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he benefits to employers of having a
healthy workforce are widely ac-
knowledged as a means of lowering
an organization’s medical costs and
achieving higher levels of worker
productivity.'~'? Nevertheless, the
decision by employers to invest in
health improvement programs often
requires an economic justification
that includes an estimate of the
return-on-investment (ROI) from
such programs.'” In addition, after
the programs have been in place for
some time, program sSponsors may
increasingly require evidence that
health improvements have produced
measurable cost savings, and that
these savings outweigh program ex-
penses.'*'> Of particular interest to
employers are programs aimed at
managing overweight and obesity
among workers.'® Employers insti-
tuting these programs are requiring
health management program managers
to demonstrate that these interventions
achieve health improvements and a
positive ROL"’

Previous examples of the applica-
tion of ROI forecasting models to
estimate program savings associated
with risk reduction in employed
populations are found in studies con-
ducted at The Dow Chemical Com-
pany, Motorola, and Union Pacific
Railroad.'®2° The ROI models ap-
plied were based on the research
conducted by Goetzel et al*' for the
Health Enhancement Research Orga-
nization (HERO). This research
found that employees with certain
modifiable risk factors were more
costly for employers when compared
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to employees lacking the targeted
risk factors. In this article, we apply
an adaptation of previously devel-
oped ROI models to estimate cost
savings and ROI realized from an
obesity management program imple-
mented at several employer sites.
Results for 890 workers enrolled
over a 6- to 12-month period in the
program were analyzed and input
into the ROI model.

Background: The Cost Burden
of Obesity

Obesity is now recognized as a
national epidemic, with more than
two thirds of Americans being over-
weight (34%) or obese (31%).>**
Obesity is linked to many deleterious
health conditions, including high
blood pressure, type 2 diabetes, cor-
onary artery disease, respiratory
problems, osteoarthritis, and can-
cer.”**> Moreover, obesity is associ-
ated with an increased risk of death,
accounting for approximately
300,000 premature deaths each year
in the United States.”®’

The large number of overweight
and obese Americans places a signif-
icant burden on society in general
and on employers in particular.
Much of this burden is manifested
through increased medical care costs
and reduced worker productivity,
both of which directly impact US
businesses. Obesity is associated
with greater medical care utilization
and higher medical costs.?®*° Medi-
cal expenditures are estimated to be
one-quarter to one-third higher for
obese workers compared to their nor-
mal-weight counterparts.”'*° Em-
ployers are also affected by the lost
productivity from obese employees.
Obesity is associated with greater
absenteeism from work, reduced pro-
ductivity on the job (“presentee-
ism”), and higher usage of short-term
disability.*'?

Nevertheless, overweight and
obese individuals who lose even a
small amount of weight can improve
their health and reduce their likeli-
hood of having an obesity-related
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disease.”*** The Surgeon General
promotes weight loss among over-
weight and obese people, character-
izing overweight and obesity as
“preventable and treatable problems”
where weight loss can “improve
health and save lives.”** By offering
obesity management programs to
their workers, employers can support
employees in their efforts at losing
weight, increasing physical activity,
and eating a healthful diet.**° In
return, employers gain healthier em-
ployees who have lower health care
costs and achieve higher levels of
productivity.'!

Estimating an intervention’s ROI
involves comparing the cost of offer-
ing the program to expected savings
resulting from health improvements
among workers who participate in
that program (ie, monetized as direct
medical cost savings and indirect
worker productivity improvements).
Output from an ROI analysis can then
be used to make judgments about the
benefits of ongoing investment in
health promotion programs.”-'®

In this study, we apply a predictive
ROI model developed for American
Specialty Health, Inc (ASH) and its
health improvement coaching pro-
gram operated by its subsidiary
Healthyroads, Inc. The purpose of
the study is to 1) test whether ASH’s
obesity management program, Heal-
thyroads, produced reductions in
participants’ health risks, most nota-
bly overweight and obesity rates, and
2) explore whether using a predictive
ROI model is a practical way of
offering financial justification for
worksite health promotion programs.

We present our findings by first
focusing on behavior change and risk
reduction observed by Healthyroads
program participants, and then trans-
lating those health benefits to esti-
mates of direct and indirect cost
savings and ROI. In this way, this
analysis highlights a practical way in
which health improvements in an
employed population can be used to
predict cost savings and ROI. This,
in turn, can be used to establish
financial justification for employers’

continued investment in worksite
health promotion programs.

Materials and Methods

Design

A preexperimental pretest/posttest
study design was used to assess
changes in health risks among pro-
gram participants over 1 year. These
health risk changes, along with de-
mographic and financial data, were
then entered as inputs into a predic-
tive ROI model developed by Thom-
son Reuters. The ROI model was
based on methods described in
Leutzinger et al'® and Ozminkowski
et al.'® In short, the model uses
changes in health risks and demo-
graphics of employee populations to
estimate medical cost savings and
productivity savings translated into
dollar terms. These, in turn, are com-
pared to program expenses to calcu-
late an ROI estimate.

Intervention

ASH developed the Healthyroads
health improvement and obesity pro-
gram to support individuals’ at-
tempts at losing weight, improving
eating habits, and increasing their
physical activity. Healthyroads pro-
vides telephone counseling to program
participants and access to educational
materials through a health improve-
ment Web site.

The type and quantity of Healthy-
roads coaching services were cus-
tomized to individual participants’
needs; however, all participants re-
ceived a standard set of services
including access to a personal health
coach for up to 48 sessions, written
materials to support the coaching
sessions, a personal health improve-
ment plan, exercise planning support,
nutrition education, and web-based
health trackers. Health coaches in-
cluded registered dieticians, certified
personal trainers, certified health
education specialists, and other pro-
fessionals with backgrounds in psy-
chology and health-related fields
who supported behavior change and
offered health improvement educa-
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tion. The health coaching team was
aided by medical staff that provided
triage and dealt with clinical issues
and referrals to participant’s personal
physician or health plan disease
management program, as necessary.
Health coaches guided participants
to healthier lifestyle habits using
techniques grounded in behavior
change theories such as the trans-
theoretical model, motivational inter-
viewing, choice theory, locus of
control, social learning theory, posi-
tive psychology, and resiliency train-
ing. Participants were eligible to
receive up to four, 30-minute, tele-
phone-based coaching sessions per
month for 1 year. During these
coaching sessions, participants set
short-term health improvement goals
related to physical activity, nutrition,
stress management, and weight loss.
The coaches also helped participants
create a plan to achieve those goals.

Outcomes

Health and financial outcomes
were the focus of this investigation.
Health outcomes were determined
using a pre-post study design by
comparing the prevalence of modifi-
able risk factors for a study cohort at
baseline and at the program’s con-
clusion. Health risk data included in
the analysis were collected using a
custom designed health risk assess-
ment (HRA) mirroring the type of
instrument used to collect health risk
data for the HERO study.?' The in-
strument developed by ASH was
modeled after the one used in the
HERO study, which has demon-
strated adequate reliability and valid-
ity.?"*>>7 The HRA contained 23
questions asking about individuals’
health risk factors and demographics.
The self-reported risk factors mea-
sured were height, weight, blood
pressure, total cholesterol, blood glu-
cose, physical activity, eating habits,
stress, depression, alcohol consump-
tion, and tobacco use (current and
former).

Data related to changes in behav-
ior and health risks over the course
of the intervention were entered into

the Healthyroads ROI forecasting
model to determine potential cost
savings arising from reductions in
medical care utilization and im-
proved worker productivity. Savings
were then compared to program
costs to estimate the ROI from the
program.

Participants

Employees from 119 companies of
varying sizes contracting with ASH
to provide the Healthyroads program
were eligible to participate in the
research study (n = 1542). (A few
spouses were also allowed to partic-
ipate in the program and were in-
cluded in the sample; however,
spouses represented a negligible por-
tion of the study sample. The exact
number was not available due to data
limitations.) Data used for this study
represent the experience of 890 em-
ployees who volunteered to partici-
pate in the program in 2006 and for
whom baseline and follow-up data
were collected. Companies purchas-
ing the program from ASH offered it
directly to their employees, so the
location, incentives, and type of
recruitment activities varied by em-
ployer. Some employers only tar-
geted employees determined to be at
high risk (based on their HRA re-
sults) whereas others offered the
program to all who wished to partic-
ipate. In some cases, individuals en-
rolled themselves. Participation rates
ranged from about 5% to 40% of
eligibles, depending upon the
employer.

Individuals were eligible to partic-
ipate in the program if they were 18
years or older and had a body mass
index (BMI) equal to or greater than
30. Also eligible to participate were
individuals with a BMI of less than
30 but greater than or equal to 25 and
with a comorbid condition of type 2
diabetes, high blood pressure, other
cardiovascular conditions, or other
obesity-related conditions. Neverthe-
less, some program participants did
not meet either of the above eligibil-
ity criteria because they were re-
ferred to the program by a disease
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management or health advocate pro-
gram where counselors there felt they
would benefit from the program.

After enrolling in the program,
participants were subject to medical
triage. If they were identified with a
condition requiring immediate medi-
cal attention or an exercise restric-
tion, they were directed to their
primary care provider and enrollment
was postponed until medical clearance
from a physician was obtained.

Participants completed a baseline
HRA just before or immediately af-
ter an initial consultation with a per-
sonal health coach. The baseline
HRA was administered on-line and
in some cases over the telephone
with a health coach. The follow-up
HRA was administered by a third
party vendor and mailed to partici-
pants at the 1-year anniversary of the
individual’s initial consultation with
the health coach. A $25 American
Express Reward Card was offered as
an incentive to complete and return
the HRA. If the individual did not
reply after 2 weeks, a second invita-
tion was sent.

Statistical Methods

Data were reviewed to determine
whether missing values were system-
atic (defined as at least half of the
responses missing) or random. Miss-
ing values were random with re-
sponses only missing on 3 of the 13
outcome variables and ranging from
0.1% to 3.5% missing per measure
(ie, high alcohol consumption
[0.1%], BMI [3.5%], and weight
[0.9%]).

Means and standard deviations,
where applicable, were calculated for
the following descriptive variables at
baseline: age (continuous), gender
(categorical), race/ethnicity (categor-
ical), marital status (categorical), and
program completion rate (categori-
cal). Job type data were not avail-
able, so default values from the 2000
US Census were used.’® Differences
between baseline and follow-up pe-
riod were assessed for the following
10 risk factors: poor eating habits,
inadequate physical activity, smoker
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(former and current), high total cho-
lesterol, high blood glucose, high
blood pressure, high stress, de-
pressed, high alcohol consumption,
obese or overweight (derived from
weight and BMI). These 10 risk fac-
tors were measured as categorical
variables (ie, measured in a binary
fashion where 1 equaled high risk
and 0 equaled lower risk); however,
weight and BMI, which were used to
determine obese and overweight,
were measured as continuous vari-
ables. The appendix lists the operational
definitions for each categorical risk vari-
able assessed. Means, confidence inter-
vals, and standard deviations, where
applicable, were calculated for the risk
factors for baseline and follow-up
periods, as were the average percent-
age changes over the two periods. A
McNemar’s x? test for each categor-
ical risk variable was then con-
ducted. For the two continuous risk
variables, t-tests were applied. Statis-
tical significance was determined at
the a = 0.05 level and analyses were
completed using the SAS system
(SAS institute, Inc, Cary, NC).

Estimating ROI

Medical expenditures for program
participants were projected over time
using the ROI Model, which relies
upon the demographic and health
risk data inputs provided.?' Medical
benefits (or savings) were calculated
as the discounted difference between
medical expenditures for program
participants compared to an artifi-
cially created reference group exhib-
iting no changes in risk over time.
Baseline annual medical expendi-
tures were estimated as USD $4804
per person, a figure derived from the
2006 Thomson Reuters MarketScan
database, adjusted to 2007 values
using the June 2007 Medical Care
Consumer Price Index from the Bu-
reau of Labor Statistics. (The aver-
age yearly medical cost is calculated
from the 2006 MarketScan Database.
It includes inpatient, outpatient, and
pharmaceutical expenditures for em-
ployees with noncapitated health in-
surance plans.)*”
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Productivity-related benefits were
limited to presenteeism (ie, on-the-
job productivity gains). Productivity
benefits were defined as the dis-
counted difference between productiv-
ity-related expenditures for program
participants compared to an artificially
created reference group exhibiting
no changes in risk over time. Produc-
tivity-related losses linked to having
certain health risks were derived
from the medical literature examin-
ing these relationships. (For exam-
ple, the calculation of productivity
benefits related to weight loss were
based on the following assumptions
described by Burton et al.** 1) If a
person loses significant weight and
also reduces another risk factor, 40
hours of productivity are gained an-
nually due to reduced presenteeism.
2) An additional 20 hours are gained
for those who lose significant weight
and reduce a third risk factor. 3) An
additional 20 hours are gained for
those who lose significant weight
and reduce a fourth risk factor. 4)
Finally, an additional 10 hours are
gained for those who lose significant
weight and reduce a fifth risk factor.
Thus, the maximum productivity
gain from losing weight and modify-
ing another health risk factor is 90
hours.* Annual productivity gain
was monetized by multiplying total
hours of productivity gained in the

year by the participant’s average
hourly wage.)’° %%~ Average
hourly wage data were not available
for participants, so an estimated
value was derived from national data
reported in the June 2007 Bureau of
Labor Statistics report on private em-
ployer costs for employee compensa-
tion (USD $25.93 per employee).**
Program expense for the Healthy-
roads program averaged USD $300
per employee per year.

Applying the ROl Model

Projected ROI from the Healthy-
roads program was determined by
comparing program costs to the med-
ical and productivity savings derived
from reductions in health risks as a
result of participating in the program.
ROI is expressed as a ratio of pro-
gram savings, or benefit, to program
costs. For example, an ROI of 2:1
implies a program saved twice the
expense of the program. The Model
did not discount program benefits or
costs since this program only lasted 1
year. Nevertheless, the Model can
discount for analyses that go out
more than 1 year.

The Healthyroads ROI Model uti-
lizes two types of input. First, the
user supplies the current demo-
graphic characteristics of employees
or beneficiaries in the organization,
along with the projected annual

TABLE 1

Demographic Characteristics of the Study Cohort at Baseline

Demographic Characteristic

Average or Percentage Standard Deviation

N 890 —_
Age (avg.) 44.2 10.9
Female (%) 74.3 —
Ethnicity (%)
American Indian or Alaskan Native 0.7 —
Asian 3.2 —_
Hispanic 9.2 —_
Black 6.6 —
White 75.3 —
Pacific Islander 0.9 —
Multiracial or other race 0.8 —
Unknown 3.4 —_
Overweight or obese (%) 76.4 —
Weight (avg.) 191.4 50.3
Body mass index (avg.) 30.6 7.3
Note: “avg.” refers to average value; “—" indicates an inapplicable metric.
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Program Participation and Cost

Number of participants enrolled in the base year? 890 4 i )
Annual change in the number of participants? 0 % :
Program cost per participant in the base year? $300.00 _4__ _»_j
Medical payment per participant in the base year? $4,804 4} | e
Discount rate applied for ROI calculation? 0% :
Time horizon (1 to 10 years)? 1 :
Number of years until program levels off? 1 :
Demographics of Program Participants

mographic Value Expected

Factor: Base Year” nnual Change: ‘|
Average age in years 442 : 0.0 % :
Female (%) 743 % : 0.0 % &
African American (%) 66 % : 00 % :
Hispanic (%) 92 % 00 % &
Other non-white (%) 55 % : 00 % .~

v

Sales job (%) 112 % 5 00 % &
Professional job (%) 380 % : 00 % :

Fig. 1. ROI model inputs screen—demographics and financial measures.

Changes in Health Risks

Over 1 year, there were statisti-
cally significant reductions in 7 of 10
health risk categories for partici-
pants, 1 risk category (high alcohol
consumption) significantly increased
(from 13% prevalence to 16%), and
smoking status and depression re-
mained unchanged (see Table 2).
There were sizable decreases in
high-risk prevalence for poor eating
habits (21.3% reduction) and poor
physical activity (15.1% reduction).
All of the biometric measures related
to overweight and obesity decreased
significantly, including percent over-
weight or obese (5.8% reduction),
weight (4.5 pounds reduction), and
BMI (0.9% reduction).

ROI Analysis

Figure 1 presents a screenshot of
the inputs entered into the ROI
Model. As shown, the inputs mirror
the baseline characteristics and
health risk profile of program partic-

ipants at baseline as well as addi-
tional financial metrics needed to
execute the mathematical calcula-
tions in the Model.

Figure 2 highlights the changes in
weight and BMI experienced by
study participants, ie, a 4.5-pound
reduction in weight and a 0.9-point
reduction in BMI. Also shown are
the other changes in the risk profile
of program participants from time 1
to time 2. Although the Model inputs
call for “expected” changes, the val-
ues inserted reflect the actual
changes in risks for program partici-
pants from baseline to follow-up.

Table 3 presents the results of the
ROI analysis performed for the
Healthyroads program. As shown,
compared to the reference scenario
where no changes would have been
expected to occur during the study
period, total employer expenses were
reduced by $311,755. Of total pro-
jected expense reductions, 59% are
attributed to a 4.3% reduction in

health care expenditures ($184,582)
and 41% are attributed to productiv-
ity enhancements ($127,173). When
combined, projected medical and
productivity savings in year 1 are
higher than the cost of the Healthy-
roads program ($267,000), thus pro-
ducing an net present value of
$44.,755 and an ROI of $1.17 to
$1.00. Also shown is the break-even
point for the program estimated to be
3.20, meaning that all risks would
need to be reduced an average of
3.20% points in order for the pro-
gram to pay for itself.

Discussion

This article describes the applica-
tion of an econometric ROI Model to
estimate the financial impact of 1
year changes in health risks for
individuals participating in the Heal-
thyroads Obesity Management Pro-
gram. The Model was applied to
demonstrate how medical and pro-
ductivity cost savings may be esti-
mated by observing reductions in the
health risks in an employed popula-
tion. To populate the Model, actual
health risk data for 890 individuals
participating in a year-long risk re-
duction program were entered. The
Model then estimated cost savings
due to changes in that population’s
health risk profile.

In 1 year, program participants
experienced significant reductions in
seven risk factors (poor diet, inade-
quate physical activity, high total
cholesterol, high blood glucose, high
blood pressure, high stress, and obe-
sity) whereas high alcohol consump-
tion increased. Two risks remained
unchanged (depression and smok-
ing). All biometric measures related
to overweight and obesity decreased
significantly (weight, BMI, and per-
cent overweight or obese). These
improvements in the risk profile of
participants drove projected reduc-
tions in health care expenditures and
improved worker productivity as es-
timated by the Model. Specifically,
59% of projected employer savings
totaling $311,755 were related to
reductions in health care spending
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2. Review Average Body Weightand
Annual Change in-Weight Then Revise
Either Entry:or Both Entries If Desired.

