STATE OF MICHIGAN
CIRCUIT COURT FOR THE 30™ JUDICIAL CIRCUIT
INGHAM COUNTY

COMMISSIONER OF INSURANCE
FOR THE STATE OF MICHIGAN

Petitioner, File No. 98-88265-CR
Hon. James R. Giddings
A.G. No. 199805333A
Vs.
MICHIGAN HEALTH MAINTENANCE
ORGANIZATION PLANS, INC,, a
Michigan heath maintenance organization,

Doing business as OmniCare Health Plan
Respondent.

DETROIT MEDICAL CENTER’S BRIEF ON PRIORITY

The Detroit Medical Center (“DMC”) respectfully submits this brief on the issue of

claims priority.

1. The DMC

The DMC operates several hospitals including the following hospitals in the city of

Detroit.

e Harper Hutzel Hospital which provides both general hospital care and maternity

care for thousands of Medicaid funded births each year.
e  Children’s Hospital of Michigan.

e Detroit Receiving Hospital, a Level One trauma center.

¢ Sinai Grace Hospital, the last community hospital located in Northwest Detroit.
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The DMC is by far the largest provider of care to uninsured and underinsured patients
in the state of Michigan. Not surprisingly, the DMC is by far Omnicare’s largest creditor,
and the DMC already has sustained tens of millions of dollars of financial losses as a
result of these proceedings.

2. The DMC’s claims filed in this proceeding.

The DMC has filed the following claims against the OmniCare estate. First, DMC
has filed proofs of claim in the total amount of $14,348,793.37 for unpaid health care

claims owed to various DMC hospitals. See Ex. A.

Second, the DMC filed a claim in the amount of $36,685,911 for OmniCare’s

underpayment for health care services provided by DMC under the DMC — Omnicare

contract. See Ex. B.

3. The DMC’s position on priority.

The DMC understands that the question before the Court is whether provider claims
are to be considered “priority 2 or “priority 5” claims under MCL 500.8142. However,
the DMC also understands that may be an academic question in this proceeding,
inasmuch as the vast majority of claims (other than expenses of liquidation) are in fact,
provider claims. If correct, the DMC sees no need for this Court to address an academic
issue.

It also is the DMC’s position that assuming provider claims are accorded priority 2
status, as in The Wellness Plan proceedings, all of the DMC’s claims as set forth in Ex °s
A and B attached should likewise be accorded priority 2 status. All of the DMC’s claims

| seek payment for health care services rendered to OmniCare members, and, hence, there

is no basis for treating any of the DMC’s claims differently than other provider claims.
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In the event any argument to the contrary is made, DMC will want an opportunity to

respond.

Detroit Medical Center . N
i
o LL AL

Charles Raimi (P29746)
3990 John R, 7 Brush West
Detroit, MI 48201

(313) 887-5381

June 13, 2005

Page 3



EXHIBIT A



Michigan Health Maintenance
Organization Plans, Inc. (in Liquidation)

Formerly Omnicare Health Plan in Rehabilitation

Ingham Coﬁnty Circuit Court File No. 98-8 8265-CR For Office Use Only:
Date Proof Received:
Proof of Claim #:
—_—
“PROOF OF CLAIM”

DEADLINE FOR FILING: MARCH 31, 2005

INSTRUCTIONS ARE ATTAGHED. IF ADDITIONAL GOP|Sa ARE NEEDED, PLEASE PHOTO
WWW.0CHP.COM. FILE A SEPARATE "PROOF OF CLAILS FOR EACH BATCH OF CLAIMS,

PERSON OR ENTITY MAKING CLAIM AGAINST MICHIGAN HEALTH MAINTENANCE ORGANIZATI
OmniCare Heaith Plan in Rehabilitation):

- NauE LU ORERS'S eRPrpL OF ‘ _. |
2. MAING ADDRESS: 1O | Bi%l?ﬂ ,J)e&rm”.r; MZ G870
4. TELEPHONE NUMBER (DAYTIME): { :2..) SIB-35 40

N\
5. CLAIMIS FROM: {Check "X" or specify below)
A’ ( ) Member Provide Social Security or OmniCare 1D No:

B. /( Provider i’ederal tax 1.D, No. of Payee: %"" '3S76) 0[4—

Social Security No. of Payee;

(if

claim forms. Alse see

applicable)
Providers Note: Each member claim must be submitted on UB 92 or CMS 1500 (HCFA 1500)
“Instructions” (No. 1) about the “Praof of Claim” process for already adjudicated member claims,

C. () Trade Creditor for amounts owed on open account Social Security or Federal Tax L.D. Ne:

D. () Alotherclaims - please explain and pravide Saciat Security or Federal Tax 1.D. No. :
6. In the space below give a CONCISE STAQEMENT of the FACTS giving rise to your claim. Attach additional sheets

required. ‘ . PW C\ m s

7. NUMBER OF CLAIMS:1D & l o QTAL AMOUNT OF YOUR GLAM(s): 3 ) 3], | [T L9, amount of
d Amount." )

claim is unknown, insert words "Unstate Provider claims amount would be based on ‘charges’, You may amend
your timely filed claim up until the final date of adjudication. Pleage attach all documents; contracts and invoices, Jf they are
valuminous, please attach a summary.

if

No part of the debt has been paid, except

There are no setoffs or counterclaims to the debt, except

10. There is no security for the debt, axcept

The undersigned claimant affirms that the fepresentations and Information contained in this
the best of your knowledge. You also understand that any statements or representations ca
a false cla!vr is a cyiminal offense punishable under Michigan Law,

“Proof of Claim” are true and correct to-
ntained herein which knowingly present

2165

‘e Tins exy

Dated;_¢

L4

Claimant's@e (please brint o5, type)

Signature AW (S J'MLQ%\_‘ .
E N oyt r’“) o i i

Title (if applicable) D ?l . v Suks ( P MC/)

1155 Brewery Park Blvd., Suite 250 phone (313) 259-4000
Detroit, Michizan 48207-263%
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Michigan Health Maintenance
Organization Plans, Inc. (in Liquidation)
Formerly OmniCare Health Plan in Rehabilitation

Ingham County Circuit Court File No., 98-88265-CR For Office Use Only:
Date Proof Received: 1
Proof of Claim #:
—_—
“PROOF OF CLAIM”

MICHIGAN HEALTH MAINTENANCE ORGANIZATION PLANS, INC. (in LIQUIDA’I‘ION)
(FORMERLY OMNICARE HEALTH PLANIN REHABILI’I’ATION)

DEADLINE FOR FILING: MARCH 31, 2005

PLEASE READ CAREFULLY BEFORE COMPLETING THIS FORM, EACH SECTION MUST BE FULLY COMPLETED
INSTRUCTIONS ARE ATTAGHED. IF ADDITIONAL COPIES ARE NEEDED, PLEASE PHOTOCOPY OR DOWNLOAD FORM:

