PARTICIPATING PROVIDER AGREEMENT

This Agreement is made by and between the provider named on the signature page of this Agreement (“Provider”) and
Managed Health Network, Inc. (“MHN, Inc.”), and its Affiliates identified in Addendum A to this Agreement. The
effective date of this Agreement is set forth on its signature page.

RECITALS

Provider is a duly licensed and certified individual, medical group, independent practice association, ancillary
service or institutional health care provider whose field of practice is indicated on the signature page of this
Agreement.

MHN, Inc. and its Affiliates identified on Addendum A (referred to collectively herein as “MHN) arrange for
or administer the provision of mental health and substance abuse services and supplies.

MHN desires to enter into this Agreement to arrange for Provider to render Covered Services to Enrollees
pursuant to this Agreement.

Provider desires to enter into this Agreement to render Covered Services to Enrollees pursuant to this
Agreement.

NOW THEREFORE, it is agreed as follows:

1.

Definitions. The defined terms set forth in this Section below are those words that are capitalized in this
Agreement and its addenda.

1.1 Affiliate. A company in which MHN, Inc. or any parent or subsidiary corporation of MHN, Inc.,
owns 51% or more of the voting stock.

1.2 Agreement. This contract, including all appendices hereto, any policies and procedures referenced
herein, rules or regulations issued pursuant to this contract, and all applicable state or federal
requirements that are required to be incorporated as part of the Agreement.

1.3 Benefit Plan. The obligation of MHN, Inc. and/or an Affiliate to pay for, provide, arrange for or
administer Covered Services, provider networks, administrative or other related services pursuant to a
written agreement between an employer or other entity or an individual and MHN, Inc. or an Affiliate.
The Benefit Plans covered under this Agreement include, but are not limited to, any of the following
lines of business of MHN, Inc. or an Affiliate: (a) MHN, Inc. and Affiliates: and (g) the Civilian
Health and Medical Program of the Uniformed Services (“CHAMPUS/TRICARE”) business
described in Addendum G.

1.4 Coordination of Benefits. The allocation of financial responsibility between two or more Payors of
health care services, each with legal duty to pay for Covered Services provided to an Enrollee at the
same time.

15 Copayment. The cost of Covered Services that an Enrollee is obligated to pay under a particular
Benefit Plan, including deductibles and coinsurance.

1.6 Clean Claim. A claim received for adjudication by MHN as a claims agent that requires no further
information, adjustment or alteration by the Provider of the services in order to be processed and paid
by MHN.

1.7 Covered Services. Mental health and substance abuse services, ancillary services and supplies

provided by Providers that are determined by MHN to be Medically Necessary and covered under a
Benefit Plan, provided they have been authorized in advance by MHN.
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CPT-4. Current Procedural Terminology, Fourth Edition, is a listing of descriptive terms and
identifying codes for reporting medical services and procedures performed by health care providers.
The purpose is to provide uniform language that accurately describes medical, surgical and diagnostic
services for the reporting of services performed under government and private health insurance
programs. CPT-4 is routinely updated and the updates are to be included in this definition.

Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (“DSM”). A listing of
diagnostic categories and criteria which provides guidelines for making diagnoses of mental
disorders. The DSM is a widely accepted basis for describing the presence and type of mental
disorder. A DSM diagnosis of mental disorder is a minimum requirement for the determination of
Medical Necessity for Mental Health Care. The diagnosis must be contained in the most recent
edition of the DSM.

Drug Formulary. Positive listing of medications eligible for coverage under an optional outpatient
prescription medication benefit offered in conjunction with certain Benefit Plans.

Emergency Care. Emergency Care and Services means medical screening, examination, and
evaluation by a physician, or, to the extent permitted by applicable law, by other appropriate
personnel under the supervision of a physician, to determine if an emergency medical condition or
active labor exists and, if it does, the care, treatment, and surgery by a physician necessary to
relieve or eliminate the emergency medical condition, within the capability of the facility.
Emergency medical condition means a medical condition manifesting itself by acute symptoms of
sufficient severity (including severe pain) such that, the absence of immediate medical attention
could reasonably be expected to result in any of the following: (1) placing the patient’s health in
serious jeopardy; (2) serious impairment to bodily functions; or (3) serious dysfunction of any
bodily organ or part. In cases of the provision of Emergency Services and Care, Provider agrees to
notify MHN or Affiliate as soon as possible, but no later than 24 hours after it could be reasonably
determined that the patient is an Enrollee.

Enrollee. A person covered under a Benefit Plan for the provision of Covered Services, or a
CHAMPUS beneficiary who is otherwise eligible to receive benefits under a CHAMPUS program
and for whom prepayment fees have been paid to and accepted by MHN.

Excluded Services. Those services and supplies that are not Covered Services. Excluded Services
that are rendered by Provider to Enrollees are not compensated hereunder.

Medical Director. A physician duly licensed to practice medicine that is employed or contracted by
MHN to monitor the provision of Covered Services to Enrollees.

Medically Necessary. Covered Services which are determined by MHN to be: (a) necessary and
appropriate for treatment of an Enrollee's symptoms and behaviors that demonstrate the presence of a
mental or substance abuse disorder as described in the most recent edition of the DSM; (b) provided
for the diagnosis or the direct care and treatment of a mental or substance abuse disorder as described
in the most recent edition of the DSM; (c) the most appropriate type, level and length of service or
supply to provide safe and adequate care and treatment; (d) within the generally accepted standards of
good medical practice within the organized medical community; and (e) not primarily for the
convenience of the Enrollee or Provider. To the extent that care is rendered by a professional, the
professional must be properly licensed or certified pursuant to state or federal law and the care,
treatment or supply must fall within the professional’s permissible scope of practice as provided by
applicable state and federal law and the rules and regulations of any supervising professional
organization. For hospitalization to be Medically Necessary, acute care as an inpatient must be
required for treatment or diagnosis and safe and adequate care cannot be received on an outpatient
basis or in a less restrictive setting.

Mental Health Access Line. The clinical resource and referral service provided by MHN and staffed
by mental health care professionals and which will be accessible to Enrollees and Providers via a toll-
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free telephone line 24 hours per day, 365 days per year which an Enrollee must call before receiving
Covered Services, except for Emergency Care and as otherwise permitted under the Enrollee’s
applicable Benefit Plan.

Mental Health Care. Medically Necessary care provided by a Participating Provider for, or in support
of, the treatment of a mental health or behavioral illness or condition that MHN has determined (a) is
a clinically significant behavioral or psychological syndrome or pattern; (b) is associated with a
painful symptom, such as distress; (c) substantially or materially impairs a person’s ability to function
in one or more major life activities; and (d) is recognized by the American Psychiatric Association as
a mental health or behavioral illness or condition.

Non-Participating Provider. A person or entity that provides health care, hospital or ancillary services
but has not entered into an agreement with MHN.

Participating Provider. A physician, individual mental health care practitioner, ancillary provider,
hospital or facility credentialed, trained and licensed to provide Covered Services and having a
written agreement with MHN, or an independent practice association or medical group which
contracts with MHN, to provide Covered Services to Enrollees. Participating Providers contracted
with a Participating Provider Group shall heretofore be referred to as a Group Member. All terms and
conditions applicable to the Participating Provider Group shall apply to Group Members.

Participating Provider Group. A group practice, medical group or independent practice association
having a written agreement with MHN to provide or arrange for Covered Services to Enrollees.

Payor. MHN or any other public entity which provides, administers, funds, insures or is
responsible for paying Participating Providers for Covered Services rendered to Enrollees or
CHAMPUS beneficiaries under a Benefit Plan covered under this Agreement. Under certain ASO
Benefit Plans, MHN refers Enrollees to providers and authorizes treatment and claims payment.
However, MHN is not the Payor and is not responsible for claims payment. In general, however,
such Payors encourage Enrollees to use the network by offering financial incentives, such as
reduced copayments and deductibles. In the event that MHN chooses to contract with a Payor that
does not offer such financial incentives to Enrollees for use of network providers or actively
encourage the use of the network in any other manner, MHN will notify Provider in writing and
permit Provider to decline participation in such Payor’s business.

Primary Care Physician. Physician who has the responsibility for providing primary care to
Enrollees, maintaining the continuity of patient care and making Referrals under certain Benefit Plans.

Prior Authorization. Approval of coverage from MHN prior to the Enrollee obtaining Covered
Services. Requests for Prior Authorization will be denied if not Medically Necessary, if in conflict
with MHN’s medical policies or otherwise are not Covered Services.

Provider Manual. All Provider Manuals issued by MHN, as updated from time to time, which are
incorporated into this Agreement by this reference and available on MHN’s website or on
hardcopy upon request. Provider agrees to be contractually bound to comply with the Provider
Manual, and any updates or revisions to such, forty five (45) business days following notice
thereof from MHN via MHN’s website, newsletter and/or contract amendment in the case of
material updates and revisions. The Provider has the right to negotiate and agree to material
changes. If agreement cannot be reached, the Provider has the right to terminate this Agreement
prior to implementation of the material change. This 45-day notice requirement and right to
negotiate shall not apply to changes required by state or federal law or accreditation entities and
non-material changes; such changes will be effective as stated in the notice to the Provider. In the
event that any provision in the Provider Manual or any updates thereto are clearly inconsistent with
the terms of this Agreement, the terms of this Agreement, including any amendments, shall prevail.

Referral. The act or an instance of MHN or a physician referring an Enrollee to a physician, hospital,
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facility or other type of health care provider to obtain Covered Services. When required under a
Benefit Plan, compensation for Mental Health Care rendered by a Provider is conditioned upon
Referral from the Enrollee’s Primary Care Physician and/or Prior Authorization from MHN.

1.26 Quality Improvement Program. A program to meet MHN standards approved by MHN, and designed
to monitor the quality and appropriateness of Covered Services. Relevant provisions of MHN’s
quality improvement and utilization management program requirements and procedures are included
in MHN’s Provider Manual, which should be reviewed by Provider no less than fifteen (15) business
days prior to execution of this Agreement.

1.27 Utilization Management Program. MHN’s utilization management and medical management
program under which MHN reviews the necessity and appropriateness of Mental Health Care

services.
2. Obligations of Provider:
2.1 Scope of Covered Services. Except as otherwise provided below, Provider shall provide all Covered

Services that are within the scope of Provider’s license to all Enrollees entitled to coverage for such
services under a particular Benefit Plan and pursuant to the requirements of such Benefit Plan.
However, Provider is free to communicate with Enrollee any and all treatment options available to the
Enrollee, including medication management options, regardless of Benefit Plan coverage limitations.
Notwithstanding any provision in this Agreement to the contrary, Provider shall NOT provide
Covered Services to any Enrollee assigned to a capitated participating medical group or individual
practice association which is responsible for arranging and paying for the Enrollee’s Mental Health
Care, provided that the Provider is aware that Enrollee is assigned to a capitated participating medical
group or individual practice association prior to rendering services. In any event, Provider will seek
reimbursement for any capitated services rendered to Enrollees so assigned only from such capitated
participating medical group or individual practice association.

2.2 Accessibility of Covered Services. Covered Services shall be available and accessible to Enrollees
during reasonable hours of operation, with provision for after-hour services, if applicable. Emergency
Care shall be available and accessible 24 hours a day, 7 days a week. At all times, Provider is
obligated to include in all electronic responses to Enrollee inquires including but not limited to
voicemail, pager, answering machine or email and via their answering service appropriate
instructions in case of emergency. Provider shall monitor the accessibility of care to Enrollees,
including average time to schedule an appointment and waiting time at scheduled appointments,
and shall comply with MHN’s efforts to monitor and evaluate same. Provider agrees that when it
is necessary to reschedule an appointment, the appointment is promptly rescheduled in a manner
that is appropriate for the Enrollee's health care needs and ensures continuity of care consistent
with good professional practice. Provider agrees to return all calls from Enrollees within two (2)
business days.

2.3 Treatment of Enrollees. Provider shall maintain offices, equipment and personnel as may be
necessary to perform the Covered Services under this Agreement and in accordance with applicable
MHN policies and procedures and state and federal laws. Provider and Provider’s staff and
administrative personnel shall treat Enrollees promptly, fairly and courteously by phone, in person or
in writing and in accordance with MHN’s Member Rights and Responsibilities Statement set forth in
the Provider Manual.

2.4 Referral, Prior Authorization and Managed Care Requirements. Provider agrees to accept Enrollees
upon Referral from MHN or Primary Care Physicians, when required under a particular Benefit Plan,
and provided they have the capacity to provide Covered Services and continue to accept new patients
from any other health care service plan. Compensation for referrals for Mental Health Care is limited
to Covered Services rendered by Provider which have been authorized by Referral and, when required
under a Benefit Plan, Prior Authorization by MHN has been obtained. Provider shall abide by
MHN’s medical policies and procedures governing Referrals, utilization management, and
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concurrent, retrospective and prospective review. It is Provider’s responsibility to follow these
policies and procedures and to provide sufficient information in a timely manner for MHN to
complete its reviews. Such policies and procedures are further described in the Provider Manual.. In
the event that MHN authorizes a specific type of treatment by Provider, MHN will not rescind or
modify such authorization after Provider renders such health care service in good faith and pursuant
to the authorization. Notwithstanding the foregoing, in no event will this section be construed to
expand or alter the benefits available to the Enrollee under the applicable Benefit Plan.

25 Excluded Services. Provider must advise the Enrollee in writing prior to providing Excluded Services
that the services will not be covered by MHN and the Enrollee will be responsible for paying Provider
directly for such services. A separate and distinct written advisement must be given to the Enrollee
prior to rendering each Excluded Service and as close to the time the Excluded Service is provided as
possible. The Provider also must verbally notify the Enrollee of any potential situation in which the
delivery of Excluded Services may occur and document this notification in the medical record.
Further, if an Enrollee requests such Excluded Services, Enrollee must waive in writing to Provider,
in advance of the provision of services, the responsibility of MHN.

2.6 Reporting of Actions Against Provider. Provider shall notify MHN within five (5) calendar days of
the occurrence of any of the following:

2.6.1  any action taken to restrict, suspend or revoke Provider’s and/or a staff or Group Member’s
license or certification to provide the services described in this Agreement;

2.6.2  any suit or arbitration action brought against Provider and/or a staff or Group Member for
malpractice (provide also a summary of the final disposition of such action);

2.6.3  any misdemeanor conviction or felony information or indictment naming Provider and/or a
staff or Group Member (provide also a summary of the final disposition thereof);

2.6.4  any disciplinary proceeding or action naming Provider and/or a staff or Group Member
before an administrative agency in any state;

2.6.5  any cancellation or material modification of the professional liability insurance required to
be carried by Provider;

2.6.6  any action taken to restrict, suspend or revoke Provider’s and/or a staff or Group Member’s
participation in Medicare, Medicaid or CHAMPUS;

2.6.7  any action which results in the filing of a report on Provider and/or a staff or Group Member
under California Business & Professions Code Section 805 or any similar state laws and/or
regulations;

2.6.8  any material Enrollee complaints against Provider and/or a staff or Group Member; or

2.6.9 any other event or situation that could materially affect Provider’s ability to carry out
Provider’s duties and obligations under this Agreement.

2.7 Drug Formulary. Provider shall comply with the medication dispensing guidelines set forth in Drug
Formularies, where applicable.