Average Bo xpecte 1hual
Weight'in Base Year:  Changein Body
{(BMI Weight (BMI} =

30.6 09 T

3. Enter-Percentage of Beneficiaries at e
High Risk:from Being Overweight 76.4 % v
in‘the Base Year. e

Percentage Expected

f Beneficiaries ual Change

at High Risk n Health Risks; i
Risk Factors in:Base Year Percentage Points
Poor exercise habits 64.0 % -15.1 % E
Poor eating habits 66.0 % : 213 % :
Current smoker 7.0 % : -0.7 % :
Former smoker 253 % : 33 % ;‘;
High cholesterol 222 % 3 -16.4 % :
High blood glucose 61% = 29 %
High blood pressure 10.6 % : -85 % iy
High stress 17.6 % = 60 % -
Depression 6.1 % : 1.2 % :
Heavy alcohol use 13.0 % E 29 % :

Fig. 2. ROI model input screen—time 1 and time 2 changes in weight and health risks for

program participants.

TABLE 3
Year 1 Results
Break-Even
Reference Scenario (Risks
Scenario Program are Reduced by
(No Program) Scenario 3.20% Per Year)
Total expenditure (2009-2009)  $4,275,560 $4,090,978 $4,029,345
Change between baseline and 0.0% —4.3% -5.8%
year 1 follow-up
Medical savings $184,582 $246,215
Productivity savings $127,173 $20,782
Total savings $311,755 $266,998
Program cost $267,000 $267,000
Net present value $44,755 —$2
Return on investment $1.17 $1.00

and the remaining savings were due
to improvements in productivity. Our
findings were consistent with other
research examining the relationship
between risk reduction and cost sav-
ings. Specifically, a recent study by
Mills et al** also found correlations
between reductions in health risk,

absenteeism, and presenteeism and
several literature reviews have
shown decreases in health care and
productivity expenditures associ-
ated with risk reduction in an em-
ployed population.'”-'°

A modest $1.17 savings for every
dollar invested in the program was

987

estimated by the Model. Put into
context, this represents a potential
return of 17% over 1 year for the
employers funding the program. Al-
though such immediate, short-term
returns on investment from risk re-
duction programs are unlikely, sev-
eral studies have found larger returns
over longer time periods.”*> Em-
ployers could potentially achieve
bigger savings in health care costs
and productivity if the observed risk
changes persisted beyond the study
period.

To test whether the savings pro-
jected match actual savings, these
employers would need to initiate a
retrospective analysis of medical
claims and productivity data, an en-
deavor that is time-consuming, inten-
sive, and expensive. In reality, a
rigorously conducted retrospective
claims analysis could cost hundreds
of thousands of dollars and may not
be justified given the total expense of
the program itself.

Limitations

This analysis has several limita-
tions worth noting. First, the analysis
of changes in health risks over time
for study participants relied on a
pre-post test research design. Thus,
in the absence of a control group, one
cannot be certain that the changes
observed in the study sample might
not have occurred naturally in the
absence of the program. Neverthe-
less, naturally occurring improve-
ments of such magnitude as observed
here are unlikely without some type
of intervention. In fact, most health
risks, especially overweight and obe-
sity, generally worsen over time as
people age.***’

Second, attrition in the study sam-
ple was observed whereby only
57.7% of the individuals beginning
the program returned for a follow-up
assessment. The health risk profile of
participants not returning for fol-
low-up assessments is not clear. To
avoid a potential selection bias, par-
ticipants were offered financial in-
centives to complete their surveys
and so even those who did not
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change their health habits could gain
by returning the survey. Nonetheless,
the assessment of cost savings due to
risk reduction may be biased in favor
of showing greater effect than was
realized.

Third, the ROI model assumes that
individuals who improve their risk
profile will spend fewer medical care
dollars and improve their productiv-
ity proportionately. To date, most
studies that have examined the rela-
tionship between health risk factors
and financial outcomes such as those
reported here have relied upon cross-
sectional analyses rather than longi-
tudinal studies.>"*® The research
literature is lacking studies that cor-
relate changes in costs to specific
changes in risk factors. Nevertheless,
longitudinal studies by Edington et
al*® have shown that, in general, as
health risks improve, costs go down.

A fourth limitation pertains to the
possibility of selection bias because
participants in the program self-
selected into the program and thus
were likely to be more motivated to
improve their health than workers in
general. This is true for almost all
voluntary health promotion pro-
grams and their evaluations.

A fifth limitation is possible regres-
sion to the mean. Many of the health
risk metrics were notably high at base-
line (eg, 66% had poor eating habits
and 46% were obese). Therefore, it is
possible that some participants in the
study sample experienced a ceiling
effect and that a reduction in health
risks was likely due to regression to
the mean. Nevertheless, as noted
above, with rare exception, many
risk factors, especially those that in-
volve biometric measures, tend to
deteriorate over time when left unat-
tended. Another possibility is that
some participants may have reported
better health habits at the study’s
conclusion as a means of providing a
socially desirable response.

Sixth, the data collected using the
HRA were self-reported. There is
evidence that self-reporting of health
habits is not always accurate.”® In
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future studies, the investigators may
wish to collect biometric data along-
side self-reports to validate the mea-
sures and make adjustments where
necessary.

Conclusions

Our study demonstrates ways in
which an econometric ROI Model
can be used by employers to estimate
cost savings from risk reduction pro-
grams and provide a business justifi-
cation for their health promotion
programs. In this case, significant
improvement in program partici-
pants’ health risk profile over 1 year
produced an estimated $1.17 to
$1.00 ROL

Using the ROI Model featured
here, or other similar models built on
an empirical database, offers em-
ployers a lower-cost alternative to
very resource intensive evaluation
studies that require extensive analy-
sis of financial data to provide a
business case for health promotion
programs. Most employers cannot
justify the time and expense needed
to conduct rigorous evaluations of
their programs. Also, financial anal-
yses that tap into administrative
claims databases often require thou-
sands of subjects for the analysis to
be valid, and such analyses are not
feasible for small employers. The
approach presented in this study of-
fers an alternative strategy for pro-
gram evaluation when these barriers
exist. Having available modeling
programs that simulate cost savings
associated with risk reduction in an
employed population can help pro-
gram managers develop credible and
defensible business cases for initial
and continued investment in health
promotion programs that can satisfy
the requirements of company finance
officers.

Appendix

Poor eating: 3 or more times per
week eating at fast food restaurant,
or less than two servings of fruits and
vegetables per day

Poor exercise: not currently fol-
lowing an exercise program, or exer-
cise less than 2 days per week

Former smoker: smoked at one
point in their lives, but not currently

Current smoker: currently smoke

High cholesterol: 240 mg/dL or
higher

High glucose: greater than 126
mg/dL

High blood pressure: greater than
140/90 mm Hg

High stress: poorly manage stress
in life

Depressed: feel sad or depressed
almost all the time, or most of the
time

High alcohol: consume five or
more alcoholic beverages on 1 day or
more per week

Obese or overweight: BMI =25.
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EMPLOYEE PROGRAM OVERVIEW EMAIL

Welcome to the Healthyroads® program, which is provided to you at no cost by your employer as part of
your benefits. We are excited to introduce you to a new world of wellness with the following health
improvement services:

Healthyroads.com: Our website features tons of tools (and we're always adding more!), including a
Personal Health Assessment (PHA) that can help you identify areas of improvement, online classes, a
wellness library, fun blog content, daily wellness email/text reminders, and more!

[Healthyroads Coaching® for Weight Management, Tobacco Cessation, Stress Management, and/or
Healthy Living: These programs provide you with one-on-one telephone-based coaching to help you get

healthy in a whole new way. You'll also have access to a variety of educational resources and an optional

Milestone Kit when you complete a progress review session with your coach.]

[Healthyroads Health Coaching: This comprehensive health improvement program offers telephone-
based and online coaching to help you understand and deal with a variety of complicated health
conditions, including diabetes, metabolic syndrome, congestive heart failure, back/spine pain conditions,
asthma, COPD, hypertension, and heart disease.]

[Health Navigator: This program provides you with the opportunity to discuss your Healthyroads.com
Personal Health Assessment (PHA) or biometric screening results with a Healthyroads Coach®in just5to
7 minutes.]

[Healthyroads Incentives®: Earn points and get rewarded for participating in various health improvement
activities, such as completing Healthyroads Coaching sessions, participating in a worksite challenge,
taking the Healthyroads Personal Health Assessment (PHA), and more.]

[Healthyroads Connected!®: Healthyroads Connected! lets you choose how you wish to exercise and
track your activity. You can choose from many popular wearable fitness devices and apps that
integrate with Healthyroads and use the one that works best for you. Simply register the device on the
manufacturer’'s website, then log in to Healthyroads to connect and allow for data to be transferred to
Healthyroads for activity tracking. If you prefer to work out at the gym, the Healthyroads Checkin!™ app
can track your workouts at one of our 30,000+ fitness facilities nationwide. There are also 8,000+
fitness facilities contracted to send session data directly to Healthyroads so you don'’t have to do a
thing—except go work out, of course! (Healthyroads will not cover the cost of the wearable device.)]

[Biometric Screenings: By attending either an onsite screening or a screening at a local contracted
facility, you can learn vital health statistics, including:

e Blood pressure

e Lipid panel (total cholesterol, HDL, LDL, and triglycerides)

e BMI and/or waist circumference

e Glucose/blood sugar

Your results will automatically populate to your Personal Health Assessment so that you can identify
potential health-related issues and risks.]

[Challenges: Healthyroads Challenges offer a fun and creative way to get healthy with your coworkers
and teammates. If you prefer, you can also create your own individual or team-based challenges. Topics
for the challenges include physical activity, nutrition, and healthy living, and they often tie in with the time

of year—making them relevant and inspiring to you and your life. Plus, challenges are integrated with
Connected!, so you can earn points toward your incentive (if applicable).]

However you choose to participate, know that better health is in your hands. And getting started is just a
click away. Go to Healthyroads.com to register and enroll in the programs available to you. For more
information, call Healthyroads customer service at 877.330.2746 between 5 a.m. and 6 p.m. Pacific time.

[Healthyroads may use and/or provide participation information to your plan sponsor/employer or its contracted entities that administer your plan for incentive
fulfillment purposes. Healthyroads may also use this information to provide you with other services on behalf of your plan sponsor/employer. Your participation
serves as your consent for Healthyroads to use and/or provide this information as stated above.

Your employer is committed to helping you achieve your best health status. Rewards for participating in a wellness program are available to all employees. If
you think you might be unable to meet a standard for a reward under this wellness program, you might qualify for an opportunity to earn the same reward by
different means. Contact your location HR representative and they will work with you (and, if you wish, with your doctor) to find a wellness program with the
same reward that is right for you in light of your health status.]

M600-2257F 4/15 © 2015 American Specialty Health Incorporated (ASH). All rights reserved. [F , y Ci !, Healthyroads Checkln!,
Healthyroads Coaching, Healthyroads Incentives, and the Healthyroads logo are trademarks of ASH].

Confidential and proprietary. This information may not be released without prior written approval from Healthyroads.
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* Provides details of Healthyroads program
+ Client may use creative hours to modify or customize

INTRODUCING
the Healthyroads Wellness® Program

Benefits to Help You and Your
Family Achieve Better Health
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MEMBER PROGRAM LAUNCH BROCHURE (CONT.)

Dear Employee:

A healthy company cannot exist without healthy employees. The everyday choices we make
can help us live healthier, happier, and more fulfilling lives—both at work and at home.

And that's why your employer is offering an essential tool as part of your overall benefits
package—a comprehensive wellness program.

The goals of this program are to:

* Provide you with information about your current health status.

* Help you set realistic health improvement goals.

* Arm you with health management tools and resources to help you reach your goals.

* Lower health care costs—An effective wellness program can make a difference in these
costs over time. Your participation will benefit your lifestyle and may help you save money
on health care costs in the future.

Your participation in this effort is completely voluntary and will allow you to:
* Access lifestyle coaching services to help you set, reach, and maintain your goals.

* Complete an online Personal Health Assessment (PHA) that will help you identify potential
health-related issues and risks.

e Use a variety of online services to keep tabs on your health and your goals.

The details of the program are outlined in this booklet. Please review this information carefully
so you understand how it works and can take full advantage of the opportunities it offers to you.
You may see additional information on our wellness initiatives as new activities are introduced
and/or become available to you through your employer.

Each of us can take steps, even small ones, to improve our overall well-being. We hope you will
join us by participating in this worthwhile effort. We are thrilled to offer a program that will focus
on the well-being of your company’s most valuable asset—YOU.

Yours in health,

George DeVries
CEO and Chairman, Healthyroads

Confidential and proprietary. This information may not be released without prior written approval from Healthyroads.
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TRAVELING YOUR HEALTHY ROAD:

INVEST IN YOUR HEALTH WITH OUR WELLNESS INCENTIVE PROGRAM

Participation in the wellness incentive program is completely voluntary, but we
encourage all eligible employees and their spouses/domestic partners to take
advantage of the program so that they can receive valuable information on

their health status and risk factors—as well as have access to wellness-related
resources, including online classes, physical activity tracking, challenges, and
more. Plus, you'll be making efforts that will pay off—both literally and figuratively!

Confidential and proprietary. This information may not be released without prior written approval from Healthyroads.
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HOW TO EARN

YOUR INCENTIVE:

You can earn incentives by successfully participating in
certain activities. The requirements are below, but each is
also explained in more detail, along with the timing to be
sure you can plan ahead and invest in your success. If your
spouse or domestic partner is covered under our eligible
plans, he or she must complete the activities in order to earn
the incentive.

To be eligible for the incentive,
you must complete both of the
following required activities by
[DATE]:

PERSONAL HEALTH ASSESSMENT (PHA)

The Personal Health Assessment is an online, private*
questionnaire about your health and lifestyle. Your answers will
generate suggestions for achieving health improvement. It is
available on www.healthyroads.com. The PHA can be found on
your landing page after you sign in.

@ BIOMETRIC SCREENING

You can fulfill your screening requirement in one of 3 ways:

1. Attend a screening offered at many work locations between
[DATE] and [DATE].

2. Visit a Quest Diagnostics® Patient Service Center (PSC) at your
convenience beginning [DATE], but no later than [DATE].

3. Have your biometric measurements completed as part of your
annual physical or preventive screening. Visit Healthyroads.com
to print the Healthyroads® Health Care Provider form, which
should be completed and submitted by your doctor directly to
Healthyroads by [DATE].

Confidential and proprietary. This information may not be released without prior written approval from Healthyroads.



MEMBER PROGRAM LAUNCH BROCHURE (CONT.)

Once you complete the PHA and if your biometric screening
results are at or below the defined ranges for at least 2 of the
following, you have earned the incentive:

OUTCOME LEVELS:

BMI less than or equal to 30 or a waist circumference of less than or
equal to 40 inches for men and less than or equal to 35 inches for
women

Total cholesterol less than or equal to 200 mg/dL

Fasting blood glucose between 70 and 99 mg/dL

Blood pressure below 120/80 mmHg

If you haven’t met the outcome levels above, you can still
earn the incentives. Just complete the following by [DATE]:

\ .é C
4 telephonic )
coaching ‘J ilgggg‘:
I T l sessions I W'

o o
1 health 1 prgventive
challenge H med|ca}|
g h screening
(1]

*Healthyroads may use and/or provide participation information to your plan sponsor/employer or its
contracted entities that administer your plan for incentive fulfillment purposes. Healthyroads may also use this
information to provide you with other services on behalf of your plan sponsor/employer. Your participation
serves as your consent for Healthyroads to use and/or provide this information as stated above.

Incentives may be considered taxable income you are required to report.

Finish your
biometric screening
early so you know
what you need to
complete during this
incentive cycle!

‘.
(4
L4

Remember, it is important
to focus on areas where

you are at risk, as indicated
by your biometric results.
Use these engagement
activities to target the areas
that will lead to improved
biometric outcomes, and
eventually, to a healthier life.

Confidential and proprietary. This information may not be released without prior written approval from Healthyroads.
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LOCATE YOUR COMPASS:

GET IN THE KNOW WITH A PHA

é Complete your PHA by [DATE]!
u

We are all at different points on a journey to better health. Some The PHA consists of a series

of us are just starting out. Others may be considered healthy, of questions about your

but perhaps we could use some encouragement to keep going. health-related activities and

Wherever you are, it is important to keep traveling your path and behaviors. After completing the

learning more! : ; )
voluntary questionnaire, you'll be

With the Healthyroads Personal Health Assessment (PHA), able to identify areas of improvement

you can identify potential health issues related to daily nutrition, that might be perfectly suited for a

fitness, and lifestyle habits and see how to improve your health. Healthyroads Coaching program!

M_e_o Followtheseeasysteps 0000 000OC0OGEOGOEOGEOGONOGNOEOOSONTS
to complete your PHA:

Fulfilling this requirement by [DATE]
will help you set your course and
guide you to suggested engagement
activities to achieve better health. You
will be eligible to earn incentives as
long as you take a PHA by [DATE].

X
*\((Q

N
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WITH A BIOMETRIC SCREENING

Complete your screening between [DATE] and [DATE] to
get a pulse on your health numbers!

BMI — Body Mass Index (BMI) looks at your weight in relation to your height to find out if you weigh more than is
healthy for you. Many health problems are linked to being overweight or obese. The normal range is between
18.5 and 25.

CHOLESTEROL - Cholesterol is a fatty substance that is made by the body. Cholesterol is made in the liver
and is also found in animal-based foods you eat. Plant-based foods do not have cholesterol. You need some
cholesterol to help build cells, produce hormones, and support nerve function. Cholesterol is a problem only
when levels in the blood get too high. Then the cholesterol starts to form waxy plaque. This can clog your
arteries and cause heart disease. A total cholesterol level of less than or equal to 200 mg/dL is desirable.

GLUCOSE - This is the level of blood sugar in your bloodstream. Diabetes is a health problem in which blood
sugar (glucose) is too high. This occurs because people with diabetes have a hard time moving glucose into
their cells where it can be used as energy. Over time, high blood glucose levels can increase your risk of
developing diabetes complications including heart attack, stroke, and kidney failure, among others. Normal
levels for a fasting blood glucose test are between 70 and 99 mg/dL.

BLOOD PRESSURE - Blood pressure measures the force of blood against the blood vessel walls. A healthy blood
pressure level is important. High blood pressure can lead to many health problems including hardened arteries,
stroke, congestive heart failure, kidney failure, and heart attack. The good news is that there are many things you can
do to help keep your blood pressure normal. A normal blood pressure is below 120/80 mmHg.

c‘_ Knowing your numbers is the first step to knowing your risk areas and
\ creating an action plan with your health care providers to decrease your risk.

The biometric screening should be

completed by [DATE] so that you stay

on your path to wellness and have time

to complete other activities. You will get

credit for the biometric screening as

long as it is completed by [DATE].
Watch for biometric screening
events to be held at our
company sites—or you can
complete a biometric screening
at a Quest Diagnostics PSC
or through your doctor’s office
using a Healthyroads Health

‘ Care Provider form.

Confidential and proprietary. This information may not be released without prior written approval from Healthyroads.
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THE HEALTHYROADS COACHING® PROGRAM

Enroll by [DATE] at the latest, and complete at least
4 sessions by [DATE] to receive incentive credit!

