ATTACHMENT A
School board of polk county
medical plan administrative services only (ASO) and employee assistance program (EAP) services
rfp proposal Worksheet
RFP #054-PSC-0410
A. General Information – To Be Completed by Medical ASO and EAP Proposers
1. Provide the following information about your company:

	Company Name
	

	Service Center Location
	

	Primary Contact for RFP
	

	Contact Person Address
	

	E-mail Address
	

	Telephone 
	

	Fax 
	


2.  Indicate the component your company is proposing.  

	Component
	YES
	NO

	Medical ASO
	
	

	Employee Assistance Program
	
	


3. List the personnel your company will assign to help administer the District health plan for each component below.  
	
	Name
	Location
	Years with Company
	Current Work Load

	Account Manager
	
	
	
	

	Account Service Contact
	
	
	
	

	Medical/Clinical Contact
	
	
	
	

	Eligibility Contact
	
	
	
	

	Financial Contact
	
	
	
	

	Implementation Manager
	
	
	
	


4. State physical locations for the following services:
	
	Location
	Hours of Operations

	Customer Service for members
	
	

	Claims Administration 
	
	

	Clinical Care Management/Utilization Management
	
	

	Disease Management
	
	


5. Are any services requested in this RFP outsourced to a third party?______________ If yes, please describe services and indicate if any services are outsourced abroad.   

6. List any accreditations and quality and patient safety awards your company received in the past two (2) years.  Do not include descriptions of the information listed.
	Accreditations
	

	Quality and Patient Safety Awards
	


7. Do you agree to comply with all Scope of Service components outlined in this RFP?  Yes______  No______

Please list any deviations.
	Specification or Scope of Service
	Deviation
	Reason

	
	
	


8. Membership / Covered Lives

	Years Providing Services 

in Polk County
	# Employer Groups 

in Polk County
	# Employer Groups in Polk over 1,000 Lives
	Total # Covered Lives 

in Polk County
	Total # Covered Lives 

in State of Florida

	
	
	
	
	


9. References
	Current Clients
	Contact Name
	Contact Title
	Contact Telephone
	Years as Client

	Large Clients (Public Groups Preferred)
	
	
	
	

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	Former Clients
	
	
	
	

	1.
	
	
	
	

	2.
	
	
	
	


As an officer of the Company, I certify that the information contained in our proposal worksheet is accurate, and our company will be bound by the contents of our proposal.
Signature:  _____________________________
Date: ___________________

Name:  ________________________________
Title: _____________________
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	B.  Administrative Services – To be completed by Medical ASO

	Issue
	Response

	1. List the per cent of customer service calls that result in problem resolution on the first call
	

	2.  If your company is selected, will you provide a copy of the Type II Statement on Auditing Standards (SAS) No. 70, Service Organizations to The District on an annual basis?   
	

	3. For 2009, indicate your performance results in the following categories:

1. Clean claims processed within 10 days;

2. Clean claims processed within 30 days;

3. Average claims turnaround time;

4. Claims coding accuracy;

5. Claims dollar accuracy to include over and under payments;

6. Average speed of telephone answer;

7. Average telephone call abandonment rate;
	

	4. List the percent of claims received electronically, claims processed electronically, and claims completely adjudicated electronically versus manually.
	

	5. Will your company accept eligibility from the District in the established file format and frequency at no additional cost?   
	

	6. Will your proposed contract allow for an annual audit by the District?  List any limitations and specifically address on-site access, limits on claims samples, approval of The District personnel conducting the audit.
	

	7. Describe the options available to the District to utilize your Health Reimbursement Arrangement (HRA) administration in lieu of the current TPA.  Is a debit card available that can be used for medical and pharmacy covered benefits?  
	

	8. Will your company provide HIPAA Certificates of Creditable Coverage for terminated employees and dependents and provide the District with an electronic report?  
	

	9. Indicate whether your claims processing system captures and can report on the following:

a. Laboratory values specific to the member;

b. Compliance with periodic physicals and preventive diagnostic services specific to the member;

c. Plan sponsored biometric screening values specific to the member

d. Disease Management compliance

e. Onsite clinic encounter data
	

	10. List the claims and customer service information that will specifically be available to The District plan members through your company’s interactive tools.
	

