Health Services :
, i ., WI-544. |
Phone No:715- ; Fax: 715;

Notice of Medicare Non-Coverage

Patient name: Patient number;

The Effective Date Coverage of Your Current Skilled Nursing Facility
Services Will End: 07/20/2022 -

¢ Your Medicare provider and/or health plan have determined that Medicate probably will not
pay for your current Skilled Nursing Facility services after the effective date indicated g
above. . |

*  You may have to pay for any services you receive after the above date.

Your Right to Appeal This Decision

*  You have the right to an immediate, independent medical review (appeal) of the
decision lo end Medicare coverage of these services. Your services will continue
during the appeal.

*  If'you choose to appeal, the independent reviewer will ask for your opinion. The
reviewer also will look at your medical records and/or other relevant information.
You do not have to ptepare anything in writing, but you have the right to do so if
you wish, ‘

*  Ifyou choose to appeal, you and the independent reviewer will each receive a copy
of the detailed explanation about why your coverage for services should not
continue. You will receive this detailed notice only after you request an appeal.

¢ Ifiyou choose to appeal, and the independent reviewer agrees services should no longer be
covered after the effective date indicated above;
o  Neither Medicare nor your plan will pay for these services after that date.

*  Ifyou stop services no later than the effective date indicated above, you will avoid financial
liability.

How to Ask For an Immediate Appeal

*  You must make your request to your Quality Improvement Organization (also
known as a QI0). A QIO is the independent reviewer authorized by Medicare to
review the decision fo end these services,

*  Your request for an immediate appeal should be made as soon as possible, but no
later than noon of the day before the effective date indicated above.,

*  The QIO will notify you of its decision as soon as possible, generally no later than
two days after the eftective date of this notice if you are in Original Medicare. If you
are in a Medicare health plan, the QIO generally will notify you of its decision by the
effective date of this notice.

*  Call your QIO at: LIVANTA 888-524-9900 or TTY 888-985-8775 to appeal, or if you have
questions.

See page 2 of this notice for more information. EXHIBIT
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If You Miss The Deadline to Request An Immedijate Appeal, You May Have Other Appeal Rights:
* If you have Original Medicare: Call the QIO listed on page 1.

+  If you belong to a Medicare health plan: Call your plan at the number given below.

Plan Contact Information:
UnitedHealthcare
Appeals and Grievance
Mail Stop: CA124-0157
P.0.Box 6106

Cypress, CA 90630

Customer Service: 1-800-204-1002
TTY:711

Additional Information (Optional):

Once complete, please return this NOMNC to your naviHealth Care Coordinator on the same day it
is issued (fax: 844-244-9482).

Telephone delivery does not require a signature and should only occur when the member is unable to
understand the notice and the representative is not available to sign in a timely manner.

The following is to be)comple;ed by the provider delivering this notice by telephone (skip if in-person):

Notice delivered by (print full name): Title;
Call date: Call time: am/pm
Spoke with:
o Full name: L
o Telephone number:( )
o Relation to member: C POA 1 AOR 1 Other (specify):
o Reason why member could not sign/understand:

¢ An explanation of this Notice of Medicare Non-coverage and the tnember’s appeal rights were
Provided as indicated above.

o Made aware of the effective date that skilled service(s) is ending is: and date
financial liability to begin is:

o Last covered date: Service to end;__ Skilled Nursing Facility Services

[ ]

To file an immediate appeal, the QIO must be called by noon on (date):

Your QIO name and telephone number is (as indicated above on page 1):
LIVANTA: 888-524-9900, TTY: 888-985-8775

If you miss this deadline, you may have other appeal rights and can contact your Health Plan.

Your health plan name and telephone number is UnitedHealthcare 1-800-204-1002, or TTY: 711
e Provider’s signature/title: Date:

Please sign below to indicate you received and understood this notice,

I have been notified that coverage of my services will end on the effective date indicated on this notice
and that I may appeal this decision by contacting my QIO.

“Signature of Patient or Representative Date

usidund hao aetivaded pon and & wnable Ok

Form CMS 10123-NOMNC (Approved 12/31/2011) ‘ﬁ) uhdm,g;fnng{ ' OMB approval 0938-0953
MG, NDMNC. Daughtet. PO sugred 711 912022,




The company does notf {reat members differently because of sex, age, race, colar, disability,
or national orlgin,

If you think you were treated unfairly because of your sex, age, race, color, disability, or natianal
origin, you can send a complaint to the Civil Rights Coordinator.

Online:  UHC_Civil_Rights@uhc.com

Malik: Civil Rights Coordinator
UnitedHealthcare Civil Rights Grievance
P.O. Box 30608
Salt Lake City, UT 84130

You musl send the complaint within 60 days of when you found out about it. A decision will be
sent to you within 30 days. If you disagree with the decision, you have 15 days to ask us to look
at it again, If you need help with your complaint, please call the mmember toll-free phone number
listed on your ID card.

You can also file a complaint with the U.S, Dept, of Health and Human Services.
Online:  https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Complaint forms are available at: http://Avww.hhs.gov/ocr/office/file/index,htm]
Phone: Toll-free: 1-800-368-1019 or Toll-free: 1-800-537-7697 (TDD)
Mail: U.S. Dept. of Health and Human Services
200 Independence Avenue. SW
Room 509F, HHH Building
Washington, D.C. 20201
We provide free services to help you communicate with us, such as letters in other languages or

large print. Or, you can ask for an interpreter. To ask for help, please call the member toll-free
phone number listed on your ID card,

ATENCION: Si habla espafiol (Spanish), hay servicios de asistencia de idiomas, sin cargo, i su
disposicion, Llame al nimero de teléfono gratuito que aparece en su tatjeta de identificacion,

it s ¢ R ER TR (Chinase), fEME B RMEET IR H, SIBITE B-RRIPgE 0
T ; WA ‘

XIN LUU Y: Néu quf vi n6i tiéng Viét (Vietnamese), quf vi s& dugc cung ciip dich vy trg gitip
vé ngon ngit midn phi. Vui 1ong goi s6 dign thoai mién phi & mit sau thd hoi vién cha quy vi.



A A= 'E-" =Y "
$3. Eooloroan® 1a sl A Hol 9 R TR o8 5 e,

PAALALA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng
serbisyo ng tulong sa wika, Pakitawagan ang toli-free na numero ng telepono na nasa iyong
identification card.

