PHYSICIAN SERVICES AGREEMENT
(New York State Providers)

This PHYSICIAN SERVICES AGREEMENT, made this day of
20 , by and between Network Solutions IPA, LLC, a New York Business Corporation (“IPA”)
and

Provider Name:
Practice Name:

Address:

Provider Type (check appropriate type): M.D./D.O p.C.
PLLC Partnership DPM ther (explain)

Tax ID:

* * * * *

1 Preliminary Statement. IPA is an independent practice association which maintains a managed-
care delivery network in accordance with Part 98 of Title 10 of the New York Code, Rules and
Regulations, and which contracts with managed care organizations (collectively, the “Payors”) on
a percentage of premium, capitation, case-rate, fee-for-service or other appropriate bases to arrange
for the delivery of medical and related health care services to the enrollees of such Payors. Provider
desires to join IPA’s panel of participating providers. Therefore, Provider and IPA have entered
into this Agreement so that Provider may participate in Payor Contracts arranged by IPA and obtain
those administrative and financial services provided by IPA in connection with Provider's
rendering professional services to patients enrolled in Payors’ health plans. Provider is duly
licensed to render the Services set forth in Section 2.10, below.

2. Definitions. For the purpose of this Agreement:

21 “Covered Services” shall mean all medically necessary health care services to
which Participants are entitled under their respective Plan with a Payor.

22 “Emergency” means a medical or behavioral condition, the onset of which is
sudden, that manifests itself by symptoms of sufficient severity, which may include severe pain,
that a prudent layperson, possessing an average knowledge of medicine and health, could
reasonably expect the absence of immediate medical attention to result in: (i) placing the health of
the person afflicted with such condition in serious jeopardy or, in the case of a behavioral
condition, placing the health of the person or others in serious jeopardy; or (ii) serious impairment
to such person’s bodily functions; or (iii) serious dysfunctions of any bodily organ or part of such
person; or (iv) serious disfigurement of such person.
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23 “Financial Risk Transfer Agreement” shall mean a Payor Contract under which IPA
assumes financial liability for the delivery of Services to Participants.

24 “IPA Provider” shall mean all health care providers (including professionals,
facilities and ancillary providers) who enter into an Agreement with IPA, and who thereby
participate in IPA’s panel of providers to provide their respective services to Payors.

25 “Payor” shall refer to a managed care organization, as defined in 10 N.Y.C.R.R.
Part 98-1, that contracts with IPA to obtain the services of Provider for the Participants of a Plan
or Plans of Payor.

26 “Payor Contract” means the agreement between IPA and a Payor, which sets forth
the terms under which Provider shall provide Services to such Payor's Participants.

2.7 “Participants” shall mean those persons entitled to health care services through a
Plan of a Payor.

28 “Payment System” shall be a fee schedule or other payment methodology arranged
and negotiated by IPA with each Payor (or for non-risk agreements, fee schedule offered by Payor
and accepted by Provider, through the IPA as messenger), and which shall establish the method of
payments to be made for health care services rendered to such Payor's Participants.

29 “Plan” means a health care plan provided by aPayor.

210  “Services” means those medically necessary professional medical Covered
Services that can be lawfully provided by licensed physicians in New York State.

3. Provider Services to Participants.

3l Provider hereby agrees to provide the Services to Participants of all Plans covered
by, and pursuant to the terms and conditions set forth in, IPA's Payor Contracts. Services shall also
be provided in accordance with this Agreement, and as provided by policies of IPA and the Plans
in effect from time to time.

32 In the event that Provider is uncertain as to whether or not a service is a Covered
Service, Provider shall make reasonable efforts to contact Payor to obtain a coverage determination
subject to the applicable terms of this Agreement prior to the rendition of the Covered Service. If
applicable, Provider shall render preventive care and health education to participants during each
office visit and document such preventive care and health education in the medical record in
accordance with external reporting and accrediting bodies such as the National Committee on
Quality Assurance (NCQA), the Joint Commission (JC), or the Utilization Review Accreditation
Commission (URAC).

33 Provider shall assure that Covered Services that are Primary Care Services are
available on a twenty-four (24) hour basis, seven (7) days a week, including maintaining or
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arranging manned telephone answering services capable of arranging such care for Participants on
a twenty-four (24) hour basis. Any such answering service must be able to connect the Participant
with a physician within thirty (30) minutes of the Participant’s calling the answering service. In
the event Provider maintains more than one primary care site, Provider shall practice at least two
(2) days per week (16 hours) at each of his/her primary care sites. Provider further agrees to notify
the Payor of any change in his office hours or location within 24 hours of such change. Provider
may establish short term coverage arrangements with other physicians to satisfy the requirements
of this subsection, provided such physicians agree, in writing and in advance, to provide all
Covered Services in accordance with the applicable terms if this Agreement and not to seek
payment from any party other than the Payor for Covered Services rendered to Participants

34 Provider shall provide for appropriate coverage for Participants under Provider’s
care, including arranging for coverage by an Provider in the event of Provider’s absence..

35  Provider shall: maintain patient-care, financial and administrative records relating
to Services provided to Participants in accordance with legal requirements and IPA policies; assure
privacy and confidentiality of Participant's patient-care records and other IPA information;
cooperate with IPA in complying with reporting requirements imposed by Payors and government
regulators; provide services to all Participants with the same quality of care, and in the same
manner, as Provider provides services to any other patient; and permit IPA and Payors, at
reasonable times and to the extent permitted by law, to inspect and duplicate records in possession
of Provider relating to Services supplied to Participants.

36 Provider shall render services to Participants in an economic and efficient manner
consistent with standards of care generally accepted in the medical community. Provider shall not
discriminate in the treatment of Participants on the basis of color, race, creed, age, gender, sexual
orientation, disability, place of origin, religion, place of residence, source of payment, including
Medicare and Medicaid, or type of illness, and shall make Provider’s services available to
Participants in the same manner as Provider renders to non-Participants.

37 (@) Provider shall maintain such books, records and papers and provide such
information to IPA, any Payor and regulatory authorities, as may be necessary for compliance by
such Payor or IPA with applicable federal and state laws. Records shall be retained by Provider
for a minimum of Ten (10) years, and (in the case of medical records) Ten (10) years from the date
of services or Ten (10) years from the Participant’s age of majority, whichever is later. Such
records and information (including all financial data and reports and information concerning the
appropriateness and quality of services provided) shall upon request, and to the extent required and
permitted by law, be open to inspection during normal business hours by, and copies shall be
provided without charge to, IPA, the applicable Payor, the New York State Department of Health
and other applicable local, state and federal regulators, and additionally in the case of records
pertaining to Medicaid reimbursable services, the U.S. Department of Health and Human Services,
the Comptroller General of the United States, The Comptroller and Attorney General of New York
State, the applicable County Department of Social Services, and their duly authorized
representatives.

(b) Provider and IPA each agree to preserve the confidentiality of, to provide or
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provide access to, and to disclose the information contained in all records required to be maintained
pursuant to this Section in compliance with any applicable federal and state laws, rules and
regulations regarding patient consent and the confidentiality of medical information and patient
records, including, but not limited to, Section 1106 of the Social Security Act and regulations
promulgated thereunder, in effect from time to time..

(©) Provider shall be responsible for obtaining Participant's consent to the
disclosure of private and medical record information by Provider and IPA in connection with any
such disclosures required under this Agreement or otherwise in connection with the provision by
Provider of Covered Services to suchParticipant.

(d) Provider agrees that none of the obligations related to this Section 3.7 shall
terminate upon termination of the Agreement whether by rescission or otherwise.

38 In the event that any of IPA’s Payor Contracts terminates for any reason, or in the
event of Payor insolvency, Provider agrees to continue, until medically appropriate discharge or
transfer, or completion of a course of treatment, whichever occurs first, to provide services to the
affected Participants, as required by this Agreement, provided that the confinement or course of
treatment was commenced during the paid premium period. In addition, in the event that any of
IPA’s Payor Contracts terminates for any reason, Provider agrees to provide care to each such
Payor’s enrollees pursuant to the terms of such Payor Contract for up to one hundred eighty
(180) days following the notice of termination, or until the Payor makes other arrangements,
whichever occurs first. This Section shall survive the termination of this Agreement.

39 In the event that any licensed professional employed or engaged by Provider to
provide Services to Participants ceases to be so employed or engaged, Provider shall be solely
responsible for notifying the affected Participants, and for assuring the continuity of their care by
another duly qualified licensed professional. In the event this Agreement terminates, IPA shall be
responsible for notifying the affected Participants prior to the effective date of such termination,
and for arranging any necessary transfer of their care to other IPA providers.

310  On the effective date of an individual physician’s status as an IPA Provider, any
agreement that such physician has in effect with Payor shall be deemed automatically dormant and
superseded by this Agreement except to

311  the extent such individual physician’s agreement must remain in force under
applicable law. Upon termination of this Agreement, any such agreement between Payor and an
individual physician who was an IPA Provider shall be automatically reinstated, unless otherwise
determined by Payor in its solediscretion.

4. Authority of IPA to Create and Manage Contracts.

41 During the term of this Agreement, IPA shall have the authority to negotiate Payor
Contracts (and amendments to such contracts) with Payors, in order to establish the terms and
conditions under which Provider will render services to Participants of each such Payor. In
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circumstances where the IPA cannot or elects not to negotiate fees with Payors, IPA is authorized
to act as a messenger to convey offers and responses to such offers between Payors
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and Provider.

42 IPA may give Provider written notice whenever IPA enters into or materially
amends a Payor Contract. Such notice shall include the Payment System that IPA has established
(or, if IPA is acting as a messenger, the Payment System offered by Payor) for Services rendered
to such Payor’s Participants. Such notice shall be effective thirty (30) days after it is sent to
Provider; provided, however that if during such thirty (30) days Provider delivers a written opt-
out notice to IPA, Provider shall no longer be a participating provider in any Plan of the respective
Payor, subject to the continuity of care provisions set forth in Sections 3.7 and 3.8. If Provider has
not opted out, any Services that Provider thereafter renders to a Participant of such Payor while
this Agreement is in effect shall be subject to the terms and conditions of such Payor Contract or
amended Payor Contract, as the case may be. Provider shall not have any obligations with respect
to Payor Contracts, or amendments to Payor Contracts, unless Provider receives a notice as
described in this Paragraph.

43 Provider agrees that while in effect, this Agreement shall take precedence over any
other direct or indirect agreement that Provider may have to provide Services to or on behalf of
any Payor that has entered into a Payor Agreement with IPA. All Services rendered by Provider to
such Payor’s Participants shall be delivered and reimbursed in accordance with this Agreement.

