EXHIBIT C
COORDINATING PROVISIONS: STATE LAW,

ACCREDITATION STANDARDS AND GEOGRAPHIC EXCEPTIONS

I.  INTRODUCTION:

1.1 Scope: To the extentof any conflict between the Agreement, including the administrative handbook as herein
incorporated by reference, and this Exhibit, this Exhibit shall supersede, govern and control to theextentrequired by
federal and/or state law and to the extent that MultiPlan, Inc., d/b/a Claritev, on behalf of itself and its subsidiaries
(collectively “Claritev”), Provider and/or Client are subject to such federal or state law.

1.2 Terms: Thetermsused in this exhibit are the defined terms as specified in the applicable federal and/or state law.
The specific form Agreement between the parties may utilize defined terms other than those noted in the federal
and/or state law(s). Forpurposes of this exhibit, provider means a licensed facility or licensed, registered or certified
health care professional(s) contracted to provide health care services under this Agreement.

1.3 Citations: The citations are current as of the date of this Exhibit. Recodification of statutory and/or regulatory
citations does not nullify the intent of the provision.

Il. STATE LAW COORDINATING PROVISIONS: VIRGINIA

Where the statutory requirement is an additional obligation not otherwise specified in the Agreement, the parties agree that
the statutory requirementwill be added asan obligation. Where the statutory requirement specifically conflicts with a current
obligation, the statutory requirement shall take precedence and replace the existing obligationas to the statutory requirement
only andshallnotvoidany other valid provision of this Agreement. Thestatutory requirements identified beloware limited
to only those entities specifically covered by the statute.

2.1  Asrequired by subsectionB 1 of Va.Code Ann. § 38.2-3407.15, a carrier shall pay any claim within forty (40) days
of receipt of the claim except where the obligation of the carrier to pay a claim is not reasonably clear due to the
existence of a reasonable basis supported by specific information available for review by the person submitting the
claim that:

a. theclaimisdetermined by thecarrier notto be a cleanclaim due toa good faith determination or dispute regarding
(i) the mannerin which the claim formwas completed or submitted, (ii) the eligibility of a person for coverage,
(iii) the responsibility of another carrier for all or part of the claim, (iv) the amount of the claim or the amount
currently due under the claim, (v) the benefits covered, or (vi) the manner in which services were accessed or
provided; or

b. the claim was submitted fraudulently.

Carrier shallmaintain a written or electronic record of the date of receiptof a claim. The person submitting the claim
shallbe entitled to inspect such record on request andto rely on that record oron any otheradmissible evidenceas
proof of the fact of receipt of the claim, including without limitation electronic or facsimile confirmation of receipt
of a claim.

2.2 Asrequired by subsection B 2 of Va. Code Ann. § 38.2-3407.15, carrier shall, within thirty (30) days after receipt of
a claim, notify the person submitting the claim of any defect or impropriety that prevents the carrier from deeming
the claim a clean claim and request the information that will be required to process and pay the claim. Upon receipt
of the additional information requested under this subsection necessary to make the original claim a clean clim, a
carrier shallmake the payment of the claim in compliance with Va. Code Ann. § 38.2-3407.15. No carrier may refuse
to pay a claim for health care services rendered pursuant to a provider contract which are covered benefits if the
carrier fails timely tonotify orattemptto notify the person submitting the claim of the matters identified above u nless
such failure was caused in material part by the person submitting the claims; however, nothing herein shall preclude
such a carrier from imposing a retroactive denial of payment of such a claim if permitted by the provider contract
unless such retroactive denial of payment of the claim would violate subdivision 7 of subsection B of § 38.2-3407.15.
Beginning no later than January 1, 2026, all notifications and information required under subsection B 2 of § 38.2-
3407.15 shall be delivered electronically.

2.3 Asrequired by subsectionB 3 of Va.Code Ann. 8 38.2-3407.15, any interest owingoraccruingon a claim under §
38.2-3407.10r § 38.2-4306.1, under any provider contractor under any other applicable law, shall, if not sooner paid
or required to be paid, be paid, without necessity of demand, at the time the claim is paid or within sixty (60) days
thereafter.

