-PD Sponsor agrees to submit information to CMS according to 42 CFR §§423.505(f) and 423.514, and the applicable "Final Medi
C. CMS LICENSE FOR USE OF PLAN FORMULARY

MA-PD Sponsor agrees to submit to CMS each plan's formulary information, including any changes to its formularies, and hereby grants to the Government, and any
persan or entity who might receive the formulary fram the Government, a non-exclusive license to use all or any portion of the formulary for any purpose related to the
administration of the Part D program, including without limitation publicly distributing, displaying, publishing or reconfiguration of the information in any medium, including
www.medicare.gov, and by any electronic, print or other means of distribution.

orting Guidance."

Article IV
HIPAA Provisions
A. MA-PD Sponsor agrees to comply with the confidentiality and enrallee recaord accuracy requirements specified in 42 CFR §423.136.

B. MA-PD Sponsor agrees to enter into a business associate agreement with the entity with which CMS has contracted to track Medicare beneficiaries' true out-of- packet
costs.

Article V
Addendum Term and Renewal
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A. TERM OF ADDENDUM

This addendum is effective from the date of CMS' autharized representative's signature through December 31, 2023. This addendum shall be renewable for successive
ane-year periods thereafter according to 42 CFR §423.506.

B. QUALIFICATION TO RENEW ADDENDUM

1. In accordance with 42 CFR §423.507, MA-PD Spansor will be determined qualified to renew this addendum annually only if MA-PD Sponsor has not provided CMS with
a natice of intention not to renew in accordance with Article VII of this addendum.

2. Although MA-PD Sponsor may be determined qualified to renew its addendum under this Article, if MA-PD Sponsor and CMS cannot reach agreement an the Part D bid
under Subpart F of 42 CFR Part 423 and CMS dedines to accept the bid pursuant to 42 CFR § 423.265(b)(3), no renewal takes place, and, in accordance with 42 CFR §
423.502(d)(2), the failure to reach agreement is not subject to the appeals provisions in Subpart N of 42 CFR Parts 422 or 423. (Refer to Article X for conseguences of
non-renewal on the Part C cantract and the ability to enter into a Part C contract.)

Article VI
Nonrenewal of Addendum by MA-PD Sponsor

A. MA-PD Spansor may nan-renew this addendum in accordance with 42 CFR § 423.507(a).

B. If MA-PD Sponsor non-renews this addendum under this Article, CMS cannat enter into a Part D addendum with the organization or with an organization whose covered
persons, as defined in 42 CFR §423.507(a)(4), also served as covered persans for the nonrenewing spansor for 2 years unless there are special circumstances that warrant
special consideration, as determined by CMS.

Article VII
Madification or Termination of Addendum by Mutuaf Consent

This addendum may be modified or terminated at any time by written mutual consent in accordance with 42 CFR 423.508. (Refer to Article X for consequences of non-
renewal on the Part C contract and the ability to enter into a Part C contract.)

Article VII1
Termination of Addendum by CMS

CMS may terminate this addendum in accordance with 42 CFR 423.509. (Refer to Articdle X for consequences of non-renewal on the Part C contract and the ability to enter
into a Part C contract.)

Article IX
Termination of Addendum by MA~-PD Sponsor

A. MA-PD Sponsor may terminate this addendum only in accordance with 42 CFR 423.510.

B. CMS will not enter into a Part D addendum with an MA-PD Sponsor that has terminated its addendum or with an organization whose covered persons, as defined in 42
CFR §423.508(f), also served as covered persans far the terminating sponsor within the preceding 2 years unless there are circumstances that warrant special
consideration, as determined by CMS.

C. If the addendum is terminated under section A of this Article, MA-PD Sponsor must ensure the timely transfer of any data or files. (Refer to Article X for consequences
of non-renewal on the Part C contract and the ability to enter into a Part C contract.)

Article X
Relationship between Addendum and Part C Contract or 1876 Cost Contract

A. MA-PD Sponsar acknawledges that, if it is a Medicare Part C contractor, the termination or nonrenewal of this addendum by either party may require CMS to terminate or
non-renew the Sponsor's Part C contract in the event that such non-renewal or termination prevents MA-PD Spansor from meeting the requirements of 42 CFR §422.4(c), in
which case the Spansor must provide the notices specified in this contract, as well as the notices specified under Subpart K of 42 CFR Part 422. MA-PD Sponsor also
acknowledges that Artide IX.B. of this addendum may prevent the sponsor from entering into a Part C contract for two years following an addendum termination or non-
renewal where such non-renewal ar termination prevents MA-PD Sponsor from meeting the requirements of 42 CFR §422.4(c).

B. The termination of this addendum by either party shall nat, by itself, relieve the parties from their obligations under the Part C or cost plan contracts to which this
document is an addendum.

C. In the event that MA-PD Sponsor's Part C or cost plan contract (as applicable) is terminated or nonrenewed by either party, the provisions of this addendum shall also
terminate. In such an event, MA-PD Sponsor and CMS shall provide notice to enrollees and the public as described in this contract as well as 42 CFR Part 422, Subpart K or
42 CFR Part 417, Subpart K, as applicable.

Article XI
Compliance and Enforcement Actions

A. INTERMEDIATE SANCTIONS
Consistent with Subpart O of 42 CFR Part 423, MA-PD Spansor shall be subject to sanctions and civil monm‘i
\

B. COMPLIANCE ACTIONS AND PAST PERFORMANCE nﬁ

CMS may determine that the MA-PD sponsor is out of compliance with a Part D requirement and take
intermediate sanctions as defined in 42 CFR Part 423 Subpart 0. 42 CFR § 423,505(n).

in 42 CFR § 423.505(n) orissue

Article XII
Severability
Severability of the addendum shall be in accordance with 42 CFR §423.504(e). % %
W T
Article XIIT @
Miscellaneous \

A. DEFINITIONS
Terms not otherwise defined in this addendum shall have the meaning given such terms at 42 CFR Part 423 or, as applicable, 42 CFR Part 422 or Part 417.
B. ALTERATION TO QRIGINAL ADDENDUM TERMS

MA-PD Sponsor agrees that it has not altered in any way the terms of the MA-PD addendum presented for signature by CMS, MA-PD Sponsor agrees that any alterations to
the original text MA-PD Spansor may make to this addendum shall not be binding on the parties.

C. ADDITIONAL CONTRACT TERMS
MA-PD Spansor agrees to include in this addendum other terms and conditions in accordance with 42 CFR §423.505(j).

D. Pursuant to §13112 of the American Recavery and Reinvestment Act of 2009 (ARRA), MA-PD Sponsor agrees that as it implements, acquires, or upgrades its health
information technology systems, it shall utilize, where available, health information technology systems and products that meet standards and implementation
specifications adopted under § 3004 of the Public Health Service Act, as amended by §13101 of the ARRA.

E. MA-PD sponsor agrees to maintain a fiscally sound operation by at least maintaining a positive net worth (total assets exceed total liabilities) as required in 42 CFR
§423.,505(b)(23).
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F. Business Continuity: MA-PD Sponsor agrees to develop, maintain, and implement a business continuity plan as required by 42 CFR §423.505(p).

G, The MA-PD spansaor agrees to comply with applicable anti-discrimination laws, including Title VI of the Civil Rights Act of 1964 (and pertinent regulations at 45 CFR Part
80), §504 of the Rehabilitation Act of 1973 (and pertinent regulations at 45 CFR Part 84), and the Age Discrimination Act of 1975 (and pertinent regulations at 45 CFR Part
91). The MA-PD sponsor agrees to comply with the requirements relating to Nandiscrimination in Health Programs and Activities in 45 CFR Part 92, including submitting
assurances that the MA-PD spansor’s health programs and activities are operated in compliance with the nondiscriminatian requirements, as required in 45 CFR §92.4.

In witness whereof, the parties hereby execute this contract. This document has been electronically signed by:

FOR THE MA ORGANIZATION

ORLANDO GONZALEZ

Contracting Official Name

9/6/2022 10:48:11 PM

Date

350 Chardon Ave Suite 500
MMM HEALTHCARE, LLC Torre Chardon

= San Juan, PR 009182137

Organization

Address

FOR THE CENTERS FOR MEDICARE & MEDICAID SERVICES

9/22/2022 10:51:38 AM

Date

Amy Larrick Chavez-Valdez
Director

Medicare Drug Benefit

and C & D Data Group,
Center for Medicare
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Medicare Advantage Attestation of Benefit Plan
MMM HEALTHCARE, LLC
H4003
Date: 09/06/2022

I attest that I have examined the Plan Benefit Packages (PBPs) identified below and that the benefits identified in the PBPs are those that the above-stated organization
will make available to eligible beneficiaries in the approved service area during program year 2023. I further attest that we have reviewed the bid pricing tools (BPTs) with
the certifying actuary and have determined them to be consistent with the PBPs being attested to here.
I attest that I have examined the employer/union-only group waiver (""800 series"") PBPs Identified below and that these PBPs are those that the above-stated
organization will make available only to eligible employer/union-sponsored group plan beneficiaries in the approved service area during program year 2023. I further
attest we have reviewed any MA bid pricing tools (BPTs) assaciated with these PBPs (no Part D bids are required for 2023 "800 series" PBPs) with the certifying actuary and
have determined them to be consistent with any MA PBPs being attested to here.
I attest that our MA plan(s) are implementing Part B step therapy under the direction of its P&T committee consistent with CMS regulatory and sub-requlatory guidance.
I further attest that these benefits will be offered in accordance with all applicable Medicare program authorizing statutes and regulations and program guidance that CMS
has issued to date and will issue during the remainder of 2022 and 2023, including but nat limited to, the 2023 Solicitations for New Contract Applicants, the Medicare
Prescription Drug Benefit Manual, the Medicare Managed Care Manual, and the CMS memoranda issued through the Health Plan Management System (HPMS).

Plan | Segment | ! Plan Transaction MA | PartD i CMSApproval | Effective
. || iipn - jVersiend BlagHenie Type Type | Premium |  Premi ; Date i Date
009 0 8 MMM Supremo (HMO C-SNP) HMO Renewal |  0.00 0.00 08/31/2022 01/01/2023 |
2 7
017 0 8 MMM Diamante Platina (HMO D-SNP) | HMO Renewal 0.00 0.00 | 08/31/2022 01/01/2023 |
019 0 9 MMM Unico (HMO-POS) HMOPOS Renewal | 15.00 0.00 ! a8/31/2022 01/01/2023 |
= i
034 0 8 MMM Elite (HMO-POS) HMOPOS Reneval 0.00 0.00 08/31/2022 01/01/2023 |
047 ) 1 s MMM Valor Platina (HMO D-SNP) HMO Renewal 0.00 0.00 | o8/31/2022° 01/01/2023
049 0 |11 MMM Grande Platina (HMO D-SNP) HMO Renewal 0.00 0.00 08/31/2022 01/01/2023
051 | 0 | 12 MMM Dinamico (HMQ-POS) HMOPOS Renewal 0.00 0.00 08/31/2022 01/01/2023
052 | o 8 MMM Integral (HMO C-SNP) HMO Renewal 0.00 0.00 08/31/2022 01/01/2023
053 0 10 MMM Vibrante (HMO C-SNP) [ HMo Renewal 0.00 0.00 08/31/2022 01/01/2023
054 0 10 MMM Encanto (HMO-POS) | HMoros Renewal 0.00 0.00 08/31/2022 01/01/2023
055 0 9 MMM Deluxe (HMO-POS) | HMopos Renewal 0.00 0.00 08/31/2022 01/01/2023
057 0 9 MMM Flexi Max (HMO-POS) HMOPOS Renewal 0.00 0.00 08/31/2022 01/01/2023
058 0 9 MMM Darado Platino (HMO D-SNP) HMO Renewal 0.00 0.00 08/31/2022 0170172023
806 0 3 MMM Group A Calendar (HMO-POS) | HMOPOS Renewal 0.00 32.70 08/31/2022 | o01/01/2023
807 0 3 MMM Group B Calendar (HMO-POS) | HMOPOS Renewal 0.00 32.70 08/31/2022 01/01/2023
820 0 3 MMM Group C Calendar (HMO-POS) | HMOPOS Renewal 0.00 32.70 08/31/2022 01/01/2023
821 0 3 MMM Group D Calendar (HMO-POS) | HMOPOS Renewal 0.00 | 32.70 08/31/2022 01/01/2023
N = I
822 | o 3 MIM Group A N0 M9 MO | hmopos | Renewal 0.00 3270 | 08/31/2022 01/01/2023
823 0 3 MMM Group 8 N;’g;():a'e“dar (HMO- |l Mapos Renewal 0.00 32.70 08/31/2022 01/01/2023
824 0 3 MM Group € Noleyiender (MMO- L umopos | Renewsl | 0.00 32.70 08/31/2022 01/01/2023
825 0 3 MiH Group B flepeSatendar (RMO- ) umopos Renewal |  0.00 32,70 08/31/2022 01/01/2023
........ 2
826 0 3 MMM Group E Calendar (HMO-POS) || HMOPOS Renews| |  0.00 32,70 08/31/2022 01/01/2023 |
827 0 3 MMM Group E Nggsa'e"dar (HMO- |l iMopas Renewal 0.00 32.70 08/31/2022 01/01/2023
828 0 3 MMM Group F Calendar (HMO-POS) | HMOPOS Reneval 0.00 32.70 08/31/2022 01/01/2023 |
829 o | 3 EIMM Group F N,;’g'sfa'e“da' (HMO- | hmoros Renewal 0.00 32.70 08/31/2022 01/01/2023
ORLANDO GONZALEZ 9/6/2022 10:48:11 PM
Contracting Official Name Date

350 Chardon Ave Suite 500
Torre Chardon

MMM HEALTHCARE, LLC San Juan, PR 009182137

Organization Address
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ADDENDUM TO MEDICAREMANAGED CARE CONTRACTFOR PARTICIPATIONIN
THE MEDICARE ADVANTAGE VALUE-BASED INSURANCE DESIGN (VBID) MODEL

The Centers for Medicare & Medicaid Services ("CMS") and MMM HEALTHCARE, LLC, a Medicare Advantage organization{"MA Organization") agree to amend the contract
H4003, including all attachments, addenda, and amendments thereto (the "Underlying Contract"), governing MA Qrganization’s operation of a Part C plan described in

Section 1851(a)(2)(A) of the Social Security Act ("Act"), and, if applicable, a Voluntary Medicare Prescription Drug Plan pursuant to Sections 1860D-1 through 1860D-43

(with the exception of Sectians 1860D-22(a) and 1860D-31) of the Act to include this Addendum to provide for MA Organization’s participation in the Medicare Advantage
Value-Based Insurance Design Madel ("VBID Madel" or "Model").

For purposes of this Addendum, unless atherwise noted, references to an "MA organization" or "MA plan" are deemed to include an "MA-PD sponsor" or an "MA-PD plan*
respectively, to the extent MA Organization is offering a Part D benefit.

The VBID Model, conducted under the authority of Section 1115A of the Act, is an opportunity for CMS to test the impact on Medicare program costs and the quality of care
of services furnished by MA arganizations that agree to offer a Wellness and Health Care Planning Component and at least one of the following:

i. Additional Benefits, such as reduced cost sharing for Targeted Enrollees, based an the chronic health condition and/or socioeconomic status criteria proposed by MA
QOrganizatian and appraved by CMS;

ii. additional rewards and incentives to enrollees, including in the Part D benefit;

iii. new and innovative technologies far Targeted Enrollees for an FDA approved medical device or new technology that has a Medicare coverage determination (either
national or local) where the MA plan seeks to cover it for an indication that differs from the Medicare coverage determination and the MA plan demonstrates the device is
medically reasonable and necessary, as well as for new technologies that do not fit into an existing benefit category; or

iv. the Medicare hospice benefit ("Hospice Benefit Component”). The Parties hereby amend the Underlying Contract as follows:

Article I
Term and MA Plan Participation

A. This Addendum becomes effective on the date it is signed by CMS ("Effective Date") and will remain in effect through December 31, 2023, unless sooner terminated in

accordance with Articles 5 or 6 of this Addendum. This contract covers Plan Year 2023 for the VBID Model, which will start on January 1, 2023 ("Start Date"). If MA

Organization wishes to participate in the Model during a subsequent Plan Year, it must timely submit for CMS review @ Model application for the relevant Plan Year in

addition to its annual MA bid submission.

B. MA Organization must not include any of its plans of the following types in its participation in the VBID Mode!l: Medicare-Medicaid Plans (MMPs) or other demonstration
plans; Employer Group Waiver Plans (EGWPs) that are offered exclusively ta employers, labor organizations, or the trustees of a fund established by one or more

employers or labor organizations and that exclusively enroll members of group health plans; Medical Savings Account (MSA) Plans; Private Fee-For-Service (PFFS) Plans;
cost plan offered under Section 1876 of the Act; or a Pragram of All-Inclusive Care far the Elderly (PACE).

Article 1I
Definitions

"Additional Benefits" means extra Medicare Advantage (MA) and Part D benefits (in addition to MA and Part D benefits required to be offered by the terms of the
Underying Agreement) offered by MA Organization under the Model and may be in the farm of additional items and services and reductions in cost sharing. Additional
Benefits includes reductions in Part D cost sharing targeted to LIS beneficiaries, which are referred to as "Part D Cost Sharing Reductions Based on SES." Additional Benefits
do not include Hospice Care benefits or other benefits provided solely pursuant to Appendix 3 by an MA organization participating in the Hospice Benefit Component.
"Appraoved Proposal® means MA Organization's final approved application that reflects and is consistent with MA Organization’s final approved bid and VBID Model benefit
package(s), including by final corresponding bid submission approved by CMS. The Approved Proposal includes all updates based on CMS guidance, and reflects all
corresponding bid submissions, allowing participation in the VBID Model in Plan Year 2023 far the VBID Compaonents for which MA QOrganization is participating.

"Hospice Benefit Component™ means the part of the VBID Model permitting MA Organization (pursuant to Article 3(F) of this Addendum) to (1) cover the Medicare Part A
hospice benefit; (2) to develop and implement a Palliative Care strategy and Transitional Concurrent Care strategy, and (3) to offer Additional Hospice Benefits.

"Model Communications and Marketing Guidelines"” mean the supplemental document provided by CMS outlining the communications and marketing requirements and
any limitations on communications and marketing materials related to VBID Components for all enroflees in a VBID PBP.

"Model Monitoring Guidelines™ mean the supplemental documents, provided by CMS, outlining the monitoring and reparting requirements for MA organizations
participating in the VBID Model.

"Model Technical and Operational Guidance™ means supplemental direction and instructions from CMS regarding technical and operational requirements for MA
organizations participating in the VBID Model, incuding without limitation the Mode! Communication and Marketing Guidelines and Madel Monitoring Guidelines.

"Part CRI Program" means Part C Rewards and Incentives Pragram and means a program that offers certain rewards and incentives that are connected to the Part C
program.

"Part D Cost Sharing Reductions Based on SES" means Additional Benefits that take the form of reduced cost-sharing for covered Part D drugs that are offered to Targeted
Enrollees on the basis of socioeconomic status (SES).

"part D RI Program" stands for Part D Rewards and Incentives Program and means a program that offers certain rewards and incentives that are connected to the Part D
Prescription Drug Benefit.

"PBP" stands for Plan Benefit Package and has the meaning set forth at 42 CFR § 422.162.

"Plan Year™ has the same meaning as set forat 42 CFR § 422.2274,

"Rewards and Incentives Program” {"RI Program") means a Part C RI Program, a Part D RI Program, or both.

"Targeted Enrollee™ means a Medicare beneficiary who is enrolled in one of MA Organization’s VBID PBPs participating in the Model and targeted by MA Organization to
receive interventions under one or more VBID Components, except the Haspice Benefit Component and the Wellness and Healthcare Planning Component. The standards
and criteria used by MA Organization to identify Targeted Enrollees may vary depending on the VBID Component, and must be identified in the Approved Proposal. Certain
Additional Hospice Benefits may be limited ta certain enroliees who have elected hospice and, in some cases, meet other eligibility criteria in accorda dix 3.

"VBID Component™ means one or more of the following components of the VBID Model offered by MA Organizatioan pursuant to its participation i
required WHP Services; (ii) additional benefits furnished pursuant to Article 3(D) in the form of certain reduced cost-sharing obligations and ceri#i;
services, including new and innovative technalogies; (iii) the Hospice Benefit Component; and an RI Program.

"VBID PBP" has the meaning set forth in Article 3(B)(1).

"WHP Services” stands for Wellness and Health Care Planning Services and means advance care planning services and other services iden
for the WHP Services VBID Component. Such services may be in addition to the activities and performance required by 42 CFR § 422,128,

A list of definitions specific to the Hospice Benefit Component is included in Appendix 3 of this Addendum.

Article 11X
Functions to be Performed by MA Organization

A, BID AND BENEFIT PACKAGE SUBMISSICN AND REVIEW

MA Organization certifies that its annual benefit and pricing proposal(s) for Parts C and D bids are consistent with the remainder of the Approved PY
atherwise authorized in writing by CMS) and in accordance with supplemental bid instructions issued by CMS for participants in the VBID Model.

B. IMPLEMENTATION OF VBID COMPONENTS

1. MA Organization shall implement the VBID Components in accordance with the Approved Proposal this Addendum (including all applicable Appendices.), and all
applicable Model Technical and Operational Guidance. MA Qrganization may participate in the VBID Model only with the MA PBPs that CMS has approved for participation in
the VBID Model and which are identified in the Approved Proposal{each, a”VBID PBP").

2. MA Organization shall comply with all applicable laws governing its operation and offering of an MA plan, except as specifically waived in writing in accordance with
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Section 1115A of the Act.

3. MA Organization shall provide a mechanism for eligible enrollees to opt out of Additional Benefits provided under the VBID Model at any time. If an enrollee opts out
of Additional Benefits provided under the VBID Mode! or out of any VBID Companent, MA Organization shall take the following actions:
a. Send a written acknowledgement to the enrollee of his or her request to opt out of the benefits provided under the VBID Model or out of the VBID Component;

b. Thereafter, provide the enrcllee with coverage of benefits offered by MA Organization under the PBP without benefits, items or services provided solely under this
Addendum for the VBID Model; and

c. Not treat the enrollee as a Targeted Enrollee for purposes of the applicable VBID Component.

If after opting out of the Additional Benefits provided under the VBID Model or out of a VBID Component, an enrollee who meets the criteria to be a Targeted Enrollee
wishes to regain eligibility for or access to the Additional Benefits provided under the VBID Model or a VBID Component, MA Organization must henor that request and
begin or resume providing Additional Benefits provided under the VBID Model or eligibility for or access to a VBID Companent to the enrollee prospectively, consistent with
the terms of this Addendum for a Targeted Enrcllee,

4, MA Organizatiaon shall:

a. Implement the VEID Components in @ manner that is consistent with the efficient and effective implementation of 42 CFR Parts 422 and 423 (as applicable) and
Section 1115A of the Act;

b. Continually meet the applicable MA organization eligibility conditions of the Model, unless CMS has granted MA Qrganization an exception to participate in the
Model;

c. Implement the VBID Components on the Start Date, consistent with the Approved Proposal and all applicable Model Technical and Operational Guidance;

d. Caomply with the Model Monitoring Guidelines, including the timely submission of data to facilitate model monitoring;

e. Not take any action that threatens the health or safety of any enrollee; and

f. Ensure that MA Organization’s participation in the VBID Model does not result in lower quality of care or any other adverse outcomes for Targeted Enrollees.
C. WELLNESS AND HEALTH CARE PLANNING ,

1. MA Organization’s performance of the WHP Services described in this Article 3(C) is a condition of participating in the VBID Model and of any program waiver provided
under the VBID Model.

2. MA Organization shall adopt and implement a plan to offer WHP Services to all enrollees in its VBID PBPs.
3. The plan to offer WHP Services to all enrollees in its VBID PBPs must include at a minimum:

a. The mechanisms to ensure that each enrollee is aware of the availability of WHP Services (e.g., descriptive language in the EOC or marketing materials regarding
the opportunity to engage in advance care planning) and the manner in which the enrollee may receive WHP Services (e.g., Annual Wellness Visit, Health Risk
Assessment, care management pragram, etc.); and

b. Ways that MA Organization is leveraging technology (e.g., Electronic Health Record, Electronic Medical Record, provider/patient portal) to communicate with enroliees
about WHP Services and to document and track the use of WHP Services.

4, In accordance with the VBID Model Monitaring Guidelines, MA Organization shall monitor and track the implementation and effectiveness of WHP Services and provide
such infarmation to CMS upon request.
D. PROVISION OF ADDITIONAL BENEFITS

1. To the extent that the Approved Proposal involves the provision of Additional Benefits, consistent with the Approved Proposal and
in Appendix 1 of this Addendum, MA Organization must cover, and must provide to Targeted Enrollees that have not opted out Additj

a. Reduced cost sharing, which may include the elimination of cost-sharing, as follows:
i. Reducedcost-sharing for high-value services, as identified by MA Organization pursuant to the Approved Proposal.
il. Reduced cost-sharing far high-value providers, as identified by MA Organization pursuant to the Approved Proposal.
iii. Reduced cost-sharing for covered Part D drugs.

iv. Reduced cost-sharing for new and innovative technologies or FDA-approved medical devices.

under the Model, as follows:

i. Additional items or services, including new and innovative technologies or FDA-approved medical devices that meet the criterid = its in Part
422.

ii. Additional non-primarily health related supplemental benefits that have a reasanable expectation of improving or maintaining the health or overall function of the
Targeted Enrollee with regard to the chronic health condition or sacioeconomic status of the Targeted Enrollee population.

2. Ta the extent that the Approved Proposal indudes the provision of Additional Benefits, MA Organization shall provide the Additional Benefits to Targeted Enrallees
consistent with the Approved Praposal and as follows:

a. All Additional Benefits that are additional items and services must be provided as mandatory supplemental benefits in accordance with 42 CFR Part 422 and other
applicable law, subject to the waivers in Appendix 1.

b. All Additional Benefits that are reductions in cost sharing for MA basic benefits (as defined in § 422.100(c)), or reductions in cost sharing for MA supplemental
benefits or additional items and services that are treated as mandatory supplemental benefits under the Addendum, must be provided as mandatory supplemental
benefits in accordance with 42 CFR Part 422 and other applicable law, subject to the waivers in Appendix 1.

c. All Additional Benefits that are reductions in Part D cast sharirig, incduding Part D Cost Sharing Reductions Based on SES, must be provided as Part D supplemental
benefits in accordance with 42 CFR Part 423 and other applicable law, subject to the waivers in Appendix 1.

3. If approved by CMS in the Approved Proposal to provide Additional Benefits based on a Targeted Enrallee utilizing services from a high-value provider(s), MA
Organization must:

a. In determining the composition of a high-value pravider network, adhere to the criteria and parameters for such providers in the Approved Proposal and the Value-
Based Insurance Design Model Request for Applications far CY 2023, posted online at https://innovation.cms.gov/media/document/cy-2023-vbid-rfa, including the
following:

i. MA Organization must use only the rationale and standards in the Approved Proposal to identify high-value providers;

ii. High-value providers may be of any Medicare pravider type, including physicians and medical practices, hospitals, skilled-nursing facilities, home health agencies,
ambulatory surgical centers, and others except for pharmacies;

iil. MA Qrganization must ensure that high-value providers are identified in connection with the spedific cinical condition{s) or other factors as used to identify
Targeted Enrollees;

iv. MA Organization must not identify high-value providers based on cost or coding accuracy or intensity alone; and
v. High-value providers must be available and accessible to all Targeted Enrollees.

b. Not remove a provider from its roster of high-value providers during a contract year, unless the provider is terminated from the network, the pravider requests
exclusion from the high-value network or, with the concurrence of CMS, exclusion from the high-value netwark is warranted for the best interest of enrollees;

¢. Clearly inform Targeted Enrollees which providers are considered high-value and the rationale for using high-value providers to encourage Targeted Enroliees to use
high-value providers;

d. Notify Targeted Enrollees of the termination of a provider from its high-value provider network in accordance with the Model Communications and Marketing
Guidelines; and
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e. Notify CMS of any change to the composition of a high-value provider network in the same manner as if the change were a significant change to the provider
network under Chapter 4, Section 110,1.2 of the Medicare Managed Care Manual (see https://www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/Downloads/mc86cd4.pdf}, regardless of whether such changes are considered "significant” with respect to the network-at-farge.

4. If MA Organization offers Additional Benefits to Targeted Enrollees pursuant to the Approved Proposal, MA Organization must not condition access to high-value
providers or Additional Benefits on the enrollee meeting specific health measurements (e.g., conditioning lower cost-sharing on maintaining specific blood pressure
ranges);

S. MA Organization shall identify Targeted Enrollees for Additional Benefits based on chronic health conditian(s) and/or sacioeconomic status as described in Article 3(D)
(6) and 3(D)(7) and using criteria and methodologies in the Approved Proposal. MA Organization shall retain all necessary data to allow CMS to replicate and verify
application of targeting criteria. CMS may reject or request changes to the criteria used to identify Targeted Enrollees if CMS determines that the rejection or change is
necessary to ensure the integrity of the VBID Model or to avoid harm to an enrollee. CMS may also reject or request changes to the criteria if it determines that the criteria
is not in the best interest of an enrallee.

6. The methodologies and criteria used by MA Organization to identify Targeted Enrollees must be in the Approved Proposal, be able to be replicated by CMS, be
applied uniformly to all enrollees wha meet the definedcriteria, be evidence-based, and be expected to materially impact the health of the targeted populatian. The
Targeted Enrollee population may be identified based on (i) targeting by chronic health condition, as described belaw; (ii) targeting by sociocecanomic status, as described
belaw; or (iii) targeting by a combination of both chronic health condition(s) and sociceconomic status.

a. Targeting by Chrgnic Health Candition. When eligibility of enrollees is based on chronic health condition, MA Organization shall identify Targeted Enrollees by either:
i. a broad targeting methodology, such as targeting all enrollees with a specific chronic health condition; or
ii. a tailored methodology, such as targeting enrollees with a specific level of a condition, as defined by ICD-10 codes or other data.

b. Targeting by Socioeconamic Status. When eligibility of enrcllees is based on socioeconomic status, MA Qrganizatian shall identify Targeted Enrollees by:

i. Low-income subsidy (LIS) status by subsidy level, as defined in the Plan Communication User Guide (PCUG) for Medicare Advantage and Prescription Drug Plans
found here: https://www.cms.gov/Research-Statistics-Data-and-Systems/CMS-Information-Technology/mapdhelpdesk/Plan_Communications_User_Guide. Where a specific
subsidy level is not identified in the Approved Proposal, all LIS enrollees are Targeted Enrollees.

ii. For enrallees in a U.S. territory, dual eligibility for both Medicare and Medicaid, using CMS identification of a dual-eligibility status in MARX.

c. Targeting Based on Additional Other Factors. Upon appreval by CMS, the MA Organizatian may identify Targeted Enrollees using other factors that are present in
addition to the chronic health condition{s) and/or socioceconomic status, such as by requiring an LIS enrollee to also participate in a disease management program, or
related program in order to be a Targeted Enrollee who is eligible for Additional Benefits described in Article 3(D)(1) and (D)(2).

7. MA Organization shall make reasonable efforts to identify, based on inforrmation knawn to MA Organization, Targeted Enrollees using the applicable criteria identified
in this Article 3(D) and MA Organization’s Approved Proposal.

8. MA Organizatian shall submit to CMS all targeting and engagement (e.g., data around outreach to Targeted Enrollees) data used to identi eted Enrallees in a

form and manner and by a deadline specified by CMS in Madel Technical and Operational Guidance.

9. MA Organization shall not require a Targeted Enrollee to receive, opt in, or otherwise register for benefits provided under the VBI
Approved Proposal and in accordance with Article 3(D}(6)(c).

E. REWARDS AND INCENTIVES PROGRAMS

MA Organization shall implement any Part C RI Program and any Part D RI Program consistent with the Approved Proposal and th
changes to a RI Program are subject ta written CMS review and approval.

F. HOSPICE BENEFIT COMPONENT

If approved by CMS to participate in the Hospice Benefit Component, MA Organization shall implement the Hospice Benefit Comp
Proposal and this Addendum, including Appendix 3. Any changes to an MA Organization’s implementation of the Hospice Benefit C
review and approval.

G. COMMUNICATIONS, MARKETING, AND DISCLOSURES OS D E g Ps\’

1. In addition to the marketing requirements and prohibitions in 42 CFR Parts 422 and 423, in this Addendum and in the Underlying Con nization shall
comply with the Model Communications and Marketing Guidelines issued by CMS and available on the VBID Model website at https://innovation.cms.gov/initiatives/vbid/.

2. MA Organization shall convey information about its participation in the Model and benefits, and RI programs available for eligible Targeted Enrollees in approved
VBID Components as described in the Approved Proposal to Targeted Enrollees cansistent with CMS rules permitting marketing of covered benefits and RI Programs and
the Model Communications and Marketing Guidelines.

3. If the eligibility for a VBID Component as a Targeted Enrollee (e.g., for a particular item or reward under the RI Program, for an Additional Benefit described in Article
3(D), ar for benefits under the Haospice Benefit Component as described in Appendix 3) is not assured ar cannot be determined before a Plan Year for a specific enrallee or
enrollees, MA Qrganization shall provide a disclaimer on all materials describing VBID Companent. Such disclaimer must clearly state that eligibility for VBID Components
available under the VBID Madel is not assured and will be determined by MA Organization after enrallment based on relevant criteria (e.q., clinical diagnoses, eligibility
criteria, participation in a disease state management pragram).

4. Evidence of Coverage and Plan Annual Notice of Change. MA Organization shall include in the Evidence of Coverage descriptions of all VBID Components, including
WHP, but except RI Programs, offered by the VBID PBP along with language that ensures enrollees are aware of any conditional or targeting criteria. For Plan Year 2023, if
MA Organization is new to the VBID Model, newly participating in certain VBID Components, discontinuing from the VBID Model, or discontinuing certain VBID Components,
MA QOrganization shall include descriptions of the VBID Companents, including WHP but except RI Programs, that are new for 2023 or being discontinued in 2023 in the
Plan Annual Notice of Change for existing enrollees.

5. MA Organization shall submit to CMS any VBID Model-related enrollee communication and marketing materials designated in the Model Communications and
Marketing Guidelines for review and approval, and shall not make use of such materials until they are approved by CMS.

6. In the event of a conflict between the marketing requirements in the Underlying Caontract and the Model Communications and Marketing Guidelines such that MA
Organization cannot comply with both, MA Organization must comply with the Maodel Communications and Marketing Guidelines.

H. NOTICE QF CHANGES TO CMS

Prior to the beginning of and throughout the 2023 Plan Year, MA Organization shall provide to CMS written notice of its intention to make any of the following changes, and
of the methad by which Targeted Enrollees will be natified of such changes, which MA arganization shall not implement without obtaining prior written appraval from CMS;

1. Changes to benefits, including the formulary, that are permitted under Parts 422 and 423, offered by a VBID PBP to the extent any benefits provided under the VBID
Model are impacted.

2. Any change in circumstances which would constitute a material change to a fact or representation made in MA Organization’s Approved Proposal. This includes not
being able to implement or provide one or more of the benefits or RI Programs offered under the VBID Madel.

3. Changes in the camposition of a high-value provider network available as part of the VBID Model, as described in Article 3(D).

4. Such changes must be provided to CMS prior to the beginning of the 2023 Plan Year in accordance with process and timeline outlined in the Model Communications
and Marketing Guidelines.

I. RELEASE OF INFORMATION

1. MA Organization shall abtain prior approval from CMS during the term of this Addendum and for six months thereafter for the publication or release of any press
release, external report or statistical/analytical material or other similar material that references MA Organization’s participation in the VBID Madel. External reports and
statistical/analytical material may include papers, articles, professional publications, speeches, and testimony. When reviewing these materials, CMS intends ta disapprove
only those materials containing material misstatements of fact or conclusions based on improper methadolagy orinaccurate data, or that are inconsistent with the
implementation of the VBID Model or other applicable laws, regulations ar CMS instructions. CMS will make reasonable efforts to complete its review expeditiously, Any
material describing MA Organization’s participation in the VBID Model that is submitted to CMS for prior appraval that is not disapproved in writing by CMS, or where CMS
h356equested additional time to review, within 30 calendar days after receipt by CMS will be deemed approved.
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2. MA Organization agrees to include the following statement on the first page of all external reports and statistical/analytical material that are subject to this Article
g

3(I): "The statements cantained in this document are solely those of the authors and do not necessarily reflect the views or policies of CMS. The authars assume
responsibility for the accuracy and completeness of the information contained in this document.”

1. NON-DISCRIMINATION
MA Organization shall comply with all applicable law, induding Section 1852(b)(1) of the Act, coancerning discrimination against enrollees.

Article 1V
Additional Record Retention and Reporting Requirements

A, RECORD MAINTENANCE AND ACCESS

MA Qrganization shall maintain books, records, documents, and ather evidence relating to the VBID Model for a period of 10 (ten) years from the expiration or termination
of this Addendum or from the date of completion of any Model-related monitoring, auditing, and evaluation, whichever is later. MA Organization shall provide access in
accordance with the record retention provisions af the Underlying Contract.

B. DATA REPORTING AND COOPERATION WITH MONITORING AND EVALUATION

1. MA Organization shall coaperate with CMS’s efforts ta evaluate the effectiveness of each VBID Component implemented by MA Organization and shall participate in all
VBID Model monitoring, auditing, evaluation, and leaming and diffusion activities, excluding the Voluntary Health Equity Incubation Program. MA Organization may elect to
participate in the Voluntary Health Equity Incubation Program.

2. CMS will issue Model Monitoring Guidelines, which will be designed to allow CMS to collect the necessary data to monitar the real-time impact of the Model and to
perform the requisite model evaluation. Model Monitoring Guidelines will include instructians regarding the collection and reporting of data regarding the MA Organization’s
participation in the VBID Model.

3. MA Organization shall comply with the Model Monitaring Guidelines.

4, MA Qrganization shall comply with Model Technical and Operational Guidance, including but nat limited ta the reporting of Part D Prescription Drug Event (PDE) data

and the calculation, application, and reporting of the Low Income Cost-Sharing Subsidy (LICS) with respect to Additional Benefits as applicable, including Part D Cost
Sharing Reductions Based on SES.

Article V
Termination of Addendum or MA plan(s) Participation by CMS

A. CMS may terminate MA Organization’s participation in the VBID Model, or terminate a particular MA plan from the VBID Model at any time, with or without advance notice
if:
1. CMS terminates the VBID Model pursuant to Section 1115A(b)(3)(B) of the Act or otherwise;
2. CMS determines that MA Organization or a particular MA plan or its subcontractors and/or downstream entities (as defined at 42 CFR § 422.2):
a. Has failed to comply with any term of this Addendum or documents incorporated herein;
b. Has carried out this Addendum in 2 manner that is inconsistent with the efficient and effective implementation of 42 CFR Parts 417, 422 or 423 or Section 1115A of
the Act;

c. Has failed to continually meet the applicable MA Organization eligibility conditions, or does not have an exceptian to one or mare eligibility conditions, of the VBID
Model;

d. Has failed to implement ar fully comply with the terms of a corrective action plan or an intemrmediate sanction impased by CMS;

e. Has taken an action that threatens the health or safety of a beneficiary, or MA Organization’s participation in the VBID Model is resulting in lower quality of care or
any aother adverse outcomes for beneficiaries;

f. Has submitted false data or made false representations, warranties, or certifications in connection with any aspect of the VBID Madel;
g. Is subject to sanctions or other enforcement or carrective actions of an accrediting organization or federal, state orlocal government agency;

h. Is subject to investigation or action by HHS (including HHS-0IG and CMS) or the Department of Justice due to an allegation of fraud or significant misconduct,
including being subject to the filing of a complaint, filing of a criminal charge, being subject to an indictment, being named as a defendant in a False Claims Act quitam
matter in which the government has intervened or similar action;

i. Assigns or purports to assign any of the rights or obligations under this Contract and Addendum voluntarily or involuntarily, whether by merger, consolidation,
dissolution, operation of law, or any other manner, without the prior written consent of CMS;

j. Experiences financial difficulties so severe that its ability to make necessary health services available is impaired to the point of posing an imminent and seriaus risk
to the health of its enrollees, or otherwise fails to make services available ta the extent that such a risk to health exists;

k. Has committed any act that would be cause for termination of the Underlying Contract or impasition of any penalty or sanction thereunder, regardless of whether
such termination, penalty or sanction is actually imposed by CMS; or
I. Has engaged in prohibited discrimination against @ Medicare beneficiary.
B. Prior to terminating MA Organization or a Earticular MA Plan pursuant ta Section A of this Article, CMS may afford MA Organization an opportunity to develop and
implement a corrective action plan acceptable to CMS to carrect deficiencies in accordance with the procedures of 42 CFR § 422.510(c)(1§.