2.8 Quality of Covered Services. Provider shall be solely responsible for the quality and appropriateness
of services that Provider renders to Enrollees. Said services shall meet professionally recognized
standards of practice. MHN'’s professional review and credentialing committees shall monitor the
quality of Covered Services rendered. Provider shall cooperate and comply with MHN’s internal
quality of care review system and the decisions of MHN’s Medical Directors. Provider and
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Provider’s staff and/or Group Members shall abide by MHN’s policies and procedures for
credentialing, Prior Authorization, utilization review, utilization management and quality
management. Provider acknowledges that MHN's quality management program includes provisions
for records audit, peer review, provider appeals, and a grievance process for Providers and Enrollees.
Provider and Provider’s staff and/or Group Members shall comply with all final determinations of
MHN’s peer review, provider appeal and Enrollee grievance processes. Upon recommendation of
MHN’s peer review committee, MHN may require a corrective action plan to ensure the Provider
meets the requirements of this Section 2.8. In the event that such plan does not correct the issues
addressed, MHN may terminate this Agreement in accordance with Section 5 below and applicable
MHN policies and procedures. Nothing in this Agreement shall be construed as limiting Provider’s
ability to communicate openly with Enrollees about all diagnostic testing and treatment options.
Provider will not be terminated or penalized because of advocacy on behalf of Enrollees or for filing
an appeal as permitted by MHN’s policies and procedures and applicable state laws and regulations.

2.9 Coordination of Benefits. Provider shall cooperate with MHN with respect to health coverage, which
is maintained by an Enrollee, including, but not limited to, prompt notification to MHN of any third
party entity who may be responsible for payment and collection of Copayments. MHN will
administer Coordination of Benefits in compliance with applicable state and federal laws. MHN will
seek recovery from other group health plans as is necessary and lawful to accomplish Coordination of
Benefits. The proceeds and savings derived from Coordination of Benefits are the exclusive property
of MHN and its designees. When an Enrollee has coverage which is primary through another Payor,
Provider will bill the primary Payor first and MHN’s financial liability hereunder will be limited to
the unpaid balance of the Provider’s claim, if any, up to the compensation payable hereunder.
Provider shall not bill Enrollees for any portion of Covered Services not paid by the primary carrier
when MHN is the secondary carrier, but shall, instead, look to MHN for payment of same. When an
Enrollee is covered by two MHN Benefit Plans, Provider may not collect a Copayment from the
Enrollee, but must seek payment for all receivables from MHN.

2.10 Billing Practices. Provider agrees to collect any Copayments due from Enrollee and accept payment
from MHN as payment-in-full for Covered Services rendered to Enrollees referred to them, except for
authorized Copayments, and agrees not to bill Enrollees and shall hold them harmless for such
services regardless of whether or not payment is received from MHN. In the event that Enrollee
misses or cancels an appointment, Provider may not bill Enrollee for the Copayment. Provider also
agrees to follow the billing and reimbursement procedures contained in the Provider Manual.

2.11 Third Party Liability and Workers’ Compensation Recoveries. Provider shall cooperate with MHN
and its designees to procure third party liability and Workers” Compensation recoveries. The proceeds
of such recoveries are the exclusive property of MHN and its designees.

2.12 Record Keeping Requirements. Provider shall maintain medical and mental health records of
Enrollees receiving Covered Services and all related administrative records necessary for compliance
with all applicable local, state and federal laws, rules and regulations, for the longer of, ten (10) years
after the date of the delivery of services (and records for a minor shall be kept for at least one (1) year
after the minor has reached the age of eighteen (18), but in no event less than ten (10) years) or such
time period as may be required by applicable law or regulation. Additionally, MHN shall maintain
such financial, administrative and other records as may be necessary for compliance by MHN with all
applicable local, State and federal laws, rules and regulations, including, but not limited to, the
California Department of Corporations and applicable state insurance and health services
departments, the United States Department of Health and Human Services, the United States
Department of Defense and any other agency or organization with regulatory and/or accreditation
authority over MHN, Payor and/or any health plan or insurance carrier doing business with MHN.
Upon request, MHN and such agencies, organizations and authorities shall have access at reasonable
times to the books, records and papers of Provider relating to Enrollees, Covered Services, the cost
thereof, Copayments received from Enrollees, and the financial condition of Provider and to conduct
site evaluations and inspections of Provider’s offices and service locations. At the end of seven (7)
years or such longer period as required by applicable laws, Provider may destroy Enrollee records by
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shredder. The requirements of this section shall survive the termination of this Agreement. After
termination of this Agreement, MHN and Payors shall continue to have access to the Provider’s
records as necessary to fulfill the requirements of this Agreement and to comply with all applicable
laws, rules and regulations.

2.13 Professional Liability and Other Insurance. Facilities and physician providers shall maintain
professional liability insurance equal to amounts sufficient for their anticipated risk, but at least in the
amounts of one million dollars ($1,000,000) per claim and three million dollars ($3,000,000) in the
aggregate of all claims per policy year; non-physician providers shall maintain professional liability
insurance equal to one million dollars ($1,000,000) per claim and one million dollars ($1,000,000)
in the aggregate of all claims per policy year. All insurance policies maintained to provide the
coverages required herein shall be issued by insurance companies authorized to do business in the
state in which work is performed, and by companies rated, at a minimum, "A - VII" by A.M. Best.
Provider shall deliver to MHN prior to the effective date of this Agreement, certificates of
insurance or other evidence of insurance reasonably satisfactory to MHN indicating that this
insurance is in effect and naming MHN as an additional insured, if possible. MHN shall be
provided not less than thirty (30) calendar days advance written notice prior to any cancellation, non-
renewal or material change in this coverage. Provider also shall maintain a policy or program of
comprehensive general liability insurance (or other risk protection) with minimum coverage including
a Combined Single Limit Bodily Injury and Property Damage Insurance of not less than one million
dollars ($1,000,000) per claim, and Provider's employees shall be covered by Workers' Compensation
Insurance in an amount and form meeting all requirements of applicable provisions of the California
Labor Code or similar state laws and/or regulations.

2.14 Non-Discrimination. Provider shall provide or arrange for the provision of Covered Services to
Enrollees in the same manner as services are provided to or arranged for all other patients and/or
clients of Provider. The quality of Covered Services shall be no less than the quality of services
provided to other patients and/or clients. Provider shall not discriminate against Enrollees on the
grounds that the Enrollee files a complaint against either Provider or MHN, or because of the
Enrollee’s race, color, national origin, ancestry, religion, sex, marital status, sexual orientation, age,
income level, physical handicap, medical or mental health condition or on the basis of health
maintenance organization membership.

2.15 Reporting Changes of Provider Information. Provider shall notify MHN, in writing, at least thirty
(30) calendar days prior to any change in Provider’s and/or Group Member’s address, business
telephone number, office hours, tax identification number, bilingual language abilities, professional
license number and, if applicable, Drug Enforcement Agency registration number. Provider Group
shall notify MHN of additions and deletion to their Group membership 30 calendar days prior to a
change or as soon as reasonably possible. New Group Members shall be subject to MHN’s
credentialing requirements as described in Section 2.16 of this Agreement. Provider Groups shall
submit to MHN a complete roster of their membership upon request.

2.16 Credentialing Requirements. Provider and/or Group Members as applicable shall, prior to providing
services under this Agreement, meet MHN’s credentialing requirements in effect at the time this
Agreement is executed for each line of business of MHN as set forth in this Agreement, including
CHAMPUS certification. Provider acknowledges that credentialing requirements may be modified
from time to time by MHN as new laws, regulations and other conditions arise and agrees to comply
with any new credentialing requirements as a material condition of this Agreement. Facility providers
also must establish and follow their accrediting agency’s approved procedures for granting of
admitting/attending privileges to physicians. In the event that such procedures are modified in any
way, Provider shall notify MHN of such modification. Upon expiration and renewal, Provider and/or
Group Member shall send to MHN’s Credentialing Department updated copies of Provider’s and/or
Group Member’s license, professional liability insurance and, if appropriate, DEA and/or
accreditation certificate. In the event that at any time during the term of this Agreement Provider
and/or Group Member fails to meet the then current credentialing requirements of MHN and/or of any
accrediting agency, MHN may terminate this Agreement or a Group Member’s Participating Provider
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status as provided in Section 5.

License Requirements. Provider and/or Group Members shall maintain all appropriate licenses,
certifications and standards required by applicable state and federal laws.

Non-Solicitation. Neither Provider nor any entity or person associated with Provider shall solicit
Enrollees on behalf of any other health plan in any way, including: (a) use of membership lists; (b)
letters to Enrollees; and (c) any other solicitation of Enrollees. Such solicitation shall be a material
breach of this Agreement.

Requirements for Submission of Claims by Provider. Claims for payment shall be paid only if
submitted to MHN or its designee within ninety (90) days, or in accordance with applicable state
regulations. Provider shall not seek payment for claims submitted after this period from MHN or
Enrollees, in the event that MHN does not pay for a claim not timely submitted. Notwithstanding the
foregoing, in the event that MHN denies a claim submitted after the 90-day deadline on the basis that
it was not submitted timely, upon demonstration by Provider of good cause for the delay through the
provider dispute resolution process, MHN will adjudicate the claim as if it were timely submitted.
Forms used in submitting claims shall be in a format approved by MHN (generally, CMS (HCFA)
1500, CHAMPUS 500 or 501 and UB-92 forms are in an approved format). Claims shall include the
following information: date(s) of service, patient name, Enrollee identification number or military
identification number, sponsor’s identification number, referring physician’s names and license
number, number of service units, diagnosis, billed dollar amount, Copayment amount (if applicable),
CPT Code and procedure description.

Clinical Laboratory Improvement Act. If Provider provides laboratory services, Provider represents
and warrants that such services are in compliance with the Clinical Laboratory Improvement Act
(“CLIA”) at such time as Centers for Medicare & Medicaid Services (“CMS”) mandates enforcement
of the provisions of CLIA.

Referrals and Admissions to Non-Participating Providers. In the event a Provider determines that a
Medically Necessary Covered Service required by an Enrollee is not available from a Participating
Provider, Provider agrees to contact MHN before referring the Enrollee to a Non-Participating
Provider, or, in the case of any Emergency Care, no later than the next business day, and will only
refer to such Non-Participating Provider who Provider reasonably believes meets the credentialing
standards established by MHN.

Facility and Participating Provider Groups. Facility (except where facility’s contracted rate includes
professional fees) and Participating Provider Groups agree that no physician or other Mental Health
Care provider who is or becomes associated with such facility or Participating Provider Group, shall
be allowed to render Covered Services to Enrollees, unless or untii MHN has approved and
contracted with such provider. Provider understands and agrees that MHN shall be free to deny
participation under this Agreement to any such providers without any obligation to: (a) state a cause
or provide an explanation for denying such addition; or (b) provide such provider with any right to
appeal or any other due process.

Eligibility Determinations. Except for Emergency Care, Provider shall verify eligibility of Enrollees
before providing Covered Services (and within 24 hours of Emergency Care). MHN shall make a
good faith effort to confirm the eligibility of any Enrollee. Provider shall not hold MHN or the Payor
financially responsible for services rendered to any person who was not eligible for benefits as
determined by MHN or Payor.

Utilization Management Program. Provider agrees to participate in and cooperate fully with the
provisions of and all decisions rendered in connection with MHN's Utilization Management Program.
Provider agrees to render Covered Services at the most appropriate and least restrictive level of
treatment, supply or care (including levels of acute care as determined by the clinical status of the
Enrollee) which can safely be provided to the Enrollee, consistent with professionally recognized
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standards of practice. For hospitalization, this means that the Enrollee requires acute care as an
inpatient due to the nature of the services the Enrollee is receiving, or the severity of the Enrollee's
condition, and that safe and adequate care cannot be received as an outpatient or at a less restrictive
setting.

Quality Improvement Program. The quality of Covered Services rendered to Enrollees shall be
monitored under MHN’s Quality Improvement Program, as modified from time to time upon forty
(45) business days prior written notice in the case of material changes not required to comply with
state or federal law or accreditation entities, and Provider agrees to participate in and cooperate fully
with such Quality Improvement Program and to comply with decisions rendered by MHN in
connection therewith. Provider agrees to provide medical and other records within five (5) calendar
days of receipt of written notice, at Provider’s own expense, and review data and other information as
may be required or requested under such Quality Improvement Program, including reporting in
accordance with, but not limited to, the current Health Plan Employer Data and Information Set, or its
successor. In the event that Provider's performance, including, but not limited to, its structures,
processes or outcomes, is found unacceptable under any Quality Improvement Program, MHN shall
give written notice to Provider to correct such deficiencies within the time period specified in the
notice. Provider shall correct such deficiencies within that time period. In the event that Provider
fails to correct such deficiencies to the satisfaction of MHN, MHN may terminate this Agreement as
provided in Section 5.

Regulatory and Accreditation Surveys. Provider shall participate in and assist MHN with any review
conducted by a regulatory agency or any accreditation survey or study.

Member Harmless. Provider agrees that, in no event, including, but not limited to, non-payment by
MHN or Payor, insolvency of MHN or Payor, or breach of this Agreement, shall Provider bill,
charge, collect a deposit from, seek remuneration or reimbursement from, or have any recourse
against Enrollees, the State of California or persons or entities other than MHN or Payor for Covered
Services provided under this Agreement, except for any applicable Copayment by Enrollee under a
particular Benefit Plan.

Provider further agrees that: (a) this provision shall survive termination of this Agreement regardless
of the cause giving rise to the termination and shall be construed to be for the benefit of Enrollees; and
(b) this provision supersedes any oral or written contrary agreement existing or hereafter entered into
between Provider and Enrollees or persons acting on their behalf. Any modification, addition or
deletion of or to the provisions of this clause shall not be effective on a date earlier than fifteen (15)
days after the applicable state regulatory agency has received written notice of such proposed change
and has approved such changes.

Reimbursement of Overpayments. In the event that MHN determines that, in reimbursing a claim for
provider services, the Provider has been overpaid, and then notifies Provider in writing through a
separate notice within 365 days of the overpayment identifying the amount of the overpayment,
Provider shall reimburse MHN within 30 working days of receipt by Provider of the notice of
overpayment unless such overpayment or portion thereof is contested by the Provider, in which case
MHN shall be notified, in writing, within 30 working days. The notice that an overpayment is being
contested shall identify the portion of the overpayment that is contested and the specific reasons for
contesting the overpayment. In the event the Provider fails to make payment of any undisputed
amounts after two written notices, MHN will send a third notice stating that the undisputed amounts
owed may be offset against future payments. When offsetting against future payments, MHN will
identify the specific claim and amount that is being used to offset.

MHN'’S Obligations.

3.1

Compensation to Provider. In consideration of the Medically Necessary Covered Services that
Provider renders to Enrollees hereunder, MHN shall reimburse Provider in accordance with the
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following provisions and the Addenda hereto. Where any Addendum sets forth a provision that is
inconsistent with the following provisions, the terms of the Addendum shall govern.

Notwithstanding any provision in the Agreement to the contrary, where MHN pays a Participating
Provider Group or facility on a fee-for-service, all-inclusive per diem, program or capitated rate
basis, and the Participating Provider Group or facility is responsible for payment of professional
services, Provider shall look only to the Participating Provider Group or facility for payment of
Covered Services rendered to Enrollees.

3.1.1  Rate of Compensation. Provider shall accept as payment in full for Medically Necessary
Covered Services rendered to Enrollees hereunder the lesser of billed charges or the
amounts payable by Payor as set forth in Addendum M or the rate schedule referenced in the
Addendum or Addenda to the Agreement that applies to the Covered Service, less
Copayments payable solely by Enrollees in accordance with the applicable Benefit Plan.

3.1.2  Exclusive Compensation by Payor. In the event that Payor fails, for whatever reason, to pay
for Covered Services, the Enrollee receiving such services shall not be liable to Provider for
sums owed by Payor under this Agreement, and Provider shall not maintain an action at law
or initiate collection efforts against such Enrollee to collect such sums. Provider shall not
charge Enrollee a fee for Covered Services other than the Copayments allowed under the
applicable Benefit Plan. MHN shall take appropriate action upon notice that a surcharge is
made in contravention of this Section.