BHUMAHWE: GacninaTHbie ycryri nepesofa AocTYNHB ANA fogsit, Yol poaHON A3biK
ARNseTca pycckoM (Russian). Moasonnte no GecnnatHoMy HoMepy TenedoHa, ykaaanHomy Ha
sallel AeHTHMUKALMOHHON KapTe.

Al 85 o Qo ola N A Agilpall 4,2l sacluedl s, ot J(ArAbIE) Aad) 115 i 1] s
Al Qe o apagall il

ATANSYON: Siw pale Kreydl ayisyen (Haitlan Creole), ou kapab benefisye sévis ki gratis
pou ede w nan Jang pa w. Tanpri rele nimewo gratis ki sou kat idantifikasyon w.

ATTENTION : Si vous parlez frangais (French), des services d’aide linguistique vous sont
proposés gratuitement, Veuillez appeler le numéro de téléphone gratuit figurant sur votre carte
d’identification,

UWAGA: Jezeli mowisz po polsku (Polish), udostepnilismy darmowe ustugi thumacza. Prosimy
zadzwonié pod bezplatny numer telefonu podany na karcie identyfikacyjnej.

ATENGCAOQ: Se vocé fala portugués (Portuguese), contate o servigo de assisténcia de idiomas
gratuito, Ligue gratuitamente para o nlimero encontrado no seu cartéo de identificagio.

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfiigung, Bitte rufen Sic die gebiibrenfreie Rufnummer auf der
Rilckseite Thres Mitgliedsausweises an,

il o as U bk sy g Lk JLRD 3 0L ke 4y 0 shadd ilass. ud (Farsl) gpastd Lt o) ) et
B kel sn agi Lt Rl ) 6048 Y,

e & afy I e (Hindi) ey ¥, smoer s wErrer dard, frees svestr § g
e e O U HeiEE SveShr wie HE uT eRier Y|

Dif BAA’AKONINIZIN: Diné (Navajo) bizaad bee yhnilti’go, sand bee 4ka'anfda’awo’igti,
144 jifk’eh, bee n&’ah6ot'1’. T*44 shoodi ninaaltsoos nitPizf bee nédhoziniglf bine’d¢ ¢ * 1’44
jilk'chgo béésh bee hane’] bikd’igii bee hodiilnih,
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BFCC-QIO DETERMINATION LETTER
July 20, 2022

Case:

Patient Name:

Patient Date of Birth: _ _

Provider: _Health Services

Service Date: May 11, 2022 Medicare(HIC)#:

Dear

Thank you for your patience while we completed a thorough review of your provider’s decision to
end services. We understand the appeal process can be stressful. We hope your experience with
Livanta has been a positive one.

Livanta LLC is authorized by Medicare to review medical care and services to decide if medical
services meet professionally recognized standards of health care, are medically necessary, and are
delivered in the most appropriate setting. Livanta LLC is also mandated to conduct an expedited
review when a beneficiary appeals a provider's decision to end Medicare covered services.

An independent, certified, licensed, practicing peer reviewer reviewed the provider's decision to end
coverage for the medical services from {ealth Services. Based on a review of the
available medical documentation, and the information you provided. the peer reviewer found that
you no longer meet the Medicare coverage requirements for skilled nursing facility services. The
peer reviewer offered the following comments:

A review of medical records received shows that the patient has had sufficient time in a Skilled
Nursing Facility to achieve therapy goals. Based on the Physical and Occupational Therapy
evaluations, the patient has achieved reasonable goals of care. The patient needs minimum assist
Jfor bed mobility, transfers and walking of 15 feet with a walker. Therapy can be safely
transitioned to a different setting. Skilled services are no longer needed on a daily basis to
maintain or prevent decline. There were no medical issues to support the need for ongoing skilled
nursing care.

EXHIBIT
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You or your representative were notified by telephone on July 20, 2022 at 4:15 PM Eastern time that
the decision to end these services was upheld. These services will no longer be paid for by the
Medicare program beginning on July 21, 2022.

You will be responsible for the cost of all services continued at - Health Services
beginning on July 21, 2022, except for those that are covered (when applicable) by Medicare Part B.
If medical services were stopped before July 21, 2022, you will be responsible only for applicable
deductible or coinsurance amounts and convenience services and items not normally covered by
‘Medicare. -

. Health Setvices and Medicare have been informed of this decision. We encourage you or
your representative to discuss arrangements for further health care with your physician or case
manager. Please be aware that this decision should not affect your Medicare coverage for medically
necessary and appropriate.services that you may require in the future.

If you disagree with our decision, you may request that Livanta LLC reconsider its decision to
uphold + Health Services’s end of Medicare covered services. Your request must be made
by telephone or in writing no later than sixty (60) calendar days from the date of this notice tog

Livanta LLC
Attention: Expedited Determinations
6830 W. Oquendo Rd Suite 202
Las Vegas, NV 89118
888-524-9900

If you or your representative have any questions regarding this action please call Livanta LL.C at
888-524-9900.

Sincerely,

Matthew Stofferahn, MD
Medical Director

The Livanta Medical Director signs all letters to maintain physician reviewer anonymity.

ce: Health Services
CARE IMPROVEMENT PLUS WISCONSIN INSURANCE COMPANY



-Health Services
o , WI-544
Phone No: 715/ - Fax: 715!
TTY users dial 711.

Detailed Explanation of Non-coverage

Date: 07/19/2022

Member name: Member number;

This notice gives a detailed explanation of why your Medicare provider and/or health plan has
determined Medicare coverage for your current services should end. This nofice is not the
decision on your appeal. The decision on your appeal will come from your Quality Improvement
Organization (QlO).

We have reviewed your case and decided that Medicare coverage of your current Skilled
Nursing Facility services should end.

The facts used to make this decision:

Your case was carefully reviewed by our Medical Director to determine you are now at a level
where you can fransition from daily skilled services to services that are provided intermittently,
When you admitted to the skilled nursing facility, you needed total help to move around, and you
needed total help with most self-care skills. After receiving skilled services in the facility, you can
move around with moderate help and perform most self-care skills with a lot of help.

