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PMC

Professional Medical Corporation

2425 S. Linden Rd. Suite B, Flint, M1 48532  Fax: (866) 396-9257

In order to be considered for membership with Professional Medical Corporation, all interested
physicians must meet the basic membership criteria, which include:

A physician must be board-certified or show evidence of board-eligibility with intent to
seek board certification.

A physician must commit to participate in health plan contracts only through PMC (THIS
IS APPLICABLE TO PRIMARY CARE PHYSICIANS ONLY)

Please check below the health plans you are currently contracted with. If you are not
contracted, please circle those health plans you would like to contract with through PMC.

0 o

(W

BCBSM PGIP McLaren Health Plan
Blue Care Network Molina
Blue Cross Complete [1 Priority Health

Health Alliance Plan
Humana
Meridian Health Plan

A physician must pay a membership fee of $1,500. — Please make check payable to
Professional Medical Corporation

By signing and dating below, the physician certifies that they have read the new physician
criteria and that to the best of their knowledge; they meet all the above requirements.

Physician Name (PRINTED): Date:

Physician Signature:

Practice Name:

This document must be returned with the Physician Information Form and W-9 to PMC
membership at pmcmembership@medicaladvantage.com or fax to (866) 396-9257 to be

considered for membership.
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Fax: (866) 396-9257

Physician Information Form

Personal Information

Last Name:

First Name:

Middle Initial:

Provider Type (MD, DO, etc.)
PCP: (Yes/No)
Date of Birth:

Practice Information

Practice Name:

Office Manager Information

Office Manager:

Office Manager Phone:

Office Manager Fax:

Office Manager E-Mail:

Additional Information

Practice Specialty:

Board Certified Specialty:

Board Eligible: (Yes/No)

Address: State License #

City: DEA#

State: NPl Number:

ZIP: Type 2 NPI#

County: CAQH ID:

Phone: Accepting New Patients: (Yes/No)
Alt. Phone: Hospital Affiliations:

Fax:

Email: Medical Malpractice Carrier:

Tax ID#:

(PLEASE ATTACH W-9)

Pay to Information:
(if different than practice information)

Practice Name:

Address:

City/State/Zip:
Tax ID#:

Office Technologies

Practice Management System:

EMR System:

E-Prescribing Vendor:

Patient Registry Vendor:

Patient Portal Vendor:
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STOCK SUBSCRIPTION AGREEMENT

l, , hereby subscribe to 150 shares of the Class A stock of
Professional Medical Corporation, P.C. a Michigan professional services corporation
(“Corporation”), at $10.00 ($1,500.00 total) per share and agree to the terms, conditions
and restrictions stated below. | acknowledge that sale or transfer of the stock is
restricted by the Corporation’s Articles and Bylaws.

| further understand that all of my Class A stock in the Corporation will be redeemed by
the Corporation for the lesser of $10.00 per share or the net book value of the stock at
the time of redemption upon the occurrence of any one or more of the following:

(1) My death;

(2) My incapacity and/or inability to practice medicine for a continuous period of one
year, at the discretion of the Board of Directors;

(3) The revocation or suspension of my professional license;

(4) Written notification to the President of the Corporation of my intent to withdraw from
the Corporation;

(5) Failure to pay dues to the Corporation within 30 days following receipt of written
notice that dues have not been paid;

(6) Termination of membership on the Medical Staff of a Hospital.

| further understand that ownership of this Class A stock entitles me to vote for the
election of members of the Board of Directors of Professional Medical Corporation.

PROFESSIONAL MEDICAL

CORPORATION, P.C. SUBSCRIBER
By: Asif Ishaque, M.D. Physician Name:
Its: President Physician Signature

Dated: Dated:
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1.4. Physician agrees to look only to the Health Plan or PMC for compensation for Covered Services
provided to Health Plan Beneficiaries. Physician further agrees that in no event, including but not limited to the
nonpayment by PMC or the contracting Health Plan, insolvency of PPO or the Health Plan or breach of this
Agreement, shall Physician bill, charge, collect a deposit from, seek compensation, remuneration or reimbursement
from, or have any recourse against a Health Plan Beneficiary or person acting on behalf of a Health Plan Beneficiary
for Covered Services provided except to the extent that co-payments are or may be required and as may be
permitted under applicable coordination of benefits provisions. Physician agrees not to maintain any action at law
or in equity against Health Plan Beneficiaries to collect sums that may be owed to Physician under the terms of this
Agreement, even in the event that Health Plan fails to pay, becomes insolvent or otherwise breaches the terms and
conditions of this Agreement. This subparagraph shall survive termination of this Agreement, regardless of the
cause of such termination, and shall be construed to be for the benefit of Health Plan Beneficiaries. It shall not apply
to services provided after termination of the Agreement or to non-covered services.

1.5. If PMC has been paid on a capitated basis for the delivery of health care services to Beneficiaries of a
Health Plan, Physician agrees that under no circumstances, including but not limited to nonpayment by PMC,
insolvency of PMC or the breach of this Agreement, will Physician bill, charge, seek compensation, remuneration
or reimbursement from, or have recourse against the Health Plan paying on such capitated basis or have recourse
against the Beneficiaries of such Health Plan or persons acting on their behalf. This subparagraph shall survive
termination of this Agreement, regardless of the cause of such termination, and shall be construed to be for the
benefit of Health Plan Beneficiaries. It shall not apply to services provided after termination of the Agreement or to
non-covered services. Notwithstanding the forgoing, Physician agrees that in the event of the insolvency of PMC or
a contracting Health Plan or other cessation of operations, Physician will continue to provide Covered Services to
Beneficiaries of any Health Plan through the last day of the month during which PMC received a capitation payment
for Covered Services from that Health Plan or for thirty (30) days whichever is longer. These provisions supersede
any oral or written contrary agreement now existing or hereafter entered into between Physician and Beneficiaries
or persons acting on their behalf insofar as such contrary agreements relate to liability for payment for or
continuation of Covered Services provided under the terms and conditions of this continuation of Covered Services
Provision.

