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The entry and exits by insurers in Arizona’s 
Health Insurance Marketplace (HIM) has creat-
ed a revolving door that may not be done spin-
ning. Will we see any players step in or step out 
before open enrollment begins November 1?

CMS and the Arizona Department of Insurance 
will provide the final fall lineup, but what we do 
know is that Arizona insurers are gearing up for 
their least competitive season in the market-
place’s short history. 

Last year, seven insurers: Aetna, Blue Cross 
Blue Shield of Arizona (BCBSAZ), Cigna, 
Health Choice Insurance Co., Health Net, Hu-
mana and Phoenix Health Plan provided ample 
plan choice across the state’s most populated 
regions: Maricopa and Pima County.

As it stands now, in every county but Pima, 
Arizona consumers purchasing insurance with 
a federal subsidy will have just one insurer to 
choose from on HealthCare.gov for 2017.

A latecomer to the marketplace after the un-
expected August exit of Phoenix Health Plan 
and this month’s Cigna departure, is Missou-
ri-based Centene. The insurer plans on offering 
its Ambetter product in Maricopa County and 
is expected to  join BCBSAZ and Health Net in 
Pima County.

These latest marketplace movements have 
come at dizzying speeds, but the real head 
scratcher may be Centene’s expectation to 
turn a profit from its $500 million in projected 
revenue from the 2017 Arizona exchange.
 
BCBSAZ reported a $185 million loss on its 
last two years of exchange offerings before ex-
iting Maricopa County and focusing its efforts 
on the state’s rural counties. 

This year, those consumers will most likely 
have just one name to remember when shop-
ping for subsidized coverage: BCBSAZ.

Meanwhile, Centene is reportedly working on a 
network deal with Cigna Medical Group (CMG) 
to increase its network capacity.

THR will post final premium rates and  plan 
contracts when available.
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 MARKET MOVES: 2017 HEALTH INSURANCE MARKETPLACE

“Entry and exit are a normal part of any 
market, especially a developing one. 

It’s no surprise that different issuers are 
adapting at different rates to what is 
effectively a new market.”

U.S. Department of Health & Human Services 

“Cigna Medical Group and Centene 
are mutually committed to finalizing a 
provider agreement that supports 
sustainable health care delivery in 
Maricopa County,” 

Cigna Spokesperson

Joe Mondy

NAVIGATOR GRANT AWARDS

WINTER 2017
STATE OF THE STATE

Tucson: Wednesday, February 8 
Phoenix: Friday, February 10

The uncertainty of the final Arizona HIM won’t 
slow down local outreach efforts to connect 
the state’s uninsured and vulnerable popula-
tions with appropriate health insurance.

CMS awarded 2016 Navigator Grant Awards 
of $1 million to The Arizona Association of 
Community Health Centers (AAHC) and 
$537,000 to the Arizona Board of Regents, 
University of Arizona (ABOR-UA) .

The awards provide funding to navigators 
and organizations whose work is critical to 
consumers, small businesses and employees 
seeking coverage options and financial as-
sistance for purchasing health insurance on 
HealthCare.gov 

“We know in-person assistance is critical 
to connecting individuals and families with 
quality, affordable health coverage that best 
meets their needs,” said Kevin Counihan, 
CEO of the Health Insurance Marketplace.

AAHC dba Arizona Alliance for Community 
Health Centers is located in Phoenix and is 
the prime grantee for Connecting Arizonans 
to Coverage – a membership of organizations 
including community health centers, federally 
qualified health centers, mobile community 
based outreach and enrollment programs. 

ABOR-UA dba the Arizona Center for Rural 
Health, provides navigator services and cre-
ated a consortium with Arizona’s 14 critical 
access hospitals, rural health clinics and area 
health education centers. 

DUPLICATION WITHOUT WRITTEN AUTHORIZATION VIOLATES FEDERAL LAW
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In late August, CMS proposed risk adjustment 
changes impacting insurers offering individual 
and small group plans on the exchange for 
benefit year 2018. 