44 Provider agrees that IPA and Payors may use Provider’s name, office address,
telephone number and classification of services in any roster or internet listing of IPA Providers
maintained or distributed by IPA or any Payor.

5. Compensation of Provider for Services.

51 Provider shall be bound by the payment system for each such Payor Contract as set
forth in Exhibit A, and shall accept the allowed amounts stated in Exhibit A as full and complete
compensation for Services rendered to Participants. Except as provided in Exhibit A, each Payor
Contract agreed to by the IPA shall require that payments due to Provider be made directly by the
Payor and not by the IPA, and give Provider the right to look directly to the respective Payor for
all amounts due for Services rendered to such Payor’s Participants.

5.1.1 IPA shall not affect a payment system with any Payor under which such Payor
delegates IPA to pay claims to IPA’s Providers, unless IPA gives Provider at least sixty
(60) days prior written notice. During such sixty (60) days Provider shall have the right to opt out
of providing Covered Services to such Payor’s Participants. If Provider elects not to opt out, after
such sixty (60) days Provider shall look solely to IPA for payments that IPAs has been delegated
to make, which payments shall be made in accordance with the requirements of this Agreement,
and as quickly as practicable following claims adjudication and receipt of payment by IPA from
the applicable Payor, provided that Providers shall be compensated within the maximum time
period allowed by any applicable prompt-payment or other law or regulation. For Services
rendered during any period of time for which the applicable Payor fails to provide IPA with
funding for such Services in accordance with its Payor Contract with IPA, IPA shall notify
Provider in writing. ~ Provider shall thereafter look directly to the Payor, and not to IPA,
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for payment for such Services. IPA will provide reasonable assistance to assist Provider to achieve
such collections, including assigning to Provider IPA’s rights to receive payment from the Payor
for the Services rendered by Provider.

52 Provider is expressly prohibited from billing, charging, seeking to bill, collecting a
deposit from, seeking compensation, remuneration or reimbursement from, or having any recourse
against any Participant, or any other person on behalf of Participant, for Covered Services rendered
under this Agreement for the period covered by the paid enrollee premium, even if IPA or the
Payor becomes insolvent, breaches this Agreement or otherwise for any reason fails to make a
payment due to Provider. However, Provider shall be entitled to bill Participants (or other parties
responsible for Participant’s medical expenses) only for (i) services that are not covered by the
Payor’s Plan or that the Plan specifically allows to be directly billed to the patient, and (ii) any
applicable co-payments, co-insurance and deductibles specifically allowed for the applicable Plan.
Providers shall be solely responsible for the billing and collection of any applicable co-payments,
co-insurance and deductibles that may apply. Except as specifically permitted under this
Paragraph, Provider agrees not to bill, charge, or collect from a Participant, even if IPA or the
Payor becomes insolvent or otherwise fails to make a payment due to Provider. This Paragraph
will apply even after the termination of this Agreement.

53 Provider shall submit all claims for Services that are rendered to Participants in
accordance with written instructions that shall be provided by the IPA. Providers shall provide
billing information using the billing identification number and other information required by the
applicable Payor. Failure by Providers to submit claims under the correct identification number
may result in denial of all payments and may result in Provider’s being excluded from continued
participation. Provider agrees to submit encounter and claims information to IPA for all Services
that are rendered to Participants, and agrees that payments otherwise due to Provider may be
retained by IPA until all such encounter and claims information has been submitted.

54 All Payments to Provider shall be in accordance with any applicable laws and
regulations, and any contrary provision of this Agreement shall be automatically amended to be in
accordance with requirements of applicable law. Payment to Provider shall fully satisfy IPA’s
obligations with respect to the Services of any employee or contractor of Provider that were billed
under Provider’s tax ID or other provider/billing number. IPA shall have no obligation to Provider
obligations with respect to the Services of any employee or contractor of Provider that were not
billed under Provider’s tax ID or other provider/billing number.

5.5  Provider shall contractually require all downstream Participating Providers,
furnishing items and services to, or ordering, prescribing, referring, or certifying eligibility for,
services for individuals eligible to receive Medicaid and CHP are enrolled in the NYS Medicaid
Program by completing and filing the designated enrollment application and providing the
required information necessary for enrollment. Such information shall be shared with Plan. In the
event a downstream Participating Provider, who is required to be enrolled, is terminated from, not
accepted to, or fails to submit a designated enrollment application to, the NYS Medicaid Program,
Provider shall require that downstream Participating Provider immediately notify Provider and
Plan and such downstream Participating Provider shall be terminated as an downstream
Participating Provider hereunder and terminated from participating as a provider in any Plan
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network that serves individuals eligible to receive Medicaid or CHP.

5.6. IPA will act as agent for Provider with regard to the payment of claims by a Payor
or its delegee, and in IPA’s capacity as agent will assist Provider in resolving any claims
adjudication issues that Provider may have with a Payor or its delegee. IPA shall retain primary
responsibility for compensating Provider for Covered Services provided to Participants of Payors
pursuant to this Agreement, except as otherwise provided in this Article 5. To the extent that
Provider has any complaints with respect to receipt of payments from a Payor or its delegee for
services rendered pursuant to this Agreement, those complaints should be directed to IPA and not
to the Payor.

6. Credentialing.

6.1 Provider’s credentials are subject to initial review and periodic review thereafter.
In order to enable IPA to initially verify and periodically re-verify Provider’s credentials, Provider
shall deliver to IPA, in the timeframes reasonably specified by IPA, such information as IPA
requests, and if requested make its facilities available for inspection, to comply with the
credentialing requirements of NCQA, URAC, or other standards required by the applicable
jurisdiction and Payors.

611  Without request from IPA, at all times while this Agreement is in effect
Provider shall deliver to IPA a completed IPA credentialing application for each licensed
professional that renders Services to Participants on behalf of Provider pursuant to this Agreement,
including both employed and independent-contractor professionals (and, in the case of Article 28
facilities, voluntary providers). Such information on Provider’s new professionals shall be
submitted to IPA prior to the professional’s commencement of providing Services to Participants.
In the event that IPA or the applicable Payor rejects the credentials of any such professional of
Provider, such rejected professional shall not provide Services to the applicable Participants under
this Agreement.

612  Provider represents and warrants that all such credentialing information,
including any other information given to IPA in connection with the creation of this Agreement,
is true and complete when given. Provider authorizes IPA to obtain, from time to time as part of
IPA’s credentialing and quality assurance programs, Provider’s credentialing and/or employment
history from any Hospital, facility or employer with which Provider has been affiliated during the
ten (10) years preceding such verification, and any professional society, liability insurer, the
National Practitioner Data Bank, any other federal, state or local practitioner database, and any
other appropriate source.

613  Provider agrees to cooperate in the credentialing process of each Payor with
which IPA contracts, and authorizes IPA to provide credentialing information to any such Payor
that requests such information as part of such Payor’s credentialing process.

6.2 Provider holds harmless, and agrees not to bring any claims or actions against, IPA
or any Payor, or their respective officers, directors, employees or Credentialing Committee
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members, that arises out of IPA’s or any Payor’s credentialing decisions and use of credentialing
information; provided that the foregoing shall not apply if prohibited by applicable state or federal
law or in situations in which Provider has established that any credentialing actions or decisions
were made unlawfully or with malice. In the event that IPA is required to carry out any
credentialing decision that is imposed upon IPA and/or Provider by a Payor, Provider agrees to
pursue any rights and grievances solely against the Payor, and not against IPA.

6.3  Provider shall notify IPA, and authorizes IPA to forward the information contained
in such notice to the Payors, whenever any credentialing information submitted by or on behalf of
Provider (or any of Provider’ licensed professionals) ceases to be true. Provider shall make such
notifications within five (5) calendar days of Providers acquiring knowledge of any such reportable
change. Occurrences that must be reported to IPA under this paragraph

include (but are not limited to) the occurrence of any of the following:

631  any action taken to restrict, suspend or revoke any license or certification of
Provider, including DEA status, or disciplinary action initiated or taken
against Provider by a government agency, Medicare or Medicaid program,
health care facility, review organization or professional society;

632  any suit or other legal or governmental proceeding (including arbitration or
administrative action) brought against any Provider and the final disposition
of such action;

633  any other situation which might materially affect Provider’s ability to
properly carryout Provider’s obligations under this Agreement;

634 any change in Provider’s name, address, telephone number, or license
number.

6.4  Provider shall maintain professional liability insurance with carriers authorized in
the each state in which Provider practices conducts professional activities, covering Provider for
all professional activities while this Agreement is in effect, with appropriate limits mutually
agreeable to IPA, which if Provider is a physician shall be not less than $1-million per
occurrence/$3-million annual aggregate. If the Provider maintains claims-made insurance,
Provider shall be responsible for acquiring tail coverage, as necessary to assure that the policy will
cover claims made after the policy coverage period. Provider shall provide IPA with certificates
of insurance evidencing such insurance, which certificate shall require the carrier to give IPA ten
(10) days’ prior notice of the termination of or material change in such insurance coverage.
Provider shall indemnify IPA for all damages arising out of the failure to maintain insurance in
accordance with thisParagraph.

7. Referrals; Encounter Information, Etc.

71 Except in an emergency, as otherwise permitted in the applicable benefit program
requirements or as otherwise required by applicable federal or State law, Provider shall only refer
Participants to IPA Providers in Participant’s Plan; except that referrals may be made to non-IPA
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Providers only if Provider has informed Participant in advance that Covered Serviced rendered by
the non-IPA Provider shall not be covered by Participant’s in-network benefit and Participant has
consented to such referral in writing. As used in this Paragraph, referrals expressly include sending
Participant’s blood or tissue specimens to a clinical laboratory. Provider shall hold harmless the
Participant and IPA from any costs incurred as a result of Provider’s violation of this Paragraph.

72 Provider shall deliver to IPA all reasonably requested billing and encounter
information. Provider shall advise IPA of any collections of co-insurance, co-payment, deductibles
(imposed by a Payor pursuant to a point of service contract) and amounts payable by other sources
through coordination of benefits (“COB”), in accordance with applicable policies. COB shall be
pursued from the primary carrier whenever the Payor is the secondary payor, and Provider shall
have the sole obligation to collect any such applicable COB, which collections shall be retained by
Provider as an offset against payment for such services from IPA.