WWW.OCHP.COM. FILE A SEPARATE "PROOF OF CLAIM* FOR EACH BATCH OF CLAIMS.
PERSON OR ENTITY MAKING CLAIM AGAINST MICHIGAN HEALTH MAINTENANCE ORGANIZATI ' . { v
OmmniCare Health Plan in Rehabilitation): ZATION PLANS INC. {formall
-» ‘ 3 o
nane HAUDREAN S fleeotin| o8 1T

1. y .
2. MAILING ADDRESS; 10 | Beaubien Ve M A82 4 [
TELEPHONE NUMBER (DAYTIME):@\'S} D18-32.40

’ X
5. CLAIM IS FROM: (Check "X" or specify bhelow)

ot

A. () Member Provide Social Security or OmniCare 1D No: i
B. ¢ Provider Federal tax 1.D. No. of Payee:_:&g" ‘3§’7qq L" )
Social Security No. of Payee: | (if
applicable)

Providers Note: Each member claim must be submitied on UB g2 or CMS 1500 (HCFA 1500 claim forms.
“Instructions” (No. 1) about the “Proof of Claim” process for already adjudicated merr(1ber claims. ) s Also see

o
£

C. () Trade Creditor for amaunts owed on open account Social Security or Federal Tax L.D. No:

D. ( ) Allotherclaims - please explain and provide Social Security or Federal Tax 1.D. No. :

6. In the space below give a CONCISE STATEMENT of the FACTS giving rise to our claim. AHtach addit i
required. CST&—“E(C—; g y ch additional sheets jf

7. NUMBER OF CLAIMSZ. DD AND TOTAL AMOUNT OF YOUR GLAIM(s): sgac’l %’72 §O If amaunt of

claim is unknown, insert words "Unstated Amount.” Provider claims amount would be based on ‘char es’. You ma m
your timely filed claim up until the final date of adjudication. Please attach all documents, contracis an% invoices, If){hiyea?g

voluminous, please attach a summary.
8. No part of the debt has been paid, except
There are no setoffs or counterclaims to the debt, except

10.  There is no security for the debt, except

The undersigned claimant affirms that the representations and information contained in this “Proof of Claim” are true and correct to
the best of your knowledge. You also understand that any statements or Tepresentations contained herein which knowingly present

a false clalm Is a eriminal offense punishable under Michigan Law., I ‘
nd r s ley

Dated: ?)Q ‘ U{
C!aimant’sCerBe ﬁse Qri or fype)
Signature tma*’ , ANS & ¥
 ceraene r_‘ > G-
Tite (F applcabley 1D ¢ OT 44 N SVCS D\WCB
e
1155 Brewery Park Blvd., Suite 250 phone (313) 259-4000 » " g

Detroit. Michigan 487072478
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Michigan Health Maintenance
Organization Plans, Inc. (in Liquidation)
Formerly OmniCare Health Plan in Rehabilitation

AR R RTINS 5

Ingham County Circuit Court File No. 98-88265-CR. For Office Use On Iy:
Date Proof Received: '
Proof of Claim #:MM

“PROOF OF CLAIM?” '

MICHIGAN HEALTH MAINTENANCE ORGANIZATION PLANS, INC. (in LIQUIDATIGH) §
(FORMERLY OMNICARE HEALTH PLAN IN REHABILITATION). ’

DEADLINE FOR FILING: MARCH 31, 2005

e i &

PLEASE READ CA :
INSTRUGTIONS ARE ATTACHED. IF ADDITIONAL COPIES ARE NEEDED, PLEASE PH ) EORM:
M. FILE A SEPARATE "PROOF OF CLAIM" FOR EaH BATCH OF Cmﬁ;rgcow OR DOWNLOAD Formy;

WWW.OCHP.CO

PERSON OR ENTITY MAKING CLAIM AGAINST MICHIGAN HEA NS, INC, formais

OmniCare Health Plan in Rehabilitation): Ao LTy

1. NAME: L Et-; T Qm LU iNg H’KSP.&'( .

2. MAILNG ADDREsS: 212G | ST AStande DESNUYT, M| ~NB20 ) T

4. TELEPHONE NUMBER (DAW:ME)(\?J&\ 518-372740 e

5. CLAMIS FROM: (Check "X" or spacify befow)
. kY

A. () Member Provide Social Security or OmniCare 1D No:

B. Provider i:ederal tax 1.D. No. of Payee: 3@"23?. OL{‘—_I Q

Social Security No. of Payee; (F

applicable)
’ Providers Note: Each member claim must be submitted on UB 92 or CMS 1500 HCFA 1500) claj m e
sroviders Note y -
“Instructions™ (No. 1) about the “Proof of Claim” process for already adjudicated. merr(lber claims. ) ctaim forms. Alsa o

C. () Trade Creditor for amaunts owed on open account Social Security or Federal Tax 1.D. No:

D. () Aliatherclaims - please explain and provide Sacial Séeurity or Federal Tax 1.D. No. :
6. In the space below give a CONCISE/STATEMENT bf the FACTS giving rise to your claim. Attach additiona) sheets i
Claims _

required. ~ ‘,/-_&—P P :

3 o N : 17

7. NUMBER OF CLAIVIS: gg 3 AND TOTAL AMOUNT OF YOUR CLAM(s): 3 } f ‘4’58180‘3 . I amount of -
clalm is unknown, insert wards "Unstated Amount.” Provider claims amount would be based on ‘charges’. You may amend
your timely filed claim up until the finai date of adjudication, Please attach | documents, contracts and invoices, If they are

voluminous, please attach a summary.

8. No part of the debt has been paid, except :
. There are no setoffs or counterclaims to the debt, except : -
10. Thereis no security for the debt, except o

The undersigned claimant affirms that the 'epresentations and information contained in this *Proof of Claim® are true and
the best of your knowledge. You alsa understand that any statements or representations contained herrfn which knowinglsopr;’z;értg

a false clalm is a criminal offense punishable undar Michigan Law,

Dated: 3‘9"}05 A‘Y\Cﬁ'\'e I TahY 'e"/' -
‘ Claimant's Name (please prifortype)

Signature J L/ng"&%\f‘

Tite (Fappicabie) L P 5103 M\L)

1155 Brewery Park Blvd.. Suite 250
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Michigan Health Maintenance | | |
Organization Plans, Inc. (in Liquidation) IR E

Formerly OmniCare Health Plan in Rehabilitation

Ingham County Circuit Court File No. 98-88265-CR For Office Use Only-
Poahe Date Proof Received:
‘ Proof of Claim #-

“PROOF OF CLAIM?»