C. In addition to any sanction or penalty authorized under 42 CFR §§ 422.750 and 423.750, CMS may rescind or make inapplicable on a prospective basis ane ar more
waivers provided to MA Organization, or limit the benefits offered under the VBID Model that may be offered by MA Organization if CMS determines that an event
identified in Paragraph A(2) of this Article has occurred.

Article VI
Termination and Surviving Obligations

A. As the term of this Addendum is from the Start Date through the 2023 Plan Year, if MA Organization does not wish for one or more of its VBID PBPs to participate in the
VBID Madel for the subsequent Plan Year, it must notify CMS in witing by the first Monday in June that precedes the start of that Plan Year.

B. If MA Organization does nat wish to continue participation in the VBID Model for one or more MA plans, MA Organizatian shall notify each Targeted Enrollee who is
eligible for benefits provided under the VBID Model. Such notice must be in witing and must inform the enrollee of any changes to their benefits for the next Plan Year.
MA Organization must comply with the Model Communications and Marketing Guidelines to notify Targeted Enrollees of the change to benefits to be effective January 1 of
the upcoming Plan Year. MA Organization shall submit to CMS the notification to enrollees for changing VBID Components in accordance with the Model Communications
and Marketing Guidelines.

C. MA Organization shall ensure the timely transfer of any data or files to CMS necessary for evaluation, transitian or close-out of MA Organization’s model-related
activities, and shall comply with all other CMS-specified close-out procedures and related Mode! Technical and Operational Guidance.

D. Upon any termination of this Addendum (other than pursuant to Article 5), MA Organization shall continue to provide coverage for items and services other than benefits
that were offered under the VBID Model consistent with applicable law and the Underlying Contract as if this Addendum had never been executed. CMS may require MA
Organization to make appropriate adjustment to its bid submission for a contract year to accoy absence of benefits that were offered under the VBID Madel.

E. Termination of this Addendum by either party shall not affect the rights and obligatio d prior to the effective date of the termination or expiration

of this Addendum. The rights and duties set forth in this Article, Article 4, and Article 1 e = jrgtion or expiration of this Addendum. The termination of
this Addendum does not relieve either party of any claims against it that arise undergn# dendum is terminated, including the remedies of Article
5(B). j
{
Arficle YII
Amendmen
A. This Addendum may be amended at any time by written mutual consent. | 0
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B. CMS may amend this Addendum without the consent of MA Organization for good cause or as necessary to comply with applicable federal or state law, regulatory
requirements, or accreditation standards. To the extent practicable, CMS shall provide MA Organization with 30 calendar days advance written notice of any such unilateral

amendment, which notice shall specify the amendment’s effective date. If MA Organization does not wish to be bound by the unilateral amendment, it
may terminate this Addendum by providing CMS with 30 days advance written notice.

Article VIII
Order of Precedence & Relationship to Other Agreements

A. This Addendum does not supersede or modify Sections 1851 through 1859, and Sections 1860D-1 through 1860D-43 of the Act, or 42 CFR, Parts 422 or 423, except as
specifically waived in Appendix 1 of this Addendum.

B. This Addendum specifies additional rights and obligations of the parties with respect to the VBID Moadel and does not relieve the parties from, or modify any rights and
obligations with respect to, the operation of an MA coordinated care plan (and, if applicable, a Part D prescription drug plan as part of an MA-PD plan) in general or
pursuant ta the Underlying Cantract.

C. If MA Organization also has an agreement to participate in the Part D Senior Savings Model (PDSS Model) and has proposed to offer rewards and incentives associated
with the Part D benefit under such other model, the following additional requirements apply to MA Organization under this Model.

1. MA Organization shall not conduct an RI Program in a Model PBP that conditions eligibility for a reward or incentive on the Targeted Enrallee completing the same
healthcare activity (or service) that the enrollee must complete for a reward or incentive to be available to that enrollee under this Model or the PDSS Model. Upon
request, MA Qrganization shall provide documentation and data related to compliance with this requirement.

2. MA Organization shall limit the provision of rewards and incentives to each Targeted Enrollee to a maximum annual aggregate amount of $600.00 for all rewards and
incentives under this Model and the PDSS Model and shall include the per unit value of each reward and incentive it offers to a Targeted Enrollee under the PDSS
Madel when determining whether a reward or incentive provided to such Targeted Enrollee would exceed the annual aggregate cap on the total value of rewards and
incentives that MA Organization can provide to a Targeted Enrollee under this Model. Upan request, MA Organization shall provide dacumentation and data related to
compliance with these requirements.

D. In the event of any conflict among the documents or other requirements that might govern the conduct of CMS and MA Organization in their a

parties shall be as follows:
1. This Addendum including Appendices;
2. The Underlying Contract to which this Addendum is attached, and ather addenda;
3. Any Model Technical and Operational Guidance issued by CMS, including but not limited to guidance on communications or data
4. MA Organization’s Approved Proposal.
E. The termination of this Addendum by either party shall not, by itself, relieve the parties from their obligations under the Underlying
any.

Article IX
Attestation of Compliance

MA Organization hereby attests that:
A. The VBID Camponents identified in each VBID PBP in the Health Plan Management System (HPMS) are consistent with the benefits detailed in MA Organization’s
Approved Proposal

B. Each bid pricing tool (BPT) submitted for each VBID PBP has been completed in a manner consistent with the actuarial assumptions and projections contained in the
actuarial component of MA Organization’s Approved Proposal and take into account all costs associated with MA Organization’s implementation of the Approved Proposal as
required in this Addendum.

C. MA QOrganization has not made changes to a VBID Model-participating PBP’s benefit structure, formulary, network, or otherwise that discriminate against enrollees in the
MA plan who are not eligible for benefits under the VBID Model.

Article X
Appeals and Limitation on Review
A. There is no administrative or judicial review under Sectians 1863 ar 1878 of the Act or otherwise for the following:

1. The selection of MA arganizations or MA plans to participate in the VBID Model, including the decision by CMS to terminate this Addendum ar to direct the termination
of any plan’s participation in the VBID Model;

2. The elements, parameters, scope, and duration of the VBID Model;

3. Determinations regarding budget neutrality under Section 1115A(b)(3);

4, The termination or modification of the design and implementation of 2 model under Section 1115A(b)(3)(B); ar

5. Decisians about expansion of the duration and scope of a model under Section 1115A(c), including the determination that a model is not expected to meet criteria
described in paragraph (1) or {2) of such subsection.
B. MA Organization may dispute such matters for which review is not precluded in accordance with the procedures of 42 CFR Part 422, Subpart N or § 422.756, as
appropriate.

Article XI
Severabhility

In the event that one or mare of the provisions contained herein shall, for any reason, be held to be invalid, illegal or unenforceable in any respect, such invalidity,
illegality or unenforceability shall not affect any other provisions of this Addendum, and this Addendum shall be construed as if such invalid, illegal or unenforceable
pravisions had never been contained herein, unless the deletion of such provision or provisions would result in such a material change so as to cause completion of the
transactions contemplated herein to be unreasonable.

Article XII
Miscellaneous

A. DEFINITIONS
Terms not otherwise defined in this Addendum shall have the meaning given such terms in the Underlying Contract, or 42 CFR Parts 422 or 423, as applicable.
B. NOTICES

All notifications required under this Addendum shall be submitted by MA Organization to CMS by electronic mail to VBID@cms.hhs.gov, and by CMS to MA QOrganization
by electronic mail to the person designated in the Approved Application Proposal as MA Organization’s primary point of contact, or via a Health Plan Management System
broadcast email.

C. COMPLIANCE WITH LAWS

1. MA Organization shall comply with the applicable terms of this Addendum, the Underlying Contract and all applicable statutes, regulations, and guidance, including
without limitation (a) federal criminal laws; (b) the federal False Claims Act (31 U.S.C. § 3729 et seq.); (c) the federal anti-kickback statute (42 U.S.C, § 1320a-7b(h)); (d)
the federal civil monetary penalties law (42 U.S.C. § 1320a-7a); (e) the federal physician self-referral Jaw (42 U.S.C. § 1395nn); and (f) applicable State laws,

2. This Addendum does not provide any waivers of the fraud and abuse laws. MA Organization must comply with all applicable fraud and abuse laws, except as such laws
may be waived pursuant to Section 1115A(d)(1) of the Act specifically for the VBID Model.
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D. STAR RATINGS

CMS may adjust the rules for calculating the Star Ratings for MA organizations participating in the VBID Model to protect against a statistically significant negative impact

to the Part C or Part D Star Ratings for MA organizations that are not participating in the Model when the impact is directly attributabie to participation in the Model.

In witness whereof, the parties hereby execute this contract. This document has been electronically signed by:

FOR MA ORGANIZATION

ORLANDO GONZALEZ

Contracting Official Name

9/6/2022 10:48:11 PM

Date

MMM HEALTHCARE, LLC

Organization

FOR THE CENTERS FOR MEDICARE & MEDICAID SERVICES

Hth o

Kathryn A. Coleman

Director
Medicare Drug and Health

Plan Contract Administration Group,

Center for Medicare

<AMY LARRICK CHAVEZ-VALDEZ ESIG>

Amy Larrick Chavez-Valdez

Directar

Medicare Drug Benefit
and C & D Data Group,
Center for Medicare

<ARRAH TABE-BEDWARD ESIG>

Arrah Tabe-Bedward
Deputy Director

Center for Medicare and
Medicaid Innovation

Appendix 1: Program Waivers

Appendix 2: Rewards and Incentives Programs

Appendix 3: Hospice Benefit Component

Appendix 4: HIPAA-Covered Data Disclosure Request Form

350 Chardon Ave Suite 500
Torre Chardon
San Juan, PR 009182137

Address

9/22/2022 10:51:38 AM

Date

Not Available

Date

<DATE STAMP>

Date

Appendix 12
Program Waivers

A. Pursuant to Section 1115A(d)(1) of the Act, in its sole discretion, CMS waives the follawing requirements for MA Organization participating in the VBID Model only to the
extent necessary to implement MA Organization’s Approved Proposal in accordance with the Addendum. CMS may modify or rescind any ar all of these waivers at any time,

in its sole discretion.

1. Uniformity and Accessibility of Benefits and Cost Sharing: Targeted Enrollees shall be identified as described in Article 3 of the Addendum. The following are waived
to the extent necessary to permit MA organizations to offer certain benefits and reduced or eliminated cost sharing to Targeted Enrollees, rather than to all enrollees in the

MA plan(s) participating in the VBID Model, subject to the terms of the Model:
a. Sections 1852(d)(1)(A) and 1854(c) of the Act [42 U.S5.C §§ 1395w-22(d)(1)(A) and 1395w-24(c)]; 42 CFR §§ 422.2 (definition of an MA plan), 422.100(d)(2),

422.102(a)(2),

b. 422.254(b)(2), 422.262(c)(1);
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¢. Section 1860D-2(a) of the Act [42 USC § 13985w-102(a)]; and

d. 42 CFR §§ 423.104(b)(2), 423.265(c).

2. Provision of Non-Primarily Health Related Supplemental Benefits: Targeted Enrollees shall be identified as described in Article 3. of the Addendum. Non-primarily
health related supplemental benefits must have a reasanable expectation of improving or maintaining the health or overall function of the Targeted Enrollee with regard ta
the chromic health candition or socioeconomic status of the Targeted Enrollee population. The following are waived to the extent necessary to allow MA organizations to
offer to certain Targeted Enrollees {who do not meet the definition “chronically ill enrollee™ in Section 1852(a)(3)(D) of the Act or 42 CFR 422.102(f)(1)(i)) additional "non-
primarily health related” supplemental benefits the terms of the Model:

a. Section 1852(a)(3){D)(i), (ii)(1), and (iii) of the Act [42 U.5.C. § 1395w~ 22(a)(3)(D)(i), (ii)(1), and (iii)];
b. 42 CFR 422.100{c)(2)(ii)(A) and 422.102(f)(2)(i), (ii), and (iii).

3. Increased Flexibility for Rewards and Incentives: The following are waived to the extent necessary to allow participating MA organizations to offer RI Programs,
subject to the terms of the Model, that: are available only to Targeted Enrollees, as identified in Article 3, and Appendix 2; are based on the anticipated benefit (rather
than the value) of the associated healthcare item or service; are subject to an annual limit of $600.00 per enrollee for all rewards received by the enrollee; are available
before the entire activity has been campleted; or are permitted in connection with Part D benefits:

a. 42 CFR §§422.134(b) as a whale, and 422,134(c)(1)(iv), {c)(1)(v), and (d)(1)(i) to the extent the availability and eligibility for rewards and incentives is broader
than permitted in the Model; and

b. 42 CFR §422.134(c){2)(i), related to RI associated with Part D benefits;
c. 42 CFR § 422.134(d)(2)(ii), related to the prohibition on offering a reward that has a value that exceeds the value of the target activity; and
d. d. 42 CFR § 422.134(g)(1), related to the offering of RI to Targeted Enrollees.

4. Stars Ratings for MA Organizations Participating in the VBID Model: The following may be waived to the extent necessary to permit CMS to adjust the rules for
calculating the Star Ratings for MA organizations participating in the VBID Model and protect against a statistically significant negative impact to the Part C or Part D Star
Ratings for MA organizations that are not participating in the Model when the impact is directly attributable to participation in the Model:

a. 42 CFR 422.162 through 422.166 (Part C Star Ratings for participating MA organizatians); and
b. 42 CFR 423.182 through 423.186 (Part D Star Ratings for participating MA-PDs).

5. Part D: The following are waived to the extent necessary for participating MA organizations that are not otherwise authorized to offer Part D supplemental benefits to
offer cost sharing reductions cansistent with the terms of the Model, and for participating MA organizations to incdlude as administrative costs in the Part D portion of their
bids the value of the reduction in the statutory maximum cost sharing for a targeted LIS enrollee and to report such amounts on PDE data consistent with CMS instructions
in VBID Model Technical and Operational Guidance:

a. 42 CFR 423.104; and
b. Part 423, Subparts F and G.

Appendix 2:
Rewards and Incentives Programs

A.RI Programs:

1. If MA Organizatian is implementing a Part C RI Program and/or Part D RI Program under the Madel, the parties acknowledge that MA Organization has submitted
as part of its application for participatian in the VBID Model, a proposal to offer one or more RI Programs to Targeted Enrollees.

2, MA Organization shall identify Targeted Enrollees for a Part C RI Program and/or Part D RI Program under the Model without discrimination and using objective
criteria that comply with the terms of the Addendum, including this Appendix 2 and are specified in the Approved Proposal or are otherwise approved in writing, in advance
by CMS. Such objective criteria must identify either (i) all enrollees or (ii) a subset of enrollees who would receive the greatest health care value from receiving the benefits
or participating in the activities associated with a particular reward or incentive in the Part C RI Program and/or Part D RI Program

3. The parties acknowledge that that the Approved Proposal contains the following:
a. The list of Mode! PBPs in which the Part C and/or D RI Programs will be implemented.
b. The nature and scope of each RI Program, including the criteria for identifying Targeted Enrallees, and the beneficiary engagement methodology;

c. The eligibility criteria that must be met for an individual Targeted Enrollee to qualify to receive the reward or incentive, including the associated healthcare activity
that must be completed for the reward or incentive to be available, and, if eligibility includes an adherence metric, the specific criteria for measuring adherence and the
evidence base ta support the clinical appropriateness of the adherence criteria;

d. The type and per unit value of each reward and incentive and the method for providing the reward or incentive to eligible Targeted Enrallees.
e. The maximum number and frequency of the reward or incentive that may be obtained by a Targeted Enrollee for participation in an R1 Pragram.
f. The evidence base and theory of change used to develop the reward or incentive and the intended goals of the RI Program.

4. MA Organization may implement a RI Program that is specific to participation in a disease management program, transition of care program, or similar programs
that are evidence-based and approved by CMS.

5. MA Organization shall:
a. Pravide the rewards and incentives only to eligible Targeted Enrallees and anly in accordance with the Approved Proposal and this Addendum.

b. Comply with the standards for reward programs in 42 CFR § 422,134 and as outlined in Chapter 4, Sections 100 through 100.6 of the Medicare Managed Care
Manual (posted at https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/mc86c04.pdf), issued and effective 04-22-2016, for both its Part C RI
Program and its Part D RI Program, except as waived or otherwise modified in the Addendum, Appendix 1, or this Appendix 2;

c. Not provide any reward or incentive if its value exceeds the value of the expected impact an enrollee behavior or the expected benefit of the health-related service
or activity on which receipt of the reward or incentive is based, except that (notwithstanding 42 CFR § 422.134(d)(2)(ii) the value of the individual reward or incentive may
exceed the cost of the health-related service or activity itself, so long as the cost of the health-related service or activity is equal to or less than the expected benefit of
the health-related service or activity on which receipt of the incentive or reward is based;

d. Limit the provision of rewards and incentives to each Targeted Enrollee to @ maximum annual aggregate amaunt of $600.00 for 2ll rewards and incentives, in this
Model and the PDSS Model, and include the per unit value of each reward and incentive it furnishes to a Targeted Enrollee under the PDSS Model when determining whether
a reward or incentive to such Targeted Enrollee would exceed the annual aggregate amount on the total value of rewards and incentives that MA Qrganization can provide
to a Targeted Enrollee under this Model;

e. Ensure that rewards or incentives are tangible items that align with the purpose of the RI Program and that must directly benefit the Targeted Enrollee;

f. Furnish an earned reward or incentive by the end of the Plan Year; Model RI programs may allow the enrollee to carry over any unspent value of rewards or
incentives fram ane plan year to the next for the enrollee’s use, but MA Organization must not require additional actions by the enrollee in the next plan year to receive
that reward or incentive; and
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g. Not provide a reward or incentive under any RI Program operated under this Model to a Targeted Enrollee in connection with the same healthcare activity or service
that the Targeted Enrollee campleted to be eligible for any reward or incentive under the PDSS Model.

6. MA Organization shall not:

a. Provide a RI in connection with the Part D benefit to a Medicare beneficiary who is not enrolled in a Model PBP, except as permitted by 42 CFR § 423.128(d)(5);

b. Pravide RI in the farm of cash, cash equivalents, or other monetary rebates orin the form of decreased cost-sharing or plan premiums;

c. Provide RI that can be used for gambling or the purchase of alcohal, tobacco, or firearms;

d. Use an RI Program largely to market a PBP or encourage beneficiaries to remain with a specific plan;

e. Use an RI Program to, in any way, choose or solicit enrollees based on health status

f. Create an RI Program that discriminates against enrollees based on race, national origin, limited English proficiency, gender, disability, chronic disease, whether a
person resides or receives services in an institutional setting, frailty status, health status, or other prohibited basis; or

g. Use an RI Program that allows RI to be won based on probability or that does not meet the standards described in 42 CFR § 422.134(d), exduding § 422.134(d)
(2)(ii).

B. Part CRI Programs

Except to the extent that certain provisions are identified as waived in Appendix 1, MA Organization shall comply with 42 CFR § 422.134 in connection with its Part C RI
Program. Notwithstanding any other provision of this Addendum or its appendices, MA Organization shall comply with ali relevant fraud and abuse laws, including the anti-
kickback statute and civil money penalty prohibiting inducements to beneficiaries, except as explicitly provided in any separately documented waiver issued pursuant to
Sectian 1115A(d)(1) specifically for the VBID Madel. Any such waiver will apply solely to the VBID Model and may differ in scope or design from waivers granted for other
programs and models.

C. Part D RI Program Requirements

1. MA Organization shall implement a Part D RI Pragram only in connection with a PBP for which MA Organization has executed a Part D Addendum such that the PBP is
an MA-PD plan.

2. Except to the extent that certain provisions are identified as waived in Appendix 1, MA Organization shall implement any Part D RI Program in compliance with the
terms of 42 CFR § 422.134 (as if such regulation applied to Part D plans). Notwithstanding any other provision of this Addendum or its appendices, MA Organization shall
comply with all relevant fraud and abuse laws, including the anti-kickback statute and civil money penalty prohibiting inducements to beneficiaries, except as explicitly
provided in any separately documented waiver issued pursuant to Section 1115A(d)(1) of the Act specifically for the VBID Model. Any such waiver will apply solely to the
VBID Madel and may differ in scope or design from waivers granted for other programs and models.

3. If MA QOrganization offers a Part D RI Program, the rewards and incentives in any such Part D RI Program must be furnished to reward or incent one of the following:
a, Participation in a MA plan medication therapy management program (MTMP);
b. Participation in receipt of covered Part D vaccines and other drug therapies that focus on preventive health;
c. Participation in a program that allows enrollees to better understand their Part D plan benefit, costs, and therapeutic-equivalent coverage alternatives, including
biosimilars and generics; and/or
d. Participation in a pragram designed for enrollees whao have specific conditions or enrollees who would otherwise benefit from participation in disease state
management programs.
4, In offering any reward or incentive for participation in an MTMP, MA Organization shall comply with existing CMS requirements for MTMPs, as set forth 42 CFR §
423.153.
5. In offering any reward or incentive for participation in preventive health services, MA Organization may design a program with the

solely for a service that is not clinically indicated for the enrallee.
6. In offering any Part D RI, MA Organization shall reasonably establish value for the successful medication adherence or form_ e for which h@ ffer
rewards and incentives.
7.1n implementing and operating its Part D RI Program, the MA Organization shall not:
a. Use prescription fills or adherence as the sole basis for providing a reward or incentive.
b. Incentivize enrollees to use mail service pharmacies, preferred pharmacies or any other specific network providers.
c. Structure a Part D RI Program to discourage dinically indicated medication use, or otherwise reward enrollees not taking a
vaccines.
d. Identify Targeted Enrollees based on the identity of their pharmacy provider,

e, Receive or use funding, in-kind resources, ar any kind of remuneration provided directly or indirectly by a drug manufacturer. This i ==fut is not limited to,
the use of personnel affiliated with 2 drug manufacturer, manufacturer-financed coupons or discounts provided to a beneficiary, or manufacturer supplied education
materials. '

f. Receive ar use funding, in-kind resources, ar any kind of remuneration provided directly or indirectly by a pharmacy or entity that owns or operates pharmacies.
This includes use of persannel affiliated with a pharmacy, pharmacy-financed coupons or other discounts provided to a beneficiary, or pharmacy supplied educatian
materials.

D. Record Retention
1. In accordance with Article 4 of this Addendum (Additional Recard Retention and Reporting Requirements), MA Organization shall maintain the following records
regarding all RI Pragrams under this Model {(and may be required to report such records):
a. The identity of each Targeted Enroliee and the total number of Targeted Enrollees;
b. The identity of each enrollee who received a reward or incentive, and the total number of enrollees who received a reward and/or incentive;
c. Information regarding which Part C RI Pragram, Part D RI Program, or baoth, that enabled the enrallee to receive the reward or incentive;

d. The nature and date(s) of the activities or other conduct engaged in by the enrollee and clinical information about the enrollee that enabled the enrollee to
qualify for the reward or incentive;

e, The nature and amount of the reward or incentive received by the enrollee;

f. The cost of the healthcare activities ar services with which eligibility for a reward or incentive is associated, the value of the expacted impact an enrollee behaviar,
and the value of the expected benefit of such healthcare activities and services;

g. Any trends over time in the number of Targeted Enrollees in the RI Program, or the number of enrotlees who received a reward and/or incentive; and

h. Any evaluations done by MA Organization to assess the effectiveness of the RI Pragram.

2, MA Organization shall submit semi-annual reports to CMS, in a farm and manner and by a deadline specified by CMS, regarding its implementation of any Part C RI
Program or Part D RI Program. MA Organization shall provide CMS with supplemental information upon request regarding its implementation of any Part C RI Program or
Part D RI Program.

E. Compliance and Enforcement

1. MA Organization shall have in place a protocol for monitoring the implementation and administration of each approved Part C RI Program and Part D RI Program.
MA Organization shall make this protocol available to CMS upon request.

2. In accardance with Article 5 of the Addendum (Termination of Addendum or MA Plan(s) Participation by CMS), CMS may terminate or suspend MA Organization’s
implementation of any Part C RI Program or Part D RI Program, or take other remedial action, if -
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a. MA Organization fails to comply with the terms and conditions of the Addendum or this Appendix 2; or
b. CMS determines that MA Organization’s implementation of such a program might compromise the integrity of the Model.

3. If CMS determines that MA Organization has failed to comply with the terms of Article 3(D) of the Addendum or this Appendix 2, CMS may prohibit MA Organization
from participating in the VBID Component regarding RI Programs, regardless of whether MA Organization has corrected or otherwise resolved the nancompliance.

Appendix 3:
Hospice Benefit Component

MA Organization may, subject to the terms and conditions of the VBID Model and this Addendum and Appendix 3 and CMS’s approval of its Praposal, cover the Medicare
hospice benefit as part of the participating PBP’s benefits in combination with offering Palliative Care outside the hospice benefit for enrollees with serious illness, and
providing individualized Transitional Concurrent Care during a hospice benefit period, described in Section 1812(a)(4) and (d) of the Act. MA OQrganization shall implement
the Hospice Benefit Compaonent under the VBID Model during the term of the Addendum anly in accordance with the terms of this Addendum, including this Appendix 3,
and the Approved Propasal.

MA Organization must comply with all applicable laws and regulations gaverning the Medicare hospice benefit, except those laws and regulations that are waived pursuant
to Section 1115A(d)(1) of the Act specifically for the Model as identified in Appendix 1 and this Appendix 3.

A. Hospice Benefit Component Definitions

"Additional Hospice Benefits" means benefits offered by MA Organizatian, including additional items, services and reductions in cost sharing, that are targeted to
enrollees based on Hospice Election and may be further targeted to those Hospice Enrollees who choose an in-netwark Hospice Provider AND/OR on the basis of (i) one ar
more chronic health conditions, {ii) socioeconamic status, or (iii) a combination of both chronic health condition(s) and sociceconomic status. Additional Hospice Benefits
includes reductions in Part D cost sharing under Defined Standard plans, which are also referred to as "Part D Cost Sharing Reductions Based on SES" that are targeted to
enrollees based on Hospice election.

"Business Associate” ("BA") has the meaning provided at 45 CFR § 160.103.
"Covered Entity" ("CE") has the meaning provided at 45 CFR § 160.103.
"Health Care Operations™ has the meaning provided at 45 CFR § 164.501.

"Hospice Care” means a comprehensive set of items and services (described at Section 1861(dd)(1) of the Act) that are identified and coordinated by an interdisciplinary
care team to provide for the physical, psychosacial, spiritual, and emotional needs of a Terminally Ill (as defined below) patient and/or family members, as delineated in a
specific patient plan of care {42 CFR § 418.3). These items and services include core and non-core services. With the exception of physician services, substantially all core
services must be provided directly by hospice employees on a routine basis. These services must be provided in @ manner consistent with acceptable standards of practice.
Core services (42 CFR § 418.64) include physician, nursing, medical social services, counseling, bereavement, and spiritual services. Nursing services, physician services,
and drugs and biologicals must be made routinely available on a 24-hour basis seven days per week. In addition to the hospice core services, the following services must
be provided by a Hospice Provider, either directly or under arrangements with other providers, to meet the needs of the patient and family as part of non-care services:
Physical and occupational therapy and speech-language pathology services; haspice aide services; homemaker services; volunteers; medical supplies (including drugs and
biologicals} and use of medical appliances related to the terminal illness and related conditions; and short-term inpatient care (including respite care and Interventions
necessary for pain control and acute and chranic symptom management (42 CFR §§ 418.70-418.78; 418.100)).

"Hospice Election” means the voluntary decision made by eligible individuals in accordance with 42 CFR § 418.24 (as amended from time to time) to receive Hospice Care.

"Hospice Enrollee” means an enrollee who meets the statutory definition of "terminally ill* as defined below, and has voluntarily elected to receive Hospice Care through a
Haspice Election.

"Hospice Provider" means a public agency or private organization or subdivision of either of these that is primarily engaged in providing Hospice Care in accardance with
42 CFR §418.3; MA Qrganization may only provide hospice services through a Hospice Provider that has a participation agreement with Medicare and meets the applicable
requirements of title XVIII and part A of title XI of the Social Security Act, in accordance with 42 CFR 422.204(b)(3).

"Mature-Year PBP" means a plan benefit package that (i) is participating in the Hospice Benefit Component for the second or third yearin CY 2023 and has largely
maintained its service area from its most recent year of participation in the model or (ii) has been determined to be a Mature-Year PBP through a process identified in
Model Technical and Operational Guidance.

"Palliative Care" means patient and family-centered care that optimizes quality of life by anticipating, preventing, and treating suffering. Palliative care throughout the
continuum of illness involves addressing physical, intellectual, emotional, sacial, and spiritual needs and facilitating patient autonomy, access to information, and choice
(42 CFR §418.3).

"Targeted Hospice Enrollee™ means a Medicare beneficiary who is enrolled in one of MA Organization’s VBID PBPs participating in the Hospice Benefit Component and
targeted by MA Organization to receive Additional Hospice Benefits. The standards and criteria used by the MA Organization to identify Targeted Hospice Enrollees must be
one or mare of the criteria specified in Article 3(D) of the Addendum and identified in the Approved Proposal.

"Terminally IlI"* means that the individual has a medical pragnosis that his or her life expectancy is 6 months or less if the illness my@&ﬁ@%

"Transitional Concurrent Care™ means clinically appropriate continuing care needs related to the treatment of Hospice Enrollees’ tergfii ditions. v

CFR § 418.3).

2. Pravision af the Full Scope of Medicare Hospice Benefits.

MA Organization shall:

%
a. Pravide the full scope of Hospice Care, as set forth in Section 1861(dd) of the Act and all implementing reguiations at 42‘G,F1$P & e £nrallees in
VBID PBPs participating in the Hospice Benefit Component; i, O

b. Pravide Haospice Care in accordance with each enrollee’s chaice to elect or revoke the hospice benefit in accordance with Section C and 42 CFR §8§
418.24 and 418.28; and

c. Treat Hospice Care as a basic benefit for purposes of compliance with requlations in 42 CFR Part 422, except for regulations that have been waived.
3. Palliative Care Strategy.

MA Organization shall:

a. Consistent with the Approved Proposal, develop and implement a strategy regarding access to and delivery of Palliative Care for enroliees with serious illness who
are either not eligible for or who have chosen not to (or nat yet chosen to) receive hospice services.

b. In accordance with the Model Monitoring Guidelines, identify to CMS any costs related to the provision of Palliative Care that are in the basic bid.
4. Transitional Concurrent Care Strateqy.
MA Organization shall:

a, Consistent with the Approved Proposal, develop and implement a strategy for the provisian of Transitional Concurrent Care only by in-network Hospice Providers
and other in-netwark providers that is clinically appropriate and reflective of Hospice Enrollees’ and caregivers’ needs as identified in the plan and goals of care and
does not duplicate the services covered in the Medicare hospice benefit.

b. In accordance with the Model Monitoring Guidelines, MA Organization shall report to CMS the costs related to the provision of Transitional Concurrent Care during
the Plan Year and a comparison of actual experienced costs to the costs projected in the Approved Propasal,

5. Coverage of Hospice Care Furnished by In-Netwark and Out-of-Network Providers

a. MA Organization must provide access to a network of high-quality Hospice Providers that are certified by Medicare to pravide hospice care. MA Organization must
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cover all Hospice Care furnished by either in-network Hospice Providers or out-of-network {non-contracted) Hospice Providers to a Hospice Enrallee who is enrolled
in the VBID PBP that is participating in the Hospice Benefit Compaonent.

b. In ensuring beneficiary access to a network of Hospice Providers, MA Organization shall:

i. Offer access to in-netwark Hospice Providers, by contracting with at least one Hospice Provider for the service area regardless of whether MA Organization has a
Mature-Year PBP, as well as covering Hospice Care furnished by aut-of-network Hospice Providers, Where there are no existing contractual arrangements between
a participating MA Organization and a Hospice Provider in the service area, MA Organization must reach out to local Hospice Providers to discuss the Model and
billing pracesses to minimize confusion and maximize efficiencies, even if the parties do not ultimately contract with each other.

ii. Provide clinically appropriate pre-hospice consultation services to enrollees consistent with the Approved Proposal. In implementing any type of pre-hospice
consultation service, such services must be provided by specially trained staff who are accessible by phone and other means available 365 days a year, 24 hours a
day, and 7 days a week. Specially trained staff must provide information to aid in enrollees’ understanding of their care choices (including Hospice Care, Palliative
Care, Transitional Concurrent Care, and Additional Hospice Benefits) and Hospice Provider options in @ way that is clear, immediately available, culturally
competent, and knowledgeable about the Hospice Benefit Component. The pre-hospice consultation services must be optional for enrcllees to use and cannot be
required as a condition for accessing Hospice Care.

ili. For Hospice Enrollees that utilize an out-of-network Hospice Provider, cover Hospice Care provided by the out-of-network Haspice Provider and make payments at
the same amount that the Hospice Provider would receive from Original Medicare for Hospice Care. MA Organization shall ensure that Hospice Enrollees are not
balanced billed.

iv. Clearly and explicitly inform the Hospice Enrollee that payments for covered Hospice Care will be made by MA Organization to out-of-network Hospice Providers
that have participation agreements with Medicare.

v. Cleary and explicitly inform the Haspice Enrallee regarding any difference in out-of-pocket costs, Transitional Concurrent Care, or Additional Hospice Benefits
associated with using an out-of-network rather than in-netwark Hospice Provider,

vi. Make timely and reasonable payments for covered Hospice Care provided by a Haspice Provider that does not contract with MA Organization in accordance with 42
CFR § 422.520.

vii. Count toward the maximum out-of-pocket (MOOP) limit (required pursuant to 42 CFR § 422.100(f) or 422.100(d), as applicable) those amounts for which the

Hospice Enrollee is respansible for Hospice Care and other basic benefits (as defined in 42 CFR § 422.100(c)), regardless whether the items and services are also
Palliative Care or Transitional Concurrent Care.

viii. Consistent with 42 CFR 422.105(a), treat any enrollee referral by an in-network Hospice Provider (even one who has not consulted with MA Organization about its
policy for in-network referrals) to an out-of-network provider (nan-hospice pravider) as an in-network referral for purposes of determining enrollee cost sharing
amounts if the member correctly identified himself or herself as a member of that plan to the contracted provider before receiving the covered item or service,
unless the contracted provider can show that the enrollee was notified prior to receiving the item or service that the item or service is ccvered only if further action
is taken by the enrallee.

ix. Comply with all unwaived requirements of 42 CFR Part 422, Subpart E, in connection with Haspice Providers.

c. If MA Organization choases not to participate in a future year, MA Organization must continue to cover, through discharge or revocation from Hospice Care,
disenroliment from the VBID PBP, ar death, Hospice Care furnished to Hospice Enroliees whose Hospice Election started during the time in which the Hospice
Enrollee was in @ Hospice Benefit Component VBID PBP, If a Hospice Enroliee elects to change enrollment from the Hospice Benefit Companent VBID PBP, MA
Organization must continue providing payment for all services, including both hospice and non-hospice care, until the enrollee’s coverage with the Hospice Benefit
Component VBID PBP ends, which generally would be at the end of the month in which the enrollee made the enraliment change request.

6. In ensuring enrollee access to a network of Hospice Providers, MA Organization shall not:

a. Charge higher cost sharing for Hospice Care pravided in-network or out-of-network than the cost sharing levels permitted under Medicare as set farth in Section
1813 of the Act (42 U.S.C. § 1395e).

b. Impose any additional coinsurance or deductibles, as compared to what an enrollee would pay if not enrolled in the Model, for Hospice Care fumished to Hospice
Enroliees during the period of a Hospice Election, regardless of the setting of the services.

c. Require prior authorization or implement other utilization management protocols in connection with the coverage or provision of Hospice Care, unless approved by
CMS.MA Organizations may implement apprapriate program integrity safeqguards, specifically prepayment or post payment review strategies, that align with policies
described in Model Technical and Operationat Guidance. Other prepayment or postpayment review strategies require prior written CMS approval.

7. If MA Organization has Mature-Year PBPs, MA Oraanization must have an adeguate network of hospice providers. Specifically. adenuacy of the Hosvice Provider
network will be evaluated as follows:

a. Minimum Number of Providers. MA QOrganization must have the minimum number, as identified by CMS consistent with Madel Technical and Operational Guidance,
issued before the execution of this Addendum, of Hospice Providers in network. CMS agrees to calculate the minimum number of providers and determine MA
Organization’s status as offering @ Mature-Year PBP in accordance with such Model Technical and Operational Guidance, MA Organization must be in compliance
with the minimum number of provider requirement by January 1, 2023 and throughaout Plan Year 2023. MA Organization may submit an exception request
regarding the requirement for a minimum number of providers, which will be evaluated and may be approved as described in Model Technical and Operational
Guidance.

b. Comprehensive Strategy for Access. MA Organization must implement the comprehensive strategy for network access described in the Approved Proposal.

8. If MA Organization_has Mature-Year PBPs, it is required to monitor and maintain an adequate network of Hospice Providers throughout Plan Year 2023, consistent
with 42 CFR 422.112. In addition, MA Organization must:
a. Notify CMS of any Haspice Provider terminations that go beyond individual or limited provider terminations that occur during the n s 0f plan operations;
affect, or have the potential to affect, ten percent or more of MA Organization’s Hospice Enrollees within a Mature-Year PBP; €
ability to meet the minimum number of providers criterian in any part of its service area(s).

the terminatian was for cause ar without cause.
9. Additional Hospice Benefits for Targeted Hospice Enrollees
a. The following may be permissible Additional Hospice Benefiis:
i. additional items or services that meet the criteria for MA supplemental benefits in 42 CFR Part 422;

ii. reductions in cost sharing, which incdudes reduction in cost-sharing to zero, for covered or nan-covered services, items, o \ i ovided
outside Hospice Care) and biologicals that a Targeted Hospice Enrollee receives during the period of Hospice Care or fallo bsgice Care; and

iii. additional nan-primarily health related items or services that meet the requirements of 42 CFR § 422.102(f), except the prik
pravided that the non-primarily health related items or services have a reasonable expectation of maintaining or slowing the prifs:e
overall function of the enrollee

b. To the extent that the Approved Proposal invalves the provision of Additional Hospice Benefits, MA Organization shall provide the Additional Hospice Benefits to
Targeted Hospice Enrollees consistent with the Approved Proposal and as follows:

i. All Additional Haspice Benefits that are additional items and services must be provided as mandatory supplemental benefits in accordance with 42 CFR Part 422
and other applicable law subject to the waivers in Appendix 1.

ii. All Additional Hospice Benefits that are reductions in cost sharing for MA basic benefits (as defined in § 422.100(c)), reductions in cost sharing for Haspice Care or
Transitional Concurrent Care, or reductions in cost sharing for MA supplemental benefits ar additianal items and services that are treated as mandatory
supplemental benefits under the Addendum must be provided as mandatory supplemental benefits in accordance with 42 CFR Part 422 and ather applicable law,
subject to the waivers in Appendix 1.

iii. All Additional Hospice Benefits that are reductions in Part D cost sharing, including Part D Cost Sharing Reductions Based on SES must be provided as Part D
supplemental benefits in accardance with 42 CFR Part 423 and other applicable law, subject to the waivers in Appendix 1.

iv. All Additional Hospice Benefits must be provided in accordance with the provisions in Article 3(D) of the Addendum.

