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Microlife Medical Home Solutions, Inc.
WatchBP®,WatchWT®, & The Fast Track to

The Patient- Centered Medical Home

2801 Youngfield St., Suite 241
Golden, CO 80401

www.mimhs.com

Loan Kim Hau
303-274-2277 ext. 106
loan.hau@mimhs.com

Incorporated 2005

For-profit
primary care practices have utilized
the organization’s product/service.

About:

Microlife is dedicated to supporting physicians in their
journey to become NCQA Patient-Centered Medical Home
practices through the Fast Track to the Patient-Centered
Medical Home program. This program assists the practice in
reaching Level 1 NCQA recognition within 3 to 6 months. This
program provides the documents, tools, and resources that
will help define a vision, create a team building approach,
and assist with effective communication in a practice. The
program includes 2 advanced solutions for assessing and
treating hypertension and obesity. These two programs will
also facilitate the recognition process.

e WatchWT™ - is a turn-key program for the initiation,
assessment, implementation and treatment of overweight
and obese patients that is evidence-based, cost-effective,
and practical.

e WatchBP® is a solution-based program for comprehensive
in-office and out-of-office blood pressure measurement
to improve treatment outcomes through patient self-
management and advanced diagnosis.

service Area . Has provided PCMH services . Is available to provide PCMH services

other organizations have utilized the
organization’s product/service.

Partners with:

e Small and/or independent practices
e |arge physician practices or groups
e Hospital-owned groups

e QOther

Staff Qualifications:

Loan Kim Hau — PCMH Sales Associate & Marketing
Specialist. Project Manager for PCMH Fast Track Pilot
Study. Project Management for Colorado Academy of Family
Physicians. Health Information Representative for Rose
Family Residency. Scott McDoniel, - Director of Clinical
Affairs, Ph.D., EPC, FACN

References:

Westminster Medical Clinic; R. Scott Hammond, MD, FAAFP; 303-428-7449
Miramont Family Medicine; John L. Bender, M.D., FAAFP; 970-482-0213
DTC Family Health; Timothy Dudley, MD; 303- 771-3939
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ModernMed

Concierge Medicine

N19 W24400 Riverwood Dr., Suite 340
Waukesha, Wl 53188

www.modernmed.com
Craig Pyne
480-502-6777

cpyne@modernmed.com

Incorporated 2007

For-profit
primary care practices have utilized
the organization’s product/service.
About:

ModernMed is a forward-thinking health care service firm
designed to create a better health care experience for
patients, physicians and businesses. We establish and
maintain modern primary care practice environments across
the country that are unlike any traditional practice. As we
transition and support practices in a concierge medicine
model, we feel that we are creating an enhanced patient-
centered medical home with every practice we transition

or create.
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service Area . Has provided PCMH services . Is available to provide PCMH services

other organizations have utilized the
organization’s product/service.

Partners with:

e Small and/or independent practices

Large physician practices or groups
Hospital-owned groups

Pediatric practices

Other

Staff Qualifications:

Key staff are employees. As an executive group, we have
greater than 60 years of health care service experience,
including more than 10 years working in the concierge
medicine industry. Our CEQ is a physician.

References:

Dr. Mark Niedfeldt; 262-643-4720
Dr. Art King; 414-831-0694

Dr. Ira Warshaw; 561-626-1000
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National Center for Medical Home Implementation

Federally Funded Clearinghouse of Medical Home Resources/Tools

141 Northwest Point Blvd.
Elk Grove Village, IL 60007

www.medicalhomeinfo.org

Angela Tobin
847-434-7621
atobin@aap.org

Incorporated 2008
Not-for-profit

About:

The National Center for Medical Home Implementation is

a cooperative agreement between the Maternal and Child
Health Bureau (MCHB) and the American Academy of
Pediatrics (AAP). The mission of the National Center for
Medical Home Implementation is to work in cooperation
with federal agencies, particularly the MCHB, and other
partners and stakeholders to ensure that all children and
youth, including children with special needs, have access to
a medical home.

primary care practices have utilized
the organization’s product/service.

e Enhancing policies and operational standards that guide
implementation of the medical home through partnerships
at the national level.

e Providing resources and tools that increase
implementation of the medical home at the practice level.
-Enhancing the collaboration for medical home system
change at the state and community levels.

e | everaging the AAP structure—chapters, committees,
councils, and sections—to further maximize medical
home implementation at all levels from local to national.

service Area . Has provided PCMH services . Is available to provide PCMH services

other organizations have utilized the
organization’s product/service.

Partners with:

e Small and/or independent practices
e |arge physician practices or groups
e Hospital-owned groups

e Pediatric practices

e QOther

Staff Qualifications:

Fan Tait, MD, FAAP Principal Investigator of the National
Center for Medical Home Implementation; Michelle

Esquivel, MPH Director, National Center for Medical Home
Implementation; Angela Tobin, AM, LSW Medical Home Policy
and Education Analyst; Heather Stob Program Coordinator

References:

UIC--Division of Specialized Care for Children; Rita Klemm, MSW;
217-558-2350

Plateau Pediatrics; Suzanne Berman, MD, FAAP; 931-707-8700
Meridian Pediatrics; Mary McAteer, MD, FAAP; 317-844-5351
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New Jersey Academy of Family Physicians

PCMH Recognition and Transformation Services

224 West State St.
Trenton, NJ 08608

www.njafp.org

Cari Miller
609-394-1711
cari@njafp.org

Incorporated 1985
Not-for-profit

About:

The New Jersey Academy of Family Physicians (NJAFP) has
been advancing the cause of family physicians and their
patients for more than 50 years. With nearly 2,000 members,
including practicing family physicians, residents in Family
Medicine, and medical students interested in the specialty,
NJAFP is the largest primary care medical specialty society
in New Jersey. NJAFP is also a constituent chapter of the
American Academy of Family Physicians (AAFP), the largest
medical specialty association in the United States. NJAFP
strongly supports and seeks to advance the adoption of the
Patient-Centered Medical Home (PCMH) model of care in
primary care practices throughout the United States. NJAFP
works with physicians, health plans, healthcare systems

and stakeholders to plan and implement tactics to meet

the challenges of the ever-changing healthcare delivery
environment. NJAFP’s mission is to advance and promote the
specialty of family medicine through education and advocacy
which serves to benefit the health of the public and the
practice environment of our members.

primary care practices have utilized
the organization’s product/service.
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service Area . Has provided PCMH services . Is available to provide PCMH services

other organizations have utilized the
organization’s product/service.