MICHIGAN HEALTH MAINTENANCE ORGANIZATION PLANS, INC. (in LIQULDATION) i
(FORMERLY OMNICARE HEALTH PLAN IN REHABILI’I’ATION)
DEADLINE FOR FILING: MARCH 31, 2005

PLEASE READ CAREFULLY BEFORE COMPLETING THIS FORM. EACH SECTION MusT BE FULLY COMPLETED,
INSTRUCTIONS ARE ATTACHED. IF ADDITIONAL COPIES ARE NEEDED, PLEASE PHOTOCOPY OR DOWNLOAD Forny:
WWW.0CHP.COM. FILE A SEPARATE “PROOF OF CLAIM" FOR EACH BATCH OF CLAMS, '

. PERSON OR ENTITY MAKING GLAIM AGAINST MICHIGAN
OmniCare Health Plan in Rehabilitation):

O e DERANTT RECOVUINE, dosA sl
. Mal A26 | S‘T‘Ap‘(’camglm&rm—r, M| 48287 |
ey T YL 072 —

5. CLAMIS FROM: {Check "X” or specify Below)

e S
\—\

2

A. () Member Provide Social Security or OmmniGare 1D No:,
B. Provider Federal tax 1.D. No. of Payee: 38"' ’2—32 OL” E
Social Security No. of Payee: (if

applicable) o
NN Providers Note: Each member claim must be submitted on UB g2 or CMS 1500 (HCEA 1500) clai
“Instructions™ (No. 1) about the “Proof of Claim™ process for already adjudicated men(uber claims. ) claim forms. Also see

! ' ’ C. Trade Creditor for amounts owed on i 4
() open account Sacial Security or Federal Tax 1.D. No:

D. () Allotherclaims - please explain and provide Social Security or Federal Tax 1.D. No. :
.. B- In the space below give a CONGISE STATEMENT 6f the FACTS giving rise to your claim, Attach additional sheets if

.1
©
£
g‘
h
s

7. ' NUMBER OF CLAIMS:Q_@__ AND TOTAL AMOUNT OF YOUR CLAIM(s): 3 % ) wl ‘?S?Z- . i If amount of
claim is unknown, insert wards “Unstated Amount,” Provider claims amount would be based on ‘charges’. Y;Ju may amend
your timely filed claim up until the final date of adjudication. Pleage attach all documents, contracts and invoices. Jf they are
voluminous, please attach a summary. :

No part of the debt has been paid, except
9. There are no setoffs or counterclaims to the debt, except

10. Therels no security for the debt, except

P

The undersigned claimant affirms that the representations and information contained in this “Proof of Claim” are trye and correcft
the best of your knowledge. You also understand that any statements or re resentations contained herein which knowi t
: ; false claim is f ariminal offense punishable under Michigan Law, P : ch nowingly present

o 251 [0 Apdke Tios ey a
: Claimant's lza:\j (pleasé print,or type)
Signature Cé‘{ A"/" Sl‘('.‘b
Title (I applicabley L) § PT. o «ANIRNV/S N § s 3 3 ( 0/&)

1155 Brewery Park Blvd.. Suite 250



Michigan Health Maintenance
Organization Plans, Inc. (in Liquidation)

Formerly OmniCare Health Plan in Rehabilitation

Ingham County Circuit Court File No. 98-88265-CR For Office Use Only:
Date Proof Received:
Proof of Claim #-
_ —
“PROOF OF CLAIM”

DEADLINE FOR FILING: MARCH 31, 2005

PLEASE READ CAREFULLY BEFORE COMPLETING THIS FORM, EACH SECTION MUST BE FULLY COMPLETED
INSTRUCTIONS ARE ATTACHED. IF ADDITIONAL COPIES ARE NEEDED, PLEASE PHOTOCOPY OR DOWNLOAL FORM:
WWW.OCHP.COM. FILE A SEPARATE “PROOF OF CLAIM® FOR EACH BATCH OF CLAIMS. )

PERSON OR ENTITY MAKING CLAIM AGAINST MICHIGAN HEALTH MAINTENANCE ORGANI
OmniCare Health Plan in Rehabilitation). e eANIZATION PLANS, INC. (formally
1. nave HarpPer — L‘%P\TQ—Q

2. MAWLNG ADDRESS;_SAAL O & 1hD 1, \De"(’flﬂ’?’. M Rz
4. TELEPHONE NUMBER (DAYTIME): (ST D) 5783240 ' -
5. CLAM IS FROM: (Check "X or specify below)

A, () Member Provide Sacial Security or OmniCare ID No:

B. (}Q’rovider i’ederal tax 1.D. No. of Payee:; —58“‘23«51 f 0] Oﬁ)
Sacial Security No. of Payee: § GiF
applicable) s !
: Providers Note: Each member claim must be submitted on UB 92 or CMS 1500 HCFA 1500) claim f
“Instructions™ (No. 1) about the “Proof of Claim” process for already adjudicated men(:ber claims. ) claim forms. Also seo

| Security or Federal Tax 1.D. No:

C. () Trade Creditor for amounts owed on open account Soclﬁ

D. () Allotherclaims - please explain and provide Socjal Security or Federal Tax 1D, No.:

6. In the space below give a CONGISE STATEMENT
required. N\ D DY TN] Clams

7. NUMBER OF c:l_ng’n'ms:ga‘D AND TOTAL AMOUNT OF YOUR CLAIM(s): §$ 3 72&} («4786 '03

claim is unknown, insert words "Unstated Amount.” Pravider claims amount would be based on ‘charges’, Ve
yaur timely filed claim up until the final date of adjudication, p r9=s. You
voluminous, please altach a summary.,

bf the FACTS giving rise to your claim. Aftach additional sheets if

If amount of

may amend
lease attach aff documents, contracts and invoices, If they are

8. Nopart of the debt has been paid, except

There are no setoffs or counterclaims to the debt, except

10.  There is no security for the debt, except

The undersigned claimant affirms that the representations and Information contained in this *Proof of Claim* are true and corréc‘t to
the best of your knowledge. You also understand that any statements or representations contained herein which knowingly present
a false claim iT a criminal offense punishable under Michigan Law.

vase 2121195 Londhe T l"C(/i
' aimant’s (please ptintor type)
Signature ﬂ(~& &V\ 3// '

Title ( applicabley D L¢ (2T s Syes (DMCD

1155 Brewery Park Blvd.. Suite 250 ) e e

-

1.t o s e e D



Michigan Health Maintenance
Organization Plans, Inc. (in Liquidation)
Formerly OmniCare Health Plan in Rehabilitation

Ingham County Circuit Court File No. 98-88265-CR For Office Use Onjy-
: Date Proof Received:
Proof of Claim #: “ . _
“PROOF OF CLAIM”

3
MICHIGAN HEALTH MAINTENANCE ORGANIZATION PLANS, INC. (in LIQUIDATI@N‘;
(FORMERLY OMNICARE HEALTH PLANIN REHABILITATION) '

DEADLINE FOR FILING: MARCH 31, 2005

PLEASE READ CAREFULLY BEFORE COMPLETING THIS FORM. EACH SECTION MUST BE FuLLy COMPLETED
INSTRUCTIONS ARE ATTACHED. IF ADDITIONAL COPIES AR NEEDED, PLEASE PHOTOGOPY OR DOWNLOA( FORM:
WWIW.0CHP.COM. FILE A SEPARATE ‘PROGOF OF GLAIN FOR EACH BATCH OF cLAMS. M