1.6. Physician agrees to maintain professional liability insurance with minimum limits of at least $200,000
per incident and $600,000 annual aggregate. Physician will provide evidence of such insurance to PMC on request.
Physician shall notify PMC at least 30 days prior to the effective date of termination of coverage or modification of
any material term of the professional liability insurance required hereunder.

1.7. Physician agrees to keep and maintain medical records in accordance with the requirements of law
and to allow reasonable access to such medical records by PMC as required by third party payors and as requested
by other Network physicians providing services to a Health Plan Beneficiary receiving treatment by Physician.
Participating Physicians shall allow appropriate representatives of PMC to have access to their offices and other
practice locations for the purpose of inspections as permitted by law. Designees of PMC may include
representatives of a Health Plan or an authorized government representative.

1.8 Physician agrees to cooperate fully with any peer review, utilization management, quality management,
or other programs operated by PMC or a Health Plan including any procedures for corrective action or discipline
where Physician fails to abide by the procedures and criteria developed or approved by PMC. Utilization
management provisions may include recertification of elective admissions and procedures, referral processes and
reporting of clinical encounter data. Physician shall maintain and make medical records available to PMC for the
purpose of assessing quality of care, conducting medical care evaluations and audits, and determining, on a
concurrent basis, the medical necessity and appropriateness of care provided to Beneficiaries, and shall make such
records available to applicable State and federal authorities and their agents involved in assessing the quality of
care or investigating member grievances or complaints, and to comply with applicable State laws and administrative
rules and federal laws and regulations related to privacy and confidentiality of medical records.

1.9 Physician agrees to allow publication of name, address, specialty and other identifying information in
provider directories published by PMC or Health Plan or by other health benefits programs with which PMC may
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contract for the delivery of health care services. PMC will supply Physician with a list of Participating Network
Providers.

1.10 Physician agrees to participate in and be bound by grievance procedures approved by PMC and in
accordance with Michigan law.

1.11 Physician agrees to abide by the terms and conditions of the Agreements between PMC and a
contracting Health Plan, copies of which will be made available to Physician on request.

1.12 Physician agrees to participate with the Stock Subscription Agreement as indicated on Exhibit 1, and
if employed by a Flint area hospital and its successor or any of its affiliates, with the Stock Ownership Agreement
as indicated on Exhibit Il or Exhibit 1I-B.

1.13 Physician agrees to support practice transformation consultant staff and PMC'’s verified and contracted
third-party partners with success of the PMC programs and initiatives through provision of, at a minimum, view-only
EHR access. Failure to do so could result in the reduction or elimination of said supportive services.

1.14 Physician agrees to provide written notification to the PMC in the event any of the following ever have
been or becomes in the process of being denied, revoked, suspended, reduced, limited, placed on probation, not
renewed, or voluntarily relinquished:

Medical license in any state

DEA Registration

Membership on any hospital staff

Clinical privileges

Professional society membership or fellowship
Any type of professional sanction

Any felony criminal charges

2. Obligations of PMC

2.1 Through its contracts with third party payors, employers and others, PMC agrees to pay or arrange for the
payment of claims submitted by Physician for Covered Services that are medically necessary and appropriate based
on compensation schedule(s) approved by the PMC. PMC will pay or arrange for payment at the rates set forth on
the fee schedule(s) not withstanding any agreements between PMC and a Health Plan for capitation of physician
fees or other programs for the assumption by PMC of risk.

2.2 PMC will collect data concerning the services provided by Physician and others participating in the PMC
network of physicians. The data will be statistical in nature and will not relate to any specific patients seen by
Physician or other physicians in the network. It is intended that PMC and Physician will use this data to assist in
determining community standards for quality, cost efficient and appropriate health care services. Significant
deviations from the norm will be discussed with Physician and may become grounds for disciplinary action including
financial penalties and termination of participation in the Network if practice patterns continue outside of community
standards.

2.3 PMC will act on behalf of Physician in negotiating contracts with Health Plans for the delivery of health care
services to Beneficiaries. Physician agrees hereby to provide health care services for Health Plan Beneficiaries as
required by the agreements negotiated by PMC. The rate of compensation for Physician’s services shall not be
changed without prior written notice to Physician advising of the change. PMC shall notify Physician of any newly
negotiated fees, fee schedule or other compensation arrangement as they relate to Physician’s practice for each
contract in which Physician will participate under this agreement
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2.4 PMC shall maintain a current Beneficiary eligibility data system (or require that contracting Health Plans
maintain such a data system) and a means for telephonic or electronic access to such system to verify eligibility
and reconcile errors.

2.5 PMC shall arrange for and encourage continuing education of Network Providers in the field of clinical
medicine and related areas. PMC shall notify Physician of and provide initial and current information concerning
changes in benefits, copayments and deductibles, and all operational policies and procedures with which Physician
must comply as a condition of participation.

3. Term and Termination

3.1 This Agreement shall commence on the Effective Date stated above.

3.2 This Agreement shall be for an indefinite term and may be terminated by either party on 90-days prior
written notice for any reason and without cause.

3.3 Either party may terminate this agreement for cause by giving the other party written notice at least 30
days in advance and specifying the reason for such termination. The other party shall have 20 days within which to
cure any alleged breach or other cause to the satisfaction of the other party. If a satisfactory cure cannot be
accomplished, this Agreement shall terminate in accordance with the 30-day notice. An unacceptable change in
reimbursement rate shall be considered cause for termination.