MHN shall not be under any obligation to pay Provider for any claim, payment of which is
the responsibility of another Payor under a particular Benefit Plan. However, in the event
that Payor fails to pay Provider, MHN shall use reasonable efforts to assist Provider in
obtaining such payment.

Neither an Enrollee nor Payor shall be liable for payment for (1) any service which is
determined by MHN to be not Medically Necessary, (2) any service for which Prior
Authorization of coverage and/or Primary Care Physician Referral is required under the
applicable Benefit Plan as a prerequisite of coverage but which is not obtained, or (3) any
service which is otherwise not covered under the Enrollee’s Benefit Plan, except as
otherwise provided in Section 2.5.

3.1.3 Time Requirements for Payment by MHN. Payor shall pay Provider within thirty (30)
business days of receipt by Payor of a completed Clean Claim for Covered Services (45
business days in the case of HMO claims). Payor shall process all “unclean” claims within
thirty (30) business days of their being made “clean”. As used in this paragraph, a Clean
Claim is one that is accurate, complete (i.e., inclusive of all information necessary to
determine Payor liability), not a claim on appeal, and not contested (i.e., not reasonably
believed to be fraudulent and not subject to a necessary release, consent or assignment).
Provider shall submit requests for adjustments and/or appeals regarding claim payments to
Payor within one hundred eighty (180) calendar days after the date of the payment of such
claim to Provider. In the event that Provider fails to appeal a claim within such time period,
Provider shall not have the right to appeal such claim.

3.1.4  Upon rejecting a claim from Provider or an Enrollee, and upon their demand, MHN will
disclose the specific rationale used in determining why the claim was rejected.

3.2 Monitor Quality Management. MHN shall monitor Provider’s quality management activities and
compliance with MHN’s quality management policies and procedures. MHN also shall monitor
Provider’s compliance with its credentialing, recredentialing and disciplinary policies and procedures.

3.3 Grievances and Appeals. MHN shall have primary and final responsibility for administering Enrollee
and Provider grievances and appeals as described in MHN’s policies and procedures and the Provider
Manual.
10
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34 Marketing. MHN and its designees shall conduct marketing, advertising and publicity relative to the
solicitation of Benefit Plans as it deems necessary in MHN’s sole discretion. Nothing in this
Agreement shall be construed to require MHN to market the services of Provider or to refer a
minimum or maximum number of Enrollees to Provider.

35 Adjudication and Payment of Provider Claims. Payor shall process and reimburse Provider’s claims
for Covered Services provided to Enrollees consistent with its claims procedures, medical policies
and terms of the pertinent Benefit Plan.

3.6 Right of Set-off. In relation to any collection and payment of monies owed by Provider to Payor,
Payor shall have the right to set-off any payments owed to Provider against any funds owing by
Provider to MHN.

4. Term. This Agreement will have an initial term beginning on the Effective Date indicated on the signature
page through September 30 of the following calendar year. The Agreement will renew automatically on
October 1 of the following year and October 1 every year thereafter for successive one-year terms, unless either
party notifies the other party at least ninety (90) calendar days prior to the scheduled renewal date of such
party’s intent not to renew this Agreement, or otherwise terminated as provided in Section 5.

5. Termination Provisions.

51 Termination by Either Party Without Cause. This Agreement may be terminated without cause by
either party at any time upon ninety (90) calendar days prior written notice to the other party. In the
event that MHN provides Provider with such notice, MHN may, at its option, begin to transition
Enrollees immediately under this Agreement to another Participating Provider.

52 Immediate Termination. This Agreement shall immediately terminate upon notice to the affected
party in the event of the occurrence of any of the following:

5.2.1  Either party’s violation of law or regulation pertinent to this Agreement, upon notice of said
violation;

5.2.2  any act or conduct for which any of Provider’s license, certifications or accreditation, to
provide Covered Services may be revoked or suspended or for which Provider’s ability to
provide Covered Services in accordance with this Agreement is otherwise materially
impaired;

5.2.3  Provider’s failure to comply with MHN’s Utilization Management Program, Quality
Improvement Program, Benefit Plans, quality management policies, utilization management
policies, credentialing criteria, medical policies, grievance and appeal procedures, or a
determination of MHN’s Medical Directors or designee;

5.2.4  any misrepresentation or fraud by either party, upon notice to such party;

525  Provider’s failure to maintain professional liability insurance in accordance with this
Agreement; or

5.2.6  MHN's determination that the health, safety or welfare of any Enrollee may be in jeopardy if
this Agreement is not terminated.

53 Termination by Either Party Due to Material Breach of Agreement. Except as otherwise set forth
above, this Agreement may be terminated by either party upon thirty (30) calendar days prior written
notice to the other party if the party to whom notice is given is in material breach of any provisions of
this Agreement. MHN may not terminate a Provider’s Agreement on the grounds that Provider i)
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advocated on behalf of a member; ii) filed a complaint against MHN; iii) appealed a decision of
MHN; or iv) requested a review or challenged a termination decision. The party claiming the right to
terminate will set forth in the notice of intended termination the facts underlying the claim that the
other is in breach of this Agreement. Remedy of the breach to the satisfaction of the party giving
notice, within thirty (30) calendar days of receipt of notice, will nullify the intended termination and
will revive this Agreement for the remaining term. In the event that such breach is not remedied to the
satisfaction of the party giving notice within such 30-day period, such termination shall be effective
immediately upon the expiration of any applicable notice periods.

54 Termination by Change in Law or Regulation. This Agreement may be terminated by a change in law
or regulation or a judicial interpretation thereof, which renders the terms of this Agreement illegal or
unenforceable. Termination under this paragraph shall be effective on the effective date of the change
in law or regulation, or judicial interpretation thereof.

55 No Further Force or Effect after Termination. Except as otherwise specified within this Agreement,
following the effective date of termination, this Agreement will be of no further force or effect. Each
party will remain liable for any obligations or liabilities arising from activities occurring prior to the
effective date of termination.

5.6 Continuation of Certain Services. If any Enrollees are receiving Covered Services as of the date of
termination of this Agreement (with or without cause), Provider will continue to arrange for the
provision of Covered Services to those Enrollees in accordance with the terms of this Agreement until
MHN arranges for alternative treatment, which will be arranged as soon as practicable, but in no
event, beyond the termination date of the Enrollee’s coverage under the pertinent Benefit Plan.
Provider further agrees that in the event of MHN’s and/or the applicable Payor’s insolvency or other
cessation of operations, benefits to Enrollees will continue until the effective date of the Enrollee’s
coverage in a successor plan selected through either open enrollment or the allocation process.
Compensation for such Covered Services shall be at the rates contained in the applicable Addendum.

In the event that MHN terminates this Agreement for reasons other than quality of care concerns,
Enrollees may request continuity of care from Provider for a period of up to ninety (90) calendar days
(or additional time if required by applicable state or federal laws or regulations), for Medically
Necessary care for treatment of acute or serious chronic conditions. Such period may be longer if
necessary to facilitate an appropriate transition to another provider, as determined by MHN, in
consultation with Provider, consistent with good professional practice. Provider agrees to be subject
to the same contractual terms and conditions that are imposed herein, including, but not limited to,
rates, credentialing, hospital privileging, utilization review, peer review and quality assurance
requirements. In the event that Provider does not agree to and/or comply with such requirements,
MHN shall not be obligated to continue Provider’s services beyond the termination date.

5.7 Transfer of Enrollees after Termination. Upon notice of termination of this Agreement, MHN will
provide notice of such termination to Enrollees who are receiving a course of treatment from
Provider. Provider agrees to cooperate in an orderly transfer of Enrollees to other designated health
care providers to protect the medical and mental health needs of Enrollees in the transfer. MHN will
direct to whom this transfer is to be made.

5.8 Termination with Respect to Any Line of Business or Affiliate. MHN may terminate this Agreement
with respect to any line of business or Affiliate upon thirty (30) calendar days prior written notice to
Provider. Such termination shall not affect any other line of business or Affiliate.

6. Confidentiality Provisions. The parties hereby agree to hold all confidential or proprietary information or trade
secrets of each other in trust and confidence and agree that such information shall be used only for the purposes
contemplated herein, and shall not be used for any other purpose. Specifically, Provider acknowledges that the
names, addresses and other identifying information concerning Enrollees, employers and other groups
contracting with MHN constitute confidential information which derives independent economic value from not
being generally known or readily accessible to others who can obtain economic value from its disclosure or
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use. Moreover, it is understood that Provider and MHN shall release Enrollee-related behavioral health
information and records that contain individual identifying information and Provider-specific information only
in accordance with applicable state and federal laws. Provider also shall keep strictly confidential all
compensation arrangements set forth in this Agreement and its addenda.

Notwithstanding the above, Provider agrees to maintain for each Enrollee, who obtains services, a consolidated
medical record which shall meet generally acceptable professional standards and applicable legal and MHN
requirements, and document all services provided to Enrollees by Provider. Such information shall be
maintained by the parties hereto pursuant to procedures designed to protect the confidentiality of patients'
medical records in accordance with applicable state and federal requirements, recognized standards of
professional practice and MHN’s policies and procedures. This provision shall survive termination of this
Agreement.

For California providers, nothing in this provision or this Agreement shall be construed to prohibit,
condition, or in any way restrict the disclosure of claims data related to health care services provided to an
Enrollee, member or subscriber of MHN, to a qualified entity, as defined in Section 1395kk(e)(2) of Title
42 of the United States Code. All disclosures of data made under this provision shall comply with all
applicable state and federal laws for the protection of the privacy and security of the data, including, but not
limited to, the federal Health Insurance Portability and Accountability Act of 1996 (Public Law 104-191)
and the federal Health Information Technology for Economic and Clinical Health Act, Title XIII of the
federal American Recovery and Reinvestment Act of 2009 (Public Law 111-5), and implementing
regulations.

7. Audit Rights. To the extent permitted by applicable laws and regulations, MHN and state and federal
governmental departments, agencies, authorities and peer review organizations, shall have the right to conduct,
at reasonable times, upon reasonable advance notice, financial audits, medical audits and evaluations of
Provider’s records and facilities with respect to services provided under this Agreement. In conducting any
medical audit, MHN shall not be entitled to examine medical or mental health records of patients who are not
Enrollees. Provider shall furnish copies of financial, medical and mental health records, when requested by
MHN for the purpose of an audit, at no charge to MHN.

8. Mandatory Arbitration. The parties agree to meet and confer in good faith to resolve any problems or disputes
that may arise under this Agreement. Such negotiation shall be a condition precedent to the filing of any
arbitration demand by either party.

The parties agree that any controversy or claim arising out of or relating to this Agreement (and any previous
agreement between the parties if this Agreement supersedes such prior agreement) or the breach thereof,
whether involving a claim in tort, contract or otherwise, shall be settled by final and binding arbitration in
accordance with the provisions of the American Arbitration Association. The parties waive their right to a jury
or court trial.

The arbitration shall be conducted in the state where the Provider practices. A single, neutral arbitrator who is
licensed to practice law shall conduct the arbitration. The complaining party serving a written demand for
arbitration upon the other party initiates these arbitration proceedings. The written demand shall contain a
detailed statement of the matter and facts supporting the demand and include copies of all related documents.
MHN shall provide Provider with a list of three neutral arbitrators from which Provider shall select its choice
of arbitrator for the arbitration. Each party shall have the right to take the deposition of one individual and any
expert witness designated by another party. At least thirty (30) days before the arbitration, the parties must
exchange lists of witnesses, including any experts (one of each for MHN and Provider), and copies of all
exhibits to be used at the arbitration. Arbitration must be initiated within 6 months after the alleged
controversy or claim occurred by submitting a written demand to the other party. The failure to initiate
arbitration within that period constitutes an absolute bar to the institution of any proceedings.

Judgment upon the award rendered by the arbitrator may be entered in any court having competent jurisdiction.
The decision of the arbitrator shall be final and binding. The arbitrator shall have no authority to make material
errors of law or to award punitive damages or to add to, modify or refuse to enforce any agreements between
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10.

11.

12.

13.

14.

15.

16.

the parties. The arbitrator shall make findings of fact and conclusions of law and shall have no authority to
make any award that could not have been made by a court of law. The prevailing party, or substantially
prevailing party’s costs of arbitration, are to be borne by the other party, including reasonable attorney’s fees.

Relationship of Parties. MHN and Provider are independent contractors in relation to one another and no joint
venture, partnership, employment, agency or other relationship is created by this Agreement. Neither MHN
nor Provider is authorized to represent the other for any purposes. Neither of the parties hereto, nor any of
their respective officers, agents or employees shall be construed to be the officer, agent or employee of the
other party.

Indemnification of Parties. Neither Provider nor MHN (nor any of their respective agents, officers or
employees) shall be liable to the other for any acts or omission of the other party. Provider agrees to
indemnify, defend and hold harmless MHN, its agents, officers and employees from and against any and all
liabilities, losses, damages, claims and expenses of any kind, including costs and legal fees, incurred in
connection with claims for damages of any nature whatsoever, including but not limited to, bodily injury, death,
personal injury or property damage arising from or in connection with the Provider’s performance of, or failure
to perform its duties and obligations under this Agreement. Likewise, MHN agrees to indemnify, defend and
hold harmless Provider, its agents, officers and employees from and against any and all liabilities, losses,
damages, claims and expenses of any kind, including costs and legal fees, incurred in connection with claims
for damages of any nature whatsoever, including but not limited to, bodily injury, death, personal injury or
property damage arising from or in connection with the MHN’s performance of, or failure to perform its duties
and obligations under this Agreement.

No Third Party Beneficiary. Nothing in this Agreement is intended to be construed or deemed to create any
rights or remedies in any third party beneficiary, including an Enrollee.

No Notice to Beneficiaries. Provider and MHN reserve the right to amend this Agreement and any of its
provisions, to waive any rights granted to either party hereunder, and to terminate this Agreement without
notice or consent of any Enrollee.

Governing Law. This Agreement shall be governed by the laws of the state in which Provider practices, except
where otherwise required by federal law, such as CHAMPUS business which shall be governed by federal law
in general and specifically by CHAMPUS Regulations (found at DoD 6010.8-R), and the
CHAMPUS/TRICARE Operations Manual and Policy Manual.

Knox-Keene Health Care Service Plan Act of 1975. (California only). Managed Health Network, one of the
Affiliates of MHN, Inc., is subject to the requirements of the Act as amended and the regulations promulgated
thereunder, and any provision required to be in this Agreement by either of the above shall bind Managed
Health Network whether or not provided herein, and Provider, in turn, shall be similarly obligated to the extent
that such obligations are to be performed by Provider under this Agreement.

Amendments. All amendments to this Agreement proposed by Provider must be agreed to in writing in
advance of the effective date by MHN. Any material amendments to this Agreement proposed by MHN will
be deemed effective upon the expiration of forty-five (45) business days’ written notice to Provider of the
proposed amendment unless, within such 45-day period, Provider notifies MHN in writing of Provider’s
rejection of the requested amendment. Amendments required because of legislative, regulatory, accreditation
or legal requirements, as well as non-material changes, are not subject to this 45-day requirement and will be
effective immediately on the proposed effective date thereof.

Separate Obligations. The rights and obligations of MHN under this Agreement shall apply to each Affiliate
listed on Addendum A to this Agreement only with respect to the Benefit Plans provided or administered by
such Affiliate. No such Affiliate shall be responsible for the obligations of any other Affiliate under this
Agreement with respect to the other Affiliate’s Benefit Plans. In no event shall MHN or an Affiliate be
responsible for any payment that is the financial responsibility of another Payor, and Provider shall seek
compensation for such services only from the applicable Payor.
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17.