Detailed explanation of why your current services are no longer covered, and the specific
Medicare coverage rules and policy used to make this decision:

According to Chapter 8 of the Medicare Guidelines specifically related to Skilled Nursing
Facilities (Section 30; 30.2.2; 30.3; 30.4.1.1; 30.6; 30.7), you must have a need for daily skilled
nursing or daily skilled rehabilitation to receive coverage for skilled nursing facility services. Our
Medical Director reviewed the documentation of your entire stay and determined you no longer
need skilled services on a daily basis. More inpatient days at the skilled nursing facility are not
medically necessary. A safe discharge plan has been recommended. You are now at a point where
you can receive part-time skilled services.

Plan policy, provision, or rationale used in making the decision:

Your plan's policy requires our Medical Director to exclusively utilize Medicare Guidelines to
determine the medical necessity for skilled services. The additional review of your plan's policy
guidelines along with Medicare Guidelines confirm that you no longer meet criteria for daily
skilled services.

If you would like a copy of the policy or coverage guidelines used to make this decision or a copy
of the documents sent to the QIO, please call us at; 1-800-643-4845

EXHIBIT
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BFCC-QIO DETERMINATION LETTER
August 1, 2022

Case:
Patient Name:
Patient Date of Birth:

Provider: Health Services
Service Date: May 11,2022 Medicare(HIC)#:
Dear

Thank you for your patience while we completed a thorough review of your provider’s decision to
end services. We understand the appeal process can be stressful. We hope your experience with
Livanta has been a positive one.

Livanta LLC is authorized by Medicare to review medical care and services to decide if medical
services meet professionally recognized standards of health care, are medically necessary, and are
delivered in the most appropriate setting. Livanta LLC is also mandated to conduct an expedited
review when a beneficiary appeals a provider's decision to end Medicare covered services,

Based on a request for a reconsideration appeal, an independent, certified, licensed, practicing peer
reviewer reviewed the provider's decision to end coverage for the medical services from Tomahawk
Health Services. Based on a review of the available medical documentation, and the information
you provided. the peer reviewer found that you no longer meet the Medicare coverage requirements
for skilled nursing facility services. The peer reviewer offered the following comments:

A review of medical records received shows that the patient was admitted to the Skilled Nursing
Facility (SNF). The patient is self feeding and requires minimal help for hygiene and grooming.
The patient needs minimal help with dressing, bathing and toilet tasks. The patient can walk 15
Jeel with awalker. The patient needs minimal help for bed mobility and functional transfers. There
are no acufe medical issues. Daily supervised services are no longer required to maintain or
prevent a decline in function. The palient is ready for a different level of care.

EXHIBIT
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You or your representative were notified by telephone on August 1, 2022 at 2:07 PM Eastern time of
the determination that the decision to end these services was upheld. These services will no longer
be paid for by the Medicare program beginning on July 21, 2022

You will be responsible for the cost of all services continued at lealth Services
beginning on July 2, 2022, except for those that are covered (when applicable) by Medicare Part B,
1f medical services were stopped before July 21, 2022, you will be responsible only for applicable
deductible or coinsurance amounts, and convenience services and items normally not covered by
Medicare.

Health Services and Medicare have been informed of this decision. We encourage you to
discuss other acrangements for further health care with your physician or case manager. Please be
aware that this decision should not affect your Medicare coverage for all medically necessary and
appropriate services that may be required in the future,

You may appeal the reconsideration decision to an administrative law judge. If you wish to appeal,
please refer to the information provided in the attached document for more details.

Appeals must be made in writing within 60 days from receiving this letter. You may wish to consult
with your primary physician or case manager before taking further action.

If you or your representative have any questions regarding this action please call Livanta LLC at
888-524-9900.

Sincerely,

Malthew Stofferahn, MD
Medical Director

The Livanta Medical Divector signs all letters to maintain physician reviewer anonymity.

Information and questions about quality of care or appeals. Complaints or concerns about Livanta's work?
Contact Livanta at 888-524-9900 Let CMS know at QQOCONCERNS@@cms.hhs.gov.
ce: Jealth Services

CARE IMPROVEMENT PLUS WISCONSIN INSURANCE COMPANY




IMPORTANT INFORMATION ABOUT YOUR APPEAL RIGHTS

L Your Right to Appeal this Decision ]

1f you do not agree with this decision, you may
appeal the decision to an Administrative Law Judge

(ALJ) al the Office of Medicare Hearings and
Appeals (OMHA). You or your representative may
present your case to the ALJ at a hearing. You may
file an appeal on the following issues:

1. The reasonableness of the services;

2. The medical necessity of the services; or

3. The appropriateness of the setting in which
the services were furnished.

You must have $200 in dispute to appeal to an AlJ.
A claim can be combined ("aggregated") with others
to reach this amount if: (1) the other claims have also
been decided by a QIO; {2) all of the claims are listed
on your request for hearing; (3) your request for
hearing is filed within 60 days of receipt of all of the
QIO reconsiderations being appealed; and (4) you
explain why you believe the claims involve similar or
related services.

You can find more information about your right to an
ALJ hearing at www.hhs.gov/ombha or by calling
1 855-556-8475. This is a toll free call.

| How to Appeal ]

To exercise your right to appeal, you must file a

written request for an ALJ hearing within 60 days of

receiving this letter. If your request for hearing is

being filed late, you must explain why your request is

being filed late. After you file an appeal, you may

check your appeal's status via the OMHA website at

www, hhs.,gov/omha (click on Appeal Status Lookup).

When preparing your request for hearing, please use

Form OMHA-100, available at;

www.hhs.gov/iomhalforms/index.html

Your request for hearing must include the following:

1. The Beneficiary’s name, address, and Medicare
health insurance claim number;

2. The name and address of the person appealing, if
the person is not the beneficiary;

3. The representative’s name and address, if any;

4. The case number listed on the front page of this

reconsideration notice (or send a copy of the notice);

. The dates of service for the claims at issue;

. The reasons why you disagree with the Q|O's
reconsideration; and

7. A statement of any additional evidence to be

submilted and the date it will be submitled.

You must send a copy of your request for hearing to
the other parties who received a copy of this decision
(for example, the beneficiary ar provider/supplier).
Please do not send a copy of your hearing request
to the QIO that issued this reconsideration.

o

Mail your request for hearing to (tracked mail is
suggested):

OMHA Central Operations
1001 Lakeside Ave., Suite 930
Cleveland, OH 44114-1158

OMHA processes Medicare Beneficiary appeals on
a priority basis. If you are a Beneficlary ar you
represent a Beneficiary, mail your hearing request to:
OMHA Central Operations i
1001 Lakeside Ave,, Suite 930 5
Cleveland, OH 44114-1158

If you are a Beneficiary or represent a Beneficiary,
you can also call the OMHA Beneficiary help line at

1 844-419-3358 for assistance. This is a toll free call.
For more information on the OMHA Beneficiary
prioritization program, including limitations for
Beneficiaries represented by a providar/supplier, or a
shared representative, visit the OMHA website at
www.hhs.goviomha or call the Beneficiary help line.