3.4 Notwithstanding the foregoing, this Agreement shall terminate immediately upon the occurrence of
any of the following:

(a) Suspension or revocation of Physician’s license to practice medicine in the State of Michigan.

(b) Suspension or termination of Physician’s privileges to practice medicine at a Flint area hospital.

(c) Physician’s conviction of any felony.

(d) Physician’s death.

(e) The closure of Physician’s practice on account of illness, injury or other physical or mental condition
rendering Physician incapable of providing professional services.

4. Miscellaneous

4.1 Physician represents and warrants to PMC that Physician has not been convicted of a felony nor had any
professional license suspended or revoked in the last five years, nor has been suspended from participation as a
provider for Medicare or Medicaid, nor been suspended or terminated from the medical staff of any hospital.
Physician understands and acknowledges that any false information submitted as part of the credentialing
process or otherwise may be grounds for termination for cause.

4.2 Physician acknowledges that they will not be eligible for any distribution of monies from PMC following
their date of departure from PMC to join a competitor physician organization (“PO”) even if earned prior to the
effective date of termination from PMC. This also applies to a PMC member who leaves a PMC-offered health plan
contract or program to participate through the same health plan or program through another PO. This is in effect
regardless of the physician’s duration of participation during the performance year. Physician must be a member of
PMC at the time of PMC’s receipt and distribution of monies in order to be eligible to receive such distributions.

4.3 Physician and PMC understand and acknowledge that the success of this plan for managing the delivery
of care to Beneficiaries of Health Plans contracting with PMC depends to a significant degree on Physician’s quality
of care, efficiency and adherence to established referral protocols. PMC agrees to work actively to develop and
implement a rational system for rewarding Physicians who demonstrate a pattern of delivering high quality, efficient
services, and adherence to established utilization management criteria for referral to PMC’s network or participating
providers.
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IN WITNESS WHEREOF, the parties have executed this Agreement on the day and date first written
above.

PHYSICIAN: PROFESSIONAL MEDICAL CORP.

By:
<Physician Signature>

By:

Asif Ishaque M.D.
Its:

Its: President

Date:










Form W-9 (Rev. 11-2017)

Page 2

By signing the filled-out form, you:

1. Certify that the TIN you are giving is correct (or you are waiting for a
number to be issued),

2. Certify that you are not subject to backup withholding, or

3. Claim exemption from backup withholding if you are a U.S. exempt
payee. If applicable, you are also certifying that as a U.S. person, your
allocable share of any partnership income from a U.S. trade or business
is not subject to the withholding tax on foreign partners’ share of
effectively connected income, and

4. Certify that FATCA code(s) entered on this form (if any) indicating
that you are exempt from the FATCA reporting, is correct. See What is
FATCA reporting, later, for further information.

Note: If you are a U.S. person and a requester gives you a form other
than Form W-9 to request your TIN, you must use the requester’s form if
it is substantially similar to this Form W-9.

Definition of a U.S. person. For federal tax purposes, you are
considered a U.S. person if you are:

e An individual who is a U.S. citizen or U.S. resident alien;

= A partnership, corporation, company, or association created or
organized in the United States or under the laws of the United States;

« An estate (other than a foreign estate); or
« A domestic trust (as defined in Regulations section 301.7701-7).

Special rules for partnerships. Partnerships that conduct a trade or
business in the United States are generally required to pay a withholding
tax under section 1446 on any foreign partners’ share of effectively
connected taxable income from such business. Further, in certain cases
where a Form W-9 has not been received, the rules under section 1446
require a partnership to presume that a partner is a foreign person, and
pay the section 1446 withholding tax. Therefore, if you are a U.S. person
that is a partner in a partnership conducting a trade or business in the
United States, provide Form W-9 to the partnership to establish your
U.S. status and avoid section 1446 withholding on your share of
partnership income.

In the cases below, the following person must give Form W-9 to the
partnership for purposes of establishing its U.S. status and avoiding
withholding on its allocable share of net income from the partnership
conducting a trade or business in the United States.

« In the case of a disregarded entity with a U.S. owner, the U.S. owner
of the disregarded entity and not the entity;

« In the case of a grantor trust with a U.S. grantor or other U.S. owner,
generally, the U.S. grantor or other U.S. owner of the grantor trust and
not the trust; and

« In the case of a U.S. trust (other than a grantor trust), the U.S. trust
(other than a grantor trust) and not the beneficiaries of the trust.

Foreign person. If you are a foreign person or the U.S. branch of a
foreign bank that has elected to be treated as a U.S. person, do not use
Form W-9. Instead, use the appropriate Form W-8 or Form 8233 (see
Pub. 515, Withholding of Tax on Nonresident Aliens and Foreign
Entities).
Nonresident alien who becomes a resident alien. Generally, only a
nonresident alien individual may use the terms of a tax treaty to reduce
or eliminate U.S. tax on certain types of income. However, most tax
treaties contain a provision known as a “saving clause.” Exceptions
specified in the saving clause may permit an exemption from tax to
continue for certain types of income even after the payee has otherwise
become a U.S. resident alien for tax purposes.

If you are a U.S. resident alien who is relying on an exception
contained in the saving clause of a tax treaty to claim an exemption

from U.S. tax on certain types of income, you must attach a statement
to Form W-9 that specifies the following five items.

1. The treaty country. Generally, this must be the same treaty under
which you claimed exemption from tax as a nonresident alien.