18.

19.

20.

21.

22.

23.

24,

Non-Exclusive Contract. This Agreement is non-exclusive and shall not prohibit Provider and MHN from
entering into agreements with other health care providers or purchasers of health care services.

Entire Agreement. This Agreement supersedes any and all other agreements, either oral or written, between the
parties with respect to the subject matter hereof, and no other agreement, statement or promise relating to the
subject matter of this Agreement will be valid or binding.

Addenda. All addenda mentioned in the body of this Agreement are hereby incorporated by reference as if set
forth in full herein.

Assignment. Provider may not assign this Agreement, or delegate or subcontract any duties, rights and
obligations under this Agreement, to any other person or entity. For purposes of the Agreement, any effective
changes in control of ownership of Provider, including sale of stock of Provider or sale of all or substantially
all assets of Provider shall be construed hereunder as an assignment and thus require MHN’s prior written
consent. MHN shall have the right to sell, transfer, convey or assign this Agreement to any successor,
subsidiary, parent or Affiliate and such assignee shall acquire all of the rights, duties and obligations of MHN
as set forth herein.

Notice. Any notice required under this Agreement will be given in writing and sent by certified mail, return
receipt requested or overnight courier to the applicable address appearing on the signature page of this
Agreement. Any changes to these addresses shall be designated by notice.

Severability. The provisions of this Agreement are severable. If any provision of this Agreement is held to be
invalid, illegal or otherwise unenforceable in any jurisdiction, the holding shall not affect the remaining
provisions of this Agreement and shall not in any other jurisdiction, unless the effect of the severance would be
to substantially alter this Agreement or the obligations of the parties hereto, in which case, this Agreement may
be immediately terminated pursuant to Section 5.4.

Waiver of Breach. The waiver of any breach of this Agreement by either party hereto will not constitute a
continuing waiver or a waiver of any subsequent breach of either the same or any other provision of this
Agreement.

Insolvency. For California providers, in the event of MHN’s insolvency, any provision of this Agreement
inconsistent with Health & Safety Code Section 1394.8© will be void.
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ADDENDUM A

MHN, INC. AND AFFILIATES

Upon execution of this Agreement, the Affiliates primarily using this Agreement include, but are not limited to, the
following: Health Net Federal Services, LLC; .and any other Affiliate as defined in Section 1.1 of this Agreement.
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ADDENDUM B-F
N/A

ADDENDUM G
TRICARE PROGRAM

This Agreement (“Agreement”) is made between Managed Health Network, Inc. (“MHN”) and (“Provider”) and
entirely supercedes the terms of prior Agreements as respect to Provider’s provision of Contracted Services to
Beneficiaries enrolled in the TRICARE Program. For purposes of this Agreement, Health Net Federal Services,
LLC (“HNFS”) a wholly-owned subsidiary of Centene Corporation is made a party to the Agreement.

RECITALS

A Provider has the legal authority to enter into this Agreement, and to deliver or arrange for the
delivery of Contracted Services.

B. HNFS has the legal authority to enter into this Agreement and to perform the obligations of HNFS
hereunder with respect to the TRICARE Program.

C. The parties desire to enter into this Agreement to arrange for Provider to participate in HNFS'
network of providers that render Contracted Services to Beneficiaries of the TRICARE Program.

AGREEMENT
DEFINITIONS

The following terms are capitalized throughout this Agreement to indicate that they are defined as set forth in this
Section.

1.1 Beneficiary. A person who is properly enrolled in and/or eligible to receive Covered Services under the
TRICARE Program at the time services are rendered.

1.2 Clean Claim. A Clean Claim means a request submitted to HNFS by Provider for payment of Contracted
Services that may be processed by HNFS: (i) without obtaining additional information from Provider or
from a third party; (ii) without requiring special treatment or (iii) when HNFS has no reason to believe that
the claim has been submitted fraudulently. The specific data elements required for a claim to be deemed a
Clean Claim are included in HNFS Policies and may be modified from time to time by HNFS in its sole
discretion with notice to Provider.

1.3 Contracted Services. All Covered Services that are (a) within the appropriate scope of practice of
Provider and (b) provided to a Beneficiary under the terms of the TRICARE Program in effect at the time
services are rendered and (c) compensated in accordance with this Agreement. Contracted Services shall
not include Excluded Services.

1.4 Coordination of Benefits (COB). The allocation of financial responsibility between two or more payors
of health care services, each with a legal duty to pay for or provide Covered Services to a Beneficiary at the
same time.

1.5 Cost-Share. The amount a Beneficiary must pay for covered inpatient and outpatient services (other than

the Deductible, the annual TRICARE Prime enrollment fee, the balance billing amount, or disallowed
amounts) as set forth in 32 C.F.R. §§199.4, 1995, and 199.17. Under TRICARE, Cost-Shares are
expressed in one of two ways: coinsurance, whereby the Beneficiary’s Cost-Share is expressed as a
percentage of allowed charges; and copayment, whereby the Beneficiary’s Cost-Share is expressed as a
predetermined, fixed amount.

1.6 Covered Services. The health care services, equipment and supplies that are covered under the TRICARE
Program.
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1.7

1.8

1.9
1.10

1.11

1.12

1.13

1.14

1.15

1.16

1.17

1.18

Deductible. The amount of money that a Beneficiary must pay before the TRICARE Program pays certain
benefits for Covered Services. Deductibles do not include Cost-Shares.

Emergency. The term “Emergency” shall mean a medical condition manifesting itself by acute symptoms
of sufficient severity, including but not limited to, severe pain, psychiatric disturbances and/or symptoms of
substance abuse such that a prudent layperson who possesses average knowledge of health and medicine
could reasonably expect the absence of immediate medical attention to result in: (a) placing the health of
the individual (and in the case of a pregnant woman, her health or that of her unborn child) in serious
jeopardy; (b) serious impairment to bodily functions, or (c) serious dysfunction of any bodily organ or part.

Emergency Services. Covered Services that are needed immediately because of an Emergency.

Excluded Claim. A claim retained while being developed for missing or discrepant information that cannot
be obtained from in-house sources; a third party liability claim requiring development; a claim requiring
Government intervention; or a claim requiring interface with other contractors.

Excluded Services. Those health care services, equipment and supplies that are determined by HNFS not
to be Covered Services under the TRICARE Program in effect at the time Contracted Services are rendered
and for which Provider may bill the Beneficiary.

Facility(ies). All service locations operated or subcontracted by Provider at the time that Contracted
Services are provided under this Agreement.  Provider’s service locations and their respective
accreditations/certifications as of the date this Agreement is executed by the parties are listed on the
signature page of this Agreement. Provider shall update the listing of service locations and
accreditations/certifications on the signature page of this Agreement as changes, additions or deletions
occur, but failure to update shall not be deemed or construed to exclude any service location from the
definition of Facilities under this Section.

Group Providers. The physicians and allied health professionals who contract with Provider, or are
employed by Provider, to provide Covered Services to Beneficiaries, when Provider is not an individual
practitioner (i.e., when Provider is not a natural person).

HNES. A network of managed health care delivery or indemnity companies, owned, controlled,
controlling, under common control with, managed or administered in whole or in part now or hereafter, by
Centene Corporation, its successors and assigns.

HNFES Policies. The policies, procedures and programs established by HNFS and applicable to Network
Providers in effect at the time Contracted Services are rendered, including without limitation HNFS’s
grievance and appeal procedures, provider dispute and/or administrative review process, drug formulary or
preferred drug list, fraud detection, recovery procedures, eligibility verification, payment and coding
guidelines, anti-discrimination requirements, medical management programs, TRICARE Program
requirements, and the Network Provider Manual. The medical management program includes HNFS’s
credentialing, utilization management, quality improvement, peer review, medical and other record reviews,
outcome rate reviews, Prior Authorization, Referral and other policies related to the rendition by Network
Providers of Covered Services to Beneficiaries.

Inpatient Services. Those Covered Services which include, but are not limited to: (a) bed and board; (b)
medical, nursing, surgical, pharmacy and dietary services; (c) all diagnostic and therapeutic services
required by Beneficiary when ordered by an attending physician with appropriate medical and clinical staff
privileges; (d) use of Facilities, and medical, mental health, social, and discharge planning services required
for the provision of Covered Services; (e) drugs while an inpatient, take-home drugs, implants, supplies,
appliances and equipment; (f) transportation services subsequent to admission and prior to discharge
required in providing Covered Services; (g) services, including but not limited to, diagnostic testing or
Emergency Services rendered within three (3) days at the hospital prior to a Beneficiary’s admission as an
inpatient, which are related to the condition for which the Beneficiary is admitted and (h) observation
services.

Institutional Provider. The facilities, organizations, systems and other health care entities which are not
Professional Providers, but are owned, or contracted by, or managed by Provider and which have been
accepted by HNFS to provide Contracted Services to Beneficiaries.

Medically Necessary. Those Covered Services which are determined under the applicable Utilization
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1.19

1.20
1.21

1.22

1.23

1.24

Management Program to be:

(@) Appropriate and necessary for the symptoms, diagnosis or treatment of a medical condition;

(b) Provided for the diagnosis or direct care and treatment of a medical condition;

(c) Within standards of good medical practice within the organized medical community of the treating
provider;

(d) Not primarily for the convenience of the Beneficiary or the treating provider;

(e) Consistent with HNFS Policies and TRICARE Regulations; and

(f) The most appropriate and cost-effective service or supply consistent with generally accepted medical
standards of care. For inpatient stays, this means that acute care as an inpatient is necessary due to the
kind of services the Beneficiary is receiving or the severity of the Beneficiary's condition, and that safe,
cost-effective and adequate care cannot be received as an outpatient or in a less intensive medical
setting.

Medicare Eligible. A Beneficiary age sixty-five (65) or older or a disabled Beneficiary under age sixty-
five (65) who is eligible for care under Parts A and B of the Medicare entitlement program.

Military Treatment Facility (MTF). A military hospital or clinic.

National Quality Monitoring Contractor (NOMC). A NQMC is a national, external, independent, and
impartial peer review contractor responsible for oversight of review related activities conducted under the
TRICARE Program, including responsibility for provision of reconsideration, review of concurrent review
denial determinations and appeal of reconsiderations of underwritten contractor review decisions.

Network Provider. A Facility, physician, physician organization, other health care professional, supplier,
or other entity engaged in the delivery of health care services which are licensed and/or certified as required
under applicable federal and state law and which has been duly credentialed by HNFS and has, or is
governed by, an effective written agreement directly with HNFS, or indirectly through another entity, such
as another Network Provider, to provide Covered Services.

Network Provider Manual. Manuals and/or handbooks provided by the TRICARE Program or HNFS for
Network Providers in the HNFS TRICARE Program. The Network Provider Manual will be updated from
time-to-time as well as through provider newsletters, bulletins or supplemental manuals or handbooks.

Organizational Provider. When Provider is other than an individual practitioner

1.25

1.26

1.27

1.28

1.29

1.30

131

Outpatient Services. Those services generally and customarily provided at a Facility to a Beneficiary who
is not admitted to an inpatient facility, including without limitation, Emergency Services, observation,
outpatient and short stay surgery, day program, clinic care, and related nursing, surgical, pharmaceutical,
dietary, diagnostic and ancillary services.

Preventive Care. Those Covered Services intended to remove or reduce disease risk factors and promote
early detection of disease or precursor states. Health education and behavior modification are two of the
most effective and economical means of disease control.

Primary Care Manager (PCM). A TRICARE Prime military/civilian network provider or network clinic
site, or clinic site at an MTF whose primary responsibility is to coordinate and manage the delivery of
Covered Services to Beneficiaries selected or assigned to such provider.

Prior Authorization. Prior approval by HNFS for the rendition of Covered Services that may be required
under the TRICARE Program or a HNFS Policy.

Professional Provider. The physicians, allied health professionals and other health care providers who
contract with Provider, or are employed by Provider, and who have been accepted by HNFS to provide
Contracted Services to Beneficiaries.

Quality Management and Improvement Program. The functions, including, but not limited to,
credentialing and certification of providers, recredentialing and recertification of providers, review and
audit of medical and other records, Health Plan Employer Data and Information Set (HEDIS) or similar
measure evaluations, outcome rate reviews, peer review and administrative review and grievance
procedures performed or required by HNFS, or any other person or entity designated by HNFS or the
Department of Defense, to review the quality of Covered Services rendered to Beneficiaries.

Referral. The written approval from the Beneficiary's PCM and usually for a specified number of visits,
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treatments, or period of time not to exceed one (1) calendar year, in relation to the diagnosis as indicated by
the Beneficiary’s PCM, required under a Utilization Management Program for a Beneficiary to receive
Covered Services from a physician (usually a specialist) or other health care professional or organization.

1.32 Retained Claim. A claim that contains sufficient information to allow processing to completion or for
which any missing information may be developed from in-house sources, including DEERS and contractor
operated or maintained electronic, paper, or film files.

1.33 Supplemental Health Care Program (SHCP). A program for U.S. military active duty personnel who are
referred to a civilian provider for care, usually for a specific test, procedure or consultation.

1.34 TRICARE Prime. An HMO-like option, provided as part of the TRICARE Program under 32 C.F.R.
8§ 199.17, where Beneficiaries elect to enroll in a voluntary enrollment program which provides TRICARE
benefits and enhanced primary and preventive benefits with nominal Beneficiary cost-sharing. TRICARE
Prime generally requires Beneficiaries to use a PCM located at either an MTF or from a TRICARE
contractor’s network.

1.35 TRICARE Prime Areas. A forty (40) mile radius around each (i) catchment area (i.e., geographic area
determined by the Assistant Secretary of Defense for Health Affairs that is defined by a set of five digit zip
codes, usually within an approximately forty (40) mile radius of a military inpatient treatment facility), (ii)
Department of Defense Base Realignment and Closure (BRAC) sites, and (iii) all additional areas or sites
designated by HNFS or the TRICARE Program.

1.36 TRICARE Prime Remote (TPR). Active duty service members (and family dependents, where
applicable) who are assigned to permanent duty stations that are not near sources of military medical care.

1.37 TRICARE Program (TRICARE). The Department of Defense’s managed health care program for U.S.
military active duty personnel, service families, retirees and their families, survivors, and other TRICARE-
eligible Beneficiaries purchased by the United States Government through the authorized agency pursuant
to Chapter 55 of Title 10 of the United States Code and the regulations promulgated thereunder. TRICARE
is a blend of the military’s direct care system of hospitals and clinics and civilian providers.

1.38 TRICARE Regulations. All applicable TRICARE regulations, operations manuals, system manuals,
policy manuals and reimbursement manuals, including, but not limited to: Title 10, United States Code,
Chapter 55; 32 C.F.R., Part 199; TRICARE Operations Manual (TOM); TRICARE Policy Manual (TPM);
TRICARE Reimbursement Manual (TRM); and TRICARE Systems Manual (TSM)

1.39 Urgent Care. Medically Necessary treatment that is required for illness or injury that would not result in
further disability or death if not treated immediately. The illness or injury does require professional
attention, and should be treated within twenty-four (24) hours to avoid development of a situation in which
further complications could result if treatment is not received.

1.40 Utilization Management Program.  The functions, including, but not limited to Prior Authorization,
Referral and prospective, concurrent and retrospective review, performed or required by HNFS, or any
other person or entity, to review and determine whether medical services or supplies which have been or
will be provided to Beneficiaries are covered under the TRICARE Program and are Medically Necessary.