8. Utilization Management, etc.

81 Provider agrees to cooperate fully with all policies and protocols for utilization
management (including but not limited to procedures for prospective, concurrent and retrospective
reviews; and IPA administration of referrals), quality assurance, credentialing, provider
grievances, information maintenance, reporting and the like that IPA shall implement or
administrate in accordance with Payor Contracts and regulatory requirements. All preauthorization
and concurrent review standards employed by IPA shall be the Payor’s standards or standards
approved by the Payor. Provider acknowledges (i) that Payors may permit IPA to pre-authorize
and approve the continuation of services through concurrent review pursuant to utilization
guidelines adopted or approved by the applicable Plan, and (ii) that all denials of services and
determinations on appeals thereof must be made by the applicable Payor. In the event of any
inconsistency between IPA’s and the applicable Payor's determinations regarding concurrent
review, the Payor's review and determination shall control. Provider agrees to cooperate with, and
abide by all determinations made through, such review programs. Provider agrees to participate
in any IPA or Payor procedures initiated to resolve Participants’ grievances.

82 IPA may from time to time distribute and revise a policies and procedures manual
(the “Manual”), a copy of which shall be provided to Provider. The Manual may contain a detailed
description of Covered Services under each Plan subject to this Agreement, the conditions of such
coverage and the policies or procedures adopted by IPA for the administration of the terms and
conditions of this Agreement. IPA may amend the Manual from time to time and shall provide
Provider with a copy of any such amendment. Provider and IPA shall each be governed by the
provisions of the Manual in the performance of their duties and obligations under this Agreement.
If the provisions of the Manual are inconsistent with this Agreement, this Agreement shall be
controlling.

83 Anything contained herein to the contrary notwithstanding, Provider shall comply
fully with and abide by the rules, policies and procedures established by the applicable Payor,
provided that Payor has given IPA at least thirty (30) days prior written notice of the
implementation thereof or change thereto, including rules, policies and procedures pertaining to
quality improvement/management, utilization management, member grievances and provider
credentialing.
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84 Nothing contained in this Agreement shall be construed to prohibit Provider from
communicating information to a Participant concerning the Participant’s available treatment
options, including medication treatment options, regardless of benefit coverage
limitations.Provider is not prohibited from discussing a treatment option with a Participant or from
advocating on behalf of the Participant within the utilization management or appeal process established by
IPA or the Payor. Provider acknowledges that notwithstanding utilization management decisions that may
be made, Provider remains solely responsible for all Services rendered to Participants, and for advising
Participants with respect thereto.

9. Term and Termination.

91 The initial term of this Agreement shall be for one (1) year, commencing on the
date hereof. The term of this Agreement shall be automatically renewed from year-to-year
thereafter, except as otherwise provided herein.

9.1.1 This Agreement may be terminated by the IPA or Provider without cause,
upon ninety (90) days prior written notice.

9.1.2 Either party to this Agreement may exercise a right of non-renewal or
termination. Such right of non-renewal or termination shall be exercised by delivering written
notice thereof to the other party at least sixty (60) days prior to termination. Such exercise of non-
renewal shall not constitute a termination for purposes of Section 4406-d of the New York Public
Health Law (“PHL”).

9.2 If IPA believes that Provider is in material breach of any provision of this
Agreement, IPA may deliver to the Provider a written notice of proposed contract termination (the
“Termination Notice”). Such Termination Notice shall set forth the reason for the proposed action,
and shall also contain any other information required by PHL Section 4406-d(2)(b) and
regulations, if any, promulgated thereunder. IPA may terminate this Agreement after the sixtieth
(60" day following Provider’s receipt of the Termination Notice, unless either (i) Provider has
cured the default to the reasonable satisfaction of the IPA, or (ii) Provider has delivered a written
request for a hearing to review the proposedtermination.

9.2.1 If Provider has requested a hearing pursuant to Section 9.2, above, such
hearing shall be held in accordance with PHL Section 4406-d(2)(c-f) and regulations, if any,
promulgated thereunder, before a hearing committee appointed by IPA. The determination of the
hearing committee, including termination of the Provider, shall be binding and final upon both
parties.

9.2.2 This Agreement shall be terminated or suspended, in the sole discretion of
IPA, immediately in the event that Provider’s professional license is revoked, suspended or
otherwise limited; Provider fails to maintain all policies of insurance required by this Agreement;
Provider is terminated or sanctioned for cause by any government program (e.g., Medicare,
Medicaid, etc.), hospital professional staff, professional organization, or accreditation body; or
Provider is convicted of (or pleads no contest to) a crime. IPA shall deliver to Provider a
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9.3

Termination Notice which shall, to the extent required by law, be subject to the review process
described in Public Health Law Section 4406-d.

This Agreement may be terminated by Provider upon sixty (60) days prior written notice, if IPA is
in material breach of any provision of this Agreement. Such notice of intended termination shall set forth
the facts underlying the claim of material breach. This Agreement shall be terminated unless the IPA has
cured the breach within the sixty (60) day period.

94 If Provider delivers an opt-out notice to IPA pursuant to Section 4.2, IPA may
accept such opt-out only with respect to the particular Payor Contract referenced in such opt-out
notice or may, upon sixty (60) days prior written notice to Provider, terminate this Agreement in
its entirety.

9.5  Provider agrees that termination of this Agreement for any reason shall
simultaneously terminate Provider’s right to participate under any contracts that were created or
arranged by IPA. Provider agrees that upon termination of this Agreement, IPA (i) shall terminate
Provider's participation under any Payor Contract, and (ii) shall cause each Payor to terminate its
respective agreement with Provider under any direct contract or other agreement that IPA has
arranged.

9.6  Upon termination of this Agreement, Provider shall continue any on-going
treatments of Participants until the end of the current treatment or until the Participant is transferred
to another appropriate Provider, whichever occurs first. Provider shall receive payment from IPA
or the Payor, as appropriate under the circumstances, in accordance with the applicable Payment
System.

9.7  Upon termination of this Agreement for any reason, Provider shall fully cooperate
with IPA and each Payor, to enable the transfer of each Participant assigned to Provider to another
provider affiliated with his/her respective Payor.

10, Relationship of Parties. Provider and IPA are independent contracting parties. This
Agreement does not make IPA an employer or a partner of Provider.

11 Dispute Resolution.

111  The parties will use good-faith efforts to mutually resolve any conflicts arising
hereunder, and shall in the first instance submit to any internal grievance system established by
IPA or the applicable Payor.

112  In the case of a dispute arising out of IPA's implementation of any requirements
imposed upon IPA by a Payor, Provider shall pursue any grievance solely against such Payor and
the decision of the Payor’s internal grievance system shall be final and binding on Provider.
Provider shall neither maintain any grievance thereof against IPA, or its shareholders, officers,
directors, agents or committee members, nor appeal such final decision or to seek financial or other
compensation from IPA for any damages allegedly arising therefrom.
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12 Miscellaneous.

121 This Agreement may not be assigned by Provider. Provider agrees that IPA may
assign this Agreement to a subsidiary or affiliate independent practice association operated
bylPA, or another proper entity in accordance with applicable laws and regulations, as part of a
reorganization, acquisition, merger or similar transaction involving the business of IPA. Any assignee shall
be bound by and comply with all of I[PA’s obligations hereunder.

122 IPA may revise this Agreement to make any amendments required by applicable
law, regulation, regulatory order or accreditation requirement, which shall take effect immediately
upon notice to Provider. In addition, IPA may propose any other amendment to this Agreement by
written notice to Provider. Any such amendment that will be applicable to Provider shall become
effective ten (10) business days after notice thereof is given to Provider, unless Provider sooner
delivers written objection to IPA, which objection shall automatically serve as Provider’s
termination notice under Section 9.1.1. Each material amendment of this Agreement shall be
submitted to the Department of Health for approval at least thirty (30) days in advance of its
anticipated execution. No material amendment shall be effective unless it has been approved by
the Commissioner of Health.

123 Provider shall not, except as may be required to carry out the duties and obligations
hereunder, without the prior written consent of IPA disclose or cause to be disclosed to a third
party, or make or cause any unauthorized use of (i) any IPA policies, procedures, systems,
methods, manuals, forms, software, payment rates, customer lists, trade secrets or other proprietary
information of IPA, or (ii) any term or condition of this Agreement, its exhibits, attachments or
schedules. The obligations of Provider under this Section shall not apply to information which: (i)
is a matter of public knowledge or becomes a matter of public knowledge after the Effective Date,
(it) was lawfully obtained by Provider on a non-confidential basis other than in the course of
performance under this Agreement, or (iii) is provided to a Participant as a necessary part of
medical treatment.

124 This Agreement is a complete statement of the entire understanding of the parties
with respect to the subject matter hereof, and supersedes any previous agreement between the
parties that relates to the subject matter covered by this Agreement. However, whenever any
provision of this Agreement is inconsistent with any provision of a Payor Contract, the provisions
of the Payor Contract shall prevail. Without limitation, to the extent that any Payor requires IPA
to include specific provisions in its agreements with its providers, such Payor- specific provisions
shall be annexed hereto as Exhibit B, and shall be incorporated into and become a binding part of
this Agreement; however, such Payor-specific provisions shall only be binding as to services
rendered by Provider to the Participants of the specific Payor. IPA may revise Exhibit B to add,
delete or amend any provisions required by specific Payors, and (subject to requisite regulatory
approvals) such amended Exhibit B shall be effective upon delivery to Provider.

125 Any notice required under this Agreement will be given in writing and sent return
receipt requested by certified or registered mail, or by an overnight courier service that provides
proof of delivery, and will be deemed received three (3) days after deposited in the U.S. mails or
one (1) day after deposited with an overnight courier service, as the case may be. If the notice is

Network Solutions IPA , LLC Page 13



to IPA, it will be sent to:

Network Solutions IPA
PO Box 190416
Brooklyn, NY 11219
Attention: President

If to Provider, notice will be sent to the last business address provided by Provider to IPA at least
30 days prior to the giving of such notice. Any changes of either party's address will be designated
by notice given as aforesaid.

126  Notwithstanding any other provision of this Agreement, the parties shall comply
with the provisions of Chapter 705 of the New York State Laws of 1996 (the Managed Care
Reform Act of 1996), and all amendments thereto. With respect to Medicaid reimbursable services
rendered under this Agreement by Provider, the parties hereto (i) shall comply with all applicable
requirements of the Americans with Disability Act and (ii) shall be bound by all applicable
provisions of the model contract between the applicable Plan and the local Department of Social
Services as if such provisions were fully set forth herein.

127 If this Agreement is implemented prior to its approval by the New York State
Department of Health, the parties agree that this Agreement (i) shall be automatically amended to
incorporate any changes required by the Department of Health, and (ii) shall if required by the
Department of Health terminate upon sixty (60) daysnotice.

128  Anything herein contained to the contrary notwithstanding, nothing in this
Agreement shall be construed to make the Provider liable for the acts or omissions of IPA or any
Payor.

129  This Agreement will be governed by the laws of the State of New York. The
captions used herein as headings for the various paragraphs hereof are for convenience only, and
the parties agree that such captions are not to be construed to be part of this Agreement or to be
used in determining or construing the intent or context of this Agreement. If any provision of this
Agreement is held to be unenforceable, the remaining provisions of this Agreement shall remain
in full force and effect.