One important change to the ACA’s risk 
adjustment program is the use of prescription 
drug utilization data. Hepatitis C, HIV/AIDS, 
end-stage renal disease, diabetes and 
inflammatory bowel disease are included in 
the conditions associated with drugs used 
for the updated risk adjustment. 

Following an outcry by insurers about 
short term enrollees who rack up claims 
and drop coverage, CMS also proposed to 
begin incorporating partial year adjustment 
factors and to further codify several special 
enrollment periods. 

The agency may also create pools of high-
cost enrollees, where costs are pooled across 
all states including individual and small group 
markets. Insurers with an enrollee seeking 
payments for claims exceeding $2 million 
could be reinsured for 60 percent of costs. 

Other proposed changes include a drop in 
the marketplace user-fee from its current 
3.5 percent of premium to 3 percent, and a 
reassessment of the current five-year ban on 
marketplace re-entry.

Consumers may also see changes in the 
2018 marketplace including a maximum 
out-of-pocket increase from 2016’s $6,850 
to $7,350 for individual and from $13,700 to 
$14,700 for family coverage.

Marketplace shoppers in 2018 could also 
have a clearer understanding about an 
insurer’s network coverage including whether 
a plan includes an integrated 
provider network.

To be assured consideration, comments on 
the proposal must be received by CMS, no 
later than 5 p.m. on October 6, 2016.

CMS hasn’t said yes yet to Arizona’s 
Medicaid waiver request, but this month the 
federal agency gave a hard no to Ohio, a 
state with a similar proposal for its Medicaid 
program. 

The Healthy Ohio Program would have made 
Medicaid beneficiaries with incomes above 
and below 100 percent Federal Poverty Level 
(FPL) contribute 2 percent of income, not to 
exceed $8.25 monthly to a health savings 
account (HSA). Medicaid members 60 days 
in the arrears would have been dis-enrolled 
and ordered to repay the debt prior to re-
enrollment. 

Ohio positioned its program as giving 
members “skin in the game” by introducing 
new consumer-driven healthcare features to 
incentivize members to take responsibility 
for their own health and introduce them to 
commercial market features and ease the 
transition out of public assistance. Most 
members in the Healthy Ohio program also 
would have been charged copayments for 
inpatient services ($75), outpatient services 
and preferred prescriptions ($4) and non-
preferred prescriptions and non-emergency 
use of the ER ($8). 

Ohio planned to contribute $1,000 to each 
member’s HSA, known as the “Buckeye 
Account,” and provide health incentive 
points worth $1 each for members who 
engage in healthy behaviors and achieve 
improved health outcomes. Buckeye dollars 
could have been used to pay member 
copayments and other medical services not 
covered under the state’s Medicaid program. 

Arizona’s AHCCCS Care program is the 
centerpiece of the state’s waiver request 
and was positioned as a way to reach adult 
AHCCCS members and prepare them to 

transition out of Medicaid. 
The program is expected to impact about 
570,000 of the 1.7 million AHCCCS members 
and like Ohio’s program, won’t apply to 
pregnant women, children or the disabled. 

The proposed Arizona program also includes 
premiums and co-payments, up to 2 percent 
and 3 percent of annual household income, 
respectively. Premiums (not to exceed $25 
a month) are deposited by members into an 
HSA account that’s accessible to members 
as long as they make timely payments, meet 
health targets and able-bodied members are 
actively seeking employment. Copayments 
are charged to AHCCCS Care members 
ranging from $8 to $25 for non-emergency 
use of ER, use of opioids (except for 
terminally ill members and those with cancer) 
missed appointments, accessing specialists 
services without a PCP referral and the use of 
brand name drugs when generic is available; 
all billed to members quarterly. 

Members making more than 100 percent of 
FPL who don’t deposit the monthly premium 
in their HSA account will be dis-enrolled from 
AHCCCS and members making under 100 
percent FPL will owe the monthly premium 
to the state as a debt, but won’t be dis-
enrolled. The program also includes a five-
year, lifetime enrollment limit in AHCCCS. 
 
