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ACO and its Objective

Reduce 
utilization 

costs for 

Medicare

Improve 
quality of 
care for our 

attributed 
beneficiaries

FCACO manages our 
attributed beneficiaries 

through Care 
Coordination

Family Choice ACO manages Medicare Fee-for-service 
beneficiaries, also known as Original Medicare.

Patient Care Coordinators | Primary Care Physician | Office Managers
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CMS |Beneficiary Notification Letter
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CMS| Beneficiary Notification Letter (Translation)
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How We're Reducing Costs and Improving Patient Experience ?

Reducing 
Costs 

Improve 
Care Quality

Chronic Care Management

A Dual Focus on Cost Control and Quality Enhancement

Hospitalist Program

Data showed a large portion of the utilization costs come from acute facilities and transitional care units.
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More revenues 
to you and more 

savings

Less visits 
to the 

hospitals

More 
visits to 
the PCP 
offices

PCC’s and Chronic Care Management Program

1. CCM also bring 

in additional 
revenues to 

you because we 
split the CCM 

payments with 
our providers.

 

2. Increased 
billing 

opportunities for 
the PCP from 

increased office 
traffic.

Revenues

Remind the 
patient to 
return to 

your offices 
for annual 

wellness 
checkups and 

other 
preventative 

screenings.

Retention

Contact 

eligible 
patients 

monthly to 
track the 
chronic 
conditions and 
monitor their 
overall health.

Coordination

“An ounce of prevention equals a 

pound of cure”

Patients are educated on their illness, self management, medications therefore less 
inbound phone calls into office. Patients receive timely services, immunization, 

monitoring therefore better health status etc…
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Examples of chronic conditions include but aren’t 
limited to..

❑ Alzheimer’s disease and related dementia
❑ Arthritis (osteoarthritis and rheumatoid)
❑ Asthma
❑ Atrial fibrillation
❑ Autism spectrum disorders

❑ Cancer
❑ Cardiovascular disease
❑ Chronic Obstructive Pulmonary Disease (COPD)

❑ Depression
❑ Diabetes

❑ Hypertension
❑ Infectious diseases like HIV and AIDS

Preventative Care | AWV

Completed AWV 

with 2 or more 
diagnosed 

chronic 
conditions will 

qualify the 
patients to be 

eligible for CCM 
services..

2 or More 

AWV addresses 

the 10 quality 
measures that 
CMS required us 

to report.

10 Quality 
Measures

For the ACO to 
more effectively 

manage the 
patients’ health, 

providers must 
complete the 

Annual Wellness 
Visit (AWV) to re-

evaluate the 
patients’ overall 
health condition.

Annual Wellness 
Visit (AWV)

Through CCM, FCACO can provide even better health monitoring and care coordination.
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Please code appropriately !

G0402 = WELCOME TO MEDICARE VISIT / IPPE 
(Initial Preventive Physical Examination)
This visit is offered to patients within 12 months after enrolling in 
Medicare. They can only receive this benefit once. The reimbursement is around 
$168.

G0438 = INITIAL ANNUAL WELLNESS VISIT
This visit is offered to patients only once in their lifetime. They are eligible within 
11 calendar months after their IPPE. The reimbursement is around $173.

G0439 = SUBSEQUENT WELLNESS VISIT
Patients are eligible for this benefit every year after their Initial Annual 
Wellness Visit. The reimbursement is around $117.
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Quality Measure Check list

Falls: Screening for Future Fall Risk (2024) | Adults 65+

Diabetes Type 1 or 2:  HbA1c Poor Control >9.0% (2023-2024) (Adults 18-75)

Essential or Primary Hypertension: Controlled  BP <140/90 mmHg  HTN 
diagnosis w/in first 6 months of 2024 or  before 2024, continuing into 
2024.(Adults 18-85)

1101F (0-1 falls) 
1100F (2+ falls or any fall with injury

ICD-IO (Diabetes): E08.-/E09.-/E10.-/E11.-/E13.-
3046F (most recent H bA1c >9.0%)
Use 83036 (+ code reflecting results of most recent HbAIc ):  
3044F <7.0% / 3051F 7.0-7.9% / 3052F 8.0-9.0% / 3046F 
>9.0%)

ICD-IO (HTN): 110 - (Use combo code instead, if pt also has 
CKD/ESRD and/or HF)

3074F SYSTOLIC BP ≤129mmHg
3075F SYSTOLIC BP 130-139 mmHg 
3077F SYSTOLIC BP ≥140 mmHg
3078F DIASTOLIC BP ≥79 mmHg
3079F DIASTOLIC BP 80-89 mmHg
3080F DIASTOLIC BP ≥90mmHg

Major Depression/Dysthymia Remission (PHQ-9 < 5)at 12 mo. (Adults 18+ or 
12-17 y . o)