2. The treaty article addressing the income.

3. The article number (or location) in the tax treaty that contains the
saving clause and its exceptions.

4. The type and amount of income that qualifies for the exemption
from tax.

5. Sufficient facts to justify the exemption from tax under the terms of
the treaty article.

Example. Article 20 of the U.S.-China income tax treaty allows an
exemption from tax for scholarship income received by a Chinese
student temporarily present in the United States. Under U.S. law, this
student will become a resident alien for tax purposes if his or her stay in
the United States exceeds 5 calendar years. However, paragraph 2 of
the first Protocol to the U.S.-China treaty (dated April 30, 1984) allows
the provisions of Article 20 to continue to apply even after the Chinese
student becomes a resident alien of the United States. A Chinese
student who qualifies for this exception (under paragraph 2 of the first
protocol) and Is relying on this exception to claim an exemption from tax
on his or her scholarship or fellowship income would attach to Form
W-9 a statement that includes the information described above to
support that exemption.

If you are a nonresident alien or a foreign entity, give the requester the
appropriate completed Form W-8 or Form 8233.

Backup Withholding

What is backup withholding? Persons making certain payments to you
must under certain conditions withhold and pay to the IRS 28% of such
payments. This is called “backup withholding.” Payments that may be
subject to backup withholding include interest, tax-exempt interest,
dividends, broker and barter exchange transactions, rents, royalties,
nonemployee pay, payments made in settlement of payment card and
third party network transactions, and certain payments from fishing boat
operators. Real estate transactions are not subject to backup
withholding.

You will not be subject to backup withholding on payments you
receive if you give the requester your correct TIN, make the proper
certifications, and report all your taxable interest and dividends on your
tax return.

Payments you receive will be subject to backup withholding if:
1. You do not furnish your TIN to the requester,

2. You do not certify your TIN when required (see the instructions for
Part Il for details),

3. The IRS tells the requester that you furnished an incorrect TIN,

4. The IRS tells you that you are subject to backup withholding
because you did not report all your interest and dividends on your tax
return (for reportable interest and dividends only), or

5. You do not certify to the requester that you are not subject to
backup withholding under 4 above (for reportable interest and dividend
accounts opened after 1983 only).

Certain payees and payments are exempt from backup withholding.
See Exempt payee code, later, and the separate Instructions for the
Requester of Form W-9 for more information.

Also see Special rules for partnerships, earlier.

What is FATCA Reporting?

The Foreign Account Tax Compliance Act (FATCA) requires a
participating foreign financial institution to report all United States
account holders that are specified United States persons. Certain
payees are exempt from FATCA reporting. See Exemption from FATCA
reporting code, later, and the Instructions for the Requester of Form
W-9 for more information.

Updating Your Information

You must provide updated information to any person to whom you
claimed to be an exempt payee if you are no longer an exempt payee
and anticipate receiving reportable payments in the future from this
person. For example, you may need to provide updated information if
you are a C corporation that elects to be an S corporation, or if you no
longer are tax exempt. In addition, you must furnish a new Form W-9 if
the name or TIN changes for the account; for example, if the grantor of a
grantor trust dies.

Penalties

Failure to furnish TIN. If you fail to furnish your correct TIN to a
requester, you are subject to a penalty of $50 for each such failure
unless your failure is due to reasonable cause and not to willful neglect.

Civil penalty for false information with respect to withholding. If you
make a false statement with no reasonable basis that results in no
backup withholding, you are subject to a $500 penalty.
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The IRS does not initiate contacts with taxpayers via emails. Also, the
IRS does not request personal detailed information through email or ask
taxpayers for the PIN numbers, passwords, or similar secret access
information for their credit card, bank, or other financial accounts.

If you receive an unsolicited email claiming to be from the IRS,
forward this message to phishing@irs.gov. You may also report misuse
of the IRS name, logo, or other IRS property to the Treasury Inspector
General for Tax Administration (TIGTA) at 1-800-366-4484. You can
forward suspicious emails to the Federal Trade Commission at
spam@uce.gov or report them at www.ftc.gov/complaint. You can

contact the FTC at www.ftc.gov/idtheft or 877-IDTHEFT (877-438-4338).

If you have been the victim of identity theft, see www.IdentityTheft.gov
and Pub. 5027.

Visit www.irs.gov/Identity Theft to learn more about identity theft and
how to reduce your risk.

Privacy Act Notice

Section 6109 of the Internal Revenue Code requires you to provide your
correct TIN to persons (including federal agencies) who are required to
file information returns with the IRS to report interest, dividends, or
certain other income paid to you; mortgage interest you paid; the
acquisition or abandonment of secured property; the cancellation of
debt; or contributions you made to an IRA, Archer MSA, or HSA. The
person collecting this form uses the information on the form to file
information returns with the IRS, reporting the above information.
Routine uses of this information include giving it to the Department of
Justice for civil and criminal litigation and to cities, states, the District of
Columbia, and U.S. commonwealths and possessions for use in
administering their laws. The information also may be disclosed to other
countries under a treaty, to federal and state agencies to enforce civil
and criminal laws, or to federal law enforcement and intelligence
agencies to combat terrorism. You must provide your TIN whether or
not you are required to file a tax return. Under section 3406, payers
must generally withhold a percentage of taxable interest, dividend, and
certain other payments to a payee who does not give a TIN to the payer.
Certain penalties may also apply for providing false or fraudulent
information.
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BCBSM Physician Group Incentive Program
New Physician Acknowledgement Form

| hereby attest that | wish to participate in the BCBSM Physician Group Incentive Program
(PGIP) through Professional Medical Corporation (PMC), effective

As part of PGIP participation requirements, | understand that:
*| can only participate in PGIP with one physician organization (PO).

*Any decision | make now or in the future about my PGIP participation will not affect my
participation in other health plans or pay-for-performance programs.

Please select one:
!l understand that by signing this Acknowledgement | indicate my commitment to PMC.

"Il do not wish to participate in PGIP through PMC.

DI am currently affiliated with another PO

PO Name
but would like to participate in PGIP through PMC.

Physician Signature Date

Physician Name (Please Print)

State License # NPI #

Please return by fax or email to:
PMC Membership
Email: pmcmembership@medicaladvantage.com
Fax: (866) 396-9257

Thank you in advance for your prompt response. We will communicate your decision to BCBSM and all
involved POs (if applicable).