1210 The following provisions are incorporated herein in conformity with 11
N.Y.C.R.R. Part 101 (NYS Department of Insurance Regulation 164):

12.10.1 Provider shall not, in the event of default by IPA, demand payment
from any Payor for covered services rendered by Provider to such Payor's
Participants for which the in-network capitation payment was made by the Payor
to IPA pursuant to their Financial Risk Transfer Agreement.

12.10.2 Provider expressly agrees that the “hold harmless” provisions set
forth in Section 5.2, above (which prohibit Provider from collecting or attempting
to collect from a Participant any amounts owed to Provider for covered services,
excluding permitted co-pays and deductibles (if applicable)), is in addition to the
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protections afforded to Participant under New York State Insurance Law Section
4307(d); and

12.10.3 In the event that the Financial Risk Transfer Agreement between
IPA and any Payor is terminated by the New York State Superintendent of
Insurance pursuant to Section 101.9(a)(7) Insurance Regulation 164, this
Agreement shall be assignable on a prospective basis (without any obligation to pay
any amounts owed to Provider by IPA) to each such Payor for a period of time
which is determined by the Commissioner of Health (or the Superintendent of
Insurance in the case of Payors not authorized under Public Health Law Article
44) to be necessary in order to provide the services that the Payor is legally
obligated to deliver to its subscribers. No assignment under this Paragraph shall
exceed twelve (12) months from the date the Financial Risk Transfer Agreement is
terminated by the Superintendent of Insurance.

12.11 The parties will comply with the rules applicable to Physician Incentive Plan (PIP)
Regulations contained in 42 C.F.R. 417.479 and 42 C.F.R. 434.70 (collectively, the “PIP
Regulations™). The parties hereby incorporate by reference into this Agreement the requirements
of the PIP Regulations. IPA will not make, and will not cause or permit any Payor or other person
to make, any payment to Provider, whether directly or indirectly, as an inducement to reduce or
limit medically necessary services furnished to Participant.

12.12 The “New York State Department of Health Standard Clauses for Managed Care
Provider/IPA/ACO contracts,” attached to this Agreement as Attachment 12.12/Exhibit C, are
expressly incorporated into this Agreement and are binding upon the parties to this Agreement. In
the event of any inconsistent or contrary language between the Standard Clauses and any other
part of this Agreement, including but not limited to appendices, amendments and exhibits, the
parties agree that the provisions of the Standard Clauses shall prevail, except to the extent
applicable law requires otherwise and/or to the extent a provision of this Agreement exceeds the
minimum requirements of the Standard Clauses.

12.13 In the course of performing its obligations under this Agreement, IPA may obtain
“Protected Health Information” from, or receive or create Protected Health Information on behalf
of, Provider; as such term is used in Health Insurance Portability and Accountability Act of 1996,
Pub. L. No. 104-191 (“HIPAA”) and the Privacy Rule. Accordingly, the Parties shall be bound by
the Business Associates Addendum, which is annexed hereto as Attachment 12.13/Exhibit D,
and is incorporated into and made a binding part of this Agreement.

12.14 Specific contractual provisions required in connection with Covered Services
rendered to Members enrolled in a Medicare program are appended hereto as Exhibit E. All
provisions contained in Exhibit E are hereby incorporated into this Agreement by reference. In the
event of any inconsistency between any provision of this Agreement and any mandatory provision
set forth in Exhibit E, the provision contained in Attachment 12.14/Exhibit E shall supersede the
conflicting provisions of this Agreement.

12.15 In connection with any Covered Services rendered to Members enrolled in a
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Medicare or Medicaid Program, Provider certifies that neither Provider nor (to the best of

Provider’s knowledge) any person providing Covered Services as an employee or contractor of
Provider has been excluded or otherwise prohibited from participating in, or providing goods or
services for which payment might be obtained from, Medicare or Medicaid. Provider further
represents that neither Provider nor (to the best of Provider’s knowledge) any person providing
Covered Services as an employee or contractor of Provider is currently under investigation by the
Office of Inspector General of the Centers for Medicare and Medicaid Services (“CMS”) and
covenants that if such an investigation is brought during the term of this Agreement, Provider shall
immediately provide written notice thereof to IPA.

[Signatures Appear On Next Page]

Network Solutions IPA , LLC Page 16



The Parties hereby indicated their agreement to and acceptance of this Agreement by
affixing their respective signatures in the spaces provided below.

NETWORK SOLUTIONS IPA, LLC

Provider’s Name

By: By:

Signature Signature

Title: Title:
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EXHIBIT A

For all duly authorized and medically necessary Services rendered to Participants, IPA shall pay
Provider in accordance with the fees set forth below.

Payor
Fee for service - Contract Specific as stated on the up-to-date fee schedule.

If the provider is a health care professional licensed, registered or certified under Title 8 of the
Education Law, the MCO or the IPA must provide notice to the provider at least ninety(90) days
prior to the effective date of any averse reimbursement arrangement as required by Public Health
Law 8§ 4406-c(5-c). Adverse reimbursement change shall mean a proposed change that could
reasonably be expected to have a negative impact on the aggregate level of payment to provider.
This provision does not apply if the reimbursement change is required by law, regulation or
applicable regulatory authority; is required as a result of changes in fee schedules,
reimbursement methodology or payment policies established by the American Medical
Association current procedural terminology(CPT) codes, reporting guidelines and conventions;
or such change is expressly provided for under the terms of this agreement by the inclusion or
reference to a specific fee or fee schedule, reimbursement methodology or payment policy
indexing scheme.

The parties agree to comply with the time frames for submission and payment of claims
specified in Insurance Law § 3224-a

The parties agree that claims cannot be denied solely on the basis that the MCO has not received
information from the member concerning other health insurance coverage, in accordance with
Insurance Law 8§ 3224-c.

Claims from a network health care provider will not be treated as out-of-network solely on the
basis that services were rendered in a non participating hospital.
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[Left Blank Intentionally]
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Attachment 12.4/Exhibit B

Payor-Specific Provisions

With respect to HMO/MLTC, Provider agrees as follows:

@ To be bound by and comply with all of the applicable terms and conditions of this
Agreement, and (2) that if there is any conflict or claimed conflict between the provisions of this
Exhibit and the Provider’s Agreement, this Exhibit shall be controlling;

(b) Maintain current registration and licenses to practice in the State of New York and
to notify IPA and Payor immediately of any formal action to suspend, revoke, or limit in any way,
such license;

(© Provide Covered Services that he/she is licensed or certified to provide only through
duly licensed staff members, and to assume responsibility for supervising and compensating such
staff members and for requiring that such staff members adhere to the terms of this Agreement;

(d) Maintain at all times during the term of this Agreement professional liability
insurance in the minimum amount of $1 million per occurrence and $3 million aggregate,
substantiated by certificates of insurance, and such policies of general liability and other insurance
in such amounts as IPA deems necessary and immediately notify IPA and Payor in the event of the
cancellation, expiration or material modification of such coverage;

(e) Maintain privileges at a hospital in Payor’s network and notify IPA and Payor
immediately of any formal action to suspend, revoke or limit such privileges in anyway.

()] In the case of a primary provider, to assume responsibility for the management of
the health care of each Participant who selected him/her as his/her primary care physician and to
monitor, coordinate, approve and manage all of the health care services rendered to the Participant;

(0) Acknowledge that Payor is a third party beneficiary of this Agreement and that such
status shall survive the termination of this Agreement. However, under no circumstances will
Payor be obligated to perform or assume any responsibility for the duties, acts or omissions of IPA
or Provider pursuant to this Agreement or the Payor Agreement;

(h) Agree to include and abide by the Medicare Advantage Guidelines and Medicaid
guidelines as required by the CMS, and as hereto attached as Exhibit C and E, as well as any other
provisions required by the CMS, or any other applicable regulatory agency.

Q) Agree to be bound by and comply with all Payor policies, including without
limitation, the Medical Management Guidelines and the Participating Physician Manual,
established by Payor from time to time or required pursuant to any benefit program with respect
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to which IPA participates.

() Plan may suspend or terminate Provider’s credentials in accordance with the
substantive, notice and procedural requirements of New York Public Health Law.

(k) Permit Payor and any entity designated by Payor, to list identifying information
regarding the IPA Physician in Payor’s directories, marketing materials or informational
publications provided that such advertising is done in strict accordance with applicable laws. The
information shall include the Provider’s name, specialty, address, telephone number, Board
certification, hospital affiliations and acceptance of patients.

() Explain the current advanced directive options and procedures and honor advanced
directive decisions of Participants and document in the Participant’s medical records the substance
and existence of advanced directive decisions made by the Participant.

(m)  Accept Participants as patients unless and until the Provider provides the Payor with
not less than ninety (90) days prior written notice that such Provider will close his/her practice to
all new patients. Such closure, however, shall not be applicable to such IPA’s existing patients
who subsequently become Participants, and shall also not become effective until the first day of
the month following the end of that ninety (90) day notice period. To the extent consistent with
the applicable standard of care, Provider shall not close his or her practice to additional Participants
pursuant to this Agreement. In the event a Participant is transferred for any reason to the care of
another health care provider, IPA shall cooperate fully with Payor in obtaining alternative services
for Participants, if necessary, and shall ensure the orderly transfer of records. All Covered Services
shall be provided in accordance with professionally recognized standards of healthcare.

(n) Except in an emergency, verify the eligibility of Participants using Payor’s
telephonically or electronically available system before providing Services.

(o) Except in an Emergency, as otherwise permitted in the applicable Benefit Program
Requirements, or as otherwise required by applicable federal or State law, Provider shall refer
Participants only to participating Providers. In the event Provider knowingly refers a Participant
to a non-IPA Provider without a referral or without prior authorization when either or both are
required by a Benefit Program, Provider agrees to be responsible for payment of claims incurred
for the unauthorized Service or Covered Services and agrees to hold IPA harmless by the
Participant for such claims. Payor requires that the most cost effective qualified participating
Provider be utilized.

(p) Provider shall not use or display the tradenames, trademarks, or other identifying
information of Payor without Payor’s prior written approval of both form and content. IPA
Provider shall supply all printed materials and other information relating to its operations within
seven (7) days of Payor’s request.