¢. To the extent that the Approved Proposal involves the provision of Additional Hospice Benefits, MA Qrganization must clearly identify the Additional Hospice
Benefits in accordance with the Model Communications and Marketing Guidelines.
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10. Quality Improvement Organization (QIO) Review of Terminations of Hospice Services,

a. A Hospice Enroliee whase hospice services have been terminated by either the Hospice Provider or MA Organization shall have the right to review of that
termination of services by a QI0. A Hospice Enrollee wha is dissatisfied with a QIO"s expedited determination may request an expedited reconsideration by the
QIO, applying the same standards described in 42 CFR § 422.626 for terminations of other provider services, consistent with Section B(10)(g) of this Appendix 3.
MA Organization shall submit to and cooperate with these reviews of terminations of hospice services in the Hospice Benefit Component of the Model.

b. MA Organization agrees that its role and responsibilities in connection with the termination of hospice services for a Hospice Enrollee shall be subject to review by
the QIO for the service area of the applicable participating PBP.

c. The provisions of 42 CFR § 405.1200, requiring certain natices from a haspice provider, have not been waived and continue to apply to a Hospice Enrollee’s receipt
of Hospice Care and the termination of hospice services by a Hospice Provider.

i, Termination of haspice services defined. In addition to the description at 42 CFR § 405.1200(a)(2), termination of hospice services includes the discharge of a
Hospice Enroliee from covered Hospice Care or discantinuation of Hospice Care when the enrollee has been authorized by MA Organization, either directly ar by
delegation, to receive Haspice Care from a Hospice Provider. Termination includes cessation aof coverage at the end of a course of treatment preauthorized in a
discrete increment, regardless of whether the enrollee agrees that such services should end.

ii. Advance written notification of termination. Prior to any termination of hospice services and consistent with 42 CFR § 405.1200, the Hospice Provider must deliver
valid advance written natice of any termination of Hospice Care to the Hospice Enrollee of MA Qrganization’s or the Hospice Provider’'s decision to terminate
Hospice Care.

ili. Financial liability for failure to deliver valid notice. MA Organization shall be financially liable for continued hospice services for the Hospice Enrollee if the Hospice
Enrcllee is not provided a valid notice of the termination of hospice services no later than two days before the proposed end of the hospice services. MA
Organization is financially liable for continued services until 2 days after the Hospice Enrollee receives valid notice. MA Organization is not liable if the Hospice
Enrallee agrees with the termination of hospice services earlier than 2 days after receiving the notice described in this Section B(10)(c).

d. MA Organization shall submit to, participate in, and cooperate with the review of the termination of hospice services for a Hospice Enrollee that is performed by
the QIO.

i. When an enrollee fails to make a timely request to a QIO for the review of the termination of hospice services, MA Organization shall provide the option for an
enrollee to request an expedited reconsideration by MA Organization using the process described in 42 CFR § 422.584. For purposes of this Model, the procedures
specified in 42 CFR § 422.626(a)(2) and (3) shall be used and applied to untimely requests for QIO review of termination of hospice services for a Hospice
Enrollee.

ii. When a QIO notifies MA Organization that a Hospice Enrollee has requested a fast-track review by the QIO of a termination of hospice services, MA Organization
must send a detailed notice to the enrollee as soon as passible and no later than close of business of the day of the QIO's notification, consistent with and
meeting the timing and content standards specified in 42 CFR § 422.626(e)(1) for reviews of terminations of other provider services, and notwithstanding the
requirements that would otherwise apply under § 405,1202(f)(1). References to the "IRE" in § 422.626 shall mean the "QIO" for that area for purposes of
applying this Section B(10). If a Hospice Provider sends a detailed natice to the enrollee in accordance with 42 CFR § 405.1202(f)(1), MA Organization is not
required to send a duplicative notice to the enrollee so long as the detailed notice from the provider includes the information that the MA Organization is required
ta send.

ili. Upon notification by the QIO that a Hospice Enrollee has requested a fast-track review by the QIO of the termination of haspice services, the MA Organizatian
must supply to the QIO any and all information, including a copy of the notice sent to the enrollee that the QIO needs for its review. The MA Organization must
supply this information as soon as possible, but no later than by close of business of the day that the QIO notifies the MA Organization that a request has been
received from the enrollee. The MA Organization must make the information available by phone (with a written record made of what is transmitted in this manner)
and/or in writing, as requested by the QIO. The MA Organization is not required to send duplicative information and records to the QIO if this function has been
delegated to or otherwise completed by the Haspice Provider and the information and records from the Haspice Pravider includes the information that the MA
Organization is required to send.

e. Upon an enrollee’s request, MA Organization must provide the enroliee a copy of, or access to, any documentation sent to the QIO by MA Organization, including
records of any information provided by telephone. MA Organization may charge the enrollee a reasonable amount to cover the costs of duplicating the information
for the enrallee and/or delivering the documentation to the enrollee. MA Organization must accommodate such a request by no later than close of business of the
first day after the day the material is requested. MA Organization is not required to send duplicative information and records to the enrallee if this function has
been delegated to or otherwise completed by the Hospice Provider and the information and records from the Hospice Provider includes all documentation sent to
the QIO.

f. Caverage by MA Organization of Hospice Care from the Hospice Provider continues until the date and time designated an the termination natice described in
Section B(10)(c) of this Appendix 3 unless the enrollee requests review by the QIO and the QIO reverses the decision to terminate hospice services

i, If the QIO’s decision is delayed because MA Organization did not timely supply necessary information or records as required by this Appendix 3, MA Organization
is liable for the casts of any additional coverage required by the delayed QIO decision.

ii. If the QIO finds that the enrollee did nat receive valid notice, coverage of Hospice Provider services by MA Organization continues until at least twa days after
valid natice has been received. Continuation of coverage is not required if the QIO determines that coverage could pase a threat to the enrollee's health or
safety.

iii, If the QIO reverses the termination of Hospice Services, MA Organization must ensure that the Hospice Enrollee is provided with a new advance written notice of
any subsequent decision to terminate hospice services consistent with Section B(10) of this Appendix 3.

g. Reconsideration of review decisions. MA Organization shall submit to, participate in, and cooperate with a reconsideration review conducted by a QIO when a
Hospice Enrollee requests within 60 days that the QIO conduct a reconsnderatlon review of the QIQ’s initial decision regarding the mafjon of hosp|ce serwces
CMS and MA organizations agree not to invoke § 405.1204(b)(1) (regarding expedited reconsideration of a QIO determm;{fn 3
Enrollees to request reconsideration reviews within 60 days of receiving notice that the QIO upheld the participating MA @Tgad¥ :
timefrantes and standards in § 422.626(g) for reviews of terminations of other provider services. The Hospice Prowde;"a é & rgamza 1
required to, submit evidence to be considered by the QIO in the QIO’s reconsideration of its initial decision. MA Organiz m:ﬁ shall caver Ho? =
with the QIO s decision on the reconsideration. If on reconsideration the QIO determines that coverage aof hospice serwcqé@% |d terminate o djven date, MA
Organization shall cover Hospice Care until that date. If the QIO's decision is reversed on appeal, MA Organlzatlonf\'n 271 v
the appealed decisian, for the casts of any covered services for which the enrollee has aiready paid MA Orgamzatlo id

h. MA Organization is financially responsible for coverage of hospice services as pravided in this Section B(10) regardless p?m
for decisions authorizing coverage ar termination of hospice services.

C. Haspice Capitation Amount
1. Payment Structure of the Hospice Benefit Component. Ty
For Plan Year 2023, MA organizations participating in the Hospice Benefit Component will continue to be paid consistent with ;ur@rﬁ awaT
for their enrollees who do not elect haspice. In VBID PBPs that affer the Hospice Benefit Component in both Plan Years 2022 and 26.23 MA ; =g 2t ons participating in
the VBID Model will continue to be paid consistent with current law (and the Underying Contract) for their hospice enroliees whose hospieeeteetitin started prior to January
1, 2022. In VBID PBPs that offer the Hospice Benefit Component in Plan Year 2023 only, MA organizatians participating in the VBID Madel will cantinue to be paid
consistent with current law (and the Underlying Contract) for their haspice enrollees whose hospice election started prior to January 1, 2023, For other Hospice Enrollees in
an MA arganization’s VBID PBPs that are offering the Hospice Benefit Component, CMS will pay the MA organization, for each Hospice Enrollee, using the following
methodology:
a. For the first month of Hospice Election, consistent with 42 CFR § 422.320(c), the basic benefit capitation rate will only be paid if as of the first day of the month,
an enrollee is not under Hospice Election status.
b. For all calendar months that an enrollee elects Hospice Care, including the first month of Hospice Election, MA Organization will receive the following payments
from CMS for each Hospice Enrcllee:
i. The monthly Hospice Capitation Amount as specified in Section C(2) of this Appendix 3;
ii. Consistent with 42 CFR § 422.320(c)(2), the beneficiary rebate amount as described in 42 CFR§ 422,304(a); and
iii. Consistent with 42 CFR § 422.320(¢), the monthly prescription drug payment described in 42 CFR § 423.315 (for MA-PDs).
2. Hospice Capitation Amount,

The Hospice Capitation Amount means the monthly county capitation rate published by CMS that reflects the amount for coverage for a Hospice Enrollee in an MA
Organization’s VBID PBP that is offering the Hospice Benefit Companent. The Hospice Capitation Amount payment varies by a monthly rating factor.
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CMS published the Hospice Capitation Amount rates for the 2023 Plan Year here: https://innovation.cms.gov/innovation-models/vbid.
3. Monthly Rating Factor.

The Hospice Capitation Amount payment for the first month varies based on the number of days of Hospice Care occurring in the first calendar month of a hospice
stay (which is the period of time between a Hospice Election and discharge from Hospice Care), split into the following three tiers: 1-6 days, 7-15 days, and 16 or more
days of Hospice Care delivered in the first calendar month of the hospice stay. The monthly rating factor for each tier is: 0.3400, 0.6400 and 1.0030 respectively if any
VBID PBPs in the county did not participate in the Hospice Benefit Component in Plan Year 2022, The manthly rating factor for each tier is: 0.3500, 0.6587, and 1.0324 if
any VBID PBPs in the county participated in the Hospice Benefit Componentin Plan Year 2022.

The Hospice Capitation Amount does not vary for the second and/or additional calendar months of a hospice stay; the monthly rating factor for additional calendar
months beyand the first calendar month is 1.0,

4. Timing of Hospice Capitation Amount Payments.

CMS shall pay the Hospice Capitation Amount for the first calendar month of a Hospice Enrollee’s hospice stay in a lump-sum retrospectively to MA QOrganization on a
quarterly basis, if the Hospice Election did not occur on the first of the calendar month. If the Hospice Election occurred on the first of the calendar manth, CMS shall make
an advance monthly payment for the Hospice Capitation Amount and retrospectively adjust the Hospice Capitation Amount to reflect the monthly rating factor in its lump-
sum payment on an annual basis ta MA Organization.

For Hospice Enrollees with hospice stays that include additional calendar months beyond the first calendar month, CMS shall make monthly prospective payments of
the Hospice Capitation Amount for coverage of services far a Haspice Enrollee for a month.

5. Adjustment of Payments.

CMS shall adjust payments retroactively to take into account any difference between the actual number of Hospice Enrollees in MA Organization's VBID PBPs that are
offering the Haspice Benefit Component and the number of which it based an advance monthly payment consistent with 42 CFR 422.308(f). The period of time and
manner in which adjustments are calculated and processed will be determined at CMS's scle discretion.

D. Record Retention

1. In accardance with Article 4 of this Addendum (Additional Record Retention and Reporting Requirements), MA Organization shall maintain boaks records,
documents, and other evidence relating to the Hospice Benefit Companent Maodel for a period of 10 (ten) years from the expiration or termination of this Addendum or
from the date of completion of any Model-related monitoring, auditing, and evaluation, whichever is later. MA Organization shall and provide access in accordance with the
record retention provisions of the Underlying Contract.

2. MA Organization shall submit reports ta CMS, in a form and manner and by a deadline specified by CMS in Madel Technical and Operational Guidance, regarding its
implementation of Hospice Benefit Component. MA Organization shall provide CMS with supplemental information upon request regarding its implementation of the
Hospice Benefit Companent.

E. Compliance and Enforcement

1, MA QOrganization shall have in place a protocol for monitoring the implementation and administration of the Hospice Benefit Component . and ensuring compliance
with this Appendix 3 (and the implementation of the Approved Proposal). MA Organization shall make the protocol available to CMS upan request.

2. CMS may terminate or suspend MA Organization’s implementation of Hospice Benefit Companent, or take other remedial action in accordance with 42 CFR part 422
or Article 5 of the Addendum, including without limitation if —

a. MA Organization fails to comply with the terms and conditions of underlying Contract, the Addendum or this Appendix 3; or
b. CMS determines that MA Organization’s implementation of the Hospice Benefit Component might compramise the integrity of the Model.

3. CMS reserves the right to investigate MA Organization and downstream entities if there is evidence that indicates that the arganization’s participation in the Model is
adversely impacting enrollee quality of care, and to exercise all available remedies in appropriate instances, including potential termination of MA Organization or any of
its downstream entities fram the Model test.

4, Without limiting the foregoing, the parties agree that if CMS determines that MA Organization has failed to camply with the terms of Article 3 of this Addendum or
this Appendix 3, CMS may prohibit MA Organization from offering the Haspice Benefit Component in one or more future Plan Years, regardless of whether MA Organization
has corrected or otherwise resalved the noncompliance.

F. Hospice Benefit Component Programmatic Waivers
Pursuant to Section 1115A(d)(1) of the Act, CMS waives the following programmatic requirements far MA Organizations participating in the Haspice Benefit Component.
These waivers are granted only to the extent necessary to implement MA Organization's Approved Proposal in accordance with the Addendum and this Appendix 3, CMS
may modify or rescind any or all of these waivers at any time, in its sole discretion.

1. Coverage of Medicare Hospice Benefit: Section 1852(a)(1) of the Act and 42 CFR 422.100(a) and 422.101, to the extent necessary, to remave the exclusion of
Hospice Care from the scope of coverage of Part A and Part B benefits that MA organizations must cover so that MA organizations participating in the Hospice Benefit
Camponent of the VBID Model may cover the Medicare hospice benefit consistent with the scope of coverage under Part A and consistent with the terms of this Model.
Sections 1851(i) and 1853(h)(2) of the Act, with regard to payment to Hospice Providers by the Medicare Fee-For-Service program far Hospice Care covered under Part A
and furnished to enrollees in MA plans, are waived to the extent necessary far such payment to instead be made by CMS to a participating MA organization and by a
participating MA organization to the Haspice Provider

2. Hospice Capitation Rate Payment: 42 CFR 422,320 with respect to payment to the extent necessary to permit payment to participating MA organizations as provided
under the Hospice Benefit Component and this Appendix 3.

3. Transitional Concurrent Care Casts and the Basic Bid: Section 1854(a)(6) of the Act, and provisions in 42 CFR Part 422, Subpart F that limit the basic bid to benefits
covered under Original Medicare to the extent necessary to permit the basic bid to include the costs of Transitional Concurrent Care by MA organizations participating in
this companent of the VBID Model as a Part A or Part B benefit that is covered by the participating MA organizations only when furnished through in-network providers to
Hospice Enrollees.

4. Transitional Concurrent Care: Sections 1812(d}(2)(A)(ii)(I) and 1852(a)}(1) of the Act, and implementing regulations, to the extent necessary, with respect to Hospice
Enrollee's waiver of payment for treatment of the individual’s condition(s) with respect to which the diagnosis of terminal illness has been made, 50 that, s described in
Appendix 2, Section B(4) and as required as part of the Model, Transitional Concurrent Care may he treated as a Part A and B benefit that is covered by MA Organization
only when fumlshed through in-netwark providers ta Hospice Enrollees.

5. Uniformity and Accessibility of Benefits: To be waived to the extent necessary to permit organizations to affer additional mandato . ' i N ge-mmpefits to
the Targeted Hospice Enrollee population, rather than to all enrollees, in the VBID PBPs participating in the Hospice Benefit Compone - ehi
Appendix 3. The Targeted Hospice Enrollee population must be identified based on Hospice Election and may be further targeted to t /Zsplce Enrollees ®

e health candition?

ontra'o Ntmero

in-network Hospice Provider AND/QR (i) one or mare chronic health conditions, or (ii) socioeconomic status or (iii) a combination of b th
sociceconomic statuses.

a. Sections 1852(d)(1)(A) and 1854(c) of the Act [42 U.S.C. §§ 1395w-22(d)(1)(A) and 1395w-24(c)]
b. 42 CFR. §§ 422.2 (definition of an MA plan), 422.100(d)(2), 422.102(a)(2), 422.254(b)(2), and 422.262(c)(1); and
c. Section 1860D-2(a) af the Act [42 U.S.C. § 1395w-102(a)]; and 42 CFR. §§ 423.104(b)(2), and 423.265(c).

6. Uniform Cost-Sharing: To be waived to the extent necessary to affer certain reductions in cost sharing to ,Targeted Hospice Enrollee%dn .S jfipating in
the Hospice Benefit Component as described in Section B(9) of this Appendix 3. The targeted enrollee population may be identified basethp ¥ g Wich may
be further targeted to those hospice enrollees who choose an in-network hospice provider, AND/OR (i) one or more chronic health conditions il ] ic status or
(iii} @ combination of both these health conditions and socioecanomic statuses.

a. Sections 1852(d)(1)(A) and 1854(c) of the Act [42 U.S.C 8§ 1395w-22(d)(1)(A) and 1395w-24(c)]

b. 42 CFR. §§ 422.2 (definition of an MA plan), 422.100{(d)(2), 422.102(a)(2), 422.254(b)(2), 422.262(c)(1); and Section 1860D-2(a) of the Act [42 U.5.C § 1395w-
102(a)}; and
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c. 42 CFR. §§ 423.104(b)(2) and 423.265(c).

7. Requirements for Supplemental Benefits to Permit Coverage by a Participating MA Plan of Non Primarily Health Related Supplemental Benefits: To be waived to
the extent necessary to allow MA Organization to offer to the Targeted Enrollee population, but not to all enrollees, in the VBID PBPs participating in the Hospice Benefit
Component certain additional "non-primarily health related” supplemental benefits, Such supplemental benefits must have a reasonable expectation of maintaining or
slowing the progressive decline of the health or overall function of the enrollee with regard to the chronic health condition or sociceconomic status of the Targeted Enrollee
population during Hospice Election. The Targeted Enrollee population may be identified based on Hospice Election (which may be further targeted to those enrollees who
choose an in-network Hospice Provider) AND (i) one ar more chronic health conditions, (ii) socioeconomic status, or (iii) @ combination of both these health condition and
socioeconomic statuses. In using one or more chronic health conditions to identify eligible enrollees, an applicant may propose for CMS consideration and approval a
targeted population that does not meet the statutory definition of "chronically ill enrallee” in Section 1852(a)(3)(D)(iii) of the Act.

a, Section 1852(a)(3)(D){i), (ii)(1), and (iii) of the Act [42 U.S.C § 1395w~ 22(a)(3)(D)(i}), (ii){I), and (iii)] and any implementing regulations.

b. Provisions of 42 CFR §§ 422.100(c)(2)(ii)(A) and 422,102(f)(2)(i), (ii), and (iii) that limit eligibility for special supplemental benefits for the chranically ill to
enrollees who meet the definition of "chranically ill enrollee.”

8. Application of the Hospice Inpatient Cap and Hospicé Aggregate Cap: Section 1814(i)(2 of the Act and 42 CFR §§ 418.302(f) and 418,309, to exclude fram the
calculation of hospice's inpatient cap and the hospice aggregate cap those enrollees in an MA organization's VBID PBP(s) providing the Hospice Benefit Component.

9. QIO Review of Terminations of Hospice Services: All obligations, standards, requirements and duties imposed on and rights of beneficiaries, including the timeframe
on which and the manner and form by which a beneficiary may request review by a QIO, are not waived and shall continue to apply to a Hospice Enrollee. Unless explicitly
waived, abligations on Haospice Providers in 42 CFR §§ 405.1200 through 405.1204 remain in effect. The regulations at 42 CFR §§ 405.1200 through 422.1204 are waived
only to the extent necessary to permit the MA organizations and applicable QIOs to comply with the appeals process detailed in Section B(10) of this Appendix 3 for
reviews of termination of hospice services under the Hospice Benefit Component of the Model

a. The provisian of 42 CFR § 405.1202(b){4) regarding QIO review when a beneficiary does not file a timely request for review by a QIO of a termination of hospice
services is waived.

b. The provision of 42 CFR § 405.1202(e)(?7) that makes the provider liable for the cost of the hospice services being continued when the provider fails to fumish
infarmation to the QIO to support the termination of services, is waived.

c. The provision of 42 CFR § 405.1202(c) that relates to provider liability far the cost of haspice services in certain situatians, is waived.

d. 42 CFR § 405.1204(b) through (f), regarding expedited reconsiderations by a Qualified Independent Contractor of a QIO’s review of a termination of hospice
services, is waived. The right of a Hospice Enrollee to seek review of a QIO’s determination regarding the termination of hospice services in § 405,1204(a) is not waived
but that review is as described in Section B(10} of this Appendix 3.

10. Part D Waivers: The following are waived to the extent necessary for participating MA organizations that are not otherwise authorized to of gl D supplemental

portion of their bids the value of the reduction in the statutory maximum cost sharing for a Targeted Hospice Enrollee and to report such
with CMS instructions in VBID Model Technical and Operational Guidance:

a. 42 CFR 423,104; and

b. Part 423, Subparts F and G.
G. Data Sharing and Reports
1. General

Appendix 3 and Appendix 4 of this Addendum.

b. Data and reparts provided to MA Organization under the preceding paragraph will omit substance use disorder data for any Hospice Enr
into substance use disorder data sharing, as described in Section G(3) of this Appendix 3.

2. Pravision of Certain Data.

a. CMS believes that the Health Care Operatians work of MA Organization, a HIPAA CE, would benefit from the receipt of certain beneficiary-identifiable claims data
and reports as described in Section G(2){c¢) of this Appendix 3. CMS will therefore offer to MA Organization an opportunity to request specific Beneficiary-identifiable data by
completing and submitting the HIPAA-Covered Data Disclasure Request Form (Appendix 4). All requests faor Beneficiary-identifiable claims data and reports will be granted
or denied at CMS’s sole discretion based on CMS’s available resources, technological capabilities, and data palicies, the limitatians in this Addendum, and applicable law.

b. In offering this Beneficiary-identifiable data, CMS does not represent that MA Organization has met all applicable HIPAA requirements for requesting data under 45
CFR § 164.506(c)(4). MA Organization shauld consult with its own counsel to make those determinations prior to requesting this data fram CMS.

c. The following specific Beneficiary-identifiable data will be made available on request, subject to the terms of this Appendix 3 and in accordance with applicable law,
to MA Organization:

i. Beneficiary Level Hospice Month 1 Payment Report: The Beneficiary Level Hospice Month 1 Payment Report provides a beneficiary-level itemization of quarterly
plan-level manual adjustments made by CMS, through the Automated Plan Payment System, to reflect Hospice Capitation Amount payments far Hospice Enrollees’ first
month of Hospice Care. This report will provide a cumulative history and accounting of all quarterly manual adjustments paid to MA Organization for the plan year and an
accounting of the Hospice Enrollees for whom the first manth Haospice Capitation Amount payments are being made retroactively.

ii. Hospice Utilization Report far Plan Years 2022 and/ar 2023 Hospice Enroilee Detailed Claims Data: Individually identifiable Medicare FFS claims data for hospice
services provided to MA Organization’s Hospice Enrollees during hospice stays that occurred during MA Organization’s time period participating in the Hospice Benefit
Component with election periad starts in Plan Years 2022 or 2023, as applicable. These files will be made available on request and in accordance with applicabie lawto the
MA Organization at least quarterly and at most on a manthly basis at CMS’s sale discretion based on CMS’s available resources.

lii. Hospice Historical Utilization Report for Plan Years 2019-2021 and the first six months of 2022 Hospice Enrollee Detailed Claims Data: Individually identifiable
Medicare FFS claims data far services pravided to MA Organization’s Hospice Enrollees in applicable VBID PBPs with an election period that started in Plan Years 2019,
2020, 2021 and 2022 through live discharge from Hospice Care, up until the first of the next month following discharge (data for 2022 is limited to the first six months of
2022). Individually identifiable Medicare FFS daims data for deceased and disenrolled enrollees wouid be included, provided they were members of MA Organization’s
VBID participating PBPs (or crosswalked PBPs) at the time of Hospice Election.

d. The following reports will be made available to MA Organization upaon request and in accordance with applicable law:

i. Hospice Provider Report: Information about Hospice Providers within the service area(s) of MA Organization’s VBID Participating PBPs. This would include mailing
and physical address, phone number, e-mail {if available in the Medicare Provider Enrollment, Chain, and Ownership System (PECOS)), fax number (if available),
National Provider Identifier (NPI) and Taxpayer Identification Number (TIN).

e. The parties mutually agree that, except for data covered by Section G(2)(0) of this Appendix 3, CMS retains all ownership rights to the data files described in the
HIPAA-Covered Data Disclosure Request Form (Appendix 4), and MA Organization does not obtain any right, title, or interest in any of the data furnished by CMS.

f. MA Organization represents, and in furnishing the data files specified in Appendix 4 CMS relies upon such representation, that such data files will be used solely for
the purposes described in this Appendix 3 and that the data requested by MA Organization is the minimum necessary to achieve those purposes. The MA Organization
shall not disclose, use or reuse the data except as specified in this Appendix 3 or except as CMS shall authorize in writing or as otherwise required by law. MA Organization
further agrees not to sell, rent, lease, loan, or otherwise grant access to any other party or person of the data covered by this Appendix 3.

g. MA Qrganization represents that it intends to use and hereby agrees to use the requested data and reports described in Section G(2)(c¢) of this Appendix 3 for the
Health Care Operations described in paragraphs (1) and (2) of the definition of "health care operations" in 45 CFR §164.501, related to implementation of the Hospice
Benefit Component of the Madel. Information derived from the CMS files specified in Appendix 4 may be shared and used in accordance with applicable law within the legal
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confines of MA Organization and in a manner consistent with Section G(2)(h) of this Apendix 3 to enable MA Organization to improve care integration and conduct quality
improvement activities,

h. MA Organization may reuse or further disclose original or derivative data in accordance with applicable law without prior written authorization from CMS for clinical
treatment, care management and coordination, quality improvement activities, review of competence or qualifications of health care professionals, review of need for
reinsurance of risk relating to cdaims for health care of enrollees who elect hospice, and provider incentive design and implementation, but shall not disseminate
individually identifiable original or derived information from the files specified in the HIPAA-Covered Data Disclosure Request Form to anyone who is not a HIPAA CE
provider in a treatment relationship with the subject Hospice Enrallee(s) or a HIPAA BA of such a CE provider. MA Organization may reuse or further disclase original or
derivative data in accordance with applicable law for any other reasans not listed in this paragraph with prior witten authorization from CMS. When using or disclosing PHI
or personally identifiable information ("PII"), obtained from files specified in Appendix 4, MA Organization must make "reasonable effarts to limit” the information to the
"minimum necessary” to accomplish the intended purpose of the use, disclosure or request. MA Organization shall further limit its disclosure of such information to the
types of disclosures that CMS itself would be permitted make under the "routine uses" in the applicable systems of records listed in Appendix 4.

Subject to the limits specified above and elsewhere in this Addendum and applicable law, MA Organization may link individually identifiable informatian specified in
Appendix 4 (including directly or indirectly identifiable data) or derivative data to other sources of individually-identifiable health informatian, such as other records
available to MA Organization. MA Organization may disseminate such data that has been linked to ather sources of individually identifiable health information provided
such data has been de-identified in accordance with HIPAA requirements in 45 CFR § 164.514(b).

i. MA Organization must establish appropriate administrative, technical, and physical safeguards to praotect the confidentiality of the data and to prevent unauthorized
use or access to it. The safeguards should provide a level and scope of security that is not less than the level and scope of security requirements established for federal
agencies by the Office of Management and Budget (OMB) in OMB Circular No. A-130, Appendix I--Responsibilities for Protecting and Managing Federal Information
Resources (https://www.whitehouse.gov/wp-content/uploads/legacy_drupal_files/omb/circulars/A130/a130revised.pdf) as well as Federal Information Processing Standard
200 entitled "Minimum Security Requirements for Federal Information and Information Systems" (http://csrc.nist.gov/publications/fips/fips200/FIPS-200-final-march.pdf);
and, NIST Special Publication 800-53 "Recommended Security Controls for Federal Information Systems"
(https://nvipubs.nist.gov/nistpubs/SpecialPublications/NIST.SP.800-53r5.pdf).

j- MA Organization acknowledges that the use of unsecured telecommunications, including the Internet, to transmit directly or indirectly individually identifiable
information from the files specified in Appendix 4 or any such derivative data files is strictly prohibited. Further, MA Organization agrees that the data specified in Appendix
4 must not be physically moved, transmitted or disclosed in any way from or by the site of the custodian indicated in Appendix 4 other than as provided In this Appendix 3
without written approval from CMS, unless such movement, transmission or disclosure is required by law.

k. MA Organization shall grant access to the data and/or the facility(ies) in which the data is maintained to the authorized representatives of CMS or HHS Office of
Inspectar General, including at the site of the custodian indicated in Appendix 4, for the purpose of inspecting to canfirm compliance with the terms of this Appendix 3.

I. MA Organization agrees that any use of CMS data in the creation of any document conceming the purpese specified in this Appendix 3 and Appendix 4 must adhere
to CMS’ current cell size suppression policy. This palicy stipulates that no cell (e.g., admittances, discharges, patients, services) representing 10 or fewer Beneficiaries may
be displayed. Also, no use of percentages or other mathematical formulas may be used if they result in the display of a cell representing 10 or fewer beneficiaries.

m. MA Qrganization shall report any breach of PHI or PII from or derived from the CMS data files, loss of these data or improper use or disclosure of such data ta the
CMS Action Desk by telephone at (410) 786-2850 or by email notification at cms_it_service_desk@cms.hhs.gov within one hour. Furthermore, MA QOrganization shall
caoperate fully in any federal incident security process that results from such improper use or disclosure.

n. The parties mutually agree that the individual named in Appendix 4 is designated as Custodian of the CMS data files on behalf of MA Qrganization and will be
responsible for the observance of all conditions of use and disclosure of such data and any derivative data files, and for the establishment and maintenance of security
arrangements as specified in this Addendum to prevent unauthorized use or disclosure. Furthermare, such Custodian is responsible for contractually binding any
downstream recipients of such data to the terms and conditions in this Appendix 3 as a condition of receiving such data. MA Organization shall notify CMS within fifteen
(15) days of any change of custodianship. The parties mutually agree that CMS may disapprove the appointment of a custodian or may require the appointment of a new
custodian at any time.

o. Data disclased to MA Organization pursuant to this Appendix 3 and Appendix 4 may be retained by MA Organization until the conclusion or termination of the
Underlying Contract or the conclusion or terminatian of MA Organization’s participation in the Model, whichever occurs first, MA Organization is permitted to retain any
individually identifiable health information from such data files or derivative data files after that point if MA Organization is a HIPAA CE and the data has been incorporated
into the subject Hospice Enrollees’ recards that are part of a designated record set under HIPAA, Furthermore, any HIPAA CE to whom MA Organization provides such data
in the course of carrying out the Model may also retain such data if the recipient entity is a HIPAA CE or BA and the data is incorporated into the subject Hospice Enrollees’
recards that are part of a designated record set under HIPAA. MA Organization shall destroy all other data and send written certification of the destruction of the data files
and/or any derivative data files to CMS within 30 days fallowing the conclusion or termination of the Underlying Contract or of the conclusion or termination of MA
Organization's participation in the Model, whichever occurs later, except as CMS shall authorize in writing or as otherwise required by law. Except for disclosures for
treatment purposes, MA Organizatian shall bind any downstream recipients to these terms and conditions as a condition of disclosing such data to downstream entities and
permitting them to retain such records under this paragraph. These retention provisions survive the conclusion or termination of this Addendum, the Underlying Contract,
or MA Organization’s participation in the Model.

3. Beneficiary Substance Use Disorder Data Opt-In

a. MA Organization may inform each Hospice Enrollee, in compliance with applicable law: (a) that he or she may elect to allow MA Organization to receive Beneficiary-
identifiable data regarding his or her utilization of substance use disorder services; (b) of the mechanism by which the Beneficiary can make this election; and (c) that 1-
800-MEDICARE will answer any questions regarding sharing of data regarding utilization of substance use disorder services.

b. A Hospice Enrollee may opt in to substance use disorder data sharing only by submitting a CMS-approved substance use disorder opt in form to MA Organization.
MA Organization shall promptly send the opt-in farm to CMS.

Appendix 4
HIPAA-Covered Data Disclasure Request Form

A. Data Disclosure Request and Attestation

MA Organization requests the CMS data from ane or mare of the files selected below and makes the following assertions regarding its gl
requirements for receiving such data:

MA Organization is (select one}:

o A HIPAA Covered Entity (CE) as defined in 45 CFR § 160.103

a The BA of a HIPAA CE as defined in 45 CFR § 160.103.

o Other (neither a HIPAA CE nor a BA af a HIPAA CE): Please provide a description of the intended user.
MA Organization is seeking protected health information (PHI), as defined in 45 CFR § 160.103 (select one):

a For its own use.

o On behalf of a CE for which MA Organization is a BA

o Other: Please attach a description of the intended purpose (e.q., for "research" purposes, for "public health" purposes, etc.).
MA Organization requests (select all that apply):

o Beneficiary Level Hospice Month 1 Payment Report: The Beneficiary Level Hospice Month 1 Payment Report provides a beneficiary level itemization of quarterly plan
level manual adjustments made by CMS, through the Automated Plan Payment System, to reflect Hospice Capitation Amount payments for Hospice Enrollees’ first
manth of Hospice Care. This report will provide a cumulative history and accounting of all quarterly manual adjustments paid to MA Qrganization for the plan year and
an accounting of the Hospice Enrollees for whaom the first manth Hospice Capitation Amount payments are being made retroactively.
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o Hospice Utilization Report for Plan Years 2022 and 2023 Hospice Enrollee Detailed Claims Data: Individually identifiable Medicare FFS claims data for hospice
services provided to MA Organization’s Haospice Enrollees during hospice stays that occurred during MA Organization's time period participating in the Haspice Benefit
Component with election period starts in Plan Years 2022 and/or 2023, as applicable. These files will be made available an request and in accordance with applicable
law to MA Organization at least quarterly and at most on a monthly basis at CMS’ sole discretion based on CMS’ available resources.

a Hospice Historical Utilization Report for Plan Years 2019-2021 and first six months of 2022 Hospice Enrollee Detailed Claims Data: Individually identifiable Medicare
FFS claims data for services provided to MA QOrganization’s Hospice Enrollees in applicable VBID PBPs with an election period that started in Plan Years 2019, 2020,
2021 and 2022 through live discharge from Hospice Care, up until the first of the next month following discharge (data for 2022 is limited to the first six months of
2022). Individually identifiable Medicare FFS claims data for deceased and disenrolled enrollees would be included for health care operations, provided they were
members of MA Organization’s VBID participating PBPs (or crosswalked PBPs) at the time of hospice election.

o Hospice Provider Report: Information about Hospice Providers within the service area of MA Organization’s VBID Participating PBPs. This would include mailing and
physical address, phone number, e-mail (if available in the Medicare Provider Enrollment, Chain, and Ownership System (PECOS}), fax number (if available), Natianal
Provider Identifier (NPI) and Taxpayer Identification Number (TIN).

a Other: Please attach a detailed description of the data requested.
This data and reports will be created from the following CMS data files (System(s) of Records Notice(s)):
o NPPES (09-70-0555)
o PECOS (09-70-0532)
o EDB (09-70-0502}
o IDR (09-70-0571), induding FISS (09-70-0503), MCS {09-70-0501) and DDPS (09-70-0553)
o MARx System (09-70-0588)
The MA Organization intends to use the requested data to carry out (select one):
0 "Health care operations” that fall within the first and second paragraphs of the definition of that phrase under the HIPAA Privacy Rule (45 CFR § 164.501).
o Other: Please attach a description of the intended purpose (e.qg., for payment purposes, for "research" purposes, for "public health" purposes, etc.).
The data requested is (select ane):
o The "minimum necessary" (as defined at 45 CFR § 164.502) to carry out the health care aperations activities described above.

o Other: Please attach a description of how (if applicable} the data requested exceeds what is needed ta carry out the work described above.

MA Organization's data custodian for the requested data is:

(name)

(phone number)

(email address)

MA Organization's Altermnate Data Custodian for the requested data is:

(name)

(phone number)

(email address)

By: Date:

Name of autharized signatory

Title

B. Data Specification Worksheet

The Data Specification Worksheet below anly applies to the Hospice Historical Utilizatian Report for Plan Years 2019-2021 and the first six months of 2022 Hospice Enrollee
Detailed Claims Data. For the Hospice Utilization Report for Plan Years 2022 and 2023 Hospice Enrollee Detailed Claims Data, only Part A hospice claims will be included.

Data Element Data Element Data Element Description
Source
Part A Claims ClaimNo A unique identification number assigned to the claim.
Part A Claims Provider Number A facility's Medicare/Medicaid identification number. It is alsc known as a Medicare/Medicaid Provider
Number, OSCAR Provider Number, or CCN. This number verifies that a practitioner has been Medicare
certified for a particular type of service.
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Part A Claims

Beneficiary MBI

A Medicare Beneficiary Identifier assigned to a beneficiary.

Part A Claims

Claim Type code

Signifies the type of claim being submitted through the Medicare or Medicaid programs.
Claim type codes are:

10=HHA cdaim

20=Non swing bed SNF claim

30=5Swing bed SNF claim

40=0utpatient claim

50=Hospice cdaim

60=Inpatient claim

61=Inpatient "Full-Encounter" claim

Part A Claims Ciaim From Date The first day on the billing statement that covers services rendered to the beneficiary.
Part A Claims Claim Thru Date The last day on the billing statement that covers sefvices rendered to the beneficiary.
Part A Claims Claim Bill The first digit of the type of bill (TOB1) is used to identify the type of facility that provided care to the
Facility Type beneficiary (e.g., hospital ar SNF).
Code Claim Facility Type Codes are:
1=Hospital
2=SNF
3=HHA
4=Religious non-medical (hospital)
5=Religious non-medical (extended care)
6=Intermediate care
7=Clinic or hospital-based renal dialysis facility
8=Specialty facility or Ambulatory Surgical Center (ASC) surgery
9=Reserved
Part A Claims Claim Bill The second digit of the type of bill (TOB2) is used to indicate with greater specificity where the service was
Classification provided (e.g., @ department within 8 hospital).
Code
Part A Claims Principal The International Classification of Diseases (ICD)-9/10 diagnosis code identifies the beneficiary’s principal
Diagnosis Code iliness ar disability.
Part A Claims Admitting The ICD-9/10 diagnosis code identifies the illness or disability for which the beneficiary was admitted.
Diagnosis Code Repaorted to IP, OP and SNF.
Part A Claims Diagnosis Code The diagnosis code array in the 1st-25th position identifying the condition(s) for which the beneficiary is

receiving care.