[ Who May File an Appeal |

You or someone you name to act for you (your
appointed representative) may file an appeal. You
can name a relative, friend, advocate, attorney,
doctor,or someone else to act for you.

If you want someone to act for you, you and your
appointed representative must sign and date a
statement naming that person to act for you and
send it with your request for hearing. Call 1-800-
MEDICARE (1-800-633-4227) to learn more ahout
how to name a reprasentative,

[ Help With Your Appeal '

You can have a friend or someone else help you with
your appeal. If you have any questions about
payment denials or appeals, you can also contact
your State Health Insurance Assistance Program
{SHIP). For information on contacling your local
SHIP, call 1-800-MEDICARE (1-800-633-4227).

[ Other Important Information ]

If you want copies of statutes, regulations, and/or
policies we used to arrive at this decision, please
write to us and attach a copy of this letter, at:
Livanta LLC i
10820 Guilford Rd, Suite 202 ;
Annapolis Junction, MD 207011105
If you have questions, please call us at:
1-855-878-1720

| Other Resources To Help You

1-800-MEDICARE (1-800-633-4227)
TTYITDD: 1-800-486-2048

i
i
H
§
i
H
i
i
i

If you need large print or assistance, please call 1-800-633-4227
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OFFICE OF MEDICARE HEARINGS AND APPEALS
Kansas City Field Office
601 E. 12th Street
Suite 221
Kansas City, MO 64106~
2817
(844) 566-6258
(816) 321-7292 (Direct)
(816) 527-0051 (Fax)
(844) 566-6258 (Toll Free)

10/12/2022

NOTICE OF HEARING

Appellant

Enrollee

Medicare No.

Date(s) of Service

OMHA Appeal Number - .
Administrative Law Judge Robert Clarke

A hearing in the above appeal is scheduled for:

Hearing Date: THURSDAY, 11/10/2022
Hearing Time: 09:30 AM Central Time

You are scheduled to appear by: Telephone

[ video-Teleconference (VTC)
[ m-person

You are instructed to call our office on the hearing date at the time indicated above. Please call

EXHIBIT
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(833) 419-1926 and enter 43353523 when asked for a passcode or collaboration code. Failure to
call at the scheduled time will be considered a failure to appear for the hearing.

The following parties, participants, and/or witnesses are also scheduled to appear at the hearing:

Name Role Appearing by
CARE IMPROVEMENT PLUS WISCONSIN INSURANCE Party
COMPANY
Livanta
LLC Non-Party

What do I do next?

You must respond to this notice within 5 calendar days of receipt. You are encouraged, but not
required, to use the enclosed Response to Notice of Hearing (form OMHA-102) when
responding. If you are a party to the appeal, your response must indicate whether you plan to
attend the scheduled hearing, or whether you object to the proposed time and/or place of the
hearing. If applicable, you must specify who else from your organization or entity plans to
attend the hearing and in what capacity, and list any witnesses who will be providing testimony.
If you are an employee of CMS or a CMS contractor and wish to attend the hearing as a
participant, your response must indicate that you plan to attend the hearing and specify each
individual who plans to attend.

What if I object to the type of hearing?

If you are a party to the appeal and you object to the type of hearing scheduled, please complete
section 6 of the enclosed Response to Notice of Hearing, and indicate what type of hearing you
would prefer (if you are also requesting to change the time of your scheduled hearing, see the
section below titled "What if I can't attend my scheduled hearing?"). No explanation is required
if you are an unrepresented beneficiary or enrollee requesting to appear by VIC. For all other
requests for a VTC hearing, and any requests for an in-person hearing, you must explain why
you object to the type of hearing scheduled. If the Administrative Law Judge changes the type of
hearing, an amended notice of hearing will be sent to the parties and any potential participants
who were sent a copy of this notice.

What if I can't attend my scheduled hearing?

OMHA-1024 20of6



If you are a party to the appeal and you cannot attend the hearing at the scheduled time and
place, please call our office immediately at the direct dial phone number at the top of this notice.
Please also complete section 4 of the enclosed Response to Notice of Hearing and explain why
you are unable to attend the hearing at the scheduled time and place. If the Administrative Law
Judge finds good cause to reschedule the hearing, an amended notice of hearing will be sent to
the parties and any potential participants who were sent a copy of this notice.

What if I don't attend my scheduled hearing?

If you are the appellant and neither you nor your representative appears at the scheduled hearing,
the Administrative Law Judge may dismiss your request for hearing unless good cause for the
failure to appear is found. If you respond to this notice of hearing and fail to appear, you must
contact the Administrative Law Judge within 10 calendar days after the hearing and provide a
good cause reason for not appearing. If you do not respond to this notice of hearing and fail to
appear, the Administrative Law Judge will send you a notice asking why you did not appear, and
you will have 10 calendar days to respond. If you do not respond to the Administrative Law
Judge's notice within 10 calendar days, or you do respond and the Administrative Law Judge
determines you did not have good cause for failing to appear, your request for hearing will be
dismissed. If the Administrative Law Judge determines that good cause exists, the hearing will
be rescheduled and the time between the originally scheduled hearing date and new hearing date
will not count toward the adjudication period.

What if I don't want a hearing?

If you are a party to the appeal, you have a right to appear at the hearing to present arguments in
favor of your position, and offer testimony and evidence to the Administrative Law Judge.
However, if you do not wish to present your case at a hearing, you may request a decision based
on the written and other evidence in the record. To do so, please complete section 4 of the
enclosed Response to Notice of Hearing. Please also complete and submit a Waiver of Right to
an Administrative Law Judge (ALJ) Hearing (form OMHA-104). You can find a copy of this
form online at www.hhs.gov/omha, or you may contact our office to receive a copy. Please note
that your waiver does not affect the right of other parties to participate in the hearing and even if
all parties waive the hearing, the Administrative Law Judge may still decide to conduct a hearing
if it is necessary to decide the case. If a hearing is conducted and you do not attend, you may
still offer written evidence to the Administrative Law Judge. Please see below for additional
information regarding the submission of evidence.