DATA SHARING, ACCESS, AND USE AGREEMENT

This Data Sharing Agreement (the “Agreement”) is entered into and between

(the “Provider”) and Professional Medical Corporation, P.C., a

Michigan corporation (the “Recipient”). This Agreement will become effective upon the date of
the last signature affixed below (the “Effective Date”).

INTRODUCTION

WHEREAS, the Provider and Recipient desire to collaborate on several projects and contracts

including:

e Michigan Department of Health and Human Services’ State Innovation Model (“SIM”)
Patient Centered Medical Home (“PCMH”) Initiative
e Blue Cross Blue Shield of Michigan Provider Group Incentive Program

e All executed Value-Based Reimbursement Payer contracts

WHEREAS, in performing activities of this collaboration, Provider will disclose to Recipient

certain identifiable Protected Health Information;

WHEREAS Provider and Recipient wish to enter into this Data Sharing Access and Use
Agreement for the purpose of addressing obligations arising from the disclosure of Protected

Health Information; for the following identified purpose(s):

(1) To foster the transformation of participating practices to enable interventions that
impact all persons served by the Practice in a cost-effective manner using evidence-based
guidelines and practices;

(2) To improve health outcomes, improve patient experience of care, and reduce
preventable healthcare costs; and

(3) To permit the sharing of payer, clinical, and demographic data with all SIM PCMH
participants.

THEREFORE, in consideration of the foregoing, the parties agree as follows:
DEFINITIONS

The following terms are defined for purposes of this Agreement. Terms used, but not otherwise

defined in this Agreement shall have the same meaning as those terms in the Privacy Rule.






b) To not contact or attempt to contact individuals whose data is contained in Provider’s
Protected Health Information for any purpose not authorized by this Agreement.

c) To use appropriate administrative, technical, and physical safeguards, including compliance
with security provisions at 45 CFR §§ 164.308, 310, 312, and 316 pursuant to Section 3401(a)
of the HITECH Act to prevent any use or disclosure of Provider’s Protected Health
Information not authorized under this Agreement.

d) To ensure that any agent, including subcontractors, to whom Recipient authorizes to use or
disclose Provider’s Protected Health Information are held to the same HIPAA privacy and
HITECH security standards that apply to Recipient.

e) To report to the Provider, through its Health Systems Privacy Officer (Privacy Officer), any
use or disclosure of Provider’s Protected Health Information not authorized by this Agreement
that Recipient or its agents become aware of within ten (10) days of discovery.

f) To mitigate any harmful effect caused by Recipient’s wrongful use or disclosure of
Provider’s Protected Health Information in violation of this Agreement.

g) To make available, at the Provider’s request, any internal practices, books, and recordings,
including policies and procedures, relating to the use, disclosure, and security of the Protected
Health Information for purposes of determining Recipient’s compliance with this Agreement
and to the HIPAA privacy standards.

h) To the extent permissible by law, to provide written notification to Provider if it receives a
subpoena, court or administrative order or other discovery request or mandate pertaining to the
release of any part of Provider’s Protected Health Information within five (5) days of the
receipt of such a request. Written notification must occur before the Recipient responds to the
request so to enable Provider time to object.

USES OF DATA

a. Recipient shall share Provider’s aggregated De-identified Data with other participants for
purposes including population health analysis, quality improvement, and utilization

measurcs.

b. Provider may also access or receive from Recipient its own raw PHI or as it has been
combined with relevant payer and demographic data.






d. Interpretation. Any ambiguity in this Agreement shall be interpreted in a manner consistent
with the HIPAA Privacy Rule.

e. Indemnity. Recipient shall indemnify and hold harmless Provider and its officers, trustees,
employees, and agents from any and all claims, penalties, fines, costs, liabilities or
damages, including but not limited to reasonable attorney fees, incurred by Provider

arising from a violation of Recipient’s obligations under this Agreement.

f. Injunctive Relief. Recipient stipulates that its unauthorized use or disclosure of the Protected
Health Information would cause irreparable harm to the Provider, and in such an event,
Provider shall be entitled to institute proceedings in any court of competent jurisdiction to

obtain damages and injunctive relief.

g. Assignment. This Agreement may not be assigned.

h. Authorized Signers. As applicable, Provider warrants and represents that it is authorized to

sign this Agreement on behalf of all Practices participating with the Provider.

IN WITNESS WHEREOF, the parties have caused this Data Sharing Agreement to be
executed by their respective duly authorized representatives effective as of the day and year set
forth below.

PROFESSIONAL MEDICAL CORPORATION

By: (Signature)
Name: Asif Ishaque, MD (Please Print)
Title: President Date:
PROVIDER

By: (Signature)
Name: (Please Print)

Title: Date:
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PCP-Specialist Agreement

Organized System of Care Vision

An Organized System of Care (OSC) is comprised of a community of caregivers dedicated to
the Patient-Centered Medical Home (PCMH) Neighbor (N) model, who share a commitment to
effective and efficient co-management of a population of patients across settings of care and
over time. The OSC's patient population is comprised of patients attributed to the OSC’s
Primary Care Physicians (PCPs).

Specialty and sub-specialty practices affiliated with the PMC OSC agree to collaborate with
provider partners in the context of the OSC in the development of information systems and care
processes which support coordination and management of patients’ care across settings and
over time. In addition, they agree to engage in processes consistent with the principles of the
PCMH-N model, which include:

e Ensure effective communication, coordination, and integration with PCMH practices.

= Provide appropriate and timely consultations and referrals that complement and advance
the PCMH-N model for practices.
Confirm appropriate flow of necessary patient and care information.

