
HEALTHCARE

SynerMed

Access Cowrmmil

August 6, 2012

Peter Lee
Executive Director
California Health Benefit Exchange
2535 Capitol Oaks Drive, Suite 120
Sacramento, CA 95833

RE: PROPOSED DEFINITION OF ESSENTIAL COMMUNITY PROVIDER

Dear Mr. Lee:
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As your briefing paper points out, the state
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Improving Quality of Care:
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Utilization of Essential Community Providers in QHP Networks
We also recommend that the Exchange ensure QHP utilization of Essential Community
Providers by including it as one of the criteria for QHP approval and renewal in the
Exchange. I

Thank you again for the opportunity to provide input on this critical component leading
to the Exchange's October 2013 pre-enrollment efforts and beyond. We look forward to
continuing to work with the Exchange Board and staff to realize the vision of improving
the health of all Californians by assuring accsss to affordable, high quality care.
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Respectfully Submitted,

Lichard Chambers
President, Molina Healthcare of California

Catherine K. Douglas, President & CEO
Private Essential Access Community Hospitals



William Barcellona, Esq, MHA
Sr. V.P. Government Affairs
California Association of Physician Groups

James P. Mason, President & CEO
SynerMed

Brett Johnson, Associate Director
Center for Medical and Regulatory Policy
California Medical Association
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