Future legislative initiatives from AHCCCS 
are expected to include the elimination of 
non-emergency transportation. 

Every five years, CMS allows states to apply 
for a waiver to allow for innovative pilot 
programs that “promote the objectives of 
Medicaid.” Arizona’s current Section 1115 
Waiver expires this month and the AHCCCS 
managed care contract year begins 
October 1.

COMING SOON: 2018 ACA STILL WAITING FOR AHCCCS WAIVER NEWS FROM CMS

Adult dental benefit kicks in at $1000 per ALTCS member
AHCCCS FFS rate changes include:

Select Behavioral Health Fee Schedule (outpatient)  – 13.8 percent increase
Home & Community-Based Services – 2 percent increase

Nursing Facility Fee Schedule – 1 percent increase
Physician Drug Fee Schedule – 3.3 percent increase

AHCCCS CHANGES COMING IN OCTOBER

DUPLICATION WITHOUT WRITTEN AUTHORIZATION VIOLATES FEDERAL LAW
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In late August, Maricopa Integrated Health 
System’s (MIHS) Board of Directors moved 
ahead and approved the transfer of its Mar-
icopa Health Plan members to UnitedHealth-
care Community Plan. The transaction is cur-
rently under review by AHCCCS.

Arizona’s Medicaid agency may terminate, 
modify or continue an existing contract in 
response to a health plan acquisition. “AH-
CCCS conducts a review to gain an under-
standing of the impact of these three options 
on the overall transaction,” explained Mon-
ica Coury, assistant director of the agency.  

This summer, MIHS recommended UHC be 
awarded its Health Plan Strategic Business 
Opportunity RFP, a move that includes the 
transfer of existing AHCCCS and Medicare 
contracts and associated membership, exist-
ing provider and services delivery contracts, 
good will, heath plan naming rights and relat-
ed intellectual property. MIHS operates one 
AHCCCS plan, Maricopa Health Plan (MHP) 
and one Medicare Advantage plan, Maricopa 
Care Advantage (MCA).

UHC, the state’s biggest AHCCCS insurer, 
currently manages nearly a third (28 percent) 
of the state’s Medicaid lives with an enroll-
ment of more than 428,000 acute members as 
of September 1. In contrast, Maricopa Health 
Plan controls 5 percent of the market with al-
most 78,000 acute members.

Such a membership grab will double the dis-
tance between UHC and its closest competi-
tor, Mercy Care Plan (MCP), increasing UHC’s 
share of the AHCCCS market to 33 percent vs 
MCPs current 23 percent.

The transfer of Medicare contracts from MIHS 
to UHC could also mean 18,436 Maricopa 
Care Advantage DSNP lives would move to 
UHC’s MA DSNP market segment. UHC’s en-
rollment is now more than 40,000 dual eligible 
lives, on top of its straight MAPD segment, 
which in September totaled 132,753.

AHCCCS REVIEWING
MHP MEMBER TRANSFER

Mercy Care, Bridgeway and UnitedHealthcare 
Community Plan all provide long term care 
services to 60,000 Arizonans enrolled in the 
Arizona Long Term Care System (ALTCS). The 
next ALTCS bid cycle kicks off with a request 
for proposal scheduled October 1 and ending 
with the contract award March 1, 2017. New 
ALTCS contracts begin October 1, 2017.

ALTCS BID CYCLE & CURRENT ENROLLMENT SPOTLIGHT

ALTCS Insurer Current Enrollment

Bridgeway 5274

UHC 10,235

Mercy Care 11,076

In Arizona, the hospital readmission rate has 
declined by nearly 11 percent from 2010 to 
2015, beating the national average of 8 per-
cent, according to recently released CMS data. 

Because avoidable returns to the hospital 
within 30 days of a patient’s initial discharge 
are estimated nationally to cost $17 billion a 
year, the ACA created the Hospital Readmis-
sion Reduction Program (HRRP), which initial-
ly targeted readmissions from heart attacks 
(AMI), heart failure (HF) and pneumonia (PN). 