	11. List the consumer tools you have available to assist members with obtaining information, provider quality and procedure cost comparisons.
	

	12. Describe the claims fiduciary role your company will assume including your defense of member claims appeals.
	

	13. List the communication materials your company will provide during annual enrollment and during the plan year.  
	

	14. What assistance will your company provide during annual enrollment?
	

	15. State your company’s ability to provide the current plan options and indicate where your plan differs from the SPD/Schedule of Benefits as outlined in the RFP.  
	

	16. Benefit plans should closely match the current coverage provisions as outlined in the SPD/Schedule of Benefits provided.  Please note any deviations.
	

	17. Describe any arrangements you have for members to access Complementary and Alternative Medicine services.      
	

	18. Describe your processes for administration of the following

a. Coordination of Benefits

b. Subrogation

c. Pre-existing Condition Limitations 
	


	C.  Network –To be completed by Medical ASO

	Issue
	Response 

	1. Confirm you have completed the Network Provider Comparison, Attachment B, (all 3 worksheets) and included in Excel format on CD with your proposal.
	

	2. Indicate whether the following groups are participating providers in your proposed network.  List any available service exceptions or limitations:

a. Bond Clinic

b. Clark and Daughtery

c. Gessler Clinic

d. Watson Clinic
	

	3. Indicate any network gaps (no provider contracts) in Polk County for services such as;

a. Hospital-based physician services;

b. Pediatric subspecialties;

c. Rehabilitation Services (inpatient and outpatient);

d. Mental Health/Substance Abuse;

e. Neurosurgery:

f. Oral surgery

g. Other
Indicate how these services will be provided if no network contracts exist on January 1, 2011. 
	

	4. Indicate the percent of participating Network providers in Polk County who are Board Certified/Board Eligible in the following categories:

a. Family Practice
b. OB/GYN

c. Pediatrician

d. Specialist
	

	5. List any provider contracts with Polk County hospitals, free standing facilities, and large physician groups that expire or will be renegotiated within the next 12 months.
	


	6. What is your projected percent increase in Polk County hospital reimbursements for 2010 compared to 2009?  What do you project the increase to be for 2011?
	

	7. Describe the medical services your company will provide for members traveling outside the United States.
	

	8. How many Polk County primary care and specialist providers have been terminated or their contracts were allowed to expire in the past 12 months for reasons other than relocation, retirement, or death?  
	

	9. Do you include capitation as a payment methodology for any of your contracted providers in any of the plans proposed?  If yes, please list contracted providers and services provided for the capitation rate.  Will you provide encounter data for services covered under your capitation rate?  
	

	10. Do your contracts with providers include language that protects the member from being charged fees for a provider’s failure to meet plan certification and authorization requirements?  
	

	11. Do your contracts with Polk County hospitals include protections for members receiving ancillary professional care from hospital based providers (i.e. pathology, radiology, emergency, and anesthesia) not contracted with your company?  If yes, please describe.  
	

	12. How do you communicate with Polk County providers on the following issues?

a. Plan design changes;

b. Evidence based medical guidelines;

c. Provider performance profiles.
	

	13. How and when will you notify the District of any pending provider terminations?  
	


	D.  Health Management – To be completed by Medical ASO 

	Issue
	Response

	1. Is your health plan NCQA accredited?  Provide details of current status.
	

	2. Will you provide a full-time, dedicated clinical care coordinator to be located in Polk County?  How do you envision this clinical resource will be most effective at coordinating care with onsite clinic staff, wellness staff, and the medical community?  
	

	3. What criteria are used to identify a member for case management?  Describe how a patient in case management is communicated with, monitored, and educated.  
	

	4. Identify the Disease Management programs you are proposing, indicate how potential participants are targeted, what is included in the program, and how physicians are notified regarding specific patients.
	

	5. Will you notify the District of large claims activity on a monthly basis including claims cost, diagnosis, prognosis, and current patient status?  
	