Partners with:

Small and/or independent practices
e | arge physician practices or groups
Hospital-owned groups

Pediatric practices

e QOther

Staff Qualifications:

NJAFP staff form a multidisciplinary team to collaboratively
assist clients in PCMH education, recognition &
transformation. The team has experience in all healthcare
settings & expertise in clinical assessment, quality
improvement, health information technology, practice
management, adult learning, communications, program
design & research.

References:

Farmingdale Family Practice Associates, LLC; 43 Main Street; Farmingdale,
NJ 07727; 732-938-6471; Joseph W. Schauer lll, MD; jschauer3@aol.com

Memorial University Medical Center - Family Medicine Residency
Program; Robert (Butch) Pallay, MD; Residency Director, Family Medicine
at Memorial University Medical Center; 912-350-8404; 1107 E 66th St,
Savannah, GA, 31404

St. Anthony’s Primary Care; Emily Callaway, Executive Director; 1200 7th
Avenue N; St. Petersburg, Florida 33705; emily.callaway@baycare.org
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Pharos Innovations

Telehealth and Communication Platform for Care Coordination
of Chronic Conditions

2 Northfield Plaza, Suite 201
Northfield, IL 60093

www.pharosinnovations.com

Mr. Kelly Keegan
800-997-3367
kkeegan@pharosinnovations.com

Incorporated 1995

For-profit i
servlce Area [l Has provided PCMH services [l Is available to provide PGMH services

primary care practices have utilized other organizations have utilized the
the organization’s product/service. organization’s product/service.

About: Partners with:
Pharos Innovations was founded in 1995 with the belief ° Large physician practices or groups
that consistently engaging patients in their daily self-care is
the optimal path to improving outcomes, such as reducing
avoidable, costly re-admissions. In response, Pharos
developed Tel-Assurance®, IVR and Web-based behavior
change/remote patient monitoring services and tools that
enable providers to cost-effectively and efficiently manage
their patients with chronic conditions. Like the Pharos
Solution, the Medical Home was developed in response to
the need for better healthcare value — better quality care
for less cost. Also like the Pharos Solution, the Medical
Home approach ShIfFS the mgdlcal model from an episodic, References:
acute care to proactive, continuous care. We support the
Medical Home by offering an easily accessible, easy-to-use Henry Ford Health System; Dr. Richard Dryer; 313-982-8296
solution that increases and personalizes care coordination, Veteran's Health Administration - VISN 4; Chuck Tyler, RN, BSN;
. - 717-272-6621, ext. 4082
allows care access from remote locations between physician
visits, facilitates a team approach to care coordination and Park Nicollet Health Services; Judy Ryan; 952-993-2131
emphasizes quality and safety.

e Hospital-owned groups
e Qther

Staff Qualifications:

The majority of Pharos’ key staff are full time employees with
vast experience in healthcare and chronic care management.
This includes Pharos’ founder, MD; EVP of Sales; vice
president of client services, an RN; vice president of finance,
a CPA and chief technology officer.
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Primary Care Development Corporation

Consulting Services - Medical Home and Meaningful Use

. E

22 Gortlandt St., 12th Floor
New York, NY 10007

www.pcdc.org

Peter Cucchiara
212-437-3921
pcucchiara@pcdcny.org

Incorporated 1993
Not-for-profit

About:

Founded in 1993, the Primary Care Development Corporation
(PCDC) is a nonprofit organization dedicated to ensuring

that every community has timely and effective access to
primary care. Our goal is to increase the capacity and quality
of primary care in underserved communities to achieve our
vision of “Excellent Healthcare in Every Neighborhood.” To
achieve its mission, PCDC relies on three strategies aimed

at improving health outcomes, reducing health disparities,
and lowering healthcare costs in communities where primary
care is needed most. These strategies are investing in
primary care facilities; strengthening service delivery; and
leading policy initiatives. PCDC helps primary care providers
expand access to care, improve productivity, and qualify

for Medical Home recognition and EHR Meaningful Use
certification. Using proven strategies, we work side by side
with our clients, helping them assess and understand their
operational issues; develop customized strategies for change;
define measurable outcomes; and establish processes to
sustain these improvements.

primary care practices have utilized
the organization’s product/service.
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service Area . Has provided PCMH services . Is available to provide PCMH services

other organizations have utilized the
organization’s product/service.

Partners with:

Small and/or independent practices
e | arge physician practices or groups
e Hospital-owned groups

e Pediatric practices

e QOther

Staff Qualifications:

Peter Cucchiara, Director of Performance Improvement,
Health Information Technology; Cari Reiner, MPA - Senior
Program Manager Performance Improvement; Vanessa Rudin,
MUP, Senior Program Manager, Performance Improvement;
Deborah Johnson Ingraham,Senior Program Manager,
Performance Improvement

References:

Montefiore Medical Group; Jorge Rodriguez; (718) 405-4250

Health Care Choices - Independent Community Living; Maria Siebel;
(718) 234-0073

New York Children’s Health Project; Deborah Snider; (718) 588-4460



PRISM

Practice Transformation Coaching

4555 Investment Dr., Suite 204
Troy, MI 48098

www.prismi.org

Joseph A. Fortuna, MD
248-709-6669
jaf@prismi.org

Incorporated 2010
Not-for-profit

About:

PRISM is a non-profit, physician-led medical practice
change management team. With a mission of sustainably
improving the performance and culture of primary care
practices, PRISM provides our partners with no-risk access
to a full range of effective, validated change management
and process improvement services aimed at helping medical
practices to achieve sustainable clinical, operational, cultural
and financial excellence. PRISM strategically engages with
primary care practices to non-intrusively assist them in
meeting today’s challenges: from qualifying as a PCMH,

to improving their HEDIS or CAPS scores, to assuring their
long-term financial viability, etc. Our role is to facilitate
sustainable, practice-driven change management activities
in the practice. We deploy highly qualified and experienced
professional coaches who use proven techniques and
methodologies to help practices. Our services are unique and
customized - fully tailored for each of our engagements.

primary care practices have utilized
the organization’s product/service.

service Area . Has provided PCMH services . Is available to provide PCMH services

other organizations have utilized the
organization’s product/service.

