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Executive Summary

A The Chronic Disease Crisis 23 The Value-Based Shift
Chronic disease management fails because risk Healthcare is shifting from retrospective, volume-
is identified too late. driven care to proactive, outcomes-focused models.

Fee-for-service

« Backward-looking performance metrics
* Incentivizes visits and procedures
« Care reacts after complications occur

600/ of U.S. adults live with at least one
o ) o
chronic condition.

90% of the $4.1T healthcare spend is for

chronic & mental health. Value-Based Care
« Forward-looking risk identification
100M Ameripoqs have undiagnosed « Rewards prevention and total cost management
chronic diseases. * Requires early, coordinated intervention
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’ The Solution : Three Pillars Powered by PulseData and Calcium
’; Early Risk Identification Patient Engagement Care Coordination Outcomes
7 Predictive analytics Engaged patients Engaged patients * Reduced
:r’?» powered by ML and Al experience fewer experience fewer Hospitalizations
2 'a'f’f' identifies rising risk earlier | complications, better L complications, better « Better Outcomes
and enables intervention 71 outcomes, and lower T outcomes, and lower . Lower Cost of Care

g utilization utilization
+ Closed Gaps in Care
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The Challenge

A

Chronic disease management fails because risk
is identified too late.

60%
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° Clinical Reality
Fragmented care leads to:

Hospitalization Risk
D

Medication Adherence



The Value-Based Shift

2X¢ From Retrospective to Proactive Care

Why traditional approaches fall short in a value-based world

Healthcare is shifting from retrospective, volume-
driven care to proactive, outcomes-focused models.

Fee-for-service

- Backward-looking performance metrics
« Incentivizes visits and procedures

- Care reacts after complications occur

« Gaps in care are common

Value-Based Care

« Forward-looking risk identification

« Focused on prevention and quality of care

- Emphasizes outcomes and total cost of care
« Requires earlier insight into patient risk

« Requires early, coordinated intervention
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Early Risk Identification

Predictive analytics support a forward-looking approach to care.

Al-Driven Foresight

Advanced analytics turn thousands of data points into a predictive

predictive risk score, highlighting patients likely to see a health
health decline.




Comprehensive Model Suites

Prevention through Prediction

Renal Suite

Kidney Failure Prediction
6M

Kidney Failure Prediction
12M

High Risk of Hospitalization

CKD Stage 3+

eGFR Decline Prediction
(5yr)

< Calcium.

Chronic
Conditions

\"

Alzheimer's and
Dementia

Asthma

Atrial Fibrillation
Cancer

CKD 3+

COPD

Diabetes

Heart Failure
Hypertension
Ischemic Heart Disease
Stroke

Suspected Conditions

Behavioral

Health

Identify potentially
avoidable admissions
within 6M

Predicts acute events
Predict ED visits
Dynamic clinical actions
Medication adherence

Major Depressive
Disorder (MDD)

[\ High Risk of
" Hospitalization

Cardiorenal Syndrome
Spectrum

Cardiovascular events
COPD

Diabetic
complications

Infections
Respiratory failure

Skilled nursing
progression

Behavioral health
Mortality
Hospice/Palliative care

Alzheimer's and
Dementia

Frailty

Medication adherence
UTI risk

Seizures

Epilepsy



Patient Engagement

®
(]

Why identification of risk must be paired with sustained
engagement.

Engaged patients are more likely to adhere to
treatments and make healthy lifestyle changes
which translates insights into outcomes

5 Proven iImpact

Studies show care coordination with frequent contact
significantly reduces hospitalization rates.

e Reduced Readmissions k
o Improved Reimbursement
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Coordinated Care Delivery

2» The Team Sport of Care

Successful chronic care requires distinct roles, clear
handoffs, and a unified game plan across the entire
continuum.

- — 3 Wil

Connecting the Dots for better outcomes

Effective chronic disease management depends on coordination.