	6. Provide results of your Disease Management programs including:

a. Participation results for the past year;

b. Demonstrated return on investment,
c. Improvements in utilization compliance.
	

	7. Describe the wellness support services you will provide to improve the overall health of the population.   Describe how you will coordinate activities with the onsite clinic and wellness staff.   
	

	8. Describe what resources you will provide, included in your ASO fees, to assist the District with targeted health management programs, such as a comprehensive weight management program, including the identification of participants, communication materials, medical and administrative support and physician involvement.
	

	9. Can you administer incentives, such as lower out of pocket expenses, to specific members enrolled in health management programs based on defined criteria?  
	

	10. Fraud and Abuse:  Describe how your Company identifies members who may be fraudulently using and/or abusing benefits.  What action would your company take once identified?
	

	11. Regarding mental health and substance abuse services, describe how you will manage utilization of these services on an outpatient and inpatient basis.  Describe how you will track compliance with Mental Health Parity, autism, and other mandated benefits.  
	


	E.  Reporting and Data Interface – To be completed by Medical ASO

	Issue
	Response

	1. Indicate the proposed method for billing and timeline for payment of ASO fees.    
	

	2. Will you agree to accept the banking arrangement for claims funding in accordance with District standards using ACH debit method with no more than weekly disbursements?  If no, please explain.  
	

	3. List the reports your company will provide, along with the frequency of the reports, which are included in the ASO fees.   Are reports available online and what is the frequency of updating the claims information?  
	

	4. Indicate the claims detail that will be available to the District to coincide with claims funding requests.
	

	5. Will you provide the District with comprehensive claims and eligibility data files on a monthly basis including encounter data of any capitated services and use of the onsite clinic?   
	

	6. Will you agree to provide the monthly claims file in the format defined in Attachment G? 
	

	7. Indicate the documentation your company will provide for 3rd party network discount verification and indicate how it is to be reconciled.
	


	F.  Cost and Performance Guarantees - To be completed by Medical ASO


1. The following provides a breakdown of the PAID medical and prescription drug costs for the past two calendar years.  

Monthly Paid Claims Experience – 2008 – 2009 Plan Year
	Month
	Med
	Rx
	Total Cost
	Membership

