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Values

Diversity and Inclusion
Teamwork

Vision
We, the Novant Health team,
will deliver the most remarkable

Mission

Novant Health exists

to improve the health

of communities, one patient experience in every Personal excellence

person at a time. dimension, every time. Courage
Compassion
Safety * Quality
Authentic personalized relationships
. . Voice & choice * Easy for me
The mission Affordability
that drives us and
the values that Our people
g u |d e us We are an inclusive team of purpose-driven people inspired and united by our passion to care for each other,

our patients and our communities.

Our promise

We are making your healthcare experience remarkable. We will bring you
world-class clinicians, care and technology — when and where you need them.
We are reinventing the healthcare experience to be simpler, more convenient u NOVANT

m HEALTH

and more affordable, so that you can focus on getting better and staying healthy.
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O]
N = ACO Overview

79,174 2,709

Track 1 Assigned Beneficiaries Providers

Medicare Shared Savings
Program (MSSP) ACO

2017

15t Performance Year

@ 728 Beneficiary
goe Age Mix

Year 3

of 15t Agreement Period

(7
-

NEES
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2017 Performance



2017 by the numbers

Savings

1.83%

Savings Rate

$12.5 million

Generated Savings

MIPS/Quality
1.73%

Positive Adjustment to
Medicare Part B
Payments in 2019

Improvement
Activities

Final Score

97.34

Out of 100

Quality

Advancing Care
Info

Utilization
2016 to 2017

1 15%

Decrease in SNF
Expenditures

1 17%
Decrease in SNF
Discharges/1,000

1 3%

Decrease in ED
Visits/1,000

Cost

$673 million

Total Cost of Care

$8,797

PMPY Expenditures
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Novant Health ACO PMPY Expenditures

National Comparison

$30,000
$20,000 Novant Health NC MSSP ACO
#447 of 471
$10,000
S0

Source: 2017 CMS ACO Public Use File

Based on number of Assigned Beneficiaries

$14,000

$12,000

$10,000

$8,000

$6,000

$4,000

$2,000

S0

State Comparison

Novant Health NC MSSP ACO

#18 of 23
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Novant Health ACO Performance Against Benchmark

National Comparison

$80,000,000

$60,000,000

$40,000,000

$20,000,000

S0

-$20,000,000

-$40,000,000

-$60,000,000

-$80,000,000

Source: 2017 CMS ACO Public Use File

Novant Health NC MSSP ACO

#36 of 472

$25,000,000

$20,000,000

$15,000,000

$10,000,000

$5,000,000

S0

-$5,000,000

-$10,000,000

State Comparison

Novant Health NC MSSP ACO

#2 of 23
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2018 Performance



2018 by the numbers

Savings

% $

Savings Rate Generated Savings

MIPS/Quality

% Positive Adjustment
to Medicare Part B
Payments in 2020

*Estimate based on Q4 2018 CMS Reports

Utilization
2017 to 2018

| 5.9%

Decrease in SNF
Discharges/1,000

} 12.9%
Decrease in SNF
Expenditures

1 2.9%
Decrease in ED
Visits/1,000

$9,173*

$ 709 million*

§ NOVANT
B HEALTH




ACO Successes

Physician Compensation, Annual Wellness Visits, Complex & Transitional Care
Management Pilots, Choices and Champions



13

2018 Physician Compensation

Non-productivity Metric Results

Choices and Champions

o206 93% 93% 94% 94% 94% 94% 94% 94%

89%

Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
Q4 Q1 Q2 Q3 Q4
2017 2018

Dec
Q4
2017

70%

Jan

BMI Screening and Follow Up Plan

Feb Mar

Q1

Apr

88%

May
Q2

92% 93%

90%

Jun  Jul

2018

949 95%

Aug Sep Oct
Q3

96% 96%

Nov Dec

Q4
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2018 Physician Compensation

Non-productivity Metric Results

Tobacco Screening and Follow Up Plan

98% 98% 98%
97% 97% 97%

Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec

Q4 Ql Q2 Q3 Q4

2017 2018

Dec
Q4
2017

Depression Screening and Follow Up Plan

g8y 89% 89%

Jan Feb Mar Apr May Jun Jul

Aug Sep Oct Nov Dec

Q1 Q2 Q3 Q4

2018
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Medicare Annual Wellness Visits (AWVs)

Opportunity to improve health and welfare of patients

It affords time for a clinician or team member to have crucial conversations
= Identify and act on outstanding health maintenance items