24  Asrequired by subsectionB 4 a of Va.Code Ann. § 38.2-3407.15, carrier shall establish and implement reasonable
policies to permit provider (i) to confirm, in advance, during normal business hours by free telephone or electronic
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means, if available, whether the health careservices to be provided are medically necessary and a covered benefit and
(ii) to determinethe carrier's requirements applicable to the provider (orto the type of health care services which the
provider has contracted to deliver under the provider contract) for (a) pre-certification or authorization of coverage
decisions, (b) retroactive reconsideration of a certification or authorization of coverage decision or retroactive denial
of a previously paid claim, (c) provider-specific payment and reimbursement methodology, coding levek and
methodology, downcoding, and bundling of claims, and (d) other provider-specific, applicable claims processingand
paymentmatters necessary to meetthe termsand conditions of the provider contract, including determining whether
a claim isa clean claim. If carrier routinely, as a matter of policy, bundles or downcodes claimssubmitted by provider,
the carriershall clearly disclose onits website the specific bundlingand downcoding policies that carrier reasonably
expectsto be applied to provider or provider’s services on a routine basis as a matter of policy. Provider may ako
request the specific bundling and downcoding policies that the carrier reasonably expects to be applied to that provider
or provider'sservices on a routine basisasa matter of policy. If suchrequest ismade by or on behalf of a provider,
carriershall provide the requesting provider with such policies within ten (10) business days following the date the
request is received.

2.5 Asrequired by subsection B 4b of Va. Code Ann. § 38.2-3407.15, carrier shall make available to a provider requesting
copies of policies pursuant to subsection B 4 a of Va. Code Ann. § 38.2-3407.15, within ten (10) business days of
receipt of the request, copies of or reasonable electronic access to all such policies which are applicable to the
particular provider or to particular health care services identified by the provider. In the event the provision of the
entire policy would violate any applicable copyright law, the carrier may instead comply with this subsection by
timely deliveringto the provider a clear explanation of the policy as it appliesto the providerandto any health care
services identified by the provider.

2.6 Asrequired by subsectionB 5 of VVa. Code Ann. 8 38.2-3407.15, carrier shall pay a claim if the carrier has previously
authorizedthe health care service orhasadvised the provider orenrollee in advance of the provision of health care
services that the health care services are medically necessary and a covered benefit, unless:

a. Thedocumentationforthe claim provided by the person submitting the claim clearly fails to support the claim as
originally authorized;

b. The carrier'srefusal is because (i) another payor is responsible for the payment, (i) the provider has already been
paid for the health care services identified on the claim, (iii) the claim was submitted fraudulently or the
authorization was based in whole or material part onerroneous information provided to the carrier by the provider,
enrollee, or other person not related to the carrier, or (iv) the person receiving the health care services was not
eligible to receive them on the date of service and the carrier did not know, and with the exercise of reasonable
care could not have known, of the person’s eligibility status; or,

¢. During the post-service claims process, it is determined that the claim was submitted fraudulently.

2.7  Asrequired by subsectionB 6 of Va.Code Ann. 8 38.2-3407.15, in the case of aninvasive orsurgical procedure, if
the carrier has previously authorized a health care service as medically necessary and during the procedure provider
discovers clinical evidence prompting provider to perform a less or more extensive or complicated procedure than
was previously authorized, then carrier shall pay the claim, provided that the additional procedures were (i) not
investigative in nature, but medically necessary as a covered service under the covered person's benefit plan; (ii)
appropriately coded consistentwith the procedure actually performed; and (i) compliantwith a carrier's post-service
claims process, including required timing for submission to carrier.