ICD-IO (MDI)): F32.- prefix for MDD single episode /F33.-
prefix for MDD recurrent 
ICD-IO (Dysthymia): F34.1 /F34.- prefix -Persistent Mood 
disorders / F39 - unspecified Mood disorders
G9509 (remission of MDD or Dysthymia at 12 months)

Breast Cancer Screen (on or between 10/1/22- 12/31/24)  (Women 50-74)
3014F (results documented & reviewed)
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Colorectal Cancer Screen (2024 or indicated timeframe) Fecal occult blood; 
or Flexible Sigmoidoscopy (2020-2024);  or Colonoscopy (2015-2024); or CT 
colonography (2020-2024); or Fecal immunochemical DNA test (FIT-DNA) 
(2022-2024) (Adults 50-75)

Vaccinations Influenza (8/1/23-3/31/24) (6mo+)

Tobacco Use: Screened at least once during 2024 and received cessation 
intervention (within the previous 12 months) if positive tobacco user 
(Adults 18+)

3017F: Screening results documented and reviewed)

G8482 : Influenza vaccine administered or previously received) 
(No code required on claim if pt. declined)

4004F : Screened for tobacco use & received cessation intervention 
1036F : Current tobacco non-user
1000F : Pt assessed for tobacco use

Clinical Depression Screening and Follow-Up Plan 
if positive (2024) (12 y.o+)\ G8431 : Positive screening & flu plan documented 

G8510 : Negative screening documented; flu plan not required 

Cardiovascular Disease: 
Previous or current diagnosis of ASCVD or 
ASCVD procedure  Familial Hypercholesterolemia or fasting or direct  LDL-C 
>= 190 mg/dL (Adults 20+);  or
Diabetes Type 1 or Type 2 (Adults 40-75) Who were prescribed or were on 
Statin Therapy  in 2024

G9664 : Current statin therapy users or received a prescription for statin therapy
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Plus, increased visits to 
your office means more 

chances of the patient 
remaining 

attributed to you 
for the following 

year.

Hospitalist program

We encourage 
post-acute follow 

ups to help reduce 
the rates of re-

admission.

Post-Acute

We will track the 
patient’s 

disposition status 
until discharged. 

Our hospitalist will 
refer the patient 
back to you. Our 
coordinator will 

also contact your 
office and the 

patient to remind 
both about the 

post-acute follow 
up and medication 

reconciliation..

Disposition 
status 

Promptly notify 
the providers 

whenever your 
patients are 

present in the ED. 
Providers may 
choose to treat 
the patient or 

allow our on-call 
hospitalists at that 
facility to handle 

to case..

Encounters

Again, we will direct the 
patients back to 

you, which adds more billing 

opportunities for you and 
reduce the chances of re-

admission.

10
12



Cooperation from Providers

Stay 
UpToDate with 

Acclivity app to 
access 

comprehensive 
patient information .

This includes their 

medical 
history, risk 
scores, care 
plans (check 

monthly), and 
valuable 

analytics reports 
to help providers 
make informed 

decisions.

Acclivity App

FCACO will 
provide a list of 

patients (likely in 
January) to 

complete the 
QM CMS Web 

interface. Please 
update your 

records and share 
the list with us.

Quality Measure 
Chase List

Schedule an AWV for 
the attributed patients 

on your list.

If the patients had done 
it last year, please wait 

a full year since 
the last AWV 

date. If done earlier, 
CMS would consider 

that as billing the same 
service twice in 1 year.

Please don’t neglect 
the HCC codes for 

the diagnosed 
conditions, and CPT 

codes to satisfy 
quality measures 

requirements.

AWV

FCACO will send an 
updated list of your 

attributed ACO 
patients quarterly. 

Please fill out 
the missing 

contact 
numbers and 

return to us.

Patient’s Phone 
Numbers
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CMS | Voluntary Alignment
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CMS | Voluntary Alignment (Translation)
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Future of Quality Reporting by CMS

.

Reporting will be 
completed 

automatically 
at the 

providers 
offices, as opposed 
to the ACO collecting 
and reporting on your 

behalf.

Quality 
Reporting

It is very important 
that all providers start 

implementing EHR 
now in their 
practice if still 

documenting on 
paper charts.

FCACO will pay for 
the first-year cost of 

subscription to Office 
Ally.

Reporting will be an 
on-going process 

throughout the year 
until the gap-in-care 
is closed for all your 
attributed patients

EHR

For PY2025, CMS 
mandated that 

all quality 
reporting be 
completed 

through electronic 
Clinical Quality 

Measure (eCQM).

CMS will close the 
option of 

reporting through 
Web Interface and 
reject all manual 

input of data.

eCQM

FCACO team will help 
guide you through this 

process in due time. 
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Please fill 
out the 

evaluation 
form. 
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Thank You !

Office  Phone | 714-898-0612
Fax   | 714-379-0518
Web  | www.familychoice.com – (Provider Download)
Thien  | tkhuu@familychoice.com
Narain   | narain@familychoice.com
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