What if I no longer wish to pursue this appeal?
If you decide that you no longer wish to pursue this appeal, you may withdraw your request for

hearing in writing. You may do this by letter or by completing and submitting a Withdrawal of
Request for an Administrative Law Judge Hearing (form OMHA-119). You can find a copy of

OMHA-1024 3of6



this form online at www.hhs.gov/omha, or you may contact our office to receive a copy. If you
submit a written request for withdrawal and no other party has filed a valid request for hearing,
your appeal will be dismissed. Your request to withdraw will not be honored if a decision,
dismissal or remand has already been issued.

What issues will be addressed at the hearing?

The issues before the Administrative Law Judge include all of the issues brought out in the initial
determination, coverage determination, or organization determination; redetermination; or
reconsideration that were not decided entirely in a party's favor, for the claims or other appealed
matters specified in the request for hearing.

What if T object to the issues listed above?

If you are a party and you object to the issues, you must notify the Administrative Law Judge in
writing at the earliest possible opportunity before the time set for the hearing and explain your
objections. You can either do this in section 6 of the enclosed Response to Notice of Hearing or
at a later time, but no later than 5 calendar days before the date of your scheduled hearing. You
must send a copy of your objections to all the parties who were sent a copy of this notice and to
CMS or any CMS contractor that has elected to be a party to the hearing. The Administrative
Law Judge will make a decision on your objections either in writing, at a prehearing conference,
or at the hearing.

Can I have a representative?

Yes. You have the right to have a representative attend the hearing on your behalf or attend the
hearing with you. You can be represented by an attorney or other person. If you have a
representative and have not completed and submitted an Appointment of Representative (form
CMS-1696), which can be found online at www.hhs.gov/omha, or other written statement
authorizing your representative to act on your behalf, please call our office as soon as possible.

Can I request a copy of the case file?

Yes. If you would like a copy of all or part of your file before the date of the hearing, please
contact our office for further instructions.

Can I submit additional evidence?
If you want to submit additional written or other evidence, please complete and submit a Filing
of New Evidence (form OMHA-115). You can find a copy of this form online at

www.hhs.gov/omha, or you may contact our office to receive a copy. Unless you are an
unrepresented beneficiary or enrollee, you must submit all evidence by the date (if any) you have
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specified in your request for hearing, or within 10 calendar days of receiving this notice. If
evidence is submitted more than 10 calendar days after receiving this notice, any applicable
adjudication period will be extended by the number of calendar days in the period between 10
calendar days after receipt of this notice and the day the evidence is received. Please note that
although the 10-day submission time frame does not apply to unrepresented beneficiaries and
enrollees, they may wish to submit any additional evidence as soon as possible to allow the
Administrative Law Judge more time to consider the evidence before the hearing.

If you are a provider or supplier, or a beneficiary represented by a provider or supplier, and you
are appealing a reconsideration issued by a Medicare Part A or Part B Qualified Independent
Contractor (QIC), you must also submit a statement explaining why the evidence was not
submitted prior to the issuance of the QIC's reconsideration. The Administrative Law Judge will
determine whether you have good cause for submitting the evidence for the first time at the
OMHA level of appeal.

Will any experts participate or testify at the hearing?

No experts are scheduled to testify at your hearing.

What happens at the hearing?

The Administrative Law Judge will open the hearing and ask the parties, participants
and any representatives to identify themselves and any witnesses they may be calling;
The Administrative Law Judge will ask you and any other witnesses to take an oath or
to affirm that the testimony is true;

You will have the opportunity to present facts and arguments;

If you are a party, you or your representative may present witnesses and may cross-
examine the witnesses of the other parties;

The Administrative Law Judge may question you and any other witnesses about the
facts and issues;

The Administrative Law Judge may allow you to submit additional written statements
and affidavits about the matter in lieu of testimony or argument at the hearing. You
must submit the additional statements and affidavits within the time frame designated
by the Administrative Law Judge and provide a copy of them to the other parties to
your hearing, if any, at the same time you submit them to the Administrative Law
Judge;

The Administrative Law Judge will review the issue(s) and entire record of your claim,
independent of any determinations previously made on your claim; and

The Administrative Law Judge will make an audio recording of the hearing.

How will I know the result of my case?

OMHA-1024

5of 6



After the hearing, the Administrative Law Judge will issue a written decision, which will be
mailed to all parties to the appeal, the relevant QIC or Independent Review Entity, and the Part D
plan sponsor if you are appealing a Part D coverage determination. The decision will include
findings of fact, conclusions of law, and the reasons for the decision. The Administrative Law
Judge will base the decision on the evidence of record, including the testimony at the hearing.

Whom do I contact with other questions about my hearing?

If you have any questions about your hearing, please call or write our office. A direct dial phone
number and mailing address are at the top of this notice. Please provide the Administrative Law
Judge name and OMHA appeal number if you write to the office, or have the information
available if you call the office.

oc:
CARE IMPROVEMENT PLUS WISCONSIN INSURANCE COMPANY
PO BOX 6106
MS CA124-0157
CYPRESS, CA 90630

Livanta

6830 W. Oquendo Road
Suite 202

Las Vegas, NV 89118

:LLC

Enclosures:
OMHA-102 Response to NOH
OMHA-001 Notice of Nondiscrimination
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ey, DEPARTMENT OF HEALTH AND HUMAN SERVICES

_/@ Office of Medicare Hearings and Appeals

, NOTICE OF NONDISCRIMINATION

o WeTy
"0

o

The Office of Medicare Hearings and Appeals (OMHA) complies with applicable Federal civil
rights laws and does not discriminate on the basis of race, color, national origin, age, disability,
sex, gender identity, or sexual orientation. OMHA does not exclude people or treat them differently
because of race, color, national origin, age, disability, sex, gender identity, or sexual orientation.

OMHA:

e Provides free aids and services to people with disabilities to communicate effectively with
us, such as:
o Qualified sign language interpreters
o TTY calls that are initiated by the caller through a public relay service
o Written information in other formats (large print, audio, accessible electronic formats,
other formats)

e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact (844) 419-3358.