2.8 Asrequired by subsection B 7 of Va.Code Ann. § 38.2-3407.15, carrier shallnot impose any retroactive denial of a
previously paid claim or in any other way seek recovery or refund of a previously paid claim unless the carrier
specifies in writing the specific claim orclaims forwhich the retroactive denial is to be imposed orthe recovery or
refund issought, the carrier has provided a written explanation of why the claim is beingretroactively adjusted, and
(i) the originalclaim was submitted fraudulently, (i) the original claim payment was incorrect because the provider
was already paid for the health care services identified ontheclaim orthe health care services identified on the claim
were not delivered by the provider, or (iii) the time which haselapsed since the date of the payment of the original
challengedclaim does notexceed twelve (12) months. Notwithstandingthe provisions of clause (iii), a provider and
a carriermay agree in writing that recoupment of overpayments by withholding or offsetting against future payments
may occur after such 12-month limit for the imposition of the retroactive denial. A carrier shallnotify a provider at
least thirty (30) days in advance of any retroactive denial or recovery or refund of a previously paid claim.

2.9 As required by subsection B 8 of Va. Code Ann. 8 38.2-3407.15, this contract includes (i) the fee schedule,
reimbursementpolicy or statement asto the manner in which claimswill be calculated and paid which is applicable
to the provider or to the range of health care services reasonably expectedto be delivered by thattype of provider on
a routine basisand (ii) all materialaddenda, schedules and exhibits theretoand any policies (including those refermed
to in subsection B 4 of Va. Code Ann. 8 38.2-3407.15). applicable to the provider or to the range of health care
services reasonably expected to be delivered by that type of provider under the provider contract.
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2.10 Asrequired by subsection B 9 of Va.Code Ann. § 38.2-3407.15, no amendment to this contract or to any addenda,
schedule, exhibit or policy thereto (or newaddenda, schedule, exhibit, or policy) applicable to the provider (or to the
range of health care services reasonably expected to be delivered by that type of provider) shall be effective as to the
provider, unless the provider has been provided with the applicable portion of the proposed amendment (or of the
proposed new addenda, schedule, exhibit, or policy) at least sixty (60) calendar days beforethe effective dateand the
provider has failed to notify the carrier within thirty (30) calendar days of receipt of the documentation of the
provider's intention to terminate the provider contract at the earliest date thereafter permitted under the provider
contract.

2.11 Asrequired by subsection B 10of Va. Code Ann. § 38.2-3407.15., in the eventthatthecarrier's provision of a policy
required to be provided under subsection B 8 or 9 of Va. Code Ann. § 38.2-3407.15 would violate any applicable
copyright law, the carrier may instead comply with Va. Code Ann. 8 38.2-3407.15B. by providing a clear, written
explanation of the policy as it applies to the provider.

2.12 As required by subsection B 11 of Va. Code Ann. § 38.2-3407.15., the dispute resolution process is as stated in the
Agreement and/or the administrative handbook (https./Aww.claritev.com/healthcare-providers/). In the event the
underlying Agreement does not contain a dispute resolution process, the dispute resolution process is as stated in the
administrative handbook. If a carrier's claim denial is overturned following completion of a dispute review, the carmier
shall, on the day the decision to overturn is made, consider the claims impacted by such decision as clean claims. All
applicable laws related to the payment of a clean claim shall apply to the payments due.

2.13 Asrequired by subsection B 12 of Va. Code Ann. § 38.2-3407.15., provider shall not discriminate againstany enrollee
solely due to the enrollee's status as a litigant in pending litigation or a potential litigant due to being involved in a
motorvehicle accident. Nothingin subsection B 12 of VVa. Code Ann. § 38.2-3407.15 shall require provider to treat
an enrollee who has threatened to make or has made a professional liability claim againstthe provider or the providers
employer,agents, oremployees or hasthreatened to file or hasfiled a complaint with a regulatory agency or board
against the provider or the provider's employer, agents, or employees.

2.14 Asrequired by subsectionB 1 of VA CodeAnn. § 38.2-3407.15:2, carrier, in a method of its choosing, is required to
accept telephonic, facsimile, or electronic submission of prior authorization requests that are delivered from e-
prescribing systems, electronic health record systems, and health information exchange platforms that utilize the
National Council for Prescription Drug Programs' SCRIPT standards.

2.15 Asrequired by subsectionB 2 of VA Code Ann. § 38.2-3407.15:2, carrier is required to communicate to the prescriber
or his designee within twenty-four (24) hours, including weekend hours, of submission of an urgent prior
authorizationrequest to thecarrier, if submitted telephonically or in an alternate method directed by the carrier, that
the request is approved, denied, or requires supplementation.