	Jan-08
	$4,229,188
	$1,483,444 
	$5,712,632 
	               19,656 

	Feb-08
	$4,471,454 
	$1,451,580 
	$5,923,034 
	               19,699 

	Mar-08
	$5,129,749 
	$1,602,780 
	$6,732,529 
	               19,831 

	Apr-08
	$4,893,657 
	$1,565,250 
	$6,458,907 
	               19,807 

	May-08
	$5,782,130 
	$1,560,473 
	$7,342,603 
	               19,889 

	Jun-08
	$5,502,533 
	$1,570,473 
	$7,073,006 
	               19,915 

	Jul-08
	$6,108,891 
	$1,584,090 
	$7,692,981 
	               19,933 

	Aug-08
	$5,710,845 
	$1,539,236 
	$7,250,081 
	               19,014 

	Sep-08
	$4,630,825 
	$1,588,296 
	$6,219,121 
	               19,191 

	Oct-08
	$5,173,761 
	$1,654,953 
	$6,828,714 
	               19,147 

	Nov-08
	$5,864,232 
	$1,571,975 
	$7,436,207 
	               19,996 

	Dec-08
	$5,188,701 
	$1,601,988 
	$6,790,689 
	               20,109 

	Jan-09
	$4,300,052 
	$1,551,252 
	$5,851,304 
	               20,154 

	Feb-09
	$5,424,476 
	$1,622,651 
	$7,047,126 
	               20,295 

	Mar-09
	$4,959,395 
	$1,784,751 
	$6,744,146 
	               20,249 

	Apr-09
	$5,782,509 
	$1,651,514 
	$7,434,023 
	               20,269 

	May-09
	$6,232,778 
	$1,676,038 
	$7,908,816 
	               20,282 

	Jun-09
	$5,641,272 
	$1,781,630 
	$7,422,903 
	               20,392 

	Jul-09
	$6,913,239 
	$1,759,603 
	$8,672,842 
	               20,378 

	Aug-09
	$6,499,972 
	$1,778,250 
	$8,278,222 
	               20,341 

	Sep-09
	$4,746,798 
	$1,802,308 
	$6,549,106 
	               19,653 

	Oct-09
	$6,300,818 
	$1,070,251 
	$7,371,068 
	               19,338 

	Nov-09
	$4,668,497 
	$1,605,052 
	$6,273,549 
	               19,341 

	Dec-09
	$3,982,455 
	$1,603,666 
	$5,586,120 
	               19,824 


Utilization Summary 

2. The following provides a summary of medical plan utilization by Service Type.
	Service Type
	Service Dates: 10/01/2008 - 09/30/2009

	
	Paid/Count
	Counts/1,000
	PMPM

	Inpatient 
	$7,873.92
	125.6
	$82.41
	                            Note:  Counts Include

	Outpatient
	$941.11
	709.6
	$55.65
	                                 Inpatient - Admissions

	Emergency
	$1,094.30
	174.2
	$15.89
	                                Outpatient - Visits

	Professional
	$70.84
	20,906.5
	$123.42
	                                Emergency Room - Visits

	Total
	 
	 
	$277.37
	                               Professional - Services


	3. Based on the paid claims data and utilization summary provided above, indicate the level of impact you feel you will have on overall utilization and cost.  Will you be willing to negotiate claims cost and utilization targets and guarantees?  13,207
	


Medical Discounts and Cost
	4. Confirm that you have completed the Claims Re-pricing File and return on a CD with your proposal. 
	


5. Indicate the average percent medical network discounts your company currently has in the Polk County for the service categories listed below.  Indicate the minimum discounts your company will guarantee.  
	Polk County Providers
	Current % Discount from Billed Charges
	Guaranteed % Discount for 2011

	Inpatient Hospital
	
	

	Outpatient Hospital Surgical
	
	

	Outpatient Surgical Centers
	
	

	Emergency Room Facility Costs
	
	

	Urgent Care Facility and Professional
	
	

	Professional 
	
	

	Overall
	
	

	Confirm that the above discount guarantees will apply to each year of your contract with the District.
	


6. List your company’s medical trends for Polk County in the following calendar years:
	
	% Unit Cost Increase
	% Utilization Increase
	Total % Increase

	2008
	
	
	

	2009
	
	
	

	2010 Anticipated
	
	
	

	2011 Anticipated
	
	
	


7. Medical Administrative/ASO fees are to be guaranteed and quoted on an incurred claim basis.  Claims administration for incurred but not reported run out claims following termination of the contract are to be included in the proposed fees.   Use the “Subscriber” count to calculate the Per Subscriber per Month (PSPM) cost. 
	
	
	Administrative/ASO PSPM Monthly Fees

	Plan
	Subscribers
	2011
	2012
	2013
	2014
	2015

	All Plans (Per Subscriber Per Month)
	13,207
	$
	$
	$
	$
	$

	
	
	
	
	
	
	

	Total ASO Monthly Premium
	
	
	
	
	
	

	Total ASO Annual Premium
	
	
	
	
	
	

	
	
	
	
	
	
	

	Indicate the PSPM cost for the administration of the District’s Health Reimbursement Arrangement 
	
	
	
	
	
	

	Indicate any optional services and additional fees associated with administration of the Health Reimbursement Arrangement 
	
	
	
	
	
	


	8. Confirm that your ASO fee above includes $2.00 PSPM to be paid to the District for administrative costs associated with the operation of the plan. 
	

	9. List any assumptions, limitations, or exclusions that are conditions of the ASO fees your company is proposing.  Indicate any impact to your proposed fees if any of these conditions are not met.
	


10. The District will consider a fully insured proposal if rates are guaranteed for multiple years.  Indicate your proposed fully insured rates and indicate the number of years these rates will be guaranteed.  The rates should be based on the following tiers:  Employee Only; Employee + spouse; Employee + 1 child; Employee + 2 or more children; Employee + Spouse + 1 child; Employee + Spouse + 2 or more children.  
11. Indicate if the services listed below are included in your proposed ASO fees.  If it is not included, please indicate the cost of these services.  