We want you to have the tools you need to change or continue your
path to better health. If your biometric numbers aren’t where you
want them to be, the Healthyroads Coaching program can help you
decrease your risks or manage a health condition.

Whether your goal is to manage your weight, quit smoking, exercise To enroll in the program,
more, or stress less, Healthyroads Coaching programs give you the go to the Health Resources
motivation and information you need to change your everyday habits section on Healthyroads and
and reduce the risks of serious health conditions that can result from follow the prompts.

obesity, smoking, and other unhealthy behaviors.

Healthyroads Coaching is offered over the phone by trained health
coaches who are able to provide the education, motivation, and
support for your unique personal health goals.

W

program is completely
voluntary—YOU choose
the Healthyroads Coaching
program that best suits your
needs. When you participate
in the coaching program
and complete a progress
review session with a
coach, you can choose one
of 8 Milestone Kits, which

feature exercise, weight

management, or stress

management products that

can help you reach your

health goals.

Confidential and proprietary. This information may not be released without prior written approval from Healthyroads.



MEMBER PROGRAM LAUNCH BROCHURE (CONT.)

aasd SCHEDULING
E COACHING

Your first coaching session
can be scheduled on
Healthyroads.com or by
calling Healthyroads at
877.330.2746, Monday
through Friday, from 8 a.m.
to 9 p.m. Eastern. Coaching
calls are limited to one

call per week, subject to
availability of coaching staff.

WITH ONLINE.
CLASSES
(E-COACHING)

Complete 2 online
classes by [DATE] to
receive one credit toward
the incentive.

The self-guided classes can help you learn
more about a variety of health and fitness
topics—at your own pace. Focus on the classes
suggested by your PHA results or those of
special interest to you that will help you reach
your goals. Each offering is based on up-to-date
clinical information and made up of interactive
classes and tools you can view from your home
or office. Class handouts, quizzes, and optional
articles are also provided to help you get more
from your learning experience.

Confidential and proprietary. This information may not be released without prior written approval from Healthyroads.



MEMBER PROGRAM LAUNCH BROCHURE (CONT.)

GET IN GEAR

WITH A HEALTHYROADS CHALLENGE

With our fun worksite challenges, you can actually look forward to getting
active, eating better, and stressing less. Rally (or take on) your coworkers
and see your health change for the better. You can also create your own
team-based, one-on-one, or individual challenges. Or, just motivate yourself
to get healthier by completing Today’s Challenge, which is emailed to you
around a topic of your choosing daily.

. |< SUPPORTERS

Designate an eligible member as a “Supporter” at
any time during a challenge to get the motivation
you need to help you stay on track with your goals.
Supporters can send virtual cheers to give you an
extra boost of encouragement!

KEEP GOING:

GETTING THE MOST FROM YOUR
A IR\ PREVENTIVE CARE VISIT

Maintaining or improving your health is important. To get the most from your preventive care exam, visit
Focusing on preventive care, along with following your medical provider’s website and find the guideline
the advice of your doctor, can help you stay healthy. recommendations that are right for you. Print the results
Routine checkups and screenings can help you avoid and talk to your doctor about your specific health
serious health problems, allow you and your doctor to questions and concerns—and use the guidelines along
work as a team to manage your health, and assist you with the advice of your doctor.

in reaching your personal health and wellness goals.

’! E
,’(’)\\,

Confidential and proprietary. This information may not be released without prior written approval from Healthyroads.



MEMBER PROGRAM LAUNCH BROCHURE (CONT.)

PIT STOP

AT HEALTHYROADS.COM ONLINE TOOLS }

In addition to the coaching program, Healthyroads.com
provides a comprehensive set of wellness tools to help

you reach your goals. They include:

ONLINE CLASSES
These self-guided coaching classes allow participants
to study a variety of health improvement topics.

HEALTH INFORMATION

Get helpful health information through the wellness
library, which includes evidence-based, fully
referenced articles and videos on fitness, nutrition,
stress management, and other personal health
improvement topics.

FUN BLOG CONTENT

Discover health tips and recipes, learn about current
issues in an experts’ corner, and find other fun facts on
www.healthyroadsblog.com.

DAILY WELLNESS EMAIL AND TEXT REMINDERS
Register for a daily wellness email or text reminder,
offered Monday through Friday, and choose from a
variety of topics.

INCENTIVES
View a summary of your incentives activity, history,
and rewards available.

PERSONAL SCORECARD
Receive scores around different areas of your health
to help you identify potential health issues related to
daily nutrition, fitness, and lifestyle habits so you can
see how to improve your wellness.

THE HEALTHYROADS CONNECTED!®
PROGRAM

Choose from many popular wearable fitness
devices and apps* and pick the one that works
best for you. Register the device and allow

for data to be transferred to Healthyroads for
activity tracking.

If you prefer to work out at the gym, the
Healthyroads CheckIn!™ app can track your
workouts at one of our 30,000+ fitness facilities
nationwide.

You can also choose from more than 8,000
fitness facilities contracted to send session
data directly to Healthyroads so you don’t have
to do a thing—except go work out, of course!

*Healthyroads does not cover costs associated with the
purchase of an app or device.

Confidential and proprietary. This information may not be released without prior written approval from Healthyroads.




MEMBER PROGRAM LAUNCH BROCHURE (CONT.)

&< Healthyroads.

A LIFELONG JOURNEY

Use these tools to take stock in your health and continue on
your path today, tomorrow, and forever. The way to a healthier
you is at your fingertips! Log on to Healthyroads.com or call
877.330.2746 and travel to health today.

¢

Your employer is committed to helping you achieve your best health status. Rewards for participating in a wellness program are available to all
employees. If you think you might be unable to meet a standard for a reward under this wellness program, you might qualify for an opportunity
to earn the same reward by different means. Contact your location HR representative and they will work with you (and, if you wish, with your
doctor) to find a wellness program with the same reward that is right for you in light of your health status.

M600-32261 2/15 © 2015 American Specialty Health Incorporated (ASH). All rights reserved. The Healthyroads program is provided by
Healthyroads, Inc., a subsidiary of ASH. Healthyroads, Healthyroads Wellness, Healthyroads Connected!, Healthyroads Checkin!, Healthyroads
Coaching, and the Healthyroads logo are trademarks of ASH. Other names or logos may be trademarks of their respective owners.

Confidential and proprietary. This information may not be released without prior written approval from Healthyroads.
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« May be cobranded with client’s logo, at no charge

2 Healthyroads. 2015

explore. experience. engage.

GET ONLINE AND GET HEALTHY!

The Healthyroads® website offers state-of-the-art tools to help you reach your personal goals—and they're easy and fun to use.

PERSONAL HEALTH ASSESSMENT (PHA) AND SCORECARD
The PHA is a short health and lifestyle survey, and the

scorecard it generates helps you identify potential health risks.

THE HEALTHYROADS CONNECTED!® PROGRAM
Choose from many popular wearable fitness devices and
apps* and pick the one that works best for you. Register
the wearable device and grant permission for data to be
transferred to Healthyroads for activity tracking.

The Healthyroads CheckIn!™ app can track your workouts at
one of our 30,000+ fitness facilities nationwide.

You can also choose from 8,000+ fitness facilities contracted
to send session data directly to Healthyroads.

*Healthyroads does not cover costs associated with the purchase of an
app or wearable device.

INCENTIVES
View a summary of your incentives activity and history,
if offered as part of your plan.

CHALLENGES

Take on your coworkers and see your health change for

the better. You can also create your own team-based,
one-on-one, or individual challenges. Or, just motivate
yourself to get healthier by completing Today’s Challenge,
which is emailed to you around a topic of your choosing daily.

HEALTH INFORMATION

Get helpful health information that includes
evidence-based, fully referenced articles and videos
on health improvement topics.

ONLINE CLASSES
These self-guided coaching classes allow you to study
a variety of health improvement topics.

FUN BLOG CONTENT

Discover health tips and recipes, learn about current issues
in an experts’ corner, and find other fun facts by visiting
www.healthyroadsblog.com.

DAILY WELLNESS EMAIL AND TEXT REMINDERS
Register for a daily wellness email or text reminder, offered
Monday through Friday, and choose from a variety of topics.

Simply sign up on Healthyroads.com by entering your name and date of birth to confirm you have the benefit and creating your
user name and password to get started. A few minutes is all it takes to get on your road to better health!

% Hea |[h rn a ds M600-5956B 2/15 © 2015 American Specialty Health Incorporated (ASH). All rights reserved. Healthyroads, Healthyroads Connected!,
m  Healthyroads Checkin!, and the Healthyroads logo are trademarks of ASH.

Confidential and proprietary. This information may not be released without prior written approval from Healthyroads.




MEMBER/SPOUSE LAUNCH POSTCARD

* May be printed and mailed to members’ homes
* May be cobranded with client’s logo, at no charge

Stay tuned for more information!

M600-4190A (12/13) © 2013 American Specialty Health
Incorporated (ASH). All rights reserved. The Healthyroads logo
isatrademark of of ASH, the parent company of Healthyroads,
Inc., and used with permission herein.

Confidential and proprietary. This information may not be released without prior written approval from Healthyroads.



MEMBER MULTI-MODALITY COACHING FLIER

« May be cobranded with client’s logo, at no charge

2% Healthyroads.

We're particularly
{ proud of our
newest ways to

Reaching your health and wellness ol LI\

goals can be hard in this hurly-burly
world we live in. That's why the
Healthyroads Coaching® Program

is offering new interactive tools that
make it easier to get the information, 1. The ability to communicate
motivation, and support you need to without worrying if

build a healthier lifestyle. someone else can hear
your conversation when

you ‘chat”

&

because they offer:

Plus, they give you increased flexibility to interact
with your coach. You can alternate among
phone, chat, or video sessions—whatever works
best for youl

New ways to connect,
including smartphones,
tablets, or computers
Though the technology differs, telephone, chat,
or video sessions are nearly identical. You and
your coach will establish a focus for the session,
discuss long-term goals and motivations, and
follow up on previous topics.

3. Real-time links to
Healthyroads® resources

4. Better service for hearing-

Best of all, we assure you that no matter what impaired members

format you choose, you'll get the same high-
quality coaching that Healthyroads is known for!

Enroll in the coaching program at Healthyroads.com.

Once enrolled, you can schedule chat, video, or phone sessions by calling a Healthyroads
customer service representative at 877.330.2746.

M600-4082C 12/14 © 2014 American Specialty Health Incorporated (ASH). All rights reserved. Healthyroads, Healthyroads Coaching and the Healthyroads logo are
trademarks of ASH and used with permission herein.

Confidential and proprietary. This information may not be released without prior written approval from Healthyroads.



ONSITE BIOMETRIC SCREENING POSTER

« May be cobranded with client’s logo, at no charge
« Other biometric screening materials also available

Quest

) '5
@ Diagnostics

KNOW IMPROVE

Y& oDS
ODDS

numbers | o @ o

You’re eligible for a free biometric screening.

Learn your numbers by heart—blood pressure,

cholesterol, body mass index, and more!

Review your Personal Scorecard and DATES:

recommendations for improvement
) TIMES:

on Healthyroads.com.
WHERE:

4 ) CONTACT:
MY NUMBERS Q
BMI: 22 If you can’t make this date, you can

schedule an appointment to visit a Quest
Diagnostics” Patient Service Center at
My.BlueprintForWellness.com and enter the
following registration key:

Blood Pressure: 119/75 mmHg
Good Cholesterol (HDL): 62 mg/dL
Bad Cholesterol (LDL): 65 mg/dL

M600-5114A-QUEST 8/14 © 2014 American Specialty Health Incorporated (ASH). All rights reserved. The Healthyroads logo is a
trademark of ASH. Other names and logos may be trademarks of their respective owners.

Confidential and proprietary. This information may not be released without prior written approval from Healthyroads.
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* May be cobranded with client’s logo, at no charge

THE HEALTHYROADS COACHING® PROGRAM

* Are you so busy you find yourself eating on the run and not being physically active on
most days?

* Have you been thinking about losing weight, quitting tobacco, or decreasing your stress
levels, but don’t know how to get started?

¢ Or maybe you are simply interested in obtaining a wellness incentive but don’t know what
Healthyroads Coaching is about?

If any of these scenarios describe you, consider getting your own Healthyroads Coach® to help
you take the first step toward a healthier, less stressed you. By participating you may also be
eligible to earn an incentive.

What &s o Feallyoads Coach? What can you 1o’ expect prom your
Healthyroads Coaches are behavior change specialists with (WMWW M?

a bachelor’s degree in a health-related field such as exercise

science, nutrition, psychology and/or health promotion. They Diagnosis, treatment or management of a medical
assist you in building solid strategies that fit into your lifestyle condition
and take into account things like your food choices and how » Counseling or therapy for a behavioral health condition

much time you devote to being physically active. While they
are not health care providers, they assist you to put into
practice the behavior choices your health care providers
may recommend for you.

¢ Medical Nutrition Therapy (MNT) for specific health
conditions you have been diagnosed with that require a
specialized dietary plan, as directed by your health care
provider

— Advice or recommendations for nutritional

W carn W W W W supplements to treat or manage a specific health
condition
c%’ea/ﬁﬂmah Qach?

Note: Healthyroads Coaches do not take the place of your

An individualized approach to helping you achieve your physician/doctor or any specialty health care provider(s)
health-related goals such as a registered dietitian, mental health practitioner or
 Direct education and evidence-based web resources exercise physiologist.

on nutrition, physical activity and stress management

* Motivation and support to help you follow through with sz r0le a4 o

your health-related goals

e A source of accountability to help you stay on track (WWW %WWW?

despite challenges that get in the wa
b 9 get! way * Be engaged and attentive during your Healthyroads
* Referrals to other benefits that [CLIENT] makes available Coaching calls

to you
y * Be sure to set aside the necessary time for each call

(typically 30 minutes for your first call and 20 minutes for
all other calls)

¢ Develop a wellness vision and set goals that you can

% Hea“hv r[]a[ls track and reach during your sessions

continued on next page

Confidential and proprietary. This information may not be released without prior written approval from Healthyroads.



MEMBER COACHING FLIER: BACK

FOLLOWING ARE FREQUENT QUESTIONS AND ANSWERS REGARDING WORKING WITH A HEALTHYROADS COACH:
(Wwdawﬁew&cmﬂl/c%’ea/ﬁﬂaw Dach relolionatip werk?

To schedule an appointment with a Healthyroads Coach you can:

— Use the toll-free number 877.330.2746 to speak with a Healthyroads customer service representative

— Schedule your first appointment online at www.healthyroads.com

— After your first appointment (about 30 minutes), your Healthyroads Coach will schedule follow-up calls with the
frequency, date and time that works best for you

* How often you meet with your Healthyroads Coach is up to you, but generally it is recommended that you start with
calls every week. You can taper off after you are making good progress.

* All employees are entitled to a different number of sessions per year based on their risks. It is important to meet
as often as YOU feel you need to set goals, reach them and sustain those behavior changes. If you are working to
maintain healthy behaviors, you can use your calls to provide you with additional accountability.

* Once the appointment is set, your Healthyroads Coach will call you at the appointed time.

— Your Healthyroads Coach will call your preferred phone number, whether it is at work, at home or on your mobile
phone.

— If you are traveling, you can let your Healthyroads Coach know which number is best for you during your trip.

* Most individuals prefer being in a more private space when talking to their Healthyroads Coach. Consider this when
you give your Healthyroads Coach your preferred phone number.

Ww%emmyaa/a/%e THealtlyroads Geaching reladionstie?

The ultimate goal of the Healthyroads Coaching relationship is to assist you in reaching and maintaining your health
and wellness goals.

* This may lead to other life changes or perspectives, sometimes referred to as transformative change. This is a shift in
how you see the world. It is a series of changes that happen when you become aware of what matters most to you.

WWW//WWZ&WM@ FHealllyroads Coack?
If your employer offers an incentive for Healthyroads Coaching, you must participate in a minimum number of

Healthyroads Coaching telephone discussions, based on your health risks and goals.

e All Healthyroads Coaching participants can continue to work with a Healthyroads Coach after achieving their
incentive, up to a maximum number of sessions for their risk levels.

&Qw you change a Jleallyroads Coack al any lime?
Absolutely! If you ever feel the need to work with another Healthyroads Coach, you can do so at any time. You can let
your Healthyroads Coach know or call the customer service line at 877.330.2746.

* The reasons you may want to ask for a different Healthyroads Coach might include:
— The Healthyroads Coach is simply not the best match for you personally

— You may prefer a Healthyroads Coach whose approach is more direct and to the point or one who is more
empathetic and supportive

* The key is to make sure Healthyroads Coaching is right for you. Talk with your Healthyroads Coach about what you
need to be successful and how he/she can support you best to achieve your health-related goals. The clearer you
are, the better experience you will have.

M600-3734B (1/15) © 2015 American Specialty Health Incorporated (ASH). Al rights reserved.The logo, He Coaching, and He Coach are of ASH.
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MONTHLY PROMOTION FLIER

* May be cobranded with client’s logo, at no charge
« Also available in poster, table tent, and flatscreen formats

REAL MEN

know that most health

concerns can be better treated

if found early, before symptoms or
ill effects are noticed. They

know that routine checkups

and screenings are a vital

part of maintaining health

and wellness.

REAL MEN

don't get preventive medical tests
just for themselves—they get them
for their families and loved ones.

REAL MEN

will get the right medical tests for
their age and health status—and
rock that flimsy exam gown while
they do it!

REAL MEN

actively take part in their health
care. For more information on this
topic, visit the U.S. Department

of Health and Human Services
Agency for Healthcare Research

YES, THEY DO—

If they need to make a point. And
here’s the point: Real men don't neglect
their yearly physicals and health
screenings because of that tired old

2w

clicheé ‘real men don't go to the doctor.”

and Quality website at
http://goo.gl/vLImI—and keep an
eye out for their “Real Men Wear
Gowns” ad campaign.

REAL MEN

also take advantage of the many
offerings available through the
Healthyroads® program. Go to
Healthyroads.com to take a
personal health assessment or use
the personal scorecard to set health
improvement goals. Check out the
large array of other tools to

help build a healthy

lifestyle. You can also

call a Healthyroads

Coach?® at

877.330.2746 to

discuss options Real men do

for improving whatever it takes

to stay healthy and
hearty. And they do it

in real time—so why not
make Men's Health Month

and protecting
your health.

this June your time to

protect your health?

M600-3488C 8/14 © 2014 American Specialty Health Incorporated (ASH). All rights reserved. Healthyroads Coach, Healthyroads, and the Healthyroads logo are trademarks of ASH
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« Also available in poster, table tent, and flatscreen formats

2 Healthyroads

Eating healthy is easier than you think—once you are aware of the possibilities. That's why our company is proudly
participating in Whole Grains Month.

There's a bounty of reasons to make whole grains a regular part of your diet. A diet that's high in whole grains—
cereal grains that consist of the intact, ground, cracked, or flaked kernel, which includes the bran, the germ, and the
innermost part of the kernel-—can help:

» Lower your risk of heart disease * Lower your risk of stroke
* Lower your risk of insulin resistance * Lower your LDL cholesterol (the “bad” cholesterol)
* Prevent or manage diabetes * Lower your blood pressure

Adding whole grains to your diet is easy, and can even be fun.