(o) IPA and Provider specifically acknowledge and agree that prior authorization is not
a guarantee of payment and that payment determinations are made at the time the claim is
submitted to Payor based on a variety of factors, including without limitation, the eligibility of the
Covered Person and whether the service is a Covered Service. Nonetheless, when either
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prior authorization and/or a referral is required for the rendition of a health care service, the receipt
of the required prior authorization and/or the required referral, each being separate and distinct
requirements, is a prerequisite to payment of Clean Claims for such service. Payor will not
retroactively deny reimbursement for a Covered Service provided to a Covered Person who relied
on Payor’s prior authorization, provided that there was no material misrepresentation or fraud in
the request for prior authorization. In an Emergency, Provider agrees to notify Payor and IPA, as
soon as possible, but no later than 24 hours or by the next working day after arranging for or
providing Covered Services that would otherwise require prior authorization. Subject to appeal,
Payor shall have the final binding authority to make decisions regarding what constitutes an
Emergency or Emergency Services for purposes of determining Covered Services consistent with
benefit program requirements. IPA and Provider acknowledge that Payor shall not be liable for,
nor will exercise control or direction over, the manner or method by which Provider renders any
Covered Services (or any other medical or healthcare services) to Covered Persons under this
Agreement. Notwithstanding the foregoing, Payor agrees that nothing within this Agreement is
intended to, or shall be deemed to, transfer liability for Payor’s own acts or omissions, by
indemnification or otherwise, to Provider.
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ATTACHMENT 12.12/EXIBIT C
NEW YORK STATE DEPARTMENT OF HEALTH
STANDARD CLAUSES
FOR MANAGED CARE PROVIDER/IPA/ACO CONTRACTS
(Revised 4/1/2017)

Notwithstanding any other provision of this agreement, contract, or amendment (hereinafter "the
Agreement " or "this Agreement ") the Article 44 plans and providers that contract with such
plans, and who are a party agree to be bound by the following clauses which are hereby made a
part of the Agreement. Further, if this Agreement is between a Managed Care Organization and
an IPA/ACO, or between an IPA/ACO and an IPA/ACO, such clauses must be included in
IPA/ACO contracts with Providers, and Providers must agree to such clauses.

A. Definitions for Purposes of this Appendix

“Managed Care Organization” or “MCQO” shall mean the person, natural or corporate, or
any groups of such persons, certified under Public Health Law Article 44, who enter into
an arrangement, agreement or plan or any combination of arrangements or plans which
provide or offer a comprehensive health services plan, or a health and long term care
services plan.

“Independent Practice Association” or “IPA” shall mean an entity formed for the limited
purpose of contracting for the delivery or provision of health services by individuals,
entities and facilities licensed and/or certified to practice medicine and other health
professions, and, as appropriate, ancillary medical services and equipment. Under
these arrangements, such health care Providers and suppliers will provide their service
in accordance with and for such compensation as may be established by a contract
between such entity and one or more MCOs. “IPA” may also include, for purposes of
this Agreement, a pharmacy or laboratory with the legal authority to contract with other
pharmacies or laboratories to arrange for or provide services to enrollees of a New York
State MCO.

“Provider” shall mean physicians, dentists, nurses, pharmacists and other health care
professionals, pharmacies, hospitals and other entities engaged in the delivery of Health
Care Services which are licensed, registered and/or certified as required by applicable
federal and state law.

B. General Terms and Conditions

1. This agreement is subject to the approval of the New York State Department of
Health (DOH) and if implemented prior to such approval, the parties agree to
incorporate into this Agreement any and all modifications required by DOH for
approval or, alternatively, to terminate this Agreement if so directed by DOH,
effective sixty (60) days subsequent to notice, subject to Public Health Law
84403 (6)(e). This Agreement is the sole agreement between the parties
regarding the arrangement established herein.

2. Any material amendment to this Agreement is subject to the prior approval of
DOH, and any such amendment shall be submitted for approval in accordance
with the appropriate procedures and timelines described in Sections Ill and VIl of
the New York State Department of Health Provider Contract Guidelines for MCOs
and IPA/ACOs. To the extent the MCO provides and arranges for the provision of
comprehensive Health Care Services to enrollees served by the Medical
Assistance Program, the MCO shall notify and/or submit a copy of such material
amendment to DOH, as may be required by the Medicaid Managed Care contract
between the MCO and DOH.
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3. Assignment of an agreement between an MCO and (1) an IPA/ACO, (2) an
institutional network Provider, or (3) a medical group Provider that serves five
percent or more of the enrolled population in a county, or the assignment of an
agreement between an IPA/JACO and (1) an institutional Provider or (2) a medical
group Provider that serves five percent or more of the enrolled population in a
county, requires the prior approval of the Commissioner of Health.

4. The Provider agrees, or if the Agreement is between the MCO and an IPA/ACO
or between an IPA/ACO and an IPA/ACO, the IPA/ACO agrees and shall require
the IPAJACO’s Providers to agree, to comply fully and abide by the rules, policies
and procedures that the MCO (a) has established or will establish to meet general
or specific obligations placed on the MCO by statute, regulation, contract, or DOH
or DFS guidelines or policies and (b) has provided to the Provider at least thirty
days in advance of implementation, including but not limited to:

e quality improvement/management;

e utilization management, including but not limited to precertification
procedures, referral process or protocols, and reporting of clinical
encounter data;

e member grievances; and

e Provider credentialing.

5. The Provider or, if the Agreement is between the MCO and an IPA/ACO, or
between an IPA/ACO and an IPA/ACO, the IPA/ACO agrees, and shall require
its Providers to agree, to not discriminate against an enrollee based on color,
race, creed, age, gender, sexual orientation, disability, place of origin, source of
payment or type of illness or condition.

6. If the Provider is a primary care practitioner, the Provider agrees to provide
twenty-four (24) hour coverage and back-up coverage when the Provider is
unavailable. The Provider may use a twenty-four (24) hour back-up call service
provided appropriate personnel receive and respond to calls in a manner
consistent with the scope of their practice.

7. The MCO or IPA/ACO that is a party to this Agreement agrees that nothing within
this Agreement is intended to, or shall be deemed to, transfer liability for the MCO’s
or IPA/ACO’s own acts or omissions, by indemnification or otherwise, to a
Provider.

8. Notwithstanding any other provision of this Agreement, the parties shall comply
with the provisions of the Managed Care Reform Act of 1996 (Chapter 705 of the
Laws of 1996) Chapter 551 of the Laws of 2006, Chapter 451 of the Laws of 2007,
Chapter 237 of the Laws of 2009, Chapter 297 of the Laws of 2012, Chapter 199
of the Laws of 2014, Part H, Chapter 60, of the Laws of 2014 and Chapter 6 of
the Laws of 2015 with all amendments thereto.

9. To the extent the MCO enrolls individuals covered by the Medical Assistance
Program, this Agreement incorporates the pertinent MCO obligations underthe
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Medicaid Managed Care contract between the MCO and DOH as set forth fully
herein, including:

a. The MCO will monitor the performance of the Provider or IPA/ACO under
the Agreement and will terminate the Agreement and/or impose other
sanctions if the Provider’'s or IPA/ACQO’s performance does not satisfy the
standards set forth in the Medicaid Managed Care contract.

b. The Provider or IPA/ACO agrees that the work it performs under the
Agreement will conform to the terms of the Medicaid managed care
contract between the MCO and DOH and that it will take corrective action
if the MCO identifies deficiencies or areas of needed improvement in the
Provider’s or IPA/ACQO’s performance.

c. The Provider or IPA/ACO agrees to be bound by the confidentiality
requirements set forth in the Medicaid Managed Care contract between
the MCO and DOH.

d. The MCO and the Provider or IPA/ACO agree that a woman’s enroliment
in the MCO’s Medicaid Managed Care product is sufficient to provide
services to her newborn, unless the newborn is excluded from the
enrollment in Medicaid Managed Care or the MCO does not offer a
Medicaid Managed Care product in the mother's county of fiscal
responsibility.

e. The MCO shall not impose obligations and duties on the Provider or
IPA/ACO that are inconsistent with the Medicaid Managed Care contract
or that impair any rights accorded to DOH, the local Department of Social
Services, or the United States Department of Health and Human Services.

f.  The Provider or IPA/ACO agrees to provide medical records to the MCO
for purposes of determining newborn eligibility for Supplemental Security
Income where the mother is a member of the MCO and for quality
purposes at no cost to the MCO.

g. The Provider or IPA/ACO agrees, pursuant to 31 U.S.C. 81352 and CFR
Part 93, that no federally appropriated funds have been paid or will be paid
to any person by or on behalf of the Provider/IPA/ACO for the purpose of
influencing or attempting to influence an officer or employee of any agency,
a Member of Congress, an officer or employee of Congress, or an
employee of any Member of Congress in connection with the award of any
federal loan, the entering into of any cooperative agreement, or the
extension, continuation, renewal, amendment, or modification of any
federal contract, grant, loan, or cooperative agreement. The Provider or
IPA/ACO agrees to complete and submit the “Certification Regarding
Lobbying,” Appendix attached hereto and incorporated herein, if this
Agreement exceeds $100,000. If any funds other than federally
appropriated funds have been paid or will be paid to any person for the
purpose of influencing or attempting to influence an officer or employee of
any agency, a Member of Congress, an officer or employee of a member
of Congress, in connection with the award of any federal contract, the
making of any federal grant, the making of any federal loan, the entering
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of any cooperative agreement, or the extension, continuation, renewal,
amendment, or modification of any federal contract, grant loan, or
cooperative agreement, and the Agreement exceeds $100,000 the
Provider or IPA/ACO shall complete and submit Standard Form-LLL
“Disclosure Form to Report Lobbying,” in accordance with its instructions.

h. The Provider or IPA/ACO agrees to disclose to the MCO, on an ongoing
basis, any managing employee who has been convicted of a
misdemeanor or felony in relation to the employee’s involvement in any
program under Medicare, Medicaid or a Title XX services program (block
grant programs).

i. The Provider or IPA/ACO agrees to monitor its employees and staff
against the List of Excluded Individuals and Entities (LEIE), the Social
Security Administration Death Master List, and the National Plan Provider
Enumeration System (NPPES).

j-  The Provider or IPA/ACO agrees to disclose to the MCO complete
ownership, control, and relationship information.

k. The Provider or IPA/ACO agrees to obtain for the MCO ownership
information from any subcontractor with whom the Provider has had a
business transaction totaling more than $25,000 during the 12-month
period ending on the date of the request made by DOH, Office of the
Medicaid Inspector General (OMIG) or the United States Department of
Health and Human Services (DHHS). The information requested shall be
provided to the MCO within 35 days of such request.