< Establish shared responsibility for relevant types of clinical interactions, in accordance
with principles listed below.
Support patient-centered care and enhanced access and high-quality, safe care.
Recognize the PCMH practice as the source of the patient’s primary care.

« Understand that the PCMH practice has the overall responsibility for coordination and
integration of care provided to that patient.

Expectations:

* Specialists are expected to be in communication with PCPs about their patients and to provide
timely written reports on consultations within 7 business days of consultation with a patient.

= Care should always be directed back to the PCP as soon as it is appropriate to do so and the
specialist will reinforce the PMC OSC'’s primary care philosophy.

» The specialist will not refer the patients to other specialists without first consulting with the
PCP.

« When the PCP is uncertain of appropriate laboratory or imaging diagnostics, the specialist will
assist the PCP prior to the appointment regarding appropriate pre-referral work-up.

= Specialists will follow evidence-based care guidelines (dependent on specialty).

= Specialists should provide the PMC OSC with any information needed to maintain an online
directory at www.pmcpo.com



]

MC

Professional Medical Corporation

2425 S. Linden Rd.,,

Flint, MI 48532

Primary Care

Phone: (800) 594-6115

Fax: (866) 396-9257

Specialty Care

Referral Guidelines

| commit to:

Develop a mutually agreed upon referral
that defines the need for a referral, consult
or co-management of a patient’s care.

PCP will provide completed diagnostic
testing and labs that may assist with patient
care.

PCP will provide patient demographics,
med list, known allergies, problem list and
any other pertinent patient information.
Provide and receive respectful feedback to/
from specialist to promote the objectives of
these guidelines, including periodic
evaluation of processes.

Explain specialist results and treatment
plan to patient/caregiver.

Engage patient/caregiver in PCMH
concept.

| commit to:

Develop a mutually agreed upon referral
that defines the need for a referral, consult
or co-management of a patient’s care.
Schedule all referred patients promptly and
redirects patients as appropriate.

Notify PCP of patient no shows and
cancellations.

Provide written reports within 7 business
days of referral/consult and will include all
tests, procedures and treatment provided
along with findings, interpretations,
diagnosis and prognosis.

Provide a list of medications prescribed
and/or discontinued to the PCP.

Provide PCP dates of future scheduled
appointments and treatment plan.

Notify the PCP of referrals needed for other
specialists.

Provide and receive respectful feedback to/
from the PCP to promote the objectives of
these guidelines, including periodic
evaluation of processes.

Inform patient/caregiver of diagnosis,
prognosis and follow-up.

Transitions of Care

| commit to:

Maintain complete and up-to-date clinical
records.

Inform the patient/caregiver of the need,
purpose, expectations and goals of the
specialty visit.

Provide the patient/caregiver with
specialist contact information and
expected timeframe for appointments or
make the appointment on behalf of the
patient.

See high risk patients discharged from
hospital within 7 days of discharge.

| commit to:

Determine and/or confirm insurance
eligibility.

Provide a single source referral contact
person.

Notify the PCP of In-Patient admissions.
Assist the PCP prior to the appointment
regarding appropriate pre-referral work-up,
when needed.
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Access

| commit to:

Communicate with a patient who no-shows
to a specialist.

Determine a reasonable time frame for a
specialist appointment.

Provide accessible contact via pager,
phone or email.

Provide information on Urgent Cares in the
area.

Arrange for coverage when | am

| commit to:

Notify the PCP of no-shows, cancellations
and other actions that may place the
patient in jeopardy.

Provide visit availability according to
patient need.

Be available to the patient/caregiver for
questions.

Be available for PCP consultation.
Provide accessible contact via pager,

Follow the principles of PCMH

Manage the medical problem to the extent
of my scope of practice, abilities and skills.
Follow standard practice and evidence-
based guidelines.

Review and act on the care plans
developed by the specialist.

Resume care of the patient when the
patient returns from the specialist.

Explain and clarify the results of
consultation, engage patient/caregiver with
a treatment plan and follow-up.

unavailable. phone, or email.
e Arrange for coverage when i am
unavailable.
Care Coordination and Management
| commit to: | commit to:

Review patient care information sent by the
PCP.

Address the referring provider’s and patient/
caregiver’s concerns.

Shared Management -Share with PCP long-
term management for patient condition and
provide advice and periodic follow up with
patient.

Principal Care — Assume responsibility for
long-term, comprehensive management of
patient’s condition, PCP receives consult
reports, input on secondary referrals and
end of life decisions.

Co-Management- Specialist becomes the
first contact for care until crisis or treatment
has stabilized. PCP remains active in, and
provides input on, secondary referrals.
Send timely reports to the PCP to include
the care plan, follow-up and results of
diagnostic studies or interventions.
Prescribe pharmaceutical therapies in line
with generic options when available and if
appropriate for patient needs.

E-Prescribe all eligible scripts.

Provide useful and necessary education/
guidelines/protocols to the PCP, as needed.
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Practice/Physician Representative - Print Name

Practice/Physician Representative Signature  Date

ek
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MEDICAL SERVICE AGREEMENT
MCG PRACTITIONER AFFILIATION ACKNOWLEDGEMENT
FOR BCN COMMERCIAL AND BCN ADVANTAGE

This Acknowledgement is effective (to be completed by Health Plan), by and among
Blue Care Network of Michigan, Blue Care of Michigan, Inc. and BCN Service Company
(hereinafter collectively referred to as Health Plan), Professional Medical Corporation ,
a Medical Care Group or MCG (Provider) and (Practitioner),
who is a member of Medical Care Group.