Partners with:

e Small and/or independent practices
e |arge physician practices or groups
e Hospital-owned groups

e QOther

Staff Qualifications:

Prism’s Team is comprised of highly skilled process
improvement and change-management specialists with
extensive experience in industry and healthcare. They all
use only validated, proven techniques. Its leaders, Joe
Fortuna, MD, and John Casey have led many successful
practice transformations.

References:

Mansoor; Imad Mansoor, M.D.; 248-454-1004

Oxford Family Practice; Larry Cowsill, D.0; 248-338-5353

St. Joseph’s Mercy Medical Group; Kevin Taylor, M.D.; 734-712-5753
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Qualis Health

Patient-Centered Medical Home Consulting Services

10700 Meridian Ave., North Suite 100
Seattle, WA 98133

www.qualishealth.org
www.ghmedicalhome.org

Kathryn Phillips, MPH
206-288-2462
kathrynp@qualishealth.org

Incorporated 1974
Not-for-profit

About:

Qualis Health, a nonprofit 501(c)(3), provides consulting

and care management services to improve the quality,
safety, efficiency, and cost-effectiveness of healthcare for
individuals and populations. We have extensive experience
supporting PCMH transformation, particularly in the safety
net, and currently lead the national Safety Net Medical
Home Initiative. We provide custom-tailored support to large
and small practices, and to health plans, foundations, and
others interested in supporting PCMH transformation, quality
improvement, or P4P programs. We offer clinical, process
improvement, health IT, and data analytic expertise to

assist practices in PCMH advancement. Our consulting and
technical assistance services include intensive workshops;
on-site and telephonic consultation; assessment and ongoing
monitoring; and resources and tools to help practices
understand and implement patient-provider panels, team-
based care, and other PCMH components. We also provide
comprehensive support for practices pursuing NCQA PCMH
recognition, including application preparation and review.

primary care practices have utilized
the organization’s product/service.
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service Area . Has provided PCMH services . Is available to provide PCMH services

other organizations have utilized the
organization’s product/service.

Partners with:

e Small and/or independent practices
e | arge physician practices or groups
e Hospital-owned groups

e Pediatric practices

e QOther

Staff Qualifications:

Our team of employed consultants includes experienced
practice coaches, clinicians, health system administrators,
public policy experts, epidemiologists, and informaticists,
most with advanced degrees. We also have a large network
of subcontractors with specialized expertise, including
change management and leadership development.

References:

The Commonwealth Fund; Melinda Abrams; 212-606-3831

The REACH Healthcare Foundation; Betsy Topper; 913-432-4196
Community Partners; Bridget Hogan Cole; 213-346-3238



RelayHealth, Inc.

Healthcare Connectivity Services

1564 Northeast Expressway
Atlanta, GA 30329

www.relayhealth.com

Donna Scott
770-237-7111
donna.scott@relayhealth.com

Incorporated 1999

For-profit

85 000 primary care practices have utilized
’ the organization’s product/service.

About:

RelayHealth’s web-based solutions provide a secure

and interoperable platform to support the healthcare IT
infrastructure necessary to enable a PCMH environment.
RelayHealth operates as a neutral partner in an open
network environment, offering connectivity services and
integration among healthcare organizations, systems, and
solutions. The core PCMH principles of clinical integration,
care collaboration, patient access, and health data analytics
are all integral to the RelayHealth solutions. For example,
RelayHealth can ensure that patients’ relevant health data is
available when needed at the primary care level from various
sources, including pharmacies, clinical labs, hospitals, and
other medical providers. RelayHealth partners with services
firms to offer a comprehensive approach to transitioning
healthcare practices to the PCMH model, including the
underlying workflow and process transformation required. By
addressing both technology deployment and the underlying
practice transformation as complementary processes, we
enable our clients to create the foundation for a successful
certified PCMH and for future care models.

service Area . Has provided PCMH services . Is available to provide PCMH services

other organizations have utilized the
organization’s product/service.

Partners with:

e Small and/or independent practices
e |arge physician practices or groups
e Hospital-owned groups

e Pediatric practices

e QOther

Staff Qualifications:

All key staff members are employees. The executive team
has a proven track record of developing market-leading
solutions. The team’s experience includes serving in senior
positions within healthcare, technology, clinical research and
biomedical organizations. Credentials vary but include MD,
Ph.D., and MBAs- the vast experience and strategic vision
contribute to the company’s strong growth.

References:
Lyle Berkowitz, MD; 1913 W. North Ave; Chicago, IL, 60622

Hill Physicians Medical Group; San Ramon, CA; Marci Littlefield
or Alan Fink;Marci.littlefield@hpmg.com/alan.fink@hpmg.com

Medical Network One; Ewa Matuszewski, CEO;
EMATUSZEWSKI@mednetone.net
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Remedy Healthcare Consulting, LLC

Clinical Transformation and Medical Practice Consulting

PO Box 484035
Kansas City, MO 64145

www.RemedyHealthcareConsulting.com
Sheila Richmeier

913-634-0466
Sheila@RemedyHC.com

Incorporated 2010

For-profit
primary care practices have utilized
the organization’s product/service.

About:

Remedy Healthcare Consulting provides assistance to
medical practices for both primary and specialty care.
Expertise in the clinical side of the practice makes this
consulting company unique. The staff has a thorough
understanding and extensive work experience in business
and clinical management that can maximize efficiencies
and metrics. Not only has staff worked with practices of

all sizes, ownership structure, and specialty, but also as a
facilitator and subject matter expert with TransforMED in
pilot projects and practices, designing and implementing
various components of the TransforMED model, designing
and presenting at national, regional and local conferences,
and writing and publishing PCMH and practice management
expertise. Remedy staff has a thorough understanding of
the national stage in both PCMH and practice management.
Not only has the staff helped transform practices, but

has provided assistance to multiple practices with NCQA

recognition, most often to obtain Level 3 recognition. Remedy

Healthcare Consulting can provide cost-conscious services
tailored to meet the needs of any primary care practice.
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service Area . Has provided PCMH services . Is available to provide PCMH services

other organizations have utilized the
organization’s product/service.