= Shared goal setting

= Prevention, detection and slowing progression of chronic conditions

= Opportunity to update Hierarchical Condition Categories (HCC) annually
Enhance patient and provider experience
New revenue stream

Gain valuable experience in providing patient-centered, team-based care; aligns with
value-based models of reimbursement

Highly successful organizations have adapted AWVs as a focus area to drive outcomes

Lowering healthcare costs while meeting performance standards on quality of care
through MSSP

§ NOVANT
B HEALTH
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Annual Wellness Visit Success

AWVs Completed

2016 2017

2018
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2017 Results Demonstrate Correlation

AWV Completion, ED Utilization, and IP Admissions

0.900
0.800
0.700
0.600
0.500

0.400

0.300

0.200
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0.100

0.000
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Complex Care Management & Intervention Pilot

= Primary Goal: Facilitate complex care management
and intervention for high risk, high acuity patients

= Initial Population: MSSP patients identified with
frequent admissions/readmissions and chronic
condition including COPD, diabetes, and heart
failure across all markets

= Dates: October 2017 to April 2018

= Process: Embedded nurses in 6 clinics to:
= |dentify barriers
= Reduce care variation
= Reinforce understanding of disease process
= Provide self-management education
= Facilitate medication review
= Produce new revenue stream

7%

Overall Admissions

11%

Overall ED Visits
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Complex Care Management & Intervention Pilot

Outcome data from a subset of pilot population where specific data prior

to the pilot identified need for targeted interventions*

Admissions and ED Utilization

33/

I Reduction

71/
Reduction

ED Visits Admissions

B Encounters from Historical Snapshot

Encounters During Engagement Period

Alc and BMI

263

36%
Improvement

94

49%
Improvement

n’

Alc >=9 BMI>=30
H Baseline Improved

*Patients with 2 or more ED visits or Admissions during the 12-month baseline period
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Complex Transitional Care Management (TCM) Pilot

Patient Touch Points
Hospital visit prior to discharge

. - i Documented initial TCM outreach within 2 days
» Primary Goal: Facilitate safe transition of care " e )
Home visit(s) as indicated and appropriate

for high-risk, high-acuity patients Ongoing complex care management during

= Initial Population: MSSP patients living in the transitional care period

Coastal Market with NHMG Coastal Market

Pilot Features

PCP with frequent admissions/readmissions, « Communication plan to PCP prior to post-
disease focus includes COPD, diabetes, and hospital visit
heart failure Referrals as appropriate to Care Connections
and partner with PCP for specialty referrals as
» Launch Date: August 1, 2018 needed

Addressing SDOH by engaging family members,
community resources, etc.
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A Community Perspective: TCM Pilot Patient Barriers

Unsafe Living

Conditions Wound Mgmt
1% 1%

Transportation
6%

Adherence to
Treatment
11%

Timely PHV Access

7%
ADL's
13%
Medication
Management Affordability of Care
18% 4%

Literacy/Health
Literacy
1%

Behavioral Health
Concerns
1%

Home Health Delivery

1% Cognitive Impairment
(o]

5%

Condition Self-
Management
31%
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TCM Pilot Patient Care Self-Management Confidence Levels

« We recently began collecting data from
patients on their confidence to manage
their health and conditions at home after
discharge on a scale of 0-10*

Initial and Post Confidence Level Scores

0 = not at all confidence

10 = very confident

= Initial data was collected at the first
contact post-discharge and the final
(post) data collected when the patient
has completed the 30 day transitional
care period.

= Overa”, 48 patients had an Inltlal and Average Initial Confidence Level Average Post Confidence Level
post- level score reported.

*Data collection implemented beginning 11/1/18

§ NOVANT
B HEALTH
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Patient Story: DKB — Moderate Complexity

Clinical Concerns

72 years old
PMH: COPD, CHF, anxiety, diabetes type 2
4 hospitalizations in last 12 months

3 hospitalizations prior to RN engagement

Healthy Opportunities (SDOH)

Admitted with diabetic hypoglycemia

Anxious about blood sugar continually dropping

Timely access to PHV—scheduled for 14 days post discharge
(patient did not keep appointment as they were out of town for

the holidays)

No glucometer in the home

Interactions

1 hospital visit, 1 home visit, 2 calls

Engagement: 12/18/18-1/18/19

Interventions

Contacted PCP for “Medicare paid” Glucometer prescription including
supplies

Educated patient and spouse how to use glucometer
Reviewed COPD and CHF action plans