PERSON OR ENTITY MAKING CLAIM AGAINST MICHIGAN HEALTH MAINTENANCE ORGANIZATION PLANS, iNC. formall,

OmniCara Health Plan in Rehabilitation):
1. NawE DG ped — |16$_(J\TQ O . 3 _

2. MALNG ADDREss; O~ 1 A0 ~Ja th © , e T M 2y
4. TELEPHONE NUMBER (DAYT:ME):_@B\ 5832 46

5. CLAIM IS FROM: {Check "X" or specify belaw)

A. () Member Provide Social Security or OmniCare 1D No;
B rb(Provfder Federal tax 1.D. No. of Payee:% "Zw\ { Ol Qj
Secial Security No. of Payee: i
applicable) ¢

FProviders Note: Each member ciaim must be submitted on URB g2 or CMS 1500 (HCFA 1500) clai 0 see
T ——— w im fi .
“Instructions” (No. 1) about the Proof of Claim” process for already adjudicated men(lber claims. ) claim oms: Also s

C. () Trade Creditor for amounts owed on apen account  Sagjal Security or Federa} Tax 1.D. No:
B. () Alotherclaims - please explain and provide Saclal Security or Federal Tax 1.D. No. :
— e

6. In the c?paca below give a CONGISE STATEMENT &f the FACTS giving rise to your claim. Attach additional sheets i
required.

" NUMBER OF CLAIVS: E i I AND TOTAL AMOUNT OF YOUR CLAIM(s): $ l aq 85 lqa(oa( If 2maunt of
claim is unknown, insert words "Unstated Amount.” Provider claims amount would be based on ‘charges’. You may amend . -

your timely filed claim up until the final date of adjudication. Pleage attach all documents, contracts and invoices. If they aye

valuminous, please altach g summary.
8. No part of the debt has been paid, except
9. There are no setoffs or counterclaims to the debt, except

10.  Thereis no security for the debt, except

The undersigned claimant affirms that the representations and information cantained in this "Proof of Claim® are true and correct to
the best of your knowledge. You also understand that any statements or 'epresentations contained herein which knowingly present

a false ctaiml!s a crim('nal offense punishable under Michigan Law,
Datea;_ J 24 ( G5 Ar\({w [ins €y

Claimant's e {please'prin
Signature . el

1155 Brewery Park Blvd., Suite 250
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Michigan Health Maintenance
Organization Plans, Inc. (in Liquidation)

Formerly OmniCare Health Plan in Reh‘abilitaﬁon

Ingham County Circuit Court File No. 98-88265-CR _ For Office Use Qnly:
Date Proof Recejved:
Proof of Claim #:
—_—
“PROOF OF CLAIM>

MICHIGAN HEALTH MAINTENANCE ORGANIZATION PLANS, INC. (in LIQUIDATION)
(FORMERLY OMNICARE HEALTH PLAN IN REHABILITATION)

DEADLINE FOR FILING- MARCH 31, 2005

| INSTRUCTIONS ARE ATTACHED IF ADDITIONAL COPIES ARE NEEDED, PLEASE PHOTOCOP ) '
WWW.0CHP.COM. FILE A SEPARATE "PROOF OF LA FOR EACH BATCH OF cLAIMS, | O POWNLOAD FORM;

CERSON OR ENTITY MAKING CLAIM AGAINST MICHIGAN HEA
OmniCara Health Plan in Rehabilitation):

1. NavE AR (GCRCe L‘}OSG)‘TQ,O . _
2. MAILING ADDRESS: {20 7] J. guterYnyge Debmn T, A 23
4. TELEPHONE NUMBER (DAYTIME): ‘\3) 571832 « | i

5. CLAMIS FROM: {Check "X" or specify below)
A. () Member Provide Social Security or OmniCare ID No:

B. %Provider i’ederal tax 1.D. No. of Payee:_(?)g" 'L'H((S(ZZ_

Social Security No. of Payee; G

applicablg)
: Providers Note: Each member claim must be submitted on UB 92 or CMS 1500 HCFA 1500) claim
“Instructions™ (No. 1) about the “Proof of Claim” process for already adjudicated men(rber claims. ) claim forms. Alco seo

C. () Trade Creditor for amaunts owed on open account Social Security or Federal Tax 1.D. No:

D. () Aliother claims - please explain and provide Saclal Sécurity or Federal Tax 1.D. No. :

. 6. In the space below give a CONGISE STATEMENT of thi FACTS giving rise to your claim. Attach additional sheets if

required. ' A PP(U C |

7. = NUMBER OF CLAIMS:_%?_?_ AND TOTAL AMOUNT oOF YOUR CLAIM(s): § Z‘A 74 ! 'gb '??4& amaount of
claim Is unknown, insert words "Unstated Amount." Provider claims amount would be based on ‘charges’. You may amend
your timely filed claim up until the final date of adjudication. Pleasa attach all documents, contracts and invoices. If they are
voluminous, please attach a summary. ) i

8. No part of the debt has been paid, except
9. There are no setoffs or counterclaims to the debt, except

10. Therisno security for the debt, except

The undersigned claimant affims that the representations and information contained in this "Proof of Glaim® are true and correct to

.. the best of your knowledge. You aiso understand that any statements or representations contained herein which knowingly present

a false clalm I’s a criminal offense punishable under Michigan Law,
A‘f\ a4

Dated: B 2—‘ (“< TUS\ 6‘/]

Claimant's N {pleask print gr type)
Signature ' \¥ O—Q

Tite (F appicable) IV €, PT  Es SC

1155 Brewery Park Blvd.. Suite 250
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Michigan Health Maintenance
Organization Plans, Inc. (in Liquidation)
Formerly Omnicare Health Plan in Rehabilitation

Ingham Coimty Circuit Court File No. 98-88265-CR ‘ For Office Use Only:
' Date Proof Received:
Proof of Clajm #-
\
“PROOF OF CLAIM?”

’ 1)
MICHIGAN HEALTH MAINTENANCE ORGANTZATION PLANS, INC. (in LIQUIDATION)
(FORMERLY OMNICARE HEALTH PLANIN REHABILITATION)

DEADLINE FOR FILING: MARCH 31, 2005

PLEASE READ CAREFULLY BEFORE COMPLETING THIg FORM. EACH SECTION MUST BE FULLY COMPLETED,
INSTRUCTIONS ARE ATTACHED. IF ADDITIONAL COPIES ARE NEEDED, pLEASE PHOTOCOPY OR DOWNLOAD FORM:
WWW.OCHP.COM. FILE A SEPARATE *PROOF OF CLAIM" FOR EACH BATCH OF cLavs, )

PERSON OR ENTITY MAKING CLAIM AGAINST MICHIGAN HEALTH MAINTENANCE ORGANIZATION PLANS. In
OmniCare Health Plan in Rehabilitation):

1. Nave_ koA - Crhep L\GSP‘\T&\

2. MALING AppRESs: (L5 | b Ciader©F Wwe , Delrint MW
4. TELEPHONE NUMBER mAyTimME 3 51 '?)2.4’“
5. CLAMIS FROM: {Check "x» or specify below) )

A. () Member Provide Social Security or CminiCare ID No:
B. ( Provider Federal tax 1.D, No. of Payee: 3(3 nd ‘ L('l LoS- 2_1
Social Security No. of Payege; G
applicable)

Providers Note: Each member claim must be submitteq on UB 92 or cMS 1500 (HCFA 1500) claim forms. Also see
“Instructions® (No. 1) about the “Proof of Claim™ process for already adjudicated member claims., '

required.

