2023 Rewards Program Instructions
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Three simple activities, - L]
three opportunities to earn rewards! ag’;gg,to

HEALTH SURVEY
Earn $75

We'd like to get to
know you better.

Complete and submit
our Health Survey.

ANNUAL
WELLNESS VISIT*
Earn $175

Meet with your health
care provider to create

a personal care plan to
help you stay healthy.

MEMBER EXPERIENCE SURVEY
Earn $50

Take this mid-year survey to share
your experience as a member of
Lasso Healthcare.

*Annual Wellness Visits are at no cost for Lasso Healthcare members. Please
call us if you would like help scheduling your NO COST teleheath Annual
Wellness Visit at 1-833-925-2776. Some conditions apply.

We make it simple to earn and redeem your rewards

Fill out the activity form, Mail the completed activity Complete all three activities
making sure you complete form to be processed to: to earn up to $S300 in
the form in its entirety. 225 W. Washington St. rewards! Please keep your
Suite 450 reloadable card so that
Chicago, Illinois 60606 rewards can be loaded for
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each activity you complete.



Participation Rules

Participation Rules
Important participation rules. Read carefully.

1. The activity forms must be completed in the plan year that they were received. (Example, if the
rewards kit was received in 2023, the activities in the kit must be completed in 2023.)

2. Rewards will be processed for the activity forms from the prior year’s incentive that are
postmarked before the end of the plan year and received up to 30 days into the new calendar
year.

3. Each Activity Form must be completed in full and in accordance with form instructions.

4. Incomplete or illlegible forms may delay processing of a reward. An outreach from us may be
required to obtain the information necessary to complete the form for reward processing.

5. Please note: your rewards card will be sent to the mailing address you have provided to
Lasso Healthcare. If you have not provided a mailing address, the card will be sent to the
permanant address on file.

NationsBenefits Partnership

You will have your own portal through NationsBenefits, where you can log in to check account
balances and even purchase goods! When you receive your card, you will find information on the
card carrier, which will tell you how to access your personal portal and manage your account.

For 2023, we're expanding where you can use your rewards card! Spend your reward dollars
where you need it most. Once you receive your rewards card from NationsBenefits, you can use
the funds at most locations for:

@ Utilities

@ Transportation services
@ Hearing aids

@ Pharmacy purchases

Purchases at local retailers such as book, home supply and appliance, wholesale discount,
hardware, grocery, pet supply, and family clothing and shoe stores

@ Restaurants

O Other services such as dry cleaners, barbers, and beauty shops

...and morel!

For more information on how to use your rewards funds, please visit the member portal:
https://members.nationsbenefits.com/login.

Questions? Contact Member Services at 1-833-925-2776 (TTY: 711) 8 a.m.-8 p.m., Monday-Friday


https://members.nationsbenefits.com/login

Activity Form: Annual Wellness Visit

Complete all applicable fields of this form. If your visit was in-person, have your doctor complete and
sign the bottom portion. Please return the completed form by December 31.

Member First Name: Member Last Name:
Member Phone Number: Member ID #:

Date of Visit: / / How was your O In-person  © Virtual/
Month Day Year visit conducted? (office) Telehealth*
(Select one)

Please supply the date(s) and last recorded result(s) of the following screenings:

A1C level Date of most

recent screening: / /
Month Day Year

Result:

Blood pressure (okay to self report) Date of most

recent screening: / /
Month Day Year

Result:

Colonoscopy Date of most

recent screening: / /
Month Day Year

Result:

Breast cancer (if applicable) Date of most

recent screening: / /
Month Day Year

Result:

I inf ion f healtt der:
The purpose of the patient presenting this form to you is to help them follow preventive care guidelines
and to qualify them for a member health incentive from Lasso Healthcare. Today’s visit should form the
foundation of a personal care plan for the patient to follow. If you provided the patient an Annual

Wellness Visit or Routine Physical within this calendar year, and in your opinion the visit is still clinically
valid, another wellness visit is not required.

Provider Name: Date: / /

Month Day Year
Provider Signature: NPI:
(Not required for telehealth visits) (MD, DO, NP, PA) (Required for telehealth visits)

CLEAR FORM H1924_AWVForm3_C



Activity Form: Health Survey

Congratulations for taking an active role in your health! Taking the time to complete a health survey
is a great way to understand your current health status - and get rewarded for it! Please complete
all survey sections and submit your survey by December 31.

Lasso Healthcare ID#: DOB: / /
Month Day Year
First Name: Last Name:
Race: Ethnicity: Gender: © Male O Female © Other
Document language spoken and any communication needs, preferences, or limitations
Preferred primary language: C English
O Spanish
O Other:
Communication needs/limitations (check all that None identified
apply): Hearing
Language
Vision
Medical
Document any current medical conditions or Asthma
problems (check all that apply): Behavioral health issues
Cancer
Chronic obstructive pulmonary disease (COPD)
Diabetes
Heart failure
HIV/AIDS
Hypertension
Kidney disease (including dialysis)
Osteoporosis
Other:
In the past year, how many times have stayed © None
overnight in the hospital? o1
o 2
© 3 or more
© Unknown
How often do you need help taking your © Never
medications? © Rarely
© Sometimes
o Always

Page 1 of 4 H1924_HealthSurvey3_C



Medical continued

Do you take your medications as prescribed?

c
c

None

1

2

3 or more
Unknown

List all medications including OTC and herbal supplements below.

