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Montana Health Plus

Network Journey to Using DRVS to Manage MSSP
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History of Value-Based Care in
Montana FQHCs

Priority goal was and remains one network contract with
Medicaid.

Experience with Value-Based Care started with the Medicaid
Health Improvement Program.

Evolved into a PCMH Program with Medicaid, an FQHC
specific version of CPC+.




Partnership with Medicaid
S -

2025:
Developing
New Primary
Care Model




MPCA Strategic Priorities

",,’,“ Getting more and better value-based contracts

B Maximizing performance under existing contracts

= Making good financial decisions that prepare us for the future
L] and reward good performance

@ Enhancing the influence of Montana Health Plus




How Do We Achieve Success?

y

Data Strategy

Move to Total

y
Cost Data
CHC'’s “Shining
Beacon”’
Better

Together
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Montana Azara DRVS Implementation
Timeline

9/2018 . 8/2020 .
| |

Partnership Northwest Souinm Glacier Bullhook

RiverStone I Sapphire

¢ b

Alluvion
PureView

1/2022 7/2023

| Sapphire Re-
| implementation

b

OneHealth Greater Valley Marias Ag Workers

CHP Re-
Implementation




Network Rollout

DRVS Network
Implementation

Commercial
Payor Integration

2020

b

Medicaid




Member Distribution




Medicare Shared Savings Program

! 1t participation year 2023

@ CMS goal: 2030 all Medicare members are aligned with an ACO
Primary care is key — FQHC led ACO
Revenue stream for health center

Experience in payment models




Inside Our Care Delivery Model

7N 27N 7N
PCMH Transparent Utilization of
Recognition Sharing of Data Azara DRVS
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Payer Integration

Population Health
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Turning Strategy into Action

1:1
Health .:
Center P

Support




Network Focus & DRVS

Risk Adjustment
Factors (RAF)

Gaps
- Risk Stratification




MSSP Quality Reporting

All centers in ACO are connected to DRVS.

Utilized DRVS for completing web interface for
2023/2024 MSSP quality reporting.

2024 — QRDAIII quality report submission.




Azara Ecosystem

Optimizing MSSP Performance with DRVS



How DRVS Supports Our Work

* Member Report

* Rising Risk Measure

* Newly Assigned Member Measure

 Transition of Care — ED/IP Dashboard and Report

» Care Reconciliation Report

* Medicare Annual Well Visit Member Based Measure

» Azara Patient Outreach (APO) Medicare AWV without appointment campaign



Managing RAF Gaps in VBC
Z Q&

Improve
Undesr(s:t:rr;g R Identify RAF Gaps Documentation
and Coding
B
Enhance patient Collaborate across

engagement teams




RAF Workflow




RAF on The PVP & CMP

216 AM Wednesday, April 16, 2025 Demo data

Barcelo, Andrea Sex at Blrth: M
MRN: 1100994 GI: Male
DOB: 7/19/1996 (28) SO: Don't know

DIAGNOSES (10)

ASCVD Asthma
CAD/No MI Cancer
HCV HIV
VD

RISK FACTORS (5)
ANTICOAG Chronic Opioid Tx
SMI TOB

SDOH (9)

CHILDCARE EDU

LANGUAGE MED/CARE

SAFETY TRANSPORT-NONMED

RAF GAPS DIAGNOSIS CATEGORIES (2)
Diabetes Pulmonary

Team-based
huddles

RAF Gaps (2)

DIAGNOSIS CATEGORY

Diabetes

Pulmonary

Total RAF Risk Score

MAX TOTAL SCORE

Coordination

of care

|dentify RAF
gaps

CONTEXT BILLED CY UNBILLED CY ACTIONS TO CONSIDER

Dx Not Billed

Dx Not Billed

GAP SCORE

0.809

CHG: E11.9
(05/04/24)

EHR: J45.30
(05/04/24)

Add to Chg Next Visit

Add to Chg Next Visit

ACTUAL SCORE



DRVS RAF GAPS

Allows for sorting and analytics to identify focus.