7.~ NUMBER OF GMIMS:Z(@Z’AND TOTAL AMOUNT oF YOUR CLAIM(s): $'r I@g 126 7"7‘g‘aniount of
claim is unknown, insert words “Unstated Amount.” Provider claims amount would be based on ‘charges’. Yoy may amend
your timely filed claim up until the final date of adjudication, Please attach aft documents, contracts and invoices, If they are

- voluminous, please attach a summary.
8. ' 'No part of the debt has been paid, except )
9. There are no setoffs or counterclaims to the debt, except

10. Thereis no security for the debt, except

The undersigned claimant affirms that the representations and information contained in this “Proof of Claim” are true ang correct to
the best of your knowledge. You also understand that any statements or Tepresentations contalned herein which knowingly present
a false claim is a criminal offense punishable under Michigan Law,

Dated: 5/7—-1 [6‘;

Tiﬂe(ifappﬁcabte)Di-fo 1 ) SvVes Q QL(C)

1155 Brewery Park Blvd.. Suite 250

P S,
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Michigan Health Maintenance

Organization Plans, Inc.
(in Liquidation)

(Formerly OmniCare Health Plan in Rehabilitation)

Ingham County Circuit Court File No. 98-88265-CR For Office Use Only:
Date Proof Received:
Proof of Claim #:
“PROOF OF CLAIM”

MICHIGAN HEALTH MAINTENANCE ORGANIZATION PLANS, INC. (in LIQUIDATION)
(FORMERLY OMNICARE HEALTH PLAN IN REHABILITATION)

DEADLINE FOR FILING: MARCH 31, 2005

PLEASE READ CAREFULLY BEFORE COMPLETING THIS FORM. EACH SECTION MUST BE FULLY COMPLFTED.
INSTRUCTIONS ARE ATTACHED. 'IF ADDITIONAL COPIES ARE NEEDED, PLEASE PHOTOCOPY OR DOWNLOAD FORM:
WWW.OCHP.COM. FILE A SEPARATE “PROOF OF CLAIM” FOR EACH BATCH OF CLAIMS. ’

PERSON OR ENTITY MAKING CLAIM AGAINST MICHIGAN HEALTH MAINTENANCE ORGANIZATION PLANS. ING
formally OmniCarie Health Plan in Rehabilitation): =

NaME: RERAD I TR 7on)  TINSTUTE 0F A (.'.K[ (GAN — D76 Koy
mamve appress. PO 8l 077p00 D7 Nl 267 — CGHY }
TELEPHONE NUMBER @AYTIME: (D /2) S 78— 326 g ' .
CLAIM IS FROM: (Check "X" or specify below) : : '

A. () Member ' Provide Social Security or OmniCare TD No: ' o

B. (4 Provider Federal tax LD. No. of Payee:_{30/— 477 - 26 &
’ . Social Security No. of Payee: (f applicable)
Providers Note: Each member claim must be submitted on UB 92 or CMS 1500 (HHCFA 1500) claim forms. Also see
“Instructions” (No. 1) about the “Proof of Claim” process for already adjudicated member claims.

I

C. () Trade Creditor for amounts owed on open account  Social Security or Federal Tax LD, No:

D. () Allotherclaims - please explain and provide Social Security or Federal Tax I.D. No. :
6. In the space below give a CONCISE STATEMENT of the FACTS giving rise to your claim. Attach additional sheets if required.

A

7. NUMBER OF CLAIMS: 10 AND TOTAL AMOUNT OF YOUR CLAIM(s): §_ 1,905 5T i amount of claim
is unknown, insert words "Unstated. Amount." Provider claims amount would be based on 'charges. You may amend your
timely. filed claim up until the final date of adjudication. Please attach all documents, contracts and invoices. If they are
voluminous, please attach a summary. .

8. Neo part of the debt has been paid, except,

9.  There are no setoffs or counterclaims to the debt, except,

10. There is no security for the debt, except

The undersigned claimant affirms that the representations and information contained in this “Proof of Claim” are true and correct to
the best of your knowledge. You also understand that any statements or representations contained herein which knowingly present a
false claim is a criminal offense punishable under Michigan Law.

- N T

09-09-05 , Jane_Puppmen ,

Claimant's Namg /,S;}.lease print or type)

Signature C‘[; _'“‘:.MEFLL’“/Z‘ / ’;YO}M""L”';J

Title (if applicable)__ e I Gl G L agLen 14

Dated:

SEE OTHER SI'DE FCR “INSTRUCTIONS” TGO COMPLETE AND SUBMIT THE “PROOF OF CLAIM” FORM

1155 Rrawens Prrk Rivel - nhone [313) 259-4000



Michigan Health Maintenance

Organization Plans, Inc.
(in Liquidation)

(Formerly OmniCare Health Plan in Rehabilitation)

Ingham County Circuit Court File No. 98-88265-CR For Office Use Only:
Date Proof Received:
Proof of Claim #:
“PROOF OF CLAIM”

MICHIGAN HEALTH MAINTENANCE ORGANIZATION PLANS, INC. (in LIQUIDATION)
(FORMERLY OMNICARE HEALTH PLAN IN REHABILITATION) '

DEADLINE FOR FILING: MARCH 31, 2005

PLEASE READ CAREFULLY BEFORE COMPLETING THIS FORM. EACH SECTION MUST BE FULLY COMPLETED.
INSTRUCTIONS ARE ATTACHED. IF ADDITIONAL COPIES ARE NEEDED, PLEASE PHOTOCOPY OR DOWNLOAD FORM:
-WWW.OCHP.COM. FILE A SEPARATE “PROOF OF CLAIM” FOR EACH BATCH OF CLAIMS. i

PERSON OR ENTITY. MAKING CLAIM AGAINST MICHIGAN HEALTH MAINTENANCE ORGANIZATION PLANS, INC
.-, . (formally OmmiGare Health Plan in Rehabilitation): . o CaNZATION PLANS, INC,
1 B RERA BTl o TvsTrure of Micdisan ~Dedr— Gy
2. MamNG apprEss. ¥ 07 DX bT0o> DETG T, ML 260G F T 3
4. TELEPHONE NUMBER (DAYTIME): (Y2 ) 5 78~ 3265 ~ i
5. CLAIMIS FROM: (Check X" or specify below)

A () Menqber . Provide Social Security or OmniCare ID No:
B. (0 Provider Federal tax LD, No. of Payee: ~28(4/ 7360
Social Security No. of Payee: (f applicable)

Providers Note: Bach member claim must be submitted on UB 92 or CMS 1500 (HICFA 1500) claim forms. Alss see
“Instructions” (No. 1) about the “Proof of Claim” process for already adjudicated member claims. -

C. () Trade Creditor for amounts owed on open account Social Security or Federal Tax I.D. No:

D. () Allother claims - please explain and provide Social Security or Federal Tax I.D. No. :
6.  Inthe space below give a CONCISE STATEMENT of the FACTS giving rise to your claim. Attach additional sheets if required.