Partners with:

Small and/or independent practices
Large physician practices or groups
Hospital-owned groups

Pediatric practices

Other

Staff Qualifications:
Sheila Richmeier, owner, MS, RN, FACMPE

References:

MedPeds; Jill Rosenstock MD; 301-498-8880

Holland Hospital; Connie Gnergy, Director of Physician Practices & Medical
Staff Development; 616-546-4973

Calvert Internal Medicine; Keith Kelley, Practice Administrator;
410-535-2005



3%

Resource Partners, LLC

buildamedicalhome.com

334 East Bay St., Suite 168
Charleston, SC 29401

www.GonsultResourcePartners.com

Audrey Whetsell
866-448-7776
awhetsell@consultresourcepartners.com

Incorporated 1995

For-profit
2 375 primary care practices have utilized
] the organization’s product/service.
About:

After 16 years in the business of providing healthcare
technology solutions Resource Partners, LLC restructured

in 2006 to provide additional ancillary support services to
its healthcare clients. With that restructuring, Resource
Partners, LLC grew its network of healthcare clients to well
over 500 with a vertical market of over 2,000 providers.

Its Co-founder and President began the original company

in 1989 primarily providing health technology services
through practice management applications and electronic
health records. Today, Resource Partners through its partner
companies provide clinical/administrative support, practice
assessment and audits, staff education and training, payer
credentialing/contract negotiations, comprehensive design
and implementation development strategies to enhance
organizational effectiveness and implementation for overall
practice and organizational transformation. In August of 2010
Resource Partners launched a significant partnership, The
Medical Home Development Group to specifically address
NCQA PCMH Recognition.

-

service Area . Has provided PCMH services . Is available to provide PCMH services

other organizations have utilized the
organization’s product/service.

Partners with:

e Small and/or independent practices
e |arge physician practices or groups
e Hospital-owned groups

e Pediatric practices

e QOther

Staff Qualifications:

Internal staff members: Employees: MBA, JD, RHIA, CHC and
CPC, Certifications in Microsoft Office Suite, Lotus Notes,
SPSS, SAP, Oracle, BAAN, MDM, Engagement Management
Toolset. Contracted: Health Disparities Scholar, Health
Literacy coach and published expert.

References:

Adriana Castro, MD; Adriana Castro PA; dramcastro@hotmail.com
Paula Orr, MD; Charleston Women’s Wellness Center; peobabymd@aol.com
Lemar Marshall, CEO; North Oaks OBGYN; Imarshall@no-obgyn.net
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RMS Healthcare - RMS, Inc.

Health Care Transformation Services

15 E. Genesee St., Suite 210
Baldwinsville, NY 13027-2539

www.RMSresults.com

Mark Dengler
315-635-9802 x 222
866-567-5422 x222
markd@rmsresults.com

Incorporated 2002

For-profit
primary care practices have utilized
the organization’s product/service.

About:

RMS Healthcare, a division of Research & Marketing
Strategies, Inc., is focused on assisting healthcare clients
with optimizing their operations. The firm has a dedicated,
trained staff with direct healthcare operations experience.
Staff backgrounds include managed care, practice
management, and clinical activities. RMS Healthcare
understands that healthcare providers must be able to
produce superior clinical results while managing patient

care in an effective and efficient manner. Our organization
provides hands-on consultative and operational support for
healthcare organizations in their practice transformation
activities. We have experience in conducting healthcare
practice quality and safety reviews, staff education, and have
assisted healthcare organizations with strategic planning and
change management support. We are also an approved CMS
CAHPS® vendor, currently administering patient satisfaction
surveys for hospitals, physicians, and home health agencies.
The organization, based in Upstate New York, is able to
provide high quality resources at affordable rates.
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service Area . Has provided PCMH services . Is available to provide PCMH services

other organizations have utilized the
organization’s product/service.

Partners with:

Small and/or independent practices
e | arge physician practices or groups
Hospital-owned groups

Pediatric practices

e QOther

Staff Qualifications:

All staff is employed. Mark Dengler, MPA, President, has
over 30 years experience in strategic planning and managed
care operations. Susan Maxsween, MSHA, has over 15 years
experience in healthcare and regulatory oversight. Megan
0’Donnell, MBA, has over 15 years experience in healthcare
analytics and medical practice management.

References:

Dryden Family Medicine; William Klepack, MD, ABFP; Carol Klepack, RN;
607-844-8181; 5 Evergreen Street; Dryden, NY 13053;
carol@drydenfamilymedicine.com

UNYHEALTH Systems, Inc.; Michael Johns; Senior Director Operations and
Network Management; 315-432-1846, extension 25; 5000 Campuswood
Drive, Suite 102; East Syracuse, NY 13057; mjohns@vha.com

Greenwood Pediatric Clinic; Diane Chapman; Dr. Naseer Humayun, MD;
517-784-9104; 720 W. Franklin #1; Jackson, MI 49201;
Diana@greenwoodpediatric.comcastbiz.net



SuccessEHS
Ambulatory PM and EHR

One Metroplex Dr., Suite 500
Birmingham, AL 35209

www.successehs.com
David Turner
888.879.7302

davidt@successehs.com

Incorporated 1995

For-profit
primary care practices have utilized
the organization’s product/service.
About:

SuccessEHS, Inc. develops practice management and
certified electronic health record solutions for healthcare
organizations of all sizes. We provide technology solutions
to 42 specialties in 48 states, the U.S. Virgin Islands,

and Puerto Rico, which includes over 3,300 primary care
physicians and over 400 Community Health Centers, FQHC
and Rural Health Center sites. We provide the technology
and services needed by physicians, physician assistants and
nurse practitioners to adopt an ONC certified EHR technology,
achieve Meaningful Use and become a NCQA-PPC-PCMH.
Through professional practice redesign, SuccesseEHS can
strengthen the physician-patient relationship and move

care delivery from episodic care to coordinated care and

an on-going relationship with a physician-led “care team.”
SuccessEHS affords clinics the tools needed by a PCMH to
provide all the patient’s health care needs, including referral
management, open scheduling, and strong communication
between patients, physicians, and staff.

service Area . Has provided PCMH services . Is available to provide PCMH services

other organizations have utilized the
organization’s product/service.