Swap reqular white
bread for white
Serve black rice with whole wheat bread
your next stir-fry. (1'slice = 1 serving).
(Long ago. it was only
served to emperors!)

Chaose air-papped popcorn

Toss some barley instead of chips. Its a great whale
Cook hat quinoa in vegetable soup grain snack!
or stew.

cereal with low-fat milk and

blueberries for breakfast. Aim for at least three J cup servings of whole
grains per day. and youll be on your way to reaping

the rewards of whole grains!

And here's another easy way to stay on top of your health needs: Sign up for the
Healthyroads Coaching® program! It's part of your benefits plan. The award-winning
program’s one-on-one phone-based coaching will give you the support you need to
build a healthy lifestyle. Plus you have access to a large array of health
improvement tools and resources on Healthyroads.com.

It's easy! Enroll on Healthyroads.com or call 877.330.2746 to get started today!

M600-5400A 7/14 © 2014 American Specialty Health Incorporated (ASH). All rights reserved. Healthyroads Coaching and
the Healthyroads logo are trademarks of ASH.
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Executive Summary ReportType

Baseline

Individuals In This Report

Begin Date
Jan 2012
The tables below show the number who completed a Personal Health Assessment and/or a biometric screening.
PHA Respondents Biometric Participants 7%‘30'3“6 2013

1,251 998 fgetrow

The figure below shows the proportion who engaged in lifestyle coaching, online activities, or those only taking an assessment.

Gender

All

Engagement after PHA Engagement after Biometric Screening

64.8% 68.2% Relationship
All
25.6% 22.5%
9.6% 9.2%
| |
Coaching Online Only Assessment Only Coaching Online Only Screening Only
Health Risks

The high lifestyle and biometric risks below summarize the sample's health and have been shown to correlate with medical claims expenses. For Baseline reports, the green ar-
rows show the client's risks are healthier than the book and the red arrows show the client is worse than the book; a gray square shows risks are equal to the book. For Cohort
and Population reports, the arrows are compared to the initial period and a gray square illustrates risks are unchanged or not reported.

Sedentary Poor Diet High Stress Tobacco Use Blood Pressure Obesity Cholesterol Fasting Glucose

vV v v vV vV v v Y

Medical Costs Associated with Risks

The estimated total cost of each risk factor, per HERO II study, was determined by multiplying the per person cost of being high-risk by the number of peo-
ple having the risk for each year. The estimated medical costs are expressed in inflation-adjusted 2009 dollars. It is important to emphasize that these esti-
mates are NOT actual claims costs but based on modeling only.

Total Estimated Costs for Lifestyle Risks Total Estimated Costs for Biometric Risks

Prepared On:
$585,457 $144,672 08/16/2013



Executive Summary - Self-Reported Biometrics

The tables below show the number who completed a Personal Health Assess-

ment.

Individuals In This Report

PHA Respondents

Health Risks

The high lifestyle and biometric risks below summarize the sample's health and have been shown to correlate with medical claims expenses. For Baseline reports, the
green arrows show the client's risks are healthier than the book and the red arrows show the client is worse than the book; a gray square shows risks are equal to the book.
For Cohort and Population reports, the arrows are compared to the initial period and a gray square illustrates risks are unchanged.

Sedentary

The estimated total cost of each risk factor, per HERO II study, was determined by multiplying the per person cost of being high-risk by the number of
people having the risk for each year. The estimated medical costs are expressed in inflation-adjusted 2009 dollars. It is important to emphasize that
these estimates are NOT actual claims costs but based on modeling only.

Total Estimated Costs for Lifestyle Risks

The figure below shows the proportion who engaged in lifestyle
coaching, online activities, or those only taking an assessment.

Engagement after PHA

Assessment Only

Blood Pressure Fasting Glucose

VV VVVYVAYN

Medical Costs Associated with Risks

Total Estimated Costs for Biometric Risks

ReportType
Baseline

Begin Date
Jan 2012

End Date
Dec 2013

Age Group
All

Gender
All

Relationship
All

Filter Field One:
All

Filter Field Two
All

Filter Field Three

All

Filter Field Four

All

Prepared On:
08/16/2013



Respondents Measured in this Report

This report contains data from respondents who completed a Personal Health Assessment and/or a biometric screening. The tables below show the num-

ber of respondents that qualified for this report.

Number of Respondents

PHA Respondents

Primary
Spouse
Dependent

Total

Timing of Assessments

Health Assessments Over Time

2012
2013 I

Biometric Screenings Over Time

2012 I6

2013 I7

Q1

Q1

1,016
232

1,251

el

Q2

Q2

Biometric Participants

Primary

Spouse

Total

Q3
Q3

808

190

998

Q4

Q4

821

ReportType
Baseline

Begin Date
Jan 2012

End Date
Dec 2013

Gender
All

Age Group
All

Relationship
All

Prepared On:
08/16/2013



Demographics

Certain demographic characteristics are known to be correlated with specific risk factors and health behaviors. For example, significant differences in age
distributions can help explain why some health risks are more prevalent than others. Further, employee tenure and job type can also inform workplace cul-

ture. These associations between demographics and risk factors can guide allocation of resources in wellness interventions. The figures below show key
demographic characteristics of the selected sample.

Gender

Tenure

Female

65.3%

|

Male

34.7%

Marital Status

39.1%

26.6%

30.0%

4.3%

Married / domestic _ 58.0% 1 Year or Less 1to 5 Years More than 5 years Unemployed
partnership :
. Education
Never married 31.2%
38.8% 36.2%
Divorced . 9.1%
Separated § 1.3%
7.3%
Widowed | 0.4% .. |
High School or Less Some College 4-year degree Post graduate
Age Grou
- - Job Type
25 to 34 38.4% Laborer | 1.2%
Managerial
45 to 54 19.5%
Professional 42.0%
55 to 64 - 8.8% .
Technical
65 or older | 0.6% 14.1%

Report Type
Baseline

Begin Date
Jan 2012

End Date
Dec 2013

Gender
All

Age Group
All

Occupation
All

Relationship
All

Filter Field One
All

Filter Field Two
All

Filter Field Three
All

Filter Field Four
All

Prepared On:
08/16/2013



Lifestyle Risks ReportType

Baseline

The figure summarizes the prevalence of high lifestyle risks and the proportion is compared against the book of business experience. Typically diet and

stress are the most prevalent lifestyle risks. Begin Date
Jan 2012

Percent of Sample with High Risk Members with High Risk

End Date
Dec 2013
Sedentary 27.2% (28.7%) 340

Gender
All

Poor Diet 42 4% (50.7%) 530 Age Group

All

Occupation
All

High Stress 2€.1% (33.9%) 327 Relationship

All

Filter Field One
All

Filter Field Two
Tobacco User 5.9% (11.2%) 74 All

Filter Field Three

All
Multiple Lifestyle Risks
0 1 2 3 4 Ij&llfer Field Four
32.5% (25.1%) 40.3% (39.2%) 20.9% (26.1%) 5.7% (8.5%) 0.6% (1.1%)
High Lifestyle Risk Definitions Those Who Changed
Sedentary: Less than 10 minutes of moderate exercise per week, and no vigorous activity Prepa red On:
Poor Diet: Daily servings of fruits and vegetables are less than or equal to 1 serving and grain servings are less than or equal to 1 serving
High Stress: Score 8 or higher on stress related to home, health, or work. 08/ 16/ 2013

Tobacco User: Currently use tobacco products



Biometric Risks oiTpe

The figure summarizes the prevalence of high biometric risks and the proportion is compared against the book of business experience. It is important to Begin Date
note that these are biometric measurements and not a clinical diagnosis. Lifestyle programs and medical management are important preventive steps to Jan 2012
keep these risk factors from increasing in the future.

End Date
Percent of Sample with High Risk Members with High Risk Dec 2013
Gender
Obese 0.0% (30.3%) 0 All
Age Group
All
High Blood 6.9% (14.5%) 69
Pressure
Relationship
All
High Fasting
1% (3.8% . .
Glucose 3.1% (3.8%) 30 FAIIItle:LeIdOne
Filter Field Two
High o .
Cholesterol 7.1% (84%) /1
Filter Field Three
All
Multiple Biometric Risks ) )
Filter Field Four
0 1 2 All
84.2% (56.8%) 14.6% (31.9%) 1.2% (9.8%)
High Biometric Risk Definitions Those Who Changed
Obesity: BMI greater than or equal to 30. Prepa red On:

High Blood Pressure: Measure of at least 140/90 mm Hg
Fasting Glucose: Measure of at least 126 mg/dL
Total Cholesterol: Measure of at least 240 mg/dL

08/16/2013



Self-Reported Biometric Risks

The figure summarizes the prevalence of high self-report biometric risks and the proportion is compared against the book of business experience. It is im-
portant to note that these are biometric measurements and not a clinical diagnosis. Lifestyle programs and medical management are important preventive

steps to keep these risk factors from increasing in the future.

Percent of Sample with High Risk

Members with High Risk

Obesity . 2€.5% (32.2%) 331
High Blood . 5.3% (7.0%) 55
Pressure
High Fasti

'9h Fasting 1.9% (3.7%) 15
Glucose
ngh [ [
Cholesterol 6.3% (4.4%) >8

High Biometric Risk Definitions

Obesity: BMI greater than or equal to 30.

High Blood Pressure: Measure of at least 140/90 mm Hg
Fasting Glucose: Measure of at least 126 mg/dL

Total Cholesterol: Measure of at least 240 mg/dL

Change in Risks

Report Type
Baseline

Begin Date
Jan 2012

End Date
Dec 2013

Gender
All

Age Group
All

Relationship
All

Filter Field One
All

Filter Field Two
All

Filter Field Three
All

Filter Field Four
All
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Engagement Baseine

The data below summarizes the engagement pattern of the sample and shows the proportion who engaged in lifestyle coaching, online activities, or those

. . . .. . . . Begin Date
only taking an assessment. Online Only includes: number of web classes, nutrition planners, exercise planners accessed, and challenge interactions. Jan 2012
Type of Engagement after PHA Type of Engagement after Biometric Screening End Date
Dec 2013
64.8% 68.2%
25.6% 22.5% Gender
9.6% 9.2% All
| |
Coaching Online Only Assessment Only Coaching Online Only Screening Only Age Group
All
Coaching Intensity
Relationship
1-3 sessions 4 or more sessions 1-3 sessions 4 or more sessions All
I 3 3% se7% | | 2 4% 57.6%
Engagement by Health Risks
The engagement pattern is examined across risks.
Engagement . Coaching Online Only Assessment Only
Sedentary Obese
10.3% 63.2% 26.5%
Stress Blood Pressure
9.5% 61.2% 29.4% 46.4% 44.9%
Diet Total Cholesterol
10.6% 60.6% 28.9% . 63.4% 31.0%
Tobacco Use Fasting Glucose Prepared On:

08/16/2013
63.5% 32.4% 20.0% 56.7% 23.3%



Medical Costs Associated with Risks

A 2012 study published in Health Affairs examined the association between ten common modifiable health risk factors and health care costs. This study
was a replication of the landmark research conducted by the Health Enhancement Research Organization (HERO) published in 1998 that showed a signif-
icantly higher level of medical expenses were associated with 7 out of 10 health risk factors. The 2012 study included a sample of 92,486 employees at
seven organizations and found very similar relationships between health risks and costs found in the 1998 study. The results of both studies consistently
suggest that significant health care savings may be realized by designing and encouraging participation in programs that successfully modify poor health

habits. See Appendix II for abstract of the published paper.
Application of Findings

Using the 2012 model, the table below shows the cost of each health risk and the prevalence in your workforce. The estimated total cost of each risk fac-
tor was determined by multiplying the per person cost of being high-risk by the number of people impacted by the risk factor for each year. The data are
expressed in inflation-adjusted 2009 dollars. It is important to emphasize that these estimates are NOT actual claims costs but based on modeling only.

Medical Expenses Assigned to Risks - HERO Study

Depression Sedentary Tobacco Use
$2,184 $606 $587
Number of Respondents with Risk
92 340 74

Total Estimated Costs for Lifestyle Risks

Depressive Sedentary Tobacco User High Stress
Symptoms
$200,928 $206,040 $43,438 $135,051

High Stress

$413

327

Total Lifestyle
Costs

$585,457

High Glucose
$1,653

30

Total Estimated Costs for Biometric Risks

High Glucose

$49,590

Hypertension
$1,378

69

Hypertension

$95,082

Obesity

$0

Obesity
$1,091

Total Biometric
Costs

$144,672

Goetzel, Pei, Tabrizi, et al. Ten Modifiable Health Risk Factors Are Linked to More Than One-Fifth of Employer-Employee Health Care Spending. Health Affai..

ReportType
Baseline

Begin Date
Jan 2012

End Date
Dec 2013

Gender
All

Age Group
All

Relationship
All
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Medical Costs Associated with Risks - Self-Reported Biometrics

A 2012 study published in Health Affairs examined the association between ten common modifiable health risk factors and health care costs. This study was
a replication of the landmark research conducted by the Health Enhancement Research Organization (HERO) published in 1998 that showed a significantly
higher level of medical expenses were associated with 7 out of 10 health risk factors. The 2012 study included a sample of 92,486 employees at seven orga-
nizations and found very similar relationships between health risks and costs found in the 1998 study. The results of both studies consistently suggest that
significant health care savings may be realized by designing and encouraging participation in programs that successfully modify poor health habits. See Ap-
pendix II for abstract of the published paper.

Application of Findings

Using the 2012 model, the table below shows the cost of each health risk and the prevalence in your workforce. The estimated total cost of each risk factor
was determined by multiplying the per person cost of being high-risk by the number of people impacted by the risk factor for each year. The data are ex-
pressed in inflation-adjusted 2009 dollars. It is important to emphasize that these estimates are NOT actual claims costs but based on modeling only.

Medical Expenses Assigned to Risks - HERO Study

Depression Sedentary Tobacco Use High Stress High Glucose Hypertension Obesity
$2,184 $606 $587 $413 $1,653 $1,378 $1,001

Number of Respondents with Risk

92 340 74 327 15 55 331
Total Estimated Costs for Lifestyle Risks Total Estimated Costs for Self-Reported Biometric Risks
Depressive Sedentary Tobacco User High Stress Total Lifestyle High Fasting Hypertension Obesity Total Biometric
Symptoms Costs Glucose Costs
$200,928 $206,040 $43,438 $135,051 $585,457 $24,795 $75,790 $361,121 $461,706

Note. This report contains respondents who completed an assessment in Time 1 and Time 2. It is important to note that not all respondents answer all questions. Therefore a
change metric cannot be computed for those who do not answer the question in each time period and the number of people who had a change may be less than expected.

Goetzel, Pei, Tabrizi, et al. Ten Modifiable Health Risk Factors Are Linked to More Than One-Fifth of Employer-Employee Health Care Spending. Health Affairs.
2012; 11: 2474-2484

ReportType
Baseline

Begin Date

Jan

2012

End Date

Dec

2013

Age Group

All

Gender

All

Occupation

All

Relationship

All

Filter Field One

All

Filter Field Two

All

Filter Field Three

All

Filter Field Four

All
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Presenteeism and Absenteeism

Worker productivity is a critical factor in the strength and profitability of a company’s overall business performance. Absenteeism - the classic drain on in-
dividual and total workforce productivity - can be measured through data on short-term disability, continuance days and family medical leave. Beyond the
physical presence of employees, however, is their daily performance as compared to their normal level of productivity and work quality.

To address the need for a reliable, research-based measure of presenteeism, Dr. Kenneth Pelletier led a team of researchers at the Stanford University
School of Medicine in a study funded by Merck & Co., Inc. The result of that research was the Stanford Presenteeism Scale-6, or SPS-6, which is a survey
tool that assesses the relationship between presenteeism, health problems, and productivity for working populations.

As defined by the tool, heightened job performance is increased presenteeism, while diminished presenteeism occurs when employees work less produc-
tively or at a poorer quality than usual due to a health or medical problem. SPS-6 measures a worker's perception of his or her ability to overcome the
distraction of current physical and/or psychological problems in order to handle job stress, complete tasks, achieve goals and maintain sufficient focus
and energy levels. The scale ranges from 6 - 30, with 30 being optimal presenteeism.

The table below shows the SPS-6 average score compared to the book of business and the proportion of the members with scores below 19 (low presen-
teeism). These individuals may benefit from interventions to improve their ability to deal with the health problems that impact their productivity.

Average Presenteeism Scores

26.4 (25.9)

Percent of Respondents with Low Presenteeism

10 2% (11.4%)

Relationship between Absenteeism and Presenteeism : Average Workdays Missed by Presenteeism Level

Individuals with low presenteeism, high presenteeism and those with no medical condition are compared with the number of days they missed work for
an illness (absenteeism). Those with low presenteeism generally miss more work than those managing their condition.

No Medical Condition

Low Presenteeism

High Presenteeism

1.8 (1.7) 20 (3.1 7.7 (7.0)

ReportType
Baseline

Begin Date

Jan 2012

End Date

Dec 2013

Gender
All

Age Group
All

Occupation
All

Relationship
All

Filter Field One
All

Filter Field Two
All

Filter Field Three
All

Filter Field Four

All
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Behavioral Health

Depressive symptoms include feeling sad, blue, unhappy, miserable, or down in the dumps. Having depressive symptoms may indicate clinical depres-
sion, which is a mood disorder in which feelings of sadness, loss, anger, or frustration interfere with everyday life for weeks or longer. People who are de-
pressed are more likely to use alcohol or illegal substances. Complications of depression also include increased risk of physical health problems and sui-
cide. The proportion of respondents reporting depressive symptoms is shown below. We defined the presence of depressive symptoms by a response of
'YES' to, 'In the past 2 weeks, have you felt little interest or pleasure doing things?’ AND 'In the past 2 week, have you felt down, depressed, or hopeless?’

Proportion Reported Depressive Symptoms

7.4% (10.3%)

Alcohol intoxication may impair brain and motor skill functions and possibly deteriorates someone's ability to work. Habitual use can elevate an individu-
al's risk for certain cancers, liver disease, and stroke. We defined heavy drinking as more than two alcoholic beverages for males and more than one alco-
holic beverage for females per day. This measure is only available for surveys taken January 25, 2013 and beyond.

Proportion Reported Heavy Drinking

Female Male

4.5% (5.0%) 3.7% (5.0%)

Getting enough sleep is important for our health and wellbeing. Most adults require about seven hours of sleep a night. Sleep problems are common: it
is thought that about 20% of people are affected. Things that can interfere with sleep include: alcohol, drugs and medication, physical and mental illness,
pauses in breathing at night (sleep apnoea), shift work, and stress. The proportion of respondents for categories of sleep hours is shown below.

Hours of Sleep

1-4 Hours 5-6 Hours 7-8 Hours 9+ Hours

2.3% (2.5%) 35.0% (35.5%) 47.4% (48.3%) 15.3% (13.6%)

ReportType
Baseline

Begin Date

Jan 2012

End Date

Dec 2013

Age Group
All

Gender
All

Occupation
All

Relationship
All

Filter Field One
All

Filter Field Two
All

Filter Field Three
All

Filter Field Four
All
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Stress: Health, Home, and Work

Stress is common in all aspects of life. High levels of stress have a major impact on employee health, morale, and productivity. In fact, according to one
study those with high stress were more likely to be absent 5+ days per year more than those with low stress. Data for those experiencing three key areas of
stress are shown below and the respondent's management of stress is overlayed. Those with higher levels of stress are less likely to manage the risk well.

