Quality Payment

PROGRAM

Quality Payment Program Clinician Champions
Nomination Form

Thank you for your interest in joining the Quality Payment Program Clinician Champions. Please
complete this nomination form in its entirety and include it in your submission along with your
resume to QPPchampions@Lewin.com by May 31, 2019. This form has three sections:

e Contact Information
e Statement of Introduction
¢ Communicating the Quality Payment Program

Please note that all nominees should currently work in an environment where healthcare is
provided (i.e., hospital, clinic, private practice, academic setting, etc.). Nominees should also
currently be participating in the Quality Payment Program or have a degree of familiarity with the
programmatic requirements for either the Merit-based Incentive Payment System (MIPS) or
Advanced Alternative Payment Models (APMs). Nominees should be in good standing with the
Medicare and Medicaid programs as applicable. Those selected for inclusion in the QPP
Clinician Champions will be announced in August of 2019.

Nominees may consist of the following (non-exhaustive list):

Primary Care Physicians

Specialist Physicians

Osteopathic Practitioners

Dentists and Dental Surgeons

Podiatrists and Optometrists

Chiropractors

Physician Assistants

Nurse Practitioners

Clinical Nurse Specialists

Certified Registered Nurse Anesthetists
Physical Therapists

Occupational Therapists

Clinical Psychologists

Qualified Speech-language Pathologists
Qualified Audiologists

Registered Dietitians or Nutrition Professionals
Social Workers

Practice Managers or Office Administrators
Participants in Alternative Payment Models (APMs)



mailto:QPPchampions@Lewin.com

Section 1 — Contact Information

Nominee (Candidate for the Quality Payment Program Clinician Champions)

Name Organization Role within
Organization

NPI Number (if applicable) Email Address Phone Number

Nominating Point-of-Contact (If candidate is not self-nominating)

Name Organization Email

Section 2 — Statement of Introduction
Please tell us about yourself (the nominee) in the boxes below.
Role (e.g., physician, nurse practitioner, physician assistant, office manager, etc.):

Specialty Type, if applicable (e.g., general surgery, family medicine, behavioral health,
pediatrics, etc.):

Clinical Setting (e.g., small practice [15 or fewer eligible clinicians], large practice, private
hospital, public hospital, FQHC, CAH/rural hospital, etc.):




Areas of Professional Expertise & Interest (e.g., consumer engagement, interoperability &
exchange, care coordination, population health, quality improvement, health reform/value-based
care, etc.):

Experience with the Quality Payment Program (e.g., participation in MIPS, Advanced APMs,
or MIPS APMs, educating clinicians on the program, etc. — please limit your response to 500
words or less):




Section 3 — Communicating the Quality Payment Program

A significant challenge with any new CMS program is adequately communicating the
requirements to clinicians who may be eligible and expected to participate. CMS is seeking
thought leaders who enjoy thinking outside-of-the-box to find innovative ways to educate
clinicians and practices about the Quality Payment Program, and to share insights and feedback
from the community of practice peers.

Using the space provided below, in two to three paragraphs, discuss your ideal approach to
effectively communicating the Quality Payment Program to clinicians who may have limited
familiarity. Highlight the methods you would use, any partnerships you would form, challenges
you may expect to face and how you plan to overcome those barriers, and ways to reduce
burden. Use specific examples from your current role, if possible.

Submission Requirements:
Please submit the below documents to QPPchampions@Lewin.com by May 31, 2019.

1. Completed nomination form
2. Resume/CV
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