7.  NUMBER OF CLAIMS: _| __ AND TOTAL AMOUNT OF YOUR CLAIM(s): § 403 00 . If amount of claim =
is unknown, insert words "Unstated Amount." Provider claims amount would be based on ‘charges’. You may amend your
timely filed claim up until the final date of adjudication. Please attach all documents, contracts and invoices. If they are

voluminous, please attach a summary.

8.  Nopart of the debt has been paid, except

9. There are no setoffs or counterclaims to-the debt, except,

10. Thereis no securiéy for the debt, except,

The undersigned claimant affirms that'the representations and information contained in this “Proof of Claim” are true and correct to
the best of your knowledge. You also understand that any statements or ;epresentations contained herein which knowingly present a

"+ false claim iy a griminal offense punishable under Michigan Law. - 1
Dated: ‘b/q' 0\6 . O/ani, ﬁ“b//)pﬂ"{//’\
Clatfant's Name p 7(please print, or type)
Signature ( h ";N' w ﬂ{p/b])')l@ V‘_
o Nietre 4 Jetwnl et
Title (if applicable) JUL ﬁ: g A0 b 1y

SEE OTHER SIDE FOR “INSTRUCTIONS” TO COMPLETE AND SUBMIT THE “PROOF OF CLAIM” FORM

1155 Brewery:Park Bivd. : : o
Qiite e A Mirhinnn 489079438 _ Phg’;% mgz 232:511999



1
.2
4. TELEPHONE NUMBER DAYTIME{\T (3) 5 7&" - 3269
5

1155 Brewery, Park: Blvd,

Mi‘chi‘ga'n Health Maintenance

Organization Plans, Inc.
(in Liquidation)

(Formerly OmniCare Health Plan in Rehabilitation)

Ingham County Circuit Court File No. 98-88265-CR For Office Use Only:
Date Proof Received:
Proof of Claim #:
“PROOF OF CLAIM”

MICHIGAN HEALTH MAINTENANCE ORGANIZATION PLANS, INC. (in LIQUIDATION;
(FORMERLY OMNICARE‘HEALTH PLAN IN REHABILITATION)

DEADLINE FOR FILING: MARCH 31, 2005

""" PLEASE READ CAREFULLY BEFORE COMPLETING THIS FORM. EACH SECTION MUST BE FULLY COMPLETED.

' INSTRUCTIONS ARE ATTACHED. IF ADDITIONAL COPIES ARE NEEDED, PLEASE PHOTOCOPY OR DOWNLOAD FORM:
WWW.OCHP.COM. FILE A SEPARATE “PROOF OF CLAIM” FOR EACH BATCH OF CLAIMS. ' ’

' “PERSON OR ENTITY MAKING CLAIM AGAINST MICHIGAN HEALTH MAINTENANCE ORGANIZATION PLANG, INC
formally OmniCare Health Plan in Rehabilitation): =

HABILI17ATION [NSTITUWIE OF MTOHISAN - DELT Lot GLT
MAILING ADDRESS: P.0- BOX 67000  DevRo  MT 482 67 - HutF

CLAIM IS FROM: (Checlk "X" or specify below)

A () Member " Provide Social Security or OmniCare ID No:
B. (X Provider Federal tax LD. No. of Payee:: 383! 41 713 b (o .
Social Security No. of Payee: (if applicable)

Providers Note: Each member claim must be submitted on UB 92 or CMS 1500 (HCFA 1500) claim forms. Also see
“Instructions” (No. 1) about the “Proof of Claim” process for already adjudicated member claims.

C. () Trade Creditor for amounts owed on open account Social Security or Federal Tax 1.D. No:

D. () Allotherclaims - please explai'n and provide Social Security or Federal Tax 1D. No. ;

" 6.: Inthe space below give a CONCISE STATEMENT of the FACTS giving rise to your claim. Attach additional sheets if required.

7. NUMBER OF CLAIMS: %[l AND TOTAL AMOUNT OF YOUR CLAIM(s): $ q’?‘x I ng.fé 8 =+ If amount of claim

is unknown, insert words "Unstated Amount.” Provider claims amount would be based on ‘charges’. You may amend your
timely filed claim up until the final date of adjudication. Please attach all documents, contracts and invoices. If they are
voluminous, please attach a summary.

8. No part of the debt has been paid, except

9. There are no setoffs or counterclaims to the debt, except

10. There is no security for the debt, except

The undersigned claimant affirms that the representations and information contained in this “Proof of Claim” are true and correct to

" ‘the best of your knowledge. You also understand that any statements or representations contained herein which knowingly present a

false claim is a eriminal offense punishable 1inder Michigan Law.

patea: 3] 2/ 05 ‘_:ﬁn({ RUP pman
l 1

Claimant's Name (please print or type)
Signature Cg;@/}'\i/ ﬁ WTMV’“”

Title ¢ applicabley. P1ECHO 7 o Patioat Aocoun ﬁﬂ(j

SEE OTHER SIDE FOR “INSTRUCTIONS” TG COMPLETE AND SUBMIT THE “PROOF OF CLAIM” FORM

P

phone. {313) 259-4000

AMA T g

UEEE

:



B ES——

applicable)

_ 6. Inthe space below give a CONCISE ‘STATEME

Michigan Health Maintenance
Organization Plans, Inc. (in Liquidation) .

Formerly OmniCare Health Plan in Rehabilitation

Ingham County Circuit Court File No. 98-88265-CR For Office Use Only:
Date Proof Recejved:
Proof of Claim #:
“PROOF OF CLAIM?”

MICHIGAN HEALTH MAINTENANCE ORGANIZATION PLANS, INC. (in LIQUIDATION)
(FORMERLY OMNICARE HEALTH PLAN IN REHABILITATION)

DEADLINE FOR FILING: MARCH 31, 2005

PLEASE READ CAREFULLY BEFORE COMPLETING THIS FORM. EACH SECTION MUST BE FULLY COMPLETED,
INSTRUCTIONS ARE ATTACHED. IF ADDITIONAL COPIES ARE NEEDED, PLEASE PHOTOGOPY OR DOWNLOAD FORM:

. WWW.OCHP.COM. FILE A SEPARATE "PROOF OF CLAIM" FOR EACH BATCH OF GLAIMS.

!;ERSON OR ENTITY MAKING CLAIM AGAINST MICHIGAN HEALTH MAINTENANCE ORGANIZATION PLANS, INC. | formall
OmniCara Hezalth Plan in Rehabilitation): .

T

10 namve Huron Vellexy Sinan Hos pira-l

: MAILNGADDRESS: | Witiiame Cael D tipe Commeges M T 48320

U2
- 4. TELEPHONE NUMBER (DAYTIME): ___ 248 Q37— 33 53
!

