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Background

Some people have both Medicare and Medi-Cal and are known as dual eligibles
(Medi-Medi).

For many dual eligibles, Medicare and Medi-Cal operate separately today, with
different health plans and funding streams, and minimal coordination.

Through CalAIM, there is an effort for single health plans to coordinate care across
Medicare and Medi-Cal, known as a D-SNP or Medi-Medi plan.

Medi-Medi plans are available in 12 counties now and will be available in 30
additional counties in 2026.

Our health plan is part of the proposed expansion with a go-live date of 01/01/2026.
Our contract with CMS has been approved and we began to engage with members
as of October 2025 as part of the annual election period. Changes made during this
time become effective on January 15" of the following year.
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Medi-Medi Plans in California Counties

Plans are currently available

Fresno, Kings, Los Angeles, Madera, Orange, Riverside,
Sacramento, San Bernardino, San Diego, San Mateo,
Santa Clara and Tulare

Plans will be available starting 2026

Alameda, Alpine, Amador, Calaveras, Contra Costq,
Del Norte, El Dorado, Humboldt, Imperial, Inyo, Kern,
Lake, Marin, Mariposa, Mendocino, Merced, Mono,
Monterrey, Napa, San Benito, San Francisco, San
Joaquin, San Luis Obispo, Santa Barbara, Santa Cruz,
Solano, Sonoma, Stanislaus, Tuolumne, and Ventura

*Counties phased in after 2026
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What are D-SNPs?

= Dual Eligible Special Needs Plans (D-SNPs/DSNPs) are a type of Medicare Advantage
(MA) plan that only enrolls dually eligible individuals

= Restricts enrollment to those entitled in both Medicare and Medicaid.
= Requires an executed contract with applicable state agency.

= D-SNPs differ from other types of MA plans in the following ways:

Include a model of care Engage D-SNP consumer

At lease coordinate that is approved by advisory board in conversations
(and in some cases NCQA that Qescrlbes about ways to improve access
cover) Medi-Cal benefifs the population the D- to covered services,
for their enrollees SNP will serve and how it coordination of services, and
will coordinate care for health equity for underserved
enrollees enrollee populations

Screen enrollees for health-
related social needs




Exclusively Aligned Enroliment (EAE)

= This is the type of D-SNP that local health plans such as HPSJ MVHP will be offering.

= EAE occurs when a state limits D-SNP enrollment to full-benefit dually eligible
individuals who receive their Medi-Cal benefits from an affiliated Medi-Cal
managed care plan offered by the same parent organization as the D-SNP.

= Execute and comply with a State Medicaid Agency Contract (SMAC) contract

= Benefits of an EAE D-SNP
= One health plan
= OnelD card
= One Case Manager
= One set of documents
= One health plan to call
= Unified appeals and grievances




Benefits of EAE for D-SNP Enrollees & Providers

= Requiring D-SNPs to operate with EAE lays the foundation for a more integrated
experience of care for enrollees and the providers who serve them.

= Specifically benefits of an EAE D-SNP are:

Combined benefit package with both Medicare and Medicaid benefits

One health plan to respond to questions about both Medicare and
Medicaid benefits

Integrated memiber materials

Integrated benefit determinations and unified Plan—level appeal and
grievance process

Integrated care coordination
Consolidated provider billing




Dual Eligible Population

Nationally, dual eligible individuals are more likely than people with Medicare only
to report being in poor health (13% vs. 4%).

« Heart failure, hypertension, depression diagnoses among dual eligible
individuals occur at significantly higher rates than in Medicare-only population.