Partners with:

e Small and/or independent practices
e |arge physician practices or groups
e Hospital-owned groups

e QOther

Staff Qualifications:

SuccessEHS employees include 7 executives, 17 sales

and marketing resources, 62 training and implementation
resources, 59 research and software developers, 10 product
managers, 16 technical support resources, and 30 customer
support resources, all located in the U.S.

References:

Tulane University Community Health Center; At Covenant House; 611 North
Rampart Street; New Orleans, LA 70112; 504-988-1514; Angie Alley, Sr.
Section Administrator; aalley@tulane.edu

Southern Health Associates; 801 S. Franklin Avenue; P.0. Box 1185; Troy,
AL 36081; 334-566-9800; Lois Sexton, Practice Manager;
Icred2@yahoo.com

St. Thomas Community Health Center; 1020 Saint Andrews Street; New
Orleans, LA 70130; 504-529-5558; Phuong Tran, M.D.; pntran@gmail.com
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Taconic IPA

Medical Home Transformation Services

300 Westage Business Center Dr.
Suite 320
Fishkill, NY 12524

www.hudsonvalleyinitiative.com
www.taconicipa.com

Annette Watson
845-896-9301
awatson@taconicipa.com

Incorporated 1989
For-profit
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service Area . Has provided PCMH services . Is available to provide PCMH services

primary care practices have utilized other organizations have utilized the
the organization’s product/service. organization’s product/service.

About:

The Taconic IPA has provided services in team based, patient
centered medical home (PCMH) transformation by providing
practice re-design strategies that enable practices to
become PCMH’s and providing standardized evidence-based
protocols and processes for managing chronic and complex
illness, including integration of medical and behavioral care
through integrating care coordination into practice workflow;
embedding RN case managers into practices to manage the
highest cost and highest risk patients; developing transitional
support strategies to coordinate care across settings;
supporting practices in the implementation of patient

self management strategies; identifying and monitoring
quality, utilization and satisfaction metrics for comparative
analysis and benchmarking; utilizing HIT to enhance care
coordination and improve safety; assisting with NCQA
accreditation and quality improvement efforts; and promoting
population management, value based purchasing and pay for
performance strategies.
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Partners with:

Small and/or independent practices
e | arge physician practices or groups
Hospital-owned groups

Pediatric practices

e QOther

Staff Qualifications:

A. John Blair Ill, MD - President, Taconic IPA; CEO; Paul
Kaye, MD, Medical Director, Taconic IPA; Annette Watson,
RN,BC,CCM, MBA, Consultant, Taconic IPA

References:

Nancy Beran MD; Chief Medical Officer; Westchester Health Associates;
645 Marble Ave.; Thornwood, NY, 10594

Betty Jessup RN MSN; Director of Quality and Patient Safety; Crystal Run
Healthcare; 155 Crystal Run Road; Middletown, New York 10941;
845-703-6159

Darren Wu MD; Chief Medical Officer; Open Door Family Medical Center;
165 Main St; Ossining NY; 914-941- 1263



The Roger C. Lipitz Center for Integrated Health Care

Technical Assistance for Adopting the Guided Care model

624 N. Broadway, Room 697
Baltimore, MD 21205

www.GuidedCare.org
www.GuidedCare.org/adoption.asp

Tracy Novak, MHS
410-614-1932
tnovak@jhsph.edu

Incorporated 2001
Not-for-profit

About:

A multi-disciplinary team of researchers from the Lipitz
Center for Integrated Health Care at the Johns Hopkins
Bloomberg School of Public Health developed Guided Care,
a form of a patient-centered medical home for people with
multiple chronic health conditions. A Guided Care nurse,
based in a primary care practice, works in partnership with
several physicians to provide coordinated, patient-centered,
cost-effective care to 50-60 of their chronically ill patients.
Results from a randomized controlled trial indicate that
Guided Care improves the quality of patients’ care, reduces
family caregiver strain, improves physicians’ satisfaction
with chronic care, and tends to reduce the use and costs of
health care, especially in health care systems that are well
managed. Primary care practices can fully implement Guided
Care in 6-to-9 months. Through a grant from the John A.
Hartford Foundation, several forms of technical assistance
are available for free to practices that wish to adopt Guided
Care or the principles of Guided Care as they transform into
patient-centered medical homes.

primary care practices have utilized
the organization’s product/service.

service Area . Has provided PCMH services . Is available to provide PCMH services

other organizations have utilized the
organization’s product/service.

Partners with:

e Small and/or independent practices
e |arge physician practices or groups
e Hospital-owned groups

Staff Qualifications:

Project leader is a Professor of Medicine and a geriatrician
with expertise in the development, evaluation, and
dissemination of novel models of care for older adults. Team
includes a masters-level communications professional with
experience in diffusing Guided Care and supporting its
technical assistance program. All staff are employees.

References:

Linda Dunbar, Ph.D.; Vice President, Care Management; Johns Hopkins
HealthCare LLC; 410-424-4689; Idunbar@jhhc.com

Denise Kress, MS, GNP, BC, CRRN; Director, Care Management Programs
for Senior Products; Tufts Health Plan; 617-923-5868x3620;
denise_kress@tufts-health.com

Barbara Saul, DO, FAAFP; Senior Staff Physician; Troy Family Medical
Center; Henry Ford Health System; 248-835-7367; bsaul1@hfhs.org
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TransforMED, LLC

Facilitated Medical Home Design, Transformation and
Outcomes Analysis, Tools and Resources

11400 Tomahawk Creek Pkwy
Suite 340
Leawood, KS 66211

www.transformed.com

Dan McKean
913-906-6330
dmckean@transformed.com

Incorporated 2005
Not-for-profit

About:

Created in 2005 as a not for profit subsidiary of the American
Academy of Family Physicians, TransforMED has been a
leading authority on transforming primary care practices
into Patient-Centered Medical Homes. TransforMED strongly
believes that a stronger future for primary care practices,
health systems, and the health of the patients they serve
can be achieved, in large part, through transformative
practice redesign. TransforMED’s experienced staff is
comprised of experts with a wide competence in areas

of clinical and business improvement, as well change
management. TransforMED also collaborates with outside
researchers, consultants and a diverse group of specialty,
industry and policy stakeholders. In the current health care
environment, affecting sustainable changes in delivery
models and stakeholder behavior requires more than
subject area competence, it requires the fundamental trust
from participating providers and their staff. As a part of

the AAFP and as a physician led Patient-Centered Medical
Home implementation organization TransforMED has built a
reputation as an advocate of practices and providers across
the nation.

primary care practices have utilized
the organization’s product/service.