I.  The Provider or IPA/ACO agrees to have an officer, director or partner of
the Provider execute and deliver to DOH a certification, using a form
provided by DOH through OMIG’s website, within five (5) days of
executing this agreement, stating that:

e The Provider or IPA/ACO is subject to the statutes, rules,
regulations, and applicable Medicaid Updates of the Medicaid
program and of DOH related to the furnishing of care, services or
supplies provided directly by, or under the supervision of, or
ordered, referred or prescribed by the Provider. This includes 18
NYCRR 515.2 except to the extent that any reference in the
regulation establishing rates, fees, and claiming instructions will
refer to the rates, fees and claiming instructions set by the MCO.

e All claims submitted for payment by the Provider/IPA/ACO are for
care, services or medical supplies that have been provided.

e Payment requests are submitted in accordance with applicable
law.

m. The Provider or IPA/ACO agrees to require that an officer, director or
partner of all subcontractors if they are not natural persons, or the
subcontractor itself if it is a natural person, execute a certification, using a
form provided by DOH through OMIG’s website, before the subcontractor
requests payment under the subcontract, acknowledging that:
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e The subcontractor is subject to the statutes, rules, regulations,
and applicable Medicaid Updates of the Medicaid program and of
DOH related to the furnishing of care, services or supplies
provided directly by, or under the supervision of, or ordered,
referred or prescribed by the subcontractor. This includes 18
NYCRR 515.2 except to the extent that any reference in the
regulation establishing rates, fees, and claiming instructions will
refer to the rates, fees and claiming instructions set by the MCO.

e All claims submitted for payment by the subcontractor are for care,
services or medical supplies that have beenprovided.

e Payment requests are submitted in accordance with applicable
law.

10. The parties to this Agreement agree tocomply with all applicable requirements of
the federal Americans with Disabilities Act.

11. The Provider agrees, or if the Agreement is between the MCO and an IPA/ACO
or between an IPA/ACO and an IPA/ACO, the IPA/ACO agrees and shall require
the IPA’s Providers to agree, to comply with all applicable requirements of the
Health Insurance Portability and Accountability Act, the HIV confidentiality
requirements of Article 27-F of the Public Health Law, and Mental Hygiene Law §
33.13.

12. Compliance Program. The Provider agrees that if it claims, orders, or is paid
$500,000 or more per year from the Medical Assistance Program, including, in
the aggregate, claims submitted to or paid directly by the Medical Assistance
Program and/or claims submitted to or paid by any MCO under the Medicaid
Managed Care Program, that it shall adopt and implement a compliance program
which meets the requirements of New York State Social Services Law § 363-d(2)
and 18 NYCRR § 521.3.

13. Compliance Program Certification. The Provider agrees that if it is subject to the
requirements of Section B (12) of this Appendix, it shall certify to DOH, using a
form provided by OMIG on its website, within 30 days of entering into a Provider
Agreement with the MCO, if they have not so certified within the past year that a
compliance program meeting the requirements of 18 NYCRR §521.3 and Social
Services Law 8§ 363-d(2) is in place. The Provider shall recertify during the month
of December each year thereafter using a form provided by OMIG on OMIG’s
website.

C. Payment and Risk Arrangements

1. Enrollee Non-liability. Provider agrees that in no event, including, but not limited
to, nonpayment by the MCO or IPA/ACO, insolvency of the MCO or IPA/ACO, or
breach of this Agreement, shall Provider bill; charge; collect a deposit from; seek
compensation, remuneration or reimbursement from; or have any recourse
against a subscriber, an enrollee or person (other than the MCO or IPA/ACO)
acting on his/her/their behalf, for services provided pursuant to the subscriber
contract or Medicaid Managed Care contract and this Agreement, for the period
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covered by the paid enrollee premium. In addition, in the case of Medicaid
Managed Care, Provider agrees that, during the time an enrollee is enrolled in
the MCO, Provider will not bill DOH or the City of New York for covered services
within the Medicaid Managed Care benefit package as set forth in the Agreement
between the MCO and DOH. This provision shall not prohibit the Provider,
unless the MCO is a Managed Long Term Care plan designated as a Program of
All-Inclusive Care for the Elderly (PACE), from collecting copayments,
coinsurance amounts, or permitted deductibles, as specifically provided in the
evidence of coverage, or fees for uncovered services delivered on a fee-for-
service basis to a covered person, provided that Provider shall have advised the
enrollee in writing that the service is uncovered and of the enrollee’s liability
therefore prior to providing the service. Where the Provider has not been given a
list of services covered by the MCO, and/or Provider is uncertain as to whether a
service is covered, the Provider shall make reasonable efforts to contact the
MCO and obtain a coverage determination prior to advising an enrollee as to
coverage and liability for payment and prior to providing the service. This
provision shall survive termination of this Agreement for any reason and shall
supersede any oral or written agreement now existing or hereafter entered into
between Provider and enrollee or person acting on his or her behalf.

2. Coordination of Benefits (COB). To the extent otherwise permitted in this
Agreement, the Provider may participate in collection of COB on behalf of the
MCO, with COB collectibles accruing to the MCO or to the Provider. However,
with respect to enrollees eligible for medical assistance or participating in Child
Health Plus, the Provider shall maintain and make available to the MCO records
reflecting COB proceeds collected by the Provider or paid directly to enrollees by
third party payers, and amounts thereof, and the MCO shall maintain or have
immediate access to records concerning collection of COB proceeds.

3. If the Provider is a health care professional licensed, registered or certified under
Title 8 of the Education Law, the MCO or the IPA/ACO must provide notice to the
Provider at least ninety (90) days prior to the effective date of any adverse
reimbursement arrangement as required by Public Health Law 84406-c(5-c).
Adverse reimbursement change shall mean a proposed change that could
reasonably be expected to have a material adverse impact on the aggregate level
of payment to a health care professional. This provision does not apply if the
reimbursement change is required by law, regulation or applicable regulatory
authority; is required as a result of changes in fee schedules, reimbursement
methodology or payment policies established by the American Medical Association
current procedural terminology (CPT) codes, reporting guidelines and
conventions; or such change is expressly provided for under the terms of this
Agreement by the inclusion or reference to a specific fee or fee schedule,
reimbursement methodology, or payment policy indexing scheme.

4. The parties agree to comply with and incorporate the requirements of Physician
Incentive Plan (PIP) Regulations contained in 42 CFR 8438.6(h),42 CFR
8422.208, and 42 CFR 8422.210 into any contracts between the contracting
entity (Provider, IPA/ACO, hospital, etc.) and other persons/entities for the
provision of services under this Agreement. No specific payment will be made
directly or indirectly under the plan to a physician or physician group as an
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inducement to reduce or limit medically necessary services furnished to an
enrollee.

5. The parties agree that, where required by Public Health Law 84903, a claim for
certain continued, extended, or additional health care services cannot be denied
on the basis of medical necessity or a lack of prior authorization while a utilization
review determination is pending if all necessary information was provided within
the required timeframes and under the circumstances described in Public Health
Law §4903.

6. The parties agree to follow Section 3224-a of the Insurance Law providing
timeframes for the submission and payment of Provider claims to the MCO.

7. The parties agree to follow Section 3224-b(a) of the Insurance Law requiring an
MCO to accept and initiate the processing of all claims submitted by physicians
that conform to the American Medical Association’s Current Procedural
Technology (CPT) codes, reporting guidelines and conventions, or to the Centers
for Medicare and Medicaid Services’ Healthcare Common Procedure Coding
System (HCPCS).

8. The parties agree to follow Section 3224-b(b) of the Insurance Law prohibiting an
MCO from initiating overpayment recovery efforts more than 24 months after the
original payment was received by a health care Provider, except where: (1) the
plan makes overpayment recovery efforts that are based on a reasonable belief of
fraud or other intentional misconduct or abusive billing; (2) for the Medicaid
Managed Care and Family Health Plus programs, the overpayment recovery
period for such programs is six years from date payment was received by the
health care Provider with written notice 30 days prior to engaging in overpayment
recovery efforts. Such notice must state the patient’s name, service date, payment
amount, proposed adjustment, and a reasonably specific explanation of the
proposed adjustment.

9. The parties agree to follow Section 3224-c of the Insurance Law providing that
claims cannot be denied solely on the basis that the MCO has not received from
the member information concerning other insurance coverage.

10. The parties agree that this contract does not waive, limit, disclaim, or in any way
diminish the rights that any Provider may have pursuant to Section 3238 of the
Insurance Law to the receipt of claims payment for services where
preauthorization was required and received from the appropriate person or entity
prior to the rendering of the service.

11. The parties agree that for a contract involving Tier 2 or 3 arrangements as
described in Section VII.B of the Guidelines, the contract must:

a. Provide for the MCO’s ongoing monitoring of Provider financial capacity
and/or periodic Provider financial reporting to the MCO to support the
transfer of risk to the Provider; and

b. Include a provision to address circumstance where the Provider’s
financial condition indicates an inability to continue accepting such risk;
and
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c. Address MCO monitoring of the financial security deposit, describing the
method and frequency of monitoring and recourse for correcting
underfunding of the deposit to be maintained by the MCO; and

d. Include a provision that the Provider will submit any additional documents
or information related to its financial condition to the MCO, if requested by
DOH.

12. The parties agree that for any contract involving an MCO and IPA/ACO, the
contract must include provisions whereby:

a. The parties expressly agree to amend or terminate the contract at the
direction of DOH (applies to Tier 1, Tier 2, and Tier 3);

b. The IPA/ACO will submit annual financial statements to the MCO, as well
as any additional documents required by the MCO as necessary to assess
the IPA/ACQO’s progress towards achieving value based payment goals as
specified in the Roadmap, and the MCO will notify DOH of any substantial
change in the financial condition of the IPA/ACO (applies to Tier 2 and Tier
3); and

c. The IPA/ACO will submit any additional documents or information related
to its financial condition to the MCO, if requested by DOH (applies to Tier
2 and Tier 3); and

d. The parties agree that all Provider contracts will contain provision
prohibiting Providers, in the event of a default by the IPA/ACO, from
demanding payment from the MCO for any covered services rendered to
the MCOQO’s enrollees for which payment was made by the MCO to the
IPA/ACO pursuant to the risk agreement (applies to Tier 2 and Tier 3).

D. Records and Access

1. Pursuant to appropriate consent/authorization by the enrollee, the Provider will
make the enrollee’s medical records and other personally identifiable information
(including encounter data for government-sponsored programs) available to the
MCO (and IPA/ACO if applicable) for purposes including preauthorization,
concurrent review, quality assurance, (including Quality Assurance Reporting
Requirements (QARR)), payment processing, and qualification for government
programs, including but not limited to newborn eligibility for Supplemental Security
Income (SSI) and for MCO/Manager analysis and recovery of overpayments due
to fraud and abuse. The Provider will also make enrollee’s medical records
available to the State for management audits, financial audits, program monitoring
and evaluation, licensure or certification of facilities or individuals, and as
otherwise required by state law. The Provider shall provide copies of such records
to DOH at no cost. The Provider (or IPA/ACO if applicable) expressly
acknowledges that the Provider shall also provide to the MCO and the State (at
no expense to the State), on request, all financial data and reports, and information
concerning the appropriateness and quality of services provided, as required by
law. These provisions shall survive termination of the contract for any reason.