	Medical Service
	Cost of Service

	
	Included
	Additional Fee

	Full-time, onsite member services representative (dedicated to District)
	
	

	Weekly eligibility discrepancy reports 
	
	

	Current plan design administration
	
	

	On line capability for eligibility additions, changes and deletions
	
	

	On line access to provider network directory and health plan information 
	
	

	Member on-line medical cost comparison tools at provider and procedure level
	
	

	Eligibility file mapping and ongoing receipt of SAP eligibility files
	
	

	Monthly comprehensive eligibility, claims and utilization experience downloads
	
	

	Utilization Management and large case management 
	
	

	Monthly claims file in format specified in Attachment G
	
	

	Coordination of benefits
	
	

	Subrogation of claims 
	
	

	Annual Type II SAS 70 report
	
	

	Bank transaction fees
	
	

	Claims fiduciary responsibility
	
	

	Grievance resolution including defense of appealed claims
	
	

	HIPAA Certificates of Creditable Coverage
	
	

	Annual External Audit to be conducted by the District
	
	

	Mailings of mandatory member notifications related to the health plan
	
	

	Monthly reporting and claims filings with stop loss carrier 
	
	

	Printing and distribution of ID cards annually and replacement cards 
	
	

	Plan document development and benefits summaries
	
	

	On-line network provider administrative tools
	
	

	Underwriting assistance (plan design impact modeling) 
	
	

	Full-time, onsite clinical care coordinator (dedicated to District) 
	
	

	Upload of pharmacy claims from Pharmacy Benefit Manager
	
	

	Health Fair participation
	
	

	Tracking of encounter data from the District’s onsite clinics
	
	

	*Health Risk Assessment tool  online and paper
	
	

	*Site level biometric screenings for completion of HRA 
	
	

	*Disease Management programs
	
	

	Member  educational materials on wellness and other health topics
	
	

	Administration of incentives 
	
	

	24-hour Nurse telephone line
	
	

	Attendance at biweekly  administrative meetings & monthly plan management meetings
	
	

	Medical Director attendance at quarterly utilization review meetings
	
	

	Annual enrollment training and participation at all open enrollment meetings
	
	


*Note:  The District is evaluating options for the administration of these listed services. 
12. Indicate the reduction to your proposed ASO fees for each of the services listed below if the District determines that these services will not be your responsibility.  
	Service
	ASO Fee Reduction

	Health Risk Assessment tool  online and paper
	

	Site level biometric screenings for completion of HRA 
	

	Disease Management programs
	

	Total
	


13.  List the Performance Guarantees your company has included in your premiums and/or fees. 

	Issue/Service
	Performance Guarantee
	Financial Penalty

	1. Please indicate the performance guarantees you are proposing in the following areas, including performance standard, and penalties for failure to meet standard:

a. Plan Implementation

b. Plan document, contract, and banking arrangement agreement completion

c. Network Stability 

d. Accuracy of eligibility

e. Claims Financial Accuracy

f. Claims Processing Accuracy

g. Claims Turnaround Time

h. Timely Reporting 

i. Timely Data Transfer

j. Provider Network Discount Guarantee

k. Employee satisfaction at Good to Excellent


	
	

	2. Indicate the supporting documentation you will provide for your performance guarantees and specify the frequency of reporting outcomes to District.
	
	

	3. Indicate your acceptance of the District determining how, and to what extent, your Company met the performance standards.  Indicate your understanding that the contract may be terminated or the administrative fees frozen for the upcoming plan year if the performance standards are not satisfactory to the District.
	
	

	4. Indicate your understanding that the guarantees will be in effect for the entire length of the contract.
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	A. Administrative  Services – To be completed by EAP providers 


	1. Describe in detail the intake process and how a member accesses EAP services.  
	

	2. Please describe your company’s customer service location, normal hours of operation, and explain how calls are handled after hours, on weekends, or in an emergency situation for EAP services.  Include triage procedures and skill levels of representatives handling calls.    
	