Dual eligible individuals have high rates of chronic conditions, high utilization, and
are a diverse group:

« 25% under age 65
« 33% limited English proficiency
« About 18% prevalence of dementia

Over 75% of In-Home Supportive Services (IHSS) recipients and 80% of long-term
Medi-Cal Skilled Nursing Facility (SNF) residents are dually eligible.
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Advantage D-SNP Basics

= Exclusively Aligned Enrollment D-SNP — both Medicare and Medi-Cal benefits are
managed by HPSJ/MVHP

= Eligibility Requirements
= 21 or older at time of enrollment
= Have Medicare A&B and Full Medi-Cal benefits*

= Live in HPSJ/MVHP Service area of San Joaquin, Stanislaus, Alpine and El Dorado
counties

*If Enrollee loses Medi-Cal eligibility but is within the five months period of deemed continued
eligibility, Medicare and Medi-Cal benefits in this plan will continue
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Advantage D-SNP Basics

= Benefits include:
= Medicare-covered benefits (Parts A, B & D)
= Medi-Cal benefits listed in the State Medicaid Agency Contract

= Supplemental benefits

= Premiums/copayments*/coinsurance are paid by the state on behalf of the
enrollee. Enrollees will pay nothing for covered medical services as long as Plan

rules are followed

= *Exception: Enrollees may be responsible for Part D Low-Income Subsidy cost shares.




Covered Services

Inpatient =  Unlimited number of days are covered in an inpatient hospital Services include but Prior authorization is
Hospital not limited to: Semi-private room, meals, labs, drugs/medications, radiology, physical, required, exceptin
Care occupational and speech therapy. an emergency
Inpatient = |npatient, medically necessary mental health services in a freestanding psychiatric Prior authorization is
Mental hospital are covered for the first 190 days. After 190 days, the local county mental required, except in
Health health agency covers services an emergency
Care = 190-day limit DOES NOT apply to inpatient mental health services provided in a

psychiatric unit of a general hospital
= Enrollees over 65 are covered for services in an Institute for Mental Diseases (IMD)

Outpatient =  Outpatient hospital - Medically necessary services in the outpatient department of a Prior authorization is

Hospital hospital for diagnosis or freatment of an iliness or injury, including but not limited to: required
Care = QObservation Services

= Labs, diagnostic tests

= Radiology

=  Medical supplies

Preventive screenings and services
Outpatient Surgery - Medically necessary outpatient surgery services as hospital
outpatient facilities or ambulatory surgical centers




Covered Services

Outpatient
Mental
Health

Emergency
or Urgent
Care

Skilled
Nursing
Care

Medically necessary mental health services provided by psychiatrists, psychologists,
social workers, licensed marriage and family therapists, nurse practitioners and
physician assistants. Services provided in either individual or group sessions.

Partial Hospitalization/Intensive Outpatient Services —structured programs of active
treatment usually offered as a hospital outpatient service

Substance abuse services including but not limited to subacute detox programs and

counseling service

Emergency Care - Aniliness, injury, severe pain or medical condition that requires
immediate medical attention or could result in serious risk, harm or injury. Covered

within the United States and its territories

Urgent Care - A non-emergency that required immediate medial care, an unforeseen
ilness or injury. Covered within the United States and its territories

Medically necessary skilled nursing care and rehabilitation service provided on @
continuous, daily basis in a Skilled Nursing Facllity is covered.

Covered up to 100 days per benefit period
Daily, skilled care is required

Prior authorization
Required for all

Prior authorization is
not required for
emergency and
urgent care,
including out of
network urgent care
facilities

Prior authorization is
required
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Covered Services

Doctor’s Visits =  Medically necessary visits to treat injury or illness, including: Prior authorization
= Primary Care Provider (PCP) visits and referral are not
= Specialist visits required for in-
= Telehealth visifs network services

=  Welcome to Medicare Visit - a one-time preventive visit within the first 12
months of Medicare Part B enrollment.

=  Annual Wellness Visit — annual check up to make or update prevention plan.
Covered once every 12 months after Welcome to Medicare visit.

Ambulance/ =  Medically necessary visits to treat injury or illness, including:
Transportation = Primary Care Provider (PCP) visits
Services =  Specialist visits

»  Telehealth visits

=  Welcome to Medicare Visit - a one-time preventive visit within the first 12
months of Medicare Part B enrollment.