CLAIM IS FROM: (Check "X" or specify below)

A. () Member Provide Social Security or OmniCare ID No:__
B. (X Provider . Federaltax L.D. No. of Payee: 38 ZiSS_:ﬁg :
Social Security No. of Payea: - o Gf

Providers Note: Each member claim must be submitted on UB 92 or CMS 1500 (HCFA 1500) claim forms. Also seea
“Instructionis™ (No: 1) about the *Prodf of Clairi® process for already adjudicated member claims.

C. () Trade Creditor for amounts owed on'open account Social Security or Fédiral Tax'l.D. No:
D. . () Allotherclaims - bieése exptam and Provide Social Secuiity or Federal '_I'z-ik'l.D. No. ;

NT of the FACTS giving risa to your dlaifm. Attach addifional sheets if

required.

7.  NUMBER OF cLAlms:__-_z_'____ AND TOTAL AMOUNT OF YOUR ctAmsy: s %4 14977 amount of
- claim Is unknown, insert words "Unstated Amounx_.”.,EPrqvider claim$ amount would be based on ‘charges’. You may amend

your timely filed claim up until thé fina] date of adjudication. Pleass afiach all deciments, contracts and invoices. If they are
voluminous, please attach a summary.

No part of the debt has been paid, except___ ]| &
. ;l‘here are no setoffs or counterclaims to the debt, exéept__K l A
10.  There is o security for the debt, except k) A— . _
The undersigned claima;lt affirs that the representations and Information contalned lnthis *Pfoof of Claim® are trus and correct to

the best of your knowledge. ' You alfeiunderstand tpﬁggh&ménm or representations. contalned herein whilch knowingly present
r‘ = an 2 ! ,.: . . 1 .‘ ; e £ :.,, RS 2 e ‘. .:«n If;.: " A.l o

i criminialoffeniss pubishab

&

a'false tlali'is-a ciihiliiato

Dated;_ 2117 1.0

1155 Brewery Park Blvd., Suite 250 . phone (313) 259-4000.
Detroit, Micligan 48207-2638 fax (313) 393-7944

&

H
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EXHIBIT B



Michigan Health Maintenance
Crganization Plans, Inc. (in Liquidation)

Formerly OmniCare Health Plan in Rehabilitation

Ingham County Circuit Court File No. 98-88265 -CR For Office Use Only:

Date Proof Received:
Proof of Claim #:

“PROOF OF CLAIM”

MICHIGAN HEALTH MAINTENANCE ORGAN IZATION PLANS, INC. (in LIQUIDATION)
(FORMERLY OMNICARE HEALTH PLAN IN REHABILITATION)

DEADLINE FOR FILING: MARCH 31, 2005

PLEASE READ CAREFULLY BEFORE COMPLETING THIS FORM. EACH SECTION MUST BE FULLY COMPLETED.
INSTRUCTIONS ARE ATTACHED. IF ADDITIONAL COPIES ARE NEEDED,

PLEASE PHOTOCOPY OR DOWNLOAD FORM:
WWW.OCHP.COM. FILE A SEPARATE “PROOF OF CLAIM” FOR EACH BATCH OF CLAIMS.

PERSON OR ENTITY MAKING CLAIM AGAINST MICHIGAN HEALTH MAINTENANCE ORGANIZATION PLANS, INC. ﬁ(.ii*__ﬁ_f_!\!
OnusiCare Health Plan in Rehabilitation): N R

1. nName:_Detroit Medical Center .
MAILING ADDRESS: Legal Affairs--3990 John R, 7 Brush West, Detroit, MI 4820!

N

201
4. TELEPHONE NUMBER (DAYTIME): _Charles Raimi (313) 887-5381
5. TGLAIM IS FROM: (Check "X" or specify below)
A () Member Provide Social Security or OmniCare 1D No:
B. (X Provider Federal tax 1.D. No. of Payee:_38-257-1767
Social Security No. of Payee: {if
aprlicable)

Providers Note: Each member claim must be submitted on U

B 92 or CMS 1500 (HCFA 1500) claim forms. Also see
“Instructions™ {No. 1) about the “Proof of Claim” process for already adjudicated member claims.
S. () Trade Creditor for amounts owed on open account

D.

Social Security or Federal Tax 1.D. No:

( ) Aliother claims - please explain and provide Social Security or Federal Tax 1.D. No. :

6. In the space below give a CONCISE STATEMENT of the FACTS giving rise to your claim. Attach additional 'sheeté it
required. See Attached

7. NUMBER OF CLAIMS: AND TOTAL AMOUNT OF YOUR CLAIM(s): $.36,685,911.00 amount of claim is
unknown, insert words "Unstated Amount." Provider claims amount would be based on ‘charges’. You may amend your
timely filed claim up until the final date of adjudication. Please attach all documents, contracts and invoices. If they are
voluminous, please attach a summary.

8. No part of the debt has been paid, except N/A

9.  There are no setoffs or counterclaims to the debt, except N/A
10.  There is no security for the debt, except N

The undersigned claimant affirms that the representations and information contained in this “Proof of Claim" are true and correct to
the best of your knowledge. You also understand ¢

hat any statements or representations contained herein which knowingly prasent
afalse claim is a criminal offense punishable under Michigan Law. Detroit Medical Center

Datect: F@L’_ "'3; LD { By: Charles N. Raimi

. Claimant's Namg (please print or type)
This claim is in addition to ,

DMC's claim for unpaid hospital/ Signature ( - V/\
medical charges, which will be
filed separately.

»

® Title (if applicabley)ASSociate Genmeral Counsel

1135 Brewery Park Blvd,, Suite 250 4 phone (313) 259-4000
Detroit, Michigan 48207-2638 : T fax (313) 393-7944




STATE OF MICHIGAN .
CIRCUIT COURT FOR THE 30™ JUDICIAL CIRCUIT
- INGHAM COUNTY

<

E.L. COX, COMMISSIONER OF INSURANCE
FOR THE STATE OF MICHIGAN,

&

Petitioner,

vV File No. 98-88265-CR

MICHIGAN HEALTH MAINTENANCE | Hon. James R. Giddings
ORGANIZATION PLANS, INC.,, a

Michigan health maintenance organization,
doing business as OmniCare Health Plan,

- Respondent.

DETROIT MEDICAL CENTER’S CLAIM FOR BREACH OF CONTRACT,
MISREPRESENTATION, OR, IN THE ALTERNATIVE,
IMPAIRMENT OF CONTRACT

The Detroit Medical Cenfer respectfully submits this claim in the amount of
$36,685,91 1. This claim is in g_clc_l_i_ti_gg to the DMC’s claims for outstanding and unpaid
hospital/medical charges, which claims are being filed separately. The factual and legal
basis for this claim is as follows.

FACTS'

The DMC is a 501(c)(3) charitable organization. The DMC operates several
hospitals within the City of Detroit and provides care to some 80,000 indigent patients
each year, including a high percentage of Medicaid patients. The contract that governed
DMC’S'relatibnship with Omnica:re is attached as Exhibit A to Dr. Malone’s affidavit,
Ex. 1. That contract effectivelﬁf éﬁded when Omnicare’s membership was transferred to

Coventry as of October 1, 2004.