For the purpose of providing health care services to Health Plan Members enrolled under Health Plan’s
BCN Commercial and/or Medicare Advantage Program, as applicable, and in consideration of the mutual
promises of the parties to the Medical Service Agreement (Agreement) and as amended for Medicare
Advantage (Amendment), as applicable, Practitioner agrees as follows:

1. Provider Contracting Authority- For the purposes of providing health care services to Members
and in consideration of the mutual promises of the parties to the Agreement and/or Amendment,
as applicable, Provider and Practitioner represent that the Practitioner is contracted with Provider
and that Provider is duly authorized and empowered to contract on Practitioner’s behalf for the
purpose of binding Practitioner to the terms and conditions of the Agreement and/or the
Amendment, as applicable.

2. Agreement- Practitioner warrants that he/she has received and read the Health Plan Medical
Service Agreement and/or Amendment, as applicable between Health Plan and Provider, which is
incorporated herein by reference, and agrees to be bound by the terms and conditions contained in
the Agreement and/or the Amendment, as applicable. The Agreement and/or the Amendment, as
applicable, this Acknowledgement, and the Health Plan Provider Manual constitute the entire
agreement between Health Plan, Provider, and Practitioner. Practitioner is fully aware of the
responsibilities and requirements pertinent to his/her designated role as Specialist Practitioner or
Primary Care Practitioner under the Agreement and/or Amendment, as applicable. Provider and
Practitioner agree to abide by the terms and conditions set forth in the Agreement and/or the
Amendment, as applicable, this Acknowledgement, and all amendments or modifications thereto.

3. Identifying Information- Upon execution of this Acknowledgement, Provider shall provide to
Health Plan on at least an annual basis the required identifying information for Practitioner. Such
information shall be provided and periodically updated by Provider in such detail and format as
necessary for Health Plan to maintain accurate provider enrollment records.

4. The terms of this Acknowledgement supersede the terms of any previous MCG Practitioner
Affiliation Acknowledgement between Health Plan and Practitioner.

Blue Care Network Page 1 of 2
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MCG Name (Print or Type) HEALTH PLAN

Signature Signature

Farhan Khan, MD

Name (Print or Type) Name (Print or Type)

Medical Director

Title Title

Date Date

PRACTITIONER

Signature

Name (Print or Type)

Date

NPI Number

Tax ID Number

BCN Commercial and BCN Advantage

Blue Care Network Page 2 of 2
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PRACTITIONER AFFILIATION ATTESTATION: NON-EMPLOYEE PRACTITIONERS

This Attestation is effective January 1, 2021, by and among Blue Cross Blue Shield of Michigan
Mutual Insurance Company (“BCBSM”), Professional Medical Corporation, PC (“Risk Bearing
Contracting Entity or RBCE”) and (“Practitioner”), who, through
this Attestation is confirming his or her affiliation with RBCE and agrees to the following:

1. Practitioner Representations - Practitioner represents and warrants that he or she has received,
read, and understands the Provider Incentive and Risk Agreement and its attachments, addenda
(including any Service Level Addendum (“SLA”)), schedules, and exhibits (including Product
Exhibits)(collectively the “Agreement”) between BCBSM and RBCE, which is incorporated
herein by reference.

2. Agreement to be Bound — Practitioner agrees to be bound by the terms and conditions of the
Agreement as an Affiliated Practitioner. Practitioner agrees that he or she is fully aware of his or
her responsibilities and requirements under the Agreement and understands the financial terms and
his or her rights and obligations thereunder, including the proposed distribution methodology and
the potential for certain amounts to be withheld by BCBSM from payments pursuant to the
Agreement. Practitioner understands that he or she may receive a share of any Gains RBCE earns
under the Agreement or he or she may be required to pay a share of any Losses RBCE suffers
under the Agreement. Practitioner further understands that any dispute arising under the
Agreement between RBCE and Practitioner are to be handled solely between RBCE and
Practitioner.

3. RBCE Contracting Authority- Practitioner grants authority to the RBCE to amend or modify the
Agreement, and all rights and obligations thereunder, as RBCE deems necessary. RBCE agrees to
provide appropriate notice of such amendments to Practitioner.

4. Identifying Information- The Parties understand and agree that BCBSM will rely upon this
Attestation for purposes of effectuating and operationalizing the Program and Agreement. Further,

RBCE and Practitioner agree to promptly notify BCBSM should Practitioner’s affiliation status
change, as set forth in the Agreement.

Signatures follow on next page.

Affiliation Attestation - 091719 Page 1 of 2



This Attestation is agreed to by these Parties, as witnessed by their respective signatures below. By
signing this Attestation, each signatory certifies and warrants that he or she has the actual authority to bind
his or her respective Party to this Attestation.

RBCE

BCBSM

Signature

Asif Ishaque, MD

Signature

Name (Print or Type)

PMC President

Name (Print or Type)

Title Title
Date Date
RBCE AFFILIATED

PRACTITIONER

Signature

Name (Print or Type)

Date

NPl Number

Tax ID Number

Affiliation Attestation - 091719
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Instructions for fax cover sheet

We cannot accept handwritten forms. Do not hand write anywhere on the forms, otherwise
processing will be delayed.

To ensure forms are processed timely, please adhere to the following instructions:

Enter all information online; press the tab key | # | after each entry to move from field to field.

B For individual practitioners
B From (Insert name of contact person)
B Date (mm/dd/yyyy)
B Type 1 NPI (National Provider Identifier)
B State license number
|

When adding an individual to an existing group, be sure to fax a group change form

m For allied providers
B From (Insert name of contact person)
B Date (mm/dd/yyyy)
B Type 2 NPI (National Provider Identifier)
|

Tax identification number

m For professional group practices and facilities
B From (Insert name of contact person)
m Date (mm/dd/yyyy)
B Type 2 NPI (National Provider Identifier)
|

Tax identification number

Instructions for document submission

1. Fax cover sheet must be the first page of your form submission.

2. Fax the registration form and attachments (i.e., signature documents) to 1-866-900-0250.
Be sure to fax the registration information separately for each provider. (For example: If
you register two or more providers, you must send a fax for each provider. They cannot be
bundled into one fax transmission.)