In 2013, Medicare began reducing payments 
by a maximum 1 percent for inpatient prospec-
tive payment system (IPPS) hospitals with ex-
cess readmissions. Hospitals faced payment 
adjustments when their patients were treated 
for these conditions and then readmitted with-
in 30 days of discharge.  In 2014, penalties in-
creased to a maximum of 2 percent and HRRP 
tweaked its payment/penalties formula to ex-
clude planned readmissions. 

In 2015, chronic obstructive pulmonary dis-
ease (COPD) and elective total hip and knee 
arthroplasty were added and the penalty in-

creased to a maximum of 3 percent. This year 
and in 2017, penalties remain at 3 percent, but 
aspiration pneumonia, sepsis with pneumo-
nia present on admission and coronary artery 
bypass graft were added to conditions under 
HRRP.

According to an Advisory Board analysis, most 
Arizona hospitals (80 percent), lost a total of 
$4.5 million in revenue to payment penalties in 
2016 and will lose $5.6 million in 2017.

Nationally, the highest hospital readmission 
rates from 2012 to 2015 were COPD (20 per-
cent) and heart failure (21.9 percent). Every 
state except Vermont (.70% more readmis-
sions from 2010-2015) had fewer readmis-
sions. More than 40 states saw readmission 
rates fall more than 5 percent and in 11 states, 
including Arizona, readmission rates fell by 
more than 10 percent.

HOSPITAL READMISSION REDUCTION PROGRAM: ARIZONA

Highly Penalized Arizona Hospitals
Hospital Name City FY2016 Penalty FY2017 Penalty

Arizona Orthopedic 
& Surgical Specialty 
Hospital

Chandler 3% 3%

Banner Del E. Webb Sun City West 0.93% 1.18%

Banner Payson Payson 0.82% 1.41%

Core Institute  
Specialty Hospital

Phoenix 0.45% 1.54%

Havasu Regional Lake Havasu City 0.11% 1.23%

Kingman Regional Kingman 0.79% 2.07%

Western Arizona  
Regional MC

Bullhead City 1.27% 1.67%

Yuma Regional MC Yuma 0.59% 1.69%

Risk Adjusted Predicted Admissions 
 + Risk-Adjusted Expected Readmission

= Excess Readmission Ratio

Continued on Page 4
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“AHCCCS reserves this right because, of 
greatest importance, is ensuring the acquisition 
will not have a negative impact on our members 
enrolled with the acquired health plan, which 
includes reviewing the acquiring plan to assure 
continuity of care, etc.” 

Monica Coury
Assistant Director

AHCCCS
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HRRP Arizona Highlights 

Forty-nine of 63 
Arizona hospitals 
will face penalties 
between 0.01 per-
cent and 3 percent in 
federal FY 2017.  

Thirteen 
hospitals face no 
penalties, 11 will 
receive a penalty 
between 0.26 
percent and 0.49 
percent.

The remaining third, 28 hospitals, expect 
penalties between 0.50 and 1.99 percent. 

Only two Arizona hospitals earned the highest 
penalties, between 2 and 3 percent (see chart).

Exempt are certain cancer hospitals, critical ac-
cess hospitals as well as hospitals dedicated to 
psychiatry, rehabilitation, long‐term care and 
veterans. Medicare also did not levy penalties 
against hospitals that had too few cases to be 
fairly evaluated.