=  Annual Wellness Visit — annual check up to make or update prevention plan.
Covered once every 12 months after Welcome to Medicare visit.




Covered Services

Medicare-
covered
preventative
services are
covered
including but

not limited to:

Outpatient
Radiology,
Labs, and X-
Rays

Home Health
Services

» Bone Mass Measurement
= Breast Cancer Screening

= Cervical and Vaginal Cancer Screening

= Colorectal Cancer Screening

Depression Screening

Diabetes Screening

HIV Screening

Immunizations including flu, pneumonia, hepatis B, COVID, HPV and others
Obesity Screening

Prostate Cancer Screening

Sexually Transmitted Infections Screening

Smoking Cessation

=  Medically necessary diagnostic tests and procedures are covered including:
= CTScans, MRIs, EKGs, PET scans
= Lab Services
= X-rays

Medically necessary home health services are covered through a home health
agency when enrollees are  homebound. Services may include but are not limited
to: Part time or intermittent skilled nursing and home health aid services, physical
therapy, occupational therapy, speech therapy, medical equipment and supplies

Prior authorization is
not required

Prior authorization is
required

Prior authorization is
required
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Covered Services

Durable
Medical
Equipment

Medicare Part
B Drugs

Outpatient
Rehabilitation
Therapy

Durable Medical Equipment

=  Oxygen equipment and supplies

=  Wheelchairs

= Walkers
Prosthetic Devices such as ostomy bags, artificial limbs or eyes
Braces, casts, surgical dressings, splints

Some drugs are covered outside of the Part D benefit and instead through the
Part B. These include but are not limited to:

=  Drugs that cannot be self administered and are injected at the doctor or

outpatient hospital setting;

= |nsulin

=  Drugs taken with DME

=  Transplant/immunosuppressive drugs

= Certain oral cancer drugs

=  Oral anfi-nausea drugs

Medically necessary rehabilitation therapy is covered and can be obtained from
outpatient hospitals, independent therapists offices, comprehensive outpatient
rehabilitation facilities (CORFs)including:

=  Physical therapy

=  Occupational therapy

= Speech therapy

Prior authorization is
required

Prior authorization is
required

Prior authorization is
required
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Covered Services

Dental Services

Vision Services

Hearing
Services

Refer to Medi-Cal coverage. Information about Medi-Cal dental is available for
members at 1-800-322-6384(TTY 1-800-735-2922). Members can also go to the

Medi-Cal Dental website at: https://smilecalifornia.org/

Medically necessary vision services to diagnosis and treat iliness and injury of the

eye

The following routine vision services are covered as a supplemental benefit:

Medically necessary diagnostic hearing tests may be covered if ordered by a

One routine eye exam per year and
Base lenses and
Up to $300 towards eyeglass frames or $115 towards contact lenses

physician;

The following routine hearing services are covered as a supplemental benefit:

One hearing exam per year

One fitting/evaluation for hearing aid per year

Up to $1,500 per year towards hearing aids

Up to an additional $1,510 per year towards hearing aids, molds,
modifications and accessories covered by Medi-Call

Prior authorization is
not required

Prior authorization is
required for Medi-
Cal hearing aid
benefit
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Covered Services

Over-the- = Provides an dllowance to purchase Over-the-Counter items such as bandages, Prior authorization is
Counter ltems cold and cough medicine, toothbrushes etc. not required
= Up to $150 per quarter can be used to purchase eligible items
=  Offered through SODA OTC and can be used in retail stores, through a mail-order
catalog or on the vendor welbsite
=  Unused funds cannot be carried over to next quarter

Pharmacy »  Managed through Medimpact, the Pharmacy Benefit Manager (PBM)
Benefit (Part D =  Benefit Structure is a é-tier formulary
Drugs) =  Prescriptions filled at network pharmacies or through Mail-Order

D-SNP Enrollees get Extra Help/Low-Income Subsidy (LIS) from Medicare to pay for
Part D Drugs. This program covers or reduces premiums, deductibles and copays