Part A Claims

Procedure Code

The code array (1-25) that indicates the procedure performed during the period covered by the
institutional claim. Reported to [P, OP and SNF.

Part A Claims

Procedure Date

The date on which the 1st-25th procedure was performed. Reported to IP, OP and SNF.

Part A
Claims(cont.)

Claim Medicare
Non payment
Reason Code

Indicates the reason payment on an institutional claim is denied.

Part A Claim Payment Amount that Medicare paid on the claim.
Claims(cont.) Ammount
Part A Claim NCH If a payer other than Medicare has primary responsibility for payment of the beneficiary’s health insurance
Claims(cont.) Primary Payer bills, this code indicates the responsible primary payer.
Code

Part A
Claims(cont.)

Federal Information
Processing Standards
FIPS State Cade

Identifies the state where the facility providing services is located.

Part A
Claims{cont.)

Beneficiary Patient
Status Code

Indicates the patient's discharge status as of the Claim Through Date. For example, it may indicate where
a patient was discharged to (e.g., home, another facility) or the circumstances of a discharge (e.g.,
against medical advice, or patient death).

Part A
Claims(cont.)

Diagnasis Related
Group Code

Indicates the diagnostic related group to which a hospital claim belongs for prospective payment
purposes. Reported for IP,

Part A
Claims(cont.)

Claim Outpatient
Service Type Code

Indicates the type and priority of outpatient service. Reported for OP.

Part A
Claims(cont.)

Claim Outpatient
Service Type Code

Claim Outpatient Service Type Codes are:

Part A
Claims(cont.)

Claim Outpatient
Service Type Code

0=Blank

Part A
Claims(cont.)

Claim Outpatient
Service Type Code

1=Emergency /é)/ ] \ﬁ\
Contrato Mumero

Part A Claim Outpatient 2=Urgent 0 o 3
Claims(cont.) Service Type Code =

Part A Claim Outpatient I=Elective w D
Claims(cant.) Service Type Code 6\("1. ~

Part A
Claims{cant.}

Claim Outpatient
Service Type Code

5-8=Reserved

Part A
Claims(cont.})

Claim Qutpatient
Service Type Code

9=Unknown

Part A
Claims(cont.)

Facility Provider NPI
Number

Identifies the facility associated with the claim. Each facility is assigned its own unique NPI.

Part A Operating Provider NPI Identifies the operating provider associated with the claim. Each provider is assigned its own unique NPI.
Claims(cont.) Number
H4003
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Part A
Claims{cont.)

Attending Provider NPI
Number

Identifies the attending provider associated with the claim. Each provider is assigned its own unique NPI.

Part A
Claims{cont.)

Other Pravider NPI
Number

Identifies the other praviders associated with the claim. Each provider is assigned its own unigue NPI,

Part A
Claims{cont.)

Claim Admission Type
Code

Indicates the type and priority of inpatient services. Reported for IP and SNF.

Part A
Claims{cant.)

Claim Admission Type
Code

Claim Admission Type Codes are:

Part A
Claims{cont.)

Claim Admission Type
Code

0=Blank

Part A Claims

Claim Admission Type

1=Emergency

(cont.)

Code

(cont.) Code

Part A Claims Claim Admission Type 2=Urgent

(cont.) Code (cont.}

Part A Claims Claim Admission Type 3=Elective
(cont.) Code '

Part A Claims Claim Admission Type 4=Newhamn

Part A Claims
(cant.)

Claim Admission Type
Code

5=Trauma Center

Part A Claims
(cant.)

Claim Admission Type
Cade

6-8=Reserved

Part A Claims
{cont.)

Claim Admission Type
Code

9=Unknown

Part A Claims
(cant.)

Part A Claims

Claim Source Inpatient
Admission Code

Indicates the source of the beneficiary’s referral for admission or visit (e.g., a physician or another
facility). Reported for IP and SNF,

Find Admission Source Codes here: https://www.resdac.org/cms-data/variables/claim-source-inpatient-

{cont.) admission-code-ffs

Part A Claims Claim Bill Frequency The third digit of the type of bill (TOB3) code. It indicates the sequence of the claim in the beneficary's
(cont.) Cade current episode of care (e.g., interim or vaided).

Part A Claims Find Claim Frequency Codes here: http://www.resdac.org/cms-data/variables/Claim-Frequency-Code.
(cant.)

Part A Claims Claim Query Code Indicates the type of claim record being processed with respect to payment (e.g., debit/credit indicator or
(cant.) interim /final indicator).

Part A Claims Claim Query Code Claim Query Codes are:

(cont.)

Part A Claims Claim Query Code 0=Credit adjustment

(cont.)

Part A Claims Claim Query Code i=Interim bill RA

(cont.) \‘\\ST C/o'

Part A Claims
(cont.)

Claim Query Code

P c— )
2=HHA benefits exhausted /QV *O
< «©

Part A Claims

Claim Query Code

3=Final bill

{cont.) 3 0 0 3

: . . : o 2]
Part A Claims Claim Query Code 4=Discharge notice )
(cont.) ‘“

Qo L)

Part A Claims Claim Query Code 5=Debit adjustment (/M§~
(cont.) Os pE
Part A Claims ClaimNao A unique identification number assigned to the claim.
Revenue Center
Details

Part A Claims
Revenue Center

Claim Line Number

A sequential number that identifies a specific claim line

Details

Part A Claims Beneficiary MBI A Medicare Beneficiary Identifier assigned to a beneficiary.

Revenue Center

Details

Part A Claims Claim Type Code Signifies the type of claim being submitted through the Medicare or Medicaid programs.
Revenue Center

Details

Part A Claims
Revenue Center
Details

Claim Type Code

Claim type codes are:

Part A Claims
Revenue Center
Details

Claim Type Code

10=HHA claim

H4003
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Part A Claims
Revenue Center

Claim Type Code

20=Non swing bed SNF claim

Details

Part A Claims Claim Type Code 30=Swing bed SNF claim
Revenue Center

Details

Part A Claims
Revenue Center
Details

Claim Type Code

40=Qutpatient claim

Part A Claims
Revenue Center
Details

Claim Type Code

Sd=Hospice claim

Part A Claims
Revenue Center

Claim Type Code

60=Inpatient claim

Details Q
Part A Claims Claim Type Code 61=Inpatient "Full-Encounter" claim ‘{,‘\ )
Revenue Center ) v}’
Details (/h -~ S

Part A Claims
Revenue Center

Claim Line From Date

The date the service associated with the line item began.

Details

part A Claims Claim Line Thru Date The date the service associated with the line item ended.
Revenue Center

Details

Part A Claims
Revenue Center

Product Revenue Center
Code

The number a provider assigns to the cost center to which a particular charge is billed (e.g.,
accommodations or supplies),

Details

Part A Claims Claim Line Institutional | The date that applies to the service associated with the Revenue Center code.
Revenue Center Revenue Center Date

Details

Part A Claims
Revenue Center
Details (cont.)

HCPCS Code

The HCPCS code representing the procedure, supply, product, and/or service pravided to the beneficiary.

Part A Claims
Revenue Center
Details (cont.)

Provider Number

A facility's Medicare/Medicaid identification number. It is also known as a Medicare/Medicaid Provider
Number, or CCN. This number verifies that a provider has been Medicare certified for a particular type of
service.

Part A Claims Claim From Date The first day on the billing statement that covers services rendered to the beneficiary.
Revenue Center

Details

Part A Claims Claim Thru Date The last day on the billing statement that covers services rendered to the beneficiary.
Revenue Center

Details

Part A Claims
Revenue Center
Details

Claim Line Service Unit
Quantity

The number of dosage units of medication that were dispensed in this fill.

Part A Claims
Revenue Center
Details

Claim Line Covered
Paid Amount

The amount Medicare reimbursed the provider for covered services associated with the claim-line.

Part A Claims
Revenue Center
Details

HCPCS First Modifier
Code

The first code to modify the HCPCS procedure code associated with the claim-line. This provides mare
specific procedure identification for the line item service.

Part A Claims
Revenue Center
Details

HCPCS Second Madifier
Code

The second code to modify the HCPCS procedure code associated with the claim-line. This provides mare
specific procedure identification for the line item service.

Part A Claims
Revenue Center
Details

HCPCS Third Modifier
Cade

The third code to modify the HCPCS procedure code associated with the daim-line. This provides more
specific procedure identification for the line item service.

Part A Claims
Revenue Center
Details

HCPCS Fourth Modifier
Code

The fourth cade to maodify the HCPCS procedure code associated with the claim-line. This provides more
specific procedure identification for the line item service.

Part A Claims
Revenue Center
Details

HCPCS Fifth Modifier
Code

The fifth code to modify the HCPCS procedure code associated with the claim-line. This provides more
specific procedure identification for the line item service.

Part B Physicians

ClaimNo

A unique identification number assigned to the daim.

Part B Physicians

Claim Line Number

A sequential number that identifies a specific claim line

Part B Physicians

Beneficiary MBI

A Medicare Beneficiary Identifier assigned to a beneficiary.

Part B Physicians

Claim Type Code

Signifies the type of claim being submitted thraugh the Medicare or Medicaid programs.

Part B Physicians

Claim Type Code

Claim type codes are:

Part B Physicians

Claim Type Code

10=HHA claim

Part B Physicians

Claim Type Code

20=Non swing bed SNF claim
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Part B Physicians

Claim Type Code

30=Swing bed SNF claim

Part B Physicians

Claim Type Code

40=0utpatient claim

Part B Physicians

Claim Type Code

50=Hospice claim

Part B Physicians

Claim Type Code

60=Inpatient claim

Part B Physicians

Claim Type Code

61=Inpatient "Full-Encounter” claim

Part B Physicians

Claim From Date

The first day on the billing statement that covers services rendered to the beneficiary.

Part B Physicians

Provider Type Code

Identifies the type of Provider Identifier.

Part B Physicians

Rendering Provider FIPS
State Code

Identifies the state that the provider providing the service is located in.

Part B Physicians

Claim Rendering
Federal Provider
Specialty Code

Indicates the CMS specialty code associated with the pravider aof services. CMS used this number to price
the service on the line-item.

Part B8 Physicians

Claim Federal Type
Service Code

Indicates the type of service (e.g., consultation, surgery) provided to the beneficiary. Types of Service
Codes are defined in the Medicare Carrier Manual.

Part B Physicians
(cont.)

Claim Line From Date

The date the service associated with the line item began.

Part B Physicians

Claim Line Thru Date

The date the service associated with the line item ended.

Part B Physicians
(cont.)

HCPCS Code

The HCPCS code representing the procedure, supply, product, and/ar service provided to the beneficiary.

Part B Physicians

Claim Line Covered
Paid Amount

The amount Medicare reimbursed the provider for covered services associated with the claim-line.

Part B Physicians

Claim Primary Payer
Cade

If a payer other than Medicare has primary respaonsibility for payment of the service indicated on the claim
line, this code indicates the primary payer. This field is also known as the Line Beneficiary Primary Payer
Code.

Part B Physicians

Principal Diagnosis
Code

The ICD-9/10 diagnosis code identifying the beneficiary’s principal illness or disability.

Part B Physicians

Claim Provider Tax
Number

The SSN or Employee Identification Number (EIN) of the provider of the indicated service. This number
identifies who receives payment for the indicated service.

Part B Physicians

Rendering Provider NPI
Number

A number that identifies the provider rendering the indicated service on the claim line. Each provider is
assigned its own unigue NPI.

Part B Physicians

Claim Carrier Payment
Denial Code

Indicates to whom payment was made (e.g., physician, beneficiary), or if the claim was denied.

Part B Physicians

Claim Line Pracessing
Indicator Code

Indicates whether the service indicated on the claim line was allowed or the reason it was denied.

Part B Physicians

Claim Line Allowed
Charges Amount

The amount Medicare approved for payment to the provider.

Part B Physicians

Claim Line Service Unit
Quantity

The number of dosage units of medication that were dispensed in this fill.

Part B Physicians

HCPCS First Modifier
Caode

The first code to modify the HCPCS procedure code associated with the claim-line. This provides more
specific procedure identification far the line item service.

Part B Physicians

HCPCS Second Modifier
Code

The second code to modify the HCPCS procedure code associated with the claim-line. This pravides more
specific procedure identification for the line item service.

Part B Physicians

HCPCS Third Modifier
Code

The third code to modify the HCPCS procedure code associated with the daim-line. This provides more
specific procedure identification for the line item service.

Part B Physicians

HCPCS Fourth Modifier
Code

The fourth code to modify the HCPCS procedure code associated with the claim-line. This provides mare
specific procedure identification for the line item service.

Part B Physicians

HCPCS Fifth Modifier
Code

The fifth code to modify the HCPCS procedure code assaciated with the claim-line. This provides more
specific procedure identification for the line item service.

Part B Physicians

Claim Line Diagnasis
Code

The code indicating the diagnosis supporting this line item procedure/service on the non-institutional daim

Part B DMEs ClaimNo A unique identification number assigned to the claim.

Part B DMEs Claim Line Number A sequential number that identifies a specific claim line

Part B DMEs Beneficiary MBI A Medicare Beneficiary Identifier assigned to a beneficiary.

Part B DMEs Claim Type Cade Signifies the type of claim being submitted through the Medicare or Medicaid programs.

Part B DMEs Claim Type Code Claim type codes are: ./\;:\‘E_?REJ:\

Part B DMEs Claim Type Code 10=HHA claim _\& Q

Part 8 DMEs Claim Type Code 20=Non swing bed SNF claim ko N

Part B DMEs Claim Type Code 30=Swing bed SNF claim { “ontrato Nl':mem

(cont.) (cont.) i 9

Part B DMEs Claim Type Code 40=0Outpatient daim \ » = !

Part B DMEs Claim Type Caode 50=Hospice claim ‘“ﬂ\\

0\_/

FI4003 Pospe®

30

19/20



Lt
7

Part B DMEs Claim Type Code 60=Inpatient claim

Part B DMEs 61=Inpatient "Full-Encounter” claim

(cont.)

Part B DMEs Claim From Date The first day on the billing statement that cavers services rendered to the beneficiary.

Part B DMEs Claim Thru Date The last day on the billing statement that covers services rendered to the beneficiary.

Part B DMEs Claim Federal Type Indicates the type of service (e.g., consultation, surgery) provided to the beneficiary. Types of Service
Service Code Codes are defined in the Medicare Carrier Manual.

Part B DMEs Claim Place of Service Indicates the place where the indicated service was provided (e.g., ambulance, school). Places of service
Code are defined in the Medicare Carrier Manual.

Part B DMEs Claim Line From Date The date the service assaciated with the line item began.

Part B DMEs Claim Line Thru Date The date the service associated with the line item ended.

Part B DMEs HCPCS Cade The HCPCS code representing the procedure, supply, product, and/ar service provided to the beneficiary.

Part B DMEs HCPCS First Modifier The first code to modify the HCPCS procedure code associated with the claim-line. This provides mare
Code specific procedure identification for the line item service.

Part B DMEs HCPCS Second Modifier | The second code to modify the HCPCS procedure code associated with the claim-line. This provides more
Code specific procedure identification for the line item service.

Part B DMEs HCPCS Third Modifier The third code to modify the HCPCS procedure code associated with the claim-line. This provides more
Code specific procedure identification for the line item service,

Part B DMEs HCPCS Fourth Modifier | The fourth code to modify the HCPCS procedure code associated with the claim-line. This provides more
Code specific procedure identification for the line item service.

Part B DMEs HCPCS Fifth Modifier The fifth code to modify the HCPCS procedure code associated with the claim-line. This provides more
Code specific procedure identification for the line item service.

Part B DMEs Claim Line Diagnosis The code indicating the diagnosis supporting this line item procedure/service on the non-institutional claim
Code

Part B DMEs Claim Line Covered The amount Medicare reimbursed the provider for covered services associated with the claim-line.
Paid Amaunt

Part B DMEs Claim Primary Payer If a payer other than Medicare has primary responsibility for payment of the service indicated on the claim
Code line, this code indicates the primary payer.

Part B DMEs Supplier NPI Number The National Provider Identifier {(NPI) assigned to the supplier of the Part B service/DMEPOS line item.

Part B DMEs Claim Carrier Payment Indicates to whom payment was made (e.g., physician, beneficiary), or if the claim was denied.
Denial Code

Part B DMEs Claim Carrier Payment Find Carrier Payment Denial Cades here: https://www.resdac.org/cms-data/variables/carrier-claim-
Denial Cade payment-denial-code

Part B DMEs Claim Line Processing Indicates whether the service indicated on the claim line was allowed or the reason it was denied.
Indicator Code

Part B DMEs Claim Line Allowed The amount Medicare approved for payment to the provider.
Charges Amount
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SIGNATURE ATTESTATION

Contract ID: H4003
Contract Name: MMM HEALTHCARE, LLC

I understand that by signing and dating this form, I am acknowledging that I am an autharized representative of the abave named organization and that I am the
contracting official associated with the user ID used to log on to the Health Plan Management System (HPMS) to sign the 2023 Medicare contracting documents, I also
acknowledge that in accordance with the HPMS Rule of Behavior, sharing user IDs is strictly prahibited.

This document has been electronically signed by:

ORLANDO GONZALEZ

Contracting Official Name

9/6/2022 10:48:11 PM

Date

MMM HEALTHCARE, LLC

Organization

350 Chardon Ave Suite 500
Torre Chardon
San Juan, PR 009182137

Address
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CONTRACT WITH ELIGIBLE MEDICARE ADVANTAGE (MA) ORGANIZATION
PURSUANT TO SECTIONS 1851 THROUGH 1859 OF THE SOCIAL SECURITY ACT
FOR THE OPERATION OF A MEDICARE ADVANTAGE COORDINATED CARE PLAN(S)
CONTRACT (H4004)
Between
Centers for Medicare & Medicaid Services (hereinafter referred to as CMS) and
MMM HEALTHCARE, LLE
(hereinafter referred to as the MA Organization)

CMS and the MA Organization, an entity which has been determined to be an eligible Medicare Advantage Qrganization by the Administrator of the Centers for Medicare &
Medicaid Services under 42 CFR §422.503, agree to the following for the purpases of §§ 1851 through 1859 of the Social Security Act (hereinafter referred to as the Act):

(NOTE: Citations indicated in brackets are placed in the text of this contract to note the regulatory authority for certain contract provisions. All references to Part 422 are to
42 CFR Part 422,)

Article I
Term of Contract

The term of this cantract shall be from the date of signature by CMS's authorized representative through December 31, 2023, after which this contract may be renewed for
successive one-year periods in accordance with 42 CFR §422.505(c) and as discussed in Paragraph A of Article VII below. [422.505]

This contract governs the respective rights and obligations of the parties as of the effective date set farth above, and supersedes any prior agreements between the MA
Organization and CMS as of such date. MA organizations offering Part D benefits also must execute an Addendum to the Medicare Managed Care Contract Pursuant to §§
1860D-~1 through 1860D-43 of the Social Security Act for the Operation of a Voluntary Medicare Prescription Drug Plan (hereafter the "Part D Addendum™). For MA
Organizations offering MA-PD plans, the Part D Addendum governs the rights and obligations of the parties relating to the provision of Part D benefits, in accordance with
its terms, as of its effective date.

Article IT
Coordinated Care Plan

A. The MA Organization agrees to operate one or more coordinated care plans as defined in 42 CFR §422.4(a)(1)(iii)), including at least one MA-PD plan in the same
area as required under 42 CFR §422.4(c), as described in its final Plan Benefit Package (PBP) bid submission {benefit and price bid) proposal as approved by CMS and as
attested to in the Medicare Advantage Attestation of Benefit Plan and Price. The MA Organization agrees to comply with the requirements of this contract, the regulations
at 42 CFR Part 422, §§ 1851 through 1859 of the Act, and all other applicable Federal statutes and regulations and the policies outlined in guidance, such as the Medicare
Managed Care Manual, the Medicare Communications and Marketing Guidelines, CMS Participant Guides, Health Plan Management System memos, Rate Announcement
and trainings.

B. Except as provided in paragraph {C) of this Article, this contract is deemed to incorporate any changes that are required by statute to be implemented during the term
of the cantract and any regulations implementing or interpreting such statutory provisions.

C. CMS will not implement, ather than at the beginning of a calendar year, requirements under 42 CFR Part 422 that impose a new significant cost or burden on MA
organizations or plans, unless a different effective date is required by statute, [42 CFR § 422.521]

D. If the MA Organization had a contract with CMS for Contract Year 2022 under the contract ID number designated above, this document is considered a renewal of the
existing contract. While the terms of this document supersede the terms of the 2022 contract, the parties' execution of this contract does not extinguish or interrupt any
pending obligations or actions that may have arisen under the 2022 or prior year contracts.

E. This contract is in no way intended to supersede or modify 42 CFR, Part 422. Failure to reference a regulatory requirement in this contract does not affect the
applicability of such requirements to the MA Organization and CMS.

Article III
Functions To Be Performed By Medicare Advantage Organization

A. PROVISION OF BENEFITS

The MA Organization agrees to provide enrollees in each of its MA plans the basic benefits as required under 42 CFR §§422.100 and 422.101 and, to the extent
applicable, supplemental benefits under 42 CFR §422.102 and as established in the MA Organization’s final benefit and price bid proposal as approved by CMS and listed
in the MA Organization Plan Attestation of Benefit Plan and Price, which is attached to this contract. The MA Organization agrees to pravide access to such benefits as
required under subpart C in @ manner consistent with professionally recognized standards of health care and according to the access standards stated in 42 CFR
§422.112, [42 CFR § 422.504(a)(3)]

B. ENROLLMENT REQUIREMENTS

1. The MA Organization agrees to accept new enraliments, make enroliments effective, process valuntary disenrolliments, and limit involuntary disenroliments, as
provided in 42 CFR Part 422, Subpart B.[42 CFR § 422.504(a)(1)]

2. The MA QOrganization shall comply with the provisions of 42 CFR §422.110 concerning prohibitions against discrimination in beneficiary enrollment, otherthan in
enrolling eligible beneficiaries in a CMS-approved special needs plan that exclusively enrolls special needs individuals as consistent with 42 CFR §§422.2, 422,4(a)(1)(iv)
and 422.52. [42 CFR § 422.504(a)(2)]

C. BENEFICIARY PROTECTIONS
1. The MA Qrganization agrees to comply with all requirements in 42 CFR Part 422, Subpart M govemning coverage determinations, grievances, and appeals. [42 CFR
§ 422.504(a)(7)}
2. The MA Organization agrees to camply with the confidentiality and enrollee record accuracy requirements In 42 CFR §422.118.[42 CFR § 422.504(a)(13)}]
3. Beneficiary Financial Protections. The MA Organization agrees to comply with the following requirements:

(3.a) Each MA Organization must adopt and maintain arrangements satisfactory to CMS to protect its enrollees from Incurring liability for payment of any fees that
are the legal obligation of the MA Organization in accordance with the requirements of 42 CFR § 422.504(g)(1).

(3.b) The MA Organization must provide for continuation of enrollee health care benefits- as required by 42 CFR § 422.504(g)(2).

(3.c) In meeting the requirements of this paragraph, other than the provider contract requirements specified in 42 CFR § 422.504(g)(1}(i), the MA Qrganization may
use-—

(3.c.i) Contractual arrangements;

(3.c.ii) Insurance acceptable to CMS;

(3.c.iii) Financial reserves acceptable to CMS; or

(3.c.iv) Any other arrangement acceptable to CMS. [42 CFR § 422.504(q){3)]
D. PROVIDER PROTECTIONS

1. The MA Organization agrees to comply with all applicable requirements for health care providers, including physicians, practitioners, praviders of services (as defined
in section 1861 of the Act), and suppliers, in 42 CFR Part 422 Subpart E, including provider certification requirements, anti-discrimination requirements,provider
participation and consultation requirements, the prohibition on interference with provider advice, limits on provider indemnificatian, rules governing payments to
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providers,limits on physician incentive plans, and preclusion list requirements in 42 CFR §§422.222 and 422.224. [42 CFR § 422.504(a)(6)]
2. The MA Organization agrees to comply with the prompt payment provisions of 42 CFR § 422,520 and with instructions issued by CMS, as they apply to each type of
plan incduded in the contract. [42 CFR § 422.504(c)]
(2.a) The MA Organization must pay 95 percent of "clean claims" within 30 days of receipt if they are claims for covered services that are not furnished under a written
agreement between the organization and the provider, The term clean claim is defined in accordance with 42 CFR § 422.500.
(2.a.i) The MA Organization must pay interest on clean claims that are not paid within 30 days in accordance with 8§ 1816(c)(2) and 1842(c)(2) of the Act.
(2.a.ii) All other claims from non-contracted providers must be paid or denied within 60 calendar days from the date of the request. [42 CFR § 422.520(a)]
3. Agreements with Federally Qualified Health Centers (FQHC)
(3.a) The MA Organization agrees to pay an FQHC a similar amount to what it pays other providers for similar services.
(3.b) Under such a contract, the FQHC must accept this payment as payment in full, except for allowable cost sharing which it may collect.
(3.c} Financial incentives, such as payments or banuses, and financial withholdings are not considered in determining the payments made by CMS under 42 CFR
§422.316(a). [42 CFR §422.527]
E. QUALITY IMPROVEMENT PROGRAM
1. The MA Organization agrees to operate a quality assurance and performance improvement program, including provisions for the collection, maintenance and

submission of health and perfarmance data, and have an agreement for external quality review as applicable for each type of plan included in the cantract and as
required by 42 CFR Part 422 Subpart D. [42 CFR § 422.504(a)(5)],

2. The MA Organization agrees to address complaints received by CMS against the MA Organization through the CMS complaint tracking system, [422.504(a)(15)]
F. COMPLIANCE PLAN
The MA Organization agrees to implement a compliance plan in accordance with the requirements of 42 CFR §422.503(b)(4)(vi). [42 CFR § 422.503(b)(4)(vi)]

G. PROGRAM INTEGRITY

1. The MA Organization agrees to provide notice based on best knowledge, information, and belief to CMS of any integrity items related to payments from
governmental entities, bath federal and state, for healthcare or prescription drug services. These items include any investigations, legal actions or matters subject to
arbitration brought involving the MA Organization (ar the MA Organization®s firm if applicable) and its subcontractors (excluding contracted network providers), including
any key management ar executive staff, or any major shareholders (5% or mare), by a government agency (state or federal) on matters relating to payments from
governmental entities, both federal and state, for healthcare and/or prescription drug services, In providing the notice, the sponsor shall keep the government informed
of when the integrity item is initiated and when it is closed. Notice should be provided of the details concerning any resalution and monetary payments as well as any
settlement agreements or corparate integrity agreements.

2. The MA Organization agrees to provide notice based on best knowledge, information, and belief to CMS in the event the MA Qrganization or any of its
subcontractors is criminally convicted or has a civil judgment entered against it for fraudulent activities or is sanctioned under any Federal program involving the provision
of health care ar prescription drug services.

H. MARKETING

1. The MA Organization may not distribute any marketing materials, as defined in 42 CFR §422.2260 unless it complies with the requirements of 42 CFR Part 422
Subpart V. [42 CFR Part 422 Subpart V]

2. The MA Organization must disclose the information to each enrcllee electing a plan as outlined in 42 CFR §422.111. [42 CFR §§ 422,111 & 422.504(a)(4)]

3. The MA Organization must comply with all applicable statutes and regulations, including and without limitation & 1851(h) of the Act and 42 CFR §422.111, 42 CFR
Part 422 Subpart V and 42 CFR Part 423 Subpart V Failure to comply may result in sanctions as provided in 42 CFR Part 422 Subpart O.

Article IV
CMS Payment to MA Organization

A. The MA Organization agrees to develop its annual benefit and price bid proposal and submit to CMS all required information on premiums, benefits, and cost sharing,
as required under 42 CFR Part 422 Subpart F. [42 CFR § 422.504(a)(10)]

B. METHODOLOGY
CMS agrees to pay the MA Organization under this contract in accordance with the provisions of § 1853 of the Act and 42 CFR Part 422 Subpart G. [42 CFR § 422.504(a)
(9)1
C. ELECTRONIC HEALTH RECORDS INCENTIVE PROGRAM
The MA Organization agrees to abide by the requirements in 42 CFR §§495.200 et seq. and §1853(m) of the Act.
D. ATTESTATION OF PAYMENT DATA (Attachments A, B, and C).

As a condition for receiving a monthly payment under paragraph B of this article, and 42 CFR Part 422 Subpart G, the MA Organization agrees that its chief executive
officer (CEQ), chief financial officer (CFQ), ar an individual delegated with the authority to sign on behalf of one of these officers, and who reports directly to such officer,
must request payment under the contract on the forms attached hereto as Attachment A (enrollment attestation) and Attachment B (risk adjustment data) which attest to
(based on best knowledge, information and belief, as of the date specified on the attestation form) to the accuracy, completeness, and truthfulness of the data identified on
these attachments. The Medicare Advantage Plan Attestation of Benefit Plan and Price must be signed and attached to the executed version of this contract. [42CFR §
422.504(1)]

(NOTE: The farms included as attachments to this contract are for reference only. CMS will provide instructions for the completion and submission of the forms in
separate documents. The MA Organization should not take any action on the forms until appropriate CMS instructions become available.)

1. Attachment A requires that the CEO, CFO, or an individual delegated with the authority to sign on behalf of one of these afficers, and who reports directly te such
officer, must attest based on best knowledge, infarmation, and belief that each enrollee for whom the MA Organization is requesting payment is validly enrolled, or was
validly enrolled during the period for which payment is requested, in an MA plan offered by the MA Qrganizatian. The MA Organization shall submit completed enrollment
attestation forms to CMS, ar its contractor, on 8 monthly basis.

2. Attachment B requires that the CEQ, CFO, or an individual delegated with the authority to sign on behalf of one of these officers, and who reports directly to such
officer, must attest (based on best knowledge, information and belief, as of the date specified on the attestation form) that the risk adjustment data it submits to CMS under 42
CFR §422,310 are accurate, complete, and truthful. The MA Organization shall make annual attestations to this effect for risk adjustment data on Attachment B and
according to a schedule to be published by CMS. If such risk adjustment data are generated by a related entity, contractar, or subcontractor of the MA Organization, such
entity, contractor, or subcontractor must also attest to (based on best knowledge, information, and belief, as of the date specified on the attestation form) to the accuracy,
completeness, and truthfulness of the data.

filan Attestation of Benefit Plan and Price (an example of which is attached hereto as Attachment C) requires that the CEQ, CFO, oran
ity to sign on behalf of ane of these officers, and wha reports directly to such officer, must attest (based on best knowledge, information
be attestation form) that the information and documentation comprising the bid submission proposal is accurate, complete, and

Article V
MA Organization Relationship with Related Entities, Contractors, and Subcontractors
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A. Notwithstanding any relationship(s) that the MA Organization may have with first tier, downstream, or related entities, the MA Organization maintains full responsibility
for adhering to and otherwise fully complying with all terms and conditions of its contract with CMS. [42 CFR § 422.504(i)(1)]

B. The MA Organization agrees to require all first tier, downstream, and related entities to agree that—

1. HHS, the Comptroller General, or their designees have the right to audit, evaluate, collect, and inspect any books, contracts, computer or other electronic systems,
including medical records and documentation of the first tier, downstream, and related entities related to CMS's cantract with the MA Organization;

2. HHS, the Comptroller General, or their designees have the right to audit, evaluate, collect, and inspect any records under paragraph B (1) of this Article directly from
any first tier, downstream, aor related entity;

3. For records subject to review under paragraph B(2) of this Article, except in exceptional circumstances, CMS will provide notification to the MA Organization that a
direct request for information has been initiated; and

4, HHS, the Comptroller General, or their designees have the right to inspect, evaluate, and audit any pertinent information for any particular contract period for 10
years from the final date of the contract periad or from the date of completian of any audit, whichever is later.

5. They will ensure that payments are not made to individuals and entities included on the preclusion list, defined in 42 CFR §422.2, in accordance with the provisions
in 42 CFR § 422.222 and 422.224. [42 CFR § 422.504(i)(2)]

C. The MA Organization agrees that all contracts or written arrangements into which the MA Organization enters with first tier, downstream, and related entities shall
contain the provisions required by 42 CFR § 422.504(i)(3),

D. If any of the MA Organization's activities or responsibilities under this contract with CMS is delegated to other parties, all contracts or written arrangements with any
related entity, contractor, subcontractor, or pravider must meet the requirements of 42 CFR § 422.504(i)}(4).

E, If the MA Organization delegates selection of the praviders, contractors, or subcontractors to another organization, the MA Organization's contract with that arganization
must state that the CMS-contracting MA Organization retains the right to approve, suspend, or terminate any such arrangement. [42 CFR § 422.504(i)(5)]

F. As of the date of this contract and throughout its term, the MA Organization
1. Agrees that any physician incentive plan it operates meets the requirements of 42 CFR §422.208, and
2. Has assured that all physicians and physician groups that the MA Organization's physician incentive plan places at substantial financiat risk have adequate stop-
loss protection in accordance with 42 CFR §422.208(f). [42 CFR § 422.208]

Article VI
Records Requirements

A. MAINTENANCE OF RECORDS

1. The MA Organization agrees to maintain for 10 years books, records, documents, and other evidence of accounting procedures and practices in accordance with the
requirements of 42 CFR § 422,504(d).

2. Access to facilities and records. The MA Qrganization agrees that the

(2.a) Department of Health and Human Services, the Comptroller General, or their designee may evaluate, audit'and inspect the records and facilities of the MA
Organization in accardance with 42 CFR § 422.504(e).

(2.b)This right extends through 10 years from the final date of the contract period or completion of audit, whichever is later, except as provided in 42 CFR §
422,504(e)(4).

B. REPORTING REQUIREMENTS

1. The MA Organization agrees to comply with the reporting requirements in 42 CFR § 422.516 and the requirements in 42 CFR § 422.310 for submitting data to CMS.
[42 CFR § 422.504(a)(8)]

N

. The MA Organization agrees to submit to CMS and, as applicable, its enrollees, information as described in 42 CFR § 422.504(f).
3. Electronic communication. The MA Organization must have the capacity to communicate with CMS electronically. [42 CFR § 422.504(b)]

4. The MA Qrganization acknawledges that CMS releases to the public the following data, consistent with 42 CFR Part 422, Subpart K, and 42 CFR Part 423, Subpart
K:

(4.2) summary reconciled Part C and Part D payment data after the reconciliation of Part C and Part D payments, as provided in 42 CFR 8422.504(n){1) and 42 CFR
§423,505(0)(1);

(4.b) MA bid pricing data submitted during the annual bidding process, as described at 42 CFR §422,272;

(4.c) Part C Medical Loss Ratio data far the contract year, as described at 42 CFR §422.2490, and, for Part D plan sponsors, Part D Medical Loss Ratio data for the
contract year, as described at 42 CFR §423.2490.[42 CFR § 422.504(n)]

The MA Organization agrees that it must subject information collected pursuant to 42 CFR §422.516(a) to a yearly independent audit to deg
validity, completeness, and comparability in accordance with specifications developed by CMS. [422.516(g)]

Article VII
Renewal of the MA Contract
A. RENEWAL OF CONTRACT
In accordance with 42 CFR §422.505, fallowing the initial contract period, this contract is renewable annually only if-
1. The MA Organization has not provided CMS with a notice of intention not to renew; [42 CFR § 422.506(a)]
2. CMS and the MA Qrganization reach agreement on the bid under 42 CFR Part 422, Subpart F; and [42 CFR § 422.505(d)]
3. CMS has naot provided the MA Organization with notice of its intention not to renew,
B. NONRENEWAL OF CONTRACT

1. In accordance with 42 CFR §422.506, the MA Organization may elect not to renew its contract with CMS as of the end of the term of the contrac
provided it meets the time frames for doing so set forth in this subparagraph.

2. If the MA Qrganization does not intend to renew its contract, it must notify—
(2.a) CMS, in writing, by the first Monday in June of the year in which the contract would end, pursuant to 42 CFR §422.506

Any reasaon,

(2.b) Each Medicare enrollee by mail, at least 90 calendar days before the date on which the nonrenewal is effective. This natice must include a written descriptian of
all alternatives available for obtaining Medicare services within the service area including altemative MA plans, MA-PD plans, Medigap options, and original Medicare and
prescription drug plans and must receive CMS approval prior to issuance.

3. If the MA Organization submits a request to end the term of its contract after the deadline in 42 CFR §422.506, CMS and the MA Organization may mutually consent
to terminate the contract pursuant to 42 CFR §422.508 when a nonrenewal notice is submitted after the applicable annua!l non-renewal notice deadline if—
(3.a) The contract termination does not negatively affect the administration of the Medicare program; and

(3.b) The MA Organization notifies its Medicare enrallees of any changes that CMS determines are appropriate for notification within the timeframes specified by
CMS; and

(3.c) Incdluded as a provision of the termination agreement is language prohibiting the MA organization from applying for new contracts or service area expansions
for a period of 2 years, absent circumstances warranting special consideration. This prohibition may apply regardless of the product type, contract type ar service area of
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the previous contract.

product type, contract type, or service area of the previous contract.[42 CFR §§ 422.506(a)(4) & 422.508(¢) and (d)]

Article VIII
Modification or Termination of the Contract

A. MODIFICATION OR TERMINATION OF CONTRACT BY MUTUAL CONSENT
1. This contract may be modified or terminated at any time by written mutual consent.

(1.a) If the contract is modified by written mutual consent, the MA Organization must notify its Medicare enrallees of any chan
appropriate for notification within time frames specified by CMS. [42 CFR § 422.508(a)(2)]

nY
(1.b) If the contract is terminated by written mutual consent, except as provided in subparagraph 2 of this paragraph, the MA Orga gaffide notice to its
Medicare enrollees and the general public as provided in paragraph B, subparagraph 2(b) af this Article. [42 CFR § 422.508(a)(1)]

2. If this contract is terminated by written mutual consent and replaced the day following such termination by a new MA contract, the MA Organization is not required to
provide the notice specified in paragraph B of this Article.[42 CFR § 422.508(b)]

3. As a condition of the consent to a mutual termination, CMS will require as a provision of the termination agreement language prohibiting the MA arganization from
applying for new contracts or service area expansions for a period of 2 years, absent circumstances warranting special consideration. This prohibitian may apply regardless
of the product type, contract type, or service area af the previous contract. [42 CFR § 422.508(c)]

B. TERMINATION OF THE CONTRACT BY CMS OR THE MA ORGANIZATION
1. Termination by CMS.
(1.a) CMS may at any time terminate a contract if CMS determines that the MA Organization meets any of the following: [42 CFR §422.510(a)(1)-(3)]
(1.a.i) has failed substantially to carry out the terms of its contract with CMS.,
(1.a.ii) is carrying out its contract in a manner that is inconsistent with the efficient and effective implementation of 42 CFR Part 422.
(1.a.iii) no longer substantially meets the applicable conditions of 42CFR Part 422.
(1.b) CMS may make a determination under paragraph B(1)(a)(i), (ii), or (iii) of this Article if the MA Organization has had one or more of the conditions listed in
42 CFR §422,510(a)(4) occur.
.€) Notice, If CMS decides to terminate a contract , it will give naotice of the termination as follows: [42 CFR §422.510(b)(1)] (1.c.i) CMS will notify the MA
Organization in writing at least 45 calendar days before the intended date of the termination.
(1.c.ii) The MA Organization will notify its Medicare enrollees of the termination by mail at least 30 calendar days before the effective date of the termination.

—~
fiN

(1.c.iii) The MA Organization will notify the general public of the termination at least 30 calendar days before the effective date of the termination by releasing
a press statement to news media serving the affected community or county and posting the press statement prominently an the organization's Web site.