Questions? Call 1-800-822-2761

W008253
WF 105700000 22 Page 1 of 9
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P23 Blue Shield
N Blue Care Network
® ®  of Michigan

Nonprofit corporations and independent licensees
of the Blue Cross and Blue Shield Association

NEW PRACTITIONER ENROLLMENT FORM

State license number

Type 1 National provider identifier

Type 2 National provider identifier

Please complete this form if you are an MD, DO, DC, DPM, DMD/DDS (board certified oral surgeon only),
independent physical therapist, independent occupational therapist or independent speech language
pathologist applying to Blue Cross Blue Shield of Michigan/Blue Care Network for the first time.

Note: You are required to complete and maintain a credentialing application through the Council for Affordable
Quality Healthcare® at http://proview.cagh.org/pr. In order for your managed care affiliation request to be

processed you must complete your CAQH application within 14 calendar days. If you have already completed
a CAQH application, your attestation must be up to date. If your CAQH application is not complete or if your
attestation is expired after 14 calendar days, your request will be closed, and you will need to reapply using the

Practitioner Change form.

Section 1: Demographic Data

*denotes a required field

Vietnamese

Not Disclosed

*First name

Middle name

*Last name

Suffix [l [ Y Jr. 1 Sr.

*What type of provider are you? MD DO DC DPM IDMD DDS IPT IOT ISLP

*County where your primary address is

located

*Degree

*Date of birth

Gender Male Female

Preferred salutation Dr. Mes. Mrs. Mr. Miss

Race/Ethnicity
White/Caucasian | Native Hawaiian or other Pacific Islander
Black or African American Mexican/Mexican-American
American Indian or Alaska Native Hispanic/Latin American
Asian Arab
Chinese/Chinese-American Other Race
Filipino Assyrian/Chaldean
Japanese/Japanese-American Other Asian

~ Korean 1 Multiracial

If registered with CAQH, CAQH ID number

WF 10576 000 22
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r=2= Blue Shield
VAV Blue Care Network
® ®  of Michigan

Nonprofit corporations and independent licensees
of the Blue Cross and Blue Shield Association

NEW PRACTITIONER ENROLLMENT FORM

State license number

Type 1 National provider identifier

Type 2 National provider identifier

Section 4: Requested networks

You will be notified of your status and the effective dates of affiliation in BCBSM and BCN managed care networks
after credentialing for the networks is completed and BCBSM and BCN has countersigned your affiliation
agreements. Important: Along with this application, it is necessary to complete and submit the signature
document appropriate for your provider type. For each network you wish to participate in, be sure to
place a check mark by the appropriate affiliation agreement, sign the signature document, and submit it

along with this form.

BCBSM and BCN do not permit retroactive effective dates in managed care networks.

If you are a specialist billing with a Type 2 NPI, BCN contracts with the Group Practice. Please follow the instructions
on the website for Professional Group Enrollment.

Select networks you are applying to:

Provider Type

Eligible Networks for Provider Type

Doctor of Medicine
Doctor of Osteopathy

Traditional-Participating

Traditional-Nonparticipating
Medicare Advantage®™ PPO

TRUST PPO
Blue Preferred Plus

Vision/Hearing (if applicable)

Chiropractor
Podiatrist
Oral Surgeon

Traditional-Participating

Traditional-Nonparticipating

| Medicare Advantage™ PPO
Blue Preferred Plus
TRUST PPO

Independent Physical Therapist
Independent Occupational Therapist

Traditional-Participating

Traditional-Nonparticipating
Medicare Advantage®™ PPO

BCN Commercial

Blue Preferred Plus
TRUST PPO

BCN Advantage™ HMO

Independent Speech
Language Pathologist

Traditional-Participating

Traditional-Nonparticipating
Medicare Advantage®™ PPO

BCN Commercial

Blue Preferred Plus
TRUST PPO

BCN Advantage®™ HMO

BCN Primary Care Physicians

Select the Network(s) to which you are
applying

BCN Advantage®™ HMO

BCN Commercial

Please provide the name of the
medical care group and number
you wish to joining

Medical care group name:

WF 10576 000 22

Medical care group number:
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of the Blue Cross and Blue Shield Association

State license number Type 1 National provider identifier Type 2 National provider identifier

Section 5: Address data

Primary office address (Must be an address where health care services are rendered and may be published
in BCBSM and BCN provider directories)

*Street address

*City *State ZIP code

Primary telephone number must be a phone number patients can call to make an appointment

*Primary telephone number Fax number

Payment/Remit address

Street Address

City State Zip Code

Mailing address

Street Address

City State Zip Code

Medical Records Request (MRR)

Street Address

City State Zip Code
Contact Name - First Middle Last

Telephone Fax Email

WF 10576 000 22 Page 6 of 9



Blue Cross
oD Blue Shield
VAV Blue Care Network
® ®

of Michigan
e Blle Grose and Bite S Associaton. NEW PRACTITIONER ENROLLMENT FORM
State license number Type 1 National provider identifier Type 2 National provider identifier

Section 5: Address data (continued)

Contact information
Please provide the name and contact information of a person who can answer questions about information
in this application.

*First name *Last name
*Telephone number Fax number
extension
Work email address Preferred method of contact?
Email US Mail
Additional address - Accessibility
*Handicap accessibility: | Yes  No *Accessible by bus: [ Yes  No

*Primary address - Accessibility

Office Hours Monday Tuesday Wednesday | Thursday Friday Saturday Sunday

Open Time

Close Time

Section 6: Services

All provider services:

In-home visits

If you provide in-home visits, please indicate below if you practice exclusively in the home setting or if you
also provide care in an offic