Claims Reminders

Send Claims To:

Health Plan of San Joaguin/Mountain Valley Health Plan Advantage D-SNP
Paper Processing Facility

P.O. Box 211395

Eagan, MN 55121-2195

Health P :1r1"l" ﬁ"‘ Mountain Valley In case of emergency, call 9-1-1 or go to the nearest emergency room.
of San Joaguin Hesalth Plan Plan: Advantage
Customer Service: 1-888-361-PLAN (7526), TTY 711
Health Plan of San Joaguinfiouniain Valey Health Plan Advantage O-5NP (HMO) is a Medicare

Medi-Cal Plan that contracts sith bath Medicare and Medi-Cal, Behavioral Health Services: 1-888-361-7526, TTY 711

Pharmacy Help Desk: 1-833-546-0796
John Q Public Medieare H\; Vision Services (VSP): 1-855-492-9028
ID#: 111223333 d Website: www.hpsj-mvhp.org

RxBIM: 015574
Care Coordinator Phone #: 1-800-822-6226 RxPCH: ASPROD
24hr Advice Nurse Phone #: 1-800-655-8294 | pocRE HRJOA

Providers: For Authorization, Benefits and Eligibility: 1-888-361-7526

Send Claims To:

Health Plan of San Joaquin/Mountain Valley Health Plan Advantage D-SNP
Paper Processing Facility

P.O. Box 211395

HET34-001 Eagan, MN 55121-2195
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Model of Care

= Provides the basic framework through which the SNP will meet the needs of each of
its enrollees.

= |s avital quality improvement tool and integral component for ensuring that the
unigue needs of each enrollee are identified by the SNP and addressed through the
plan’s care management practices.

= Provides the foundation for promoting SNP quality, care management, and care
coordination processes.




How the MOC is Organized

The SNP MOC is organized around four sections:

MOC 1: MOC 2:
Description of the SNP Population Care Coordination

NCQA evaluates the MOC using scoring guidelines and criteria
established by CMS.

Each MOC section contains elements that comprise individual
factors against which SNPs are scored.

MOC approval is based on scoring tiers: 1, 2, or 3-year
approval

MOC 3: MOC 4:
Provider Network Quality Measurement & Performance

Improvement



Description of Overall SNP Population

= Determine, verify, and track enrollee eligibility

= Understand health status and disparities of the D-SNP population

= |dentify demographics of D-SNP enrollees

= Define the unigue characteristics of the Health Plan D-SNP population




Specific Care Coordination Goals for D-SNP

Aspects of Care:

« Use of Health Risk Assessments to determine needs

« Facilitating access to essential services, affordable care and health
services

 Provide for face-to-face encounters for the delivery of health care, care
management, or care coordination services

« Development of an individualized care plan

« Coordination of care through use of an interdisciplinary care team
« Transitional care across settings, providers, and health services

«  Appropriate utilization of services

* Improving health outcomes




Specialized Expertise

Network

Oversight of Network

Provider Directory

Collaboration

e The network must include providers with
specialized expertise that corresponds to
target population (i.e., duals)

e The SNP credentials and recredentials
practitioners and facilities

 The SNP documents, updates, and
maintains accurate provider information

e Providers are expected to collaborate
with the ICT and contribute to the care
plan
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Quality Improvement Requirements

« SNP conducts a Ql program that
measures effectiveness of MOC

« Goalis to improve the SNP’s ability to
deliver high-quality services and benefits

« Leadership, managers and governing
body evaluates performance, identfifies
improvement opportunities to modify
systems and processes




Importance of MOC & Provider Participation

= The model of care is intended to help coordinate complex Medicare and Medicaid
benefits and integrate care to manage unigue needs and challenges for better
coordination and improved health outcomes.

= Providers play an integral part of the model of care by:

Serving as a primary source to receive and respond to patient communication

Providing reminders to the member to complete their Health Risk Assessment
(HRA) in support of the care plan.