" RAF Gaps Per Patient (HCC)
MEASURE

PERIOD CENTERS RENDERING PROVIDERS
2024 v All Centers v All Rendering Provid.. v

Detailed list to identify gaps, prioritize, and drive outreach.

|| RAF Gaps Medicare
REPORT

PERIOD CENTERS

2024 v Alluvion Health




RAF Gaps Per Patient Measure

]| RAF Gaps Per Patient (HCC)
MEASURE

PERIOD
2024

CENTERS RENDERING PROVIDERS

All Centers All Rendering Provid...

.l MEASURE ANALYZER

Comparison
15,218/
45157

Create Target

200
43370

0.34

Result

2023

2025 GROUP BY None

ACTIVE PATIENTS - 1 YR
} §

= DETAIL LIST

= FILTER A

-+ Add Filter

® VALUE SETS

GROUP BY

RAF Medicare Diagnosis Category v

'\‘(\ > i \,
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RAF Gaps Medicare Report

] RAF Gaps Medicare
REPORT

PERIOD CENTERS
2025 All Centers

LAST VISIT CY

Current Year

REPORTS

TOTAL HCC MEDICARE RISK

MAX GAP ACTUAL

1to 15 0f 6,004

GAP SUMMARY
HCC GROUP
Kidney

Kidney

Kidney
Psychiatric
Psychiatric
Psychiatric
Psychiatric
Psychiatric
Psychiatric
Psychiatric
Psychiatric
Psychiatric
Psychiatric
Psychiatric

Psychiatric

NEXT APPT No Appt

Upcoming Appt

GAP DESCRIPTION

No code has been billed yet this year
Ne code has been billed yet this year
No code has been billed yet this year
No code has been billed yet this year
No code has been billed yet this year
No code has been billed yet this year
No code has been billed yet this year
Ne code has been billed yet this year
No code has been billed yet this year
No code has been billed yet this year
No code has been billed yet this year
Ne code has been billed yet this year
No code has been billed yet this year
No code has been billed yet this year

No code has been billed yet this year

RISK GAP

CURRENT YR EHR

FACTOR

HCC Chronic Kidney Disease Stage 5
HCC Chronic Kidney Disease Stage 5

HCC Chronic Kidney Disease Stage 5

VALUE SETS

HCC Major Depression Moderate or Severe without Psychosis

HCC Psychosis Except Schizophrenia

HCC Psychosis Except Schizophrenia

HCC Psychosis Except Schizophrenia

HCC Psychosis Except Schizophrenia
HCC Psychosis Except Schizophrenia

HCC Psychosis Except Schizophrenia

= FILTER A

-+ Add Filter

SAVED COLUMNS

1/11/2025
1/11/2025
1/11/2025

3/30/2025

6/12/2025
4/22/2025

2/8/2025

1/28/2025
3/28/2025
4/9/2025

Page 1 of 401




CY Filter on RAF Gaps

New Default Filter on RAF Reports and Measures X

ANNOUNCEMENT

Last Visit CY Filter on RAF Gaps in DRVS

A new default filter Last Visit CY (where CY means current year) has been added to each RAF Gap report and measure.

This filter will allow you to see all patient RAF Gaps at the start of each calendar year, by filtering to "Last Visit CY = Prior Year".
Filtering like this will show you all patients whose last visit was in the Prior calendar year, aka showing you RAF Gaps for all of your patients who were seen last year.

You can also choose to filter by "Last Visit CY = Current Year".
This will scope to your patients who have been seen in this calendar year only.
One use case for this is to help identify patients who have been seen this year but still have open RAF Gaps.
Gather those opportunities for RAF Gap closure by filtering to patients who have upcoming appointments where you know you can focus on closing those gaps.

RAF Gaps Medicare

REPORT
PERIOD CENTERS LAST VISIT CY
2025 v All Centers v Current Year

bearc h

Clear Filters I

Current Year

Prior Year

This filter is a default filter on all RAF Gap reporting objects (measures and reports).