2.16 Asrequired by subsectionB 3 of VA Code Ann. § 38.2-3407.15:2, carrier is required to communicate electronically,
telephonically, or by facsimile to the prescriber or his designee, within two (2) businessdays of submission ofa fully
completed prior authorization request, that the request is approved, denied, or requires supplementation.

2.17 Asrequired by subsectionB 4 of VA Code Ann. § 38.2-3407.15:2, carrier is required to communicate electronically,
telephonically, or by facsimile to the prescriber or his designee, within two (2) business days of submission of a
properly completed supplementation from the prescriber or his designee, that the request is approved or denied.

2.18 As required by subsection B 5 of VA Code Ann. § 38.2-3407.15:2, if a prior authorization request is approved for
prescription drugs and such prescription drugs have been scheduled, provided, or delivered to the patient consistent
with the authorization, the carrier shall not revoke, limit, condition, modify, or restrict that authorization unless (i)
there is evidencethat the authorization was obtained based on fraud or misrepresentation; (ii) finalactions by the U.S.
Food and Drug Administration, other regulatory agencies, or the manufacturer remove the drug from the market, limit
its use in a manner that affects the authorization, or communicate a patient safety issue that would affect the
authorizationaloneorin combination with otherauthorizations; (iii) a combination of drugs prescribed would cause
a druginteraction; or (iv) a generic or biosimilarisaddedto the prescription drug formulary. Nothingin this section
shall require a carrier to cover any benefit not otherwise covered or cover a prescription drug if the enrollee is no
longer covered by a health plan on the date the prescription drug was scheduled, provided, or delivered.

2.19 As required by subsection B 6 of VA Code Ann. 8 38.2-3407.15:2, if a prior authorization request is denied, the
carrier shallcommunicate electronically, telephonically, or by facsimile to the prescriber or his designee, within the
timeframes established by subsection B 3 or4 of VA Code Ann. § 38.2-3407.15:2, as applicable, the reasons for the
denial.

2.20 Asrequired by subsectionB 7 of VA Code Ann. § 38.2-3407.15:2, prior authorization approved by another carrier is
required to be honored, upon the carrier's receipt from the prescriber or his designee of a record demonstrating the
previous carrier's priorauthorizationapproval orany written or electronic evidence of the previous carrier's coverage
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of such drug, at least for the initial ninety (90) days of a member's prescription drug benefit coverage under a new
health plan, subject tothe provisions of the new carrier's evidence of coverage and any exception listed in subsection
B 5 of VA Code Ann. § 38.2-3407.15:2.

2.21 Asrequired by subsectionB 8 of VA Code Ann. § 38.2-3407.15:2, carrieris required to use a tracking system for all
prior authorization requests and the identificationinformation must be provided electronically, telephonically, or by
facsimile to the prescriber or his designee, upon the carrier's response to the prior authorization request.

2.22 Asrequired by subsection B 9 of VA Code Ann. § 38.2-3407.15:2, the carrier's prescription drug formularies, all drug
benefits subject to prior authorization by the carrier, all of the carrier's prior authorization procedures, and all prior
authorization request forms accepted by the carrier are required to be made available through one central location on
the carrier's website and such information must be updated by the carrier within seven (7) days of approved changes.

2.23 Asrequired by subsection B 10 of VA Code Ann. § 38.2-3407.15:2, carrier is required to honor a prior authorization
issued by the carrier for a drug, other than an opioid, regardless of changes in dosages of such drug, provided such
drug is prescribed consistent with U.S. Food and Drug Administration-labeled dosages.

2.24 Asrequired by subsectionB 11 of VA Code Ann. § 38.2-3407.15:2, carrier is required to honor a prior authorization
issued by the carrierfora drug regardless of whether the covered person changes plans with the same carrierand the
drug is a covered benefit with the current health plan.

2.25 As required by subsection B 12 of VA Code Ann. § 38.2-3407.15:2, when requiring a prescriber to provide
supplemental information that is in the covered individual's health record or electronic health record, carrier shall
identify the specific information required.

