School Board of Polk County
Group Dental Plan, RFP #064-PLA-0510
Attachment A – RFP Proposal Worksheet
Proposer must complete all questions in full and return: (1) a printed and authorized copy of this worksheet, and (2) an electronic copy of this worksheet in a Word document on a CD-ROM (place CD with response marked “Original”). 

	Administration


1. Company Contact Information.
	Company Name



	Corporate Headquarters Address


	Local Office Address

	Company Contact



	
Telephone



	Contact e-mail



	Fax





2. List the number of covered dental lives your company insures.
	Category
	Polk County
	State of Florida

	
	PPO
	

	Covered lives
	
	


3. Please respond to the following questions. 
	
	YES
	NO

	A. Does your Company have at least three (3) years of experience servicing dental plans for groups of 3,000 or more employees?
	
	

	B. Has your Company been licensed to provide dental insurance products for at least five (5) years in the state of Florida?
	
	

	C. Does your Company agree that the account will have no minimum participation requirements?
	
	

	D. Does your Company guarantee rates for a minimum of two (2) years?
	
	

	E. Will your Company generate identification cards for each dental plan subscriber that includes a unique identification number other than a social security number?  
	
	

	F. Will your Company provide Preventive and Basic dental benefits for late entrants during the twelve (12) month waiting period?
	
	


4. Indicate your Company’s retention of clients for the past 3 years.
	Category
	Polk County
	State of Florida

	
	PPO
	PPO

	  Past 3 years
	%
	%


5. Describe the responsibilities of the Account Manager assigned to Polk Schools.  Give a brief biography of the person to be assigned.  Also include the reporting structure within the organization. 
	


6. Provide the following information regarding the personnel your Company will assign to Polk Schools.
	Function
	Name
	Location
	Years Experience
	Years with Company

	Dental Medical Director
	
	
	
	

	Account Management
	
	
	
	

	Provider Relations
	
	
	
	

	Implementation Manager
	
	
	
	

	Annual Enrollment Support
	
	
	
	


7. Provide the following information regarding customer service.  

	Customer Service 

Information & Standards
	

	1. Indicate location of customer service office, and hours of operation.
	

	2. Indicate location of claims office, including hours of operation and toll free telephone number.
	

	3. Describe any web-based tools available for:

a. Benefit Administrators

b. Members

c. Providers
	

	4. Provide your company’s most current customer service performance for the following:

a. Average speed of answer;

b. Call abandonment rate;

c. Claim turnaround time.


	


8. Provide a list of three (3) current clients and one (1) former client of your Company having 3,000 + employees.  Public sector clients are preferred.
	Client Name and 

Number of Employees
	Contract Dates (from/to)
	Contact Person and

Title
	Telephone

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


9. Provide details on your Company’s Dental Claims Review Process.  Include information on ADA Procedure audits, Dental Director claims review, dentist profiling, and percentage of claims reviewed.  

	


	Provider Network 


1. Confirm that you have completed Attachment B - Network Provider Comparison in full.  

	


2. Indicate your Company’s retention of dentists.

	Category

	Polk County

	
	PPO

	General Dentists
	%

	  Past 3 years
	%

	Specialty Dentists
	%

	  Past 3 years
	%


3. Describe how your Company communicates plan changes, administrative and customer service issues, plan limitations and other pertinent information to network providers.  

	


4. Describe how your Company a) selects providers for recruitment; b) credentials and monitors utilization; c) monitors ongoing provider performance; and d) takes corrective action for providers not performing to Company standards.   

	


5. Describe your Company’s service standards and goals used in most recent Polk County provider satisfaction survey of your PPO plans. Confirm and include a copy of the most recent provider satisfaction survey with your proposal.  If Polk County is not included in your most recent provider satisfaction survey, please include a provider satisfaction survey from one of the following counties in your response:  Hillsborough, Orange, or  Osceola county.
	


Proposed Benefit Plans 
1. The following PPO plan design should be the minimum basis for your PPO proposal for in-network and out-of-network services.    
	Procedure
	Low Plan
	Middle Plan
	High Plan

	Preventative
	Schedule
	100%
	80%

	Basic
	Schedule
	80%
	80%

	Major
	Schedule
	50%
	80%

	Out-of-Network Allowance
	Schedule
	Negotiated Fees (MAC)
	80th UCR

	Calendar Year Deductible
	$50 Per Person / $150 Family: Waived for Preventative services.
	$50 Per Person / $150 Family: Waived for Preventative services.
	$50 Per Person / $150 Family: Waived for Preventative services.