HRRP, Cont’d

  Hospitals with No Penalties
Hospital City

Arizona Spine & Joint Hospital Mesa

Banner Heart Hospital Mesa

Dignity Health Laveen

Flagstaff Medical Center Flagstaff

Mayo Clinic Hospital Phoenix

Oro Valley Hospital Oro Valley

Phx. Indian Medical Center Phoenix

San Carlos Apache Healthcare Peridot

Scottsdale Thompson Peak Scottsdale

Sells Indian Health Services 
Hospital

Sells

Southwest Orthopedic & Spine 
Hospital

Phoenix

Summit Healthcare Regional Show Low

Whiteriver PHS Indian Hospital Whiteriver

Readmission penalties to reimbursements from 
Oct. 1, 2016 through Sept. 30, 2017, which is 
the federal fiscal year (FY2017)

Source: Kaiser Health News and CMS

DUPLICATION WITHOUT WRITTEN AUTHORIZATION VIOLATES FEDERAL LAW

Alternative payment models such as the Bun-
dled Payments for Care Improvement (BPCI) 
initiative are more ubiquitous than ever. As 
CMS moves closer to its goal of tying 50 per-
cent of payments to such alternative arrange-
ments by 2018, more than 1,400 Medicare 
providers participating in BPCI are trying them 
on for size.

A new CMS report on the first year results of 
its BPCI initiative showed encouraging, albeit 
mixed results. The agency reported a savings 
of $864 per episode for orthopedic surgery 
bundles from hospitals participating under 
Model 2 and an increase of $3,477 for spinal 
surgery episodes. The report also found that 
the costs of institutional post-acute care for 
cardiovascular surgery declined under the 
BPCI initiative.

In July, CMS proposed new bundled payment 
models focusing on heart attacks, heart by-
pass surgery and hip fracture surgery.

The report on BPCI’s first-year results may 
have limited influence due to its limited size 
and scope. “Future evaluation reports will have 
greater ability to detect changes in payment 
and quality due to larger sample sizes and the 
recent growth in participation of the initiative, 
which generally is not reflected in this report,’ 
stated Conway.

The report analyzed 15 clinical episode groups 
between October 2013 and September 2014 
and was prepared by the LewinGroup.

BPCI PROGRESS 

“Early results are encour-
aging: orthopedic surgery 
bundles, in particular, have 
shown promising results on 
cost and quality in the first 
two years of the initiative.

These models keep the pa-
tient at the center of care de-
livery and focus on well-co-
ordinated, high quality care.”

Patrick Conway
Acting Principal Deputy 
Administrator and CMO  
CMS

MACRA PARTICIPANTS
PICK YOUR PACE

Earlier this month, physicians across the 
country breathed a collective sigh of relief 
when in early September, Andy Slavitt, 
acting administrator of CMS, assured 
doctors in his blog post that they can pick 
their pace of participation in provisions of 
the Medicare Access and CHIP Reautho-
rization Act (MACRA) known as the Qual-
ity Payment Program.

“During 2017, eligible physicians and oth-
er clinicians will have multiple options for 
participation,” stated Slavitt. “Choosing 
one of these options would ensure you 
do not receive a negative payment 
adjustment in 2019.”

Slavitt Penalty 
Avoidance Guide

Partial Year Participation
Submit Quality Payment Program 
information for a portion of the 
calendar year and still potentially 
receive some positive increase to 
your fee schedule.

Full Year Participation
Start submitting Quality Payment 
Program information January 1, 
2017 and submit for the entire year 
to be eligible for up to a 4% in-
crease in Medicare Fee Schedule.

Participate in an Advanced APM
MSSP Track 2 or 3 in 2017
Comprehensive ESRD Care 
Model
Comprehensive Primary  
Care Plus * not available in Ariz.

Next Generation ACO Model

NOTE: Participating in an AAPM to 
opt out of MIPS requires that in the 
first year, 25% of your Medicare 
payments or 20% of your Medi-
care patients come through the 
AAPM to which you belong.  CMS 
expects that most providers will 
not pass this threshold. For those 
who do pass this threshold, they 
will receive a 5% bonus to their 
Medicare payments. 

Continued on Page 5
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COMINGS & GOINGS

Formerly of Dignity Health, Lynda Dallyn is 
now director of embedded care at Arizona 
Care Network (ACN). Jennifer Fendler was 
promoted to field manager and will now over-
see the ACN transitional care team.
 