Functional

Over the last month, have you been bothered
by body pain that makes it difficult to work or
complete activities?

O O O 0O

Not at all

Several days
More than half days
Nearly every day

On a scale of 1-10 10 being the worst pain imaginable,

Write O if no pain:

what would you rate your pain?

How often do you need help getting around © Never
your home? (such as walking, transferring froma | © Rarely
chair to a bed) © Sometimes

o Always
How often do you need help making meals and O Never
feeding yourself? C© Rarely

© Sometimes

o Always
How often do you need help caring for yourself, O Never
including bathing? © Rarely

© Sometimes

o Always
How often do you need help with using the © Never
toilet? © Rarely

© Sometimes

O Always
How often do you need help dressing? © Never

© Rarely

© Sometimes

o Always

Page 2 of 4
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Social Determinants of Health (SDoH)/Nutrition

Do you feel that you have nutritious food to eat? | © Yes

© No

O Prefer not to answer
What is your living situation today? o

| have a steady place to live

| have a place to live today, but | am worried
about losing it in the future

| do not have a steady place to live (| am
temporarily staying with others, in a hotel,
in a shelter, living outside on the street, on a
bench, in a car, abandoned building, bus or
train station, or in a park)

Some people have made the following statements about their food situation. Please answer
whether the next two statements were OFTEN, SOMETIMES, or NEVER true for you and your

household in the last 12 months.

Within the past 12 months, you worried that © Often true
your food would run out before you got money © Sometimes true
to buy more. © Never true
© Prefer not to answer
Within the past 12 months, the food you bought | © Often true
just didn’t last and you didn’t have money to get © Sometimes true
more. © Never true
© Prefer not to answer
Has lack of transportation kept you from medical [ © Yes, it has kept me from medical
appointments, meetings, work, or from getting appointments or from getting my
things needed for daily living? medications
© Yes, it has kept me from non-medical
appointments or from getting my
medications
© No
© Prefer not to answer
Mental Health
Over the last month how often have you been © Not at all
bothered by the following: feeling down, © Several days
depressed, or hopeless? © More than half days
© Nearly every day
Over the last month, how often have you been © Not at all
bothered by the following: poor appetite, eating © Several days
too much? © More than half days
O

Nearly every day
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Psychosocial

Yes
No
Prefer not to answer

Do you feel that the support that you have is O
adequate in meeting your physical and O
emotional needs? O
Overall, how willing are you to make changesto | ©
improve your health? O

-

Very willing
Somewhat willing
Not currently

CLEAR FORM

Page 4 of 4
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lasso

Healthcare

Discrimination is against the law.

Lasso Healthcare complies with applicable Federal civil
rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex. Lasso Healthcare
does not exclude people or treat them differently because
of race, color, national origin, age, disability, or sex.

Lasso Healthcare:
e Provides free aids and services to people with disabilities to
communicate effectively with us, such as:
e Qualified sign language interpreters
e Written information in other formats (large print, audio,
accessible electronic formats, other formats)

e Provides free language services to people whose primary
language is not English, such as:
e Qualified interpreters
e Information written in other languages
If you need these services, contact Customer Service at 1-833-
925-2776 (TTY 711).

If you believe that Lasso Healthcare has failed to provide these
services or discriminated in another way on the basis of race,
color, national origin, age, disability, or sex, you can file a
grievance with:

Lasso Healthcare

Civil Rights Coordinator

225 W. Washington Street, Suite 450

Chicago, Illinois 60606

Phone: 1-833-925-2776, TTY number 711

Fax: 1-866-946-4458

Email: civilrightscoordinator@myzinghealth.com

You can file a grievance in person or by mail, fax, or email. If you
need help filing a grievance, a Lasso Healthcare Civil Rights
Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department
of Health and Human Services, Office for Civil Rights, electronically
through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or
phone at:

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

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

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

Notice of Non-Discrimination

Multi-language Interpreter Services

English: We have free interpreter services to answer any
guestions you may have about our health or drug plan. To
get an interpreter, just call us at 1-833-925-2776 (TTY: 711).
Someone who speaks English/Language can help you. This
is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para
responder cualquier pregunta que pueda tener sobre nuestro plan
de salud o medicamentos. Para hablar con un intérprete, por favor
llame al 1-833-925-2776 (TTY: 711). Alguien que hable espafiol le
podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: EIJIRHERFBNINERS - BB ER
TREAMRKRNETRE 0 - IREFEZLEFERS - &
e 1-833-925-2776 (TTY: 711), BEAIWPX TIFARREE
BEE - X2—IRZERS -

Chinese Cantonese: &% %13 M A { BE 2% 229 £R [ v BE7F A e i
. AREMREEENDIE RS, WEWERS, FHE 1-
833-925-2776 (TTY: 711), HMB L XMAERFELE & TIRMH
EhBy, E R—ERER.