Levels of Work-related Stress Levels of Health-related Stress

Levels of Home-related Stress

10

Jacobson BH, Aldana SG, Goetzel RZ, Vardell KD, et al. The relationship between perceived stress and
self-reported illness-related absenteeism. American Journal of Health Promotion 1996; 11(1): 54-61.

ReportType
Baseline

Begin Date

Jan 2012

End Date

Dec 2013

Gender
All

Age Group
All

Occupation
All

Relationship
All

Filter Field One
All

Filter Field Two
All

Filter Field Three
All

Filter Field Four
All

Stress Management
Poorly

[ Fairly to Very Well
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Workplace Stressors

In the United States, the estimated cost to organizations from a highly stressed workforce ranges between $150 billion and $180 billion a year, resulting
from reduced productivity, accidents, absenteeism, employee turnover, and health insurance and medical expenses. Findings from two nationwide surveys
of American workers showed that 69% of those who were surveyed reported reduction in productivity attributed to high levels of stress, and 14% indicated
that stress had caused them to quit or change jobs during the past two years.

Mahmood and colleagues developed the Workplace Stressors Assessment Questionnaire to assess multiple workplace stress dimensions. The measure pro-
vides insight on employees’ view of workplace control, reward, role, demands, relationships and support.

56.5% (70.3%)  REWARD: I feel that the High Stress
work I do is appreciated

Percent That Agree With Statement

CONTROL: I feel certain High Stress
about how much authority
I have in my job

54.2% (71.8%)

Low/ Low/
Moderate 69.5% (70.3%) Moderate 82.2% (71.8
Stress Stress
SUPPORT: If the work gets High Stress 49.5% (54.0%) ROLE: I am clear what my  High Stress 76.8% (87.4%)
difficult, my colleagues will duties and responsibilities
help me are at work
Low/ Low/
Moderate 65.7% (54.0%) Moderate 89.0% (87.4%)
Stress Stress
DEMANDS: I have more High Stress 36.8% (16.9%) RELATIONSHIPS: There is ~ High Stress 13.2% (12.4%)
work to do than I can do too much bickering in my
well work group
Low/ Low/
Moderate 8.3% (16.9%) Moderate 5.0% (12.4%)
Stress Stress

Mahmood MH., Coons SJ., Guy MC,, Pelletier KR. Development and testing of the Workplace Stressors Assessment Questionnaire. Journal of Occupational and Environ-
mental Medicine 2010; 52(12): 1192-200.

ReportType
Baseline

Begin Date
Jan 2012

End Date
Dec 2013

Gender
All

Age Group
All

Occupation
All

Relationship
All

Stratify by Work Stress
Yes

Filter Field One
All

Filter Field Two
All

Filter Field Three
All

Filter Field Four
All
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Medical Conditions and Self-Rated Health

The figure below shows the number of people reporting medical conditions. Hypertension, obesity, arthritis, back and neck disorders generally represent
the largest proportion of medical conditions reported. Clients with formal biometric screening programs will often see a rise in diagnosed diabetes, hyper-
tension, and hyperlipidemia generally in the first few years of a wellness program as responders act on lab results. Reductions in these rates also may indi-

cate a combination of medical management and lifestyle interventions have been implemented to manage the condition.

Proportion of Sample Reporting Medical Conditions

Hypertension
Obesity
Hyperlipidemia

Back / Neck

Chronic Pain
Diabetes

Heart / Circulatory
Metabolic Syndrome

8.0%
10.1%
3.5%
5.4%
4.7%
3.4%
1.0%
0.8%

Allergies I 23.2%
Arthritis B 23%
Depression I 7 4%
Asthma I 5%
Migraine I 6.2%
Sleep Apnea B 3 2%
Stomach Bowel B 26%
Osteoporosis | 0.2%
COPD 1 0.1%
Cancer | 0.3%
Gallbladder Disease | 0.2%
Neurologic [ 0.2%
Stroke | 0.2%
Self-Rated Health
Excellent Very Good

20.4% (17.0%)

40.7% (40.5%)

31.3% (34.8%)

Having Condition and % Being Treated

92.0%
38.1%
72.7%
59.7%
59.3%
90.7%
84.6%
80.0%

I, 43.1%
A 60.0%

e 74.2%
. 69.1%
. 55.8%
e 70.0%
. 59.4%
. 66.7%

| 0.0%

. 50.0%

| 0.0%

T 100.0%
. 100.0%

Good Fair Poor

6.8% (7.1%) 0.9% (0.6%)

ReportType
Baseline

Begin Date
Jan 2012

End Date
Dec 2013

Gender
All

Age Group
All

Occupation
All

Relationship
All

Filter Field One
All

Filter Field Two
All

Filter Field Three
All

Filter Field Four
All
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Preventive Health Screenings

A key objective of encouraging individuals to complete personal health assessments is to monitor compliance with recommended preventive health screen-
ings that are appropriate to specific gender and age groups. Usually screening rates are lower in the first year of a wellness program but as the members
become more educated about the importance of screenings, these rates increase. Many key preventive health exams are also conducted using biometric
screenings at the worksite, and thus, clients should see a large proportion of the sample compliant with screenings such as glucose and cholesterol. The da-
ta shown are proportions completing screenings recommended for their gender and age based on guidelines from the U.S. Preventive Health Task Force.

Daily Aspirin

35.1% (40.5%)

Colonoscopy

56.4% (66.2%)

Blood Pressure Cholesterol
Stool Test 41.0% (36.2%)
Women's Health
Chlamydi
Pap Smear 93.4% (94.0%) Tesfmy @ 61.7% (46.7%)
Mammography 89.0% (89.8%)

ReportType
Baseline

Begin Date
Jan 2012

End Date
Dec 2013

Gender
All

Age Group
All

Occupation
All

Relationship
All

Filter Field One
All

Filter Field Two
All

Filter Field Three
All

Filter Field Four
All
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Activity Measures

The Centers for Disease Control recommends individuals achieve 2 hours and 30 minutes (150 minutes) of moderate-intensity aerobic activity (e.g., brisk
walking) or 1 hour and 15 minutes (75 minutes) of vigorous-intensity activity every week. To meet these guidelines the frequency of physical activity should
be most days of the week and the duration of a bout of activity should be at least 10 minutes. Muscle-strengthening activities that work all major muscle
groups are also recommended on 2 or more days a week. The data below shows the prevalence of responders meeting the moderate or vigorous exercise
recommendations.

Percent of Population Meeting Recommended Moderate or Vigorous Levels of Physical Activity

41.8% (30.3%)

Distribution of Moderate Intensity Physical Activity - Minutes per Week

0-75 minutes 76-149 minutes 150 or more minutes

48.% (57.4%) 28.1% (25.5%) 22.9% (15.1%)

Distribution of Vigorous Intensity Physical Activity - Minutes per Week

0-24 minutes 25-49 minutes 50-74 minutes 75 or more minutes

£1.7% (56.7%) 11.4% (9.5%) 4.9% (4.4%) 32.0% (18.2%)

Note. In 2013, the questions and responses regarding exercise were changed. The question set was revised to capture at a more granular level the amount
and type of exercise activity. It was believed that the questions asked in the earlier surveys caused an overreporting of vigorous activity and an underre-
porting of sedentary activity. As a result, questions asked after 2013, are not directly comparable with the previous question set.

ReportType
Baseline

Begin Date
Jan 2012

End Date
Dec 2013

Gender
All

Age Group
All

Occupation
All

Relationship
All

Filter Field One
All

Filter Field Two
All

Filter Field Three
All

Filter Field Four
All

Prepared On:
08/16/2013



Diet Measures

The U.S. Department of Agriculture and the Department of Health and Human Services released the 2010 Dietary Guidelines for Americans, the federal

government's evidence-based nutritional guidance to promote health, reduce the risk of chronic diseases, and reduce the prevalence of overweight and
obesity through improved nutrition and physical activity. The report had three major action steps for the American public.
ONE:Reduce the prevalence of overweight and obesity of the US population by reducing overall calorie intake and increasing physical activity. TWO: Diet

should emphasize intake of vegetables, cooked dry beans and peas, fruits, whole grains, nuts, and seeds. In addition, increase the intake of seafood and fat-

free or low-fat milk and milk products. Consume only moderate amounts of lean meats, poultry, and eggs. THREE:Significantly reduce intake of foods con-
taining added sugars and solid fats because these dietary components contribute excess calories and few, if any, nutrients. In addition, reduce sodium and
refined grains intake that contain added sugar, solid fat, and sodium. Here are the reported fruit, vegetable, and grain servings for your sample.

Fruit Servings

None

0.6% (1.4%)

Vegetable Servings

None

0.2% (0.7%)

Grain Servings

None

0.6% (1.9%)

Not daily 1 serving per day 2 servings per day 3 servings per day

I 13.5% (17.2%) I 16.7% (28.4%) 27.0% (28.6%) 21.2% (16.3%) 10.8% (5.5%)

Not daily

4 servings per day

1 serving per day 2 servings per day 3 servings per day 4 servings per day

10.1% (10.3%) 18.5% (26.8%) 24.7% (31.9%) 23.1% (18.9%) 12.3% (7.4%)

Not daily 1 serving per day 2 servings per day 3 servings per day

I 14.9% (16.5%) I2 3.3% (28.3%). 1% (29.4%) 18.1% (15.7%) 7.8% (5.7%)

4 servings per day

5 or more servings per
day

7.1% (2.7%)

5 or more servings per
day

11.1% (4.0%)

5 or more servings per
day

5.2% (2.5%)

ReportType
Baseline

Begin Date
Jan 2012

End Date
Dec 2013

Gender
All

Age Group
All

Occupation
All

Relationship
All

Filter Field One
All

Filter Field Two
All

Filter Field Three
All

Filter Field Four

All
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Biometric Measures

Cholesterol is a fatty substance that is made by the body and is a problem when levels in the blood get too high. It can form waxy plaque that can clog
arteries and can cause heart disease. Individuals with total cholesterol (TC) levels in the ‘borderline high’ and "high risk’ ranges are twice as likely to devel-
op coronary heart disease as those with levels below 200 mg/dL.

Total Cholesterol

199 or Below - Desirable 200-239 - Borderline High 240 or Higher - High

68.5% (65.5%) 24.3% (26.1%) 7.1% (8.4%)

High-density lipoprotein (HDL) cholesterol is sometimes called 'good cholesterol." HDL values less than 40 mg/dL may significantly increase an individu-
al's risk for heart disease. Low-density lipoprotein (LDL) cholesterol is sometimes called 'bad cholesterol.' High LDL cholesterol leads to a buildup of
cholesterol in arteries. Individuals with LDL levels greater than 160 are at higher risk for heart disease.

HDL LDL

Near Optimal
(100-129)

May Protect the Heart
(>=60)

Borderline High

Optimal (<100) (130-159)

Okay (40-59) Low (<40) High (160-189) |Very High (>=190)

1% (32.7%) 48.0% (46.2%) M 9/9% (21.1%) 6 (42.3%) 5% (34.2%)  |16.0% (17.3%)§ 4.1% (5.0%) 1.1% (1.3%)

Along with high cholesterol, high triglyceride levels have been linked to heart
disease. Clinical studies have shown that people with above-normal triglyceride
levels have an increased risk of heart disease. People with diabetes or who are
obese are also likely to have high triglycerides.

According to the American Heart Association, the optimal total choles-
terol to HDL ratio is 3.5-to-1 and an acceptable ratio is 5-to-1. Individu-
als with greater than 5-to-1 ratio are at an increased risk for heart dis-
ease.

Triglycerides Proportion with High Risk HDL to Total Cholesterol Ratio

Borderline High

Normal (<150) (150-199)

High (200-499) | Very High (>=500)

8.5% (16.8%)

% (73.3%)| [10.6% (13.1%) 7.1% (12.8%) 0.4% (0.7%)

ReportType
Baseline

Begin Date

Jan 2012

End Date

Dec 2013

Age Group
All

Gender
All

Relationship
All

Filter Field One
All

Filter Field Two

Filter Field Three

All

Filter Field Four

All
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Biometric Measures - 2 [

Body mass index (BMI) is a ratio of weight to height and is an indicator showing if one weighs more or less than what is healthy. An individual's weight Begin Date
includes both body fat and lean body mass (everything but fat). Individuals with high BMI may be at risk for Type 2 diabetes, coronary heart disease and Jan 2012
stroke, metabolic syndrome, certain types of cancer and other chronic conditions.

End Date
Body Mass Index Dec 2013

Normal Weight (18.5-24.9)

Age Group
All

100.0% (32.1%) Gender

All

i i ; : - . L Relationship
Blood Pressure is the force of blood against the vessel walls. The 'top' number is systolic and the 'bottom' number is diastolic. Individuals that do not All

control high blood pressure may be at risk for stroke, congestive heart failure, kidney failure, or heart attack.

Filter Field One
Blood Pressure All

140/90-159/99 - May Indicate Stage 1 |160/100 or Higher - May Indicate Stage

119/79 or Below - Normal 120/80-139/89 - Prehypertension Hypertension 2 Hypertension Filter Field Two

Filter Field Three
59.8% (37.6%) 33.3% (47.5%) 5.5% (12.1%) 1.4% (2.7%) All

Filter Field Four
All

Large waist circumference can be indicative of excess abdominal fat, which places individuals at greater risk for developing obesity-related conditions,
such as Type 2 Diabetes, high blood cholesterol, high triglycerides, high blood pressure, and coronary artery disease. The following waist measurements
are high risk indicators for obesity-related conditions: more than 40 inches (males) and more than 35 inches (non-pregnant females).

Proportion with High Risk Waist Circumference By Gender

Females Males

Prepared On:
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Biometric Measures - 3

The fasting glucose test is conducted after the individual has not eaten for at least 8 hours and measures the amount of glucose in the blood. The ran-
dom (non-fasting) glucose test evalutes levels of blood sugar in non-fasting subjects.

Diabetes is a health condition in which a person'’s blood sugar (glucose) is too high. Uncontrolled diabetes can result in problems with other body func-
tions, such as the kidneys, nerves, feet, eyes and places an individual at a higher risk for heart disease and bone and joint disorders.

Fasting Glucose Participants of Fasting Glucose

69 or Below - May be too
low

126 or Higher - May Indicate

70-99 - Normal .
Diabetes

100-125 - Borderline

983

1.0% (1.9%) 85.5% (76.3%)  10.5% (17.6%) 3.1% (3.8%)

Random Glucose Participants of Random Glucose

Percent of Participants that are Tobacco Users

HbAlc (Glycohemoglobin) is a lab test that shows the average level of glucose over the previous 3 months. The test can be used to screen for diabetes or
gauge your management of diabetes. A higher Glycohemoglobin, the higher the risk that you will develop problems such as eye, heart, or kidney disease.

HbA1c (Glycohemoglobin) Glucose Test Participants of HbAlc Glucose

Normal Pre-diabetes Diabetes

88

83.0% (69.4%) 13.6% (25.0%) 3.4% (5.6%)

ReportType
Baseline

Begin Date
Jan

End Date
Dec

Age Group
All

Gender
All

Relationship
All

Filter Field One
All

Filter Field Two

Filter Field Three
All

Filter Field Four
All
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Self-Reported Biometrics

These are self-reported biometric values and were not collected during a biometric screening event.

Body Mass Index

Underweight (<18.5) |Normal Weight (18.5-24.9)

1.3% (1.1%) 2.5% (32.5%)

Total Cholesterol

199 or Below - Desirable

74.5% (73.9%) 19.2% (21.7%)

Blood Pressure

120/80-139/89 - May Indicate

119/79 or Below - Normal .
Prehypertension

65.6% (60.0%) 29.2% (33.1%)

Fasting Glucose

69 or Below - May be too low 70-99 - Normal

1.1% (1.8%) 88.5% (81.0%)

Overweight (25.0-29.9)

29.7% (34.2%)

200-239 - Borderline High

Class I Obese (>=30) Class II Obesity (>=35) Class III Obesity (>=40)

15.2% (18.3%) 6.5% (8.1%) 4.8% (5.8%)

240 or Higher - High

6.3% (4.4%)

140/90-159/99 - May Indicate Stage 1 |160/100 or Higher - May Indicate Stage
Hypertension 2 Hypertension

4.3% (6.0%) 1.0% (1.0%)

100-125 - Borderline 126-249 - May Indicate Diabetes

8.5% (13.5%) 1.9% (3.7%)

ReportType
Baseline

Begin Date

Jan 2012

End Date

Dec 2013

Gender
All

Age Group
All

Occupation
All

Relationship
All

Filter Field One
All

Filter Field Two
All

Filter Field Three
All

Filter Field Four

All

Prepared On:
08/16/2013



Tables of Lifestyle Risks

Percent of Respondents with High Lifestyle Risks

Book - . .
Sedentary Sedentary Poor Diet Book - Poor Diet
27.2% 28.7% 42.4% 50.7%
Number of Respondents with High Lifestyle Risks
Sedentary Poor Diet
340 530

. Book - High
High Stress Stress
26.1% 33.9%
High Stress

327

Book - Tobacco

Tobacco User

5.9%

User

11.2%

Tobacco User

74

Report Type
Baseline

Begin Date
Jan 2012

End Date
Dec 2013

Gender
All

Age Group
All

Relationship
All

Filter Field One
All

Filter Field Two
All

Filter Field Three

All

Filter Field Four

All

Prepared On:
08/16/2013



Tables of Biometric Risks

Percent of Participants with High Biometric Risks

. . High Blood Book - High . Book - High
Obesity Book - Obesity Pressure Blood Pressure High Cholesterol Cholesterol
0.0% 30.3% 6.9% 14.5% 7.1% 8.4%

Number of Participants with High Biometric Risks

Obesity High Blood Pressure High Cholesterol

0.00 69.00 71.00

High Fasting
Glucose

3.1%

High Fa

Book - High
Fasting Glucose

3.8%

sting Glucose

30.00

Report Type
Baseline

Begin Date
Jan 2012

End Date

Dec 2013

Gender
All

Age Group
All

Relationship
All

Filter Field One
All

Filter Field Two

Filter Field Three

All

Filter Field Four

All

Prepared On:
08/16/2013



Tables of Lifestyle and Self-Reported Biometric Risks

Percent of Respondents with High Lifestyle Risks

Book -

Sedentary Sedentary Poor Diet Book - Poor Diet
27.2% 28.7% 42.4% 50.7%
Number of Respondents with High Lifestyle Risks
Sedentary Poor Diet
340 530
Percent of Respondents with High Self-Reported Biometric Risks
High Blood Book - High
Obesity Book - Obesity Pressure Blood Pressure
26.5% 32.2% 5.3% 7.0%

Number of Respondents with High Self-Reported Biometric Risks

Obesity High Blood Pressure

331 55

High Stress Book - High
Stress
26.1% 33.9%
High Stress
327
High Book - High
Cholesterol Cholesterol
6.3% 4.4%

High Cholesterol

58

Book - Tobacco

Tobacco User
User

5.9% 11.2%

Tobacco User

74
High Fasting Book - High
Glucose Fasting Glucose
1.9% 3.7%

High Fasting Glucose

15

Report Type
Baseline

Begin Date
Jan 2012

End Date
Dec 2013

Gender
All

Age Group
All

Relationship
All

Filter Field One
All

Filter Field Two
All

Filter Field Three

All

Filter Field Four

All

Prepared On:
08/16/2013



Lifestyle Risk Summary Scores

The figure below presents the lifestyle scores of your population. The total lifestyle score is shown as well as a score for each lifestyle category. Lifestyle
scores range from 0 to 100, with 100 representing 100% compliance with public health recommendations. Simply, a higher score suggests a healthier sam-
ple. Vertical lines on each bar represent the book of business scores for comparison.