Reminded patient to reschedule follow-visit with PC

Impacts
Initial Confidence Score: 4
Follow-Up Confidence Score: 9 (after glucose education)

Follow up call on 12/27/18 found them enjoying vacation in Charlotte
with an average morning blood glucose of 128

§ NOVANT
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Clinical Concerns

69 years old
COPD, tobacco use

0 Hospitalizations in the last 12 months

Healthy Opportunities (SDOH)

2 months of worsening COPD and bronchitis problems (frequent
PCP visits)

History of tobacco abuse since 18 years old
Decrease in ambulation and activities due to SOB
Lack of medication knowledge

Lack of self-management skills

Anxious

Transportation issues: patient unable to safely operate vehicle

Patient Story: JCB — Moderate Complexity

Interactions
2 hospital visits, 3 calls, 1 home visit, 1 PHV in 7 days

Engagement: 12/28/18-1/28/19

Interventions

Active listening and motivational interviewing to help reduce anxiety

Medication management

Education on 02 equipment, COPD—including Krames booklet and

Action Plan
Coordinate follow-up care with transportation

Coordinate care with PCP, specialist, and HH

Impacts

“Just knowing
someone is
available to answer
guestions makes
me feel calmer”

Initial Confidence Score: 0

Follow-Up Confidence Score: 7
(after initial home visit)
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Choices and Champions
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Transforming culture to transform care at end of life

I S

Waiting till the end of life to start Talking about advance care planning across the
planning for end of life care continuum from wellness to death
Focusing on disease Beginning with goals of care and using these to

guide our treatment recommendations

Feeling like a “failure” when we can no Treating the whole person and helping our
longer treat or cure patients finish life’s journey with dignity
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Novant Health Reads

NEW YORK TIMES BESTSELLING AUTHOR OF

= Distributed >8,000 COpieS THE CHECKLIST MANIFESTO

= Discussion groups held across the system
throughout the year

» Dr. Gawande spoke at NHFMC on Tuesday, October
20 2015 Atul Gawande

Being Mortal

Medicine and What Matters in the End

§ NOVANT
B HEALTH

27



3 year Long Term Goal - Readmissions

Retrospective analysis:

If hospice screening tool was implemented with Case Management and/or Care
Coordination

— 13 HF patients were medically appropriate for hospice on index admission

— All 13 patients would have triggered “Would you be surprised if the patient died within the next year”
question

12 patients would recommend goals of care conversation and hospice consult
1 patient would recommend palliative care consult

Anecdotal comments:

— 3 patients still under hospice with no subsequent readmissions

— 9 patients now deceased with average hospice length of stay = 6.2 days (median of 4 days)

§ NOVANT
B HEALTH
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Choices and Champions across the continuum of care

- Choose a Champion @
Every Adult - Advance directive:

HCPOA (living will)

- Goals of Care
- Advance directive

- Goals of Care @
- MOST/POST

- Palliative care
- Spiritual care
- Hospice eligibility

Chronically ill individuals

Seriously ill, frail elderly or not
surprising if died within a year

Individuals with life expectancy of - Hospice referral

less than 6 months

§ NOVANT
B HEALTH®
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Choosing a healthcare Champion

At check in, all adult patients are now asked:

“At Novant Health, we ask all our patients to choose a
healthcare Champion. Who do you trust to speak for you if you
are unable to make your own medical decisions?”

§ NOVANT
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NHMG metric navigator

| Metric_ | Age When BPA fires

Choices and Champions 18 and over No documentation of a healthcare “Champion”

Tobacco Use Screening and 12 and over  No screening for tobacco use within the last 12

Cessation Intervention months or no cessation counseling if a user within
the last 12 months

Depression Screening 12 and over  No screening for depression in last 12 months
without an active diagnosis related to depression
Adult BMI Screening and 18 and over BMI of 30 kg/m2 or over and no follow-up plan

Follow-up documented within 6 months of the current
encounter

Pediatric BMI Assessment 3to 18 years BMI greater than 95t percentile for age
and Intervention
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2017-2019 long term goal

Choices and Champions — Metric 1

% of All* patients age > 18 with an Office visit/month who have a
Champion Documented

October LTG
5/6/2019 Service line 2016 May-18 | Jun-18 | Jul-18 | Aug-18 | Sep-18 | Oct-18 | Nov-18 | Dec-18 | Jan-19 | Feb-19 |Mar-19| Apr-19 | Target
Behavioral Health 1.1% 75.0%
Cancer*** 1.7% 75.0%
Community Medicine*** N/A 75.0%
g' Heart and Vascular 1.6% 75.0%
B Hospital Medicine*** N/A 75.0%
-E Neurosciences 1.1% 75.0%
< |OB/GYN*** 0.21% 75.0%
Orthopedics 1.1% 75.0%
Pediatrics*** N/A 75.0%
Surgery 1.5% 75.0%
[noVANT 1.1%