	Calendar Year Maximum
	$1000 Per Person
	$1000 Per Person
	$2000 Per Person

	Orthodontia (children only)
	None
	50%
	80%

	Orthodontia Maximum 
	None
	$1000 Lifetime
	$1000 Lifetime


Preventative Services

	Service Type
	Low Plan
	Middle Plan
	High Plan

	Periodic Oral Exam
	Twice per calendar year
	Twice per calendar year
	Twice per calendar year

	Prophylaxis (cleaning)
	Twice per calendar year
	Twice per calendar year
	Twice per calendar year

	Bitewing x-rays
	Twice per calendar year
	Twice per calendar year
	Twice per calendar year

	Full Mouth x-rays
	Once in a three year period*
	Once in a three year period*
	Once in a three year period*

	Fluoride Treatment (children age 19 and under)
	Once per calendar year
	Once per calendar year
	Once per calendar year

	Space Maintainer

(children only)
	Allowance includes all adjustments within six months after installation
	Allowance includes all adjustments within six months after installation
	Allowance includes all adjustments within six months after installation


Basic Services

	Service Type
	Low Plan
	Middle Plan
	High Plan

	Sealants (children age 17 and under)
	Occlusal surface of permanent molars once in a three year period*
	Occlusal surface of permanent molars once in a three year period*
	Occlusal surface of permanent molars once in a three year period*

	Restorative Amalgams & Resins
	As necessary, with replacement limited to 6 months since installation. Alternate benefits may apply to Resins.
	As necessary, with replacement limited to 6 months since installation.. Alternate benefits may apply to Resins.
	As necessary, with replacement limited to 6 months since installation.. Alternate benefits may apply to Resins.

	Periodontal Maintenance (available in place of eligible routine cleaning)
	Each quadrant twice per calendar year
	Each quadrant twice per calendar year
	Each quadrant twice per calendar year

	Endodontics
	Once per tooth in 12 months
	Once per tooth in 12 months
	Once per tooth in 12 months

	Oral & Simple Extractions
	As necessary
	As necessary
	As necessary

	 Anesthesia
	In connection with oral surgery or extractions when it is determined to be necessary
	In connection with oral surgery or extractions when it is determined to be necessary
	In connection with oral surgery or extractions when it is determined to be necessary


Major Services

	Service Type
	Low Plan
	Middle Plan
	High Plan

	Periodontal scaling & root planing
	Once in a two year period*
	Once in a two year period*
	Once in a two year period*

	Surgical Periodontal Procedures
	Once in a three year period*
	Once in a three year period*
	Once in a three year period*

	Inlays, Onlays, Crowns
	Crowns subject to five year replacement rule and missing tooth exclusion
	Crowns subject to five year replacement rule and missing tooth exclusion
	Crowns subject to five year replacement rule and missing tooth exclusion

	Removable Dentures and Partials
	Subject to five year replacement rule and missing tooth exclusion
	Subject to five year replacement rule and missing tooth exclusion
	Subject to five year replacement rule and missing tooth exclusion


*The frequency is measured forward from the last covered date of service for the procedure.
2. Confirm your proposed PPO plans are based on the above requested plan design.  List in detail any deviations (enhancements or reductions) to the above plan design.  If deviations are not listed, it is assumed the above plan design is proposed by your company.   

3. Confirm that you have completed Attachment C – Top Dental Procedures.  On Attachment C you must indicate your maximum dental fee allowance and benefit type (I, II, III, or IV) for each of the listed procedures.  You must include a dollar amount – DO NOT respond with 90th percentile, 80th percentile, etc.   Include with your proposal a complete plan design, Schedule of Benefits, and PPO Network Reimbursement amounts.  
4. For the Low option PPO, please indicate how the member’s out of pocket costs will be calculated when using an in-network PPO provider.

5. For the Low option PPO indicate how the member’s out of pocket costs will be calculated when using an out of network provider.

6. Indicate the following coverage limitations and/or exclusions for your Company’s proposed plan(s).

	Procedure
	Low PPO
	Middle PPO
	High PPO

	Out-of area emergency treatment
	
	
	

	Prosthetics for previously missing teeth
	
	
	

	Access to a pediatric dentist
	
	
	

	Teeth Whitening
	
	
	

	Implants
	
	
	

	Continuation of Orthodontic coverage for treatment in progress
	
	
	

	List any other limitations or exclusions


	
	
	


7. List any value added features of your proposed plans that would provide additional benefits to employees, e.g. annual maximum rollover, Type I exclusion from annual maximum, etc. 