CREATED BY: Azara  PUBLISHED ON: 03/06/2025




Members Report

] Members

REPORT
FERIOD
April 2025

CENTERS
All Centers

RENDERING PROVIDERS PLANS

Al Rendering Provid_

REPORTS

w All Plans

ELIGIBILITY
START
11/2025
V12023
V12023
172025
11/2024
11/

END

12731/2025
123172025
127310025
12731/2025
12731/2025
12312025
12731/2025
1231/025
12312025
12731/2025
12317025
123172025
1231025
12731/2025
127312025

MOST RECENT ENC
MOS1 RELENI n
ENC

471672025
471672025
41672025
AM1672025
A71672025
41672025
471672025
41672025
41672025
41672025
471672025
AN1672025
41672025
41672025
4/16/2025

PROVIDER

| LOCATION

PATIENT RISK
High

Search

High
Moderate
Low
NEXT APPT
NEXT APPT
472312025
1672025
W232025
101372025
472212026

527/2025
4730/2025
473072025

42472005
5872025

PROVIDER

VALUE SETS

= FILTER A~

+ Add Filter

SAVED COLUMNS




Understanding Attribution

Member Report offers data necessary for a comprehensive
understanding of the members attributed to your organization.

Last and Next Chronic ..
Appointment Conditions IP/ED Visits




Custom MSSP Dashboard

Members Unengaged - Last Visit > 12 Mths = Rising Risk MSSP Quality Measures - Full Pop

MSSP Quallty Measures - MSSP Pop
_ o novams

% % RESULT %
1,118 #lw . . .

Fatients

MEASURE

DM Alc = 9 or Untested (CMS 122v12) 265% DM Alc = 9 or Untested (CMS5 122v12)

a5
HTN Controlling High BP (CMS 165v12) 63.4% ! HTN Controlling High BP (CMS 165v12)
8 7 2 1 Unengaged - Last PC Visit > 12 Mths w 23 Depr Scrn & Follow-Up (CM5 2v13) 731% 4 Depr Scin & Follow-Up (CMS 2v13)
Members ELié’ibLe During the Period . Breast Cancer Screening (CMS 125v12) 515% 4 Breast Cancer Screening (CMS 125v12)
1,256

» e s
Fatients & <+ o«

Avg HCC Risk = Pts w/ HCC Gap = = AWV Gaps = IP Vislts

= IP Visits: Pt had PC Visit In Last 12 Mths

TY April 2025

1,722 8.5% 1,054 973
Patients w/ RAF Gap % of eligible members w/Annual Well Visit Total VP Episodes

Total P Episodes

Pts with HCC Gaps In Key Categorles = Monthly Trend of IP Volume
2025

e RAF MEDICARE DIAGNOSIS CATEGORY
suD

Specified Heart Arrhythmias

Psychiatric

Morbid Obesity

Kidney

Heart

Diabetes




Custom Dashboard Breakdown

Member Report

Members Report is a tool that can be
used to analyze the members attributed
to the CHC.

MSSP Quality Measures

Targeted quality measures looking at
the entire patient population vs. the
MSSP population.

Annual Wellness Visits
(AWV)

Pulls data from the Annual Wellness
Visit Member-Based Report.

Unengaged Members

Members who have not been seen in
over 12 months and unengaged
members who have not been seen in
over 12 months by primary care at HC.

Average HCC Risk
Score

Calculates the average HCC by
applying the HCC Medicare Risk
algorithm to all patients with a qualifying
encounter.

Patients with RAF Gap
in Key Categories

Number of patients with RAF gaps in
key Medicare categories.

Rising Risk

Patients with a risk level calculated in
the previous month period as low or
moderate, with a high risk in the current
period.

Patients with HCC Gap

Number of patients with HCC GAPS.

Inpatient Visits

Patients with an inpatient visit in the last
12 months, had a PCP visit in the
previous 12 months, with a monthly
trend of IP visits.



Transitions of Care IP Report

Transitions of Care = AR A
REPORT

DATE RANGE CENTERS DISCHARGE STATUS LAST VISIT TOC TYPE TOC STATUS PLANS
04/17/2025-04717/2025 All Centers v AlDischargeStatis v Anyuiitinpastlyear v IPOnly v Discharge v Medicare MSSPACD + Add Filter

REPORTS VALUE SETS

NEXT APPT Upcoming Appt saveo coLumns ([

| ADMISSION EVENT | | DISCHARGE | DIAGNOSIS

PATIENT (Y/N) | TrPE | ADMISSION | DISCHARGE | FACILITY | BpEHIBEEG | IS | IP READMIT | sTaTUS | STATUS CODE | cope | DESCRIPTION
Inpatient Stay 4/15/25 505 am 4/17/25123 pm N Home 01 Home or Self Care
Inpatient Stay 4/14/25 600 pm 417/25 324 pm N Home HOME ESSENTIAL (PRIMARY) HYPERTENSION
Inpatient Stay 4/14/25 757 am 4/17/2510:48 am Home 01 Home or Self Care