REPRESENTATIONS AND DUTIES OF PROVIDER

2.1 Contracted Services. Provider shall provide Contracted Services to Beneficiaries in accordance with the
terms and conditions of the TRICARE Program and TRICARE Regulations. Provider shall be solely
responsible for the quality of Contracted Services rendered by Provider to Beneficiaries. In the event that
Provider is uncertain as to whether or not a service is a Contracted Service, Provider shall make reasonable
efforts to contact HNFS to obtain a coverage determination subject to Section 4.5 hereof prior to the
rendition of the service. If applicable, Provider shall render Preventive Care to Beneficiaries during each
office visit and document such Preventive Care in the medical record in accordance with external reporting
and accrediting bodies such as the National Committee on Quality Assurance (NCQA), The Joint
Commission (TJC), or the Utilization Review Accreditation Commission (URAC).

Notwithstanding the foregoing, Provider understands and agrees that HNFS does not have an obligation
under this Agreement to assign or refer to Provider any minimum number of Beneficiaries. HNFS has not
represented or guaranteed to Provider that any Beneficiaries shall receive Covered Services from Provider
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UPA 12 with TRICARE only PORTAL VERSION r 2017.doc



or that Provider shall participate in all networks offered by or through HNFS.

2.2 Representations, Warranties and General Obligations. Provider represents, warrants and agrees on

behalf of itself, and each of its Facilities and Professional Providers, as applicable, that:

2.2.1

2.2.2

2.2.3
2.2.4
2.2.5

2.2.6

2.2.7
2.2.8

229

2.2.10

2.2.11

2.2.12

2.2.13

2.2.14

2.2.15

2.2.16

Provider is licensed without restriction or limitation by the applicable state to provide Contracted
Services;

Provider operates and provides Contracted Services in compliance with all applicable local, state,
and federal laws, rules, regulations and institutional and professional standards of care;

Provider is a TRICARE-authorized and certified provider pursuant to 32 C.F.R. § 199.6;
Provider shall comply with all applicable TRICARE Regulations;

Provider, where applicable, holds a current DEA narcotic registration certificate and/or current
state narcotics license;

Provider shall maintain all required professional credentials and meet all continuing education
requirements necessary to retain Board certification or eligibility in Provider's area(s) of practice;

Provider shall participate on all claims and submit claims on behalf of all Beneficiaries;

Provider shall maintain a professional relationship with each Beneficiary for whom Provider
renders Contracted Services, and shall be responsible solely to such Beneficiary for treatment and
medical care;

Provider, where applicable, shall maintain staff privileges in a hospital accredited by The Joint
Commission (“TJC”) or comply with alternative qualification standards as established by HNFS;

Provider is certified to participate in Medicare under Title XVIII of the Social Security Act, for
those classes of providers recognized by Medicare, and in Medicaid under Title XI1X of the Social
Security Act and other applicable state law pertaining to Title X1X of the Social Security Act. Provider
has either signed a participation agreement with Medicare or agrees to participate with Medicare on a
claim-by-claim basis;

Provider is accredited or certified by the accrediting or certifying organization(s) listed on the
signature page of this Agreement, if any;

Provider shall notify HNFS in writing, thirty (30) days in advance, of any changes to Provider’s
federal tax identification numbers. Provider agrees to compensate HNFS for any IRS fine associated
with incorrect federal tax identification numbers, should Provider fail to notify HNFS in writing, prior
to the change;

Provider shall maintain applicable licensure, compliance, certification and accreditation
throughout the term of this Agreement;

Provider has the unqualified authority to, and hereby does bind itself, and any Facilities and
Professional Providers covered by this Agreement (referred to herein collectively as “Provider”), to the
terms and conditions of this Agreement, including any HNFS Policies, appendices, schedules,
attachments and exhibits, extensions and renewals, as applicable in effect at the time Covered Services
are rendered. In the event Provider does not possess the right to legally bind any of its Facilities or
Professional Providers to this Agreement, Provider shall ensure that each such Facility or Professional
Provider executes a statement in a form acceptable to HNFS attesting to the fact that he/she/it has read
this Agreement and agrees to be bound thereto;

If Provider renders services on behalf of, or as an affiliate, contractor or agent for another
healthcare organization, entity or individual that is contracted with HNFS, where that other healthcare
organization, entity or individual is to be compensated by HNFS and/or has assumed responsibility for
claims payment for certain Beneficiaries, Provider agrees that it shall hold HNFS harmless and will
seek payment under the terms of this Agreement for services rendered to those Beneficiaries solely and
exclusively from that healthcare organization, entity or individual, and shall not under any
circumstances seek payment directly from HNFS or from a Beneficiary. Provider further agrees that
any claims for such services submitted directly to HNFS shall be denied as a duplicate payment.
Provider shall comply with HNFS Policies during the term of this Agreement and any extensions or
renewals thereof;

Provider shall render Contracted Services using the same standard of care, skill and diligence as is
customarily used by similar providers in the United States of America, and in the same manner, and
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2.2.17

2.2.18

2.2.19

2.2.20

2.2.21

2.2.22

with the same availability, as Provider renders services to its other patients;

Provider shall maintain such physical plant, equipment, patient service personnel and allied health
personnel as may be necessary to provide Contracted Services;

Provider, if a PCM, will cooperate with HNFS to assure twenty-four (24) hour, seven (7) day a
week coverage for Emergency Services and Urgent Care;

Provider acknowledges that HNFS is relying upon the representations, warranties, and general
agreements set forth in this section in making its decision to enter into this Agreement and in
performing its obligations under this Agreement. The representations, warranties and general
agreements set forth in this Section 2.2 are continuing and shall survive termination of this Agreement
with respect to Contracted Services delivered during the term of this Agreement and any extensions or
renewals thereof.

With respect to the submission of a claim by a physician or supplier or their representative,
Provider certifies that the services shown on the claim are medically indicated and necessary for the
health of the patient and were personally furnished by the physician/supplier or furnished incident to
his/her professional service by his/her employee under his/her immediate personal supervision, except
as otherwise permitted by Medicare or TRICARE regulations. For services to be considered as
“incident” to a physician’s professional service:

*They must be rendered under the physician’s immediate personal supervision by his/her

employee;

*They must be an integral, although incidental part of a covered physician’s service;

*They must be of kinds commonly furnished in physician’s offices; and

*The services of non-physicians must be included on the physician’s bills.

Provider, as a non-institutional network provider/supplier, further certifies that he/she (or any
employee) who rendered services is not an active duty member of the Uniformed Services or a civilian
employee of the U.S. Government (refer to 5 United States Code (USC) 5536). Anyone who
misrepresents or falsifies essential information to receive payment from Federal funds may upon
conviction be subject to fine and imprisonment under applicable Federal law.

Provider shall provide HNFS with a current and working facsimile (fax) number, e-mail address,
and Prior Authorization and Referrals fax number as set forth herein. The information requested in this
paragraph shall initially be provided in provider agreement, as set forth on signature line.
Subsequently, Provider agrees that if any of the below fax numbers or e-mail address change, Provider
agrees to formally notify HNFS within five (5) business days in accordance with Section 7.11 and
provide new numbers or addresses within that time frame.

(a) Provider shall provide a current, updated fax number to be utilized for official legal notices with
respect to modifications or other contract changes, as well as for general information notice
purposes;

(b) Providers shall provide a current, updated e-mail address to be utilized for official legal notices
with respect to modifications or other contract changes, as well as for general information notice
purposes; and,

(c) Providers shall provide a current, updated fax number for Prior Authorization and Referral
purposes.

2.3 Organizational Provider. When Provider is other than an individual practitioner:

(@)

(b)

Provider warrants that Provider has the authority to contract on behalf of the Group Providers and
to bind them to all of the terms and provisions of this Agreement. Provider will provide HNFS
with representative agreements or certified excerpts thereof demonstrating such authority. Provider
will notify Group Providers of their rights and duties under this Agreement, and of all amendments
and modifications thereto.

Provider agrees to provide HNFS with copies of Provider’s current standard agreements with
Group Providers concurrently with the execution of this Agreement and, thereafter, upon each
anniversary of the Agreement’s Effective Date, Provider’s written policies and procedures
pursuant to such agreements, and Provider’s bylaws and articles of incorporation and any
modifications thereto. No such modification shall affect the terms of the Agreement unless HNFS
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2.4

(©)

(d)

(€)

(f)

(¢))

and Provider agree in writing to make such modification part of this Agreement within ninety (90)
days of the Agreement’s renewal date.

Provider represents that the terms of this Agreement do not conflict with the terms of its
agreements with Group Providers; nonetheless, Provider represents that the terms of this
Agreement shall apply in any situation where there is an inconsistency or conflict with the terms of
any agreement between Provider and any of the Group Providers or with respect to any matter
which is not addressed in any such agreement, and that Provider shall be responsible to HNFS for
any such inconsistency or conflict in terms. This provision shall supersede any similar provision in
any agreement between Provider and any of the Group Providers.

Provider shall provide HNFS with a list of the names; specialties; gender; practice locations; work
address, work fax number, work telephone number and work email address for each practice
location; federal tax identification numbers; medical practice license numbers; DEA number;
Medicare certification number; professional practice name and legal partnerships; whether or not
they are accepting new or additional Beneficiaries; status as a member of the Reserve Component
or National Guard; and the business hours of all physicians and allied health professionals that
contract with Provider, and such other information as HNFS may reasonably request, in a format
acceptable to Provider and HNFS. HNFS shall notify Provider of all such physicians and allied
health professionals approved by HNFS to be Group Providers. Provider shall provide HNFS with
at least a monthly list of additions, deletions and address changes to the list of Group Providers,
and shall provide HNFS a complete listing of Group Providers annually. Nothing herein shall
prohibit or restrict Provider from seeking to include additional physicians and other providers of
health care as Group Providers under this Agreement.

Provider shall utilize its best efforts to ensure that all Group Providers comply with all applicable
terms and conditions of this Agreement and that such terms and conditions are included in
Provider’s agreements with individual Group Providers.

Provider shall notify HNFS in writing at least ninety (90) days prior to any action by Provider to
terminate Provider’s agreement with one of the Group Providers or Provider’s agreement with any
individual provider who is associated with the Group Providers. When ninety (90) days prior
notice is not possible, Provider shall provide as much advance notice of such action as possible.
Provider shall immediately notify HNFS whenever one of the Group Providers fails to renew his or
her agreement with Provider, whenever Provider has reason to believe one of the Group Providers
will fail to renew his or her agreement with Provider, and whenever Provider knows of an
occurrence constituting grounds for the immediate termination of one of the Group Providers
under this Agreement.

Provider shall terminate the participation of one of the Group Providers under this Agreement
immediately upon request of HNFS, after consultation with the group, in the event of:

0] The provider’s failure to comply with HNFS’s Utilization Management Program, Quality
Management and Improvement Program and/or HNFS’s credentialing and recredentialing
criteria;

(i) Any misrepresentation or fraud by the provider in the credentialing and recredentialing

process;

(iii) Any action by the provider which, in the reasonable judgment of HNFS, constitutes gross
misconduct;

(iv) The provider’s failure to maintain professional liability insurance in accordance with the
Agreement;

(v) The provider’s loss, suspension or restriction of his or her license to practice medicine,

narcotic registration certificate issued by the Drug Enforcement Administration (“DEA”),
certification to participate in Medicare or Medicaid, or loss of medical staff privileges.

Performance Provisions. Provider shall provide Covered Services to Beneficiaries in accordance with the

(@)
(b)

following terms:

Provider will cooperate with HNFS in the assumption and conduct of review activities;
Provider will allocate adequate space for the conduct of on-site review;
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2.5

2.6

2.7

(c) Provider will photocopy and deliver to HNFS all required information within thirty (30) days of a
request for off-site review;

(d) Provider will provide Beneficiaries, in writing, their rights and responsibilities, as specified in the
Network Provider Manual;

(e) Provider will inform HNFS within three (3) days if it issues a notice that the Beneficiary no longer
requires inpatient care;

f Provider will assure that each case subject to preadmission/procedure review Prior Authorization
has been reviewed and approved by HNFS;

(9) Provider agrees, when it fails to obtain Prior Authorization as required, to accept financial liability

for any Covered Service admission subject to preadmission review for Prior Authorization that was
not reviewed,;

(h) Provider agrees to accept full financial liability for any admission Covered Service that is
subsequently found to be medically unnecessary or provided at an inappropriate level;

(i) Provider agrees to provide sufficient information and opportunity for Beneficiaries to decide
among treatment options consistent with the informed consent process;

() Provider agrees to discuss all treatment options with Beneficiaries in a culturally competent
manner, including the option of no treatment at all;

(k) Provider agrees to ensure that Beneficiaries with disabilities have effective communications with
members of the health system in making such decisions;

M Provider agrees to discuss all current treatments with a Beneficiary that the Beneficiary may be
undergoing;

(m) Provider agrees to discuss all risks, benefits, and consequences to treatment or nontreatment to a
Beneficiary;

(n) Provider agrees to give a Beneficiary the opportunity to refuse treatment and to express
preferences about future treatment decisions;

(0) Provider agrees to discuss the use of advance directives -- both living wills and durable powers of
attorney for health care -- with Beneficiaries and their designated family members; and

(p) Provider agrees to abide by the decisions made by their Beneficiaries and/or their designated
representatives consistent with the informed consent process; and

()] HNFS will provide detailed information on the review process and criteria used, including

financial liability incurred by failing to obtain Prior Authorization.

TRICARE Maximum_ Allowable. Provider acknowledges and agrees that the maximum amount
reimbursed for services provided by the Provider under this Agreement is prescribed by
TRICARE/CHAMPUS regulations as published in the Federal Register, and regardless of what is stated in
this Agreement and/or Compensation Schedule, the Provider shall not receive and/or shall not accept any
reimbursement in excess of the TRICARE/CHAMPUS Maximum Allowable, as determined by the category
or type of provider the Provider was, per the TRICARE/CHAMPUS regulations, at the time Covered
Services were rendered.

Verification of Eligibility. Provider shall verify Beneficiaries’ eligibility via the Beneficiary’s military
identification card and HNFS’s electronically or telephonically available system before providing
Contracted Services.

Non-Discrimination. Provider shall not discriminate against any Beneficiary in the provision of
Contracted Services hereunder, whether on the basis of the Beneficiary's coverage under the TRICARE
Program, age, sex, marital status, sexual orientation, race, color, religion, ancestry, national origin,
disability, handicap, health status, source of payment, utilization of medical or mental health services,
equipment, pharmaceuticals or supplies, or other unlawful basis including, without limitation, the filing by
such Beneficiary of any complaint, grievance or legal action against Provider or HNFS. Provider agrees to
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2.8

2.9

2.10

2.11

make reasonable accommodations for Beneficiaries with disabilities or handicaps, in accordance with all
applicable law, including but not limited to, providing such auxiliary aides and services to Beneficiaries at
the Provider’s expense as are reasonable, necessary and appropriate for the proper rendering of Contracted
Services.

HNFES Policies. Provider agrees to participate in, cooperate with and comply with all HNFS Policies,
including without limitation its medical management programs. Provider also agrees to provide to HNFS
and state and federal regulatory agencies at no cost, medical and other records within five (5) days of
notice, and such review data and other information as may be required or requested under a HNFS Policy,
including outcome reporting in accordance with, but not limited to, the Health Plan Employer Data and
Information Set (HEDIS), Version 3.0, or its successor.