58 Patient-Centered Primary Care Collaborative

service Area . Has provided PCMH services . Is available to provide PCMH services

other organizations have utilized the
organization’s product/service.

Partners with:

e Small and/or independent practices
e | arge physician practices or groups
e Hospital-owned groups

e QOther

Staff Qualifications:

All TransforMED key staff members are employees of the
company. Most of our Practice Facilitation Team members
have experience either as a clinical provider or a practice
administrator. Team members hold credentials such as
Ph.D.s, MBAs, MSNs, or MHAs. They come from backgrounds
in practices or health systems, with major employers,

and academia.

References:

Eugene Patrick Heslin, MD; Taconic IPA; 16 W Bridge Street; Saugerties, NY
12477; 845-246-3000

Denis Ernest Chagnon, MD; Community Care Physicians Family Practice;
713 Troy Schenectady Road; Latham, NY 12110; 518-785-5881

Theresa A. Osborne, MD; Spectrum Health; 4069 Lake Drive; Suite 117;
Grand Rapids MI 49546- 616-726-8700



UPMC Health Plan
PCMH Program

One Chatham Center
112 Washington Place
Pittsburgh, PA 15219

www.upmchealthplan.com

Dr. Cynthia Rosenberg
412-454-5906
rosenbergcn@upmc.edu

Incorporated 1986
Not-for-profit

About:

UPMC Health Plan (UPMCHP) is owned by the University

of Pittsburgh Medical Center (UPMC), one of the nation’s
top-ranked health systems. As part of an integrated health
care delivery system, UPMCHP partners with UPMC and
community network providers to improve clinical outcomes
as well as the health of the greater community. UPMCHP
takes seriously our responsibility to help each of our
members enjoy the best quality of life and health possible.
UPMCHPs PCMH Program is a health care delivery system
focused on patient centricity and founded on the principles of
the patient-centered medical home and the Wagner Chronic
Care Model. With the assistance of UPMCHP’s integrated
care coordination team and practice-based care managers,
physicians are better able to deliver continuous, accessible,
high quality, patient-oriented primary care. Through
UPMCHP’s work with PA Reach, the Practice Transformation
team works with individual practice offices to achieve
meaningful use certification.

primary care practices have utilized
the organization’s product/service.

service Area . Has provided PCMH services . Is available to provide PCMH services

other organizations have utilized the
organization’s product/service.

Partners with:

e Small and/or independent practices
e |arge physician practices or groups
e Hospital-owned groups

e Pediatric practices

Staff Qualifications:

The team interfacing with the practices in the PCMH Program
consists of RNs and CDEs working at the individual practices.
All of whom have received training in process improvement
techniques. Physician Account Executives on the team have
received training in the Toyota process and Six Sigma.

References:

Dr. Wishwa Kapoor; General Internal Medicine; UPMC Montefiore 9 South;
3459 Fifth Avenue; Pittsburgh, PA 15213; 412-692-4888

Dr. Francis Solano; Solano & Kokales Internal Medicine; Suite 100A;
120 Lytton Avenue; Pittsburgh, PA 15213; 412-647-4545

Dr. Kathleen Werner; Renaissance Family Practice, Penn Hills;
5769 Saltsburg Road; Verona, PA 15147; 412-793-8870
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Accreditation Association for
Ambulatory Health Care, Inc
(AAAHCQC)

Medical Home On-Site Certification

Ron Smothers

Assistant Director, Accreditation Services
847-853-6067

rsmothers@aaahc.org

www.aaahc.org

Year of Launch 2010

About

As an alternative to accreditation, the AAAHC
now offers Medical Home On-Site Certification.
The AAAHC has specific standards that

address what is required to attain medical home
certification; these standards specify that the
medical home be patient centered, physician
directed, comprehensive, accessible, provide for
a continuity of care and is organized to meet the
individual needs of the patient. The certification
program varies from that of traditional AAAHC
Accreditation. A certification survey consists of

a pre-conference call between an organization
and an assigned surveyor; followed by a one-
day on site review. The AAAHC will continue to
work with organizations to arrange a convenient
date/time for the pre-conference call, as well as
an agreed upon date for the on-site review. The
Medical Home On-Site Certification Handbook can
assist organizations in their efforts to prepare for
a certification survey; the Handbook contains the
applicable standards relevant to the medical home
certification survey.

NCQA

Physician Practice Connections®-
Patient-Centered Medical Home™
(PPC-PCMH)

Mina Harkins
202-955-1727
harkins@ncqa.org

WWww.ncqa.org
Year of Launch 2003

About

NCQA is a private, not-for-profit dedicated to
improving health care quality. NCQA’s newest
medical home standards, PCMH 2011 offers
practices a roadmap for organizing care that is
responsive to patients’ needs, working in teams,
and coordinating and tracking care. PCMH 2011
sets high expectations for patient-centered care,
aligns closely with the CMS Meaningful Use
Requirements and integrates behavioral healthcare
and care management for high-risk patients.
PCMH 2011 builds on NCQA’s 2008 Physician
Practice Connections®-Patient-Centered Medical
Home™ (PPC-PCMH) program, developed

in collaboration with the American College

of Physicians, American Academy of Family
Physicians, American Academy of Pediatrics

and American Osteopathic Association. NCQA’s
standards reflect tenets of the Joint Principles.
PCMH 2011 standards are available for free at
www.ncqa.org/tabid/629/Default.aspx#pcmh.
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The Joint Commission

Ambulatory Care Accreditation Program,
Primary Care Home Option

Michael Kulczycki
630-792-5286
AHCQuality@jointcommission.org

www.jointcommission.org/PCHI
Year of Launch 1975

About

This accreditation program uses ambulatory-
specific standards, and delivers an educational
on-site evaluation process to assist almost 2000
ambulatory health care organizations in achieving
improved operations. Recognizing the benefits

of increased access to health care, continuity

of care, and patient-centered care, The Joint
Commission’s launch of our Primary Care Home
designation for accredited Ambulatory Care
customers is planned for mid-2011. This Initiative
will enable the improvements in quality of care and
patient safety achieved through accreditation to
be combined with increased reimbursement when
the additional requirements of a Primary Care
Home are met. Assessing compliance with the
additional requirements for a Primary Care Home
will occur as part of the on-site survey process,
with the outcome publicly posted on the Joint
Commission’s Quality Check website. Learn more!
Visit www.jointcommission.org/PCHI or Call
630-792-5286 today.