Average Score by Risk

Total Score

Diet

80.2 (74.1)

66.7 (60.0)

Activity

Stress

83.3(73.7)

76.1(72.7)

Screening

Tobacco

88.8 (80.1)

86.0 (80.9)

Report Type
Baseline

Begin Date
Jan 2012

End Date
Dec 2013

Gender
All

Age Group
All

Occupation
All

Relationship
All

Filter Field One
All

Filter Field Two
All

Filter Field Three
All

Filter Field Four
All

Prepared On:
08/16/2013



Appendix I

Appendix I: Lifestyle Risk Definitions

Respondents are categorized as HIGH risk based on lifestyle behaviors.

Tobacco Use

Current tobacco users are considered high risk.

Activity

Those who report less than 10 minutes of moderate exercise per week, and no vigorous activity are considered high risk.
Diet

Respondents whose daily servings of fruits and vegetables are less than or equal to 1 serving and grain servings are less than or equal to 1 serving are considered
high risk.

Stress

Respondents reporting a stress score of 8 or higher for home, health, or work are considered high risk.

Prepared On:
08/16/2013



Appendix II

Appendix II: The Impact of Health Risks on Medical Claims Experience
Ten Modifiable Health Risk Factors Are Linked to More Than One-Fifth of Employer-Employee Health Care Spending

An underlying premise of the Affordable Care Act provisions that encourage employers to adopt health promotion programs is an association between workers'’
modifiable health risks and increased health care costs. Employers, consultants, and vendors have cited risk-cost estimates developed in the 1990s and wondered
whether they still hold true.

Examining ten of these common health risk factors in a working population, we found that similar relationships between such risks and total medical costs docu-
mented in a widely cited study published in 1998 still hold. Based on our sample of 92,486 employees at seven organizations over an average of three years,
$82,072,456, or 22.4 percent, of the $366,373,301 spent annually by the seven employers and their employees in the study was attributed to the ten risk factors
studied. This amount was similar to almost a quarter of spending linked to risk factors (24.9 percent) in the 1998 study. High risk for depression remained most
strongly associated with increased per capita annual medical spending (48 percent, or $2,184, higher). High blood glucose, high blood pressure, and obesity were
strongly related to increased health care costs (31.8 percent, 31.6 percent, and 27.4 percent higher, respectively), as were tobacco use, physical inactivity, and high
stress. These findings indicate ongoing opportunities for well-designed and properly targeted employer-sponsored health promotion programs to produce sub-
stantial savings.

Goetzel, Pei, Tabrizi, et al. Ten Modifiable Health Risk Factors Are Linked to More Than One-Fifth of Employer-Employee Health Care Spending. Health Af-
fairs. 2012; 11: 2474-2484

Prepared On:
08/16/2013
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Sample Size

PHA Respondents Biometric Participants Both

5,606 5,473 4,990

Lifestyle Score

The scores presented here are the averall lifestyle scores for Time 1, Time 2 and they show the change in the scores for both the client's ecperience and the
baook of business. Anincrease in the score demanstrates that the population, in general, is achieving improved lifestyle risks,

Lifestyle Score Change - Client Change - Book
|
.7 1.9% 1.8%
I, -
Engagement
Coaching+ Online || 2.0%
This graph shows the proportion ofthe cohortwho engaged in either Coaching Only 37%

telephone coaching, on-line activities, or chose to not engage beyvond corre
pleting a Personal Health Assessment in both periods.

online Only - 5.7%

Assessment Only B0.6%

Change in Risks

This set of high lifestyle and biometric risks surmmarizes if the population is showing improvernent in reducing high lifestyle and biometric risks. & green
down arrowr indicates reduction in that high risk facor and red up arrow implies the risk has increased. These high lifestyle and biometric risks have been.

High Stress Poor Diet Sedentary Tobacco User Obese High Cholesterol

A V V. V A AV V

Financial Impact

lWedical Costs-Time 1

High Glucose High Blood Pressure

45,463,566

$218,845

This figure shows the additional medical costs associated with high risks in Time 1
andTime 2. This analysisisbased on models developed using the research
findings of the HERQ that related medical costs to specific high risk lifestyle and
biometric factors. Cost savings, if any, imply that high risks are being reduced in
the population. Acostincrease implies thatrisks are notimproving,

lWedical Costs- Tirme 2

lMedical Costs - Savings/inoease

Report Type
Cohort

Reference Lines
Clignt Only

Assessment Begin Date
20

Gender
All

Relationship
All

Job Type
All
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Demographic characteristics have been strongly correlated with specific risk factors and health behaviors. For example, age and gender distributions are Stratify by

key indicators of potential risk factors and are useful to guide wellness interventions. The data below shows key dernographic mefrics of the population, Mone

Significant differences in age distributions can help explain why some health risks are more prevalent than others. Further, emplovee tenure and job tepe

can also inform workplace culure, Assessment Begin Date

2010
_ Age Ernup
A7.1% Gender
251%

15.5% i i
- g 7, iﬁl&tmnshlp
: 1.53%
16 to 24 25 to 34 35 o 44 45 to 54 95 to a4 65 or maore
Job Type
All
Tenure
High Schoaol orless I3_1% l¥earorless 212%
4-yvear Degree 40.9% MarethansYears 35.0%

Post Gradute _28.1% Unernp oyed |c|.1%
Marital Status Joh Type

Married,-’DnmesFic A5 .0% Professional 51 0%
Parthership
Divaorced -15_1% Labarer | 0.3%
Other -5_2%
Mever Married 35 7oL
Technicl .3.3%

Separated I2.3%
Manageral 14.4%

Widowed §1.0% Cleril -?.4%
Mot Specified |0.u% Sales _ 17 4%
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Lifestyle Risk Summary Report Type

Cohort

The following table describes the risk profile of the population at Time 1 and Tirme 2. The total lifestyle score is shown as well as a de Reference Lines
tailed breakdown by lifestyle category. Scares range from 0 - 100, with 100 representing 100% commpliance with all public health recorn ClientOnly
rmendations. The table below translates the score data into risk categaries (high, moderate, and low). High risk is defined by the preva

lence of a combination of elevated modifiable risk factors the individual may have, Risk status for Time 1, and Time 2 are shown for Assessment Begin Date
both the client and the book. 2010

Average Score by Risk

Gender
All
Relationship
All
Activity Score 737
Job Type

Stress Scare 714

Tobacco Scare 0.0

Screening Score 922

Lifestyle Risk Status of Responders

Overal Risk Stratification (high, moderate, and |ow) is based on individual responses 1o the key lifestyd e isk questions conceming adivity, diet,
stress, tobacco use and body mass index (== 30). Thosewho have a high sk in ary of these lifesyde sk c@regores ane considered high sk, Mod-
eraterisk individuals are those whose lifestde risks are not of high risk, but are not near recorrmendati ons. Lowe risk are those individuals whose
lifestylerisks meetorarevery near recammended public health standards. Detziled risk definitions are in the Appendix |

Overall Risk - High 47 6%
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The data below surmmarizes the incidence of high lifestyle Fisks atTime 1 and Time 2. Twpically obesity is the number one lifestyle Hsk followed by stress, Reference Lines
The risk change shows the propartion of the population thatis no longer at high risk. This proportion is compared against the book of business experience. ClientOnly
Reduction in risk is key in improving the health of the population as wellas reducing claims trend as these measures, along with some biometric risks, hawve

been shown to correlate with medical expenditures. Typically, obesity and stress have the highest occurance in the population. The greatest change in risk

is generally seenin exercise and diet. Obesity is the most difficult measure to move as it often requires signficant weight loss. In most cases, obesity in- Worse
creases unless a large poportion of this population is engaged in telephone coaching, Coaching engagernent has the greatest impact on reducing obesity. B improvement
Percent of the Population with High Lifestyle Risks Maintain / Change Risk Type of Risk Change g;!gssment Begin Date

Mot at Risk 2575
Hizgh Stress 39.4%  Still at Risk 1229 - 57 63

Changein Risk 1,702 i

Less Risks
Mot at Risk 4 535
. . More Risks
PoorDiet Il.0% Still at Risk 23 41.4%
. Same

Changein Risk 780

Not at Risk 4178 2’;”””
Sedentary i5.9% Still at Risk 458 _ 40 0%

Ch inRisk o72

angeinRis Relationship

Mot at Risk 4785 All
Tobacco User Still at Risk 373

Changein Risk 443 Job Type

All

The data below shows the number of people with 0 risks followed by the averagze number of risks for people with &t least 1 risk. It is typical to see about
-'-l.D% of the p?pulatlon with no high I|fe.sty|e ri slks. Qver time, base.d on meaningful engagement in lifestyle programs, the percent of population with MO Examine by Engagement
risks shouldincrease andthe numberwith multiple risks should decline, Mo

Percent of Population with No Lifestyle Risks

Average HMumber of Lifestyle Risks - vith At Least One at Tme 1

LifESWIE Risks _ L

High Lifestyle Risk Definftions

Sedentary: Less than 10 minutes of moderate exercise per wesk, and no vigorous actinty

Poor Diet: Daily servings of fruits and vegetables gre less than or equal to 1 serving and grain servings are iess than or egual to 1 seving
High Stress: Score 7 or higher an stress related to home, health, or work ond manoge stress ‘poorfy’

Tobacco User: Currently use tobacca producs



Lifestyle Engagement

The data below summarizes the engagement pattern of the population between measurement periods and shows the proportion who engaged in less
intensive on-line activities orthosewho choseto engage inlifestyle coaching .

Engagement Type and Intensity

Percent of Population with a Condition that Engaged - 2012
{Program Expansion)

Type of Engagement

Coaching+Online | 2.0%

Coaching Only 5.7%
15.4%
Online Only . 8.7%
Assessment Only

Engagement Pattern by Risk

The engagement patterns is examined across risk status. The expected pattern is for those with greater risk to engage in a more intense intervertion
{i.e. telephone coaching).

& gh s _ 10:5%
SEdentaw _ 3%

Tobacco User 21.3%

Obese 10.3%

Grline onle includes: The nurber of web dasses, nutrition planners, exercise planners qecessed, and the number of challenge interactions.

2% Healthyroads.

Report Type
Cohort

Aszsessment Begin Date
2010

Gender
All

Relationship
All

Job Type
All

Type of Engagement
. Coaching +0Online

Coaching Only

B onlineonty
. Assessment Only
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The data below summarizes the prevalence of the population with high biometric risks at Time 1 and Time 2. The change in risk is the proportion of the

population that are no longer at high risk. This proportion is compared against the book of business experience. It is imporart b note that these are bio- Re.ferenoe Lines
rmetric measurements and not a diagnosis of a condtion. 1tistypical to see reductions in the proportion of the population with high blood pressure as itis Client Only
easily controlled once the respondent is aware. Book of business trends tend to show an increase in the proportion of those with high gucose as diabetes

continuestoincreaseinincidence inthe United States population. Lifestvle programs and medical management are kev inreducing these Hsks, Worse

Percent of the Population with High Biometric Risks Maintain /" Change Type of Risk Change . Improvement

Mot at Risk 4209 Aszszessment Begin Date
High Blood Pressure 12.7% Still at Risk 274 _ 44.0% 200
Change in Risk 545
Mot at Risk 4673
. Less Risks
High Cholesteral §.0% Still at Risk 255 44.1%
. More Risks
Change in Risk 519 . Zame
Mot at Risk 5017
i Gender
High Glumse 5.0% Still at Risk 168 34.5% All
Change inRisk 186
Mot at Risk 3,066 Relationship
All
Obese 39.9%  Still at Risk 1,870 _ =9.5%
Change in Risk 488
Job Type

All
The data below shows the percent of population with O risks and the average number of risks for those with at least 1 risk. Owver tirne, based on rmeaningful
engagement in lifestyle programs, the number with NO risks should increase and the average number of risks should decline. .
Examine by Engagement

Na
Percent of Population with No Biometric Risks

BiometricRisks 29.0%

28.9%

Average Mumber of Biometric Risks - With At Least One at Time 1 Type of Risk Change

15

BiometricRisks

High Biometric Risk Definftions

Obesity: BMI greater than or egual to 20.

Fasting Glucose: Measure of at least 126 mg/dL

High Blood Pressure: Measure of at least 140,90 mm Hg
Total Cholesterol: Measure of at least 240 mg/dL
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The figure below shows the number of people reporting a medical condtion in Time 1, Tirme 2, and the change in the proporion of the

Refi Li
responding popul ation with the risk. Hypertension, Obesity, Arthritis, Back and Neck Disarders generally represent the largest propor clerence Lines

Client Only
tian of medical canditons reported. Clients with farmal biametric screening prograrms will often see a rise in diagnosed diabetes, bvper-
tension, and hyperlipidemia generally in the first few vears of a wellness program as responders act on lab results. Reductions in these
rates also mav indicate a combination of medical management and lifestyle interventions improving the management of the conditon, Assessment Begin Date
2010

Humber of Individuals Reporting these Current Medical Conditions

ypertension | - Gender
ooesity Y 6 Al
Hyperlipidernia _ 274
Diabetes _255 Relationship

All
Heart Conditon [ 52

etabalic Syndrome 23 Job Type
Allerges 1,709 All

Arthritis 311
Back orMNeck 318
Depression 4497
Migraine 356
Asthma 423
Sleep Apnea 210
starmach Disarder 170
Ostecporosis (27
Cancer 31
COPD 13
Gall Bladder =10
Stroke O7

Self-Rated Health

Very Good A40.3%

Good 36.3%

Poor [05%
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The figure below shows the number of people reporting a medical condtion in Tirme 1, Tirne 2, of the responding population with the
condition. Hypertension, Obesity, Arthritis, Back and MNeck Disorders generally represent the largest proportion of medical conditons re

Reference Lines

Client Only
ported. Clients with formal biometric screening programs will often see a rise in diagnosed diabetes, hypertension, and hyperipideria
zenerally inthe first few vears of awellness program as responders act on lab results. Reductons in these rates also may indicate a
combination of medical management and lifestyle interventions improving the managemert of the conditon, Assessment Begin Date
2010
Incidence Rate of In ng these Current Medical Conditions
Relationship
Hyperlipideria All
Diabetes
Job Type
Heart Condition .1.0% Al
Metabolic Syndrome ID.4%
Allergies 28.6%
Arthritis 5.2%
Back orMeck 5.3%
Depression 5.3%
Mli graine DG
Asthrna 1%
Sleep Apnea 35%
Starmach Disonder 8%

Osteoporosis 05%
Cancer  -0.5%

COPD  -0.3%

Gall Bladder -0.2%

itroke -0.1%



Additional Medical Costs Associated with Lifestyle Risks

Financial Costs

i< Healthyroads.

Report Type
Cohort

Assessment Begin Date

Landmark research conducted by the Health Enhancerment Research Organization (HERO) measured the association between modifi- 2010
able risk factors and medical claims costs. Over 45,000 emplovees were included in the study that used HRA data and claims costs. The

results of the study showed that a significantly higher level of medical expenses were associated with 7 out of 10 health risk factors.

The study results suggest that significant health care savings may be realized by designing and encouraging participation in programs

that successfully modify poor health habits. See Appendix Il for abstract of the published paper...

Cost of Each Risk in 2009 Dollars

Depression High Stress

$1,587.33 $1,165 68

Depression

High $tress

High Glucose

Ohese

Tobacco User

High Blood Pressure
sedentary

Grand Total

Depression High Stress

528 1,950

545 2,210

High Glucose

$331.74

Time 1

£996,510
52,269,566
£234,793
%1,159,097
5279,775
£252,500
8271,0149
5,463,566

High Glucose

252

270

Obese

$559.63

Time 1

Obese

2,071

Time 2

2,165

Tobacco User

$361.00

Time 2

51,034,257
82,572,175
£251,570
81,211,707
£151,259
S217,226
5244,218
85,682,411

Tobacco User

775

419

High Blood
Pressure

$314.52

Gender
All

Relationship
All
Sedentary

Job Type
527348 All

Change in Costs

High Blood
Pressure

803

Ga0

S57,747
£502,609
S16,771
552,610
(2128,516)
[%35,575)
(g26,501)
£218,545

Sedentary

231

§93

Goetzel, Anderson, Whitmer, et al. The Association Between Ter Modifiable Risk Factors and Health Care Expenditures . Journal of Qoupational
and Environmental Medicine 1995; 40010); 1-12.



Presenteeism and Absenteeism

Worker productivity is a critical factor in the strength and profitability of a company's overall business performance. Absentesism - the
classic drain on individual and total workforce productivity - can be measured through readily available data on shortterrn disability,
continuance days and farmily medical leave. Bevond the physical presence of emplovees, however, is their daily perfonmance as corn
paredtotheirnormal level of productivity andwork guality.

To address the need for a reliable, research-based measure of presenteeism, Dr. Kenneth Pelletier led a team of researchers at the Stan-
ford University School of Medicine in a study funded by Merck & Co,, Inc. The result of that research was the Stanford Presentesism
Scale-6, ar 5P5-6,which is a survey toaol that assesses the relationship between presenteeism, health problems, and productivity for
working populations.

Az defined by the tool, heightened job performance is increased presenteeism, while diminished presenteeism occurs swhen employvees
work less productively or at a poorer quality than usual due to a health or medical problerm. P56 measures a worket's perception of
his or her ability to overcome the distraction of current physical andfor psychological problems in order to handle job stress, cornplete
tasks, achieve goals and maintain sufficient focus and energy levels. The scale ranges from 6 - 30, with 30 being optimal Presentesisim.

The table below depicts a surmmary of the SP5-6 average score for Time 1 and Time 2 for the client compared to the book of business. In
addition, the proportion of the population with scores below 158 (Low Presenteeism) are shown., These individuals are said to benefit
frominterventions toimprove their ability to deal with the health problems thatimpacttheir productvity.

Presenteelsm

Average Presenteeism Sowe

Percent of Population - Lowt Presenteetsm

12.4%

Relationship between Absenteeism and Presenteeism, Average YWorkdays Missed by Presenteelsm Level

In fact, individual s with high presenteeism, and those with no medical condition are compared with the number of days they missed
wark for an illness (absenteeism). The data generally suggests that those with | ow presentesism also miss rmare work than those who

rmanage their candition,

Level of Presenteetsm

Mo Medical Conditian

High

Liowy 179

i< Healthyroads.