Better alignment between primary care, specialists, and
ancillary services

Shared care plans and clear accountability

Timely communication during transitions of care

' Proven Real-World Impact

1% 5X 87%

Cost Reduction Better Control Fewer Readmissions



Where Proactive Management Pays Off

Targeting conditions with disproportionate impact on outcomes and costs

L) Vv 69

Diabetes Heart Failure Chronic Kidney Disease

|~ Improved Alc Control {4 Reduce Readmissions © slow Progression

Early identification of pre-diabetes 1in 4 patients readmitted within 90%are unaware until late stages.
and poor glucose trends enables 30 days. Proactive monitoring Early detection via lab mining is
timely intervention. catches fluid build-up early. critical.
Key Interventions Key Interventions Key Interventions

Early risk identification Daily weight monitoring Detect via lab/risk factors

Education & nutrition support Nurse titration calls Manage BP/Diabetes

Coordinated foot/eye exams Rapid post-discharge follow-up SGLT2/RAAS therapy

Prevent complications Medication adjustment Timely nephrology referral

seasteres
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COPD

© PreventFlare-ups

Focus on preventing the
exacerbations that drive
emergency utilization and
decline.

Key Interventions
Medication adherence
Inhaler technique training
Vaccination & cessation

Home action plans



Hospitalization Risk Management

Reduce APKs and Identify Hidden Risk

L

Y

@® 'mproved Prioritization

Care teams can now schedule proactively for patients with
high probability of admission who were previously flying
under the radar.

*Al models capture risk factors (e.g., social determinants, subtle lab trends) that rules miss.

$77M

Total Identified Opportunity

$14.6M

"Under the Radar” Opportunity

> 45%

Reduction in avoidable hospital
admissions

30 Min

Reduction in care manager time
per patient

Comprehensive retrospective analysis identified
significant cost savings potential through better
management of high-risk chronic populations.

Specific focus on patients missed by traditional
rules-based systems but flagged by Al as high
probability for admission.

Earlier identification of rising risk enables timely
intervention before conditions escalate to acute
events. By shifting focus from reactive response to
proactive outreach and coordinated follow-up, many
admissions that would otherwise occur can be
avoided.

By focusing attention on the right patients earlier,
workflows become more efficient and follow-up
actions more targeted. In practice, this streamlining
results in an average reduction of approximately 30
minutes of care manager time per patient.



One Platform, Endless Flexibility

From Data to Care

Seamless integration of CKD risk stratification directly into
physician EHR workflows.

+ Risk stratification tool embedded in EHR

+ KDIGO-based action pathways
oI Improved guideline adherence

@) Increased utilization of treatment

.))

DATA SOURCES

Claims Data

EMR / EHR

Labs & Results

RPM & Devices

Surveys (PHQ-9)

%3 FEATURE ENGINEERING

gy Diagnosis Features

4 LabFeatures

#.  Custom Features

Standardized & Cleaned

ACTIONABLE OUTPUTS

|~ Risk Predictions

= Care Gaps

¥  Custom Models

Integrated into Workflow



Purpose-Built for Technology for Healthcare Data

& SPECIALIZED TOOLING ECOSYSTEM

/

(@ DEEPER, ACTIONABLE INSIGHTS
* Feature Engineering
Platform optimized for ingesting and structuring messy, real-
world clinical data from disparate sources.

Clinical Clusters

Identifying distinct patient archetypes within high-risk
groups for targeted pathway assignment.
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Clinical Validation
AORTA

Applications enabling patient-level expert review at scale to CORE
ensure ground-truth accuracy.

be

GenAl Summaries NEW

Natural-language explanations of risk drivers and "next-
best actions” to empower care teams.

) oS
N

® Production Monitoring

Continuous detection of data/model drift to ensure long-
term reliability of predictions.




GenAl Patient Summaries

Transforming Complex Data into Understandable Actions

Written in natural, human-readable language tailored
for clinicians, care managers, and even patients—no

technical translation needed. e~

e Patient ID: 8492-X)
-

Female, 81 yrs * High Risk LR ST CRUR L

Every summary is backed by proven ML predictions and CLINICAL NARRATIVE
linked directly to patient-level data features, ensuring
relevance, tracea b|||ty, and trust. The patient is at immediate risk for an emergent admission within the next 6

next 6 months. Primary drivers include Infection (32.9%), Cardiorenal Syndrome
Syndrome (18.3%), and Respiratory Failure (10.1%).