Prior_Authorization. Provider specifically acknowledges and agrees that Prior Authorization is not a
guarantee of payment and that payment determinations are made at the time the claim is submitted to
HNFS, based on a variety of factors, including without limitation, the eligibility of the Patient and whether
the service is a Covered Service. Nonetheless, when Prior Authorization is required for the rendition of a
health care service, the receipt of the required Prior Authorization is a prerequisite to payment of the claim
for such service. HNFS will not retroactively deny reimbursement for a Contracted Service provided to a
Beneficiary who relied on HNFS’s Prior Authorization, provided that there was no material
misrepresentation or fraud in the request for Prior Authorization. In an Emergency, Provider agrees to
notify HNFS and the appropriate PCM as applicable, as soon as possible, but no later than twenty-four (24)
hours or by the next working day after providing Contracted Services that would otherwise require Prior
Authorization. Subject to administrative review, HNFS shall have the final binding authority to make
decisions regarding what constitutes an Emergency or Emergency Services for purposes of determining
Covered Services consistent with TRICARE Program requirements. If HNFS determines that an Emergency
did not exist, it will reimburse the Facility the rate set forth herein for the medical screening examination
and services provided in a Facility’s emergency room shall be deemed Excluded Services, for which
Provider may bill Beneficiary directly. Provider acknowledges that HNFS shall not be liable for, nor will
exercise control or direction over, the manner or method by which Provider renders any Contracted
Services (or any other medical or healthcare services) to Beneficiaries under this Agreement.
Notwithstanding the foregoing, HNFS agrees that nothing within this Agreement is intended to, or shall be
deemed to, transfer liability for HNFS’s own acts or omissions, by indemnification or otherwise, to
Provider.

Referrals. Provider understands that, when required by the TRICARE Program, the MTF is the first
resource for health care for TRICARE Beneficiaries, and that Beneficiaries gain access to the civilian
TRICARE provider network only through Referral or Prior Authorization. Provider agrees to provide
services to TRICARE Beneficiaries for non-Emergency Services only after obtaining appropriate Referral
and/or Prior Authorization in accordance with HNFS Policies. Provider agrees to participate in surveys and
inquiries initiated by HNFS regarding Provider’s Referral practices, and acknowledges that Referral to a
non-Network Provider requires Prior Authorization.

Provider acknowledges and agrees that in TRICARE Prime Areas that include an MTF, the MTF has the
right of first refusal for all Referrals, meaning that the MTF must have the opportunity to review each
Referral from a civilian provider to determine if the MTF has the capability and capacity to provide the
treatment.

Provider shall refer TRICARE Beneficiaries only to providers with respect to which Provider does not have
an economic interest.

Network Providers. Except in an Emergency, as otherwise permitted in the TRICARE Program, or as
otherwise required by applicable federal or state law, Provider shall refer Beneficiaries only to Network
Providers and shall use Network Providers to provide Facility-based physician and other ancillary services
included in Covered Services. In the event Provider knowingly refers a Beneficiary to a non-Network
Provider without a Referral or without Prior Authorization when either or both are required by the
TRICARE Program, Provider agrees to be responsible for payment of claims incurred for the unauthorized
Covered Service, and Provider agrees to hold harmless the Beneficiary for such claims. Provider shall use
best efforts to assist HNFS in its efforts to contract with Provider’s Facility-based physicians. HNFS
requires that the most cost-effective, qualified Network Provider be utilized.
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2.12

2.13

2.14

2.15

2.16

Credentialing Program. Provider shall submit to HNFS or its designee a credentials application which
meets minimum requirements of HNFS. In no event will this Agreement be executed by HNFS, nor will
Provider or any Professional Provider or subcontractor begin performing Provider's obligations under this
Agreement, until Provider's and/or Professional Provider’s or subcontractor’s credentials application has
been approved by HNFS.

Provider Information. If Provider is an individual practitioner (not an Organizational Provider), Provider
agrees to provide HNFS with Provider’s specialty, gender, work address, work fax number, work telephone
number and work email address for each of Provider’s health care delivery sites, whether or not Provider is
accepting new patients or additional TRICARE Beneficiaries, Provider’s status as a member of the Reserve
Component or National Guard, and such other information as HNFS may reasonably request, in a format
acceptable to HNFS. Provider agrees to notify HNFS within ten (10) days of any change to such
information.

Access Requirements. Provider shall meet the following standards for Beneficiary access to care: wait
time for an appointment for a well-patient visit or a specialty care referral shall not exceed four (4) weeks;
for a routine visit, the wait time for an appointment shall not exceed one (1) week; and for an Urgent Care
visit, the wait time for an appointment shall not exceed twenty-four (24) hours. Office waiting times in non-
Emergency circumstances shall not exceed thirty (30) minutes, except when Emergency care is being
provided to patients and the normal schedule is disrupted.

Specialty Consultation and Referral Reports. A specialty provider shall provide clearly legible specialty
care consultation or Referral reports, operative reports, and discharge summaries for the Beneficiary’s
initiating provider. Such reports shall be submitted to referring Provider and/or referring MTF in
accordance with HNFS Policies and within seven (7) days of the specialty encounter. In urgent/emergent
situations, Provider shall convey a preliminary report of a specialty consultation to the Beneficiary’s
initiating provider and to Beneficiary’s PCM Provider and/or MTF PCM within twenty-four (24) hours
(unless best medical practices dictate less time is required for a preliminary report) by telephone, fax, or
other means, and shall further subsequently convey a formal written report prepared by Provider within the
standard seven (7) days.

Notice of Adverse Action. Provider shall notify HNFS within five (5) days of the occurrence of any of the
following:

2.16.1 Any action taken to restrict, suspend or revoke Provider’s, a Facility’s and/or a Professional

Provider’s license or certification to provide Covered Services;

2.16.2 Any suit or arbitration action brought by a Beneficiary against Provider, a Facility and/or a

Professional Provider for malpractice. In addition, Provider shall send HNFS a summary of the final
disposition of such action;

2.16.3 Any misdemeanor conviction or felony information or indictment naming Provider, a Facility

and/or a Professional Provider. In addition, Provider shall send HNFS a summary of the final
disposition thereof;

2.16.4 Any disciplinary proceeding or action naming Provider, a Facility and/or a Professional Provider

before an administrative agency in any state. In addition, Provider shall send HNFS a summary of the
final disposition thereof;

2.16.5 Any cancellation or material modification of the professional liability insurance required to be

carried by Provider, a Facility and/or a Professional Provider under the terms of this Agreement;

2.16.6 Any action taken to restrict, suspend or revoke Provider’s, a Facility’s and/or a Professional

Provider’s participation in Medicare, Medicaid or CHAMPUS, TRICARE or any succeeding program.
In addition, Provider shall send HNFS a summary of the final disposition thereof;

2.16.7 Any action which results in the filing of a report on Provider, a Facility and/or a Professional

Provider under applicable laws and/or regulations relating to the provision of, or the billing and
payment for, Covered Services. In addition, Provider shall send HNFS a summary of the final
disposition thereof;

2.16.8 Any material Beneficiary complaints against Provider, a Facility and/or a Professional Provider; or
2.16.9 Any other event or situation that could materially affect Provider’s ability to carry out Provider’s

duties and obligations under this Agreement.
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2.17

2.18

2.19

2.20

Provider Education. Provider agrees to participate in TRICARE education efforts, and agrees to require
its staff members to participate in TRICARE education efforts, so that Provider and Provider’s staff
members understand applicable TRICARE Program requirements, policies, and procedures to allow them to
carry out the requirements of this Agreement in an efficient and effective manner which promotes
Beneficiary satisfaction.

Billing. Provider shall submit all claims electronically to HNFS. All paper claims submitted by Provider
will be returned to Provider with directions to submit electronically. Provider may elect to submit claims
directly to HNFS’s claims processor, PGBA, LLC or to use XPressClaim, an Internet-based claims
processing  system  offered by PGBA, LLC which is available through the
www.HealthNetFederalServices.com or www.MyTRICARE.com web sites, a claims clearinghouse of
Provider’s choice, or the claims clearinghouse designated by HNFS. If Provider uses HNFS’s designated
claims clearinghouse for the submission of claims pursuant to this Agreement, Provider agrees to comply
with the administrative requirements of the claims clearinghouse and to enter into such written agreement
with the claims clearinghouse as may be required. Provider shall specify Provider’s elected means of claim
submission on the signature page to this Agreement.

Provider may change Provider’s selection of means for electronically submitting claims pursuant to this
Agreement upon sixty (60) days advance notice to HNFS. Claims shall be submitted as complete, accurate
Clean Claims in a format approved by HNFS for Covered Services rendered to Beneficiaries. Claims shall
be submitted within ninety (90) days after such services are rendered, provided that where HNFS is the
secondary payor under Coordination of Benefits, such ninety (90) day period shall commence once the
primary payor has made payment on or has denied the claim, as evidenced by the date on the Explanation of
Benefits (EOB) statement. HNFS shall not be under any obligation to pay Provider on any claims not
submitted in a timely manner. Claims received by HNFS more than twelve (12) months after the date
services were rendered or the date of the primary payor’s EOB shall be denied in accordance with
government policy. Provider shall not seek payment from the Beneficiary in the event HNFS fails to pay
Provider for a claim not submitted in a timely manner. Additionally, claims must comply with standardized
electronic transactions and code sets as required by the Administrative Simplification section of the Health
Insurance Portability and Accountability Act (“HIPAA™) and its implementing regulations.”

Provider agrees to comply with HNFS Policies when billing and collecting and/or seeking administrative
review of payment for Contracted Services rendered pursuant to this Agreement. Provider agrees that
HNFS shall have the right to determine the accuracy and appropriateness of all Clean Claims submitted to
it, including but not limited to verification of diagnostic codes, DRG assignment, procedure codes and other
elements of the submitted claim that affect the liability of HNFS. Based on its review of the accuracy and
appropriateness of claim information submitted by Provider, HNFS may modify such information and use
the modified information as the basis for payment of Contracted Services. HNFS shall include with its
payment an explanation of the reasons for any modification of submitted information.

Responsibilities to Department of Veterans Affairs. Provider agrees to permit HNFS to report Provider
to the Department of Veterans Affairs (“VA”) as a TRICARE network provider. If Provider is a non-
institutional provider, Provider is requested to accept requests from the VA to provide care to veterans. If
Provider is an individual, home health care, freestanding laboratory, or free-standing radiology provider
who accept VA patients, then Provider is required to serve as a participating provider and to accept
assignment with the VA. Provider shall be deemed willing to receive VA inquiries and shall notify HNFS
immediately in any change in willingness to receive VA inquiries. If the Provider is willing to receive VA
inquiries as to availability then the Provider shall be clearly identified with readily discernable markings on
all public network provider listings. The VA has the right to directly contact Provider and request the
provision of care to veteran patients on a case by case basis. Provider is not obligated to see the veteran
patient, but, if seen by Provider, any documentation of the care rendered to the veteran patient and
reimbursement for the care is a matter between the referring VA Medical Center (“VAMC”) and Provider.
The referral and instructions for seeking reimbursement from the VAMC will be provided by the VA
patient to Provider at the time of the appointment. The VA and Provider may establish a direct contract
relationship if they so desire. A direct contract relationship between Provider and the VA takes precedence
over the requirements of this section.

Responsibilities to _Civilian Health and Medical Program of the Department of Veterans Affairs.
Provider agrees to permit HNFS to report Provider to the Civilian Health and Medical Program of the
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2.22

2.23

2.24

2.25

2.26

Department of Veterans Affairs (“CHAMPVA”) as a TRICARE network provider. If Provider is an
individual, home health care, freestanding laboratory, or free-standing radiology provider who accept
CHAMPVA patients, then Provider is required to serve as a participating provider and to accept assignment
with the VA. Provider shall be deemed willing to receive VA inquiries and shall notify HNFS immediately
in any change in willingness to receive VA inquiries. If the Provider is willing to accept CHAMPVA
inquiries as to availability then the Provider shall be clearly identified with readily discernable markings on
all public network provider listings. Such a Provider need see CHAMPVA beneficiaries only when
Provider’s practice availability allows and shall not give preferential appointment scheduling to
CHAMPVA over TRICARE appointments. Such a Provider is encouraged to meet access standards for
CHAMPVA beneficiaries. HNFS will provide Provider with CHAMPVA claims processing instructions on
submitting CHAMPVA claims to the VA Health Administration Center for payment.

Subcontracting. Provider shall not subcontract for the performance of Covered Services under this
Agreement without the prior written consent of HNFS.

Utilization Management Program. Provider agrees to comply with all provisions of the Utilization
Management Program, including the provision of medical records and other documentation for cases being
reviewed by HNFS in compliance with these programs. Provider agrees to participate in and cooperate with
the Utilization Management Program and agrees to participate in, cooperate with and comply with all
decisions rendered by HNFS in connection with the Utilization Management Program. Provider also agrees
to provide medical and other records and such review data and other information as may be required or
requested under a Utilization Management Program within ten (10) days of receipt of notice at no cost to
the requesting HNFS entity. Provider authorizes HNFS to release all review data obtained through medical
record and other document audit to NQMCs. Provider further authorizes NQMCs to release all review data
obtained through medical record and other document audits to HNFS. In the event that Provider’s practices
are found to be unacceptable under the Utilization Management Program, HNFS shall give notice to
Provider to correct the specified deficiencies within the time period specified in the notice. Provider shall
correct such deficiencies within that time period.

Quality Management and Improvement Program. The quality of Covered Services rendered by
Provider to Beneficiaries shall be monitored under the Quality Management and Improvement Program
applicable to the TRICARE Program. Provider agrees to participate in and cooperate with the Quality
Management and Improvement Program and agrees to participate in, cooperate with and comply with all
decisions rendered by HNFS in connection with the Quality Management and Improvement Program.
Provider also agrees to provide such medical and other records and such review data and other information
as may be required or requested under a Quality Management and Improvement Program within ten (10)
days of receipt of notice at no cost to the requesting HNFS entity. In the event that the standard or quality
of care furnished by Provider is found to be unacceptable under the Quality Management and Improvement
Program, HNFS shall give notice to Provider to correct the specified deficiencies within the time period
specified in the notice. Provider shall correct such deficiencies within that time period.

TRICARE for Medicare Eligibles. Provider agrees to render Covered Services to Medicare Eligible
Beneficiaries of the TRICARE Program in accordance with the terms and conditions of the TRICARE
Program and all applicable Medicare laws, regulations and Centers for Medicare & Medicaid Services
(CMS) instructions, provided that the foregoing shall not apply to Provider in the event that Provider has
received a waiver of Medicare requirements or may be a class of provider not recognized by Medicare.

Listing of Provider. Provider shall not use or display the trade names, trademarks, or other identifying
information of HNFS without HNFS’s prior written approval of both form and content. Provider shall
supply all printed materials and other information relating to its operations within seven (7) days of HNFS’s
request. Provider shall update such information on a monthly basis through www.MyTRICARE.com,
www.HealthNetFederalServices.com, or in written correspondence to HNFS as specified in the Network
Provider Manual. Provider agrees that HNFS may list the name, address, telephone number and other
factual information of Provider, each Facility and Professional Provider, and of Provider’s subcontractors
and their facilities in HNFS’s provider directories, marketing and informational materials, and electronic
media.  In no event shall Provider market/advertise the TRICARE Program without the prior written
consent of HNFS.

Patient Transfer. Provider shall cooperate with HNFS’s coordination of the care and transfer of
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Beneficiaries who require a transfer from one location to another.

2.27 Assignment of Beneficiaries. Where required under the TRICARE Program, HNFS shall require
Beneficiaries to select a PCM at the time of enrollment. In the event a Beneficiary does not select a PCM,
HNFS shall automatically assign the Beneficiary to an appropriate PCM based upon the zip code in which
the Beneficiary resides. Upon automatic assignment of PCM, the Beneficiary may change to another PCM
of choice. HNFS will use best efforts to comply with Provider’s requested limitations on accepting new
patients.