Inpatient Stay 4/14/2511:36 am 4/17/2511:30 am Home HOM




Transitions of Care (I/P)
Dashboard

I/P Episodes I/P Episode Trend 30 Day I/P Readmit Rate 30 Day I/P Readmit Trend

April 2025 TY April 2025

TY April 2025 TY April 2025

136 = 14%

Pts Discharged from Inpatient Facility % of Pts w/ Readmission within 30 days

I/P Follow Up Call o] I/P Follow-Up Call Trend (24, 48 and 72 hrs) No Follow-Up Call (48 hrs)

Aprit 2025 April 2025

4 FOLLOW UP CALL | 4 RESULT | 4 NUMERATOR | 4 DENOMINATOR
810 days
67 days

45 days 0% e o " . X I O 4

I/P Follow Up Scheduled £+ | VP Follow-Up Scheduled Trend (24, 48 and 72 hrs) £+ | | No Follow-Up Visit Scheduled (48 hrs)

SCHEDULED 4 NUMERATOR | 4 DENOMINATOR % w
5% Ak 2 2
810 days

67 days - % 3 8 2

45 days

April 2025
S FOLLOW UP

31+/ No Follow Up
Scheduled

3days
I/P Follow Up Visit I/P Follow-Up Visit Occurred Trend (7 and 14 days) = 3 No Follow-Up Visit Occurred (7 days)

S April 2025 April 2025
14

Aprit 2025

% FOLLOW UP VISIT % NUMERATOR

810 days

67 days . —
45days .

31+ / No Follow Up . E ’ . 5 Pts w/ Follow-Up visit after Discharge



Benefits of Transitions of Care

Interface with HIE or hospitals to  Run daily TOC Registry Reports

get daily patient updates in for IP/ED admissions and
DRVS. discharges.
. Improve follow-up by requesting
Add IP/ED alerts to pre-visit : !
olanning reports (PVP). discharge surrrérgsrles and med
Monitor TOC processes with Use Care Management Passport
DRVS Dashboards and quality for detailed IP/ED history and
measures. outcomes.
Track readmission rates to |[dentify frequent utilizers for
manage costs. targeted care management.



Medicare Annual Well Visit
Member Based Measure

) Medicare Annual Well Visit Member Based

FERIQD CENTERS BENDERING PROVIDERS PLANS FRODUCTS
2025 - Al Contars Al Rendaring Provid . Madicare MSSF ACO v All Products

MEASURE ANALYZER IS DETAIL LIST & VALUE 5675

ELIGIRILITY ASSIGNMENT ANNUAL WELLCARE WI51T ANNUAL WELLCARE

MUST RELENT TUIAL LUSE CUsi S1AKI S1AHI TEND :
EMCOUNTER DATE PAST TR GROUP DATE DATE DATE FROVIDER LOCATION

Medicane MS5F ACD LIRS 123172025 12730172025 AT
Medicare MESP ACD 172024 123172025 1273072025 BN
Medicane MSSP AT 1172072024 1243172025 12731732035 Ier024
Medicare M5SP ACD LIPS 127302025 12302025 B33
Medicane M3SP ACD WILR024 No Cost Data 123172025 VLa0Es 1273072035 WL
Medicare MESP ACD L2025 SO5K b P 123172025 LAL0a4 1273072005 B0

Medicane M3SF ALD 1A04 Ne Cost Data Pl rare ] 127307025 pl ] 12302005 AAWI024
Medicare MSSP ACD W02 No Cost Data b B 1273172025 1 127302035 SAR2024

Medicane MSSP ACD HIWDOES Bl 1273172025 VL0 1273072025 AR
Medicane MESP ACD 1X22024 0 Pl 1273172025 VrLrmozs 1273072025 1MF2023
Medicane MBSF ALD AP0 P s 1273072025 Ve 127303005 180
Medicare MSSP ACD B262024 p B 123172025 V1r0r3 1273072025
Medicars MSSP ACO Ly 1273072025 Talr. v 1273072005
Medicare M35P ACO L 123072025 Vo4 1273072025




zara Patient Outreach (APO)