2.26 Asrequired by subsectionB 13 of VA Code Ann. 8 38.2-3407.15:2, carrier will not require prior authorization for at
least one drug prescribed for substance abuse medication-assisted treatment, provided that (i) the drug is a covered
benefit, (ii) the prescription does not exceed the FDA-labeled dosages, and (iii) the drugis prescribed consistentwith
the regulations of the Board of Medicine.

2.27 Asrequired by subsection B 14 of VA Code Ann. 8 38.2-3407.15:2, whenany carrier has previously approved prior
authorization for any drug prescribed for the treatment of a mental disorder listed in the most recent edition of the
Diagnostic and Statistical Manual of Mental Disorders published by the American Psychiatric Association, no
additional priorauthorization shall be required by the carrier, provided that (i) the drugis a covered benefit; (ii) the
prescription does not exceed the FDA-labeled dosages; (iii) the prescription has been continuously issued for no fewer
than three months; and (iv) the prescriber performs an annual review of the patient to evaluate the drug's continued
efficacy, changes in the patient's health status, and potential contraindications. Nothing in this subdivision shall
prohibita carrier from requiring priorauthorization forany drug that is not listed on its prescription drug formulary
at the time the initial prescription for the drug is issued.

2.28 Asrequired by subsection B 15 of VA Code Ann. § 38.2-3407.15:2, carrier shallhonora prior authorization issued
by the carrier fora drug regardless of whether the drug is removed from the carrier's prescription drug formulary after
the initial prescription for that drug is issued, provided thatthe drug and prescription are consistent with the applicable
provisions of subdivision 14

2.29 Asrequired by subsectionB 16 of VA Code Ann. § 38.2-3407.15:2, beginning July 1, 2025and notwithstanding the
provisions of subsection B 1 of VA Code Ann. § 38.2-3407.15:2 orany other provision of this section, carrier shall
establish and maintain anonlineprocessthat (i) links directly to all e-prescribing systems and electronic health record
systems thatutilize the National Council for Prescription Drug ProgramsSCRIPT standard and the National Council
for Prescription Drug Programs Real Time Benefit Standard; (ii) can accept electronic prior authorization requests
from a provider; (iii) can approve electronic prior authorization requests (a) for which no additional information is
needed by the carrier to process the prior authorization request, (b) forwhich no clinicalreview is required, and (c)
that meet the carrier's criteria forapproval; and (iv) links directly to real-time patient out-of-pocket costsfor the office
visit, considering copaymentand deductible, and (v) otherwise meets the requirements of this section. No carrier shall
(@) impose a fee or charge on any personforaccessingtheonline process as required by subsection B 16 of VA Code
Ann. §38.2-3407.15:2. or (b) access, absent provider consent, provider data via the online process other than for the
enrollee. No laterthan July 1,2024, a carrier, upon request from a provider, shall provide contact information of any
third-party vendor or other entity the carrier will use to meet the requirements of this subdivision or the req uirements
of VA Code Ann. § 38.2-3407.15:7. Acarrier that posts such contact information on its website shall be considered
to have met this requirement.

2.30 Asrequired by subsection B 17 of VA Code Ann. § 38.2-3407.15:2, beginning July 1, 2025, participating health care
providershallensure thatany e-prescribing system or electronic health record system owned by or contracted for the
provider to maintain an enrollee’s health record has the ability to access, at the point of prescribing, the electronic
priorauthorization process established by a carrier as required by subsection B 16 of VA Code Ann. 8 38.2-3407.15:2
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and the real-time patient-specific benefit information, including out-of-pocket costs and more affordable medication
alternatives madeavailable by a carrier pursuant to VA Code Ann. § 38.2-3407.15:7. A provider may request a waiver

of compliance for undue hardship fora period specified by the appropriate regulatory authority with the Healthand
Human Resources Secretariat.

I1l. ACCREDITATION STANDARDS COORDINATING PROVISIONS:
There are no Accreditation Standards Coordinating Provisions at this time.

IV. GEOGRAPHIC EXCEPTIONS COORDINATING PROVISIONS: VIRGINIA
There are no Geographic Exceptions Coordinating Provisions at this time.
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