	3. Confirm you will accept member eligibility information in the District’s established format and describe how member eligibility is verified at the time of service.  
	

	4. Indicate the credentials and training of the staff that will provide telephonic and on-site services for Polk Schools.
	

	5. Indicate how your company accommodates non-English speaking individuals, and those with hearing impairment
	

	6. Will your company provide access to a licensed clinician or psychiatrist any time day or night to assist in crisis intervention?


	

	7. List any accreditations, awards, or other recognitions that your company has achieved within the past five years.  


	

	8. Describe in detail how your company deals with member complaints, appeals, and formal grievances.
	

	9. Describe how you will work with Polk Schools risk management, wellness department, or their designee, on the identification of high risk individuals and specific interventions that you will provide to impact overall outcome.


	

	10. Describe how your firm handles mandatory supervisory referrals, including intake, communication, and reporting back to Polk Schools.
	

	11. Provide samples of all operational, cost, utilization, and satisfaction survey reports that will be available to Polk Schools, including frequency.
	


Describe the EAP services that you are proposing to Polk Schools by completing the following:

	Service
	Included in Proposed Fees (Y/N)
	Describe services in detail, including additional cost or limitations 

	Services provided to all employees/ family/household members.
	
	

	Face to face assessments, referrals, follow-up, up to _____ visits (must define) per presenting issue.
	
	

	24 hour/7 days a week access to telephonic counseling.
	
	

	Crisis intervention.
	
	

	Fitness for Duty Assessment.
	
	

	Supervisory referrals.
	
	

	Employee Orientations.
	
	

	Supervisory Training.
	
	

	Management consultations.
	
	

	Quarterly utilization reports
	
	

	Participation on the Polk wellness committee and assistance with activities.
	
	

	Assessment and referral coordination with behavioral health benefits.
	
	

	Early identification and rapid intervention for the following issues:

i. Personal, family, emotional issues;

ii. Marital problems;

iii. Interpersonal conflict

iv. Work-related problems;

v. Stress and burnout;

vi. Grief and loss;

vii. Substance abuse;

viii. Debt Management and budgeting;

ix. Legal issues
	
	

	On-site seminars and workshops (list programs available).
	
	

	Educational materials including EAP brochures, instructions on how to access the EAP, newsletters, posters, wellness seminars, provider directories.
	
	

	Service
	Included in Proposed Fees (Y/N)
	Describe services in detail, including additional cost or limitations 

	In-depth program analysis and recommendations for program revisions.
	
	

	Legal services
	
	

	On-line Will
	
	

	Financial services
	
	

	Online EAP services.
	
	

	Identify Theft services
	
	

	EAP webinars
	
	

	Work/Life services

i. Child care services

ii. Adult care services

iii. Adoption assistance

iv. School assistance

v. College assistance


	
	


	B. Network – To be completed by EAP providers


	Describe your credentialing and contracting procedures with EAP providers, including standards of performance for patient access and care, treatment authorization requirements, encounter reporting, and patient satisfaction.  
	

	Please describe how you measure provider satisfaction with your company, including your most recent satisfaction results in Polk County.


	


List your EAP provider network in Polk County:

	Provider Name/Designation
	Specialty
	Location

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	C.  Cost and Performance Guarantees – To be completed by EAP providers  


Please indicate your proposed fee for an Employee Assistance Program on a Per Employee Per Month (PEPM) basis.  Base your PEPM pricing on the following estimated employee count:

Employee Count:  11,652
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5

	PEPM 
	PEPM 
	PEPM 
	PEPM 
	PEPM 

	$
	$
	$
	$
	$


List the Performance Guarantees your company is willing to extend to the District, including standards and penalties, in the following areas:

	Performance Standard
	Goal(s)
	Penalty

	Utilization of EAP Services
	
	

	Access to Care
	
	

	Patient Satisfaction
	
	

	Customer Service Indicators
	
	

	On-site Services
	
	

	Program Implementation
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