If you believe that OMHA has failed to provide these services or discriminated in another way on
the basis of race, color, national origin, age, disability, sex, gender identity, or sexual orientation,
you can file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal,
available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiiistica.
Llame al (844) 419-3358.

HE MEEGERERD, GubSaERGESIEMRE. FHEBE (844) 419-3358.

OMHA-001 (06/2022) Page 1 of 2



PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong
sa wika nang walang bayad. Tumawag sa (844) 419-3358.

CHU Y: Néu ban néi Tiéng Viét, ¢6 cac dich vu hd tro ngon ngit mién phi danh cho ban. Goi 8
(844) 419-3358.

ATTENTION: Si vous parlez frangais, des services d'aide linguistique vous sont proposés
gratuitement. Appelez le (844) 419-3358.

(866) 207-4466 8 3 Juail  laalls Al ) 435 4y galll saclisall cilans 8 el (SO Cunati e 13) i sl

FO: =012 MESHAIE 22, A0 K& NHIAS S22 0I=06ta & ASLICH (844)
419-3358 HO & E 3ol =& A2,

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Thnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfiigung. Rufnhummer: (844) 419-3358.

BHUMAHHE: Ecnu Bbl rOBOPUTE HA PYCCKOM A3BIKE, TO BaM JOCTYIHEI OECIUIATHBIE YCIyTH
nepepojia. 3soHuTe (844) 419-3358.

ATANSYON: Si w pale Kreyol Ayisyen, gen sévis &éd pou lang ki disponib gratis pou ou. Rele
(844) 419-3358.

o ¢ df¢ oy gt dlaa § o oMo o gud # Wl geradr A9t Suasy gl
(844) 419-3358 TR BId v |

ATENCAO: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para
(844) 419-3358.

ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza
linguistica gratuiti. Chiamare il numero (844) 419-3358.

UWAGA.: Jezeli méwisz po polsku, mozesz skorzystaé z bezplatnej pomocy jezykowej. Zadzwon
pod numer (844) 419-3358.

(844) 419-3358 02,S JS - G Gliiasd (e ike Sladd (S 230 (S ol S Ol 5o e g0l Gl Sl

If you need large print, please call 1-844-419-3358

OMHA-001 (06/2022) Page 2 of 2



o 1R DEPARTMENT OF HEALTH AND HUMAN SERVICES

530 / Office of Medicare Hearings and Appeals
7’%"§( RESPONSE TO NOTICE OF HEARING

Instructions: Complete sections 2 through 8 below, as applicable, and return this form to the assigned Administrative Law Judge
(ALJ) within 5 days of receiving the notice of hearing. For expedited Part D hearings, contact the ALJ at the telephone number
provided at the top of the notice of hearing or complete and return this form to the assigned ALJ within 2 days of receiving the
notice of hearing. The return mailing address and fax number are at the top of the notice of hearing. You do not need to include the
notice of hearing with your response.

Please note that only a party to the hearing may call witnesses; object to the time, place, or type of hearing; object to the statement of
issues to be decided at the hearing; or object to the assigned ALJ (sections 4 through 6 below). Non-party participants are not
permitted to call witnesses and may not file objections.

Section 1: Hearing information. [TO BE COMPLETED BY THE OFFICE OF MEDICARE HEARINGS AND APPEALS]

OMHA Appeal Number Appellant

Type of Hearing - Assigned ALJ

Telephone  [_] Video-Teleconference (VTC) []In-Person Clarke

Hearing Day of Week Hearing Date Hearing Time

THURSDAY 11/10/2022 09:30 AM

Telephone Hearing Call-in Number (if applicable) Passcode or Collaboration Code (for telephone hearing)
RINVN ATQ.1Q7A 43353523

VTC or In-Person Hearing Address (if applicable) City State ZIP Code

Section 2: What is the responding party’s or participant’s information? (Representative information in next section)

Name (First, Middle initial, Last) Firm or Organization (if applicable) Telephone Number

Mailing Address City State ZIP Code

If the respondent is an entity or organization, please list all individuals who plan to attend the hearing and the capacity in which they
are attending (atfach a continuation sheet if necessary):

Section 3 : What is the representative’s information? (Skip if you do not have a representative)

Name Firm or Organization (if applicable) Telephone Number

Mailing Address City State ZIP Code

Section 4: Will you be present at the time and place shown above? (Check one)

D | will be present at the time and place shown on the notice of hearing. If an emergency arises after | submit this response
and | cannot be present, | will notify the ALJ at the telephone number shown at the top of the notice of hearing as soon as
possible.

D | cannot be present at the time and place shown on the notice of hearing and would like to request that my hearing be
rescheduled. | understand that the ALJ has the discretion to change the time and place of the hearing as long as my
explanation for my request to reschedule meets the good cause standard for changing the time and place of the hearing. (For
example, good cause may be found due to an inability to attend the hearing because of a serious physical or mental condition,
incapacitating injury, or death in the family or if severe weather conditions make it impossible to travel to the hearing. See 42
C.F.R. sections 405.1020(f) and (g), and 42 C.F.R. sections 423.2020(f) and (g) for additional circumstances that may establish
good cause.) | understand that if | am the appellant and the hearing is postponed at my request, the time between the originally
scheduled hearing date and the new hearing date is not counted toward any applicable adjudication period.

| would like to reschedule my hearing for the following date and time, and | have good cause to reschedule my hearing
because:

[:] | want to waive my right to appear at the ALJ hearing. (Please complete form OMHA-104 and attach it to this response.)
OMHA-102 (08/17) PAGE 1 OF 2 PSC Publishing Services (301) +43-6740. EF




Section 5: Do you intend to call any witnesses to provide testimony at the hearing?

[] No.

[] VYes,!intend to call the following witnesses (attach a continuation sheet if necessary):

Section 6: Do you object to any of the following conditions? (Check all that apply)

[ ] 1objectto the type of hearing scheduled. If you are an unrepresented beneficiary or enrollee, and a telephone hearing is
scheduled, you have the right to request that a VTC hearing be held instead if VTC technology is available. For all other parties,
if a telephone hearing is scheduled, the ALJ may find good cause for an appearance by VTC if he or she determines that VTC is
necessary to examine the facts or issues involved in the appeal.