Patient-Centered Primary Care Collaborative

URAC

Patient Centered Health Care Home
(PCHCH) Program Toolkit

Michelle Phipps

Director of Standards, URAC
202.216.9010 ext. 8805
mphipps@urac.org

www.urac.org/healthcare/prog_accred_
pchchp_toolkit.aspx

Year of Launch 2011

About

URAC’s PCHCH Program Toolkit provides
educational step-wise, self-paced standards to
guide practices in transforming themselves into
a PCHCH and help sponsoring health plans,
insurers, and pilot programs determine which
practices qualify for medical home incentives.






Questions to Ask Potential Partner Organizations

The Resource Guide provides primary care practices with a listing of organizations’ products and services
that support PCMH transformation efforts. This list is the first step in identifying a PCMH transformation
support partner. Primary care practices should exercise due diligence in selecting such a partner and
request additional information about organizations and their services and qualifications before making a
final decision.

A contact person and website is included for each of the organizations listed in this Guide, both of which
are resources that will help practices to obtain the necessary information to make an informed decision.
The following list of questions summarizes some of the additional information that primary care practices
should request from potential PCMH transformation support partners. These are details that are not
covered in this Guide, but which may be important to the primary care practice.

¢ |s there a fee for your service? What is the

amount and structure of the fees?

How is your PCMH transformation support
service delivered? (e.g., on site or remotely)

What types and sizes of primary care practices
have you worked with before?

What are the biggest challenges that you helped
primary care practices to overcome?

What are the specific features or benefits of your
services? Is there anything about your services
that is especially innovative?

How will the product or service help with my
specific patient population?

How will this product or service integrate with
my existing practice processes?

How long does it typically take for a primary
care practice like mine to go through the PCMH
implementation process?

Patient-Centered Primary Care Collaborative

e Which members of my staff need to be
involved, in what capacity, and how much
of their time is required?

e What elements of PCMH transformation, if
any, does your organization NOT support?
Where do you recommend | get support for
those elements?

e What is the track record of your clients in
achieving accreditation or recognition as
a PCMH?

* Please provide any additional references of
previous clients for me to contact to better
understand your services. (Note: three
references for each organization have been
published in the Guide; however, these
references have not been contacted, and
individual primary care practices should
carefully check the references of potential
PCMH partners).
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Alphabetical List of PCMH
Transformation Support
Organizations

99 Enterprises, Inc.

Accordant Health Services

Agency for Healthcare Research & Quality

Agency for Healthcare Research & Quality

AIMS Center

Alere Health

American Academy of Pediatrics*

American College of Physicians*

American College of Physicians*

American College of Physicians (ACP)
& Cientis Technologies*

APS Healthcare

The Briggs Group

Care Management Technologies, Inc.

Child & Family Services of Saginaw County

CMHI (Center for Medical Home Improvement)
of Crotched Mountain Foundation

CSI Solutions, LLC

CureMD Healthcare

DAH Solutions

Deborah L. Trout Ph.D., LLC

Department of Vermont Health Access

Doclnsight

Health Dialog

HealthPower Associates

HealthTeamWorks

Healthways

Hooper Holmes, Inc.

Houck & Associates, Inc.

IBM

lowa Chronic Care Consortium

Janus Enterprise International LLC

Kearsarge Healthcare Consulting, Inc.

LKS Consulting

McKesson Corporation

McKesson Health Solutions

MDdatacor, Inc.

Microlife Medical Home Solutions, Inc.
ModernMed

National Center for Medical Home
Implementation

New Jersey Academy of Family Physicians
Pharos Innovations

Primary Care Development Corporation
PRISM

Qualis Health

RelayHealth, Inc.

Remedy Healthcare Consulting, LLC
Resource Partners, LLC

RMS Healthcare- RMS, Inc.

SuccessEHS

Taconic IPA

The Roger C. Lipitz Center for Integrated Health Care
TransforMED, LLC*

UPMC Health Plan

List of Organizations
by Types of Practices
Supported

Organizations that Support
Small &/or Independent
Practices

9g Enterprises, Inc.

Accordant Health Services

Agency for Healthcare Research & Quality

Agency for Healthcare Research & Quality (AHRQ)

AIMS Center

Alere Health

American Academy of Pediatrics*

American College of Physicians*

American College of Physicians*

American College of Physicians (ACP)
& Cientis Technologies*

APS Healthcare

The Briggs Group

* Bolded organizations are representative of or affiliated with national primary care physician associations.
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Care Management Technologies, Inc.

Child & Family Services of Saginaw County

CMHI (Center for Medical Home Improvement)
of Crotched Mountain Foundation

CSI Solutions, LLC

CureMD Healthcare

DAH Solutions

Department of Vermont Health Access

Doclnsight

Health Dialog

HealthPower Associates

HealthTeamWorks

Healthways

Hooper Holmes, Inc.

Houck & Associates, Inc.

lowa Chronic Care Consortium

Kearsarge Healthcare Consulting, Inc.

LKS Consulting

McKesson Corporation

McKesson Health Solutions

Microlife Medical Home Solutions, Inc.

ModernMed

National Center for Medical Home Implementation

New Jersey Academy of Family Physicians

Primary Care Development Corporation

PRISM

Qualis Health

RelayHealth, Inc.

Remedy Healthcare Consulting, LLC

Resource Partners, LLC

RMS Healthcare- RMS, Inc.