2. When such records pertain to Medicaid reimbursable services, the Provider
agrees to disclose the nature and extent of services provided and to furnish
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records to DOH and/or the United States Department of Health and Human
Services, the County Department of Social Services, the Comptroller of the State
of New York, the Office of the Medicaid Inspector General, the New York State
Attorney General, and the Comptroller General of the United States and their
authorized representatives upon request. This provision shall survive the
termination of this Agreement regardless of the reason.

3. The parties agree that medical records shall be retained for a period of six years
after the date of service, and in the case of a minor, for three years after majority
or six years after the date of service, whichever is later, or for such longer period
as specified elsewhere within this Agreement. This provision shall survive the
termination of this Agreement regardless of the reason.

4. The MCO and the Provider agree that the MCO will obtain consent directly from
enrollees at the time of enrollment or at the earliest opportunity, or that the Provider
will obtain consent from enrollees at the time of service is rendered or at the
earliest opportunity, for disclosure of medical records to the MCO, to an IPA/ACO
or to third parties. If the Agreement is between an MCO and an IPA/ACO, or
between an IPA/ACO and an IPA/ACO, the IPA/ACO agrees to require the
Providers with which it contracts to agree as provided above. If the Agreement is
between an IPA/ACO and a Provider, the Provider agrees to obtain consent from
the enrollee if the enrollee has not previously signed consent for disclosure of
medical records.

E. Termination and Transition

1. Termination or non-renewal of an agreement between an MCO and an IPA/ACO,
institutional network Provider, or medical group Provider that serves five percent
or more of the enrolled population in a county, or the termination or non-renewal
of an agreement between an IPA/ACO and an institutional Provider or medical
group Provider that serves five percent or more of the enrolled population in a
county, requires notice to the Commissioner of Health. Unless otherwise provided
by statute or regulation, the effective date of termination shall not be less than 45
days after receipt of notice by either party, provided, however, that termination by
the MCO may be effected on less than 45 days’ notice provided the MCO
demonstrates to the satisfaction of DOH, prior to termination, that circumstances
exist which threaten imminent harm to enrollees or which result in Provider being
legally unable to deliver the covered services and, therefore, justify or require
immediate termination.

2. If this Agreement is between the MCO and a health care professional, the MCO
shall provide to such health care professional a written explanation of the
reasons for the proposed contract termination, other than non-renewal, and an
opportunity for a review as required by state law. The MCO shall provide the
health care professional 60 days’ notice of its decision to not renew this
Agreement.

3. If this Agreement is between an MCO and an IPA/ACO, and the Agreement does
not provide for automatic assignment of the IPA/ACQO’s Provider contracts to the
MCO upon termination of the MCO/IPA/ACO contract, in the event either party
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gives notice of termination of the Agreement, the parties agree, and the
IPA/JACOQO’s Providers agree, that the IPA/ACO Providers shall continue to provide
care to the MCO'’s enrollees pursuant to the terms of this Agreement for 180
days following the effective date of termination, or until such time as the MCO
makes other arrangements, whichever occurs first. This provision shall survive
termination of this Agreement regardless of the reason for the termination.

4. Continuation of Treatment. The Provider agrees that in the event of MCO or
IPA/ACO insolvency or termination of this contract for any reason, the Provider
shall continue, until medically appropriate discharge or transfer, or completion of
a course of treatment, whichever occurs first, to provide services pursuant to the
subscriber contract or Medicaid Managed Care contract, to an enrollee confined
in an inpatient facility, provided the confinement or course of treatment was
commenced during the paid premium period. For purposes of this clause, the
term “Provider” shall include the IPA/ACO and the IPA/ACO’s contracted
Providers if this Agreement is between the MCO and an IPA/ACO. This
provision shall survive termination of this Agreement.

5. Notwithstanding any other provision herein, to the extent that the Provider is
providing Health Care Services to enrollees under the Medicaid Program, the
MCO or IPA/ACO retains the option to immediately terminate the Agreement
when the Provider has been terminated or suspended from the Medicaid
Program.

6. In the event of termination of this Agreement, the Provider agrees, and, where
applicable, the IPA/ACO agrees to require all participating Providers of its
network to assist in the orderly transfer of enrollees to another Provider.

F. Arbitration

To the extent that arbitration or alternative dispute resolution is authorized elsewhere in
this Agreement, the parties to this Agreement acknowledge that the Commissioner of
Health is not bound by arbitration or mediation decisions. Arbitration or mediation shall
occur within New York State, and the Commissioner of Health will be given notice of all
issues going to arbitration or mediation and copies of all decisions.

G. IPA/ACO-Specific Provisions
Any reference to IPA/ACO Quality Assurance (QA) activities within this Agreement is

limited to the IPA/ACO’s analysis of utilization patterns and quality of care on its own
behalf and as a service to its contractual Providers.
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ATTACHMENT 12.13/EXHIBIT D

Business Associates Addendum

This Business Associates Addendum describes IPA’s obligations under the Privacy Rule
to protect the confidentiality of all Protected Health Information obtained from or on behalf of

Provider.

1.

Definitions.

a. “Business Associate” shall mean IPA.

b. “BAA” or “Business Associate Agreement” shall mean Attachment12.13.
C. “Covered Entity” shall mean Provider.

d. “Individual” shall have the same meaning as the term ‘‘individual’’ in 45

CFR 164.501 and shall include a person who qualifies as a personal representative
in accordance with 45 CFR 164.502(g).

e. “Privacy Rule” shall mean the Standards for Privacy of Individually
Identifiable Health Information at 45 CFR part 160 and part 164, subparts A and E.

f. “Protected Health Information” shall have the same meaning as the term
“‘protected health information’” in 45 CFR 164.501, limited to the information
created or received byBusiness Associate from or on behalf of Covered Entity.

g. “Required By Law” shall have the same meaning as the term ‘‘required by
law’” in 45 CFR 164.501.

h. “Secretary” shall mean the Secretary of the Department of Health and
Human Services or his designee.

i. Terms used, but not otherwise defined, in this Amendment shall have the
same meaning as those terms in the PrivacyRule.

Obligations and Activities of Business Associate

a. Business Associate agrees to not use or disclose Protected Health

Information other than as permitted or required by the Agreement and this Amendment, or as
Required By Law.

b. Business Associate agrees to use appropriate safeguards to prevent use or

disclosure of the Protected Health Information other than as provided for by this BAA.

C. Business Associate agrees to mitigate, to the extent practicable, any
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harmful effect that is known to Business Associate of a use or disclosure of Protected Health
Information by Business Associate in violation of the requirements of this Amendment.

d. Business Associate agrees to report to Covered Entity any use or disclosure
of the Protected Health Information not provided for by this BAA of which it becomes aware.

e. Business Associate shall require any agent, including a subcontractor, to
agree to be bound by the same restrictions and conditions that apply through this BAA to Business
Associate, with respect to any Protected Health Information that the agent received from Business
Associate and that Business Associate received from, or created or received on behalf of, Covered
Entity.

f. Business Associate agrees to provide access, at the request of Covered
Entity, during normal business hours and within thirty (30) days or such shorter time Required by
Law, to Protected Health Information in a Designated Record Set, to Covered Entity or, as directed
by Covered Entity, to an Individual in order to meet the requirements under 45 CFR
164.524. This paragraph shall not apply if Business Associate does not have Protected Health
Information in a designated record set.

g. Business Associate agrees to make any amendment(s) to Protected Health
Information in a Designated Record Set that the Covered Entity directs or agrees to pursuant to 45
CFR 164.526 at the request of Covered Entity or an Individual, within thirty (30) days or such
shorter time Required by Law. This paragraph shall not apply if Business Associate does not have
Protected Health Information in a designated recordset.

h. Business Associate agrees to make internal practices, books, and records,
including policies and procedures and Protected Health Information, relating to the use and
disclosure of Protected Health Information received from, or created or received by Business
Associate on behalf of, Covered Entity available to the Secretary, within thirty (30) days or such
shorter time designated by the Secretary, for purposes of the Secretary determining Covered
Entity’s compliance with the Privacy Rule.

I Business Associate agrees to document such disclosures of Protected Health
Information and information related to such disclosures as would be required for Covered Entity
to respond to a request by an Individual for an accounting of disclosures of Protected Health
Information in accordance with 45 CFR 164.528.

J. Business Associate agrees to provide to Covered Entity or an Individual,
within thirty (30) days or such shorter time Required by Law, information to permit Covered Entity
to respond to a request by an Individual for an accounting of disclosures of Protected Health
Information in accordance with 45 CFR 164.528.

3. Permitted Uses and Disclosures by Business Associate. Except as otherwise limited
in this BAA, Business Associate may use or disclose Protected Health Information to perform
functions, activities, or services for, or on behalf of, Covered Entity as specified in this Agreement,
provided that such use or disclosure would not violate (i) the Privacy Rule if done by
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Covered Entity or (ii) the minimum-necessary policies and procedures of the Covered Entity that
have been provided to Business Associate. Without limitation, the following specific use are
expressly authorized:

a. Except as otherwise limited in this BAA, Business Associate may use
Protected Health Information for the proper management and administration of the Business
Associate or to carry out the legal responsibilities of the Business Associate.

b. Except as otherwise limited in this BAA, Business Associate may disclose
Protected Health Information for the proper management and administration of the Business
Associate, provided that disclosures are Required By Law, or Business Associate obtains
reasonable assurances from the person to whom the information is disclosed that it will remain
confidential and used or further disclosed only as Required By Law or for the purpose for which
it was disclosed to the person, and the person notifies the Business Associate of any instances of
which it is aware in which the confidentiality of the information has been breached.

C. Except as otherwise limited in this BAA, Business Associate may use
Protected Health Information to provide Data Aggregation services to Covered Entity as permitted
by 42 CFR 164.504(e)(2)(i)(B).

d. Business Associate may use Protected Health Information to report
violations of law to appropriate Federal and State authorities, consistent with § 164.502(j)(1).

4. Obligations of Covered Entity

a. Covered Entity shall notify Business Associate of any limitation(s) in its
notice of privacy practices of Covered Entity in accordance with 45 CFR 164.520, to the extent
that such limitation may affect Business Associate’s use or disclosure of Protected Health
Information.

b. Covered Entity shall notify Business Associate of any changes in, or
revocation of, permission by Individual to use or disclose Protected Health Information, to the
extent that such changes may affect Business Associate’s use or disclosure of Protected Health
Information.