APO Campaign Performance = FILTER A
REPORT

PERIOD CAMPAIGN
TY March 2025 v Medicare AWV witho..  ~ + AddFilter

IMPACT CAMPAIGN DETAILS

Campaign Medicare AWV without
Name appointment
o, CARE GAP
1 % CLOSURE RATE TOTAL ENROLLEES Dec 2024

Start Date
CARE GAPS CLOSED TY March 2025 4 months

MESSAGES SENT
Duration 1 messages after 1 days TY March 2025
203 Patient has an Annual wellness DUl

Success visit recorded within the 8 weeks
ENROLLEES MESSAGED Criteria after the last message the patient

T¥ March 2025 received.

ENROLLEES W/CARE GAP CLOSURES BY MONTH

424 524 &4 724 824 924 1024 1124 1224 U5 S PATIENT ENGAGEMENT

EFFECTIVENESS

HOW IS THIS CALCULATED? 192 * o @

+5.7% Increase in % of patients who PTS SUCCESSFULLY 40% 23% 10%

received a Patient has an Annual REACHED
SILES HEEURE wellness visit recorded within the 8 TY March 2025
weeks after the last message the

MADE APPT KEPT APPT CARE GAP CLOSED

patient received. compared to the




Recommended
Report
Cadence

* MHP providing tools and
suggestion to centers on cadence
for running reports.

 Education for centers on utilizing
DRVS for VBC.

Value Based Care in DRVS:

The below is a list of Measures/Reports/Dashboards that are available in DRVS to support health

centers work in value based care:

DRYVS
Member Report

Recommended Action
Utilize to view member
attribution for each payer.

Frequency
Monthly

Force Match Administration All payers — review members
who were not able to be
automatically matched by

DRVS

Monthly

The detailed list in this
measure can be used to
identify members to outreach
to establish care with your
practice

Newly Assigned Members

Monthly

MSSP PRIORITY:

1. HCC Gaps — utilize report
to outreach to members
with GAPS

2. AWV —recall members due
for AWV

3. Inpatient Visit — schedule
patients for follow up.

4. Rising Risk — identify
patients with increasing,
risk who may need care
management or outreach

5. Unengaged — identify
members who need

GJA MSSP Dashboard

outreach to schedule

Monthly

Filter to MSSP

Sort by patient to identify
gaps for each patient.

3. ACTION — outreach to
schedule or pre visit plan if
patient has upcoming
appointment.

RAF Gaps Medicare

b=

Recommended weekly

PVP/CMP Use at point of care to identify ~ Daily
RAF gaps and pre-visit plan.
Transition of Care IP/ED Daily

Identify IP/ED admissions to




Strategic Priorities

Code to Highest

RAF Gaps — Recall cee
Pa?ients Specificity
. . * |dentify codes that are not
Reminder at start of year coded to the highest

RAF scores reset. specificity.

* Need to recapture chronic .
conditions from year to Use of DRVS CMP/RAF.

year.

O
&

NEA
0N

&

Medicare Wellness Visits

e Drill down by month when
patient is due and recall.

» Focus on the start of the
year on members who
didn’t have a completed
AWV in 2024.




Challenges

Staff turnover at
health center
sites

Repetition of
education

Priority fatigue




Next Frontier — Center-facing tool to

manage attributed population.

Stratify patients by cost and risk and /
further modify and develop population

health strategies utilizing ACU. % %
Develop strategies for how the network \ /

and centers work together to identify and

care manage high-risk patients.




Celebrating Our Wins!

Established a Strong PCMH Foundation

Achieved Full DRVS Adoption Across All Clinics

Cultivated Strategic Relationships
Embraced Repetition as a Strategy
Implemented Population Stratification for Targeted Interventions

Optimized Resource Utilization



Product Update

Risk Adjustment Factors (RAF)




Azara and HCC RAF

Where are we in our RAF Product Journey?