Monique Delgado is VP of network services 
for Q-point at Equality Health. She previous-
ly worked in payer relations and as a quality 
director at Ortho Arizona. Formerly of Banner 
Health, Mary Stokes is now provider relations 
director at Equality Health and Rob Tibbs is 
now VP of operations. He was previously VP of 
finance and operations at Health Choice.

Laura English is now VP and CFO for Kaiser 
Permanente in Colorado. She was formerly the 
VP of Public Exchanges for UHC.

Jacqueline Franklin is now the administrator 
of Banner Surgicenter, operated by Surgical 
Care Affiliates. She was formerly VP of opera-
tions for Valley Surgical Clinics. 

Ethel Hoffman has transitioned from her role 
as VP managed care at Phoenix Children’s 
Hospital to independent consulting with HHA, 
an independent consulting firm.  She can be 
reached at HHA.Resources@gmail.com

Mindy Jarembo is now the VP of revenue cy-
cle management for Imaging Advantage. She 
was formerly the senior director of revenue 
cycle and business services for Cancer Treat-
ment Centers of America.

Rebecca Katsaras was promoted to strategic 
account manager at Sonora Quest 
Laboratories.

Lisa Leveque is now vice president, strategic 
alignment and care transformation with Bande-
ra Healthcare, a subsidiary of Ensign Services, 
Inc. She previously worked as a physician net-
work administrator for UHC’s Optum Complex 
Care Management.

Maggie Lewis, former director of Pathfinder 
Health ACO is now the practice CEO for Flag-
staff Surgical Associates.

Jared Muenzer, MD, was appointed senior 
vice president and chief operating officer of 
Phoenix Children’s Medical Group (PCMG). 

Carmen Neuberger was promoted to Execu-
tive Vice President at Phoenix Children’s Hos-
pital. She will continue to serve as the hospi-
tal’s general counsel as she takes on oversight 
of the hospital’s real estate acquisitions, lease-
hold interests and government relations.

Casey Osborne has been promoted to vice 
president, Phoenix Children’s Care Network 
(PCCN) operations. 

Elizabeth Alice “Liz” McCluskey, a longtime, 
special member of the Arizona healthcare 
community, passed away suddenly August 
29. McCluskey was a respected contract ne-
gotiator currently with Health Choice but pre-
viously held similar roles at UnitedHealthcare, 
Altius, Cigna, APIPA and Samaritan Health 
Plan. She is survived by two sisters, a brother 
and Donn Merrill. She will be missed.

IN MEMORIAM

Brendan Baker is now CFO and Jim Kodja-
babian is now the COO at The CORE Institute. 
Baker was previously the CFO for CareMore 
Health Services and Kodjababian was formerly 
the COO and CRO at Sound Physicians. 

Matthew “Matt” Cox is now CFO for Banner 
Health’s Community Delivery Division. He was 
formerly CFO at Dignity Health.

DUPLICATION WITHOUT WRITTEN AUTHORIZATION VIOLATES FEDERAL LAW

MACRA repeals the sustained growth rate 
(SGR) formula, connects the Part B fee sched-
ule to cost and quality, combines quality report-
ing systems and incentivizes providers to join 
alternative payment models (APMs).

As mandated by MACRA, eligible health pro-
fessionals must choose between two paths that 
base payment on performance and quality met-
rics: the Merit-based Incentive Payment System 
known as MIPS or becoming a qualified provid-
er in an advanced APM. 

Even with a federal investment of up to $100 
million in technical assistance outreach and the 
creation of practice transformation networks, 
such as Arizona’s PII, many small practices and 
organizations face challenges navigating the 
changes necessary for MACRA compliance. 
Slavitt’s September announcement advising 
providers to “submit some data” to the Quality 
Payment Program to avoid a negative payment 
adjustment in 2019, was welcome wiggle room.

MACRA Continued

Patrick McNamara passed away on June 
19, 2016.  Pat retired from John C. Lincoln 
Healthcare Network in 2008 after a long ca-
reer in healthcare administration. Pat graduat-
ed from ASU and started his healthcare jour-
ney at BCBSAZ. Pat was one of those rare 
people who negotiated agreements in very 
acrimonious situations yet remained a friend 
to everyone. We miss you, Pat.