Participating in Face-to-Face encounters with the member to assess and
activate care coordination and outcomes.

Ensuring documentation of care plan within the member’s record.

Making the member aware of care coordination and encouraging the
member to work with their care team.

Participating and communicating with the care feam

S
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Health Plan®e A\ Mountain Valley
of San Joaquin =@ Health Plan

MODEL OF CARE & STARS
PERFORMANCE

Provider Training




Objectives

Today'’s session focuses on the following:

= How Model of Care (MOC) and the STARS program work together
to support quality improvement and member outcomes

= What the STARS program is, how performance is measured, and
what it means for providers




Infroduction

The goal of this session is to connect compliance with quality; showing that
Stars and MOC aren’t two separate efforts, but one integrated framework
for SNP member-centered care. In this session, we will:

« Strengthen understanding of how MOC supports Stars performance

« Highlight provider responsibilities that impact both MOC compliance and
quality scores

« Reinforce shared accountability for improving SNP member outcomes

« Discuss how improving patient outcomes enhances quality of care and
drives financial sustainability through Stars ratings and incentive
payments




Overview of the Stars program

CMS uses Stars ratings 1 to 5 to assess how well health plans perform,
with 5 Stars being excellent.

The Stars program measures quality of care, member experience,
and plan operations for Medicare Advantage and Prescription Drug
Plans

Higher Stars ratings indicate better performance and lead to:
* Increased member trust and enroliment
« Access to CMS quality bonus payments
« Improved member satisfaction and health outcomes
Ratings are based on three main categories:

1. Medical Care - Preventative and chronic condition

ember satisfaction and communication
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Stars domains that overlap with MOC

The Stars program measures outcomes of the processes defined by the MOC.
While MOC defines how care should be coordinated, Stars shows how well
that care is delivered and experienced.

Domains:

* Preventative and Chronic Care: Delivery of timely screenings, follow-up,
and chronic disease management directly drives Stars performance

« Member Experience and Satisfaction: Every interaction matters — clear
communication, accessibility, and empathy improve memtber scores

« Care Coordination and Follow-up: Collaboration with the care team
ensures members don't fall through the cracks during transitions or after
hospitalization

« Medication Adherence and Safety: Reinforcing adherence and reviewing
medication lists helps members stay on track and support safety measures

Why it matters: Strong performance in these areas improves member
outcomes, builds trust, and strengthens overall Stars rating.




Why accurate documentation matters

* Your documentation tells the story of your patient’s health

« The details you record validate the quality and complexity of the
care you provide

« Timely Health Risk Assessments (HRAS), follow-ups, and encounter
notes ensure members get the right support, and that your efforts are
accurately reflected in quality reporting

« When documentation is incomplete or delayed, it can lead to:

« Missed opportunities to coordinate care
« Lower quality and Stars scores

« Underrepresenting the clinical complexity and true care needs
of your patients




Building strong documentation systems

Accurate, complete and timely documentation begins with having the right
tools in place.

* Making sure your Electronic Health Record (EHR) templates and workflows
capture:

* Health Risk Assessments (HRAS)
« Preventative screenings and chronic care management
« Follow-up encounters, care plan updates, and referrals

« Use structured fields rather than free text whenever possible; this ensures
data can be reported accurately for Stars performance

« Clean, standardized data supports timely claim subbmission and helps
demonstrate the full value of the care you provide




Provider impact areas

Review Health Risk Assessments
(HRAS) in a timely manner and
incorporate results into
individualized care plans

Review and update care plans at
least annually, or as clinical status
changes

Actively participate in
Interdisciplinary Care Team (ICT)
meetings

Consistently reinforce medication
adherence through counseling and
follow-up

Screen for and address health-
related social needs (HRSNs)

Proactively manage Transitions of
Care by ensuring timely follow-up
and information exchange across
setfings

Enhances risk identification and
enables integratfion of risk mitigation
strategies into care planning

Ensures member-centered,
coordinated care aligned with
evolving health needs

Promotes shared decision-making and
facilitates timely communication
among care tfeam members