Go beyond what the risk is to explain why the patient is KEY DRIVERS & EVIDENCE

at risk and what to do next—highlighting key drivers, Comorbidities Recent Utilization
.. . . Chronic Diastolic CHF, COPD, 2 ED visits in last 90 days
clinical patterns, and suggested interventions. Hypertension

Active Issues
Recent depressive episode, malignant neoplasm of prostate

] HIPAA Compliant
NEXT BEST ACTIONS

© Schedule Cardiology & Pulmonology follow-up

o © Review medication adherence (Diuretics/Inhalers)
e cOBPPe vee s
prineeegbon
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© Enrollin Chronic Care Management (CCM) program



Four elements support proactive care

(] . +*
==  Technology & Data Integration /i ML and Al

v Unified Patient Records: Combining claims, labs, pharmacy, SDoH, v Risk Stratification: Generating daily *hot lists” of rising-risk
survey data and others into a single source of truth. patients.
Interoperability: Seamless data exchange between payers, v Transparent Models: Explainable insights to build clinician trust.

hospitals, and clinics.
v' Automated Outreach: Reducing admin burden by automating

Care Platforms: Integrated dashboards that surface gaps in care routine tasks.

instantly. I
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Proactive
| Care
..g L] L]
‘a5 Workflows Aligned Incentives
o
v Care Coordinators: Dedicated staff bridging gaps between visits. v' Value-Based Models: Shared savings and capitation rewarding
7 prevention.
= v' Clear Protocols: Standardized actions for risk alerts (e.g., "Call
7 within 24h"). v' Partnerships: Payer-provider collaboration on data and
7 resources.

v Team-Based Care: Empowering nurses and pharmacists to .
practice at top of license. v Reimbursement: Leveraging codes for RPM, telehealth, and CCM.




Al
PulseDataAl

Buy, Build, Partner: Flexible Engagement Models

%%  Off-the-Shelf Models #.  custom Developed Models o Action Pathway Library
S
' v Pre-trained, validated models for common v' Models tailored specifically to your population v Evidence-based "next steps” mapped to
chronic risks. risk signals.
/e v Unique data features, and internal KPls. L o
v Deploy immediately to identify high-risk v Dont just predict risk—know exactly how to
’ members without development delays. v Collaborative development process. intervene clinically.
v" Fine tune models with expert support v Partnerships that combine analytics with care
delivery
& Platform Access @, Model Analysis
‘ . .
v Leverage PulseData's ML/Al infrastructure ¥ Independent benchmarking and analysis
) (Aorta) with your own data science team of your internal models to identify drift,
f to accelerate internal innovation. bias, or performance gaps.

v" Build models using our platform with
guided expert support as needed.



The Calcium Platform

For Organizations

Calcium Core Calcium Al Studio

e combme
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For Individuals
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Key Takeaways

From Prediction to Practice




VBCExhibitHall -
Stop by our VBCEXxhibitHall.com Virtual Booth: com s

CALCIUM HEALTH

From closing care gaps
to tracking quality
metrics, Calcium equips
all provider types with
= smarter, more efficient
tools to succeed in value-
= based care.

RESOURCE
Rey Villar

IS a p Digital Architect
o

{v, www.CalciumHealth.com

Check out our FREE EB#:#:KS! AT —-——

CLICKHERE TOBROWSE |

Healthier

2, & EmE A
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MAIN LOBBY EXHIBIT HALL EVENTS EXHIBIT WITH US BOARD ROOM LIBRARY CONTACT US

Visit the Calcium Health exhibit booth
fjﬁ Calcium. Confidential and Proprietary 2020 | 20



https://vbcexhibithall.com/vendor-booth/calcium-health/685c546ab759212df2724369
https://vbcexhibithall.com/vendor-booth/calcium-health/685c546ab759212df2724369

Contact Information & Follow-Up

Calcium PulseDataAl

Rey Villar James Lawson

o 312-342-1574 * 913-396-1991

« rey.villar@calciumhealth.co « james.lawson@pulsedata.io
m
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