Report Type
Cohort

Reference Lines
ClientOnly

Assessment Begin Date
2010

Gender
All

Relationship
All

Job Type
All
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Report Type
Cohort

Behavioral Health Measures

Reference Lines
Client Only

Percent of Population Reporting Depression Assessment Begin Date
2010

Depression may be described as feeling sad, blue, unhappy, miserable, or down in the durmps. True clinical depression is a mood disor
der inwhich feelings of sadness, loss, anger, ar frustration interfere with everyday life for weeks or longer. The proportion of re
spondents reporting depressive symptoms in shown for Tirme 1 and for Time 2. People who are depressed are more likely to use alcohol  Gender

orillegal substances. Cornplications of depression also include Increased risk of physical health problerns and suicide. All
Relationship
All
Depression 9.6%
Job Type
All

Percent of Population Reporting Alcohol Misuse

Alcohol intoxication may impair brain and motor skill function and possibly deteriaorate sormeone's ability to work. Habitual use can ele
vate an individuals risk far certain cancers, liver disease, and strake. We defined alcahol misuse as reporting at least 1 day in a typical
week where an individual consumed S or more alcoholic beverages.

Alcohal Misuse 201%

Percent of Population Reporting Optimal Sleep

Getting enough sleep is important for our health and wellbeing. Adults sleep about seven hours a night. Sleep problems are common:
itis thought that about 20% of people are affected. Things that can interfere with sleep include: alcohol, drugs and medication, physical
and mental illness, pauses in breathing at night (sleep apnoeal, shift work, and stress. The proportion of respondents that sleep at least
7 hours is shown for Tirme 1 and for Titne 2.

Optirmal Sleep 63.0%



Stress: Health, Home, and Work

Stress iz common in all aspects of life. High levels of stress have shown to have a major impact on emploves health, morale, and produc-
tivity. In fact, according to a recent study those with high stress were more likely to be absent & davs per year than those with low
stress, Work, finances, and family were the highest stress sources. Health, legal, social, and financial stress were predictors of abser-
teeism. Data for those experiencing sources of stress are shown for Time 1 and Time 2.

Levels of Stress - Health

Health - Lo SE.8%

Health - Modemte 40.7%

Health- High d.59%

Levels of Stress - Home

Home - Law
Harme - Maoderate
11.4%

Hore - High

Levels of Stress - Work

Wiark - Lo 20.3%

‘Wiark - Maoderate 45 7%

Wark - High 31.1%

Jacobson BH, &Aldana 5G, Goetzel RE, Wardell KDy, et al. The refationship between percefred stress and seff-reported iness-refated
absenteessm. American lournal of Health Promotion 1996; 11(1); 54-61.

2% Healthyroads.

Report Type
Cohort

Reference Lines
ClientOnly

Assessment Begin Date
2010

Gender
All

Relationship
All

Job Type
All
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Report Type

Workplace Stressors Conort

Ihthe United States, the estimated cost to organizations from a highly stressed workforce ranges between 150 hillion and %10 billion ~ Reference Lines

avear, resultingfrom reduced productivity, accidents, absenteeisrm, emplovee turnover, and health insurance and medical expenses. ClientOnly

Findings frorm two nationwide surveys of Americanworkers showed that 693% of those who were surveyed reported reductionin

productivity attributed to high levels of stress,and 14% indicated that stress had caused thern to quit or change jobs during the pasttwo  Assessment Begin Date
Years, 2010

Based on research conducted by Maysaa H. Mahrmood, PhD, Stephen Joel Coons, PhD-, Mignonne <. Guy, PhD,and Kenneth R, Pelletier,
PhD, MO(he), avworkplace Stressors Assessment Questionnaire was developed. Questions included in the PHa collect a seres of key

questions that provide insight on the ernployee's view of workplace control, reward, role, dermands, relationships and support Data iﬁnder
below surmmarizes the findings and compare the results between those in management roles wersus those in other job tiles between
Time 1 and Tirne 2
Relationship
All
For the Last Six Months, What Are Your Feelings About: (P th terment)
Job Type
All

COMTROL: | feel certain about how rudd

authority | have in myjob %

REWVARD: | feel thatthe work | daois

appreciated BaEek

ROLE: | armn clearwhat my duties and

responsibiliies are atwork -

SUPPORT: If the wark gets difficult, riv

) 53.2%
colleagues will help me

DEMAMNDS: | have more wark to do than |
can dowell

15.8%

RELATIOMNSHIPS: There is tao mud

bickeringinmywork group 1a.0%

tdahmood MH., Coons 31, Guy MC, Pelletier KR Development and testing of the Workplace Stressors Assessment Questiornaire.
Journal of Cccupational and Environmental Medicine 2010; 52(12); 1192-200.



Preventive Health Screenings

One of the objectives of encouraging indivduals to complete personal health assessments is to monitor their compliance with recomre
rmended preventive health screenings that are appropriate for both their age group and gender. Generally, screening rates are [ower in
the firstyear of @ wellness program but as the responder becomes more educated about the importance of the screenings, these rates
should rise. Many key preventive health exams are also conducted using biometric screenings at the worksite, In these instances the
client should see a large propartion of the population campliantwith key preventive health exams such as annual blood pressure and
cholesterol screenings. The data shown here are the proportion of the population that are completing screenings recormrmended for
their gender and age groups, per guidelines established by the United States Preventive Health Task Force.

Percent of Population that Met Preventive Health Screening Guidelnes

Blood Pressure Saeening 7. 2%

Cholesteral Soeening 99.2%

Colonoscopy 61.9%

Physician - Daily Aspinn Inzke 43.7%

Stool Blood Test 35.2%

Preventive Health Screenings for Women

Chlarmydia a0.5%

IWarmography G0.9%

Pap Srnear 91.6%

2% Healthyroads.

Report Type
Cohort

Reference Lines
Client Only

Assessment Begin Date
2010

Gender
All

Relationship
All

Job Type
All
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ration Wellness Dashboard

Eligibility Detail

Eligibility and Engagement

Summary

Engagement Detail
Personal Health Assessments Telephone Coaching

7,974 Partidpants

33,513 Completed Assessments

2

Online Utilization

Biometrics Screenings

25,747 Completed Screenings 8,830 Partidpants

Assessment Report

Telephone Coaching

152011

Incentives

Unique Participants

23,183 Participants

Online Utilization
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Executive Summary peaprliv
Individuals In This Report ‘o
The tables below show the number who completed a Personal Health Assessment and/or a biometric screening,
PHA Respondents Biometric Participants
Cohort Cohort
Age Grow
7,145 5,733 al 5
The figure below shows the proportion who engaged in lifestyle coaching, online activities, or those anly taking an assessment, i
Engagement after PHA, Engagement after Biometric Screening
46.4% 42.6% 44,6% 46.2% Raistionship:
Al A
10.0% 9.E%
Coaching Ginline Only Assessment Cnly oaching Online Only Screening Only
Health Risks
The high lfestyle and biometric risks below summarizs the Smpike's heatth and have besn shown o comelte with medical ¢ Bims expenses. For Baseline reports, the
gresn amows shaw the client's risks are healthisr than the book and the red arrows show the chient is warss than the book: 3 gy squars shows risks are equal to the baok.
For Gohort and Population reports, the 3 mows are compared to the initil period and 3 gray square ilustates risks are unchanged or not reported.
Sedentary P Diet High Stress Tokacco Use Elood Pressure Obesity Cholesteral Fasting Glucose
Medical Costs Associated with Risks
The estimated total cost of each risk factor, per HERO I study, was determined by multiplying the per person cost of being high-risk by the
number of people having the risk for each year, The estimated medical costs are expressed in inflation-adjusted 2009 dollars, Itis important to
emphasize that these estimates are NOT actual claims costs but based on modeling onby,
Tl Estimated Costs far Lifesyke Risks Ectimated Change in Costfor o) Boinnaieg Coms for Biomen: Risks e
Lifestyle Risks for Biometric Risks Prepared On:
Time 1 §3.393851 Time 1 §2,665.822
Time 2 £2,594,356 -$799.495 Time 2 $2,62,275 -$53,547 O8/23/a013
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= Cover Page | Executive Summary | Executive Summary - SelfReported Biometrics | Respondents Measured in this Report | Demographil

Cover Page = -

Exeoutive Summany

Executive Summary - SelfReported Biometrics

E

A

a

Ind Respondents Measured in this Repart

Demagraphics
Lifestyle Risks Ith Assessment andfor a hiometric screening,

BeginDate

Biometric Risks
Self.Reported Biometric Risks Biometric Participants

Engagement Cohort
Distribution of Multiple Risks —

hedical Costs Associated with Risks Séygg Al -
Medical Costs Associated with Ride - Selt-Reporied Biometrics
The [iiatet snyendlabsintisisn) naching, online activities, or those only taking an assessment,
Behavioral Health

Stress: Health, Home, and Wotk
Wolkplace Stressors

Medical Conditions and SRH 44.6% 45.2% Retgtipnship:
Freventive Screenings Al
Aativity Measures
Diet Measures

PH;

Engagement after Biometric Screening

9.8%
Biometric Measures

I Loachin Online Only Soeening Onl
Biometiic Measures - 2 g 9 y @ Onky

Hes Biometiic Measures - 3
SeltReported Blometrics

The | Tables of Lifestyle Risks 4 haue bsen shown to conebie with medica| chims expenses. For Basafine reports, the

A= T, les of Biomelric Rides o shirw the client is wirss than the book: a gy squars shows risks are squs| o the book %

Far ¢ i and ilstrtes risk; hanged or nat repari=d.
"9 Tables of Lifestyle and Seit-Repored Biometric Rises NG 3 gray sUAre TUsE s Hks 12 unchangss or nat r=po

s Blocd Prassurs sty Chalesenol Fasting Glucose
Appendix |

v v v v V A A A

Medical Costs Associated with Risks

The estimated total cost of each risk factor, per HEROQ O study, was determined by multiplying the per person cost of being high-risk by the
number of people having the risk for each year, The estimated medical costs are expressed in inflation-adjusted 2009 dollars, Itis important to
emphasize that these estimates are MOT actual claims costs but based on madeling only,

Estimated Change in Costfor oo b oo e oot for Biometrc Ricks Estimated Change in Cost

Lifestyle Risks for Biometric Risks Prepared On:
Time 1 §3,393,851 Time 1 §2,665,822

Time 2 $2,594,356 -$799.495 Time 2 $2,612275 -$53,547 08/23/2013

Total Estirated Costs for Lifestyle Risks
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Lifestyle Risks

The figure summarizes the prevalence of high lifestyle risks and the proportion is compared againstthe book of business experience, Typically
diet and stress are the most prevalent lifestyle risks,

Members with High Percent Change Of Those Whe Changed

Risk

Sedentary Time 1 §4.2% (28,73 Tirme 1 1731
e - o

T:mqﬁ LBB0% [20.75) Tirne 2 1203

Percent of Sample with High Risk

A7.4% (50.7%) Time 1 3,388

Poor Diet Time 1
60% I 48.5%
3,103

Al

Tirne 2 A4.5% (46.6%) Tirme 2

cupation
Al

[EHI

Al

Age Groug
Dceuostion
Rsiationshn

High Stess  Time 1 - 32.0% 33.5% Time 1 2,285
e .

#

Tirne 2 Tirne 2 1986
Fitter Fiel
(Al -
Tobacco User Time 1 Ii].% (51,25 Teme 1 298
1% Filter Fisld Two
N #2.8% (8l -
Titne 2 I]B%l'.-'m Tiene 2 274
Filter Field Thres
(I -
Multiple Lifestyle Risks
o 1 2 3 Filter Field Four
(Al -
Time1 [ 2 s 3% e | 0.3% 1.15%)
Tirne 1 -l 35.1% [27.1%) A4 (30.9%) 19.2% (24.7% I 1.1% (7.5%) 0.39% (0.9%)
High Lifestyle Risk Definitions Thosa Who Changed
SedeMEry: Less 1en 10N vE5 of mode e e exereise per week, 60 10 WGoUs 2et iy W wpee Prepared On:
Poor Diet; oty servings of froits on! wge e sare (e then or eqawl 1 2 Serving end giin servingsere fess then o eqoo! (.1 e rving
aoeE) 0Ef23/2013

High$tress: score Sorhigher on stress relo ted tohore, health, e work.
Totacsa User: Comently use tobocco produets
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Biometric Risks

The figure summarizes the prevalence of high biometric risks and the proportion is compared against the book of business experience, Itis
important to note that these are biometric measurements and not a clinical diagnosis, Lifestyle programs and medical management are
impartant preventive steps to keep these risk factors from increasing in the future,

. E£nd Date
Members with High Risk Percent Change Change in Risks

Percent of Sample with High Risk

Obese Time 1 - 22.3% (30.3%) Time 1 1257
Time 2 - 25,0% R9.724) Time 2 1312

Age Groun.
High Blood Time 1 .‘m-x 144 Time 1 w3 " =
Pressure BT I 455% -
Time 2 .‘ 13,056 (13.2%) Time 2 Tl alation
Al -
High Fasting Time 1 | 2.4% (3.0 Time 1 a7
Glucose I5.6% s1% - Filter Field COne
Time 2 I?ﬁ“fa 4078 Time 2 105 [l) -
Filter Figld Twg
High Time 1 | 5,13 (8.4%) Time 1 e Al -
Cholesternl - 20.2% 50.6% -
Time 2 || 5.10%8.3%) Time 2 247 [itérReid Thick:
(Al -
Multiple Biometric Risks Fltes el P
o 1 2 3 4 (A -
Time 1 - B6.1% [56.8%) 25.7% (31.9%) I T.48% (9.899) | 0.8% [1.3%) 0.0% (0.1%)
tnez [ sl sexes [ L% 3 0.15% 019
High Biom etric Risk Definitions Those Who Changed
Obesity: BMF greger then o eq el i 30, W o Prepared On:
High Blood Press ure: Meeswe of e tieast 10/90 mm Hg o 08/22/2012

Fasting Gluxse: Measwe of o tieast 126maseh
TotIChoks te ol Measue of ot feest 290 ma
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ReportT:
Engagement Feoerhee
The data belows summarizes the engagement pattern of the sample and shows the proportion who engaged in lifestyle coaching, online
activities, orthose only taking an assessment, Orline Only includes number of web classes, nutritiar plarners, exercise planners gocessed, and challenge BeginDate

interactians,

Type of Engagement after PHA Type of Engagement after Biometric Screening

46.4% 43,6% 44.65% 46.2%
10.0% 9.2%
Coaching Online Only Assessment Only Coaching Orilire Orily Sereening Cnly
Coaching Intensity
1-3 sessions 4 0r more sessions 1-3 sesstons 4 or more sessions

W i

Engagement by Health Risks

Rl D 85.3%

The engagement pattern is examined across risks,

Engagement  [Jl] Coaching Online by Ass=ssment Only
Sedentary Obese
Stress Blood Pressure
44.4% 10.2% 45.4% 36.5% 10.2% 5L3%
Diet Total Chalesteral
[ EEETEEN - -
Tobacco Use Fasting Glucose
rusx s13% o [ -

Prepared On:
08/23/2013
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Medical Costs Associated with Risks

Distribution of Multiple Risks  Medical Costs Associated with Risks

82012 study published in Heaftf Affairs examined the association between ten common modifiable health risk factors and health care costs,
This study was a replication of the landmark research conducted by the Health Enhancement Research Organization (HERC] published in 199§
that showed a significantly higher lewel of medical expenses were associated with 7 out of 10 health risk factors, The 2012 study included 3
sample of 92,466 employees at seven organizations and found very similar relationships bebaween health risks and costs found in the 1996
study, The results of both studies consistently suggest that significant health care savings may be realized by designing and encouraging
participation in programs that successfully modify poor health habits, See Appendix I for abstract of the published paper,

Application of Findings

Using the 2012 model, the table below shows the cost of each health risk and the prevalence in your workforce, The estimated total cost of
each risk factor was determined by multiplying the per persan cost of being high-risk by the number of peaple impacted by the risk factor for
each yeat, The data are expressed in inflation-adjusted 2009 dollars, It is impartant to emphasize that these estimates are MOT actual claims
costs but based on modeling only.

Medical Expenses Assigned to Risks - HERD Study

Depression Sedentary Tobatco Use High Stiess High Glucose Hypeirtension Obesity
§2.184 8606 1587 §413 $1,653 $1,378 $1,091
Mumber of Respondents with Risk
Timel Time Z Time I Time Z Time1 Time 2 Time1l Time2 Time 1 Time 2 Time 1 Time 2 Time 1 Time2
562 403 1im 1303 286 74 2,285 1996 97 105 B23 731 1,257 1312

Total Estimated Costs for Lifestyle Risks Total Estimated Costs for Biometric Risks

?;ﬁ;’ﬂ’;’: Sedertary  Tobacto User  High Stress T”“é:"::_‘w“’ High Glucose Hypertersion  Obesity 1""“[;‘:;"’"'(
Timel $§1227,408 ﬂ.@gaﬁ §1713,732 $943,705 §2.393,851 Timel  $160,341 $1.134094 §1371.387 $2,665,822
Tire 2 $880,152 §728,018 §160,838 $824,348 $2,504356 Tirme I $173,565 $1.007,318 §L431302 $2,612,275

Estimated Change in Cost for Lifestyle Risks

Estimated Change in Cost for Blometnc Risks

s1iba

Depression - Change Hign Glucose - Change

Sedentary - Chiange I o crange
Tobacco Use - Change §1204 )

High Stress - Change ET Bty
Total Lifestyle - Change | [N 7*! Blometric- Change

Gostze], Pei, Tahrizi, ot al. Ten Modifiahle Heabih Risk Faclors Are Linked to More Than One-Fifth of Enyployer- Employee Heslih Care Spending. Feaith 4ffzvs. 2012;
11- 24742404

©Online Utilization
hedical Costs Associated with Risks

Age Groug.
Relationship.

Prepared On:
08/23/2013
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Presenteeism and Absenteeism

Worker productivity is a critical fackar in the strength and profitability of 3 company’s owerall business performance, Absenteeism - the classic
drain on individual and total workforce productivity - can be measured through data on short-term dizability, continuance days and family
medical leave, Beyond the physical presence of employees, housever, is their daily perfarmance as compared to their normal level of productivity
and work quality,

To address the need for a reliable, research-based measure of presenteeism, Dr. Kenneth Pelletier led a team of researchers at the Stanford
University School of Medicine in a study funded by Merck & Co. Ihc The result of that research was the Stanfo iﬂresenteeism Scale-6, or SPS-
6, which is a survey tool that assesses the relationship between presenteeism, health problems, and productivity for working populations,

As defined by the tool, heightened job perfarmance is increased presenteeism, while diminished presenteeism occurs when employees work Gender

less produckively or at a poorer quality than usual due to a health or medical problem, SPS-6 measures aworker's perception of his or her Al —
ability to overcome the distraction of current physical and/or psychological problems in order to handle job stress, complete tasks, achieve
goals and maintain sufficient focus and energy lewels, The scale ranges from 6 - 30, with 30 being optimal presentesism.