1. HCC RAF v28 Upgrade
2. Plug-In RAF Dismissals

3. New Measure

4. Coming soon... More Plug-In RAF Actions




NEW! Dismissing RAF Gaps
in the EHR Plug-In

Abernathy, Colby Diagnosis Category Context/Actions Billed CY Unbilled CY Action

Cardiovascular Dx Not Billed EHR- 110 © Dismiss |
MRN: 000279887564 Add to Chg Next Visit (10, R

DOB: 12/18/1996
VB YrS) Diabetes Dx Not Billed - -
EHR E119 T
Add to Chg Next Visit ['07 e Dismiss |

ALERTS (6 )

e Psychiatric Dx Not Billed

it Add to Chg Next Visit

@ Dismiss |

REFERRALS (7]

CARE MGMT

DOCUMENTS:
El careMgmtPlan [7

E! Prenatal Passport [

© 2025 - Azara Healthcare, LLC.

Available now for ALL centers who have the EHR Plug-in
e




How are RAF Gaps Closed?

A RAF g a p i S W h e n a co d e h as Abernathy, Colby Diagnosis Category Context/Actions Billed CY Unbilled CY

Cardiovascular Dx Not Billed EHR: 110

bee n b i I I e d i n th e p ast, MRN: 000279887564 Add to Chg Next Visit (10/10/24)

DOB:12/18/1996

28 v
but not the current year
y . Add to Chg Next Visit (07/09/24)

ALERTS

e sychiatric Dx Not Billed EHR: F43.10

Add to Chg Next Visit (01/24/24)

REFERRALS

To close a RAF Gap, a diagnosis

code must be documented that fits a = consgmean
patient’s RAF Diagnosis Category
from last years’ billed diagnosis

codes.




Where do “Dismissals” Come Into
Play?

C u r re n t ly, p rOVi d e rs h a ve n O Wa y t o Abernathy, Colby Diagnosis Category Context/Actions Billed CY Unbilled CY
i d e n t i fy t h 0 S e RA F G a p S t h a t n o MRN: 000279887564 cordmasctr 2;:;;: stflexr Visit ,E;lei,)

DOB:12/18/1996
(28 yrs)

lo N ge ra p p ly. iabetes Dx Not Billed TG

Add to Chg Next Visit (07/09/24)
ALERTS (<)

” o Dx Not Billed EHR: F43.10
(01/24/24)

REFERRALS [7)

This means the gap stays open allyear, [

adding to a center/organization’s RAF o convmtn
Gap Scores in DRVS and falsely pr———
inflating the number of true gaps that

require action.




How do Dismissals Affect RAF
and DRVS?

Dismissed RAF gaps flow downstream to DRVS in a few different ways...
1. Dismissed gaps are excluded from RAF Gap measure calculations
2. Dismissed gaps are hidden from the CMP RAF Gap table

3. The action of dismissing a gap is logged in a new report, Plug-In RAF Actions, available
for those with the EHR Plug-In. This includes the user who took the action, when, and the

reason why.

REPORTS

Plug-In RAF Actlons
RAF Gaps




New Measure: HCC RAF Gap
Closure

Review patients who had gaps at the time of their visit and whether the gap was closed at the
point-of-care.

= FILTER ~

RENDERING PROVIDERS T
2 Open RAF Gaps at i= DETAIL LIST & VALUE SETS
First Visit
Al SAVED COLUMNS

] HCC EAF Gap Closure

| ENCOUNTER APPT HCC EHR PLUG-IN ACTION CHG RECEIVED

USUAL PROVIDER DATE DISEASE GROUP DESCRIPTION DATE CLOSED DISMISSED Y/N DATE

HCC Diabetes with Glycemic Unspecified or No Complications EHR: E1165
HCC Chronic Kidney Disease Moderate Stage 3B EHR: N1832 1/1/2025 1172025

Doe, Jane Diabetes HCC Diabetes with Glycemic Unspecified or No Complications EHR: E1165 3/8/2025 3/8/2025




New Measure: HCC RAF Gap
Closure

Includes columns for encounter type, usual provider, rendering provider, and encounter
location.

