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Health Value Model and Evidence
Population More than 156 million Americans suffer from one or more chronic conditions, including:
*  Obesity

. Pre-diabetes
. Diabetes
*  Hypertension

. Musculoskeletal conditions

Approximately 40% of US adults have two or more chronic conditions.

Patient Impact Patient impacts include reduction in A1C, weight loss, increased preventative care, member satisfaction.

Community Impact  Socially vulnerable populations, including those with lower socioeconomic status, minority groups and rural
populations, typically have less access to resources for chronic condition management.

Cost Impact * Simulated average savings at 3 years is $3-4k for the cardiometabolic (CMB) programs.

* $1-2K average annual savings per member for musculoskeletal programs.
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Health Value Key Performance Indicators

Key Clinical Results * 5.5% average weight reduction after 12 months
*  58% achieved normal A1C levels through the prevention program within 12 months.
* 2% average reduction in A1C levels at 12 months for patients in the diabetes program.

*  9.7M+ pounds lost by members since launch and counting.

Patient/User Experience *  90%+ customer satisfaction score and retention rate.
*  55% of members are still engaged after 12 months.

*  50% of members are still engaged after 24 months.

Spending and Resource Use *  $3-4K average annual savings per member for prevention, diabetes, and hypertension programs.

*  $1-2K average annual savings per member for musculoskeletal programs.
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Health Value Evidence Quality — Stage 4b
Methods A publicly available peer-reviewed study published in the American Journal of Preventative Medicine found that participation and engagement in

Omada’s digital Diabetes Prevention Program (dDPP) improved weight, HbA1c levels, and other cardiovascular risk factors compared to enhanced
standard care.

* This was a single-blind RCT among participants with pre-diabetes.

* Participants were randomized to either a dDPP (n=299) or a single-session small group diabetes prevention education class (n=300) with action planning for weight loss.
* The dDPPs consisted of 52 weekly sessions, lifestyle coaching, virtual peer support, and behavior tracking tools.

Measures * Participants were primarily measured on change in HbAlc from baseline to 12 months.

* Overview of participants:
+ 599 total participants
* Mean age 55.4 years, mean weight 102.9 kg
* 91% Caucasian, 61% female
* Recruited primarily through electronic medical records and primary care practices

* Secondary outcomes included change in weight, the proportion of participants that had lost >5% of initial weight, improvement in diabetes risk categories, and changes in
blood lipids and blood pressure.

* Sociodemographic and health literacy data were also collected at baseline.

Investor Insights This study provides real world evidence that d-DPPs demonstrated clinical effectiveness and has significant potential for widespread dissemination
and impact, particularly considering the growing demand for telemedicine in preventive healthcare services.
* The dDPPs produced significantly greater reductions in HbA1lc (-0.23% vs -0.16%) and percentage change in body weight (-5.5% vs -2.1%) at 12 months. A greater
proportion of the dDPPs group achieved a clinically significant weight loss and more participants shifted from prediabetes to a normal HbAlc range (58% vs. 48%).
* The study found that participation and engagement in Omada’s digital Diabetes Prevention Program (dDPP) improved weight, HbAlc levels, and other cardiovascular risk
factors compared to enhanced standard care.
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Health Value Evidence Quality — Stage 4a

Methods A publicly available peer-reviewed study published in the Science of Diabetes Self-Management and Care 2024 found that participation and
engagement in Omada’s digital Diabetes Self-Management Education and Support (DSMES) program could help individuals with type 2
diabetes manage their condition.

» This was conducted as a non-randomized, retrospective cohort study, evaluating clinical outcomes over a 12-month period for commercial
members with Type 2 Diabetes Mellitus.

+ Measures were evaluated with a mix of chi tests, paired t-tests, and linear regression models.

Measures » Participants were measured on change in A1C %, body weight in Ibs, member characteristics, and program engagement.
* Overview of participants:
+ 1,322 total participants
* Mean age 53.5 years, mean weight 230.1 Ibs
* 71% Caucasian, 11.8% Black, 8.6% Hispanic, 57% female
+ All participants were existing or previous users of Omada within a defined time period.

Investor Insights This study provides real-world evidence that members with elevated baseline A1C (28%) enrolled in a digital DSMES program experienced
clinically meaningful and statistically significant reductions in A1C. The findings support existing evidence that scalable digital DSMES
solutions can help individuals with T2DM manage their condition.

* Following a 12-month period of being enrolled in Omada’s digital DSMES program, members experienced a significant decrease in A1C
levels, with those with A1C 28% at baseline experiencing a significant and clinically meaningful reduction in A1C at 3 months (-2.31%) and
maintained significant reductions throughout the study period.

+ Those with A1C 28% had significantly larger mean reductions compared to those with A1C <8% at each time point.

* Members also had significant decreases in weight, and program engagement remained high throughout the study period, suggesting that
the program was successfully able to capture sustained attention and drive clinical outcomes.
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Health Value Evidence Quality — Stage 4a

Methods A publicly available peer-reviewed study published in the Journal of Medical Internet Research Cardio found that
participation and engagement in Omada’s digital hypertension program was effective for self-managing hypertension
over 12 months.

* This was a non-randomized, retrospective observational cohort study evaluating the clinical outcomes of the Omada for
hypertension.

Measures * Participants were primarily measured on change in systolic and diastolic blood pressure (SBP, DBP), body weight (Weight, BMI).
* Overview of participants:
* 1,117 total participants
* Mean age 50.9 years
* 60.5% Caucasian, 50.8% female
* Secondary measures included member characteristics and program engagement.

Investor Insights This study provides real-world evidence that a comprehensive digital health program involving hypertension
education, at-home BP monitoring, and behavior change coaching support was effective for self-managing
hypertension over 12 months.

* Members had significant unadjusted mean reductions in SBP and DBP from baseline to 12 months, particularly for those with

uncontrolled SBP at baseline. More than 48% of members with uncontrolled SBP or DBP at baseline experienced a large enough
improvement to shift down 1 or 2 levels of severity.

* Over half of the members were classified as highly engaged (weekly activities >4) and this subset experienced significantly greater
reductions in SBP compared to those less engaged in the program.

* The study results suggest that program participation helped members with controlled SBP stay within BP goals, while simultaneously
helping members with uncontrolled SBP experience enough change in blood pressure (BP) to change their BP category.
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