The table bE\D\/_u' shows the SPSTE Fwerage score cumpargd to the book of business a_nd t_h_e prupurtimj of the members with scuras_ba\uw 13 A‘::ﬁm =
(low presenteeism). These individuals may benefit fram interventions to improve their ability to deal with the health problems that impact their
produdctivity.

Orcupation

All A

Average Presenteeism Scores

fn ]

Percent of Respondents with Low Presenteeism

Tirre 1 _ 8.0% [11, 459 Filter Fisid Two

Filtar Fisld One
(AN -

A -
Time 2 _ B LT
Filter Field Threa
(Al -

Relationship between Absenteeism and Presenteeism @ &werage Workdays Missed by Presentesizm Level

Filtar Fisie Four

Individuals with low presenteeism, high presenteeism and those with ho medical condition are compared with the number of days they missed A
-

work for an iliness (absentesism]. Those with low presenteeism generally miss more work than those managing their condition.
No Medical Condition High Presenteeism Lo Presenteeismm

e 20 -
Prepared On:
Time 2 -l 18(L7) ENNERT] _5‘4 9.8 0B/23/2013
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Behavioral Health

Depressive symptoms include feeling sad, blue, unhappy, mizerable, or down in the dumps. Having depressive symptoms may indicate clinical
depression, which is a mood disarder in which feelings of sadness, loss, anger, or frustration interfere with everyday life forweeks ar longer.
Peoplewho are depressed are more likely to use alcohol orilleqal substances, Complications of depression also include increased risk of
phwsical health problems and suicide, The proportion of respondents reporting depressive symptoms is shown below, YWe defined the
presence of depressive symptoms by a response of YES to, In the past 2weeks, have you felt lithe interest or pleasure doing things? AND Tn End D
the past 2 week. have vou felt down, depressed, or hopeless?* =

BeginDate

Proportion Reparted Depressive Symptams

Time 1 7.9% (10,3%) Age Group.
Time 2 5.7% [7.5%) Gender
Al -

Alcohol intoxication may impair brain and motor skill functions and possibly deteriorates someaone’s ability to waork, Habitual use can elevate
an individual’s risk for certain cancers, liver disease, and stroke, We defined heawy drinking as more than two alcohalic beverages for males and Ocoupstion

more than one alcoholic beverage for females per day,  This measure is only available for sureeys taken January 25, 2013 and beyond, 1] B
Proportion Reparted Heavy Drinking el
Al ha
Fernale tale
Filter Field One
Time 1| 0.0% [5.0%) D.0% (5,0} 12303 -

Filter Field Two.

Eilter Figld Thrae
Getting enough sleep is important for our health and wellbeing,  Most adults require about seven hours of sleep a night, Sleep problems are ()] -
cammaor: itis thought that about 20% of people are affected. Things that can interfere with sleep include: alcohol, drugs and medication,
physical and mental illness, paused in breathing at night (sleep apnoea), shift work, and stress. The proportion of respondents for categories  Fltar Field Four
of sleep hours i5 showr below, Al

4

0

Hours of Sleep

1-4Hours 5-6 Hours 1-8 Hours 9+ Hours
Time 1 |1.8% (2.5%) 36.0% (35.5%) 50.8% [48.3%) I 10.5% 113,6%)
Prepared On:
Time 2 | 17% (215 7.6% (34159 55.3% (51.5%) l 5.4% (12.3%) 08/2372013

3.29.2016 MCLIENT www.healthyroads.com

Confidential and proprietary. This information may not be released without prior written approval from Healthyroads.



<Healthyroads

B Healthyroads. | cuewr seeonrs

Summary Personal Health Assessment Biometrics Screening Report T Coaching Online Wilization «

= | € 5- SelfReported Biometrics | Presenteeism and Absenteeism | Behavioral Health | Stress: Health, Home, and Work | Waorkplace Stressore| 3

5 Tea
Stress: Health, Home, and Work
shal
Stress (s common in all aspects of life, High lewels of stress hawe a major impact on employee health, morale, and productivity, In fad, according to
one study those with high stress were more likely to be absent 5+ days per year more than those with low stress, Data for those experiencing
three key areas of stress are shown below and the respondent’s management of stress is overlayed, Those with higher levels of stress are less
likely to manage the risk well,

Lewels of Wark-related Stress Lewels of Health-related Stress Lewels of Home-related Stress

i Gender
2 e 1 (RN L2 T = . A ~
> e ST e am m
All -
+ e S i s cecpon
L All -
s e b AN re A

Relationsho

LE - Al -
Le A Fitec Field One
VA @ -
ﬂ-’_ Filter Field Twe

L% 3% i A
A -

noqEea o =
.58 {b F:E ::Hr)ﬁjeln Four B

Time 2

0
T Time1 [

o2
T
e 0 A

9 Tme 1 DR

Tine2 [ 0.8
W Time 1 0.8 [ 3
Time 2 1. l’;
Frepared On:
Jacobson BH, Akana 56, Goemel RZ Vadell KD, e1al, The retationship between percelved stress ang | Stress Management 08/72/2012
self-reported Httness-retated absenteelsny, Amercan Joumnal of Heaith Prometian 1996: 11(1): 94-61 Posrly 0 Fairly to ery wen
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Workplace Stressors ReporiTipe

In the United States, the estimated cost to organizations from a highly stressed workforce ranges between $150 billion and $130 billion a year, e

resulting from reduced produdivity, accidents, absenteeism, employee turnover, and health insurance and medical expenses. Findings fram two
nationwide surveys of American workers showed that §9% of those who were surveyed reported reduction in produdtivity attributed to high
levels of stress, and 14% indicated that stress had caused them to quit or change jobs during the past tuo years,

Mahmood and colleagues developed the Warkplace Stressors Assessment Questionnaire to assess multiple workplace stress dimensions, The
measure provides insight aon employees’ view of warkplace cantrai, reward, rate, demands, relatianships and suppart,

Percent That Agree With Statement

CONTROL: Ifeel certain High Stress Time 1

REWARD: 1feel thatthe  High Stress Time 1 - 52.5% (11.6%)
about how much authority Age Groun

work [ do is appreciated

! All
Lhave In myjob Time 2 Time 2 -S?an‘m
Loy Time 1 Liovag/ Time 1 77.8% (718 i
Moderate Moderate All
Stress Time 2 Stress Time 2 T7.3% (70,47 !
Relatiorshin
All
SUPPORT: If thework gets High Stress Time 1 - 32.3% (54.0%) ROLE: 1 am clear what my High Stress Time 1 T4.5% (B7.4%)
difficut, my colieag ves wil duties and resporsibilEles Stratify by Work Stress

help me e 2 [ o0 are atwerk Time 2 11.2% i96.5%

o e 1. [ oo low/  Timed B9EETAH e sl One

Moderate Moderate

Ly -
stress  Timez - 54,0% (53,13 stress  fime: asm@sa

Filter Fleld Two
L1}
DEMANDS: I have mare  High Stress Time 1 .- 51 (16,959 RELATIONSHIPS: There is High Stress Time 1 .I 16.4% (12.4%) L e

work to do than I mn do too much bickering in my

Filter Field Three
well Time 2 .- S2Pain.amy WOtk group Time 2 .I 17.9% [12.3% Al .

Lo Time 1 .119%:15.9%] Loy 1img1lsz%{1?.ﬁ€| Filter Field Four
Moderate Moderste Al -
S qimez . 14.9% (17.45%) Shress Time 2 Iiﬁ'x, 12,5%

Prepared On:
tahmood MH . Coons ). Guy MC. Pelietier KR. Bevetopment and testing of the Workptace Stressars Assessment Questionnaire. loumal of Occupstional and
Enviton mental Medizine 2010; 52(12): 1192-200 08/23/2013
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Medical Conditions and Self-Rated Health

The figure below shows the number of people reporting medical conditions, Hypertension, obesity, arthritis, back and neck disorders generally
represent the largest proportion of medical conditions reported, Clients with formal biometric screening programs will often see a rise in
diagnosed diabetes, hypertension, and hyperlipidemia generally in the first few years of awellness program as responders act on lab results,
Reductions in these rates also may indicate a combination of medical management and lifestyle interventions have been implemented to manage
the candition.

Proportion of Sample Reporting Medical Conditions

Time 1 Time 2
Hypertension 13.5% 12
Obesity 8.4% 1.0%
Hyperlipidemia 1.8% 7.1%
Back / Meck 5.8% A.9%,
Chronic Pain 47% 41%
Diabetes 3% ENZS
Heart/ Circulatory las 1%
Metabolic Syndrome | 0.5% 0.6%
Atrgies — . N ¢ 5
At I 3
Depression - | EEEA
Asthma . .
Migraine .
Sleep Apnea e {b
Stomach Bowel G | A
Osteoparasis Wi 0.5
COPD | 0.3% 10.3%
Cancer J 0.5% Joa=
Gallbladder Disease | 0.2% 0.1%¢
Heuralogic | 0.2%%
Stroke J0.2% |0.2%
Self-Rated Health
Excellent Wery Good Good Fair Poar
Time 1 . 18,934 [17.0%) - 45,8% (40,5%) 30,7 [34.5%) 1.4% (7,19 | 0.2 [0.6%)
Time 2 . 17.3% (16,3%) - £4,9% (43.2%) 32.8% (33,339 4.7% (5.6% 0.3% (0.4%

BeainDate

Relationship

Al

Filtzr Figl

(Al v
FilterFigld Twg

(Al -
iltar Fisld T1

(Al -

¢ Figl;
(Al -

Prepared On:
08/23/2013
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Preventive Health Screenings

A key obhjective of encouraging individuals to complete personal health assessments is to monitor compliance with recammended preventive
health screenings that are appropriate to specific gender and age groups. Usually screening rates are [oweer in the firstyear of awellness
program but as the members become more educated about the importance of screenings, these rates increase, Many key preventive health exams
are also conducted using biometric screenings at the waorksite, and thus, clients should see a large propottion of the sample compliant with
screenings such as glucose and cholesterol, The data shown are proportions completing screenings recommended for their gender and age

based on quidelines from the U.5, Preventive Health Task Force,

Dally Aspirin Time 1 -| A42,0% [40.5%)

Blant fresae Time 4 _I creteterel e d _I
o]

Staol Test Time 1 30,424 [36.2%) -

Time 2 39.5% 39.5%)
‘Wamen's Health
Pzp Smear Tirne 1 Chiamydia  Time 1 26, 4%% (46 736

Test

Tirne 2 Time 2 37,3% [55.6%0
Mammography Time 1 95, 1% [89.855

Time 2 94,8% [32.1%

Online Wilization

Preventive Screenings >

BeginDate

Eilter Field One
(Al -

Filter Finid
(Al -

Filter Figtd Thrze
(Al -

Filtar Fisld Faur
1] -

Prepared On:
08/23/2013
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Activity Measures &:a:rt_;m
conet =]

The Centers for Disease Control recommends individuals achieve 2 hours and 30 minutes (150 minutes) of moderate-intensity aerobic activity (e.g,, BeinDate
brisk walking) or 1 hour and 15 minutes (75 minutes) of vigorous-intensity activity every week, To meetthese guidelines the frequency of physical
ackivity should be most days of the week and the duration of 3 bout of activity should be at [east 10 minutes, Musde-strengthening activities
thatwork all major muscle groups are also recommended on 2 or more days 3 week, The data below shows the prevalence of responders
meeting the moderate arvigorous exerdise recommendations,

Percent of Population Meeting Recommended Moderate orVigorous Levels of Physical Activity

Gender
e _. e ~ :
Age Group
Al hd
Time 2 57.4% [35.2%]
Dccupation
Distribution of Moderate Intensity Physical Activity - Minutes per Week Al =
Relationshin
0-75 minutes FE-148 minutes 150 or more minutss Al : -
Time 1 57.6% (57,424 315% 25.5%) . 11.5% (15.1%) Filter Field Ons
Al -
Time 2 41525 (52.1%) 24.0% [24.8%) -. I3.6% (19,6%) Filter Field Two.
<10} -
Disttibution of Wigorous Intensity Physical Activity - Minutes per Week Filter Field Three
(Al -
0-24 minutes 25-48 minutes 50-T4 minutes 75 or mare minutes
Filter Field Four
Time 1 §3.7% (56.7%) 11.6% §9.5%) 6.4% [4.4%) .I 28.4% (18.2%) Al -
Time 2 - & 6% (49,8%) 6,4% (8,69 6.5% [4.0%) .- A4,4%, (16,424

Mote. In 2013, the questions and responses regarding exercise were changed, The question setwas revised to capture at 3 more granular level
the amount and type of exercise activity, Itwas believed that the questions asked in the earlier surveys caused an overreporting of vigorous Prepared On:
activity and an underreporting of sedentary activity, &3 a result, questions asked after 2013, are not directly comparable with the previous

question set, 0B/23/2013
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Biometric Measures - 2

Body mass index (EMI) is 3 ratio of weight to height and is an indicator showing if one weighs mare or less than what is healthy, An
individual’s weight includes both body fat and lean body mass (everything but fat), Individuals with high BMI may be at risk for Type 2 diabetes,
coronany heark disease and stroke, metabolic syndrome, certain types of cancer and other chronic conditions,

e

ate

Body Mass Index

Undenweight («18.5] |Mormal Weight [10.5243] Overweight [25.0-29.9 | Class [ Obesity [»=30] | Class I Obesity [»»35) | Class II Obesity [» = 40

AgeGroup
Time 1| 1.2% [1.2%) .8.2% (32,13 ]T.J%m.m. 1505 (18,724 I 5.3% [8,3%) I 3.0% (5,73 all hd
nder
Time 2 | L1% [L.2%) .7.1% {32.8%4 36.9% |33.79€]. 16.2% f18. 426 I 5.5% [8.1%) I B.3% (5.7%) Al -
EBelationshio
Blood Pressure is the force of blood against the vesselwalls. The 'tap’ number is systolic and the "bottom’ humber is diastalic, Individuals that AN =

do not control high blood pressure may be at risk for stroke, congestive heart failure, kidney failure, or heart attack,
Filter Field One

Blood Pressure (Al -
140/90-158/34 - May [ndicaste Stage 1 160/100 of Higher - MayIndicate Stage
115/79 or Below - Normal 120/80-135/89 - Prehypertension Hypertensian 2 Hypertension Filter Field Twg
(Al -
Time 1 - 38,3% (37.6%) 45, 4% 47,55 . 13.2% (12.1%) |2‘n%[2‘?9:.] r—
(Al -

Time 2 - 38.5% (39,53 AT,6% {47,129 .| 12,05 (21.0%) | 1.9% 2.3%) Filtar Fisld Four
(Al -

Large waist circumference can be indicative of excess abdominal fat, which places individuals at greater risk for develupmgﬁhesity—ra\ated
conditions, such as Type 2 Diabetes, high blood chalesterol, high triglycerides, high blood pressure, and coronary artery disease, The following
wialst measurements are high risk indicatars for obesity-related conditions: more than 40 inches (matesy and mare than 35 inches (hon-
pregnant femates).

Proportion with High Risk Waist Circumference By Gender

Females Hales
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1to 24 . 14.0% 0.5% 5% -4.1% I
155 BeginMonth
25 tp 34 . 14.5% 18.3% AR.1% - 5.1 - 2635

BeqinYear

. EndMonth
s - o [l [~ Il
5510 64 -zu.s% 20.9% 51.0% -4.5% -291: EndYear

.
85 or older -m% 10.7% 53.3% IL.S% |2¢EI —

A -
. Murnber of g8
Sedentary Stiess Diet. Tobacca Members Furthet compare by
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el PHARespondents | Biometric Patticipants || Lifestyle Risks | Multiple Lifestyle Risks | Workplace Stressors || Levels of Presentesism >
Lifestyle Risks ReporTyne
5 or older Female | EXZ 2.3% nw [ |
3 BeainMonth
Jdan -
Male . 18,72 16.5% §5.1%% I 0.8% IRT
BeqinYear

I

55 to 64 Fernale - 26,12 26.1% 50.5%% . 4.4% - 1752 2013
EndMonth
{b Male . 16.1% 24.0% 53.6% . 4.5% - 1655

3Htodd Female - 22.9% 34 A4,8% . 1% - 1184 EndYear

Male . 16.4% 30.8% 50.5% -9.0% - 1702  Compare by
45 to 54 Female - 23.3% 8.8 5L1% - 4% - 00

L Further compare by

e P . 3 m

25t0 34 Fermale . 16.7% 20,4% 40.0%5 l 2.6% - 1566
77,55 D

18t 24 Female . 16.9% 5.6% 3r.9% I 13 I 101
bale l 11.0% 15.8% 43.4% - 1% I354
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Assessment Report - How To Use

Healthyroadsreports.com includes three repott designs to communicate the risk status of your sample. These include baseline, cohart, and population designs. The repotts
contain data fram individuals completing a personal health assessment [PHA] or biometric screening. Data fram the PHA include lifestyle risk factors, self-reparted medical
conditions, presenteeism, absenteeism, warkplace culture and behaviaral health metrics. Data from biometric assessments include the major blood panel tests, body mass
index, waist circumference, and cotinine* The data contained in the reports are treated as separate databases [hiomettics and PHA] but are integrated into the reports
below,

Report Types

Baseline

A& baseline study examines the characteristics of the sample at the first measurement period, It is used to understand where the population is at a particular time or under a
particular set of conditions to establish a “baseline,"It is generally used to determine the prevalence of a particular condition, such as obesity or high cholesterol, Follow-
up reports are used to assess changes in the sample by comparing to “baseline” data and these reparts include cohort and population designs,

Cohort

A& cohort report follows the same group of people over time, This study design is often viewed as the gold standard in measuring the success of program interventions
because it evaluates risk factors over time, & cohort report can be interpreted as a story about how the group’s health changes over time, The measurement of time periods
are Time 1simply the first data point on record within the study period and subsequently, Time 2, which represents the last data point on record within the study period,

Cohorts are smaller than ather repart designs since inclusion requires at least two observations from an individual. It is generally very useful to see if individuals are
improving. Cohort reports answer questians like “of the peaple who were obese at Time 1, are still obese at Time 277

Population
A population report is a study of a sample at any given time, In contrast to a cohort report, the population report summarizes metrics at time periods and does not require a

second observation from each person being measured, It is generally used as a surveillance tool to provide a snapshot of those completing an assessment each time,
Population reparts answet simple questians like “What percent of my warkforce is obese™ ar "How many people hawe diabetes”™

Benchmarks

Benchmarks are displayed based on the book of business experience, Healthyroads works with over 150 direct employers and over 12 health plans, The book of business
represents a wide wariety of industries and geographic regions.

Report Minimums

Mo data will appear for the online reports wntil a minimum threshold of 30 respondents has been met, This is true for each metric, not just over completions, For example,
some metrics are asked only for fermales, so 30 females would be required for that information to display,

“Wat alf Biametric tests are included a5 they're based an what each dient purchased o sent via feed. Biometric screening dat appears {f you parchased the lometric benefit or have an electranic feed in
pliace, Biowmetric data is alsa sulject b dota pasting delays.
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