(1.c.iv) In the event that CMS issues a termination notice to the MA Organization on or before August 1 with an effective date of the following December 31, the
MA Qrganization must issue notification to its Medicare enrollees at least 90 days prior to the effective date of termination.

(1.d) Expedited termination of contract by CMS. [42 CFR §422.510(b)(2)]

(1.d.i) For terminations based on violations prescribed in 42 CFR §422.510(a)(4)(i), if the MA Organization experiences financial difficulties so severe that its
ability to make necessary health services available is impaired to the point of posing an imminent and serious risk ta the health of its enrollees, or otherwise
fails toa make services available to the extent that such a risk to health exists, or if CMS determines that a delay in termination would pose an imminent and
serious threat to the health of the individuals enralled with the MA Organization, CMS will notify the MA Organization in writing that its contract has been
terminated an a date specified by CMS. If a termination is effective in the middle of a month, CMS has the right to recover the prarated share of the capitation
payments made to the MA Organization covering the period of the month following the contract termination.

(1.d.1i) CMS will notify the MA Organization's Medicare enrollees in writing of CMS's decision ta terminate the MA Organization's contract. This notice will accur no
later than 30 days after CMS notifies the MA Organization of its decision to terminate this contract. CMS will simultaneously inform the Medicare enrollees of
altemative options far obtaining Medicare services, including alternative MA Organizations in a similar geographic area and original Medicare.

(1.d.iiiy CMS will notify the general public of the termination no later than 30 days after notifying the MA QOrganization of CMS's decision to terminate this
contract. This notice will be published in one or more newspapers of general circulation in each community or county located in the MA Organization's service
area.

{1.e) Corrective action plan [42 CFR §422.510(c)]

(1.e.i) General. Before providing a notice of intent to terminate a contract for reasons other than the grounds specified in subparagraph 1(d)(i) of this
paragraph, CMS will provide the MA QOrganization with notice specifying the MA Organization's deficiencies and a reasonable opportunity of at least 30 calendar
days to develop and implement an approved corrective action plan to correct the deficiencies that are the basis of the proposed termination.

(1.e.ii) Exceptions, If a contract is terminated under subparagraph 1(d}(i) of this paragraph, the MA QOrganization will not be provided with the opportunity to
develop and implement a corrective action plan.

(1.f) Appeal rights. If CMS decides to terminate this contract, it will send written notice to the MA Organization informing it of its termination appeal rights in
accordance with 42 CFR Part 422 Subpart N. [422.510(d}]

2. Termination by the MA Organization [42 CFR §422.512]
(2.a) Cause for termination. The MA Organization may terminate this cantract if CMS fails to substantially carry out the terms of the contract.
(2.b) Notice. The MA Organization must give advance notice as follows:

(2.b.i) To CMS, at least 90 days before the intended date of termination. This notice must specify the reasons why the MA Organization is requesting contract
termination.

¢
{2,b.ii) To its Medicare enrollees, at least 60 days before the termination effective date. This notice must include a written description of alternatives available for
obtaining Medicare services within the service area, including alternative MA and MA-PD plans, PDP plans, Medigap aptions, and original Medicare and must receive CMS
approval.
(2.b.iii) To the general public at least 60 days before the termination effective date by publishing a CMS-approved notice in one or more newspapers of general
circulation in each community or county located in the MA Organization's geographic area.
(2.c) Effective date of termination. The effective date of the termination will be determined by CMS and will be at least 90 days after the date CMS receives the MA
Organization's notice of intent to terminate.
(2.d) CMS's liability. CMS's liability for payment to the MA Organization ends as of the first day of the month after the last month for which the contract is in effect,
but CMS shall make payments for amounts owed prior to termination but not yet paid.
(2.e) Effect of termination by the organization. CMS may deny an application for a new contract or service area expansion from the MA Qrganization or with an
organization whose covered persans, as defined in 42 CFR §422.512(e)(2), also served as covered persons for the terminating MA Organization for a period of two
years from the date the Organization has terminated this contract, unless there are circumstances that warrant special consideration, as determined by CMS. This
prohibition may apply regardless of the product type, contract type, or service area of the previous contract. [42 CFR § 422,512]

Article IX
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Requirements of Other Laws and Regulations J =

A. The MA Organization agrees to comply with—

1. Federal laws and regulations designed to prevent or ameliorate fraud, waste, and abuse, including, but not limited to, applicable provisions of Federal criminal law,
the False Claims Act (31 USC §§3729 et seq.), and the anti-kickback statute (§ 1128B(b} of the Act): and

2. HIPAA administrative simplification rules at 45 CFR Parts 160, 162, and 164.[42 CFR § 422.504(h)]
B. Pursuant to § 13112 of the American Recovery and Reinvestment Act of 2009 (ARRA)}, the MA Organization agrees that as it implements, acquires, or upgrades its
health information technology systems, it shall utilize, where available, health information technalogy systems and praducts that meet standards and implementation
specifications adopted under § 3004 of the Public Health Service Act, as amended by § 13101 of the ARRA,

C. The MA Organization maintains ultimate responsibility for adhering to and otherwise fully complying with all terms and conditions of its contract with CMS,
notwithstanding any relationship(s) that the MA Organization may have with related entities, contractors, or subcontractors. [42 CFR § 422.504(i)]

D. In the event that any provision of this contract conflicts with the provisions of any statute or regulation applicable to an MA Organization, the provisians of the statute
or regulation shall have full force and effect.

E. The MA Organization agrees to comply with applicable anti-discrimination laws, including Title VI of the Civil Rights Act of 1964 (and pertinent regulations at 45 CFR
Part 80), §504 of the Rehabilitation Act of 1973 (and pertinent requlations at 45 CFR Part 84), and the Age Discrimination Act of 1975 (and pertment regulations at 45

CFR Part 91). The MA Qrganization agrees to comply with the requirements relating to Nondiscrimination in Health Programs and Activities _ja ggrt 92,including
submitting assurances that the MA Organization’s health programs and activities will be operated in compliance with the nondiscriminaj Ffmé required in 45
CFR §92.4 /o
Article X
Severability
The MA Organization agrees that, upon CMS's request, this contract will be amended to exclude any MA plan or State-licensed gntitys rate

Article XI
Miscellaneous

A. DEFINITIONS
Terms not atherwise defined in this contract shall have the meaning given to such terms in 42 CFR Part 422,
B. ALTERATION TO ORIGINAL CONTRACT TERMS

The MA Qrganization agrees that it has not altered in any way the terms of this contract presented for signature by CMS. The MA Organization agrees that any alterations
to the original text the MA Organization may make to this contract shall not be binding on the parties.

C. The MA Organization agrees to maintain a fiscally sound operation by at least maintaining a positive net worth (total assets exceed total liabilities) as required in 42
CFR §422.504(a)(14).

D. The MA Organization agrees to maintain administrative and management capabilities sufficient for the organization to organize, implement, and cantrol the financial,
marketing, benefit administration, and quality improvement activities related to the delivery of Part C services as required by 42 CFR §422.504(a)(16).

E. The MA Organization agrees to maintain a Part C summary plan rating score of at least 3 stars under the 5-star rating system specified in 42 CFR Part 422 subpart D,
as required by 42 CFR §422.504(a)(17).

F. CMS may determine that the MA Organization is out of compliance with a Part C requirement and take compliance actions as described in 42 CFR § 422.504(m) or
issue intermediate sanctions as defined in 42 CFR Part 422 Subpart O. [42 CFR § 422.504(m)]

G. The MA Organization agrees to comply with all requirements that are specific to a particular type of MA plan offered under this contract, such as the special rules for
private fee-for-service plans in 42 CFR §§422.114 and 422.216; the rules for special needs plans in 42 CFR §§ 422.101(f), 422.107, 422.152(g) and 422.629 through
422.634; and the MSA requirements in 42 CFR §8422.56, 422,103, and 422.262

H. The MA Orga'nization agrees to comply with the requirements for access to health data and plan information in 42 CFR §§ 422.119 and 422.120. [42 CFR § 423.504(a)
(18)]

1. Business Continuity: The MA Organization agrees to develap, maintain, and implement a business continuity plan as required by 42 CFR §422.504(0).

ATTACHMENT A

ATTESTATION OF ENROLLMENT
INFORMATION RELATING TO CMS PAYMENT
TO A MEDICARE ADVANTAGE ORGANIZATION

Pursuant to the contract(s) between the Centers for Medicare & Medicaid Services (CMS) and (INSERT NAME OF MA ORGANIZATION), hereafter referred to as the MA
QOrganization, governing the operation of the following Medicare Advantage plans (INSERT PLAN IDENTIFICATION NUMBERS HERE), the MA Organization hereby requests
payment under the contract, and in doing so, makes the following attestation concerning CMS payments to the MA QOrganization. The MA Organization acknowledges that
the information described below directly affects the calculation of CMS payments to the MA Organization and that misrepresentations to CMS about the accuracy of such
information may result in Federal civil action and/or criminal prosecution. This attestation shall not be considered a waiver of the MA Organization's right to seek payment
adjustments from CMS based an information or data which does not become available until after the date the MA Qrganization submits this attestation.

1. The MA Qrganization has reparted to CMS for the month of (INDICATE MONTH AND YEAR) all new enrollments, disenrollments, and appropriate changes in enrollees’
status with respect to the above-stated MA plans. Based on best knowledge, information, and belief as of the date indicated below, all information submitted to CMS in
this report is accurate, complete, and truthful.

2. The MA Organization has reviewed the CMS monthly membership report and reply listing for the month of (INDICATE MONTH AND YEAR} for the above-stated MA
plans and has reported to CMS any discrepancies between the report and the MA Organization's records. Far those portions of the monthly membership report and the
reply listing to which the MA Organization raises no objection, the MA Organization, through the certifying CEO/CFO, will be deemed to have attested, based on best
knowedge, information, and belief as of the date indicated below, to its accuracy, completeness, and truthfulness,

ATTACHMENT B

ATTESTATION OF RISK ADJUSTMENT DATA INFORMATION RELATING
TO CMS PAYMENT TO A MEDICARE ADVANTAGE ORGANIZATION

Pursuant to the contract(s) between the Centers for Medicare & Medicaid Services (CMS) and (INSERT NAME OF MA ORGANIZATION), hereafter referred to as the MA
Qrganization, governing the operation of the following Medicare Advantage plans (INSERT PLAN IDENTIFICATION NUMBERS HERE), the MA Organization hereby requests
payment under the contract, and in doing so, makes the following attestation concerning CMS payments to the MA Organization, The MA Organization acknowledges that
the information described below directly affects the calculation of CMS payments to the MA Organization or additional benefit obligations of the MA Organization and that
misrepresentations to CMS about the accuracy of such information may result in Federal civil action and/or criminal prosecution.

The MA Qrganization has reparted to CMS during the period of (INDICATE DATES) all (INDICATE TYPE - DIAGNOSIS/ENCOUNTER) risk adjustment data available to the MA
Organization with respect to the above-stated MA plans. Based on best knowledge, information, and belief as of the date indicated below, all information submitted to
CMS in this report is accurate, compiete, and truthful.
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ATTACHMENT C - Medicare Advantage Plan Attestation of Benefit Plan and Price

In witness whereof, the parties hereby execute this contract.
This document has been electronically signed by:

FOR THE MA ORGANIZATICN

ORLANDO GONZALEZ

Contracting Official Name

9/6/2022 10:51:43 PM

Date

350 Chardén Avenue
MMM HEALTHCARE, LLC Suite 500, Torre Chardon

San luan, PR 009182137

Address

Organization

FOR THE CENTERS FOR MEDICARE & MEDICAID SERVICES

9/22/2022 10:51:39 AM

Date

Kathryn A. Coleman

Director

Medicare Drug and Health

Plan Contract Administration Group,
Center for Medicare
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ADDENDUM TO MEDICARE MANAGED CARE CONTRACT PURSUANT TO SECTIONS 1860D-1 THROUGH 1860D-432 OF THE SOCIAL SECURITY ACT FOR THE OPERATION OF A
VOLUNTARY MEDICARE PRESCRIPTION DRUG PLAN

The Centers for Medicare & Medicaid Services (hereinafter referred to as "CMS") and MMM HEALTHCARE, LLC, a Medicare managed care organization (hereinafter referred
to as MA-PD Sponsor) agree to amend the contract H4004 governing MA-PD Sponsor's operation of a Part C plan described in § 1851(a)(2)(A) of the Sacial Security Act
(hereinafter referred to as "the Act") or a Medicare cost plan to include this addendum under which MA-PD Sponsor shall aperate a Voluntary Medicare Prescription Drug
Plan pursuant to §§1860D-1 through 1860D-43 (with the exception of §§1860D-22(a) and 1860D-31) of the Act.

This addendum is made pursuant to Subpart L of 42 CFR Part 417 (in the case of cost plan spansors affering a Part D benefit) and Subpart K of 42 CFR Part 422 (in the
case of an MA-PD Sponsor offering a Part C plan).

NOTE: For purposes of this addendum, unless otherwise noted, reference to an "MA-PD Sponsor" or "MA-PD Plan" is deemed to include a cost plan sponsor or a MA private
fee-for-service contractor offering a Part D benefit.

Article I
Voluntary Medicare Prescription Drug Plan

A. MA-PD Sponsor agrees to operate one ar more Medicare Voluntary Prescription Drug Plans as described in its application and related materials submitted to CMS for
Medicare approval, including but not limited to all the attestations contained therein and in compliance with the provisions af this addendum, which incorporates in its
entirety the Solicitation for Applications for Medicare Prescription Drug Plan 2023 Contracts, released on January 11, 2022 (hereinafter collectively referred to as "the
addendum™"). MA-PD Sponsor also agrees to operate in accordance with the regulations at 42 CFR Part 423 (with the exception of Subparts Q, R, and S), §§1860D-1
through 1860D-43 (with the exception of §§1860D-22(a) and 1860D-31) of the Act, and the applicable solicitation identified above, as well as all other applicable Federal
statutes, requlations, and policies (e.g., policies as described in the Medicare Prescription Drug Benefit Manual, and Medicare Marketing and Communications Operations
Guide, etc.). This addendum is deemed to incorporate any changes that are required by statute to be implemented during the term of this contract and any regulations or
policies implementing or interpreting such statutory or regulatory provisions.

B. CMS agrees to perform its obligations to MA-PD Sponsar consistent with the requlations at 42 CFR Part 423 (with the exception of Subparts Q, R, and S), §51860D- 1
through 1860D-43 (with the exception of §§1860D-22(a) and 1860D-31) of the Act, and the applicable solicitation, as well as all other applicable Federal statutes,
regulations, and policies.

C. CMS agrees that it will not implement, other than at the beginning of a calendar year, regulations under 42 CFR Part 423 that impose new, significant regulatory
requirements on MA-PD Sponsor. This provision does not apply to new requirements mandated by statute.

D. If MA-PD Sponsor had an MA-PD Addendum with CMS for Contract Year 2022 under the contract ID number designated above, this document is considered a renewal of
the existing addendum. While the terms of this document supersede the terms of the 2022 addendum, the parties' executian of this contract does not extinguish or
interrupt any pending obligations or actions that may have arisen under the 2022 or prior year addendums.

E. This addendum is in no way intended to supersede or modify 42 CFR, Parts 417, 422 or 423, Failure to reference a regulatory requirement in this addendum does not
affect the applicability of such requirements to MA-PD Sponsor and CMS.

Article II
Functions to be Performed by MA-PD Spansor

A. ENROLLMENT

1. MA-PD Sponsar agrees to enroll in its MA-PD plan only Part D-eligible beneficiaries as they are defined in 42 CFR §423.30(a) and who have elected to enroll in MA-PD
Sponsor's Part C or §1876 benefit.

2. If MA-PD Spaonsor is a cost plan sponsar, MA-PD Sponsor acknowledges that its §1876 plan enrollees are not required to elect enrollment in its Part D plan.

B. PRESCRIPTION DRUG BENEFIT

1. MA-PD Sponsor agrees to provide the required prescriptian drug coverage as defined under 42 CFR §423.100 and, to the extent applicable, supplemental benefits as
defined in 42 CFR §423.100 and in accardance with Subpart C of 42 CFR Part 423, MA-PD Sponsor also agrees to provide Part D benefits as described in MA-PD Sponsor's
Part D bid(s) approved each year by CMS (and in the Attestation of Benefit Plan and Price, attached hereto).

2. MA-PD Sponsor agrees to calculate and collect beneficiary Part D premiums in accordance with 42 CFR §8423.286 and 423.293.

3. If MA-PD Sponsor is a cost plan sponsor, it acknowledges that its Part D benefit is offered as an optional supplemental service in accordance with 42 CFR
§417.440(b)(2)(ii). -

4. MA-PD Sponsor agrees to maintain administrative and management capabilities sufficient for the organization to organize, implgs o4 g financial
communication, benefit administration, and quality assurance activities related to the delivery of Part D services as required by 42 C =

5. MA-PD Spansor agrees to provide applicable beneficiaries applicable discounts on applicable drugs in accordance with the reghli X Subpart
W.

C. DISSEMINATION OF PLAN INFORMATION
1. MA-PD Sponsor agrees to provide the information required in 42 CFR §423.48.
2. MA-PD Sponsor acknowledges that CMS releases to the public the following data, consistent with 42 CFR Part 423, Subpart 1)

{b) Part D Medical Loss Ratio data for the contract year, as described at 42 CFR §423.2490.
3. MA-PD Spansor agrees to disclose information related to Part D benefits to beneficiaries in the manner and the form specified by T
§423.128 and 423 Subpart V.
D. QUALITY ASSURANCE/UTILIZATION MANAGEMENT

1. MA-PD Sponsor agrees to operate quality assurance, drug utilization management, drug management, and medication therapy management programs, and to
support electronic prescribing in accordance with Subpart D of 42 CFR Part 423.

2. MA-PD Sponsor agrees to address and resolve complaints received by CMS against the Part D sponsor through the CMS complaint tracking system as required in 42
CFR §423.505(b)(22).

3. MA-PD Sponsor agrees to maintain a Part D summary plan rating score of at least 3 stars as required by 42 CFR §423.505(b}(26).

4. MA-PD Sponsor agrees to pass an essential operations test prior to the start of the benefit year. This provision only applies to new sponsors that have not previously
entered into a Part D contract with CMS and neither it, nor another subsidiary of the applicant's parent organization, is offering Part D benefits during the
current year. 42 CFR §423.505(b)(27).

E. APPEALS AND GRIEVANCES

MA-PD Sponsor agrees to comply with all requirements in Subpart M of 42 CFR Part 423 governing coverage determinations, grievances and appeals, and formulary
exceptions and the applicable provisions of Subpart U. MA-PD Sponsor acknowledges that these requirements are separate and distinct from the appeals and grievances
requirements applicable to MA-PD Sponsor through the operation of its Part C or cost plan benefits.

F. PAYMENT TO MA-PD SPONSOR
MA-PD Sponsor and CMS agree that payment paid for Part D services under the addendum is governed by the rules in Subpart G of 42 CFR Part 423,
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G. BID SUBMISSION AND REVIEW

If MA-PD Spansor intends to participate in the Part D program for the next program year, MA-PD Sponsor agrees to submit the next year's Part D bid, including all required
information on premiums, benefits, and cast-sharing, by the applicable due date, as provided in Subpart F of 42 CFR Part 423 so that CMS and MA-PD Sponsor may
conduct negotiations regarding the terms and conditions of the proposed bid and benefit plan renewal. MA-PD Spansor acknowledges that failure to submit a timely bid
under this section may affect the spansor’s ability to offer a Part C plan, pursuant to the provisions of 42 CFR §422.4(c).

H. COORDINATION WITH OTHER PRESCRIPTION DRUG COVERAGE
1. MA-PD Sponsar agrees to comply with the coordination requirements with State Pharmacy Assistance Programs (SPAPs) and plans that provide other prescription drug
caverage as described in Subpart J of 42 CFR Part 423,

2. MA-PD Sponsor agrees to comply with Medicare Secondary Payer procedures as stated in 42 CFR §423.462.

I. SERVICE AREA AND PHARMACY ACCESS

1. MA-PD Sponsor agrees to provide Part D benefits in the service area for which it has been approved by CMS to offer Part C or cost plan benefits utilizing a pharmacy
network and formulary approved by CMS that meet the requirements of 42 CFR §423.120.

2. MA-PD Sponsar agrees to provide Part D benefits through out-of-network pharmacies according to 42 CFR §423.124.

3. MA-PD Sponsor agrees to provide benefits by means of point-of-service systems to adjudicate prescription drug claims in a timely and efficient manner in compliance
with CMS standards, except when necessary to provide access in underserved areas, 1/T/U pharmacies (as defined in 42 CFR §423.100), and long-term care pharmacies
(as defined in 42 CFR §423.100) according to 42 CFR §423.505(b)(17).

4. MA-PD Sponsor agrees to contract with any pharmacy that meets MA-PD Sponsor's reasonable and relevant standard terms and conditions according ta 42 CFR
§423.505(b)(18), including making standard cantracts available on request in accordance with the timelines specified in the regulation.

(a) If MA-PD Spansor has demonstrated that it historically fills 98% or more of its enroilees’ prescriptions at pharmacies owned and operated by MA-PD Sponsor (or
presents compelling circumstances that prevent the sponsor from meeting the 98% standard or demonstrates that its Part D plan design will enable the sponsor to meet
the 98% standard during the contract year), this pravision does not apply to MA-PD Sponsor’s plan. 42 CFR§423.120(a)(7)(i)

(b) The provisions of 42 CFR §423.120(a) concerning the retail pharmacy access standard do not apply to MA-PD Sponsor if the Sponsor has demonstrated to CMS
that it historically fills more than 50% of its enrollees’ prescriptions at pharmacies owned and operated by MA-PD Spansor. MA-PD Sponsors excused fram meeting the

standard are required to demanstrate retail pharmacy access that meets the requirements of 42 CFR §422,112 for a Part C contractor and 42 CFR
§417.416(e) for a cost plan contractor. 42 CFR8423.120(a){7)(i)

). EFFECTIVE COMPLIANCE PROGRAM/PROGRAM INTEGRITY

MA-PD Sponsor agrees to adopt and implement an effective compliance program that applies to its Part D-related operations, consistent with 42 CFR
§423.504(b)(4)(vi).

K. LOW-INCOME SUBSIDY

MA-PD Sponsor agrees that it will participate in the administration of subsidies for low-income subsidy eligible individuals according to Subpart P of 42 CFR Part 423.

L. BENEFICIARY FINANCIAL PROTECTIONS

MA-PD Sp(on)sor agrees to affard its enrollees protection from liability for payment of fees that are the obligation of MA-PD Sponsor ing g nith 42 CFR
§423.505(g).

M. RELATIONSHIP WITH FIRST TIER, DOWNSTREAM, AND RELATED ENTITIES
1. MA-PD Sponsar agrees that it maintains ultimate responsibility for adhering to and otherwise fully complying with all tg

§423.503(i). to
2. MA-PD Sponsar shall ensure that any contracts or agreements with first tier, downstream, and related entities perfarnfing ior3 an MAS 'obsor'§ behalf related
to the operation of the Part D benefit are in compliance with 42 CFR §423.505(i). - 0

L}
N. CERTIFICATION OF DATA THAT DETERMINE PAYMENT
MA-PD Sponsor must provide certifications in accordance with 42 CFR §423.505(k).

0. MA-PD SPONSOR REIMBURSEMENT TO PHARMACIES (42 CFR §§ 423.505(b)(21), 423.520)
1. If MA-PD Sponsor uses a standard far reimbursement of pharmacies based an the cost of a drug, MA-PD Sponsor will update #. less frequently than
once every 7 days, beginning with an initial update on January 1 of each year, to accurately reflect the market price of the drug.

2. If the saurce for any prescription drug pricing standard is not publicly available, MA-PD Sponsor will disclose all individual drug prices to be updated to the applicable
pharmacies in advance for their use for the reimbursement of claims.

3. MA-PD Sponsor will issue, mail, or otherwise transmit payment with respect to all claims submitted by pharmacies (other than pharmacies that dispense drugs by mail
order anly, or are located in, or contract with, a long-term care facility) within 14 days of receipt of an electronically submitted claim or within 30 days of receipt of a claim
submitted otherwise.

4, MA-PD Sponsor must ensure that a pharmacy located in, or having a contract with, a long-term care facility will have not less than 30 days (but not more than 90
days) ta submit claims to MA-PD Sponsor for reimbursement.

Article III
Record Retention and Reporting Requirements
A, RECORD MAINTENANCE AND ACCESS
MA-PD Sponsaor agrees to maintain records and provide access in accordance with 42 CFR §§ 423.505 (b)(10) and 423.505(i)(2).
B. GENERAL REPORTING REQUIREMENTS
MA-PD Sponsar agrees to submit information to CMS according to 42 CFR §8423.505(f) and 423.514, and the applicable "Final Medicare Part D Reporting Guidance."
C. CMS LICENSE FOR USE OF PLAN FORMULARY

MA-PD Sponsor agrees to submit to CMS each plan's formulary information, including any changes to its formularies, and hereby grants to the Government, and any
person or entity who might receive the formulary from the Government, a non-exclusive license to use all or any portion of the formulary far any purpose related to the
administration of the Part D program, including without limitation publicly distributing, displaying, publishing or reconfiguration of the information in any medium, including
waw.medicare.gov, and by any electronic, print or other means of distribution.

Article IV
HIPAA Provisions
A. MA-PD Spansor agrees to comply with the confidentiality and enrollee record accuracy requirements specified in 42 CFR §423.136.

B. MA-PD Sponsor agrees to enter into a business associate agreement with the entity with which CMS has contracted to track Medicare beneficiaries' true out-of- pocket
costs.

Article V
Addendum Term and Renewal
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A. TERM OF ADDENDUM

This addendum is effective from the date of CMS' authorized representative's signature thraugh December 31, 2023. This addendum shall be renewable for successive
one-year periods thereafter accarding ta 42 CFR §423.506.

B. QUALIFICATION TO RENEW ADDENDUM

1. In accordance with 42 CFR §423.507, MA-PD Sponsor will be determined qualified to renew this addendum annually only if MA-PD Sponsar has not provided CMS with
a notice of intention not to renew in accordance with Article VII of this addendum.

2. Although MA-PD Sponsor may be determined qualified to renew its addendum under this Article, if MA-PD Sponsor and CMS cannot reach agreement on the Part D bid
under Subpart F of 42 CFR Part 423 and CMS declines to accept the bid pursuant to 42 CFR § 423.265(b)(3), no renewal takes place, and, in accordance with 42 CFR §
423.502(d)(2), the failure to reach agreement is not subject to the appeals pravisions in Subpart N of 42 CFR Parts 422 or 423, (Refer to Article X for consequences of
non-renewal on the Part C contract and the ability to enter into a Part C contract.)

Article VI
Nonrenewal of Addendum by MA-PD Sponsor

A. MA-PD Sponsor may non-renew this addendum in accordance with 42 CFR § 423.507(2).

B. If MA-PD Sponsor non-renews this addendum under this Article, CMS cannot enter into a Part D addendum with the organization or with an organization whose covered
persons, as defined in 42 CFR §423.507(a)(4), alse served as covered persons for the nonrenewing sponsor for 2 years unless there are special circumstances that warrant
special cansideration, as determined by CMS.

Article VII
Modification or Termination of Addendum by Mutual Consent

This addendum may be modified or terminated at any time by written mutual consent in accordance with 42 CFR 423.508. (Refer to Article X far consequences of non-
renewal on the Part C contract and the ability to enterinto a Part C contract.)

Article VIII
Termination of Addendum by CMS

CMS may terminate this addendum in accordance with 42 CFR 423.509. (Refer to Article X for consequences of non-renewal on the Part C contract and the ability to enter
into a Part C contract.)

Article IX
Termination of Addendum by MA-PD Sponsor

A. MA-PD Sponsor may terminate this addendum only in accordance with 42 CFR 423,510,

B. CMS will not enter into a Part D addendum with an MA-PD Sponsor that has terminated its addendum or with an organization whose covered persons, as defined in 42
CFR §423.508(f), also served as covered persons for the terminating sponsor within the preceding 2 years unless there are circumstances that warrant special
consideration, as determined by CMS.

C. If the addendum is terminated under section A of this Article, MA-PD Spansor must ensure the timely transfer of any data or files. (Refer to Article X for consequences
of nan-renewal an the Part C contract and the ability to enter into a Part C contract.)

Article X
Relationship between Addendum and Part € Contract ar 1876 Cost Contract

A. MA-PD Sponsor acknowledges that, if it is a Medicare Part C contractor, the termination or nonrenewal of this addendum by either party may require CMS to terminate or
non-renew the Sponsor's Part C contract in the event that such non-renewal or termination prevents MA-PD Sponsor from meeting the requirements of 42 CFR §422.4(c), in
which case the Sponsor must provide the notices specified in this contract, as well as the notices specified under Subpart K of 42 CFR Part 422. MA-PD Sponsor alsa
acknowledges that Article IX.B. of this addendum may prevent the sponsor from entering into a Part C contract for two years following an addendum termination or non-
renewal where such non-renewal or termination prevents MA-PD Sponsor from meeting the requirements of 42 CFR §422.4(c).

B. The terminatian of this addendum by either party shall not, by itself, relieve the parties from their obligations under the Part C or cost plan contracts to which this
document is an addendum.

C. In the event that MA-PD Sponsor's Part C or cost plan contract (as applicable) is terminated or nonrenewed by either party, the provisions of this addendum shall also
terminate. In such an event, MA-PD Sponsor and CMS shall provide notice to enrollees and the public as described in this contract as well as 42 CFR Part 422, Subpart K or
42 CFR Part 417, Subpart K, as applicable.

Article XI
Compliance and Enforcement Actions

A, INTERMEDIATE SANCTIONS
Consistent with Subpart O of 42 CFR Part 423, MA-PD Spansor shall be subject to sanctions and civil money penalties.

B. COMPLIANCE ACTIONS AND PAST PERFORMANCE
CMS may determine that the MA-PD sponsor is out of compliance with a Part D requirement and take compliance actions as described in 42
intarmediate sanctions as defined in 42 CFR Part 423 Subpart 0. 42 CFR § 423.505(n).
Article XII
Severability
Severability of the addendum shall be in accordance with 42 CFR §423.504(e).

Article XIIX
Miscellaneous

A. DEFINITIONS
Terms not otherwise defined in this addendum shall have the meaning given such terms at 42 CFR Part 423 or, as applicable, 42 CFR Part 42
B. ALTERATION TO ORIGINAL ADDENDUM TERMS

MA-PD Spansor agrees that it has not altered in any way the terms of the MA-PD addendum presented for signature by CMS. MA-PD Sponsor agrees that any alterations to
the original text MA-PD Sponsor may make to this addendum shall not be binding on the parties.

C. ADDITIONAL CONTRACT TERMS
MA-PD Sponsor agrees to include in this addendum other terms and conditions in accordance with 42 CFR §423.,505(j).

D. Pursuant to §13112 of the American Recovery and Reinvestment Act of 2009 (ARRA), MA-PD Sponsor agrees that as it implements, acquires, or upgrades its health
information technology systems, it shall utilize, where available, health information technology systems and products that meet standards and implementation
specifications adopted under § 3004 of the Public Health Service Act, as amended by §13101 of the ARRA.

E. MA-PD sponsor agrees to maintain a fiscally sound operation by at least maintaining a positive net worth (total assets exceed total liabilities) as required in 42 CFR
§423.505(b)(23).
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F. Business Continuity: MA-PD Sponsor agrees to develop, maintain, and implement a business continuity plan as required by 42 CFR §423.505(p).

G. The MA-PD sponsor agrees to comply with applicable anti-discrimination laws, including Title VI of the Civil Rights Act of 1964 (and pertinent regulations at 45 CFR Part
80), §504 of the Rehabilitation Act of 1973 (and pertinent regulations at 45 CFR Part 84}, and the Age Discrimination Act of 1975 (and pertinent regulations at 45 CFR Part
91). The MA-PD sponsar agrees to comply with the requirements relating to Nondiscrimination in Health Programs and Activities in 45 CFR Part 92, including submitting
assurances that the MA-PD sponsor’s health programs and activities are operated in compliance with the nondiscrimination requirements, as required in 45 CFR §92.4.

In witness whereaf, the parties hereby execute this contract. This document has been electronically signed by:

FOR THE MA ORGANIZATION

ORLANDO GONZALEZ

Contracting Official Name

9/6/2022 10:51:43 PM

Date

350 Charddn Avenue
MMM HEALTHCARE, LLC Suite 500, Tarre Chardén
San Juan, PR 009182137

Qrganization
Address

FOR THE CENTERS FOR MEDICARE & MEDICAID SERVICES

9/22/2022 10:51:39 AM

Date

Amy Larrick Chavez-Valdez
Director

Medicare Drug Benefit

and C & D Data Group,
Center for Medicare
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Medicare Advantage Attestation of Benefit Plan
MMM HEALTHCARE, LLC
H4004
Date: 09/06/2022

I attest that I have examined the Plan Benefit Packages (PBPs) identified below and that the benefits identified in the PBPs are those that the above-stated organization
will make available to eligible beneficiaries in the approved service area during program year 2023. I further attest that we have reviewed the bid pricing tools (BPTs) with
the certifying actuary and have determined them to be consistent with the PBPs being attested to here.

I attest that I have examined the employear/union-only group waiver (*"800 series"") PBPs identified below and that these PBPs are those that the above-stated
arganization will make available only to eligible employer/union-sponsored group plan heneficiaries in the approved service area during program year 2023. I further
attest we have reviewed any MA bid pricing tools (BPTs) assaciated with these PBPs (no Part D bids are required for 2023 "800 series" PBPs) with the certifying actuary and
have determined them to be consistent with any MA PBPs being attested to here.

I attest that our MA plan(s) are implementing Part B step therapy under the direction of its P&T committee consistent with CMS regulfatory and sub-regulatory guidance.

I further attest that these benefits will be offered in accordance with all applicable Medicare program authorizing statutes and regulations and program guidance that CMS
has issued to date and will issue during the remainder of 2022 and 2023, including but nat limited to, the 2023 Solicitations for New Contract Applicants, the Medicare
Prescription Drug Benefit Manual, the Medicare Managed Care Manual, and the CM5 memoranda issued through the Health Plan Management System (HPMS).

Plan | Segment : 1 Plan N Transaction MA PartD CMS A pproval | Effective
m 4| 1D psrahony Bl A Type Premium Premium Date | pate
048 0 8 PMC Premier Platino (HMO D-SNP) | HMO Renewal 0.00 0.00 08/31/2022 01/01/2023
056 ) 9 PMC Max (HMO-POS) HMOPOS Renewal 0.00 0.00 08/31/2022 01/01/2023
062 ) 11 MMM Relax Platina (HMQ D-SNP) HMO Renewal 0.00 0.00 08/31/2022 01/01/2023
063 0 9 MMM Balance (HMO-POS) HMOPOS Renewal 0.00 0.00 08/31/2022 01/01/2023
065 0 8 MMM Plenitud (HMO-POS) HMOPOS Renewal 0.00 0.00 08/31/2022 01/01/2023
817 0 3 PMC Group A Calendar (HMO-POS) | HMOPOS Renewal 0.00 32.70 | o0s/31/2022 01/01/2023
818 0 3 PMC Group B Calendar (HMO-POS) | HMOPGS Renewal 0.00 32.70 | os/31/2022 01/01/2023
819 0 3 PMC Group C Calendar (HMO-POS) | HMOPOS Renewal 0.00 32.70 08/31/2022 01/01/2023
820 0 3 PMC Group D Calendar (HMO-POS) | HMOPQS Renewal | 0.00 32.70 08/31/2022 01/01/2023
1
822 0 3 PMC Group A Ngg'sc)a'e“da' (HMO- | jmoPas Renewal | 0.00 32,70 08/31/2022 01/01/2023
823 0 3 PMC Group B ng'sc)a'e"da' (RMO- I imopos Renewal 0.00 32.70 08/31/2022 01/01/2023
824 o 3 PMC Group C Ngg's‘ia'e"dar (HMO- 1 iMmapos Renewal 0.0 32.70 08/31/2022 01/01/2023
PMC Group D Non-Calendar (HMO-

825 0 3 POS) HMOPOS Renewal 0.00 32.70 08/31/2022 01/01/2023
826 0 3 PMC Group E Calendar (HMO-POS) | HMOPOS Renewal 0.00 32.70 08/31/2022 01/01/2023
827 0 3 PMC Group E Ngg'sc)a'e”da' (HMO- I ymoros Renewal 0.00 32.70 08/31/2022 01/01/2023
828 0 3 PMC Group F Calendar (HMO-POS) | HMOPOS Renewal 0.00 32.70 08/31/2022 01/01/2023
829 0 3 PMC Group F Ngg'sc)a'e"da' (HMO- | hmoros Renewal 0.00 32.70 08/31/2022 01/01/2023

ORLANDO GONZALEZ 9/6/2022 10:51:43 PM

Contracting Official Name Date

350 Charddn Avenue
Suite 500, Torre Charddén
MMM HEALTHCARE, LLC San Juan, PR 009182137
Qrganization Address
H4004
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ADDENDUM TO MEDICAREMANAGED CARE CONTRACTFOR PARTICIPATION IN
THE MEDICARE ADVANTAGE VALUE-BASED INSURANCE DESIGN (VBID) MODEL

The Centers for Medicare & Medicaid Services {("CMS") and MMM HEALTHCARE. LLC, a Medicare Advantage arganization("MA Organization") agree to amend the contract
H4004, including all attachments, addenda, and amendments thereto (the "Underlying Cantract"), gaverning MA Organization’s operation of a Part C plan described in
Section 1851(a)(2)(A} of the Social Security Act ("Act"), and, if applicable, a Voluntary Medicare Prescription Drug Plan pursuant to Sections 1860D-~1 through 1860D-43
(with the exception of Sections 1860D-22(a) and 1860D-31) of the Act to include this Addendum to provide for MA Organization’s participation in the Medicare Advantage
Value-Based Insurance Design Model ("VBID Model” or "Model").

For purposes of this Addendum, unless otherwise noted, references to an "MA organization” or "MA plan" are deemed to include an "MA-PD spansor” or an "MA-PD plan”
respectively, to the extent MA Organization is offering a Part D benefit.

The VBID Model, conducted under the authority of Section 1115A of the Act, is an opportunity for CMS to test the impact on Medicare program costs and the quality of care
of services furnished by MA organizations that agree to offer a Wellness and Health Care Planning Component and at least one aof the fallowing:

i. Additional Benefits, such as reduced cost sharing for Targeted Enrollees, based on the chronic health condition and/or secioeconomic status criteria proposed by MA
Organization and approved by CMS;

ii. additiocnal rewards and incentives to enrallees, including in the Part D benefit;

iii. new and innovative technologies for Targeted Enrollees for an FDA appraved medical device or new technology that has a Medicare coverage determination {(either
national or local) where the MA plan seeks to cover it for an indication that differs from the Medicare coverage determination and the MA plan demonstrates the device is
medically reasonable and necessary, as well as for new technologies that do not fit into an existing benefit category; ar

iv. the Medicare hospice benefit ("Hospice Benefit Component"). The Parties hereby amend the Underlying Cantract as follows:

Article I
Term and MA Plan Participation

A. This Addendum becames effective an the date it is signed by CMS ("Effective Date") and will remain in effect through December 31, 2023, unless sooner terminated in

accardance with Articles 5 or 6 of this Addendum. This contract cavers Plan Year 2023 for the VBID Model, which will start on January 1, 2023 ("Start Date"). If MA

Organization wishes to participate in the Model during a subsequent Plan Year, it must timely submit for CMS review 2 Model application for the relevant Plan Year in

addition to its annual MA bid submission.