	Value Added Benefit
	Low PPO
	Middle PPO
	High PPO

	
	
	
	

	
	
	
	


8. Please indicate the proposed services your Company will provide.

	Service
	Will Provide Service
	Included in Premium/Fees
	Additional Cost if Not Included

	
	YES
	NO
	YES
	NO
	

	Interface with District for weekly eligibility files in the electronic format established by the District
	
	
	
	
	

	Provide web-based access to Certificates of Coverage
	
	
	
	
	

	Print ID Cards and mail to Participants’ home address
	
	
	
	
	

	Provide claim forms
	
	
	
	
	

	Attend quarterly administrative meetings to review performance 
	
	
	
	
	

	Attend Health Fairs 
	
	
	
	
	

	Provide representatives for annual open enrollment meetings
	
	
	
	
	

	Conduct an annual satisfaction survey of Polk County Network Providers
	
	
	
	
	

	Provide the following reports:
	
	
	
	
	

	Weekly
	
	
	
	
	

	Member Discrepancy
	
	
	
	
	

	Quarterly and Year to Date:
	
	
	
	
	

	Premium, membership, claims and administrative costs
	
	
	
	
	

	Utilization Report by service type
	
	
	
	
	

	Annually:
	
	
	
	
	

	Participant Satisfaction
	
	
	
	
	

	Provider Satisfaction
	
	
	
	
	

	Provider Utilization Reports
	
	
	
	
	


9. Confirm that a sample copy of your standard report package will be provided as a part of your Company’s proposal.
Proposed Premium Rates 
1. Monthly Premiums should be presented using the Employee & Retiree Counts in each tier as provided below.  Pricing is to remain fixed for year 1 (January 1, 2011 – December 31, 2011) and year 2 (January 1, 2012 – December 31, 2012).  Pricing may be a flat rate, fixed rate or rate cap for year 3 (January 1, 2013 - December 31, 2013).

2. The District is requesting two (2) options for consideration:  

Option 1:  Continue offering a fully voluntary dental program

Option 2: Offer a District paid benefit as described below in Option 2
OPTION 1:  Present monthly premiums assuming continuation of a fully voluntary dental program based on your proposed benefits for the Low, Middle and High Plans.    

	
	
	Proposed Monthly Premium
	 Total Monthly Premium

	Low Plan
	Employee & Retiree Count
	Year 1 & Year 2 
	Year 3
	Year 1 & Year 2 
	Year 3

	 Employee Only 
	                                      1,168 
	$
	$
	$
	$

	 Employee & Spouse 
	                                         194 
	$
	$
	$
	$

	 Employee & Child(ren) 
	                                         260 
	$
	$
	$
	$

	 Family 
	                                         185 
	$
	$
	$
	$

	 Total Low Plan Premium 
	                                      1,807 
	$
	$
	$
	$

	 Middle Plan 
	Employee & Retiree Count
	
	
	
	

	 Employee Only 
	                                      2,179 
	$
	$
	$
	$

	 Employee & Spouse 
	                                         535 
	$
	$
	$
	$

	 Employee & Child(ren) 
	                                         676 
	$
	$
	$
	$

	 Family 
	                                         511 
	$
	$
	$
	$

	 Total Middle Plan Premium 
	                                      3,901 
	$
	$
	$
	$

	 High Plan 
	Employee & Retiree Count
	
	
	
	

	 Employee Only 
	                                      1,763 
	$
	$
	$
	$

	 Employee & Spouse 
	                                         581 
	$
	$
	$
	$

	 Employee & Child(ren) 
	                                         296 
	$
	$
	$
	$

	 Family 
	                                         331 
	$
	$
	$
	$

	 Total High Plan Premium 
	                                      2,971 
	$
	$
	$
	$

	 Total Actives 
	                                    8,679 
	$
	$
	$
	$


Is the pricing in year 3 a rate cap?  ________Yes
________No

3.  OPTION 2:  Provide an alternative proposal based on the District paying 100% of the premium for Type I services for the ACTIVE EMPLOYEE ONLY participating on the District’s self-funded medical plan.  All pricing is to remain fixed for year 1 (January 1, 2011 – December 31, 2011) and year 2 (January 1, 2012 – December 31, 2012).  Pricing may be a flat rate, fixed rate or rate cap for year 3 (January 1, 2013 - December 31, 2013).