At or above NH Corporate target of 75% *Urgent Care, Express Care, and Ambulatory Surgical Centers are not included

>/= to Baseline ** Data is cumulative based on April changes in scope-dates unavailable for monthly distinction
Less than Basel ***Service Line names changed/added/removed to align with current glossary

Analytics and Informatics Jan 2018 forward reflects only those practices "Active" on Jan 1 2017
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Dimensions ACP navigator

o Hyperspace - PROV NMG HOSPITALIST - Novant PLY - CHRISZERO S. - o IEl
EpiC v | s PiLookupiChart [=dIn Basket ¥ RemindMe J4 Care Pattways #4 Novant Inranet |<] DirectAdmit & Personalization - B UpToDate A NH McKesson PACS S v @ & & Print - [rLogOut
x 'NOVANT PLY

States, JaceZero 2d, Class: TRN IP MS-APOOL 12.... Allergies: No Known Allergies Infection: None VS: 100770, (1) 110, (1 24, () 102.1 °F (38.9°C), 89 AOMIL 9/12/2017  MyChart: Ina...
17 y.0., Male, 07521 ttending Provider: Chriszero State...  Code: Full Code CrCliLab: <Patient has no... Last Weight 120 Ib (54.4 kg) LOS (Days) : 1 Msg2he: +1
MRN: 141000000 Adv D signed Spec Call: Unit Admit Weight 54.43 kg Est D/C: None

CSN: 102127 alt Whitecoat, MD Pref Language: English BMI &% 19.97 kg/m? (30.0 %, Z= -0.52) Patient Messages. .

Need Interp: No

[ERCI 4 summary Reference

Summary
Health Care Agents.
Chart Review My Note
) rd
Hist
By [ Bookmark || Details ¥
—— Active? Name Relationship Health Care Agent Relationship Legal Guardian? Primary Home Work Mobile
Care Evenn. | ACP Notes Zzinpatient, John Fatner 803-998-9999 (Home)  803-099-9999 7% B 2w 3 Ble > B0 4
are Everywh...
Smith, Susan Mother 704-885.7412 (Home)  704-8857412 .
Laln]
Synopsis
Directives {NH IP ACP RTEXT LIST PR )
e— ] NH IP ADVANCE CARE PLANNING PROVIDER NOTETX|
STATUS {NH IP ADVANCE CARE PLANNING NOTE ANCILLARY.T.
Notes Code Status  Wed 9113 2:34 PM. Click to refresh. {NH IP ADVANCE CARE PLANNING BLANK NOTE.TXT,30
Manage Orders Daci 5
Facesheet Advance Care Planning Notes Create ACP Note
Filed Documents Date of Service Author Author Type Status
09/13/17 1434 Chriszero States, MD Physician Signed
Rounds
BB Healthcare Directives —~
=
& New Reading Flowshests
Admission
No data found
B Code Status ~
L3
Patient Information
Patient Name Sex DOB SSN
States, JaceZero Male 7/15/2000 WOC-3x-T521
Beds c
Current Code Status
EETET Date Active Code status OrgerID Comments User Context
9/12/2017 314 PM Full Coge 519089 Chriszero States, MD Inpatient
Advance Care Planning Activity
Code Status History
Date Active Date Inactive Cede Status Order ID Comments User Context
This patient has a current code status but no historical code status.
Advance Care Planning Activity
D) Patient-Level Advance Care Scanned Documents:
There are no patient-level advance care scanned documents.
E Facesheet ~
=
& Cust Patient Information
ustomize Pend || 3 Share | Sign | X Cancel
Patient Name Sex DOB v aPend || Share || Sian | X
More  » States laraZern (1410000000 Male 75000
CHRISZERO S. <14 Chart Completion My Incomplete Notes
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Initiating the conversation on goals of care

For anyone: What matters most to you?

For every adult / well patients:
1.  What does a good day look like for you?
2. What gives your life meaning?

3.  What do you look forward to getting back to
after this hospitalization/illness/surgery?

4.  What’s on your bucket list?

34

For the chronically/seriously ill:
1.  What do you understand about your illness?