An Afternoon 
with Arizona’s 
Accountable 
Care Organizations

 Thursday, October 13, 2016 
 Desert Willow Conference Center
 2 to 4:30 p.m.

CLICK HERE TO REGISTER TODAY!

$35

CORRECTION
In our July newsletter we reported in error that Arizona 
Primary Care (APC)  was a part of the sale of AIP to Ban-
ner Health in June. APC remains an independent, pri-
mary care physician owned, single TIN group practice 
consisting of 85 PCP’s, more than 100 total providers 
in 38 locations caring for more than 160,000 patients.  
We regret the error.

APC continues to hold a management services agree-
ment with AIP which is now owned by Banner Health. 
APC also remains a provider in the AIP network and 
participates with Banner Health Network in numerous 
commercial and MA risk and value-based arrange-
ments as a strategic partner. Additionally, APC partic-
ipates in the Optum Care Next Generation Medicare 
ACO, and has value-based relationships with Cigna 
and Optum. 

APC continues to expand across the entire Phoenix 
market. Keith Dines, former DaVita market president 
and CEO of AIP continues to serve as CEO for APC. 
Blue Beckham continues to serve as the EVP, physi-
cian integration for AIP and as the CAO for APC.

Siman Qaasim is now the director of health 
policy for the Children’s Action Alliance. She 
was an administrator with the Maricopa County 
Department of Health.

Kelly Schoonmaker is now senior account 
representative at AmeriBen - IEC Group, she 
was formerly the director of sales for the 
Arizona Foundation for Medical Care.

http://www.thehertelreport.com/product/an-afternoon-with-arizonas-accountable-care-organizations/
https://www.azfmc.com/


About Arizona Foundation

Arizona Foundation is an independent, not-for-profit Preferred 
Provider Organization. Originally established by physicians in 
1969 as an alternative to health maintenance organizations, we 
have grown into Arizona’s largest statewide, independent 
network by providing highly-accessible, quality care. 

We work directly with brokers, consultants, general agents, third 
party administrators, and insurance companies to provide the 
freedom of choice by offering and/or endorsing a variety of 
healthcare solutions.

Our Workers’ Compensation Plan, Foundation Comp, was 
designed for self-funded employers and workers’ compensation 
carriers. Foundation Comp offers its clients aggressive discounts 
and the largest, most accessible network of hospitals, 
occupational health medical centers, urgent care centers, 
physical therapy centers, and outpatient surgery centers, as well 
as a comprehensive network of physicians.

To help control the rising costs of healthcare, Arizona Foundation 
- through our strategic partnerships - has compiled a 
comprehensive package of nationwide Medical Management 
services and Wellness Programs that include:

About VyStream

VyStream - was established in Phoenix, Arizona in 1988 as a 
"one-stop-shop" medical billing repricing clearinghouse. VyStream 
utilizes its own proprietary repricing system that is maintained 
internally. Since its inception over 25 years ago, VyStream has 
expanded its services to include Medicare-Like Rates Repricing, 
Chiropractic Cost Containment, and Digital Imaging. VyStream 
has the experience and our service is impeccable.

Our repricing process is one of the most efficient and accurate in 
the industry.  We have a 99% accuracy rate thanks to our 
multiple levels of system and quality control measures that are 
built into our process.  With an average turn-around-time of
1 hour, we are able to Auto-Adjudicate over 90% of our claims.

The following value-added services integrate with your existing 
system to reduce your operating costs:

800-624-4277
www.azfmc.com

844-250-8267
www.vystream.com

Connecting People to Healthcare

• Claim Repricing • Clearinghouse

• Claims Management • Digital Imaging

• Medicare-Like Rates
   Repricing

• EDI Connectivity
• Utilization Management • 24-hr Nurse Care Line

• Maternity Management• Case Management

• Telephonic Medicine• Disease Management

Navigating the Healthcare Industry