Type I services to be included in the Board paid benefit include:

	Periodic Oral Exam
	Twice per calendar year

	Prophylaxis (cleaning)
	Twice per calendar year

	Bitewing x-rays
	Once per calendar year

	Full Mouth x-rays
	Once in a three year period


All other covered dental services and dependent coverage for all dental services would be employee paid as a voluntary buy-up plan. The buy-up plan should be based on the plan design outlined in the MIDDLE PLAN as provided in this RFP.  

A:  DISTRICT PREMIUM:  Indicate below the monthly premium to be paid by the District for the Type I services described above.
	
	Proposed Monthly Premium
	Total Monthly Premium

	 
	Active Employee Count
	Year 1 & Year 2
	Year 3
	Year 1 & Year 2
	Year 3

	Type I benefit for all Active Employees that participate on the District medical plan.  
	11,607
	$
	$
	$
	$


Is the pricing in year 3 a rate cap?  ________Yes
________No
B:  ACTIVE EMPLOYEE PREMIUMS:  Indicate below the monthly premium for Active Employees that choose to buy dental coverage for services other than the Type I services defined above; and indicate the monthly premium to cover dependents.  The rates provided below should reflect only the employee premium that will be payroll deducted.    
	
	Proposed Monthly Premium
	Total Monthly Premium

	 
	Active Employee Current Dental Participation Count 
	Year 1 & Year 2
	Year 3
	Year 1 & Year 2
	Year 3

	 Employee Only 
	4,630
	$
	$
	$
	$

	 Employee & Spouse 
	1,080
	$
	$
	$
	$

	 Employee & Child(ren) 
	1,225
	$
	$
	$
	$

	Family
	1,018
	$
	$
	 $
	$

	Total
	7,953
	$
	$
	$
	$


Is the pricing in year 3 a rate cap?  ________Yes
________No

C:  RETIREE PREMIUMS:  Indicate below the monthly premium for Retirees.  The entire premium is Retiree paid.  The District will not be funding the Type I services described above.

	
	Proposed Monthly Premium
	Total Monthly Premiu

	Middle Plan
	Retiree Count
	Year 1 & Year 2
	Year 3
	Year 1 & Year 2
	Year 3

	Retiree Only
	480
	$
	$
	$ 
	$

	
	
	
	
	
	

	 Retiree & Spouse
	230
	$
	$
	$
	$

	
	
	
	
	
	

	 Retiree & Child(ren) 
	7
	$
	$
	$
	$

	
	
	
	
	
	

	 Family 
	9
	$
	$
	$ 
	$

	
	
	
	
	
	

	Total
	726
	$
	$
	$
	$

	
	
	
	
	
	


Is the pricing in year 3 a rate cap?  ________Yes
________No
3. List any underwriting assumptions that would impact your proposed rates for either option presented above.

4. Provide details on the premium breakdown assumptions used for the years your Company’s rates are guaranteed.  Use the percent of total premiums and apply to each category.

	Category
	Assumptions

	Claims Expenses
	

	  Paid
	

	  Incurred
	

	  Total Claims
	

	Administrative Expenses
	

	  Administrative functions
	

	  Materials to be supplied
	

	  Annual Enrollment Personnel
	

	    Company
	

	    Independent Agency
	

	Margin
	

	Commission
	

	Other (Please specify)
	

	Total Administrative
	

	TOTAL
	100%


5. Describe the underwriting formula to be used by your Company to determine the renewal premiums following the rate guarantee.  

	Claims experience impact

	

	Dental trend

	

	Impact of claims history on future trend

	

	IBNR Calculation


	

	Tolerable loss ratio

	

	Administrative expenses

	


6. Confirm that your proposal includes an administrative fee of $1.00 per subscriber per month is to be included as a part of the dental premium to off-set administrative expenses incurred by the District for items such as printing, enrollment, marketing, and other related expenses.
	


	Guarantees


1.
Indicate the Performance Standards and Financial Penalties your Company will include in your contract with the District. 

	Category
	Performance Standard
	Financial Penalties

	Network Turnover
	
	

	Claim Processing Turnaround Time
	
	

	Claim Processing Accuracy
	
	

	Customer Average Speed of Answer
	
	

	Customer Call Abandonment Rate
	
	

	Distribution of SPD’s, Directories, and ID Cards
	
	

	Other (Please list)
	
	


As an officer of the company, I certify that the information contained in our proposal is accurate, and our company will be bound by the contents of our proposal.
_________________________________________________
Signature

_________________________________________________  
Date_______________________
Printed Name/Title
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