If a telephone or VTC hearing is scheduled and the party, including an unrepresented beneficiary or enrollee, requests that an
in-person hearing be held instead, the ALJ, with the agreement of the Chief ALJ or designee, may find good cause for an
in-person hearing if VTC or telephone technology is not available, or if special or extraordinary circumstances exist.

| object to the type of hearing scheduled and request a (check one) |:| VTC or [_]in-person hearing because:

Note: No explanation is required if you are an unrepresented beneficiary or enrollee requesting a VTC hearing.

[] 1object to the issues described in the notice of hearing. | understand that | must send a copy of my objection to the issues
to all the other parties who were sent a copy of the notice of hearing, and to CMS or a CMS contractor that elected to be a party
to the hearing (if you do not have these addresses, please contact the ALJ's adjudication team at the telephone number shown
in the letterhead of the notice of hearing). | understand that the ALJ will make a decision on my objection either in writing, at a
prehearing conference, or at the hearing.

| object to the issues described in the notice of hearing because:

[[] 1objectto the ALJ assigned to my appeal. | understand that an ALJ cannot adjudicate an appeal if he or she is prejudiced or
partial with respect to any party or has an interest in the matter pending for decision, and that | may object to the ALJ assigned
to my appeal for these reasons. | understand that the ALJ will consider my objection and decide whether to proceed with the
appeal or withdraw. | understand that if | object to the ALJ assigned to my appeal, and the ALJ subsequently withdraws from the
appeal, another ALJ will be assigned, and any applicable adjudication time frame will be extended by 14 calendar days.

| object to the assigned ALJ because:

Section 7: If you are the appellant, do you want to waive or extend the time frame to decide your appeal? (If yes, check one)

I want to waive the time frame for the ALJ to decide my appeal. | understand that by waiving this time frame, the ALJ does
not have to decide my appeal within any applicable adjudication period that would otherwise apply.

| want to extend the time frame for the ALJ to decide my appeal. | want the time frame to be extended calendar
days beyond any applicable adjudication period.

Section 8: Sign and date this form.

Party, Participant or Representative Signature Date

Privacy Act Statement

The legal authority for the collection of information on this form is authorized by the Social Security Act (section 1155 of Title X1 and sections
1852(g)(5), 1860D-4(h)(1), 1869(b)(1), and 1876 of Title XVIII). The information provided will be used to further document your appeal.
Submission of the information requested on this form is voluntary, but failure to provide all or any part of the requested information may affect the
determination of your appeal. Information you furnish on this form may be disclosed by the Office of Medicare Hearings and Appeals to another
person or governmental agency only with respect to the Medicare Program and to comply with Federal laws requiring the disclosure of information
or the exchange of information between the Department of Health and Human Services and other agencies.

If you need large print or assistance, please call 1-855-556-8475

OMHA-102 (08/17) PAGE 2 of 2



Skilled Nursing Facility ' o
DOB: . Gender:.

nH Predict| Outcome Admif Date: 06/03/2019

Likelihood of Hospital Admission! from'SNF in/less than 30 days:| 28% (High)

Eollent Evaluzhon . Basic Daily Applied Total Average
Impairment Group: Orthopedic s o e ege
Conditions Mobility Activity Cognition Score
Diagnostic Group: Upper Extremity
i E.g. Transfers, E.g. Bathing, E.g. Memory, Average of Basic
g{;g‘é’g EE&%’?&QBQFA{gFTS}fUﬂSEiﬁé%F” ambulation, stairs, toileting, dressing,  communication, Mobility, Daily
Usual Living Setting: Home Alone wheelchair skills eating (ADL/IADL)  problem solving Activity, and
Medical Complexity: 3 - Active, system Applied Cognition
disease limiting function . scores
Grouper(s): None
(;;) (:;) ’@ 43
N N 0 00 0 100 0 100 o 100
Admission Function Max A to Mod A Mod A to Min A Close/Frequent Med A to Min A
Supervision
SNF Outcomes e
Prediction & 54
Mod A to Min A SU/Supervision/SBA to Basic Decision/Problem Min A fo
Mod | Solving SU/Supervision/SBA

Projected non-skilled caregiver

needs post SNF 3.75 Hours/Day 0.75 Hours/Day None 4.5 Hours/Day
A;:;:Jailibis;:hi;:rg!e Setting After SNF Anticipated Therapy:

OSIMAar TSRS Length of . 162 16.6 17.0, Cycle: 15.3 Days on Average

Home Alone (9% Stay in Days \Avg./ 561 Minutes per Week

Home with Care | 527
Assisted Living |==13%
Long Term Care |===26%

5x/week: 112 minutes/day
Projected SNF Discharge: 6/20/2019 éx/week: 93 minutes/day

7x/week: 79 minutes/day

Clinical Considerations: High (>25%) readmission alert. Home Alone unredlistic discharge plan.

This report was provided to your patient's health plan for conside EXHIBIT
i care and freatment. The information contained in this report is nd
naviHealth * as or replace medical advice. All treating health care providers % F

responsible for their own medical judgment.

© 2019 naviHeallh, Inc. All Rights Resarved. SNF: Skilled Nursing Facility *95% Confidence Interval (p<.05) Printed by KEiden on 6/7/2019 11:3|



Skilled Nursing Facility

poB:{ J Gender:
nH Predicf | Oull-come Admit Date: 06/03/2019

Admission Assistance Levels

A Basic Mobillity - e.g. Transfers, ambulation, stairs, wheelchair skills

May need a lof (mod/max) of assistance with:
« Advancing with his/her assistive device or wheelchair even short distances around the home
» Maneuvering the assistive device or wheelchair during transfers or walking
« Standing for even short time periods, for example, during transfers
« Transferring in/out of a car to attend any function outside the home
» Using his/her assistive device or wheelchair when fransferring to chair, toilet or shower bench

May need total assistance with:

» Ascending or descending one step/curb with an assistive device or a wheelchair
« Going up/down ramps or steps with assistive device or wheelchair

S . ;
&« Daily Activity - e.g. Bathing, toileting, dressing, eating (ADL/IADL)

May need a lite (min/contact guard) assistance with:
» Basic activities of daily living (ADL) such as bathing and lower body dressing
« Completing simple housekeeping tasks around the home (simple dusting)
» Completing tasks that require fine motor coordination {snaps, buttons, sewing, slicing/dicing)

May need a lot (mod/max) of assistance with:
» Completing simple tasks around the home that require stamina, strength or balance (hanging
curtains, simple above-the-head activities, etc.)