2.28 New or Additional Benefit Plan Designs. Provider agrees to accept any new or additional benefit plan
designs developed by TRICARE and shall provide Covered Services pursuant thereto.

2.29 Payment of Applicable Taxes. Provider shall be solely responsible for the payment of any sales, use or
other applicable taxes on the sale or delivery of medical services.

2.30 Professional Liability Insurance. Provider shall maintain professional liability insurance in an amount no
less than the greater of the following: (i) the amount required by law of the authorizing State; (ii) the
amount required by the Federal Acquisition Regulation; (iii) the amount required by the accrediting body
having jurisdiction over Provider; (iv) the amount required, if any, by the Provider’s participation in a state
liability pool / fund; or (v) for Institutional Provider three million dollars ($3,000,000) per claim and ten
million dollars ($10,000,000) in the aggregate of all claims per policy year, and for Professional Provider
two hundred thousand ($200,000) per claim and six hundred thousand ($600,000) in aggregate of all claims
per policy year. Provider agrees to provide HNFS with written evidence, acceptable to HNFS, of such
insurance coverage within three (3) days of such request by HNFS. Provider also agrees to notify, or to
ensure that its insurance carriers notify, HNFS at least thirty (30) days prior to any proposed termination,
cancellation or material modification of any policy for all or any portion of the coverage required herein. If
the policy is on a claims-made basis, an extended reporting endorsement (tail) for a period of not less than 3
years after the end of the contract term must also be provided, or as long as may be required by local law or
ordinance.

2.31 Non-Solicitation. Neither Provider nor any employee, agent or subcontractor of Provider shall solicit or
attempt to convince or otherwise persuade any Beneficiary to discontinue participation in any health
benefits program offered by HNFS or in any other manner interfere with HNFS’s contract and/or property
rights. Notwithstanding the foregoing, HNFS in no way restricts Provider from discussing medical treatment
options with Beneficiaries. Provider will not be terminated or penalized solely because of advocacy on
behalf of Beneficiary or for filing a request for administrative review as permitted by HNFS Policies and
federal regulations. Further, HNFS and Provider, and its employees and subcontractors shall portray each
other in a positive light to Beneficiaries and the public.

2.32 Referral and Prior Authorization Submissions. Provider shall use an electronic process to submit
requests for, and retrieve all responses regarding, Referrals and Prior Authorizations. Provider use of an
electronic process will be in compliance with HNFS Policies and the Network Provider Manual.

REPRESENTATIONS AND DUTIES OF HNFS

3.1 HNFES Policies. HNFS shall develop policies and operate programs to promote the delivery of cost-
effective health care services by Network Providers. HNFS shall furnish Provider with operation manuals
containing the provisions of relevant HNFS Policies and the methods of administration of this Agreement,
including without limitation, administrative review procedures, and billing and accounting of Contracted
Services rendered hereunder. HNFS shall have the right to modify, add or delete HNFS Policies from time
to time in HNFS’s sole discretion and shall use reasonable efforts to provide timely notification to Provider
of any such modifications, additions or deletions.

3.2 Insurance. HNFS shall maintain insurance programs or policies appropriate and necessary to protect itself
and its employees against any claim for damages arising by reason of personal injury or death of a
Beneficiary.

3.3 Reporting to Regulators. HNFS shall accept sole responsibility for filing reports, obtaining approvals and

complying with applicable laws and regulations governing HNFS; provided, however, that Provider agrees
to cooperate in providing HNFS with any information and assistance reasonably required in connection
therewith, including without limitation, permitting the regulatory agencies to conduct periodic site
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3.4

V.
4.1

4.2

4.3

evaluations of Provider, Facilities, Professional Providers and any of their equipment, operations, and
billing and medical records of Beneficiaries.

Premiums and Fees. HNFS shall make reasonable efforts to collect premiums and other revenue to which
HNFS is entitled. HNFS shall make payment to Provider for Contracted Services in accordance with
Article 1V of this Agreement.

Overdue payments shall bear interest in accordance with applicable law and HNFS Policies. Payment of
interest shall be Provider’s sole remedy for failure of HNFS to make timely payments. In no event shall
HNFS be under any obligation to pay Provider for any claim, payment of which is the responsibility of
another payor.

COMPENSATION

Payment.

€)] Payment. Unless the claim is an Excluded Claim, HNFS shall make payment on each of
Provider’s complete, accurate and timely Retained Claims for Covered Services rendered to a
Beneficiary within thirty (30) days of receipt of each such claim. All Providers and Professional
Providers, both Network and non-Network, agree to accept the TRICARE determined allowable
payment, or the negotiated rate, whichever is lower, combined with the Cost-Share, Deductible,
and other health insurance amounts payable by, or on behalf of, the Beneficiary, as full payment
for TRICARE allowed services. Such rate shall be set forth in the TRICARE Compensation
Schedule to this Agreement; provided that, in the event that Provider is party to more than one
agreement with HNFS for the provision of Contracted Services to Beneficiaries, HNFS shall
determine, in HNFS’ sole discretion, under which agreement reimbursement will be made to the
individual provider. If Prior Authorization or Referral is required, but not obtained prior to
services being rendered, the payment will be reduced by ten percent (10%). For Contracted
Services rendered to TRICARE Prime Beneficiaries who self-refer pursuant to their point-of-
service option, HNFS shall pay Provider fifty percent (50%) of the contracted reimbursement rate
and the Beneficiary shall be responsible for paying the remaining fifty percent (50%) directly to
Provider as Coinsurance.

(b) Administrative Review. Provider may request reconsideration or adjustment of claims payments
in accordance with the timeframes and procedures outlined in HNFS Policies and the Network
Provider Manual. Provider must submit any request for administrative review to HNFS within
ninety (90) days from the date the TRICARE explanation of benefits was issued. Any available
relevant documentation must be submitted as part of the administrative review. The review will be
conducted by other than those involved in day-to-day claims payment. HNFS shall issue a written
determination within ten (10) days of receipt of all necessary documentation necessary to process
the review. Providers may seek review of an adverse determination on an administrative review
through the arbitration provision described herein.

(c) Payment Disputes. Provider may dispute payment considered to be less than agreed to under this
Agreement by filing a request for review to: TRICARE / Health Net Federal Services, P.O. Box
870141, Surfside Beach, SC 29587-9741. The request for review shall be submitted within ninety
(90) days of the date of the TRICARE EOB (explanation of benefits) relating to the alleged
underpayment and shall identify, in detail, why Provider believes the reimbursement amount was
incorrect. Failure to submit a request for review within these parameters and within this time-
frame shall constitute a waiver of any such claim.

U.S. Military Active Duty Personnel. Provider shall render Covered Services to U.S. military active duty
personnel and seek compensation for services rendered to Beneficiaries eligible under SHCP and/or TPR
from HNFS at the same rates as provided in the Exhibit to this Agreement.

Beneficiary Held Harmless. Provider agrees that in no event, including, but not limited to, non-payment
by HNFS, insolvency of HNFS, or breach of this Agreement, shall Provider bill, charge, collect a deposit
from, seek compensation, remuneration, or reimbursement from, or have any recourse against Beneficiaries
or persons acting on their behalf other than HNFS for Contracted Services provided pursuant to this
Agreement. This provision shall not prohibit collection of Cost-Shares or Deductibles made in accordance
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4.5

4.6

4.7

4.8

4.9

with the TRICARE Program requirements. Provider further agrees that: (a) this provision shall survive the
termination of this Agreement regardless of the cause giving rise to termination and shall be construed to be
for the benefit of Beneficiaries; (b) this provision supersedes any oral or written contrary agreement now
existing or hereafter entered into between Provider and Beneficiaries or persons acting on their behalf. At
HNFS’s option, the terms of the binding arbitration provisions of this Agreement shall not apply to HNFS’s
actions to enforce the terms of this provision against Provider, Professional Providers, Facilities, or any of
their subcontractors; specifically, in the event Provider fails to cure to HNFS’s reasonable satisfaction
breach of this provision immediately upon notice, HNFS may pursue legal or regulatory action to enforce
the terms of this section in addition to any other remedy granted to HNFS under law or in equity. Provider
shall reimburse HNFS for HNFS’s reasonable attorney’s fees and costs of enforcement. Further, Provider
agrees to address any and all concerns Provider has with claims payment through HNFS's administrative
review process pursuant to HNFS Policies.

Charges. Provider agrees not to charge TRICARE Beneficiaries for the following services: services for
which Provider is entitled to payment from TRICARE (other than any applicable Cost-Shares/Deductibles);
services for which the Beneficiary would be entitled to have TRICARE payment made had Provider
complied with TRICARE Regulations and procedural requirements; services not Medically Necessary and
appropriate for the clinical management of the presenting symptoms, and illness, injury, disorder or
maternity; services for which a Beneficiary would be entitled to payment but for a reduction or denial in
payment as a result of quality review; and services rendered during a period in which Provider was not in
compliance with one or more conditions of TRICARE authorization.

Eligibility. Except in an Emergency, Provider shall verify the eligibility of Beneficiaries in accordance
with Section 2.6 of this Agreement before providing Contracted Services. Provider acknowledges that (i)
presentation of an identification card is not sufficient proof of eligibility; (ii) verification of eligibility by
HNFS is based on information available to HNFS from its customers on the date Provider seeks
verification; (iii) the eligibility of the Beneficiary may change between the verification date and the date of
service; and (iv) HNFS’s eligibility verification shall not under any circumstances be deemed as a guarantee
of payment of the claim. If Provider exercised reasonable care to determine eligibility in accordance with
Section 2.6 above, and to seek payment from the patient or patient’s other health insurance, but has been
unable to obtain compensation, the Provider may submit the claim to HNFS for a good faith payment,
subject to government approval, in accordance with TRICARE Regulations.

Collection of Cost-Share/Deductible.  Provider shall use its best efforts to collect all Cost-
Shares/Deductibles due from Beneficiaries, and shall not waive or fail to pursue collection of Cost-
Shares/Deductibles from Beneficiaries, without the prior written consent of HNFS, provided that Provider
shall not collect Cost-Shares/Deductibles from U.S. military active duty personnel.

No Surcharges. Provider shall not charge the Beneficiary any fees or surcharges for Covered Services
rendered pursuant to this Agreement (except to the extent of authorized Cost Shares/Deductibles). If HNFS
receives notice of any charge that may be in violation of this section, Provider shall fully cooperate with
HNFS to investigate such allegations, and shall promptly refund any payment deemed improper by HNFS to
the party who made the payment.

Conditions for Reimbursement for Excluded Services. Neither a Beneficiary nor HNFS shall be liable
to pay Provider for any service rendered by Provider to a Beneficiary which is an Excluded Service under
the TRICARE Program. It is provided, however, that Provider may bill a Beneficiary for Excluded
Services rendered by Provider to such Beneficiary if the Beneficiary was informed that the services were
excluded or excludable and the Beneficiary agreed in advance in writing to pay for the services. An
agreement to pay must be evidenced by the written consent of the Beneficiary to pay for the Excluded
Services. General agreements to pay, such as those signed by the Beneficiary at the time of admission or
commencement of services, are not evidence that the Beneficiary knew specific services were excluded or
excludable.

Coordination of Benefits. Provider agrees to be bound by the COB policies and procedures of HNFS
which are established in accordance with applicable law, including without limitation, the prompt
notification to HNFS of knowledge of any third party who may be responsible for payment. Provider
agrees to maintain and make available to HNFS records reflecting collection of COB proceeds by Provider
and, to the extent possible, records reflecting amounts paid directly to Beneficiary by third party payors.
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4.10 Third Party Recoveries. Provider shall comply with HNFS Policies regarding third party recoveries.

411 TRICARE Program Phase-Out. Provider agrees to use its best efforts to submit all TRICARE claims
within thirty (30) days from the date services are rendered or the date of the primary payor’s EOB during
the phase-out period of HNFS’s TRICARE contract.

4.12 Right of Offset. Subject to the TRICARE Regulations and the Network Provider Manual, HNFS shall
have the right to offset amounts due to HNFS from Provider.

TERM AND TERMINATION

5.1 Term. The term of this Agreement shall commence on the Effective Date, which shall be the first day of
the month after HNFS has executed this Agreement, and shall continue for a period of one (1) year
thereafter. This Agreement shall automatically renew for successive one (1) year periods, unless one party
notifies the other in writing of its intent not to renew this Agreement, at least one hundred twenty (120) days
prior to the next scheduled renewal date. Regardless of the Effective Date or any renewal date of this
Agreement, Provider shall not begin providing Contracted Services to Beneficiaries and HNFS shall have
no obligation to pay for such services, until the completion of HNFS's credentialing and certification
processes.

5.2 Immediate Termination. HNFS may terminate this Agreement immediately upon notice to Provider with
respect to Provider or with respect to any Facility or Professional Provider (collectively and individually
referred to in this section as “Provider”), in the event of (a) Provider's violation of any applicable law, rule
or regulation; (b) Provider's failure to maintain the professional liability insurance coverage specified
hereunder; (c) any situation involving an investigation conducted or complaint filed by a state or federal
agency or licensing board that restricts Provider’s ability to operate a Facility or practice in a hospital,
results in limitation, suspension, revocation of, or reportable discipline against, Provider’s license,
accreditation, or certification; (d) HNFS's determination that the health, safety or welfare of any Beneficiary
may be in jeopardy if this Agreement is not terminated; (e) any indictment, charge, arrest or conviction of a
misdemeanor or felony, or any criminal charge related to the medical, financial and other practices of
Provider; (f) Provider’s failure to meet any applicable HNFS or TRICARE credentialing criterion. Further,
HNFS, or its successor upon a change of control of HNFS, may terminate this Agreement upon notice to
Provider at any time following such change of control, which termination shall be effective as of the date set
forth in said notice, such effective date not to be later than thirty (30) days following receipt by Provider.
(For purposes of Section 5.2, a “change of control” means either an acquisition of not less than fifty-one
percent (51%) of HNFS’s stock or assets, or an acquisition of not less than twenty-five percent (25%) of
HNFS’s stock together with the effective loss of control of HNFS’s Board of Directors.)

5.3 Termination Due to Material Breach. Both parties agree to use best efforts to cure a material breach of
this Agreement within thirty (30) days of receipt of notice to cure from the other (the “Cure Period”). If the
breach is cured within the Cure Period, or if the breach is one which cannot reasonably be corrected within
the Cure Period, and the defaulting party is making substantial and diligent progress toward correction
during the Cure Period to the reasonable satisfaction of the non-defaulting party, this Agreement shall
remain in full force and effect. Notwithstanding the foregoing, if the defaulting party fails to cure a material
breach within the Cure Period, the non-defaulting party may terminate this Agreement by providing the
defaulting party thirty (30) days prior notice of termination. The non-defaulting party may exercise this
termination option, if at all, within thirty (30) days of the date the Cure Period expires. The provisions of
this Section 5.3 shall not apply to the timeliness of claims payment which is governed by Article IV of this
Agreement.

5.4 Termination Without Cause. Either party may terminate this Agreement for any reason or no reason upon
one hundred twenty (120) days prior notice to the other party. In the event either party provides the other
party with such notice, HNFS may, at its option, begin to transition Beneficiaries immediately under this
Agreement to another Network Provider.