Encourages self-management and
reduces avoidable complications

Connects members with community
resources to support whole-person
care

Reduces fragmentation, supports safe
discharge planning, and improves
continuity of care

Supports preventive care, facilitates
early intervention, and improves
chronic condition management

Improves performance on chronic
condition measures and supports
appropriate utilization

Enhances care coordination and
member outcomes

Positively impacts medication-related
Stars measures (e.g., adherence for
diabetes, hypertension, cholesterol)

Improves member satisfaction and
experience with care, contributing to
CAHPS and overall Star rating

Directly impacts Stars measures such as
Follow-Up After Hospitalization for
Mental lliness (FUH), Transition of Care
(TCS), and Readmission rates



Case Study 1: Coordinated Care for a High-Utilization SNP Member

Scenario: SNP member with congestive heart failure (CHF), diabetes, and depression, recently
discharged after a third hospitalization in six months.

MOC Framework:

* Health Risk Assessment (HRA) identifies frequent hospitalizations, complex comorbidities, and
behavioral health needs.

* An Individualized Care Plan (ICP) is developed with the Interdisciplinary Care Team (ICT),
incorporating insights from hospital discharge planners, primary care, cardiology, pharmacy,
and behavioral health providers.

« Transitions of Care protocols are activated post-discharge, including timely outreach from the
health plan or care manager within 48 hours, and a comprehensive Transitional Care Services
(TCS) visit within 7 days.

« Care manager coordinates with hospital case management, outpatient specialists, and

community services to reduce preventable readmissions.
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Case Study 1, Continuved

Scenario: SNP member with congestive heart failure (CHF), diabetes, and depression, recently
discharged after a third hospitalization in six months

Provider Role:

 Documents all clinical conditions (CHF, diabetes, depression) and contributing social or
behavioral factors using structured data fields and ICD-10 Z-codes.

« Completes a TCS visit within 7 days post-discharge to review hospitalization details, perform
medication reconciliation, and assess symptom status.

« Coordinates with the PCP, cardiologist, behavioral health provider, and pharmacist to ensure
aligned follow-up and care plan execution.

« Confirms accuracy of medication list, clarifies high-risk prescriptions, and reinforces
adherence strategies with the member.

« Schedules ongoing in-person or telehealth visits to monitor for decompensation, glycemic
conftrol, and behavioral health needs.

» Refers to the health plan’'s case management team for additional support such as remote

monitoring, social services, or in-home care.
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Case Study 1, Continuved

Scenario: SNP member with congestive heart failure (CHF), diabetes, and depression, recently
discharged after a third hospitalization in six months

Stars Impact:

Strengthens care coordination across inpatient and outpatient settings.

Improves performance on key measures, including Transition of Care (TRC), Follow-Up After
Hospitalization (FUH), and medication adherence.

Supports risk adjustment through accurate coding of chronic and behavioral conditions.
Enhances member experience by ensuring timely outreach and whole-person follow-up.

Positive Patient Outcome:

Member completes a post-discharge visit within 7 days, including medication reconciliation and
care plan review.

Improved communication across the care team leads to reduced duplication and avoidable
readmissions.

Chronic and behavioral health conditions stabilize with consistent follow-up, resulting in fewer ER
Visits.

Member reports greater understanding of their care plan, improved freatment adherence, and
increased satisfaction with care.
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Case Study 2: Diabetes Management for Complex SNP Member

Scenario: SNP member with diabetes and hypertension living alone. Member requires durable medical
equipment (DME) and has limited access to specialty care and transportation.

MOC Framework:

« The Individualized Care Plan (ICP) prioritizes diabetes control and hypertension management, while addressing functional
and geographic access barriers.

* Health Risk Assessment (HRA) identifies limited mobility, transportation insecurity, and lack of access to nearby specialists
(e.g., ophthalmology or endocrinology).

« The care team works with local vendors and community-based organizations to coordinate DME access, home-based
services, and pharmacy delivery.