SuccessEHS

Taconic IPA

The Advisory Board Company

The Camden Group

The Roger C. Lipitz Center for Integrated
Health Care

TransforMED, LLC*

UPMC Health Plan

Organizations that Support
Large Practices or Groups

99 Enterprises, Inc.

Accordant Health Services

Agency for Healthcare Research & Quality

Agency for Healthcare Research & Quality

AIMS Center

Alere Health

American Academy of Pediatrics*

American College of Physicians*

American College of Physicians*

American College of Physicians (ACP)
& Cientis Technologies*

APS Healthcare

The Briggs Group

Care Management Technologies, Inc

Child & Family Services of Saginaw County

CMHI (Center for Medical Home Improvement)
of Crotched Mountain Foundation

CSI Solutions, LLC

CureMD Healthcare

DAH Solutions

Deborah L. Trout Ph.D., LLC

Department of Vermont Health Access

Doclnsight

Health Dialog

HealthPower Associates

HealthTeamWorks

Healthways

Hooper Holmes, Inc.

Houck & Associates, Inc.

IBM

lowa Chronic Care Consortium

Janus Enterprise International LLC

Kearsarge Healthcare Consulting, Inc.

LKS Consulting

McKesson Corporation

McKesson Health Solutions

MDdatacor, Inc.

Microlife Medical Home Solutions, Inc.

ModernMed

National Center for Medical Home Implementation

New Jersey Academy of Family Physicians

Pharos Innovations
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Practice Transformation Institute

Primary Care Development Corporation

PRISM

Qualis Health

RelayHealth, Inc.

Remedy Healthcare Consulting, LLC

Resource Partners, LLC

RMS Healthcare- RMS, Inc.

SuccessEHS

Taconic IPA

The Roger C. Lipitz Center for Integrated
Health Care

TransforMED, LLC*

UPMC Health Plan

Organizations that Support
Hospital-Owned Groups

9g Enterprises, Inc.

Accordant Health Services

Agency for Healthcare Research & Quality

Agency for Healthcare Research & Quality

AIMS Center

Alere Health

American Academy of Pediatrics*

American College of Physicians*

American College of Physicians*

American College of Physicians (ACP)
& Cientis Technologies*

APS Healthcare

Care Management Technologies, Inc.

Child & Family Services of Saginaw County

CMHI (Center for Medical Home Improvement)

of Crotched Mountain Foundation
CSI Solutions, LLC
CureMD Healthcare
DAH Solutions
Deborah L. Trout Ph.D., LLC
Department of Vermont Health Access
Doclnsight
Health Dialog
HealthPower Associates
HealthTeamWorks
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Healthways

Hooper Holmes, Inc.

Houck & Associates, Inc.

IBM

lowa Chronic Care Consortium

Janus Enterprise International LLC
Kearsarge Healthcare Consulting, Inc.
LKS Consulting

McKesson Health Solutions
MDdatacor, Inc.

Microlife Medical Home Solutions, Inc.
ModernMed

National Center for Medical Home Implementation

New Jersey Academy of Family Physicians

Pharos Innovations

Primary Care Development Corporation

PRISM

Qualis Health

RelayHealth, Inc.

Remedy Healthcare Consulting, LLC

Resource Partners, LLC

RMS Healthcare- RMS, Inc.

SuccessEHS

Taconic IPA

The Roger C. Lipitz Center for Integrated
Health Care

TransforMED, LLC*

UPMC Health Plan

Organizations that Support
Pediatric Practices

99 Enterprises, Inc.

Accordant Health Services

Agency for Healthcare Research & Quality

Agency for Healthcare Research & Quality

Alere Health

American Academy of Pediatrics*

American College of Physicians*

American College of Physicians*

American College of Physicians (ACP)
& Cientis Technologies*

* Bolded organizations are representative of or affiliated with national primary care physician associations.



APS Healthcare

Care Management Technologies, Inc.

Child & Family Services of Saginaw County

CMHI (Center for Medical Home Improvement)
of Crotched Mountain Foundation

CSI Solutions, LLC

CureMD Healthcare

DAH Solutions

Department of Vermont Health Access

Doclnsight

HealthPower Associates

HealthTeamWorks

Healthways

Houck & Associates, Inc.

Janus Enterprise International LLC

Kearsarge Healthcare Consulting, Inc.

LKS Consulting

McKesson Corporation

McKesson Health Solutions

MDdatacor, Inc.

ModernMed

National Center for Medical Home Implementation

New Jersey Academy of Family Physicians

Primary Care Development Corporation

Qualis Health

RelayHealth, Inc.

Remedy Healthcare Consulting, LLC

Resource Partners, LLC

RMS Healthcare- RMS, Inc.

Taconic IPA

TransforMED, LLC*

UPMC Health Plan

Organizations that Support
Other Types of Practices

9g Enterprises, Inc.

Accordant Health Services

Agency for Healthcare Research & Quality
Agency for Healthcare Research & Quality
AIMS Center

Alere Health

American Academy of Pediatrics*

American College of Physicians*

American College of Physicians*

American College of Physicians (ACP)
& Cientis Technologies*

APS Healthcare

Care Management Technologies, Inc

Child & Family Services of Saginaw County

CMHI (Center for Medical Home Improvement)
of Crotched Mountain Foundation

CSI Solutions, LLC

CureMD Healthcare

DAH Solutions

Deborah L. Trout Ph.D., LLC

Doclnsight

Health Dialog

HealthPower Associates

HealthTeamWorks

Healthways

Hooper Holmes, Inc.

Houck & Associates, Inc.

IBM

lowa Chronic Care Consortium

Kearsarge Healthcare Consulting, Inc.

LKS Consulting

McKesson Health Solutions

MDdatacor, Inc.

Microlife Medical Home Solutions, Inc.

ModernMed

National Center for Medical Home Implementation

New Jersey Academy of Family Physicians

Pharos Innovations

Primary Care Development Corporation

PRISM

Qualis Health

RelayHealth, Inc.

Remedy Healthcare Consulting, LLC

Resource Partners, LLC

RMS Healthcare- RMS, Inc.

SuccessEHS

Taconic IPA

TransforMED, LLC*

* Bolded organizations are representative of or affiliated with national primary care physician associations.
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