55 Information to Beneficiaries. The parties each agree to cooperate with each other in good faith
and without disparagement in connection with information supplied by either party to Beneficiaries in
connection with any termination or non-renewal of this Agreement. If Beneficiaries seek services or
Network Providers order tests or seek services from Provider after the date of termination or any
continuation period required by applicable law, Provider shall inform such Beneficiaries and Network
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5.6

5.7

VI.
6.1

6.2

6.3

Providers that Provider no longer has an agreement with HNFS to render Covered Services and shall direct
them to HNFS’s customer service department. Provider shall not otherwise initiate communications with
Beneficiaries, verbally or in writing, concerning the termination of its participation with HNFS, unless the
parties have agreed in writing to the content of such communications in the context of a mutually agreed
communication plan. Nothing in this provision is intended nor shall it be construed to prohibit or restrict
Provider, Professional Provider, or other Network Providers from disclosing to any Beneficiary information
regarding treatments available, the risks, benefits and alternatives thereto, or the decision or process of
HNFS to Prior Authorize or deny benefits under the TRICARE Program. The terms of this Section 5.5
shall survive termination of this Agreement.

Continuation of Services After Termination. In the event that this Agreement is terminated by either
HNFS or Provider for any reason, Provider shall, at HNFS’s option, be obligated to continue to provide
Contracted Services to TRICARE Beneficiaries until the expiration of the term in effect at the time of such
termination of HNFS’s prime contract to provide or arrange for TRICARE services, or for such lesser
period as HNFS shall require, provided that any post-termination extension of Provider’s obligations
hereunder shall not in any case exceed ninety (90) days from the date of termination of this Agreement.

Sanctions for Violation of TRICARE Regulations. In the event that Provider fails to materially comply
with any applicable provision of the TRICARE Regulations, HNFS may terminate this Agreement or
impose such lesser sanction as provided in the Network Provider Manual.

RECORDS, AUDITS AND REGULATORY REQUIREMENTS

Medical and Other Records. Provider represents and warrants that it prepares and maintains and will
prepare and maintain all medical records, financial records relating to this Agreement, and other books and
records required by applicable law in a form maintained in accordance with the general standards applicable
to such book or record keeping. Provider shall maintain contemporaneous clinical records that substantiate
the clinical rationale for each course of treatment, periodic evaluation of the efficacy of treatment, and the
outcome at completion or discontinuation of treatment. Provider agrees to maintain any data or information
pertaining to the diagnosis, treatment or health of a Beneficiary confidential to the maximum extent
permitted by law. Provider shall retain required documentation for a period of time that is six (6) years
(HIPAA retention requirement as of 2016) or the period required by local, State, Federal law or updated
HIPAA regulations, whichever is longer.  Additionally, Provider shall maintain such financial,
administrative and other records as may be necessary for compliance by HNFS with all applicable laws and
regulations, HEDIS and accrediting agency rules and regulations.

Access to Records, Audits. The records referred to in Section 6.1 shall be and remain the property of
Provider. Subject only to applicable confidentiality or privacy laws, Provider shall permit HNFS, or its
designated representatives, and designated representatives of regulatory agencies having jurisdiction over
HNFS (“Regulatory Agencies™), access to Provider's records, at Provider's place of business during normal
business hours, in order to inspect and review and make copies of such records. Such Regulatory Agencies
shall include, but not be limited to, the United States Department of Health and Human Services and any of
its representatives. Provider agrees that HNFS’s access to records shall include access to Provider’s records
for the facilitation of activities undertaken pursuant to HNFS Policies, including, without limitation: access
for purposes of COB; credentialing and recredentialing; grievances and appeals; provider disputes and/or
administrative review; utilization management; quality improvement; peer review; medical and other record
reviews; outcome rate reviews; and reviews for compliance with HNFS Policies, TRICARE Regulations
and applicable law.

When requested by HNFS and/or Regulatory Agencies, Provider shall produce copies of any such records
at no charge. Additionally, Provider agrees to permit HNFS and/or Regulatory Agencies or their
representatives, to conduct audits, site evaluations and inspections of Provider's records, offices and service
locations. Provider shall make available the access, audits, evaluations, inspections, records, and/or copies
of records required by this Section at no cost to HNFS and/or the Regulatory Agency within a reasonable
time period, but not more than five (5) days after the request is submitted to Provider.

HIPAA Compliance. Provider agrees to safeguard Beneficiary privacy and confidentiality as required by
applicable law, including, but not limited to the United States Department of Health and Human Services
Standards for Privacy of Individually ldentifiable Health Information promulgated pursuant to the

33

UPA 12 with TRICARE only PORTAL VERSION r 2017.doc



6.4

6.5

6.6

VIL.
7.1

7.2

7.3

7.4

administrative simplification provisions of the federal Health Insurance Portability and Accountability Act
of 1996 (“HIPAA”), as set forth in 45 C.F.R. Subtitle A, Subchapter 3, Parts 160 and 164.

Continuing Obligation. The obligations of Provider under this Article VI shall not be terminated upon
termination of this Agreement, whether by rescission, non-renewal or otherwise. After termination of this
Agreement, HNFS and Regulatory Agencies shall continue to have access to Provider's records as necessary
to fulfill the requirements of this Agreement and to comply with all applicable laws, rules and regulations.

Requlatory Compliance. Provider agrees to comply with all applicable laws, rules and regulations, now or
hereafter in effect, regarding the performance of Provider’s obligations hereunder, including without
limitation, laws or regulations governing Beneficiary confidentiality, privacy, administrative review and
dispute resolution procedures to the extent that they directly or indirectly affect Provider, Provider's
Facility(ies), Provider’s Professional Providers, a Beneficiary, or HNFS, and bear upon the subject matter
of this Agreement. If HNFS is sanctioned under any regulatory body for non-compliance which is caused
by Provider, Provider shall compensate HNFS for amounts tied to this sanction incurred by HNFS including
HNFS’s costs of defense and fees.

Notification of Certain Employment Decisions. Provider shall provide prompt written notification to
HNFS of Provider’s employment of an individual who, at any time during the twelve (12) months preceding
such employment, was employed in a managerial, accounting, auditing, or similar capacity by an agency or
organization which is responsible, directly or indirectly for decisions regarding Department of Defense
payments to Provider.

GENERAL PROVISIONS

Amendments. All amendments to this Agreement proposed by Provider must be agreed to in writing by
HNFS in advance of the effective date thereof. Any amendment to this Agreement proposed by HNFS shall
be effective thirty (30) days after HNFS has given notice to Provider of the amendment, and Provider has
failed within that time period to notify HNFS in writing of Provider's rejection of the requested amendment.
If Provider rejects any amendment, HNFS shall have the right to consider such rejection as an intent to
terminate the Agreement, and HNFS may terminate this Agreement upon sixty (60) days prior notice.
Amendments required because of legislative, regulatory or legal requirements do not require the consent of
Provider or HNFS and will be effective immediately on the effective date of the requirement. Any
amendment to this Agreement requiring prior approval of or notice to any regulatory agency shall not
become effective until all necessary approvals have been granted or all required notice periods have
expired.

Assignment. Neither this Agreement, nor any of Provider's rights or obligations hereunder, is assignable by
Provider without the prior written consent of HNFS, which consent will not be unreasonably withheld.
HNFS expressly reserves the right to assign, delegate or transfer (any of which, an “Assignment”) its rights,
obligations and privileges under this Agreement without the consent of Provider.

Confidentiality. HNFS and Provider agree to hold the terms of this Agreement and all confidential or
proprietary information or trade secrets of each other in trust and confidence and agree that such
information shall be used only for the purposes contemplated herein, and not for any other purpose.
Specifically, Provider, as well as HNFS, shall keep strictly confidential all compensation rates set forth in
this Agreement and attached Schedule[s], except that this provision does not preclude disclosure by HNFS
to potential customers, Beneficiaries and Regulatory Agencies of the method of compensation used by
HNFS with respect to its Network Providers, e.g., fee-for-service, capitation, shared risk pool, DRG or per
diem. HNFS and Provider agree that nothing in this Agreement shall be construed as a limitation of (i)
Provider’s rights or obligations to discuss with Beneficiaries matters pertaining to Beneficiaries' health or
(i) HNFS’s rights or obligations with respect to subcontractors, including without limitation delegated
providers. The terms of this Section 7.3 shall survive termination of this Agreement.

Arbitration and Dispute Resolution. Provider and HNFS agree to resolve any controversy or dispute that
may arise out of or relate to this Agreement, or the breach thereof, whether involving a claim in tort,
contract, or otherwise, (a “Dispute”) pursuant to the terms of this Section 7.4. Either party may initiate the
dispute resolution process set forth herein by giving the other party notice of a Dispute. Such notice shall
set forth the precise nature of the Dispute. Provider and HNFS agree to meet and confer in good faith to
resolve the Dispute and negotiation of the Disputer shall be a condition precedent to the filing of any
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arbitration demand by either party. No notice of a Dispute may be filed until the exhaustion of applicable
HNFS internal administrative review procedures. If the parties are unable to informally resolve the Dispute
within thirty (30) days of the date of the initial notice of the Dispute, the aggrieved party may send notice to
the other party demanding arbitration under the terms of this Agreement (the “Arbitration Notice”). Such
Avrbitration Notice shall contain a detailed statement of the Dispute and facts and include copies of all
related documents supporting the arbitration demand. In addition, should the parties, prior to submitting the
Dispute to arbitration, desire to utilize other impartial dispute settlement techniques such as mediation or
fact-finding, a joint request for such services may be made to the American Arbitration Association
("AAA™), Judicial Arbitration and Mediation Services (“JAMS”), or the parties may initiate such other
procedures as they may mutually agree upon at such time. Notwithstanding the foregoing, nothing
contained herein is intended to require arbitration of disputes for medical malpractice between a Beneficiary
and Provider.

The parties further agree that upon the Arbitration Notice of either party, any Dispute shall be settled by
final and binding arbitration under the appropriate rules of the AAA or JAMS, as agreed by the parties. The
arbitration shall be conducted in Sacramento County, California by a single, neutral arbitrator who is
licensed to practice law. Arbitration must be initiated within one (1) year after the date the Dispute
occurred by submitting a written Arbitration Notice to the other party. The failure to initiate arbitration
within that period shall mean the complaining party shall be barred forever from initiating such
proceedings.

All such arbitration proceedings shall be administered by the AAA or JAMS, as agreed by the parties;
however, the arbitrator shall be bound by applicable law, and shall issue a written opinion setting forth the
reasons for an award. The parties agree that the decision of the arbitrator shall be final and binding as to
each of them. Judgment upon the award rendered by the arbitrator may be entered in any court having
jurisdiction. The arbitrator shall have no authority to make material errors of law or to award punitive
damages or to add to, modify, or refuse to enforce this Agreement or to make any award that could not have
been made by a court of law. The party against whom the award is rendered shall pay any monetary award
and/or comply with any other order of the arbitrator within the earlier of sixty (60) days of the date of the
award or the date of the entry of judgment on the award.

The administrative fees shall be advanced by the initiating party subject to final apportionment by the
arbitrator in this award. In all cases submitted to arbitration, the parties agree to share equally the
administrative fee as well as the arbitrator's fee, if any, unless otherwise assessed by the arbitrator. The
terms of this Section 7.4 shall survive termination of this Agreement.

Entire Agreement. This Agreement supersedes any and all other agreements, either oral or written,
between the parties with respect to the subject matter hereof, and no other agreement, statement or promise
relating to the subject matter of this Agreement shall be valid or binding.

Indemnification.

7.6.1 Each party shall be responsible for its own acts or omissions and for any and all claims, liabilities,

injuries, suits, demands and expenses of all kinds which may result or arise out of any alleged
malfeasance or neglect caused or alleged to have been caused by that party or its employees or
representatives in the performance or omission of any act or responsibility of that party under this
Agreement.

7.6.2 Provider agrees to indemnify, defend, and hold harmless HNFS, its agents, officers and employees

from and against any and all liability expense including defense costs and legal fees incurred in
connection with claims for damages of any nature whatsoever, including but not limited to, bodily
injury, death, personal injury, or property damage to the extent such damages are caused by Provider’s
performance or failure to perform its obligations hereunder.

7.6.3 HNFS agrees to indemnify, defend, and hold harmless Provider, its agents, officers, and employees

from and against any and all liability expense, including defense costs and legal fees incurred in
connection with claims for damages of any nature whatsoever, including but not limited to, bodily
injury, death, personal injury or property damage to the extent such damages are caused by HNFS’s
performance or failure to perform its obligations hereunder.

Indemnification of United States. Provider agrees to indemnify the United States Government for any
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liability that may be assessed against the United States Government that is attributable to any action or
omission of Provider.

Non-Exclusive Contract. This Agreement is non-exclusive and shall not prohibit Provider or HNFS from
entering into agreements with other health care providers or purchasers of health care services.

No Third Party Beneficiary. Nothing in this Agreement is intended to, or shall be deemed or construed to
create any rights or remedies in any third party, including a Beneficiary, except as may be expressly
provided herein. Nothing contained herein shall operate (or be construed to operate) in any manner
whatsoever to increase the rights of any such Beneficiary or the duties or responsibilities of Provider or
HNFS with respect to such Beneficiaries, except as may be expressly provided herein.

Governing Law. This Agreement shall be governed by and construed and enforced in accordance with
federal law.

Notice. Any notice required or desired to be given under this Agreement shall be in writing. Notices shall
be deemed given five (5) days post deposit in the U.S. mail, postage prepaid. If sent by hand delivery,
overnight courier, e-mail, or facsimile, notices shall be deemed given upon documentation of receipt. All
notices shall be addressed as indicated on the signature page(s) to this Agreement.

The addresses to which notices are to be sent may be changed by written notice given in accordance with
this Section. In the event Provider fails to complete the notice information below or fails to notify HNFS of
any changes to such information, HNFS reserves the right to send notice to the practice address included on
the claim form.

Requlation. HNFS is subject to the requirements of various federal laws, rules and regulations. Any
provision required to be in this Agreement by any of the above shall bind Provider and HNFS whether or
not expressly set forth herein.

Severability. If any provision of this Agreement is rendered invalid or unenforceable by any law, rule or
regulation, or declared null and void by any court of competent jurisdiction, the remainder of this
Agreement shall remain in full force and effect.

Status as Independent Entities. None of the provisions of this Agreement is intended to create or shall be
deemed or construed to create any relationship between Provider and HNFS other than that of independent
entities contracting with each other solely for the purpose of effecting the provisions of this Agreement.
Neither Provider nor HNFS, nor any of their respective agents, employees or representatives shall be
construed to be the agent, employee or representative of the other.

Calculation of Time. The parties agree that for purposes of calculating time under this Agreement, any
time period of less than ten (10) days shall be deemed to refer to business days and any time period of ten
(10) days or more shall be deemed to refer to calendar days.

Separate Obligations. For purposes of this Section 7.16, the term “Affiliate” shall mean HNFS, or an
entity that controls, is controlled by, or is under common control with HNFS. The rights and obligations of
HNFS under this Agreement shall apply only to HNFS and only with respect to the TRICARE Program.
HNFS shall not be responsible for the obligations of any other Affiliate with respect to the other Affiliate's
benefit programs. The person executing this Agreement on behalf of HNFS has been duly authorized by
HNFS to execute this Agreement on its behalf. The terms of this Section 7.16 shall survive termination of
this Agreement.

THIS AGREEMENT CONTAINS A BINDING ARBITRATION CLAUSE WHICH MAY BE ENFORCED

BY THE PARTIES.

Notices: All notices shall be addressed as follows:
Health Net Federal Services; 2025 Aerojet Road; Rancho Cordova, CA 95742
Attn: Legal Department; Facsimile: (916) 985-8253

AND TO

Managed Health Network, Inc.; P.O. Box 10086; San Rafael, CA 94912
Attn: Vice President Professional Relations; Facsimile: (415) 257-1467
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