C. Covered Entity shall notify Business Associate of any restriction to the use
or disclosure of Protected Health Information that Covered Entity has agreed to in accordance with
45 CFR 164.522, to the extent that such restriction may affect Business Associate’s use or
disclosure of Protected Health Information.

d. Anything in the Agreement to the contrary notwithstanding, Covered Entity
shall not request or require Business Associate to use or disclose Protected Health Information in
any manner that would not be permissible under the Privacy Rule if done by Covered Entity.
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5. Term and Termination

a. Term. This BAA shall be effective as of the later of the Effective Date or
April 14, 2003, and shall terminate upon the termination of the Agreement and when all of the
Protected Health Information provided by Covered Entity to Business Associate, or created or
received by Business Associate on behalf of Covered Entity, is destroyed or returned to Covered
Entity. If Business Associate determines that it is not feasible to return or destroy such Protected
Health Information, this BAA shall remain in full force and affect as to any such Protected Health
Information retained by Business Associate, for as long as any such Protected Health Information
IS so retained.

b. Termination for Cause. Upon Covered Entity’s knowledge of a material
breach of this BAA by Business Associate, Covered Entity shall:

I Provide Business Associate with a thirty (30) day period to cure the
breach. Covered Entity shall terminate this BAA and the Agreement if Business Associate does
not cure the breach within such thirty (30) day cure period;or

ii. Immediately terminate this BAA and the Agreement if Business
Associate has breached a material term of this BAA and cure isnot possible; or

iii. If neither termination nor cure are feasible, Covered Entity shall
report the violation to the Secretary.

C. Effect of Termination.

i Except as provided in paragraph (ii) of this section, upon termination
of this BAA for any reason, Business Associate shall return or destroy all Protected Health
Information received from Covered Entity, or created or received by Business Associate on behalf
of Covered Entity. This provision shall apply to Protected Health Information that is in the
possession of subcontractors or agents of Business Associate. Business Associate shall retain no
copies of the Protected Health Information. Nothing in this BAA shall limit the right of Business
Associate to retain any de-identified information (including de-identified information that was
originally contained in Protected Health Information) for statistical or any other purpose not
prohibited by the Privacy Rule.

ii. In the event that Business Associate determines that returning or
destroying the Protected Health Information is infeasible, Business Associate shall provide to
Covered Entity notification of the conditions that make return or destruction infeasible. In such
case, Business Associate shall extend the protections of this BAA to such Protected Health
Information and limit further uses and disclosures of such Protected Health Information to those
purposes that make the return or destruction infeasible, for so long as Business Associate maintains
such Protected Health Information.

6. Miscellaneous

a. Regulatory References. A reference in this BAA to a section in the Privacy
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Rule means the section as in effect or as amended.

b. Amendment. The Parties agree to take such action as is necessary to amend
this BAA from time to time as is necessary for Covered Entity to comply with the requirements of
the Privacy Rule and HIPAA.

C. Survival. The respective rights and obligations of Business Associate under
Section 5(c) of this BAA shall survive the termination of thisBAA.

d. Interpretation. Any ambiguity in this BAA shall be resolved to permit
Covered Entity to comply with the Privacy Rule.
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ATTACHMENT 12.14/EXHIBIT E

MEDICARE ADVANTAGE PROVISIONS

Provider understands and agrees that the obligations set forth in this Addendum shall be the
obligations of Provider when rendering Covered Services to Medicare Advantage Members. To
the extent that any definition, term, condition or provision contained in this Addendum is
inconsistent with or in conflict with any definition, term, condition or provision set forth in the
Agreement, the definitions, terms, conditions and provisions set forth in this Addendum shall
control.

DEFINITIONS

For purposes of this Addendum, the definitions included herein shall have the meaning required
by law governing the Medicare Advantage (MA) Program.

Deleqation. Delegation to IPA of a MA contractual obligation that is the responsibility of A
Payor.

Emergency Medical Condition (Emergency). A medical condition manifesting itself by

acute symptoms of sufficient severity (including severe pain) such that a prudent layperson,
with an average knowledge of health and medicine, could reasonably expect the absence of
immediate medical attention to result in (a) serious jeopardy to the health of the individual or,
in the case of a pregnant woman, the health of the woman or her unborn child; (b) serious
impairment to bodily functions; or (c) serious dysfunction of any bodily organ or part.

Emergency Services. Covered Medical Services, which are needed immediately because of
an Emergency Medical Condition.

In-Area-Out-of-Plan Emergency Care. Emergency Services provided to a MA Member
performed by a non-contracted Provider within the MA Services Area.

MA. The term “MA” shall mean “Medicare Advantage,” which is the statutory name
applicable to the federal program of prepaid health care services for Medicare Beneficiaries
established by the MMA.

MA Evidence of Coverage. A legally binding statement of coverage, revised annually,
between a MA Member and a Payor or an employer and a Payor under which a MA Member
is entitled to receive coverage for certain hospital, medical and other associated health care
services. A MAPD Evidence of Coverage also includes Medicare Part D prescription drug
coverage. IPA or the respective Payor shall notify Provider within a reasonable time of any
material modifications or amendments to the Evidence of Coverage, which would reasonably
require adjustments of the financial provisions of this Agreement.

MA Program. The federal program to provide prepaid health care services to Medicare
Beneficiaries under a contract between CMS and a health plan or other qualified contractor.

MA Service Area. The area within the applicable state approved by CMS and the state
regulatory agency (if required) where the Payor may enroll Medicare Beneficiaries in a MA
plan. The MA Service Area consists of the list of zip codes and/or other descriptive
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boundaries currently approved by CMS and the state regulatory agency (if required) as the MA
Service Area.

MAPD. An MA plan that also includes Medicare Part D prescription drug coverage.

MMA. “The Medicare Prescription Drug, Improvement, and Modernization Act of 2003”
(MMA) that established Parts C and D of the Medicare Program effective in part on December
8, 2003 and fully implemented in 2006. The private plan options for Medicare Parts A and B
are now administered through Part C of the Medicare Program. Part D is the new Medicare
prescription drug program that can be offered as a standalone benefit or in conjunction with
MA coverage.

Medicare. The term “Medicare” shall mean the Hospital Insurance Program (Part A) and the
Supplemental Medical Insurance Program (Part B) established by Title XVIII of the Social
Security Act, as amended.

Medicare Advantage (MA) Member. A Medicare Beneficiary entitled to receive coverage
for certain health care services (MA) and prescription drug coverage (MAPD) under the terms
of a Payor’s MA or MAPD Evidence of Coverage who has elected to enroll with such Payor
and whose enrollment has been confirmed by the Centers for Medicare and Medicaid Services
(CMS), an agency of the U.S. Department of Health and Human Services (HHS) that
administers the Medicare Program.

Qut-of-Area Emergency Care. Emergency Services performed outside of the MA Service
Area.

Primary Care Physician (PCP). The physician selected by or assigned to a MA Member to
provide primary care services and to serve as a coordinator for other health care services.

Urgently Needed Care.

In-Area Urgently Needed Care. Non-Emergency, in-area Covered Medically Necessary
Services where an unforeseen illness, injury or condition requires immediate treatment of
a MA beneficiary by network providers; or under unusual, extraordinary circumstances,
in-area by an out-of network provider if the MA network is temporarily inaccessible or
unavailable.

Qut-of-Area Urgently Needed Care. Non-Emergency Covered Medical Services
obtained to treat a condition while a MA Member is temporarily outside of the MA Service
Area where the Covered Services are Medically Necessary and immediately required as a
result of an unforeseen illness, injury or condition and it was not reasonable, given the
circumstances, to obtain the services from network providers.

MEDICARE ADVANTAGE PROGRAM OBLIGATIONS

Provider Obligations. Provider shall render Covered Services to MA Members, in accordance
with the terms and conditions of Payor’s MA Programs. Payor shall provide IPA with the
Benefit Program Requirements of such Benefit Programs not set forth in this Addendum. Such
Benefit Program Requirements include the provisions of the applicable MA Evidence of
Coverage, and Payor’s policies and procedures. The coverage determination of Covered
Services shall be governed by coverage guidelines established by Payor and  the
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MA Program, with Payor being solely responsible for final coverage determinations, subject
to applicable appeal procedures.

Payment. Payment shall be made in accordance with the terms of this Agreement.

Provider Policies _and Procedures. Provider shall maintain written administrative and
operational policies and procedures required by the MA Program.

Member Services. Provider shall cooperate fully with Payor in the investigation and resolution
of complaints by MA Members regarding Provider, in compliance with CMS, and state
regulatory requirements.

Reports and Administration. Payor shall have sole responsibility for filing reports, obtaining
approval from, and complying with the applicable laws and regulations of federal, state and
local governmental agencies having jurisdiction over Payor. Provider shall cooperate in
providing Payor with such information and assistance regarding MA Members and IPA’s
performance under this Agreement and Addendum as Payor may reasonably require in filing
such reports.

Accountability. The applicable Payor is ultimately responsible to CMS for any functions and
responsibilities described in the MA regulations. Provider understands that this accountability
provision also applies to this Addendum.

REGULATORY OBLIGATIONS
Provider further agree to:
Safeguard MA Member’s privacy and confidentiality.
Ensure accuracy of MA Member’s health records.

Adhere to CMS Prompt Claims Payment Standards: (i) Process contracted Provider claims
received at Payor within 60 calendar days of receipt, (ii) Process Provider subcontractor
claims received by Provider within 60 calendar days of receipt, (iii) Process non-contracted
provider claims received by Provider within 30 calendar days for clean claims and 60
calendar days for all otherclaims.

Hold MA Member’s harmless for payment of any fees that are the legal obligation of Payor
or Provider.

Comply with Medicare laws, regulations, reporting requirements and CMS instructions.
Cooperate in audits and inspections by CMS, HHS, GAO and/or their designees.
Cooperate with information requests and provide information as requested.

Maintain records relating to this contract for a minimum of 10 years.

Include an accountability provision in any Provider subcontract indicating that Payor is
ultimately responsible to CMS for any functions and responsibilities described in the MA
regulations. Provider understands that this accountability provision also applies to this
Addendum.

Comply with Payor’s Policies and Procedures that have been provided to IPA by or on
behalf of Payor.

Network Solutions IPA , LLC Page 39



	PHYSICIAN SERVICES AGREEMENT
	EXHIBIT A
	[Left Blank Intentionally]
	Attachment 12.4/Exhibit B
	ATTACHMENT 12.13/EXHIBIT D
	ATTACHMENT 12.14/EXHIBIT E
	DEFINITIONS
	Urgently Needed Care.
	MEDICARE ADVANTAGE PROGRAM OBLIGATIONS
	REGULATORY OBLIGATIONS