! This factual recitation is supported by the affidavit of Dr. Thomas Malone, Ex. 1.



" The former DMC-Omni contract prévi;ies for Omﬁicare to pay DMC a monthly
“capitation fee” for eacﬁ Omnicare member assigned to the DMC. In exc;hange for that
payment, DMC agreed to provide a variety qf medical services for those Omnicare
members. The total monthly payment to DMC waé to b‘e corﬁputed based on the per-
member capitation fee, multiplied by the total membership assigned to DMC for the
month in question. The per member capitation fee was initially computed based oi:.
medical utilization data provided by Omnicar'é iv?hich purported to show that the

capitation fee would produce a total payment to. DMC roughly equivalent to Medicaic

fee-for-service rates.
Consistent with the parties’ discussions, the Agreement provides that the D¢
compensation is to approximate Medicaid fee-for-service rates, as such rates might

change over the term of the Agreement:

“Capitation Payment. As compensation for Covered Services for:. |
Medicaid and Commercial Members described below, Plan shall maks -
monthly Capitation payments to the DMC based on the number of '
Members assigned to the Participating Centers who are eligible to receivs:
Covered Services. Initially, the monthly Capitation rate shall be sixty
(360.00) dollars per member per month. Effective April 1, 2002, the
monthly capitation rate for Commercial Members shall be fifty-seven
($57.00) dollars per Member per:Month, and the monthly Capitation i
(a) Aid to Families with Dependent Children (“AFDC”) Members shal! be
forty ($40.50) dollars and fifty cents per AFDC Member per monti, arn -
(b) Assistance to the Blind or Disabled (“ABAD”) Members shall be twa
hundred ($200.00) dollars per ABAD Member per month. The DMC shzll
accept such Capitation as payment in full for Covered Services rendered- - -
during that month to Members. assigned to the Participating Centers less
the Withhold stated below. The above Medicaid Capitation rates werr:. .
derived applying projected utilization to the Medicaid DRG and per diem -
rates as set by the State of Michigan. Any changes in Medicaid DR '
per diem raies will be reflected:as an adjustment to the Medicaid
Capitation rates, effective concurrently with the date such changes are
made by the State of Michigan>-:Ex. A, p. 29, section 1, emphasis added. -

DMC later learned that the utilization data-provided by Omnicare and used to
compute the initial per member capitation fee.was extremely inaccurate and misleéding»

2



o

Thé pbpulatioﬁ of Omnicare enrollees that was assigned to DMC was far sicker than |
Suggested by the utilization data provided by Omnicare; The population assigned to
DMC included many individuals suffering from long term chronic illnesses including
diabetes, hepatitis, HIV/AIDS, etc.; req*uiring DMC’s expenciiture of enormous resources
in their care and treatment.

On May 16, 2003, the DMC notified Omnicare that the capitation fee prodﬁced
compensation to DMC that was far below Medicaid fee-for-service rates. Omnicare
conceded that DMC’s calculations were éssentially correct, but nevertheless rejected

DMC’s request for an increase to bring the capitation rates in line with Medicaid fee-for-

- service rates. See correspondence attéched to Dr. Maloﬁe’s affidavit (Ex. 1) as Ex. B.

The Omni — DMC contract gave DMIC the right to terminate the agreement at any
time, without cause, on 150 days notice. Contract, Art. 11, p. 18. However, it was
DMC’s understanding that the Court overseeing thé. Omnicare rehébilitation proceeding
had entered an order prohibiting proﬁders, inbluding_ DMC,:’fgom exercising its right to
termiﬁate the contract.

As a result of Omnicare’s fefusal to-adjust the capitatigﬁ fee, DMC continued to
pro_vide~care to Omnicare enrollees at grbssly 'inadequét’é_" i;étgs, and continued to sustain
tens of millions of dollars of losses. DMC has calculated the lésses on the DMC — Omni

contract as follows:

- -7 Loss compared with

"Year o - - - "Medicaid fee-for-service rate
2002 - L LA $13,466,436
2003 ' o 12,472,748
2004 ’ T 10,746,727
Total loss compared with Medicaid f/f/s rates $36,685,911

(See exhibit C to Dr. Malone’s affidavit for detail)



DISCUSSION

L. BREACH OF CONTRACT

As shown above in the factual recitation, the contract capitation rate was
specifically intended to approximate Medicaid fee-for—servicé rates, and was to be
adjusted accordingly. However, the capitation rate did not approximate Medicaid fee-
for-service rates. That inadequate compensation represented a clear breach of the
contract, and DMC is entitled to recover the sum of $36,685,911.

II. MISREPRESENTATION

The initial contract capitation rate was based on medical utilization data provided
by Omnicare, and which Omnicare represented would be consistent with utilization under
the contract. However, that utilization data was grossly inaccurate and misleading and
resulted in a capitation rate which produced compensation to DMC far below Medicaid

fee~-for-service rates.

As a direct result of Omnicare’s misrepresentations, DMC has sustained damages

of $36,685,911.

IOI.  MEDICAID LAW

. i]nder applicable law and regulations, the Medicaid fee—for~servicé rate is
intended to give providers such as DMC a minimally adequate payment so as to allow
such providers to pay their costs of operations—;inCIuding doctors, nurses, other medical

staff, administrative staff, facilities’ expense, etc., etc. Even in the absence of a contract,

providers are entitled to recover Medicaid fee-for-service rates for services provided to
Medicaid patients.
In this case, the Omni-DMC contract, contrary to the purpose and intent of

Medicaid law, paid DMC an amount dramatically less than Medicaid fee-for-service



rates. That rate resulied from misrepresentation and/or-a contract breach, and also was

contrary to Medicaid law and regulations. For all of those reasons, this claim should be

allowed in full.

IV.  IMPAIRMENT OF CONTRACT.

DMC submits that it is entitled to recover its losses under the legal theories
discussed above. However, in the alternative, DMC asserts a claim for impairment of
contract. (DMC exercises its right under law to assert alternative theories of recovery.
MCR 2.111(A)(2)).

DMC had the contract right to terminate the Omnji Agreement without cause. |
DMC was prohibited from exercising that right by the Court’s injunction. DMC is
entitled to recover its damages resulting from that impairment of contract. Michigan

Constitution, Art. I, § 10.

CONCLUSION AND RELIEF

Regardless of the legal theory asserted, the bottom line is this: Omnicare’s
desperately ill enrollees needed medical care, they received that care at the DMC, and the
DMC is entitled to at least recover compensation approximating Medicaid fee-for-service
rates for~providing that treatment. DMC has already sustained serious financial hardship
asa rgsult of Omnicare’s rehabilitation, including the write off of tens of millions of
dollars under the rehabilitation plan. Similarly, DMC now stands to receive only pennies
on the dollar for its present claims.

F or the reasons stated, DMC asks that the Court allow this claim in the amount

stated, namely, $36,685,911, and that the Court allow the other claims submitted by the

DMC in connection with this matter.
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