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika
upang masagot ang anumang mga katanungan ninyo hinggil sa
aming planong pangkalusugan o panggamot. Upang makakuha ng
tagasaling-wika, tawagan lamang kami sa 1-833-925-2776.
Maaari kayong tulungan ng isang nakakapagsalita ng Tagalog. Ito
ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation
pour répondre a toutes vos questions relatives a notre régime de
santé ou d'assurance-médicaments. Pour accéder au service
d'interprétation, il vous suffit de nous appeler au 1-833-925-2776
(TTY: 711). Un interlocuteur parlant Francais pourra vous aider.
Ce service est gratuit.

Vietnamese: Chung t6i cé dich vu thong dich mi&n phi dé tra |oi
cdc ciu hoi vé chuong strc khoe va chwong trinh thuéc men. Néu
qui vi can thdng dich vién xin goi 1-833-925-2776 (TTY: 711). s& ¢
nhan vién néi tiéng Viét giup d& qui vi. Pay 1a dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet
Ihren Fragen zu unserem Gesundheits- und Arzneimittelplan.
Unsere Dolmetscher erreichen Sie unter 1-833-925-2776 (TTY:
711). Man wird lhnen dort auf Deutsch weiterhelfen. Dieser
Service ist kostenlos.
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Korean: A= O|2 B £= FF EH0f 2ot ZZ0f &Y

— =1 H
EZ|Ax 28 89 MHAE HIstn JUSULCH Y
MH|AE 0|235I2{H H3} 1-833-925-2776 (TTY: 711).HO 2

zool FHAL. =0 E St HEAL ko EF

AYLICE Ol MH| A= 22 2FE LI
Russian: Ecnu y Bac BO3HMKHYT BOMPOCbI OTHOCUTE/IbHO
CTPaxoBOro UAN MeANKAMEHTHOTO NJ1aHa, Bbl MOXKeETe
BOCMO/1b30BaTbCA HAWWMMM 6ecnnaTHbIMK yCayramm
nepeBoAYMKOB. YTObbI BOCNO/1b30BATHLCA YCAYramu
nepesoaYnKa, NO3BOHUTE Ham no TenedoHy 1-833-925-
2776 (TTY: 711). Bam OKaxKeT NOMOLLb COTPYAHMK,
KOTOpbI rOBOPUT NO-pyccKM. JaHHan ycayra 6ecnnaTHas.

Arabic: &1 e LW dilxall $)9a)l pafiall lods pds L)
pxie e Jgaml Lol L9l Jouz 9l domsally (3lais Ao
e b JLadl Sguw Sde ) ¢$)531-833-925-2776 (TTY:
711). 40, Gusis bo s LY Y- dods odd .eliue iy
diloxa,

Hindi: TR WA I &dl &I Il & R T 3T
fopaft +ft Uy & SaTe ¢ o foTe gaR Ty g guTidan
JaT JUA §. T gHTAT UTed H- o g, S g
1-833-925-2776 (TTY: 711) TR BIF &Y. PIg Afad Sl
gﬁ;mm%amﬁw&ﬁﬂﬂmm%lmw$wﬁ

Italian: E disponibile un servizio di interpretariato
gratuito per rispondere a eventuali domande sul
nostro piano sanitario e farmaceutico. Per un
interprete, contattare il numero 1-833-925-2776 (TTY:
711). Un nostro incaricato che parla Italianovi fornira
I'assistenza necessaria. E un servizio gratuito.

French Creole: Nou genyen sevis entepret gratis pou
reponn tout kesyon ou ta genyen konsénan plan
medikal oswa dwog nou an. Pou jwenn yon enteépreét,
jis rele nou nan 1-833-925-2776 (TTY: 711). Yon moun
ki pale Kreyol kapab ede w. Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug
ttumacza ustnego, ktory pomoze w uzyskaniu
odpowiedzi na temat planu zdrowotnego Ilub
dawkowania lekdw. Aby skorzysta¢ z pomocy ttumacza
znajgcego jezyk polski, nalezy zadzwoni¢ pod numer 1-
833-925-2776 (TTY: 711). Ta ustuga jest bezptatna.

Japanese: il DR HEORER & K L EK T S
BT A SHEMICBE 2T 520 12, BRI
R —E2HD ) TS WET, BRE A
IS 7% 51213, 1-833-925-2776 (TTY: 711). IZBE
P72 3 v, HAGEEZGET A & 232wz L &
T ZTHUIERIOH— b2 TT,
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