2. How has your good day changed since | last
saw you?

3.  What are your hopes? Fears?

4. Have you thought about what tradeoffs you
are willing to make?
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2017-2019 long term goal

Choices and Champions — Metric 2

% of All Medicare patients admitted/month who have
Advance Care Planning Note Documented
Jul-Dec
2016
511612019 Facility Baseline | | Apr-18 | May-18 | Jun-18 | Jul-18 | Aug-18 | Sep-18 | Oct-18 | Nov-18 | Dec-18 | Jan-19 | Feb-19 | Mar-19 | Apr-19 | LTG Target
NHBMC 0.2% 9.0% | 14.3% | 16.7% | 20.6% | 18.8% | 24.8% | 27.5% £ 87.7% 88.3% 971%
NHCOH 1.2% 8.0% | 19.1% | 16.2% | 15.8% | 22.2% | 55.4% | 73.8% 78.3% 77.0% 847% 831% 76.6%
NHFMC 1.7% 38.5% | 44.0% | 43.5% | 47.8% | 50.8% | 55.4% | 58.6% | 60.8% | 62.3% 66.8% | 67.3% | 75.0%
NHHAMC 0.3% 36.0% | 9.7% | 229% | 26.7% | 38.2% | 58.7% | 66.1% | 727% | 72.6% (LRI 65.3% [EKEAN 68.4%
NHHMC 14.0% 47.6% | 54.9% | 45.9% | 51.8% | 54.9% | 63.0% | 64.0% | 64.1% | 66.8% [T NN (-5 RN (L SN (N1
NHKMC 1.2% 17.9% | 125% | 27.5% | 49.0% | 456% | 53.9% | 49.6% | 50.7%
ACUTE ' \uHmmc 9.9% 63.8% | 63.5% | 70.7% | 71.0% 80.6% 76.6% 817% 832% 831%
NHMPH* 0.5% 4.1% | 621% | 61.8% 80.8% 794% 762% 833% 762%
NHPMC 6.7% 39.0% | 45.0% | 39.2% | 39.4% | 39.7% | 49.6% | 53.2% | 49.3% | 52.0%
NHPWMC 0.3% 151% | 9.8% | 18.7% | 19.0% | 18.5% | 24.2% | 40.9% | 45.6% | 47.5% | 50.9% 75.5%
NHRMC 0.5% 124% | 146% | 11.6% | 8.8% | 123% | 27.9% | 60.0% 80.8% 79.0% AN 75.6%
NHTMC 2.5% 254% | 28.9% | 30.8% | 46.4% | 38.7% | 41.8% | 43.2% | 66.7% [EINS/INNN (NPT 75.0%
NOVANT 3.7% 341% | 38.0% | 37.8% | 41.6% | 43.4% | 51.4% | 57.2% | 60.6% | 65.0% | 67.3% | 71.1% | M.2% | 723% | 75.0%
Facilities not in scope for final
corporate roll-up for LTG
==+ |NHCMC N/A 18.0% | 51.0% | 81.0% | 78.5% | 87.0% | 78.3% | 79.8% | 83.5% | 84.9% | 92.4% | 89.0% | 87.6% | 90.6% | 75.0%
==~ |NHMHMC N/A N/A N/A N/A N/A N/A NA | 811% | 70.9% | 73.0% | 77.0% | 82.4% | 87.0% | 76.1% | 75.0%
***Data for Q1 2017 has been changed to reflect the acquisition of the date field for the ACP note.
>/= Baseline *Data reflective of OP pre-visit notes as of May 2018
****Monitoring progress.Effective 4-11-2019 nemoved NHCMC from ALL corporate roll-ups. Not IP facility when goal established
Analytics and Informatics *****Monitoring progress but not included in corporate goal. Not in scope when goal established.
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Part A
Our well patients
< 15 minutes

Explain the roles of providers and the
healthcare team in advancing conversations
beyond Choose a Champion.

Demonstrate how eliciting your patient’s
goals of care (‘know me’) can provide
clinically relevant information.

[llustrate how to document your
conversations in the Dimensions ACP
navigator (a ‘know me note’) so other
members of the healthcare team can know
and honor your patient’s wishes.

Choices and Champions: ‘Know Me’ across the Care
Continuum

Part B
Our chronically & seriously ill patients
<30 minutes

lllustrate the importance of revisiting goals
of care (‘know me’) conversations over
time.