B. MA Organization must not include any of its plans of the following types in its participation in the VBID Mode!: Medicare-Medicaid Plans (MMPs) or other demonstration
plans; Employer Group Waiver Plans (EGWPs) that are offered exclusively to employers, labor arganizations, or the trustees of a fund established by one or more

employers or labar organizations and that exclusively enroll members of group health plans; Medical Savings Account (MSA) Plans; Private Fee-Far-Service (PFFS) Plans;
cast plan offered under Section 1876 of the Act; or a Program of All-Inclusive Care for the Elderly (PACE).

Article I
Definitions

"Additional Benefits” means extra Medicare Advantage (MA) and Part D benefits (in addition to MA and Part D benefits required to be offered by the terms of the
Underlying Agreement) offered by MA Organization under the Model and may be In the form of additional items and services and reductions in cost sharing. Additional
Benefits includes reductions in Part D cost sharing targeted to LIS beneficiaries, which are referred to as "Part D Cost Sharing Reductions Based on SES." Additional Benefits
do not include Hospice Care benefits or other benefits provided solely pursuant to Appendix 3 by an MA organization participating in the Hospice Benefit Component.
"Approved Proposal” means MA Organization's final approved application that reflects and is consistent with MA Organization's final approved bid and VBID Model benefit
package(s), including by final corresponding bid submission approved by CMS. The Approved Proposal includes all updates based on CMS guidance, and reflects all
corresponding bid submissions, allowing participation in the VBID Model in Plan Year 2023 for the VBID Components for which MA Organization is participating.

"Hospice Benefit Component" means the part of the VBID Model permitting MA Organization (pursuant to Article 3(F} of this Addendum) to (1) cover the Medicare Part A
hospice benefit; (2) to develop and implement a Palliative Care strategy and Transitional Concurrent Care strategy, and (3) to offer Additional Hospice Benefits.

"Model Communications and Marketing Guidelines”™ mean the supplementat document pravided by CMS outlining the communicatians and marketing requirements and
any limitations on communications and marketing materials related to VBID Components for all enrollees in a VBID PBP.

"Model Monitoring Guidelines" mean the supplemental documents, pravided by CMS, outlining the monitoring and reporting requirements for MA organizations
participating in the VBID Model.

"Model Technical and Operational Guidance" means supplemental direction and instructions from CMS regarding technical and operational requirements for MA
organizations participating in the VBID Madel, including without limitation the Model Communication and Marketing Guidelines and Model Monitorin ddelines.

"Part CRI Program" means Part C Rewards and Incentives Program and means a program that offers certain rewards and incentives that ar
program.

"Part D Cost Sharing Reductions Based on SES™ means Additional Benefits that take the form of reduced cost-sharing for covered Part D
Enrollees on the basis of socioeconomic status (SES).

"Part D RI Program™ stands for Part D Rewards and Incentives Program and means a program that offers certain rewards and incentives th ‘_1:9%&[3 to th
Prescription Drug Benefit. W

"PBP" stands for Plan Benefit Package and has the meaning set farth at 42 CFR § 422.162.
"Plan Year™ has the same meaning as set for at 42 CFR § 422.2274.

{

"Rewards and Incentives Program" {("RI Program®) means a Part C RI Program, a Part D RI Program, or both. o
\
"Targeted Enrollee” means a Medicare beneficiary who is enrolled in one of MA Organization’s VBID PBPs participating in the Model and t C‘é*:x:Nn.y‘MA Or:
receive interventions under one or more VBID Components, except the Hospice Benefit Camponent and the Wellness and Healthcare Planng €3rap £ andards

and criteria used by MA Organization to identify Targeted Enrollees may vary depending aon the VBID Component, and must be identified in th
Additional Hospice Benefits may be limited ta certain enrollees who have elected hospice and, in some cases, meet other eligibility criteria in accardarnce with Appendix 3.

"VBID Compaonent” means one or more of the following components of the VBID Model offered by MA Organization pursuant to its participation in the VBID Madel: (i)
required WHP Services; (ii) additional benefits furnished pursuant to Article 3(D) in the form of certain reduced cost-sharing obligations and certain additional items or
services, including new and innovative technologies; (iii) the Hospice Benefit Component; and an RI Program.

"VBID PBP" has the meaning sef forth in Article 3(B)(1).

“"WHP Services" stands for Wellness and Health Care Planning Services and means advance care planning services and other services identified in the Approved Proposal
for the WHP Services VBID Compaonent. Such services may be in addition to the activities and perfarmance required by 42 CFR §422,128.

A list of definitions specific to the Hospice Benefit Component is Included in Appendix 3 of this Addendum.

Article III
Functions to be Performed by MA Organization

A. BID AND BENEFIT PACKAGE SUBMISSION AND REVIEW

MA Organization certifies that its annual benefit and pricing proposal(s) for Parts C and D bids are consistent with the remainder of the Approved Proposal (unless
otherwise autharized in writing by CMS) and in accordance with supplemental bid instructions issued by CMS for participants in the VBID Model.

B. IMPLEMENTATION OF VBID COMPONENTS

1. MA Organization shall implement the VBID Components in accordance with the Approved Praposal this Addendum (including all applicable Appendices.), and all
applicable Model Technical and Operational Guidance. MA Organization may participate in the VBID Model only with the MA PBPs that CMS has approved for participation in
the VBID Model and which are identified in the Approved Proposal{each, a"vBID PBP"),

2. MA QOrganizatian shall comply with all applicable laws governing its operation and offering of an MA plan, except as specifically waived in writing In accordance with

H4004
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Section 1115A of the Act.

3. MA Organization shall provide a mechanism for eligible enrollees to opt out of Additional Benefits provided under the VBID Model at any time. If an enrollee opts out
of Additional Benefits pravided under the VBID Model or out of any VBID Component, MA Organization shall take the following actions:

a. Send a written acknowledgement to the enrollee of his or her request to opt out of the benefits provided under the VBID Model ar out of the VBID Component;

b. Thereafter, provide the enrollee with coverage of benefits affered by MA Organization under the PBP without benefits, items or services provided solely under this
Addendum for the VBID Madel; and

¢. Not treat the enroliee as a Targeted Enrollee for purposes of the applicable VBID Component.

If after opting out of the Additional Benefits provided under the VBID Model or out of a VBID Component, an enrollee who meets the criteria to be a Targeted Enrollee
wishes to regain eligibility for or access to the Additional Benefits provided under the VBID Model or a VBID Component, MA Organization must hanor that request and
begin or resume providing Additional Benefits provided under the VBID Model or eligibility for or access to a VBID Component to the enrollee prospectively, consistent with
the terms of this Addendum far a Targeted Enrcllee.

4. MA Organization shall:

a. Implement the VBID Components in @ manner that is consistent with the efficient and effective implementation of 42 CFR Parts 422 and 423 (as applicable) and
Section 1115A of the Act;

b. Continually meet the applicable MA organizatian eligibility canditions of the Model, unless CMS has granted MA Organization an exception to participate in the
Model;

c. Implement the VBID Components on the Start Date, consistent with the Approved Proposal and all applicable Model Technical and Operational Guidance;

d. Comply with the Madel Monitoring Guidelines, including the timely submission of data to facilitate model monitoring;

e. Not take any action that threatens the health or safety of any enrollee; and

f. Ensure that MA Organization’s participation in the VBID Model does not result in lower quality of care or any other adverse outcomes for Targeted Enrollees.
C. WELLNESS AND HEALTH CARE PLANNING

1. MA Organization’s performance of the WHP Services described in this Article 3(C) is a condition of participating in the VBID Model and of any program waiver provided
under the VBID Model.

2. MA Organization shall adopt and implement a plan to offer WHP Services to all enrollees in its VBID PBPs.
3. The plan to offer WHP Services to all enrollees in its VBID PBPs must include at a minimum:

a. The mechanisms to ensure that each enrollee is aware of the availability of WHP Services (e.g., descriptive language in the EOC or marketing materials regarding
the opportunity to engage in advance care planning) and the manner in which the enrollee may receive WHP Services (e.g., Annual Wellness Visit, Health Risk
Assessment, care management program, etc.); and

b. Ways that MA Organization is leveraging technology (e.g., Electronic Health Record, Electronic Medical Record, provider/patient portal) to communicate with enrollees
about WHP Services and to document and track the use of WHP Services,

such information to CMS upon request.
D. PROVISION OF ADDITIONAL BENEFITS

in Appendix 1 of this Addendum, MA Qrganization must cover, and must provide to Targeted Enrollees that have not opted out Agditi d enefit(s) in the
. : . _— . : t?nfrato Nt

a. Reduced cost sharing, which may include the elimination of cost-sharing, as follaws: Umero
i. Reducedcost-sharing for high-value services, as identified by MA Organization pursuant to the Approved Proposal.
ii. Reduced cost-sharing for high-value providers, as identified by MA Organization pursuant to the Approved Proposal.

iii. Reduced cost-sharing for covered Part D drugs.
iv. Reduced cost-sharing for new and innaovative technologies or FDA-approved medical devices.

b. Additional items or services that comply with the requirements of 42 CFR Part 422 for supplemental benefits, except as those re% ically waived
under the Model, as fallows:

i. Additional items or services, including new and innovative technologies or FDA-approved medical devices that meet the criteria for supplemental benefits in Part
422,

ii. Additional non-primarily health related supplemental benefits that have a reasonable expectation of improving or maintaining the health or overall function of the
Targeted Enrollee with regard to the chronic health condition or socioeconomic status of the Targeted Enrollee papulation.

2. To the extent that the Approved Proposal includes the provision of Additional Benefits, MA Organization shall provide the Additional Benefits to Targeted Enrallees
consistent with the Approved Proposal and as follows:

a. All Additional Benefits that are additional items and services must be provided as mandatory supplemental benefits in accordance with 42 CFR Part 422 and other
applicable law, subject to the waivers in Appendix 1.

b. All Additional Benefits that are reductions in cost sharing for MA basic henefits (as defined in § 422.100(c)), or reductions in cost sharing for MA supplemental
benefits ar additional items and services that are treated as mandatory supplemental benefits under the Addendum, must be provided as mandatory supplemental
benefits in accordance with 42 CFR Part 422 and other applicable law, subject to the waivers In Appendix 1,

c. All Additional Benefits that are reductions in Part D cost sharing, including Part D Cost Sharing Reductions Based an SES, must be provided as Part D supplemental
benefits in accordance with 42 CFR Part 423 and other applicable law, subject to the waivers in Appendix 1.

3. If approved by CMS in the Approved Proposal to provide Additiona! Benefits based on a Targeted Enrollee utilizing services from a high-value provider(s), MA
Organization must:

a. In determining the composition of a high-value provider network, adhere to the criteria and parameters for such providers in the Approved Proposal and the Value-
Based Insurance Design Model Request for Applications for CY 2023, posted online at https://innovation.cms.gov/media/document/cy-2023-vbid-rfa, including the
following:

i, MA Organization must use only the rationale and standards in the Approved Proposal ta identify high-value providers;

li. High-value providers may be of any Medicare provider type, including physicians and medical practices, hospitals, skilled-nursing facilities, home health agencies,
ambulatory surgical centers, and others except for pharmacies;

iii. MA Organization must ensure that high-value providers are identified in connection with the specific clinical condition(s) or ather factors as used to identify
Targeted Enrollees;

iv. MA Organization must not identify high-value providers based on cost or coding accuracy or intensity alone; and
v. High-value providers must be available and accessible to ali Targeted Enrollees.

b. Nat remaove a provider from its roster of high-value providers during a contract year, unless the provider is terminated from the network, the provider requests
exclusion from the high-value network or, with the concurrence of CMS, exclusion from the high-value network is warranted for the best interest of enrallees;

c. Clearly inform Targeted Enrollees which providers are considered high-value and the rationale for using high-value providers to encourage Targeted Enrollees to use
high-value providers;

d. Notify Targeted Enrollees of the termination of a provider from its high-value provider network in accordance with the Model Communications and Marketing
Guidelines; and
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e. Natify CMS of any change to the composition of a high-value provider network in the same manner as if the change were a significant change to the provider
network under Chapter 4, Section 110.1,2 of the Medicare Managed Care Manual (see https://www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/Downloads/mc86c04.pdf), regardless of whether such changes are considered "significant’ with respect to the network-at-large.

4. If MA Organization offers Additional Benefits to Targeted Enrollees pursuant to the Approved Proposal, MA Organization must not condition access to high-value
providers or Additional Benefits on the enrallee meeting specific health measurements (e.g., conditianing lower cost-sharing an maintaining specific blood pressure
ranges);

5. MA Organization shall identify Targeted Enrollees for Additional Benefits based an chronic health condition(s) and/or socioeconomic status as described in Article 3(D)
(6) and 3(D)(7) and using criteria and methaodologies in the Approved Proposal. MA Organization shall retain all necessary data to allow CMS to replicate and verify
application of targeting criteria, CMS may reject or request changes to the criteria used to identify Targeted Enrollees if CMS determines that the rejection or change is
necessary to ensure the integrity of the VBID Model or to avoid harm to an enrollee. CMS may also reject or request changes to the criteria if it determines that the criteria
is not in the best interest of an enrollee.

6. The methodolagies and criteria used by MA Organization to identify Targeted Enrollees must be in the Approved Proposal, be able to be replicated by CMS, be
applied uniformly to all enrollees who meet the definedcriteria, be evidence-based, and be expected to materially impact the health of the targeted population. The
Targeted Enrollee population may be identified based on (i) targeting by chronic health condition, as described below; (ii) targeting by socioceconomic status, as described
below; or (iii) targeting by a combination of both chronic health condition(s) and socioeconomic status.

a. Targeting by Chronic Health Condition. When eligibility of enrollees is based on chronic health condition, MA Organization shall identify Targeted Enrollees by either:
i. a broad targeting methodology, such as targeting all enrollees with a specific chronic health condition; or
ii. a tailored methodology, such as targeting enrollees with a specific level of a condition, as defined by ICD-10Q codes or other data.

b. Targeting by Socioeconomic Status, When eligibility of enrallees is based on sociceconomic status, MA Organization shall identify Targeted Enrcllees by:

i. Low-income subsidy (LIS) status by subsidy level, as defined in the Plan Communication User Guide (PCUG) for Medicare Advantage and Prescription Drug Plans
found here: https://www.cms.gov/Research-Statistics-Data-and-Systems/CMS-Infarmation-Technology/mapdhelpdesk/Plan_Communications_User_Guide. Where a specific
subsidy level is not identified in the Appraved Proposal, all LIS enrollees are Targeted Enrollees.

ii. For enrollees in a U.S. territory, dual eligibility for both Medicare and Medicaid, using CMS identification of a dual-eligibility status in MARXx.

c. Targeting Based on Additional Other Factors. Upon approval by CMS, the MA Organization may identify Targeted Enrollees using other factors that are presentin
addition to the chronic health candition(s) and/or sociceconomic status, such as by requiring an LIS enrollee to also participate in a disease management program, or
related program in order to be a Targeted Enrollee who is eligible for Additional Benefits described in Article 3(D)(1) and (D)(2).

7. MA Organization shall make reasonable efforts to identify, based on information known to MA Organization, Targeted Enrolices using the applicable criteria identified
in this Article 3(D) and MA Organization's Appraved Prapasal.

8. MA Organization shall submit to CMS all targeting and engagement {e.g., data around outreach to Targeted Enrollees) data used to identify Targeted Enrollees in a
form and manner and by a deadline specified by CMS in Model Technical and Operational Guidance.

9. MA Organization shall nat require a Targeted Enrallee to receive, opt in, or otherwise register for benefits provided under the VBID Mpsft
Approved Proposal and in accordance with Article 3(D)(6)(c).

E. REWARDS AND INCENTIVES PROGRAMS

changes to a RI Program are subject to written CMS review and approval.
F. HOSPICE BENEFIT COMPONENT

If approved by (fMS to participate in the Hospice Benefit Component, MA Organization shall implement the Hospice Benefit Compad
Proposal and this Addendum, including Appendix 3. Any changes to an MA Organization’s implementation of the Hospice Benefit C
review and approval.

G. COMMUNICATIONS, MARKETING, AND DISCLOSURES

2. MA Organization shall convey information about its participation in the Model and benefits, and RI programs available for eligible Targeted Enrollees in approved
VBID Components as described in the Approved Proposal to Targeted Enrollees consistent with CMS rules permitting marketing of covered benefits and RI Programs and
the Model Communications and Marketing Guidelines.

3. If the eligibility for a VBID Component as a Targeted Enrollee (e.g., for a particular item or reward under the RI Program, for an Additional Benefit described in Article
3(D), ar for benefits under the Hospice Benefit Component as described in Appendix 3) is not assured or cannot be determined before a Plan Year for a specific enrollee or
enrollees, MA Organization shall provide a disdaimer on all materials describing VBID Component. Such disclaimer must clearly state that eligibility for VBID Campanents
available under the VBID Model is not assured and will be determined by MA Organization after enrollment based on relevant criteria (e.g., clinical diagnoses, eligibility
criteria, participation in a disease state management program).

4. Evidence of Coverage and Plan Annual Notice of Change. MA Qrganization shall include in the Evidence of Coverage descriptions of all VBID Components, including
WHP, but except RI Pragrams, offered by the VBID PBP along with language that ensures enrollees are aware of any conditional or targeting criteria. For Plan Year 2023, if
MA Organization is new to the VBID Model, newly participating in certain VBID Components, discontinuing from the VBID Model, or discontinuing certain VBID Components,
MA Organization shall include descriptions of the VBID Components, including WHP but except RI Programs, that are new for 2023 or being discontinued in 2023 in the
Plan Annua! Notice of Change for existing enrollees.

5. MA Organization shall submit to CMS any VBID Modei-related enrollee communication and marketing materials designated in the Model Communications and
Marketing Guidelines far review and approval, and shall not make use of such materials until they are approved by CMS.

6. In the event of a conflict between the marketing requirements in the Underlying Contract and the Model Communications and Marketing Guidelines such that MA
Organization cannot comply with both, MA Organization must comply with the Model Communications and Marketing Guidelines.

H. NOTICE OF CHANGES TO CMS

Prior to the beginning of and throughout the 2023 Plan Year, MA Organization shall provide to CMS written natice of its intention to make any of the following changes, and
of the methad by which Targeted Enrolices will be notified of such changes, which MA arganization shall not implement withaut abtaining prior written approval from CMS;

1. Changes to benefits, including the formulary, that are permitted under Parts 422 and 423, offered by a VBID PBP to the extent any benefits provided under the VBID
Madel! are impacted.

2. Any change in circumstances which would constitute @ material change to a fact or representation made in MA Organization’s Approved Proposal. This includes nat
being able to implement or provide one or more of the benefits or RI Programs affered under the VBID Model.

3. Changes in the compaosition of a high-value pravider network available as part of the VBID Model, as described in Article 3(D).

4, Such changes must be provided to CMS prior to the beginning of the 2023 Plan Year in accordance with process and timeline outlined in the Model Communications
and Marketing Guidelines.

I. RELEASE OF INFORMATIQN

1. MA Organization shall obtain prior approval from CMS during the term of this Addendum and for six months thereafter for the publication or release of any press
release, external report or statistical/analytical material or other similar material that references MA Organization’s participation in the VBID Model. External reports and
statistical/analytical material may include papers, articles, professional publications, speeches, and testimony. When reviewing these materials, CMS intends to disapprove
only thase materials cantaining material misstatements of fact or conclusions based on improper methodology or inaccurate data, or that are inconsistent with the
implementation of the VBID Model ar other applicable laws, regulations or CMS instructions. CMS will make reasonable efforts to complete its review expeditiously. Any
material describing MA Organization's participation in the VBID Model that is submitted to CMS for prior approval that is not disapproved in writing by CM5, or where CMS
ha5664quested additional time to review, within 30 calendar days after receipt by CMS will be deemed approved.

H40
3/20



2. MA Organization agrees to include the following statement on the first page of all external reports and statistical/analytical material that are subject to this Artide
3(1): "The statements contained in this document are solely those of the authors and do not necessarily reflect the views or policies of CMS, The authors assume
responsibility for the accuracy and completeness af the information contained in this document.”

J. NON-DISCRIMINATION
MA Organization shali comply with all applicable law, including Section 1852(b)(1) of the Act, concerning discrimination against enrollees.

Article IV
Additional Record Retention and Reporting Requirements

A. RECORD MAINTENANCE AND ACCESS

MA Organization shall maintain books, records, dacuments, and other evidence relating to the VBID Model for a period of 10 (ten) years from the expiration or termination
of this Addendum or from the date of completion of any Model-related monitoring, auditing, and evaluation, whichever is later. MA Qrganization shall provide access in
accordance with the record retention provisions of the Underlying Cantract.

B. DATA REPORTING AND COOPERATION WITH MONITORING AND EVALUATION

1. MA Organization shall cooperate with CMS's effarts to evaluate the effectiveness of each VBID Component implemented by MA Organization and shall participate in all
VBID Model monitoring, auditing, evaluation, and leaming and diffusion activities, excluding the Voluntary Health Equity Incubation Pragram. MA Crganization may elect to
participate in the Voluntary Health Equity Incubation Program.

2. CMS will issue Model Monitoring Guidelines, which will be designed to allow CMS to collect the necessary data to monitor the real-time impact of the Model and to
perform the requisite model evaluation. Model Monitoring Guidelines will include instructions regarding the collection and reporting of data regarding the MA Organization's
participation in the VBID Model.

3. MA Qrganization shall compiy with the Madel Monitoring Guidelines.

4. MA Organization shall comply with Model Technical and Operational Guidance, including but not limited to the reporting of Part D Prescriptiocn Drug Event (PDE) data
and the calculation, application, and reporting of the Law Income Cost-Sharing Subsidy (LICS) with respect to Additional Benefits as applicable, including Part D Cast
Sharing Reductions Based on SES.

Article V
Termination of Addendum or MA plan(s) Participation by CMS

A. CMS may terminate MA Organization’s participation in the VBID Model, or terminate a particular MA plan from the VBID Model at any time, with or without advance notice
if:
1. CMS terminates the VBID Model pursuant to Section 1115A{b)(3)(B) of the Act or otherwise;
2. CMS determines that MA QOrganization or a particular MA plan or its subcontractors and/or downstream entities (as defined at 42 CFR § 422.2):
a. Has failed to comply with any term of this Addendum or documents incorporated herein;
b. Has carried out this Addendum in a manner that is inconsistent with the efficient and effective implementation of 42 CFR Parts 417, 422 or 423 or Section 1115A of
the Act;
c. Has failed to continually meet the applicable MA Organization eligibility conditions, or does not have an exception to one or more eligibility conditions, of the VBID
Model;
d. Has failed to implement or fully comply with the terms of a corrective action plan or an intermediate sanction imposed by CMS;
e. Has taken an action that threatens the health or safety of a beneficiary, or MA Organization’s participation in the VBID Moadel is resulting in lower quality of care or
any other adverse outcomes for beneficiaries;
f. Has submitted false data or made false representations, warranties, or certifications in connection with any aspect of the VBID Model;
g. Is subject to sanctions or other enforcement or corrective actions of an accrediting organization ar federal, state ar lacal government agency;
h. Is subject to investigation or action by HHS (including HHS-OIG and CMS) or the Department of Justice due to an allegation of fraud er significant misconduct,

including being subject to the filing of a complaint, filing of a criminal charge, being subject to an indictment, being named as a defendant in a False Claims Act qui tam
matter in which the government has intervened or similar action;

i. Assigns ar purports to assign any of the rights or obligations under this Contract and Addendum voluntarily or invaluntarily, whether by merger, cansolidation,
dissolution, operation of law, or any other manner, without the prior written consent of CMS;

j. Experiences financial difficulties so severe that its ability to make necessary health services available is impaired to the point of posing an imminent and serious risk
to the health of its enrollees, or otherwise fails to make services available to the extent that such a risk to health exists;

k. Has committed any act that would be cause for termination of the Underlying Contract or impositian of any penalty or sanction thereunder, regardless of whether
such termination, penalty or sanction is actually imposed by CMS; or
|l. Has engaged in prohibited discrimination against a Medicare beneficiary.

B. Prigr to terminating MA Organization or a Earticular MA Plan pursuant to Section A of this Article, CMS may afford MA Organization aj
implement a corrective action plan acceptable to CMS to correct deficiencies in accardance with the procedures of 42 CFR § 422,510

C. In addition to any sanction or penalty authorized under 42 CFR §§ 422,750 and 423,750, CMS may rescind or make inapplicable Ene pore
waivers provided to MA Organization, ar limit the benefits offered under the VBID Model that may be offered by MA Organization Jf CM§ :
identified in Paragraph A(2) of this Article has accurred.

Article VI
Termination and Surviving Obligations

A. As the term of this Addendum is from the Start Date through the 2023 Plan Year, if MA Organization does not wish for one or mo¥e
VBID Model for the subsequent Plan Year, it must notify CMS in writing by the first Monday in June that precedes the start of that Pla

B. If MA Organization does not wish to cantinue participation in the VBID Model for one or mare MA plans, MA Organization shall notify &g
eligible for benefits provided under the VBID Model. Such notice must be in writing and must inform the enrollee of any changes to their D¥Wgg
MA Organization must comply with the Model Communications and Marketing Guidelines to notify Targeted Enrollees of the change to benefit ctive January 1 of
the upcoming Plan Year. MA Organization shall submit to CMS the notification to enrollees for changing VBID Components in accardance with the Model Communications
and Marketing Guidelines.

C. MA Organization shall ensure the timely transfer of any data ar files to CMS necessary for evaluation, transitian or close-out of MA Organization’s model-related
activities, and shall comply with all other CMS-specified close-out procedures and related Model Technical and Operational Guidance.

D. Upaon any termination of this Addendum (other than pursuant to Article 5), MA Organization shall continue to provide coverage foritems and services other than benefits
that were offered under the VBID Madel consistent with applicable law and the Underlying Contract as if this Addendum had never been executed. CMS may require MA
Organization to make appropriate adjustment to its bid submission for a contract year to account for the absence of benefits that were offered under the VBID Model,

E. Termination of this Addendum by either party shall not affect the rights and obligations of the parties accrued prior to the effective date of the termination or expiration
of this Addendum. The rights and duties set forth in this Article, Article 4, and Article 11 shall survive the termination or expiration of this Addendum. The termination of
this Addendum does not relieve either party of any claims against it that arise under this Addendum before the Addendum is terminated, including the remedies of Article
5(B).

Article VII
Amendment

A, This Addendum may be amended at any time by written mutual consent.
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B. CMS may amend this Addendum without the consent of MA Organization for good cause or as necessary to comply with applicable federal or state law, regulatory
requirements, or accreditation standards. To the extent practicable, CMS shall provide MA Organization with 30 calendar days advance witten notice of any such unilateral
amendment, which notice shall specify the amendment’s effective date. If MA Organization does not wish to be bound by the unilateral amendm ent, it

may terminate this Addendum by providing CMS with 30 days advance written notice.

Article VIII
Order of Precedence & Relationship to Other Agreements

A. This Addendum daes not supersede or maodify Sections 1851 through 1859, and Sections 1860D-1 through 1860D-43 of the Act, or 42 CFR, Paris 422 or 423, except as
specifically waived in Appendix 1 of this Addendum.

B. This Addendum specifies additional rights and obligations of the parties with respect to the VBID Model and does not relieve the parties from, or modify any rights and
obligations with respect to, the operation of an MA coordinated care plan (and, if applicable, a Part D prescription drug plan as part of an MA-PD plan) in general or
pursuant to the Underlying Contract.

C. If MA Organization also has an agreement to participate in the Part D Senior Savings Model (PDSS Model) and has proposed to offer rewards and incentives associated
with the Part D benefit under such other model, the following additional requirements apply to MA Organization under this Model.

1. MA Organization shall not conduct an RI Program in @ Model PBP that conditions eligibility for a reward or incentive on the Targeted Enrollee completing the same
healthcare activity (or service) that the enrollee must complete for a reward or incentive to be available to that enrollee under this Model or the PDSS Model. Upan
request, MA Qrganization shall provide documentation and data related to compliance with this requirement.

2. MA Organizatian shall limit the provision of rewards and incentives to each Targeted Enrollee to @ maximum annual aggregate amount of $600.00 for all rewards and
incentives under this Model and the PDSS Model and shall include the per unit value of each reward and incentive it offers ta a Targeted Enrollee under the PDSS
Madel when determining whether a reward or incentive provided to such Targeted Enrollee would exceed the annual aggregate cap on the total value of rewards and
incentives that MA Organization can provide to a Targeted Enrollee under this Model. Upon request, MA QOrganization shall provide documentation and data related to
compliance with these requirements.

D. In the event of any conflict among the documents or other requirements that might govern the conduct of CMS and MA Organization in their administration of or
participation in the VBID Model, such that MA Organization cannot comply with all documents and requirements, the arder of prierity to interpret the obligations of the
parties shall be as follows:

1. This Addendum including Appendices;

2. The Underlying Cantract to which this Addendum is attached, and other addenda;

3, Any Model Technical and Operational Guidance issued by CMS, including but not limited to guidance on communications or data collection; and

4, MA Organization’s Approved Proposal.
E. The termination of this Addendum by either party shall not, by itself, relieve the parties from their obligations under the Underlying Contract and its other addenda, if
any.

Article IX
Attestation of Compliance

MA Organization hereby attests that:

A. The VBID Components identified in each VBID PBP in the Health Plan Management Systern (HPMS) are consistent with the benefits detailed in MA Organization’s
Approved Proposal

B. Each bid pricing toa! (BPT) submitted for each VBID PBP has been completed in @ manner consistent with the actuarial assumptions and projections contained in the
actuarial component of MA Organization’s Approved Proposal and take into account all costs associated with MA Organization’s implementation of the Approved Proposal as
required in this Addendum.

C. MA Organization has not made changes to a VBID Model-participating PBP’s benefit structure, formulary, network, ar otherwise that discriminate against enrollees in the
MA plan who are not eligible for benefits under the VBID Madel.

Article X
Appeals and Limitation on Review

A. There is no administrative or judicial review under Sections 1869 or 1878 of the Act or otherwise for the following:

1. The selection of MA organizations or MA plans to participate in the VBID Maodel, including the decision by CMS to terminate this Addendum ar to direct the termination
of any plan’s participation in the VBID Model;

2, The elements, parameters, scape, and duration of the VBID Model;
3. Determinations regarding budget neutrality under Section 1115A(b)(3);
4, The termination or modification of the design and implementation of 2 model under Section 1115A(b){(3)(B); or

5. Decisians abaut expansion of the duration and scope of 8 model under Section 1115A(c), including the determination that a2 model is not expected to meet criteria
described in paragraph (1) or (2) of such subsection.

B. MA Organization may dispute such matters for which reviewis not preduded in accordance with the procedures of 42 CFR Part 422, Subpart N ar § 422.756, as
appropriate.

Article XI
Severability

transactions contemplated herein to be unreasanable.

Article XII
Miscellaneous

A. DEFINITIONS
Terms not otherwise defined in this Addendum shall have the meaning given such terms in the Underlying Contract, or 42 CFR Parts 42
B. NOTICES

All notifications required under this Addendum shall be submitted by MA Qrganization to CMS by electronic mail to VBID@cms.hhs.gov, and by CMS to MA Organization
by electronic mail to the person designated in the Approved Application Proposal as MA Qrganization's primary point of contact, or via a Health Plan Management System
broadcast email.

C. COMPLIANCE WITH LAWS

1. MA Organization shall comply with the applicable terms of this Addendum, the Underlying Contract and all applicable statutes, regulations, and guidance, including
without limitation (a) federal criminal laws; (b) the federal False Claims Act (31 U.S.C. § 3729 et seq.); (c) the federal anti-kickback statute (42 U.S.C. § 1320a~7b{(b)); (d)
the federal civil monetary penalties law (42 U.S.C. § 1320a-7a); (e) the federal physician self-referral law (42 U.5.C. § 1395nn); and (f) applicable State laws.

2. This Addendum does not provide any waivers of the fraud and abuse laws. MA Organization must comply with all applicable fraud and abuse laws, except as such laws
may be waived pursuant to Section 1115A(d){1) of the Act specifically for the VBID Model.
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D. STAR RATINGS

CMS may adjust the rules for calculating the Star Ratings for MA organizations participating in the VBID Model ta protect against a statistically significant negative impact

to the Part C or Part D Star Ratings for MA organizations that are not participating in the Model when the impact is directly attributable to participation in the Model.

In witness whereof, the parties hereby execute this contract. This document has been electronically signed by:

FOR MA ORGANIZATION

ORLANDO GONZALEZ

Contracting Official Name

9/6/2022 10:51:43 PM

Date

MMM HEALTHCARE, LLC

Organization

FOR THE CENTERS FOR MEDICARE & MEDICAID SERVICES

Kathryn A. Coleman

Director

Medicare Drug and Health

Plan Contract Administration Group,
Center for Medicare

<AMY LARRICK CHAVEZ-VALDEZ ESIG>

Amy Larrick Chavez-Valdez
Director

Medicare Drug Benefit

and C & D Data Group,
Center for Medicare

<ARRAH TABE-BEDWARD ESIG>

Arrah Tabe-Bedward
Deputy Director

Center for Medicare and
Medicaid Innovation

Appendix 1: Program Waivers
Appendix 2: Rewards and Incentives Programs
Appendix 3: Hospice Benefit Companent

Appendix 4: HIPAA-Covered Data Disclosure Request Form

350 Charddn Avenue
Suite 500, Tarre Chardon
San Juan, PR 009182137

Address

9/22/2022 10:51:39 AM

Date

Not Available

Date

<DATE STAMP>

Date

Appendix 1:
Pragram Waivers

A. Pursuant to Section 1115A(d){1) of the Act, in its sole discretion, CMS waives the following requirements for MA Organization participating in the VBID Model anly to the
extent necessary to implement MA Organization’s Approved Proposal in accordance with the Addendum. CMS may madify ar rescind any or all of these waivers at any time,

in its sole discretion.

1. Unifarmity and Accessibility of Benefits and Cost Sharing: Targeted Enrollees shall be identified as described in Article 3 of the Addendum. The following are waived
to the extent necessary to permit MA organizations to offer certain benefits and reduced or eliminated cost sharing to Targeted Enrollees, rather than to all enrollees in the

MA plan(s) participating in the VBID Model, subject to the terms of the Model:
a. Sections 1852(d)(1)(A) and 1854(c) of the Act [42 U.S.C §§ 1395w-22(d)(1){(A) and 1395w-24(c)]; 42 CFR 8§ 422.2 (definition of an MA plan), 422.100(d)(2),

422.102(a)(2),
b. 422.254(b)(2), 422.262(c)(1);
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c. Section 1860D-2(a) of the Act [42 USC § 1395w-102(a)]; and

d. 42 CFR §§ 423.104(h)(2), 423.265(c).

2. Provision of Non-Primarily Health Related Supplemental Benefits: Targeted Enrollees shall be identified as described in Article 3. of the Addendum. Non-primarily
health related supplemental benefits must have a reasonable expectation of improving or maintaining the health or overall function of the Targeted Enrollee with regard to
the chronic health candition or sacioeconomic status of the Targeted Enrollee population. The fallowing are waived to the extent necessary to allow MA organizations to
offer to certain Targeted Enrollees (who do not meet the definition "chronically ill enrollee" in Section 1852(a)(3)(D) of the Act or 42 CFR 422.102(f)(1)(i)) additional "non-
primarily health related" supplemental benefits the terms of the Model:

a. Section 1852(a)(3)(D){i), (ii)(I), and (iii) of the Act [42 U.5.C. § 1395w 22(a)(3)(D)(i), (ii)(1), and (iii}];
b. 42 CFR 422.100(c)(2)(ii)(A) and 422.102(f}(2)(i), (i}, and (iii).

3. Increased Flexibility for Rewards and Incentives: The following are waived to the extent necessary to allow participating MA organizations to offer RI Programs,
subject to the terms of the Model, that: are available only to Targeted Enrollees, as identified in Article 3, and Appendix 2; are based on the anticipated benefit (rather
than the value) of the associated healthcare item or service; are subject to an annual limit of $600.00 per enrollee for all rewards received by the enrollee; are available
before the entire activity has been completed; or are permitted in connecticn with Part D benefits:

a. 42 CFR §§ 422.134(b) as 2 whole, and 422,134(c)(1){iv), (c)(1){v), and {d)(1)(i) to the extent the availability and eligibility for rewards and incentives is broader
than permitted in the Model; and

b. 42 CFR § 422.134(c)(2){(i), related to RI associated with Part D benefits;
c. 42 CFR § 422.134(d)(2)(ii), related to the prohibition on offering a reward that has a value that exceeds the value of the target activity; and
d. d. 42 CFR §422.134(g)(1), related to the offering of RI to Targeted Enrollees.

4. Stars Ratings for MA Organizations Participating in the VBID Model: The fallowing may be weived to the extent necessary to permit CMS to adjust the rules for
calculating the Star Ratings for MA arganizations participating in the VBID Model and protect against a statistically significant negative impact to the Part C or Part D Star
Ratings for MA organizations that are not participating in the Model when the impact is directly attributable to participation in the Model:

a. 42 CFR 422.162 through 422,166 (Part C Star Ratings for participating MA organizations); and
b. 42 CFR 423.182 through 423.186 (Part D Star Ratings for participating MA-PDs).

5. Part D: The following are waived to the extent necessary for participating MA organizations that are not otherwise authorized to offer Part D supplemental benefits to
offer cost sharing reductions consistent with the terms of the Model, and for participating MA organizations to include as administrative costs in the Part D portion of their
bids the value of the reduction in the statutory maximum cost sharing for a targeted LIS enrollee and to report such amounts on PDE data consistent with CMS instructions
in VBID Model Technical and Operational Guidance:

a. 42 CFR 423.104; and

b. Part 423, Subparts F and G.

B. The waivers in paragraph A above, and the waivers included in Appendix 3 (Hospice Benefit Camponent), are (1) each contingent on corpfli
conditions of this Addendum and documents incorporated therein; (2) granted only to the extent necessary to implement MA QOrganizatio s@:
Participation in the Model; (3) granted only to MA Organization as to those MA PBPs (or MA plans) far which CMS has approved a Propos ;gﬁ
term of this Addendum,

Appendix 2:
Rewards and Incentives Programs

A.RI Programs:

1. If MA Organization is implementing a Part C RI Program and/or Part D RI Program under the Madel, the parties acknowledge that MA Organization has submitted
as part of its application for participatian in the VBID Model, a proposal to offer one or more RI Programs to Targeted Enrollees.

2. MA Organization shall identify Targeted Enrollees for a Part C RI Program and/or Part D RI Program under the Mode! without discrimination and using objective
criteria that comply with the terms of the Addendum, including this Appendix 2 and are specified in the Approved Proposal or are otherwise approved in witing, in advance
by CMS, Such objective criteria must identify either (i) all enrollees or (ii) a subset of enrollees who would receive the greatest health care value from receiving the benefits
or participating in the activities associated with a particular reward or incentive in the Part C RI Proagram and/or Part D RI Program

3. The parties acknowledge that that the Approved Proposal contains the following:
a. The list of Model PBPs in which the Part C and/or D RI Programs will be implemented.
b. The nature and scope of each RI Program, including the criteria for identifying Targeted Enrollees, and the beneficiary engagement methodology;

c. The eligibility criteria that must be met for an individual Targeted Enrollee to qualify to receive the reward or incentive, including the assaciated healthcare activity
that must be completed for the reward or incentive to be available, and, if eligibility includes an adherence metric, the specific criteria for measuring adherence and the
evidence base to support the clinical appropriateness of the adherence criteria;

d. The type and per unit value of each reward and incentive and the method for providing the reward or incentive to eligible Targeted Enrollees.

e. The maximum number and frequency of the reward ar incentive that may be obtained by a Targeted Enrollee for participation in an RI Program.

f. The evidence base and theary of change used to develap the reward or incentive and the intended goals of the RI Program.

