AI-POWERED CARE NAVIGATION Thevelink

One system that answers the
phone, delivers the care, and
meets families in their community.

ThriveLink extends the social worker and care navigator workforce with human-monitored Al. A

member calls our Al agent any time — day or night — and gets help understanding and completing
the programs they need. That call connects them to a dedicated care team for concierge SDOH
support and virtual visits, and to mobile pods and community events that bring in-person care to their
own neighborhood. Every step feeds one data trail back to the health plan.
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DATA PLANS CAN BILL AND REPORT S
Every interaction becomes structured, plan-ready data.
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r Build-A-Bot™ A 1 oncanzanons seiECTED 2

G-codes

Billable CHW and community health
integration services, time-tracked

Z-codes (Z55-Z65)
SDOH needs captured at intake and
documented for risk adjustment

D-SNP and Medicaid data feeds

Member-level outcomes formatted
for each line of business

PROGRAMS BY POPULATION

Same flow, tuned to each line of business.

The member journey is identical across populations — what changes is which programs we run and
which quality measures we move.
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Commercial Hospitals / Uninsured
e Concierge SDOH support for members e Medicaid and presumptive eligibility
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» ED diversion: connecting uninsured utilizers
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