«  The member is enrolled in longitudinal case management with care team coordination led by a nurse care manager
familiar with regional resource constraints.

Provider Role:

« Reviews HRA results and ensures diagnoses and DME-related needs are documented using structured fields and ICD-10
codes.

« Orders HbATc, blood pressure monitoring, and diabetes-related screenings (e.g., retinal exam, nephropathy screening).
« Submits DME orders with appropriate documentation and coordinates with vendor for delivery and safe use training.
» Reconciles medications and collaborates with pharmacy to support adherence (e.g., blister packs or home delivery).

« Reinforces lifestyle changes and evaluates barriers related to mobility, nutrition, or social support during visits.



Case Study 2, Continuved

Scenario: SNP member with diabetes and hypertension living alone. Member requires durable medical equipment
(DME) and has limited access to specialty care and transportation.

Stars Impact:
* Improves performance on key measures: HbA1c control, blood pressure management, and medication adherence.

* Increases completion of diabetic refinal exams and nephropathy screening through outreach and flexible service
delivery.

« Enhances Transition of Care metrics by enabling timely post-hospital follow-up, even in hard-to-reach areas.
«  Supports CAHPS and member safisfaction through proactive outreach and care coordination tailored to rural needs.

« Strengthens risk adjustment accuracy with thorough documentation of comorbidities and social risk factors.

Positive Patient Outcome:

«  Member receives DME (walker, glucose monitor) and medication delivery within two weeks of provider order,
improving mobility and adherence.

+ Teleheadlth visits with PCP and diabetes educator reduce the need for frequent in-person travel.
 HbAlc improves from 9.2% to 7.8% over 90 days with consistent monitoring and care plan adherence.
«  Member reports increased confidence managing chronic conditions and appreciation for coordinated, local support.

* Avoided a preventable ED visit due to timely care manager outreach and early intervention.



Bringing it all together: creating one
integrated framework for quality

MOC STARS

Model of Care defines how Stars Performance shows
we deliver coordinated how well that care reaches
care memlbers

« When providers document accurately,
communicate clearly, and follow up proactively,
members receive coordinated, high-quality care

« Addressing medical and social needs through
teamwork leads to beftter health outcomes and
stronger Stars performance

« Together, these actions help members experience
stability, trust, and improved quality of life

N A




Questions?
Email Provider Services: providerservices@hpsj.com




T H A N K Health Plon® AN\ Mountain Valley
of San Joagquin Health Plan

YOU!

www.hpsj-mvhp-org | 1-888-936-PLAN (7526)
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HPSJ/MVHP Headquarters
7751 South Manthey Road
French Camp, CA 95231
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1025 J Street 4237 Golden Circle Drive
Modesto, CA 95354 Placerville, CA 95667




	Slide 1
	Slide 2
	Slide 3
	Slide 4
	Slide 5
	Slide 6: Exclusively Aligned Enrollment (EAE)
	Slide 7: Benefits of EAE for D-SNP Enrollees & Providers 
	Slide 8: Dual Eligible Population 
	Slide 9: Advantage D-SNP Basics 
	Slide 10: Advantage D-SNP Basics 
	Slide 11: Covered Services 
	Slide 12: Covered Services 
	Slide 13: Covered Services 
	Slide 14: Covered Services 
	Slide 15: Covered Services 
	Slide 16: Covered Services 
	Slide 17: Covered Services 
	Slide 18: Claims Reminders 
	Slide 19: Model of Care
	Slide 20
	Slide 21: Description of Overall SNP Population
	Slide 22
	Slide 23
	Slide 24
	Slide 25: Importance of MOC & Provider Participation
	Slide 26: Model of Care & Stars Performance
	Slide 27
	Slide 28
	Slide 29
	Slide 30
	Slide 31
	Slide 32
	Slide 33
	Slide 34
	Slide 35
	Slide 36
	Slide 37
	Slide 38
	Slide 39
	Slide 40
	Slide 41