4. MA Organization may implement a RI Program that is specific to participation in a disease management program, transition of care program, or similar pragrams
that are evidence-based and approved by CMS.

5. MA Organization shall:
a. Provide the rewards and incentives only to eligible Targeted Enrallees and only in accordance with the Approved Proposal and this Addendum,

b, Camply with the standards for reward programs in 42 CFR § 422,134 and as outlined in Chapter 4, Sections 100 through 100.6 of the Medicare Managed Care
Manual (posted at https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/mc86c04.pdf), issued and effective 04-22-2016, for both its Part C RI
Pragram and its Part D RI Program, except as waived or otherwise modified in the Addendum, Appendix 1, ar this Appendix 2;

c. Not provide any reward ar incentive if its value exceeds the value of the expected impact on enrallee behavior or the expected benefit of the health-related service
or activity on which receipt of the reward or incentive is based, except that (notwithstanding 42 CFR § 422.134(d)(2)(ii) the value of the individual reward ar incentive may
exceed the cast of the health-related service or activity itself, so long as the cost of the health-related service or activity is equal to or less than the expected benefit of
the health-related service or activity on which receipt of the incentive or reward is based;

d. Limit the provision of rewards and incentives to each Targeted Enrollee to a maximum annual aggregate amount of $600.00 for all rewards and incentives, in this
Model and the PDSS Model, and indude the per unit value of each reward and incentive it furnishes to a Targeted Enrollee under the PDSS Model when determining whether
a reward or incentive to such Targeted Enrollee would exceed the annual aggregate amount on the total value of rewards and incentives that MA Organization can provide
to a Targeted Enrollee under this Model;

e. Ensure that rewards or incentives are tangible items that align with the purpose of the RI Program and that must directly benefit the Targeted Enrollee;

f. Furnish an earned reward or incentive by the end of the Plan Year; Madel RI pragrams may allow the enrollee to carry over any unspent value of rewards or
incentives from one plan year to the next for the enrollee's use, but MA Organization must not require additional actions by the enroliee in the next plan year to receive
that reward or incentive; and
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g. Not provide a reward or incentive under any RI Pragram operated under this Madel to a Targeted Enrollee in connection with the same healthcare activity or service
that the Targeted Enrollee completed to be eligible for any reward or incentive under the PDSS Model.
6. MA Organization shall not:
. Provide a RI in connection with the Part D benefit to a Medicare beneficiary who is not enrolled in 2 Model PBP, except as permitted by 42 CFR § 423.128(d)(5);

a

b. Provide RI in the form of cash, cash equivalents, or other monetary rebates or in the form of decreased cost-sharing or plan premiums;

c. Pravide RI that can be used for gambling or the purchase of alcohol, tobacco, or firearms;

d. Use an RI Program largely to market a PBP or encourage beneficiaries to remain with a specific plan;

e. Use an Rl Program to, in any way, choase or solicit enrollees based on health status

f. Create an RI Program that discriminates against enroliees based on race, national origin, limited English proficiency, gender, disability, chronic disease, whether a
person resides or receives services in an institutional setting, frailty status, health status, or other prohibited basis; or

g. Use an RI Program that allows RI to be won based on probability or that does not meet the standards described in 42 CFR § 422.134(d), exduding § 422.134(d)
(2)(ii).

B. Part CRI Programs

Except to the extent that certain provisians are identified as waived in Appendix 1, MA Grganization shall comply with 42 CFR § 422.134 in connection with its Part C RI
Program. Notwithstanding any other provision of this Addendum or its appendices, MA Organization shall comply with all relevant fraud and abuse laws, induding the anti-
kickback statute and civil money penalty prohibiting inducements to beneficiaries, except as explicitly provided in any separately documented waiver issued pursuant to
Section 1115A(d)(1) specifically for the VBID Model, Any such waiver will apply solely to the VBID Madel and may differ in scope or design from waivers granted for other

programs and models.

C. Part D RI Program Requirements

1. MA Organization shall implement a Part D RI Program anly in connection with a PBP for which MA Organization has executed a Part D Addendum such that the PBP is
an MA-PD plan.

2, Except to the extent that certain provisions are identified as waived in Appendix 1, MA Organization shall implement any Part D RI Program in compliance with the
terms of 42 CFR § 422.134 (as if such regulation applied to Part D plans}. Notwithstanding any other provision of this Addendum or its appendices, MA Organization shall
comply with all relevant fraud and abuse laws, including the anti-kickback statute and civil money penalty prohibiting inducements to beneficiaries, except as explicitly
provided in any separately documented waiver issued pursuant to Section 1115A(d)(1) of the Act specifically for the VBID Model. Any such waiver will apply solely to the
VBID Model and may differ in scope or design from waivers granted for other programs and madels.

3, If MA Organization offers a Part D RI Program, the rewards and incentives in any such Part D RI Program must be furnished to reward or incent one of the following:

a. Participation in @ MA plan medication therapy management program (MTMP);
b. Participation in receipt of covered Part D vaccines and other drug therapies that focus on preventive health;
c. Participation in @ program that allows enrollees to better understand their Part D plan benefit, costs, and therapeutic-equivalent coverage alternatives, including
biosimilars and generics; and/for
d. Participation in a program designed for enrollees who have specific conditions or enrollees who would otherwise benefit from participation in disease state
management programs.
4. In offering any reward or incentive for participation in an MTMP, MA Organization shall comply with existing CMS requirements for MTMPs, as set forth 42 CFR §
423.153.
5. In offering any reward or incentive for participation in preventive health services, MA Organization may design a program with thg

rewards and incentives.
7. In implementing and operating its Part D RI Program, the MA QOrganization shall not:
a. Use prescription fills or adherence as the sole basis for providing a reward or incentive,
b. Incentivize enrallees ta use mail service pharmacies, preferred pharmacies or any other specific network providers.
¢. Structure 2@ Part D RI Program to discourage clinically indicated medication use, or otherwise reward enrollees not taking a

vaccines,
d. Identify Targeted Enrollees based on the identity of their pharmacy provider.
e. Receive or use funding, in-kind resources, or any kind of remuneration provided directly or indirectly by a drug manufacturer. Thi s but is not limijted to,

the use of personnel affiliated with a drug manufacturer, manufacturer-financed coupons or discounts provided to a beneficiary, or manufacturer supplied education
materials.

f. Receive or use funding, in-kind resources, or any kind of remuneration provided directly or indirectly by a pharmacy or entity that owns or operates pharmacies.
This includes use of personnel affiliated with a pharmacy, pharmacy-financed coupons or other discounts provided to a beneficiary, or pharmacy supplied education

materials.
D. Record Retention
1. In accordance with Article 4 of this Addendum (Additional Record Retention and Reporting Requirements), MA Organization shall maintain the following records
regarding all RI Programs under this Madel (and may be required to report such records):
a. The identity of each Targeted Enrollee and the total number of Targeted Enrollees;
b. The identity of each enrollee who received a reward or incentive, and the total number of enrollees who received a reward and/or incentive;
c. Information regarding which Part C RI Program, Part D RI Pragram, or both, that enabled the enrollee to receive the reward or incentive;
d. The nature and date(s) of the activities or other conduct engaged in by the enrollee and clinical information about the enrollee that enabled the enrollee to
qualify far the reward or incentive;
e. The nature and amount of the reward or incentive received by the enrollee;
f. The cost of the healthcare activities or services with which eligibility for a reward or incentive is associated, the value of the expected impact on enrollee behavior,
and the value of the expected benefit of such healthcare activities and services;
a. Any trends over time in the number of Targeted Enrollees in the RI Pragram, ar the number of enrollees who received a reward and/or incentive; and

h. Any evaluations done by MA Organization to assess the effectiveness of the RI Program.

2. MA Organization shall submit semi-annual reports to CMS, in a form and manner and by a deadline specified by CMS, regarding its implementation of any Part C RI
Program or Part D RI Pragram. MA Qrganization shall provide CMS with supplemental information upon request regarding its implementation of any Part C RI Program or
Part D RI Program.

E. Compliance and Enforcement

1. MA Organization shall have in place a protacol for monitoring the implementation and administration of each approved Part C RI Program and Part D RI Program.
MA Organization shall make this protocol available to CMS upon request.

2. In accordance with Article 5 of the Addendum (Termination of Addendum or MA Plan(s) Participation by CMS), CMS may terminate or suspend MA Organization’s
implementation of any Part C RI Program or Part D RI Program, or take other remedial action, if -
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a. MA Organization fails to comply with the terms and conditions of the Addendum or this Appendix 2; or
b. CMS determines that MA Organization’s implementation of such a program might compromise the integrity of the Model.

3. If CMS determines that MA Organization has failed to comply with the terms of Article 3(D) of the Addendum or this Appendix 2, CMS may prohibit MA Crganization
fram participating in the VBID Component regarding RI Programs, regardless of whether MA Organization has corrected or otherwise resalved the nancompliance.

Appendix 3:
Hospice Benefit Component

MA Organization may, subject to the terms and conditions of the VBID Model and this Addendum and Appendix 3 and CMS’s approval of its Proposal, cover the Medicare
hospice benefit as part of the participating PBP’'s benefits in combination with offering Palliative Care outside the hospice benefit for enrollees with serious illness, and
providing individualized Transitional Concurrent Care during a hospice benefit period, described in Section 1812(a)(4) and (d) of the Act. MA Organization shall implement
the Hospice Benefit Campanent under the VBID Model during the term of the Addendum only in accordance with the terms of this Addendum, including this Appendix 3,
and the Approved Proposal.

MA Organization must comply with all applicable laws and regulations governing the Medicare hospice benefit, except those laws and regulations that are waived pursuant
to Section 1115A(d)(1) of the Act specifically for the Madel as identified in Appendix 1 and this Appendix 3.

A. Hospice Benefit Component Definitions

"Additional Hospice Benefits" means benefits offered by MA Organizatian, including additional items, services and reductions in cost sharing, that are targeted to
enrollees based on Hospice Election and may be further targeted to those Hospice Enrollees who choose an in-network Hospice Provider AND/OR on the basis of (i) one or
more chronic health conditions, (ii) socioeconomic status, or (iii) a combination of both chranic health condition(s) and sociceconomic status. Additional Hospice Benefits
includes reductions in Part D cost sharing under Defined Standard plans, which are also referred to as "Part D Cost Sharing Reductions Based an SES" that are targeted to
enrollees based on Hospice election. :

"Business Associate” ("BA") has the meaning provided at 45 CFR § 160.103.
“Covered Entity™” ("CE")} has the meaning provided at 45 CFR § 160.103.
"Health Care Operations” has the meaning provided at 45 CFR § 164.501.

"Hospice Care™ means a comprehensive set of items and services (described at Section 1861(dd)(1) of the Act) that are identified and coordinated by an interdisciplinary
care team to provide for the physical, psychosocial, spiritual, and emotional needs of a Terminally Ill (as defined below) patient and/or family members, as delineated in a
specific patient plan of care (42 CFR § 418.3). These items and services include core and non-core services, With the exception of physician services, substantially all core
services must be provided directly by hospice employees on a routine basis. These services must be provided in a manner consistent with acceptable standards of practice.
Core services (42 CFR § 418.64) include physician, nursing, medical social services, counseling, bereavement, and spiritual services. Nursing services, physician services,
and drugs and biologicals must be made routinely available on a 24-hour basis seven days per week. In addition to the hospice core services, the following services must
be provided by @ Hospice Provider, either directly or under arrangements with other providers, to meet the needs of the patient and family as part of non-core services:
Physical and occupational therapy and speech-language pathology services; hospice aide services; homemaker services; volunteers; medical supplies (incuding drugs and
biologicals) and use of medical appliances related to the terminal iliness and related conditions; and short-term inpatient care (including respite care and interventions
necessary for pain control and acute and chronic symptom management (42 CFR §§ 418.70-418.78; 418.100)).

"Hospice Election” means the voluntary decision made by eligible individuals in accardance with 42 CFR § 418.24 (as amended from time to time) to receive Hospice Care.

"Hospice Enrollee” means an enrollee who meets the statutory definition of "terminally ill” as defined below, and has voluntarily elected to receive Hospice Care through a
Hospice Election.

"Hospice Provider" means a public agency or private organizatian ar subdivisian of either of these that is primarily engaged in providing Hospice Care in accardance with
42 CFR §418.3; MA Organization may only provide hospice services through a Hospice Provider that has a participation agreement with Medicare and meets the applicable
requirements of title XVIII and part A of title XI of the Social Security Act, in accordance with 42 CFR 422.204(b)(3).

"Mature-Year PBP" means a plan benefit package that (i) is participating in the Haspice Benefit Component for the second or third yearin C¥ 2023 and has largely
maintained its service area from its most recent year of participation in the model or (ii) has been determined to be a Mature-Year PBP through a process identified in
Model Technical and Operational Guidance.

"palliative Care” means patient and family-centered care that optimizes quality of life by anticipating, preventing, and treating suffering. Palliative care throughout the
continuum of illness involves addressing physical, intellectual, emotional, social, and spiritual needs and facilitating patient autonamy, access to information, and chaice
(42 CFR § 418.3).

"Targeted Hospice Enrollee" means a Medicare heneficiary whao is enrolled in one of MA Organization’s VBID PBPs participating in the Hospice Benefit Component and
targeted by MA Organization to receive Additional Hospice Benefits. The standards and criteria used by the MA Organization to identify Targeted Hospice Enrollees must be
one or more aof the criteria specified in Article 3(D) of the Addendum and identified in the Approved Proposal.

"Terminally III" means that the individual has a medical prognosis that his or her life expectancy is 6 manths or less if the illness runs its

approved that proposal.
2. Provision of the Full Scope of Medicare Hospice Benefits.

MA Organization shall:

a. Provide the full scope of Hospice Care, as set forth in Section 1861(dd) of the Act and all implementing regulations at 42 CFR
VBID PBPs participating in the Hospice Benefit Component;

b. Provide Hospice Care in accordance with each enrollee’s choice to elect ar revoke the haspice benefit in accordance with Section 181 Yoieefid 42 CFR §§
418.24 and 418.28; and

¢. Treat Hospice Care as a basic benefit for purposes of compliance with regulations in 42 CFR Part 422, except for regulations that have been waived.
3. Palliative Care Strateav.
MA QOrganization shall:

a. Cansistent with the Approved Proposal, develop and implement a strategy regarding access to and delivery of Palliative Care for enrollees with serious illness who
are either not eligible for or who have chosen not to {or not yet chosen to) receive hospice services.

b. In accordance with the Model Monitaring Guidelines, identify ta CMS any costs related to the provision of Palliative Care that are in the basic bid.
4. Transitional Concurrent Care Strateay.
MA Organization shall:

a. Consistent with the Approved Proposal, develop and implement a strategy far the provisian of Transitional Concurrent Care only by in-network Hospice Providers
and other in-network providers that is clinically appropriate and reflective of Hospice Enrollees’ and caregivers’ needs as identified in the plan and goals of care and
does not duplicate the services covered in the Medicare hospice benefit.

b. In accordance with the Model Monitoring Guidelines, MA Organization shall report to CMS the costs related to the provision of Transitional Concurrent Care during
the Plan Year and a comparison of actual experienced costs to the costs projected in the Approved Proposal.

5. Coverage of Hospice Care Furnished by In-Network and Qut-of-Network Providers

a. MA Organization must provide access to a network of high-quality Hospice Praviders that are certified by Medicare to provide hospice care. MA Organization must

H4004
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cover all Haspice Care furnished by either in-netwark Hospice Providers or out-of-network {non-contracted) Hospice Providers to a Hospice Enrollee who is enrolled
in the VBID PBP that Is participating in the Hospice Benefit Companent,

b. In ensuring beneficiary access to a network of Hospice Providers, MA Organization shali:

i. Offer access to in-network Hospice Providers, by contracting with at least one Hospice Provider for the service area regardless of whether MA Organization has a
Mature-Year PBP, as well as covering Hospice Care furnished by out-of-network Hospice Providers. Where there are no existing contractual arrangements between
a participating MA Qrganization and a Hospice Provider in the service area, MA Organization must reach out to local Hospice Providers to discuss the Model and
billing processes to minimize confusion and maximize efficiencies, even if the parties do not ultimately cantract with each other.

ii. Provide clinically appropriate pre-hospice consultation services to enrallees consistent with the Approved Proposal. In implementing any type of pre-hospice
consultation service, such services must be provided by specially trained staff who are accessible by phone and other means available 365 days a year, 24 hours a
day, and 7 days a week. Specially trained staff must pravide information to aid in enrollees’ understanding of their care choices (including Hospice Care, Palliative
Care, Transitional Concurrent Care, and Additional Hospice Benefits) and Hospice Provider options in a way that is clear, immediately available, culturally
competent, and knowledgeable about the Hospice Benefit Component. The pre-hospice consultation services must be aptional for enroliees to use and cannot be
required as a condition for accessing Hospice Care.

iii. Far Hospice Enrallees that utilize an out-of-network Hospice Pravider, cover Hospice Care provided by the out-of-network Hospice Provider and make payments at
the same amount that the Hospice Provider would receive from Original Medicare for Hospice Care. MA Organization shall ensure that Hospice Enrallees are nat
balanced billed.

iv. Cleary and explicitly inform the Hospice Enrollee that payments for covered Hospice Care will be made by MA Organization to out-of-netwark Hospice Providers
that have participation agreements with Medicare.

v. Clearly and explicitly inform the Hospice Enrollee regarding any difference in out-of-pocket costs, Transitional Concurrent Care, or Additional Hospice Benefits
associated with using an out-of-network rather than in-netwark Hospice Provider.

vi, Make timely and reasonable payments for cavered Haspice Care provided by a Hospice Provider that does not contract with MA Organization in accordance with 42
CFR §422.520.

vii, Count toward the maximum out-of-pocket (MOOP) limit (required pursuant to 42 CFR § 422.100(f) or 422.100(d), as applicable) those amounts for which the
Hospice Enrollee is responsible for Hospice Care and other basic benefits (as defined in 42 CFR § 422.100(c)), regardless whether the items and services are also
Palliative Care or Transitional Concurrent Care.

viii. Consistent with 42 CFR 422.105(a), treat any enrallee referral by an in-network Hospice Provider (even one who has nat consulted with MA Organization about its
policy for in-network referrals) to an out-of-network provider (non-hospice provider) as an in-network referral for purpases of determining enrollee cost sharing
amounts if the member correctly identified himself or herself as a member of that plan to the contracted provider before receiving the covered item or service,
unless the contracted provider can show that the enrollee was notified prior to receiving the item or service that the item or service is covered only if further action
is taken by the enrollee.

ix. Comply with all unwaived requirements of 42 CFR Part 422, Subpart E, in connection with Hospice Providers.

c. If MA Organization chooses not to participate in a future year, MA Organization must continue to cover, through discharge or revocation from Hospice Care,
disenrollment from the VBID PBP, or death, Hospice Care furnished to Hospice Enrollees whose Hospice Election started during the time in which the Hospice
Enroliee was in a Hospice Benefit Camponent VBID PBP. If a Hospice Enrallee elects to change enrollment from the Hospice Benefit Component VBID PBP, MA
Organization must continue providing payment for all services, including both hospice and non-hospice care, until the enrollee’s coverage with the Hospice Benefit
Component VBID PBP ends, which generally would be at the end of the month in which the enrollee made the enrollment change request.

6. In ensuring enrollee access to a network of Hospice Providers, MA Organizatian shall not:

a. Charge higher cost sharing for Hospice Care provided in-netwark or out-of-network than the cost sharing levels permitted under Medicare as set forth in Section
1813 of the Act (42 U.S.C. § 1395e).

b. Impase any additional coinsurance or deductibles, as compared to what an enrollee would pay if not enrolled in the Model, for Haospice Care furnished to Hospice
Enroliees during the period of a Hospice Election, regardless of the setting of the services.

¢. Require prior authorization or implement other utilization management protocals in connection with the coverage or provision of Hospice Care, unless approved by
CMS.MA Organizations may implement appropriate program integrity safequards, specifically prepayment or post payment review strategies, that align with policies
described in Model Technical and Operational Guidance. Other prepayment or postpayment review strategies require prior written CMS appraval.

7. If MA Organization has Mature-Year PBPs, MA Organization must have an adeauate network of hospice providers, Specificallv, adequacy of the Hospice Provider
network will be evaluated as follows:

a. Minimum Number of Providers, MA Organization must have the minimum number, as identified by CMS consistent with Model Technical and Operational Guidance,
issued before the execution of this Addendum, of Hospice Providers in network. CMS agrees to calculate the minimum number of providers and determine MA
Organization’s status as offering a Mature-Year PBP in accordance with such Model Technical and Operational Guidance. MA Organization must be in compliance
with the minimum number of provider requirement by January 1, 2023 and throughout Plan Year 2023, MA Organization may submit an exception request
regarding the requirement for a minimum number of praviders, which will be evaluated and may be approved as described in Model Technical and Operational
Guidance.

b. Comprehenswe Strategy for Access. MA Orgamzatlon must lmplement the comprehenswe strategy for network access described in the Approved Proposal.

affect, or have the potential to affect, ten percent or more of MA Organization's Hospice Enrollees within 2 Mature-Year PBP; or
ability to meet the minimum number of providers criterion in any part of its service area(s).

b. Comply with 42 CFR 422,111(e) and make a good faith effort to pravide written notice of a termination of a contracted Ho
before the termination effective date to all enrollees who are patients seen on a regular basis by the provider whose contrikt
the termination was for cause or without cause,

9. Additional Hospice Benefits for Tarageted Hospice Enrgllees

a. The following may be permissible Additional Hospice Benefits:
i. additional items or services that meet the criteria for MA supplemental benefits in 42 CFR Part 422;

ii. reductions in cost sharing, which includes reduction in cost-sharing to zero, for covered or non-covered services, items, dr
outside Hospice Care) and biolagicals that a Targeted Hospice Enrollee receives during the period of Hospice Care or follo
ili. additional non-primarily health related items or services that meet the requirements of 42 CFR § 422,102(f), except the proWwsi

provided that the nen-primarily health related items or services have a reasonable expectation of maintaining or slowing the pr
overall function of the enrollee

b. To the extent that the Approved Proposal involves the provision of Additional Hospice Benefits, MA Qrganization shall provide the Additional Hospice Benefits to
Targeted Hospice Enrollees consistent with the Approved Proposal and as follows:

i. All Additional Hospice Benefits that are additional items and services must be provided as mandatory supplemental benefits in accordance with 42 CFR Part 422
and other applicable law subject to the waivers in Appendix 1.

ii. All Additional Hospice Benefits that are reductions in cost sharing for MA basic benefits (as defined in § 422.100(c)), reductions in cost sharing far Hospice Care or
Transitional Concurrent Care, or reductions in cast sharing for MA supplemental benefits or additional items and services that are treated as mandatory
supplemental benefits under the Addendum must be provided as mandatory supplemental benefits in accordance with 42 CFR Part 422 and other applicable law,
subject to the waivers in Appendix 1.

iii. All Additional Hospice Benefits that are reductions in Part D cost sharing, including Part D Cost Sharing Reductions Based on SES must be provided as Part D
supplemental benefits in accordance with 42 CFR Part 423 and other applicable law, subject to the waivers in Appendix 1.

iv. All Additional Hospice Benefits must be provided in accordance with the provisions in Article 3(D) of the Addendum.

¢. To the extent that the Approved Proposal involves the provision of Additional Haspice Benefits, MA Organization must clearly identify the Additional Hospice
Benefits in accordance with the Model Communications and Marketing Guidelines.
H4004
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10. Quality Improvement Organization {OIQ) Review of Terminations of Hospice Services.

a. A Hospice Enrollee whose hospice services have been terminated by either the Hospice Provider or MA Organization shall have the right to review of that
termination of services by a QIO. A Hospice Enrollee wha is dissatisfied with @ QIO’s expedited determination may request an expedited reconsideration by the
QI0, applying the same standards described in 42 CFR § 422.626 for terminations of other provider services, consistent with Section B(10)(g) of this Appendix 3.
MA Organization shall submit to and cooperate with these reviews of terminations of hospice services in the Hospice Benefit Component of the Model.

b. MA Organization agrees that its role and responsibilities in connection with the termination of hospice services for a Hospice Enrallee shall be subject to review by
the QIO far the service area of the applicable participating PBP.

c. The provisions of 42 CFR § 405.1200, requiring certain notices from a hospice provider, have not been waived and continue to apply to @ Hospice Enrollee's receipt
of Hospice Care and the termination of hospice services by a Hospice Provider.

i. Termination of hospice services defined. In addition to the description at 42 CFR § 405.1200(a)(2), termination of hospice services includes the discharge of a
Hospice Enrollee from covered Hospice Care or discontinuation of Hospice Care when the enrollee has been authorized by MA Organization, either directly or by
delegation, to receive Hospice Care from a Hospice Pravider. Termination includes cessation of coverage at the end af a course of treatment preauthorized in a
discrete increment, regardless of whether the enrollee agrees that such services should end.

ii. Advance written notification of termination. Prior to any termination of hospice services and consistent with 42 CFR § 405.1200, the Hespice Provider must deliver
valid advance written notice of any termination of Hospice Care to the Hospice Enrollee of MA Organization’s or the Hospice Provider's decision to terminate
Hospice Care.

iii. Financial liability for failure to deliver valid notice. MA Organization shall be financially liable for cantinued hospice services for the Hospice Enroliee if the Hospice
Enrollee is not provided a valid notice of the termination of hospice services no later than two days before the proposed end of the hospice services. MA
Qrganization is financially liable for continued services until 2 days after the Hospice Enrollee receives valid notice. MA Organization is nat liable if the Hospice
Enrollee agrees with the termination of hospice services earier than 2 days after receiving the notice described in this Section B(10)(c).

d. MA Organization shall submit to, participate in, and cooperate with the review of the termination of hospice services for a Hospice Enrollee that is performed by
the QIO0.

i. When an enrallee fails to make a timely request to a QIO for the review of the termination of hospice services, MA Organization shall provide the option for an
enrollee to request an expedited reconsideration by MA Organization using the process described in 42 CFR § 422.584. Far purposes of this Madel, the procedures
specified in 42 CFR § 422.626(a)(2) and (3) shall be used and applied to untimely requests for QIO review of termination of hospice services for a Haspice
Enrollee.

ii. When a QIO notifies MA Organization that a Hospice Enrollee has requested a fast-track review by the QIO of a termination of hospice services, MA Organizatian
must send a detailed notice to the enrollee as soon as possible and no later than close of business of the day of the QIO's notification, consistent with and
meeting the timing and content standards specified in 42 CFR § 422.626(e)(1) for reviews of terminatians of other provider services, and natwithstanding the
requirements that would aotherwise apply under § 405.1202(f)(1). References to the "IRE" in § 422.626 shall mean the "QIO" for that area for purposes of
applying this Section B(10). If a Hospice Provider sends a detailed notice to the enrollee in accordance with 42 CFR § 405.1202(f)(1), MA Organization is not
required to send a duplicative notice to the enrollee so long as the detailed notice from the provider includes the information that the MA Organization is required
to send.

iii. Upon notification by the QIO that a Hospice Enrallee has requested a fast-track review by the QIO of the termination of haspice services, the MA Organization
must supply to the QIO any and all information, including a copy of the notice sent to the enrollee that the QIO needs for its review. The MA Organization must
supply this information as soon as possible, but no later than by close of business of the day that the QIO notifies the MA Organization that a request has been
received from the enrollee. The MA Organization must make the information available by phone (with a written record made of what is transmitted in this manner)
and/or in writing, as requested by the QIO. The MA Organization is not required to send duplicative information and records to the QIO if this function has been
delegated to or otherwise completed by the Haspice Provider and the information and recards fram the Hospice Pravider includes the information that the MA
Organization is required to send.

e. Upon an enrollee’s request, MA Organization must provide the enrollee a copy of, or access to, any documentation sent to the QIO by MA Organization, including
records of any information provided by telephone. MA Organization may charge the enrollee a reasonable amount to cover the costs of duplicating the infermation
for the enrollee and/or delivering the documentation to the enrollee, MA Organization must accommodate such a request by no later than close of business of the
first day after the day the material is requested. MA Qrganization is not required to send duplicative infarmation and records to the enrollee if this function has
been delegated to or otherwise completed by the Haspice Provider and the information and records from the Hospice Provider includes all documentation sent to
the QIO.

f. Caverage by MA Organization of Hospice Care from the Haspice Provider continues until the date and time designated on the termination notice described in
Section B(10)(c) of this Appendix 3 unless the enrollee requests review by the QIO and the QIO reverses the decision to terminate hospice services

i. If the QIO’s decision is delayed because MA Organization did not timely supply necessary information or records as required by this Appendix 3, MA Organization
is liable for the costs of any additional coverage required by the delayed QIO decision.

ii. If the QIO finds that the enrollee did not receive valid notice, coverage of Hospice Provider services by MA Organization continues until at least two days after
valid notice has been received. Continuation of coverage is not required if the QIO determines that coverage could pose a threat to the enrollee's health or
safety.

iii. If the QIO reverses the terminatian of Hospice Services, MA Organization must ensure that the Hospice Enrollee is provided with a new advance written notice of
any subsequent decision to terminate hospice services consistent with Section B(10) of this Appendix 3.

g. Reconsideration of review decisions. MA Organization shall submit to, participate in, and cooperate with a recansideration review conducted by a QIO when a
Hospice Enrollee requests within 60 days that the QIO conduct a reconsideration review of the QIO’s initial decision regarding the termination of haspice services.
CMS and MA organizations agree not to invoke § 405.1204(b)(1) (regarding expedited reconsideration of a QIO determination), and to instead permit Hospice
Enrollees to request reconsideration reviews within 60 days af receiving notice that the QIO upheld the participating MA Organization’s decision, consistent with the

with the QIO s decision on the reconsideration. If an reconsideration the QIO determines that coverage of hOSDICe seny
Organization shall caver Hospice Care until that date. If the QIQ's decisian is reversed on appeal, MA Organization
the appealed decision, far the casts of any covered services for which the enrollee has already paid MA Organization,

h. MA Organization is financially responsible for coverage of hospice services as provided in this Section B(10) regardj;
for decisions authorizing coverage or termination of hospice services.
€. Hospice Capitation Amount

1. Payment Structure of the Hospice Benefit Component.
For Plan Year 2023, MA organizations participating in the Hospice Benefit Component will continue to be paid consistent
for their enrollees who do not elect hospice In VBID PBPs that offer the Hospice Benefit Component in both Plan Years 2022 )

1, 2022. In VBID PBPs that offer the Hospice Benefit Component in Plan Year 2023 only, MA organizations participating in the VB[S
consistent with current law (and the Underlying Contract) for their hospice enrollees whose hospice election started prior to January 1,24 #tfier Hospice Enrollees in
an MA arganization’s VBID PBPs that are offering the Hospice Benefit Component, CMS will pay the MA organization, for each Hospice Enrollee, using the following
methodology:
a. For the first month of Hospice Election, consistent with 42 CFR § 422.320(c), the basic benefit capitation rate will only be paid if as of the first day of the month,
an enrollee is not under Hospice Election status.
b. For all calendar months that an enrollee elects Hospice Care, including the first month of Hospice Election, MA Organization will receive the following payments
from CMS for each Hospice Enrollee:
i. The monthly Hospice Capitation Amount as specified in Section C(2) of this Appendix 3;
ii. Consistent with 42 CFR § 422,320(c)(2), the beneficiary rebate amount as described in 42 CFR§ 422.304(a); and
iii. Consistent with 42 CFR § 422.320(c), the monthly prescription drug payment described in 42 CFR § 423.315 (for MA-PDs).

2. Hospice Capitation Amount.
The Hospice Capitation Amount means the manthly county capitation rate published by CMS that reflects the amount for coverage for a Hospice Enrollee in an MA
Organization’s VBID PBP that is offering the Hospice Benefit Component. The Hospice Capitation Amount payment varies by a monthly rating factor.
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CMS published the Hospice Capitation Amount rates for the 2023 Plan Year here: https://innovation.cms.gov/innovation-models/vbid.
3. Monthly Rating Factor.

The Hospice Capitation Amount payment for the first month varies based on the number of days of Hospice Care occurring in the first calendar month of a hospice
stay (which is the periad of time between a Hospice Election and discharge from Hospice Care), split into the fallowing three tiers: 1-6 days, 7-15 days, and 16 or more
days of Hospice Care delivered in the first calendar manth of the hospice stay. The monthly rating factor for each tieris: 0.3400, 0.6400 and 1.0030 respectively if any
VBID PBPs in the county did nat participate in the Hospice Benefit Component in Plan Year 2022, The monthly rating factor for each tier is: 0.3500, 0.6587, and 1.0324 if
any VBID PBPs in the county participated in the Hospice Benefit Companent in Plan Year 2022.

The Hospice Capitation Amount does not vary for the second and/or additional calendar manths of a haspice stay; the monthly rating factor far additional calendar
manths beyond the first calendar month is 1.0.

4. Timing of Haspice Capitation Amount Payments.

CMS shall pay the Hospice Capitation Amount for the first calendar month of a Hospice Enrollee’s hospice stay in a lump-sum retrospectively to MA Organization on a
quarterly basis, if the Hospice Election did nat occur on the first of the calendar month. If the Hospice Election occurred on the first of the calendar month, CMS shall make
an advance monthly payment for the Hospice Capitation Amount and retrospectively adjust the Hospice Capitation Amount to reflect the monthly rating factor in its lump-
sum payment on an annual basis to MA Organization.

For Hospice Enrollees with hospice stays that include additional calendar months beyond the first calendar month, CMS shall make monthly prospective payments of
the Hospice Capitation Amount for coverage of services for a Hospice Enrollee for a month.

5, Adiustment of Payments.

CMS shall adjust payments retroactively to take into account any difference between the actual number of Haspice Enrallees in MA Organization’s VBID PBPs that are
affering the Hospice Benefit Component and the number of which it based an advance monthly payment consistent with 42 CFR 422.308(f}. The period of time and
manner in which adjustments are calculated and processed will be determined at CMS's sole discretian.

D. Record Retention

1. In accordance with Article 4 of this Addendum (Additional Recaord Retention and Reporting Requirements), MA Organization shall maintain books records,
documents, and other evidence relating to the Hospice Benefit Companent Model for a periad of 10 (ten) years from the expiration or termination of this Addendum or

from the date of completion aof any Model-related monitoring, auditing, and evaluation, whicheveris later. MA Organization shall and provide access in accordance with the
record retention provisions of the Underlying Contract.

2. MA Organization shall submit reports to CMS, in a form and manner and by a deadline specified by CMS in Model Technical and Operational Guidance, regarding its
implementation of Hospice Benefit Camponent. MA Organization shall provide CMS with supplemental information upon request regarding its implementation of the
Hospice Benefit Compaonent.

E. Compliance and Enforcement

1. MA Organization shall have in place a protocol for monitoring the implementation and administration of the Hospice Benefit Component . and ensuring compliance
with this Appendix 3 (and the implementation of the Approved Praposal). MA Qrganization shall make the protocol available to CMS upan request.

2. CMS may terminate or suspend MA Organization’s implementation of Hospice Benefit Companent, or take other remedial action in accordance with 42 CFR part 422
or Article 5 of the Addendum, including without limitation if -

a. MA Organization fails to comply with the terms and conditions of underlying Contract, the Addendum or this Appendix 3; or
b. CMS determines that MA Organization’s implementation of the Hospice Benefit Component might compromise the integrity of the Model.

3. CMS reserves the right to investigate MA Organization and dawnstream entities if there is evidence that indicates that the arganization’s participation in the Model is
adversely impacting enrollee quality of care, and to exercise all available remedies in appropriate instances, including potential termination of MA QOrganization or any of
its downstream entities from the Model test.

4, Without limiting the foregaing, the parties agree that if CMS determines that MA Organization has failed to comply with the terms af Article 3 of this Addendum or
this Appendix 3, CMS may praohibit MA Organization from offering the Hospice Benefit Component in one or more future Plan Years, regardless of whether MA Qrganization
has corrected or otherwise resalved the noncompliance.

F. Hospice Benefit Component Programmatic Waivers
Pursuant to Section 1115A(d)(1) of the Act, CMS waives the following programmatic requirements for MA Organizations participating in the Hospice Benefit Component.

These waivers are granted only to the extent necessary to implement MA Organization’s Approved Proposal in accordance with the Addendum and this Appendix 3. CMS
may modify or rescind any or all of these waivers at any time, in its sale discretion.

1. Coverage of Medicare Hospice Benefit: Section 1852(a)(1) aof the Act and 42 CFR 422.100(a) and 422.101, to the extent necessary, to remove the exclusion of
Haspice Care from the scope of coverage of Part A and Part B benefits that MA organizations must cover so that MA arganizations participating in the Hospice Benefit
Camponent of the VBID Model may cover the Medicare hospice benefit consistent with the scope of coverage under Part A and consistent with the terms of this Model.
Sections 1851(i) and 1853(h)(2) of the Act, with regard to payment to Hospice Providers by the Medicare Fee-For-Service program for Haspice Care covered under Part A
and furnished to enrollees in MA plans, are waived to the extent necessary for such payment to instead be made by CMS to a participating MA organization and by a
participating MA organization to the Hospice Provider

2. Hospice Capitation Rate Payment: 42 CFR 422.320 with respect to payment to the extent necessary to permit payment to participating MA organizations as provided
under the Hospice Benefit Companent and this Appendix 3.

3. Transitional Concurrent Care Costs and the Basic Bid: Section 1854(a)(6) of the Act, and provisions in 42 CFR Part 422, Subpart F that limit the basic bid ta benefits
covered under Original Medicare to the extent necessary to permit the basic bid to include the costs of Transitional Concurrent Care by MA organizations participating in

this component of the VBID Model as a Part A or Part B benefit that is covered by the participating MA organizations only when fumnished through in-network providers to
Hospice Enrollees.

4. Transitional Concurrent Care: Sectians 1812{d)(2)(A)(ii)(I) and 1852(a)(1) of the Act, and implementing regulations, to the extent necessary, with respect to Hospice
Enrollee s waiver of payment for treatment of the individual’s condmon(s) with respect to which the diagnosis of terminal iliness has been made so that, as descnbed in

only when furnlshed through in-network providers to Hospice Enrollees

5. Uniformity and Accessibility of Benefits: To be waived to the extent necessary to permit organizations to offer additianal may
the Targeted Haspice Enrollee population, rather than to all enrollees, in the VBID PBPs participating in the Hospice Benefit Compgft

socioeconomic statuses.
a. Sections 1852(d)(1)(A) and 1854(c) of the Act [42 U.5.C. 8§88 1395w-22(d)(1)(A) and 1395w-24(c)]
b. 42 CFR. §§ 422.2 (definition of an MA plan), 422.100(d)(2), 422.102(a)(2), 422.254(b)(2), and 422.262(c)(1); and
c. Section 1860D-2(a) of the Act [42 U.5.C. § 1395w-102(a)]; and 42 CFR. §§ 423.104(b)(2), and 423.265(c).

be further targeted to those hospice enrollees who choose an in-network hospice provider, AND/OR (i) one or more chronic health conditions,
(iii) a combination of bath these health conditions and socioeconomic statuses.

a. Sections 1852(d)(1)(A) and 1854(c) of the Act [42 U.S.C §§ 1395w-22(d)(1)(A) and 1395w-24(c)]

b. 42 CFR. §§ 422.2 (definition of an MA plan), 422.100(d)(2), 422.102(a)(2), 422.254(b)(2), 422.262(c)(1); and Section 1860D-2({a) of the Act [42 U.5.C § 1395w
102(a)]; and
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c. 42 CFR. §§ 423.104(b)(2) and 423.265(c).