« Higher level activities of daily living such as medication administration and full meal preparation

@Applied Cognition - e.g. Memory, communication, problem solving

May need pariial to liflle assistance with:
s Figuring out a problem with a bill
« General household finances (managing checkbook)
« Navigating in the community
« Remembering calendar eventis/appointments

The information contained in this report was provided for consideration by your health
naviHealth plan in authorizing services. naviHealth is not a health care provider and this report is
not intended to serve as or replace medical advice issued by a health care provider.

Your treating health care provider is responsible for making decisions and
recommendations regarding your care.

© 2019 naviHealth, Inc. All Rights Reservad. Printed by KEiden on 6/7/2019.11;30 AM CST 20f6



Skilled Nursing Facility

DOB:l_ . Gender:
nH Predici | Outcome " Admit DG?Q: Oeér/03/20]9

Applied Cognition - e.g. Memory, communication, problem solving (Continued)

May need total to partial assistance with communication, memory and social tasks including:
» Explaining/arranging household repairs
« Taxes, insurance and legal documents/transactions
» Understanding ingredients and portions

Predicted Assistance Levels upon Discharge from Skilled Nursing Facility

A Basic Mobility - e.g. Transfers, ambulation, stairs, wheelchair skills

May need a lot (mod/max) of assistonce with:
» Ascending or descending one step/curb with an assistive device or a wheelchair
» Going up/down ramps or steps with assistive device or wheelchair
« Standing from any chair or surface without an armrest, rail, or grab bar

May need a little (min/contact guard) assistance with mobility activities such as
« Advancing with his/her assistive device or wheelchair even short distances around the home
» Maneuvering the assistive device or wheelchair during fransfers or walking

. Standing for even short time periods, for example during transfers
« Transferring in/out of a car to attend any function outside the home

« Using his/her assistive device or wheelchair when transferring to chair, sofa, toilet or shower
bench

¥ Daily Activity - e.g. Bathing, toileting, dressing, eating (ADL/IADL)

May need a little (min/contact guard) assistance with:
o Completing simple housekeeping tasks such as vacuming, cleaning sinks, etc.

o Completing tasks that require upper extremity strength (lifting boxes, moving light furniture, some
gardening activities, etc.)

May need d lot (mod/max) of assistance with:
« Completing higher level activities such as running errands outside of the home

« Completing housekeeping tasks that require strength, stamina or balance (over-the-head
activities of longer duration, moving heavy furniture, climbing step stool)

The information contained in this report was provided for consideration by your health
naviHealth plan in authorizing services. naviHealth is not a health care provider and this report is
not intended to serve as or replace medical advice issued by a health care provider.

Your treating health care provider is responsible for making decisions and
recommendations regarding your care.

© 2019 naviHealth, Inc. All Rights Reservad. Printed by KEiden on 6/7/2019 11:30 AM CST 3of6



Skilled Nursing Facility -
DOB: , Gender:

nH Predict| Outcome Admit Date: 06/03/2019

@Applied Cognition - e.g. Memory, communication, problem solving

May need partial to no assistance with:
« Basic communication
« Following a recipe
o« Remembering calendar events
o« Remembering to do 4 to 5 errands

May need partial to little assistance with communication, memory and social tasks including:
» Getting household items repaired or installed
» Managing household finances
o Navigating in the community
« Shopping and doing price/budget calculations

The information contained in this report was provided for consideration by your health

naviHealth %( plan in authorizing services. naviHealth is not a health care provider and this report is
not intended to serve as or replace medical advice issued by a health care provider.
Your ftreating health care provider is responsible for making decisions and
recommendations regarding your care.

© 2019 naviHealth, Inc. All Rights Reserved. Printed by KEiden on 6/7/2019 11:30 AM CST 40f6



h

nH PrediCtl Outcome DOB:\_______ Gender:

Admit Date: 06/03/2019
ey
The Report

Your goal is our goal — to return to the community as quickly and safely as possible. We
have gathered your information and compared that against thousands of patients, similar
to you, to understand what outcomes you may achieve with therapy. This report will give

you an idea of what you may be able to do after therapy and how much assistance you
may need.

Your Care Coordinator is:

% Your Journey Actual Discharge Setting After Skilled

Nursing Facility of Similar Patients
Following therapy, patients like you

have experienced the following: Home Alone |w 9%
7 " 9 Home with Care |meem 527

Assisted Living |==13%
Long Term Care |me=26%

You may need a little (less than 25%) physical assistance with

Basi such activities as walking, climbing stairs or transferring from a
asic chair inside your home.

Mobilify Caregiver Assistance Needs after Skilled Nursing Facility:
3.75 Hours/Day

You may need a little (less than 25%) physical assistance with
such activities as grooming, dressing or bathing.

Caregiver Assistance after Skilled Nursing Facility:
0.75 Hours/Day

You may be able to complete all complex tasks such as

A lied reading, counting money and conversing but you might have
pp e slight difficulty with such activities as completing a long

iH insurance form or balancing a checkbook.
Cognition

Caregiver Assistance Needs after Skilled Nursing Facility:
None

The information contained in this report was provided for consideration by your health
naviHealth plan in authorizing services. naviHealth is not a health care provider and this report is
not intended to serve as or replace medical advice issued by a health care provider.

Your treating health care provider is responsible for making decisions and
recommendations regarding your care.

© 2018 naviHealth, Inc. All Rights Reserved. Printed by KEiden on 6/7/2019 11:30 AM CST 50f6



nH Predict| Outcome pOB:{______, Gender_

Admit Date: 06/03/2019

@ Your Care Skilled Nursing Facility

' h
Your care will be based on your individual needs. Similar patients have
experienced the following:

Target Discharge Anficipated 16 - 17
Date: e L length of stay: Days
Therapy: _ 9.5 High likelihood of hOSpii’Cﬂ

Hours/Week admission from the Skilled
Nursing Facility within 30
days

A y

Our Expertise

naviHealth works with your care team to help coordinate care and support clinical
decision making. We draw upon the knowledge of experienced licensed clinicians.
Using data from a patient database of over 3 million records, we help set realistic
goals with you based upon what other patients like you have been able to achieve.

www.nhavihealth.com

The information contained in this report was provided for consideration by your health

naviHealth plan in authorizing services. naviHealth is not a health care provider and this report is
not intended to serve as or replace medical advice issued by a health care provider.
Your treating health care provider is responsible for making decisions and
recommendations regarding your care.
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