Explain how to identify patients who may
need a more in-depth advance care
planning conversation

Demonstrate a conversation framework to
facilitate serious illness conversations

§ NOVANT
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ACP Note Bookmarks

Place cursor in appropriate position and enter the ACPBEGIN SmartLink:

pel Note Editor - [o [N
¢ [Aial 1B I UA-~-BEDRE

il
o
(@]
&
Z|

[Assessment and Plan

1 Preug examination

Advance Care Planning I

Patient considering surgery for correction of congenital hip abnormality. Activity significantly impacted by pain with ambulation limiting functional capacity and ability to maintain control of underlying health conditions.
He expects improvement in pain, functional ability, and specifically is looking forward to completing a much anticipated trip with family within 3 months of surgery. Has concerns about recovery and impact on ability to
work in the interim and post surgery. Low risk for surgical complications at this time.

Patient's Medications

@ Accurate as of 2/5/19 11:59 PM. Reflects encounter med changes as of last refresh

Discontinued Medications
oxyCODONE HCI 10 mg 12 hr tablet
LCommonly known as: OXYCONTIN

Risks, benefits, and alternatives of the medications and treatment plan prescribed today were discussed, and patient expressed understanding. Plan follow-up as discussed or as needed if any wersening symptoms or
change in condition. Patient voiced understanding of the treatment plan and agreed to attempt to comply.

§ NOVANT
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Patient-Entered Wishes

t1
Patient-Entered End-of-Life Planning
This documentation does not take the place of any legal documents regarding advance care planning.
What is most important in the patient's | family or friends religion or spirituality
life?
living en your own and caring for yourself not being a burden on your family
wark hobbies
pets meeting a major life milestone such as a birthday, wedding, retirement, etc.
something else
Patient comments concerning what is |
important in their life
Patient sources of strength and spirituality family wark social status | friends other not sure
support
Patient comments concerning sources |
of strength
Legal document available concerning | Living Will Durable Power of Attorney Healthcare Power of Attorney | Psychiatric advance directive
living will, advance care directive, or
psychiatric advance directive? LB LY L3 D513
Would the patient like to speak to Yes Mo
someone on the healthcare team
about advance care planning and
healthcare choices?
Patient fears concerning end of life pain immobility burden on family financial burden
care
inability to accomplish life goals  treatment side effects other none
Patient current health goals main goal is to live as long as possible, no matter what more focused on a longer life
quantity and quality of life are equally important more focused on quality of life
main goal is to focus on quality of life and being comfortable
Goals of care near end of life main goal is to live as long as possible, no matter what more focused on a longer life
quality and quantity of life are equally important more focused on quality of life
main goal is to focus on quality of life and being comfortable
Patient selection of those factors that | being in a coma and not able to wake up or talk to my family and friends | not being able to live without being hooked up to machines
would cause them to focus on comfort = - - =
not being able to think for myself, such as dementia not being able to feed, bathe, or take care of myself
not being able to live on my own having constant, severe pain or discomfort
something else willing to live through all of these things for a chance of living longer
44 Restore + Close 4 Previous 4 Next
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ACP Documentation Provider Flowsheet

ACP Documentation - ACP - Provider Documentation 11

~ Provider-Patient ACP Discussion
Advance care planning discussion participants

[ [ patient [[Jhealthcare agent [] family members [ provider [[Jguardian

Medical goals of treatment

0O preventing disease [[Jprolonging life [ preserving function [[Jcomfert [Jother

Medical goals of treatment

[ [ preventing disease [Cprelonging life [ preserving function [ comfort [l other

Treatment decisions reached during discussion
[ D Falliative Care consult I:‘ Hospice consult I:‘ portable medical orders (MOST/POLST)

Dadvance care directive recommended I:‘ none discussed at this time I:‘ previous orders reviewed and remain unchanged

~ MOST form questions

62 Do you wish to complete information for the purpose of a MOST/POST form?

M| Yes || No

¥ Forms Discussed/Completed

Advance care planning documentation discussed
[ [[Jadvance diractive [[ldurable power of attorney [living will [ healthcare power of attorney
[Imental health directive [CIMOST/POST/POLST

Advance care planning documentation completed

[ [[Jadvance directive [[durable power of attorney [[living will [ healthcare power of attorney
[Imental health directive [IMOST/POST/POLST
ACP Charges
[ [116-30 minutes []additional 30 minutes [ ] additional 60 minutes
Restore " Close ¥ Cancel 1 Previous 1 Next
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2019 Priorities

Provider Engagement and Compensation Plan Redesign
Complex Care Management and Patient Engagement

Refine Data and Analytics

MSSP ACO Modeling for 2020

Focus on Key Cost Drivers
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