7. Requirements for Supplemental Benefits to Permit Coverage by a Participating MA Plan of Non Primarily Health Related Supplemental Benefits: To be waived to
the extent necessary ta allow MA Organization to offer to the Targeted Enrollee population, but not to all enrollees, in the VBID PBPs participating in the Hospice Benefit
Component certain additional "non-primarily health related” supplemental benefits. Such supplemental benefits must have a reasonable expectation of maintaining or
slowing the progressive decline of the health or overall function of the enrollee with regard to the chronic health condition or socioeconomic status of the Targeted Enrollee
population during Hospice Election. The Targeted Enrollee papulation may be identified based on Hospice Election (which may be further targeted to those enrollees who
choose an in-network Hospice Provider) AND (i) one or more chronic health conditions, (ii) socioeconomic status, or (iii) a cambination of both these health condition and
socioeconomic statuses. In using one or more chranic health conditions to identify eligible enrollees, an applicant may propose for CMS consideration and approval a
targeted population that does not meet the statutory definition of "chranically ill enrcllee" in Section 1852(a)(3)(D)(iii) of the Act.

a. Section 1852(a)(3)(D){1), (ii)(1), and (iii) of the Act [42 U.5.C § 1395w~ 22(a)(3)(D){(i), (ii)(1), and (iii)] and any implementing regulations.

b. Provisians of 42 CFR §§ 422.100(c)(2)(ii)(A) and 422.102(f)(2)(i), (ii), and (iii) that limit eligibility for special supplemental benefits for the chronically ill to
enrollees who meet the definition of "chranically ill enrallee.”

8. Application of the Hospice Inpatient Cap and Haspice Aggregate Cap: Section 1814(i)(2 of the Act and 42 CFR §§ 418,302(f) and 418.309, to exclude from the
calculation of hospice's inpatient cap and the hospice aggregate cap those enrcllees in an MA organization’s VBID PBP({s) providing the Hospice Benefit Component.

9. QIO Review of Terminations of Hospice Services: All obligations, standards, requirements and duties imposed on and rights of beneficiaries, induding the timeframe
an which and the manner and form by which a beneficiary may request review by a QIO, are not waived and shall continue to apply to a2 Hospice Enrollee. Unless explicitly
waived, obligations on Hospice Providers in 42 CFR §§ 405.1200 through 405.1204 remain in effect. The regulations at 42 CFR §§ 405.1200 through 422,1204 are waived
only to the extent necessary to permit the MA organizations and applicable QIOs to comply with the appeals process detailed In Section B(10) of this Appendix 3 for
reviews of terminatian of hospice services under the Hospice Benefit Component of the Model

a. The provision of 42 CFR § 405.1202(b)(4) regarding QIO review when a beneficiary does not file a timely request for review by a QIO of a termination of hospice
services is waived.

b. The provision of 42 CFR § 405.1202(e)(7) that makes the provider liable for the cost of the hospice services being continued when the pravider fails to furnish
information to the QIO to support the termination of services, is waived.

¢ The provision of 42 CFR § 405.1202(c) that relates to pravider liability for the cost of haspice services in certain situations, is waived.

d. 42 CFR § 405.1204(b) through (f), regarding expedited reconsiderations by a Qualified Independent Contractor of a QIO’s review of a termination of hospice

services, is waived. The right of a Haspice Enrollee to seek review of a QIO’s determination regarding the termination of hospice services i .1204(a) is not waived
but that review is as described in Section B(10) of this Appendix 3.

supplemental
e Part D
Ala consistent

10. Part D Waivers: The following are waived to the extent necessary for participating MA organizations that are not atherwisg
benefits to offer cost sharing reductions consistent with the terms of the Model, and for participating MA arganizations to inciug
partion of their bids the value of the reduction in the statutory maximum cost sharing for a Targeted Hospice Enrollee and to Ry
with CMS instructions in VBID Model Technical and Operational Guidance:

a.42 CFR 423.104; and

b. Part 423, Subparts F and G.
G. Data Sharing and Reports
1. General

a. Subject to the limitations discussed in this Addendum, and in accordance with applicable law, including the Health Insuramgg
("HIPAA") regulations and the requlations in 42 CFR Part 2 regarding confidentiality of substance use disorder patient records, at &
will offer an MA arganization participating in the Hospice Benefit Component an opportunity to request certain data and reports as de
Appendix 3 and Appendix 4 of this Addendum.

b. Data and reports provided to MA Organization under the preceding paragraph will omit substance use disorder data for any Hospice Enrollees who have not opted
into substance use disorder data sharing, as described in Section G(3) of this Appendix 3.

2. Provision of Cenrtain Data.

a, CMS believes that the Health Care Operations work of MA Organization, a HIPAA CE, would benefit from the receipt of certain beneficiary-identifiable claims data
and reports as described in Section G(2)(c) of this Appendix 3. CMS will therefore offer to MA Organization an opportunity to request specific Beneficiary-identifiable data by
completing and submitting the HIPAA-Covered Data Disclosure Request Form (Appendix 4). All requests for Beneficiary-identifiable claims data and reports will be granted
or denied at CMS’s sole discretion based on CMS’s available resources, technological capabilities, and data palicies, the limitations in this Addendum, and applicable law.

b. In offering this Beneficiary-identifiable data, CMS does not represent that MA Organization has met all applicable HIPAA requirements for requesting data under 45
CFR_§ 164.506(c)(4). MA Organization should consult with its own counsel to make those determinations prior to requesting this data from CMS,

¢. The following specific Beneficiary-identifiable data will be made available an request, subject ta the terms of this Appendix 3 and in accordance with applicable law,
to MA Organization:

i. Beneficiary Level Hospice Manth 1 Payment Report: The Beneficiary Level Hospice Month 1 Payment Report provides a beneficiary-level itemization of quarterly
plan-level manual adjustments made by CMS, through the Automated Plan Payment System, to reflect Hospice Capitation Amount payments for Hospice Enrollees’ first
month of Hospice Care. This repart will provide a cumulative history and accounting of all quarterly manual adjustments paid to MA Organization for the plan yearand an
accounting of the Hospice Enrollees for whom the first month Hospice Capitation Amount payments are being made retroactively.

ii. Hospice Utilization Repart for Plan Years 2022 and/or 2023 Hospice Enrollee Detailed Claims Data: Individually identifiable Medicare FFS claims data for haspice
services provided to MA Organization's Hospice Enrollees during hospice stays that occurred during MA Organization’s time period participating in the Hospice Benefit
Component with electicn period starts in Plan Years 2022 or 2023, as applicable. These files will be made available on request and in accordance with applicable lawto the
MA Organization at least quarterly and at most on 2 monthly basis at CMS’s sale discretion based on CMS’s available resources.

iii. Hospice Historical Utilization Report for Plan Years 2019-2021 and the first six months of 2022 Hospice Enrollee Detailed Claims Data: Individually identifiable
Medicare FFS claims data for services provided to MA Organization’s Hospice Enrollees in applicable VBID PBPs with an election period that started in Plan Years 2019,
2020, 2021 and 2022 through live discharge from Hospice Care, up until the first of the next month following discharge (data for 2022 is limited to the first six months of
2022). Individually identifiable Medicare FFS cdaims data for deceased and disenrolled enroliees would be included, provided they were members of MA Organization’s
VBID participating PBPs (or crosswalked PBPs) at the time of Hospice Election.

d. The following reports will be made available to MA Organization upon request and in accordance with applicable law:

i. Hospice Provider Repart: Information about Hospice Praviders within the service area(s) of MA Organization’s VBID Participating PBPs. This would include mailing
and physical address, phone number, e-mail (if available in the Medicare Provider Enrellment, Chain, and Ownership System (PECOS)), fax number (if available),
National Provider Identifier (NP1) and Taxpayer Identificatian Number (TIN).

e. The parties mutually agree that, except for data covered by Section G(2)(o) of this Appendix 3, CMS retains all ownership rights to the data files described in the
HIPAA-Covered Data Disclosure Request Farm (Appendix 4), and MA Organization does not abtain any right, title, or interest in any of the data furnished by CMS.

f. MA Organization represents, and in fumishing the data files specified in Appendix 4 CMS relies upon such representation, that such data files will be used solely for
the purposes described in this Appendix 3 and that the data requested by MA Organizatian is the minimum necessary to achieve those purposes. The MA Organization
shall not disclose, use or reuse the data except as specified in this Appendix 3 or except as CMS shall authorize in witing or as otherwise required by law. MA Organization
further agrees not to sell, rent, lease, loan, or otherwise grant access to any other party or person of the data covered by this Appendix 3.

g. MA Organization represents that it intends to use and hereby agrees to use the requested data and reports described in Section G(2)(c) of this Appendix 3 for the
Health Care Operations described in paragraphs (1) and (2) of the definition of "health care operations" in 45 CFR §164.501, related to implementation of the Hospice
Benefit Component of the Model. Information derived from the CMS files specified in Appendix 4 may be shared and used in accordance with applicable law within the legal
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confines of MA Organization and in a manner consistent with Section G(2}(h} of this Apendix 3 to enable MA Organizatian to improve care integration and conduct quality
improvement activities.

h. MA Organization may reuse or further disclose original or derivative data in accordance with applicable law without prior written authorization from CMS for clinical
treatment, care management and coordination, quality improvement activities, review of competence or qualificatians of health care professianals, review of need for
reinsurance of risk relating to claims for health care of enrollees who elect hospice, and provider incentive design and implementation, but shall not disseminate
individually identifiable original ar derived informatian from the files specified in the HIPAA-Covered Data Disclosure Request Form to anyone who is not a HIPAA CE
provider in a treatment relationship with the subject Hospice Enrollee(s) or @ HIPAA BA of such a CE provider. MA Organization may reuse or further disclose original or
derivative data in accordance with applicable law for any other reasons not listed in this paragraph with prior written autharization from CMS. When using or discdosing PHI
ar personally identifiable information ("PII"), obtained fram files specified in Appendix 4, MA Organization must make "reasonable effarts ta limit" the infarmation to the
"minimum necessary" to accomplish the intended purpose of the use, disclosure or request. MA Organization shall further limit its disclosure of such information to the
types of disclosures that CMS itself would be permitted make under the "routine uses" in the applicable systems of records listed in Appendix 4.

Subject to the limits specified above and elsewhere in this Addendum and applicable law, MA Organization may link individually identifiable information specified in
Appendix 4 (including directly or indirectly identifiable data) or derivative data to other sources of individually-identifiable health information, such as other records
available to MA Organization. MA Organization may disseminate such data that has been linked to ather saurces of individually identifiable health information provided
such data has been de-identified in accordance with HIPAA requirements in 45 CFR § 164.514(b).

i. MA Organization must establish appropriate administrative, technical, and physical safeguards to protect the confidentiality of the data and to prevent unauthorized
use or access to it. The safeguards shouid provide a level and scope of security that is not less than the level and scope of security requirements established for federal
agencies by the Office of Management and Budget (OMB) in OMB Circular No. A-130, Appendix I--Responsibilities for Protecting and Managing Federal Information
Resources (https://www.whitehouse.gov/wp-content/uploads/legacy_drupal_files/omb/circulars/A130/a130revised.pdf) as well as Federal Information Processing Standard
200 entitled "Minimum Security Requirements for Federal Infarmation and Information Systems" (http://csrc.nist.gav/publications/fips/fips200/FIPS-200-final-march.pdf);
and, NIST Special Publication 800-53 "Recommended Security Controlfs for Federal Infaormation Systems"
{https://nvipubs.nist.gav/nistpubs/SpecialPublications/NIST.SP.800-53r5.pdf).

j. MA Organization acknowledges that the use of unsecured telecommunications, including the Internet, to transmit directly or indirectly individually identifiable
information from the files specified in Appendix 4 or any such derivative data files Is strictly prohibited. Further, MA Organization agrees that the data specified in Appendix
4 must not be physicaily moved, transmitted ar disclosed in any way from ar by the site of the custodian indicated in Appendix 4 other than as provided in this Appendix 3
without written approval from CMS, unless such movement, transmission or disclosure is required by law.

k. MA Organization shall grant access to the data and/or the facility(les) in which the data is maintained to the authorized representatives of CMS or HHS Office of
Inspector General, including at the site of the custodian indicated in Appendix 4, for the purpose of inspecting to confirm compliance with the terms of this Appendix 3.

I. MA Organization agrees that any use of CMS data in the creation of any document concerning the purpose specified in this Appendix 3 and Appendix 4 must adhere
to CMS’ current cell size suppression policy. This policy stipulates that no cell (e.g., admittances, discharges, patients, services) representing 10 or fewer Beneficiaries may
be displayed. Also, no use of percentages ar other mathematical formulas may be used if they result in the display of a cell representing 10 or fewer beneficiaries.

m. MA Qrganization shall report any breach of PHI or PII from or derived from the CMS data files, loss of these data or improper use or disclosure of such data to the
CMS Action Desk by telephone at (410) 786-2850 or by email notification at cms_it_service_desk@cms.hhs.gov within one hour, Furthermore, MA Organization shall
caoperate fully in any federal incident security process that results from such improper use or disclosure,

n. The parties mutually agree that the individual named in Appendix 4 is designated as Custodian of the CMS data files on hehalf of MA Grganization and will be
responsible for the observance of all conditions of use and disclosure of such data and any derivative data files, and for the establishment and maintenance of security
arrangements as specified in this Addendum to prevent unautharized use ar disclosure. Furthermore, such Custodian is responsible for contractually binding any
downstream recipients of such data to the terms and conditions in this Appendix 3 as a caondition of receiving such data. MA Organization shall notify CMS within fifteen
(15) days of any change of custodianship. The parties mutually agree that CMS may disapprove the appointment of a custodian or may require the appointment of a new
custodian at any time.

o. Data disclosed to MA Organization pursuant to this Appendix 3 and Appendix 4 may be retained by MA Organization until the conclusion or termination of the
Underlying Contract or the canclusion or termination of MA Organization’s participation in the Model, whichever accurs first. MA Organization is permitted to retain any
individually identifiable health information from such data files or derivative data files after that point if MA Qrganization is a HIPAA CE and the data has been incorporated
into the subject Hospice Enrollees’ records that are part of a designated record set under HIPAA. Furthermore, any HIPAA CE to whom MA Organization provides such data
in the course of carrying out the Model may also retain such data if the recipient entity is a HIPAA CE or BA and the data is incorporated into the subject Hospice Enrollees’
recards that are part of a designated recard set under HIPAA. MA Organization shall destroy all ather data and send written certification of the destruction of the data files
and/or any derivative data files to CMS within 30 days following the conclusion or termination of the Underying Contract or of the conclusion or termination of MA
Organization's participation in the Madel, whichever occurs later, except as CMS shall authorize in writing or as otherwise required by law. Except for disclosures for
treatment purposes, MA Organization shall bind any downstream recipients to these terms and conditions as a condition of disclosing such data to downstream entities and
permitting them to retain such records under this paragraph. These retention provisions survive the conclusion or termination of this Addendum, the Underlying Contract,
or MA Organization’s participation in the Model.

3. Beneficiary Substance Use Disorder Data Opt-In

a. MA Organization may inform each Haspice Enrollee, in compliance with applicable law: (a) that he ar she may elect to allow MA Organization to receive Beneficiary-
identifiable data regarding his or her utilization of substance use disorder services; (b) of the mechanism by which the Beneficiary can make this election; and (c) that 1-
800-MEDICARE will answer any questions regarding sharing of data regarding utilization of substance use disarder services.

b. A Hospice Enrollee may opt in to substance use disorder data sharing only by submitting a CMS-approved substance use disorder opt in form to MA Organization.
MA Organization shall promptly send the opt-in form to CMS,

Appendix 4
HIPAA-Covered Data Disclosure Request Form

A. Data Disclosure Request and Attestation

MA Organization requests the CMS data from one or mare of the files selected below and makes the following assertions regardingg i ge HIPAA
requirements for receiving such data:

MA Organization is (select one}:

o A HIPAA Covered Entity (CE) as defined in 45 CFR § 160.103

o The BA of a HIPAA CE as defined in 45 CFR § 160.103.

o Other (neither 2 HIPAA CE nor a BA of a HIPAA CE): Please provide a description of the intended user.
MA Organization is seeking protected health information (PHI), as defined in 45 CFR § 160.103 (select one):

a For its awn use.

a On behalf of a CE for which MA Organization is a BA

o Other: Please attach a description of the intended purpose (e.g., for "research” purpases, for "public health" purposes, etc.).
MA Organization requests (select all that apply):

o Beneficiary Level Hospice Month 1 Payment Report: The Beneficiary Level Hospice Month 1 Payment Report provides a beneficiary level itemization of quarterly plan
level manual adjustments made by CMS, through the Automated Pian Payment System, to reflect Hospice Capitation Amount payments for Hospice Enrollees’ first
month of Hospice Care. This report will provide a cumulative history and accounting of all quarterly manual adjustments paid to MA Organization for the plan year and
an accaunting of the Hospice Enrollees for whom the first month Hospice Capitation Amount payments are being made retroactively.
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o Hospice Utilization Report for Plan Years 2022 and 2023 Hospice Enrollee Detailed Claims Data: Individually identifiable Medicare FFS daims data for hospice
services provided ta MA Organization’s Hospice Enrallees during hospice stays that occurred during MA Organization’s time period participating in the Hospice Benefit
Camponent with election period starts in Plan Years 2022 and/or 2023, as applicable. These files will be made available on request and in accordance with applicable
lawto MA QOrganization at least quarterly and at most on a monthly basis at CMS’ sole discretion based on CMS’ available resources.

o Hospice Histarical Utilization Repart for Plan Years 2019-2021 and first six months of 2022 Hospice Enrollee Detailed Claims Data: Individually identifiable Medicare
FFS claims data for services provided to MA Organization’s Haspice Enrollees in applicable VBID PBPs with an election period that started in Plan Years 2019, 2020,
2021 and 2022 through live discharge fram Hospice Care, up until the first of the next month following discharge (data for 2022 is limited to the first six months of
2022). Individually identifiable Medicare FFS claims data far deceased and disenrolied enrollees would be included for health care operations, provided they were
members of MA Organization’s VBID participating PBPs (or crosswalked PBPs) at the time of hospice election.

o Hospice Provider Repart: Information about Hospice Providers within the service area of MA Organization’s VBID Participating PBPs. This would include mailing and
physical address, phone number, e-mail (if available in the Medicare Provider Enrollment, Chain, and Ownership System (PECOS)), fax number (if available), National
Provider Identifier (NPI) and Taxpayer Identification Number (TIN).

o Other: Please attach a detailed description of the data requested.
This data and reports will be created from the following CMS data files (System(s) of Records Notice(s}):
o NPPES (09-70-0555)

o PECOS (09-70-0532)
o EDB (09-70-0502)
o IDR (09-70-0571), induding FISS (09-70-0503), MCS (09-70-0501) and DDPS (d9-70-0553)
o0 MARx System (09-70-0588)
The MA Organization intends to use the requested data to carry out (select one):
o "Health care operations" that fall within the first and second paragraphs of the definition of that phrase under the HIPAA Privacy Rule (45 CFR § 164.501).
o Other: Please attach a description of the intended purpose (e.q., for payment purposes, for "research" purposes, for "public health” purposes, etc.).

The data requested is (select ane):
o The "minimum necessary" (as defined at 45 CFR § 164.502) to carry out the health care operations activities described above.

o Other: Please attach a description of how (if applicable) the data requested exceeds what is needed to carry out the work described above.

MA Organization's data custodian for the requested data is:

(name)

(phone number)

(email address)

MA Organization's Alternate Data Custodian for the requested data is:

(name)

(phone number)

(email address)

By: Date: —

Name of authorized signatory

Title

B. Data Specification Worksheet

The Data Specification Worksheet below only applies to the Hospice Historical Utilization Report for Plan Years 2019-2021 and the first six months of 2022 Hospice Enrollee
Detailed Claims Data. For the Hospice Utilization Repart for Plan Years 2022 and 2023 Hospice Enrollee Detailed Claims Data, only Part A hospice claims will be included.

Data Element Data Element Data Element Description
Source
Part A Claims ClaimNa A unique identification number assigned to the claim.
Part A Claims Provider Number A facility's Medicare/Medicaid identification number. It is also known as a Medicare/Medicaid Provider
Number, OSCAR Provider Number, or CCN. This number verifies that a practitioner has heen Medicare
certified for a particular type of service.
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Part A Claims

Beneficiary MBI

A Medicare Beneficiary Identifier assigned to a beneficiary.

Part A Claims

Claim Type code

Signifies the type of claim being submitted through the Medicare or Medicaid programs.
Claim type codes are:

10=HHA claim

20=Non swing bed SNF claim

30=Swing bed SNF claim

40=Qutpatient claim

50=Hospice claim

60=Inpatient claim

61=Inpatient "Full-Encounter" claim

Part A Claims

Claim From Date

The first day on'the billing statement that covers services rendered to the beneficiary.

Part A Claims

Claim Thru Date

The last day on the billing statement that covers services rendered to the beneficiary.

Diagnosis Code

Part A Claims Claim Bill The first digit of the type of bill (TOB1) is used to identify the type of facility that provided care to the
Facility Type beneficiary {e.g., hospital or SNF).
Code Claim Facility Type Codes are:
1=Hospital
2=5NF
3=HHA
4=Religious non-medical (hospital)
5=Religious non-medical (extended care)
6=Intermediate care
7=Clinic or hospital-based renal dialysis facility
8=Specialty facility or Ambuiatory Surgical Center (ASC) surgery
9=Reserved
Part A Claims Claim Bill The second digit of the type of bill (TOB2) is used to indicate with greater specificity where the service was
Classification provided (e.g., a department within a hospital).
Code
Part A Claims Principal The International Classification of Diseases (ICD)-9/10 diagnosis code identifies the beneficiary’s principal

illness or disability.

Part A Claims

Admitting
Diagnosis Code

The ICD-9/10 diagnosis code identifies the illness or disability for which the beneficiary was admitted.
Reported to IP, OP and SNF.

Part A Claims

Diagnosis Code

The diagnosis code amray in the 1st-25th position identifying the condition(s) for which the beneficiary is
receiving care,

Part A Claims

Pracedure Code

The code array (1-25) that indicates the procedure performed during the period covered by the
institutional claim. Reported to IP, OP and SNF.

Part A Claims

Procedure Date

The date on which the 1st-25th procedure was performed. Reported to 1P, OP and SNF.

Part A
Claims(cont.)

Claim Medicare
Non payment
Reason Code

Indicates the reason payment on an institutional claim is denied.

Part A Claim Payment Amount that Medicare paid on the claim.
Claims(cont.) Ammount
Part A Claim NCH If a payer other than Medicare has primary responsibility for payment of the beneficiary’'s health insurance
Claims(cont.} Primary Payer hills, this code indicates the responsible primary payer.
Cade

Part A
Claims(cont.)

Federal Information
Processing Standards
FIPS State Code

Identifies the state where the facility providing services is located.

Part A
Claims(cont.)

Beneficiary Patient
Status Code

Indicates the patient's discharge status as of the Claim Through Date. For example, it may indicate where
a patient was discharged to {e.g., home, another facility) or the circumstances of a discharge (e.g.,
against medical advice, or patient death).

Part A
Claims({cant.)

Diagnosis Related
Group Code

Indicates the diagnostic related group to which a hospital claim belongs for prospective payment
purposes. Reported for IP.

Part A
Claims(cont.)

Claim Outpatient
Service Type Code

Indicates the type and priarity of outpatient service. Reported for OP.

Part A
Claims(cont.}

Claim Outpatient
Service Type Code

\STR4
Claim Qutpatient Service Type Codes are: \\"\ C\
A/—_—\/O%

Part A
Claims(cont.)

Claim Qutpatient
Service Type Code

Part A Claim Outpatient 0=Blank v.
Claims(cont.) Service Type Cade Com : ?“
Part A Claim Outpatient 1=Emergency < 3 lin
Claims{cont.) Service Type Code 0 - 0 a =
part A Claim Qutpatient 2=Urgent w o
Claims(cont.) Service Type Code @ N

- —
Part A Claim Qutpatient 3=Elective Q\_..//v,\'
Claims(cont.) Service Type Code os D.E S

——

5-8=Reserved

Part A
Claims(cont.)

Claim Qutpatient
Service Type Code

9=Unknawn

Part A
Claims(cont.)

Facility Provider NPI
Number

Identifies the facility associated with the claim. Each facility is assigned its awn unique NPI.

Part A Operating Pravider NPI Identifies the aperating provider associated with the claim. Each provider is assigned its own unique NPI.
Ciaims(cont.) Number
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Part A
Claims{cont.)

Attending Provider NPI
Number

Identifies the attending provider assaciated with the claim. Each provider is assigned its own unique NPIL.

Part A
Claims(cont.)

Other Provider NPI
Number

Identifies the other providers associated with the claim, Each provider is assigned its own unique NPI.

Part A
Claims{cont.)

Claim Admissian Type
Cade

Indicates the type and priority of inpatient services. Reparted for IP and SNF.

Part A
Claims(cont.)

Claim Admissian Type
Cade

Claim Admission Type Codes are:

Part A
Claims(cont.)

Claim Admission Type
Cade

0=Blank

Part A Claims

Claim Admission Type

1=Emergency

(cont.)

Cade

(cont.) Code

Part A Claims Claim Admission Type 2=Urgent

(cont.) Code (cont.)

Part A Claims Claim Admission Type 3=Elective
(cont.) Code

Part A Claims Claim Admission Type 4=Newborn

Part A Claims
(cont.)

Claim Admission Type
Code

5=Trauma Center

Part A Claims
(cont.)

Claim Admission Type
Code

6-8=Reserved

Part A Claims
(cont.)

Claim Admission Type
Code

g=Unknown

Part A Claims
(cont.)

Part A Claims
(cont.)

Claim Source Inpatient
Admission Code

Indicates the source of the beneficiary's referral for admission or visit (e.g., a physician or another
facility). Reported for IP and SNF.

Find Admission Source Codes here: https://www.resdac.org/cms-data/variables/claim-source-inpatient-
admission-code-ffs

Part A Claims
{cont.)

Part A Claims
(cant.)

Claim Bill Frequency
Cade

The third digit of the type of bill (TOB3) code. It indicates the sequence of the claim in the beneficary's
current episode of care (e.qg., interim or vaided).

Find Claim Frequency Codes here: http://www.resdac.org/cms-data/variables/Claim-Frequency-Code.

Part A Claims
(cont.)

Claim Query Code

Indicates the type of daim record being processed with respect to payment (e.g., debit/credit indicator or
interim /final indicator).

Part A Claims
(cont.)

Claim Query Code

Claim Query Codes are:

Part A Claims
(cont.)

Ciaim Query Code

0=Credit adjustment

Part A Claims
(cont.)

Claim Query Code

1=Interim biil

Part A Claims
(cont.)

Claim Query Code

2=HHA benefits exhausted

Part A Claims
(cont.)

Ctaim Query Code

3=Final bill

Part A Claims
(cont.)

Claim Query Code

\# Z s
4=Discharge notice Y./ o

Part A Claims

Claim Query Cade

S5=Debit adjustment

(cont.) el 0 l 9
Part A Claims ClaimNo A unique identification number assigned to the claim. ‘“ Q
Revenue Center °
Details 0{[ ~

Part A Claims
Revenue Center
Details

Claim Line Number

A sequential number that identifies a specific claim line

Part A Claims
Revenue Center
Details

Beneficiary MBI

A Medicare Beneficiary Identifier assigned to a beneficiary.

Part A Claims
Revenue Center
Details

Claim Type Code

Signifies the type of claim being submitted through the Medicare or Medicaid programs.

Part A Claims
Revenue Center
Details

Claim Type Code

Claim type codes are:

Part A Claims
Revenue Center
Details

Claim Type Code

10=HHA claim
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Part A Claims
Revenue Center
Details

Claim Type Code

20=Nan swing bed SNF claim

Part A Claims
Revenue Center

Claim Type Code

30=Swing bed SNF caim

Revenue Center

Details
Part A Claims Claim Type Code 40=0Qutpatient claim
Revenue Center STRAC
Details “‘\\ Iq'"
Part A Claims Claim Type Code 50=Hospice claim § o
Revenue Center “\
gt N [Contrato Nimero
Part A Claims Claim Type Code 60=Inpatient claim
Revenue Center 3 - 0 0 3
Details m\ Q
Part A Claims Claim Type Code 61=Inpatient "Full-Encounter” claim (“ \":’
Revenue Center &) v.
Details 0& —— S

- — . ) - — oS50
Part A Claims Claim Line From Date The date the service associated with the line item began.

Details

Part A Claims Claim Line Thru Date The date the service associated with the line item ended.

Revenue Center

Details

Part A Claims Product Revenue Center | The number a provider assigns to the cost center to which a particutar charge Is billed (e.g.,
Revenue Center Code accommodations or supplies).

Details

Part A Claims
Revenue Center
Details

Claim Line Institutional
Revenue Center Date

The date that applies to the service associated with the Revenue Center code.

Part A Claims
Revenue Center
Details {cont.)

HCPCS Code

The HCPCS code representing the procedure, supply, product, and/or service provided to the beneficary.

Part A Claims
Revenue Center
Details (cont.)

Provider Number

A facility’s Medicare/Medicaid identification number. It is also known as a Medicare/Medicaid Provider
Number, ar CCN. This number verifies that a provider has been Medicare certified for a particular type of
service.

Part A Claims
Revenue Center

Claim From Date

The first day on the billing statement that covers services rendered to the beneficary.

Details

Part A Claims Claim Thru Date The last day an the billing statement that covers services rendered to the beneficiary.
Revenue Center

Details

Part A Claims
Revenue Center
Details

Claim Line Service Unit
Quantity

The number of dosage units of medication that were dispensed in this fill.

Part A Claims
Revenue Center

Claim Line Covered
Paid Amaunt

The amount Medicare reimbursed the provider for covered services associated with the claim-line.

Details

Part A Claims HCPCS First Modifier The first code to modify the HCPCS procedure code associated with the claim-line. This provides more
Revenue Center Code specific procedure identification for the line item service.

Details

Part A Claims
Revenue Center

HCPCS Second Modifier
Code

The second code to modify the HCPCS procedure code associated with the claim-line. This provides mare
specific procedure identification for the line item service.

Details

Part A Claims HCPCS Third Modifier The third code to modify the HCPCS procedure code assgciated with the claim-line. This provides more
Revenue Center Code specific procedure identification for the line item service.

Details

Part A Claims
Revenue Center
Details

HCPCS Fourth Modifier
Code

The fourth code to maodify the HCPCS procedure cade associated with the claim-line. This provides more
specific procedure identification for the line item service.

Part A Claims
Revenue Center
Details

HCPCS Fifth Modifier
Code

The fifth code to madify the HCPCS procedure code assaciated with the claim-line. This provides more
specific procedure identification for the line item service.

Part B Physicians

ClaimNo

A unique identification number assigned to the claim.

Part B Physicians

Claim Line Number

A sequential number that identifies a specific claim line

Part B Physicians

Beneficiary MBI

A Medicare Beneficiary Identifier assigned to a beneficiary.

Part B Physicians

Claim Type Code

Signifies the type of claim being submitted through the Medicare or Medicaid programs.

Part B Physicians

Claim Type Code

Claim type codes are:

Part B Physicians

Claim Type Code

10=HHA claim

Part B Physicians

Claim Type Code

20=Non swing bed SNF claim
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Part B Physicians

Claim Type Code

30=Swing bed SNF claim

Part B Physicians

Claim Type Code

40=0utpatient claim

Part B Physicians

Claim Type Code

50=Hospice claim

Part B Physicians

Claim Type Code

60=Inpatient claim

Part B Physicians

Claim Type Code

61=Inpatient "Full-Encounter" claim

Part B Physicians

Claim From Date

The first day on the billing statement that covers services rendered to the beneficiary.

Part B Physicians

Provider Type Code

Identifies the type of Provider Identifier.

Part B Physicians

Rendering Pravider FIPS
State Code

Identifies the state that the provider providing the service is located in.

Part B Physicians

Claim Rendering
Federal Provider
Specialty Code

Indicates the CMS specialty code assaciated with the provider aof services. CMS used this number to price
the service on the line-item,

Part B Physicians

Claim Federal Type
Service Code

Indicates the type of service (e.g., consultation, surgery) provided to the beneficiary. Types of Service
Codes are defined in the Medicare Carrier Manual.

Part B Physicians
{cont.)

Claim Line From Date

The date the service associated with the line item began.

Part B Physicians

Ciaim Line Thru Date

The date the service associated with the line item ended.

Part B Physicians
{cont.}

HCPCS Code

The HCPCS code representing the procedure, supply, product, and/or service provided to the beneficiary.

Part B Physicians

Claim Line Covered
Paid Amount

The amount Medicare reimbursed the provider for covered services associated with the claim-line.

Part B Physicians

Claim Primary Payer
Code

If a payer other than Medicare has primary respansibility for payment of the service indicated on the claim
line, this code indicates the primary payer. This field is also known as the Line Beneficiary Primary Payer
Code.

Part B Physicians

Principal Diagnosis
Code

The ICD-9/10 diagnasis code identifying the beneficiary’'s principal illness or disability.

Part B Physicians

Claim Provider Tax
Number

The SSN or Employee Identification Number (EIN) of the provider of the indicated service. This number
identifies who receives payment far the indicated service.

Part B Physicians

Rendering Provider NPI
Number

A number that identifies the provider rendering the indicated service on the claim line. Each provider is
assigned its own unique NPI.

Part B Physicians

Claim Carrier Payment
Denial Code

Indicates to whom payment was made (e.g., physician, beneficiary), orif the claim was denied.

Part B Physicians

Claim Line Processing
indicator Code

Indicates whether the service indicated on the claim line was allowed or the reason it was denied.

Part B Physicians

Claim Line Allowed
Charges Amount

The amount Medicare approved for payment to the provider.

Part B Physicians

Claim Line Service Unit
Quantity

The number of dosage units of medication that were dispensed in this fill.

Part B Physicians

HCPCS First Modifier
Cade

The first code to modify the HCPCS procedure code associated with the claim-line. This provides more
specific procedure identification for the line item service.

Part B Physicians

HCPCS Second Modifier
Caode

The second code to modify the HCPCS procedure code associated with the claim-line. This provides more
specific procedure identification for the line item service.

Part B Physicians

HCPCS Third Modifier
Code

The third code to modify the HCPCS procedure code associated with the claim-line. This provides more
specific pracedure identification for the line item service.

Part B Physicians

HCPCS Fourth Modifier
Code

The fourth code to modify the HCPCS procedure cade assaciated with the claim-line. This provides more
specific procedure identification for the line item service. -

Part B Physicians

HCPCS Fifth Modifier
Code

The fifth code to modify the HCPCS procedure code associated with the claim-line. This provides more
specific procedure identification for the line item service.

Part B Physicians

Claim Line Diagnosis
Code

The code indicating the diagnosis supparting this line item procedure/service on the non-institutional claim

pPart B DMEs Claim Na A unique identification number assigned to the claim.
Part B DMEs Claim Line Number A sequential number that identifies a specific claim line
Part B DMEs Beneficiary MBI A Medicare Beneficiary Identifier assigned to a beneficiary.
Part B DMEs Claim Type Code Signifies the type of claim being submitted through the Medicare or Medicaid progra ﬁr/
Part B DMEs Claim Type Code Claim type codes are:
Part B DMEs Claim Type Code 10=HHA claim
Part B DMEs Claim Type Code 20=Non swing bed SNF claim
Part B DMEs Claim Type Code 30=Swing bed SNF daim
(cont.) (cont.)
Part B DMEs Claim Type Code 40=0utpatient claim
Part B DMEs Claim Type Code 50=Hospice claim
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Part B DMEs Claim Type Code 60=Inpatient claim

Part B DMEs 61=Inpatient "Full-Encounter” claim

(cont.)

Part B DMEs Claim From Date The first day on the billing statement that cavers services rendered to the beneficiary.

Part B DMEs Claim Thru Date The last day on the billing statement that covers services rendered to the beneficiary.

Part B DMEs Claim Federal Type Indicates the type of service (e.g., cansultation, surgery) provided to the beneficiary. Types of Service
Service Code Codes are defined in the Medicare Carrier Manual.

Part B DMEs Claim Place of Service Indicates the place where the indicated service was provided (e.g., ambulance, school). Places of service
Code are defined in the Medicare Carrier Manual.

Part B DMEs Claim Line From Date The date the service associated with the line item began.

Part B DMEs Claim Line Thru Date The date the service assodiated with the line item ended.

Part B DMEs HCPCS Code The HCPCS code representing the procedure, supply, product, and/ar service provided to the beneficiary.

Part B DMEs HCPCS First Modifier The first code to modify the HCPCS procedure code associated with the claim-line. This provides more
Code specific procedure identification for the line item service.

Part B DMEs HCPCS Second Modifier | The secand code to modify the HCPCS procedure code associated with the daim-line. This praovides more
Code specific procedure identification for the line item service.

Part B DMEs HCPCS Third Modifier The third code to modify the HCPCS procedure code assaciated with the claim-line. This provides mare
Code specific procedure identification for the line item service.

Part B DMEs HCPCS Fourth Modifier The fourth code to modify the HCPCS procedure code associated with the claim-line. This provides more
Code specific procedure identification for the line item service.

Part B DMEs HCPCS Fifth Modifier The fifth code to modify the HCPCS procedure code associated with the claim-line. This provides more
Caode specific procedure identification far the line item service.

Part B DMEs Claim Line Diagnosis The code indicating the diagnosis supporting this line item procedure/service on the non-institutional claim
Cade

Part B DMEs Claim Line Covered The amount Medicare reimbursed the provider for covered services assaciated with the claim-line.
Paid Amount

Part B DMEs Claim Primary Payer If a payer other than Medicare has primary responsibility for payment of the service indicated on the daim
Code line, this code indicates the primary payer.

Part B DMEs Supplier NPI Number The National Provider Identifier (NPI) assigned to the supplier of the Part B service/DMEPOS line item.

Part B DMEs Claim Carrier Payment Indicates to whom payment was made (e.g., physician, beneficiary), or if the claim was denied.
Denial Code

Part B DMEs Claim Carrier Payment Find Carrier Payment Denial Codes here: https://www.resdac.org/cms-data/variables/carrier-claim-
Denial Code payment-denial-code

Part B DMEs Claim Line Processing Indicates whether the service indicated on the claim line was allowed or the reason it was denied.
Indicatar Cade

Part B DMEs Claim Line Allowed The amount Medicare approved for payment to the provider.
Charges Amount
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SIGNATURE ATTESTATION 8

Contract ID: H4004
Contract Name: MMM HEALTHCARE, LLC

I understand that by signing and dating this form, I am acknowledging that I am an authorized representative of the above named organizaticn and thatI am the
contracting official associated with the user ID used to log on to the Health Plan Management System (HPMS) to sign the 2023 Medicare contracting documents. I also
acknowledge that in accordance with the HPMS Rule of Behavior, sharing user IDs is strictly prohibited.

This document has been electronically signed by:

ORLANDO GONZALEZ

Contracting Official Name

9/6/2022 10:51:43 PM

Date

MMM HEALTHCARE, LLC

Organization

350 Charddn Avenue
Suite 500, Tarre Charddn
San Juan, PR 009182137

Address
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MMM A

Certification

|, Orlando Gonzalez, President, hereby certify that MMM Healthcare, LLC will be turning in to PRHIA the
First Draft of the CMS contract once CMS releases it through the Health Plan Management System (HPMS).
As of today, the draft of the contract had not been released in the CMS System. As soon as it is available,
the Organization will send to Compliance and Integrity Office no more later than two (2) labor days.

J- U

Y b 06/10/2022
President Date