] HCC EAF Gap Closure

One RAF Gap Closed at

RENDERING PROVIDERS

First Visit

| ENCOUNTER APPT HCC

& DETAIL LIST

GAP

<+ Add Filter

& VALUE SETS

Reset Columns | SAVED COLUMNS

EHR PLUG-IN ACTION CHG RECEIVED

= FILTER ~

USUAL PROVIDER
Doe, Jane
Doe, Jane

Doe, Jane

DATE
1172025
17172025

3/8/2025

DISEASE GROUP
Diabetes
Kidney

Diabetes

DESCRIPTION
HCC Diabetes with Glycemic Unspecified or No Complications
HCC Chronic Kidney Disease Moderate Stage 3B

HCC Diabetes with Glycemic Unspecified or No Complications

CODE
EHR: E1165
EHR: N1832

EHR: E1165

DATE CLOSED

1/1/2025
3/8/2025

DISMISSED Y/N DATE

11/2025
3/8/2025




New Measure: HCC RAF Gap
Closure

= FILTER ~

RENDERING PROVIDERS

One Open RAF Gap at
Second Visit

<+ Add Filter

& DETAIL LIST & VALUE SETS

SAVED COLUMNS

| ENCOUNTER APPT HCC | EHR PLUG-IN ACTION CHG RECEIVED

USUAL PROVIDER DATE DISEASE GROUP DESCRIPTION DATE CLOSED DISMISSED Y/N DATE
Doe, Jane Diabetes HCC Diabetes with Glycemic Unspecified or No Complications EHR: E1165
Doe, Jane Kidney HCC Chronic Kidney Disease Moderate Stage 3B EHR: N1832 1/1/2025 1172025

HCC Diabetes with Gl EHR: E1165 3/8/2025 3/8/2025




New Measure: HCC RAF Gap
Closure

= FILTER ~

One RAF Gap Closed at
Second Visit

& DETAIL LIST & VALUE SETS

SAVED COLUMNS

| ENCOUNTER APPT HCC | EHR PLUG-IN ACTION CHG RECEIVED

USUAL PROVIDER DATE DISEASE GROUP DESCRIPTION DATE CLOSED DISMISSED Y/N DATE
Doe, Jane Diabetes HCC Diabetes with Glycemic Unspecified or No Complications EHR: E1165
Doe, Jane Kidney HCC Chronic Kidney Disease Moderate Stage 3B EHR: N1832 1/1/2025 1172025

Doe, Jane Diabetes HCC Diabetes with Glycemic Unspecified or No Complications EHR: E1165 3/8/2025 3/8/2025




Coming Soon...
Add Dx Codes to your EHR from the Plug-In

Abernathy, Colby Diagnosis Category Context/Actions Billed CY Unbilled CY Action

Cardiovascular Dx Not Billed EHR' 110 o
MRN: 000279887564 Add to Chg Next Visit Bl © Dismiss ‘ © Add to EHR

DOB: 12/18/1996 Type 2 diabetes mellitus without complications

(28 yrs) ‘ A
Diabetes Dx Not Billed EHR: E11.9 T
Add to Chg Next Visit (070924 © Dismiss ‘ © Add to EHR

Psychiatric Dx Not Billed EHR: F43.10 _
RAF Q Add to Chg Next Visit (01/24/24) © Dismiss ‘ © Add to EHR

REFERRALS @)

ALERTS (6 )

CARE MGMT

DOCUMENTS:
El CareMgmtPlan [7

El Prenatal Passport [7

© 2025 - Azara Healthcare, LLC.

In Beta Testing with NextGen — In Development with Athena



We want to hear from you!

Click on the session from your agenda in the conference app.
Click the stars in the center of your screen to rate and provide feedback.

4:33% LT e \

< Detail

Mending the Divide: Effective Data
Strategies for Integrated
Behavioral Health

Quick and Easy Provide brief
feedback or ideas

Rate the session Help us continue
and the to improve
speaker(s)




Achieve, Celebrate, Engage!

ACE’d it? Share your DRVS success
story and become an Azara ACE! azara

Show your organization has used DRVS to Achieve measurable healthcare
results, Celebrate improvement in patient health outcomes, and
effectively Engage care teams and/or patients. Stories should showcase
how DRVS helped your organization overcome a challenge, the tools and
solutions used to drive improvement and details of the successes that
resulted from your initiatives. ACEs should be able to provide examples
that quantify quality improvement, cost savings, operational efficiency or
patient health improvement.

CELEBRATE

Benefits:

» Azara will help tell your story and provide a client-branded version for
your use

+ Potential to create a 2-4 minute video or hour-long Azara-hosted webinar

» Potential to be featured at next year's Azara User Conference

* Win Azara swag!

Submit your success story by completing the form at this link.



https://forms.office.com/r/F8FzvA1khZ
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