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SECTION I

INTRODUCTION AND BACKGROUND
This section will provide background information with regard to The School Board of Miami-Dade County, Florida, hereafter referred to as Miami-Dade County Public Schools (M-DCPS), the Board or the district, including organizational background, description of the current benefits program, and reason for the competitive bid.

Description of Employee Benefit Program

M-DCPS is the area’s largest employer, second only to the State of Florida, employing approximately 44,000 benefit eligible employees.  The majority of these employees are instructional personnel assisted by clerical and custodial personnel.  These three groups comprise the largest segments of full-time staff members.  M-DCPS also offers group medical coverage to retirees.  Currently there are approximately 2,200 non-Medicare eligible retirees enrolled in the group medical program.  There are another 1,800 Medicare retirees enrolled in the Medicare risk program. 

The Office of Risk and Benefits Management oversees all risk management operations of the district, including all aspects of insured and self-insured employee benefits, property/casualty, workers’ compensation, supplemental retirement programs, certificates/contracts/risk operations, supervised by the Risk and Benefits Officer and assisted by the Assistant Risk and Benefits Officer. 

A comprehensive employee benefits program has been designed to retain current employees and recruit potential new employees to M-DCPS.  A majority of M-DCPS employees are covered by a collective bargaining agreement, as there are five labor organizations representing M-DCPS employees and two professional organizations consisting of:
Labor Unions:

· United Teachers of Dade (UTD)

· American Federation of State, County, and Municipal Employees (AFSCME)

· Dade County Schools Maintenance Employee Committee (DCSMEC)

· Fraternal Order of Police (FOP)

· Dade County School Administrators’ Association (DCSAA)

Professional Organizations:

· Confidential Exempt Employees

· Dade Association of School Administrators (DASA)

Purpose of Solicitation

The purpose of this Request for Proposals (RFP) process is to facilitate the receipt of a uniform body of information to review and evaluate the responding Proposals to determine those most capable of providing the services specified in this RFP at the most advantageous cost, and then enter into negotiations with proposers pursuant to Sections 112.08 and 112.081, Florida Statutes, as referenced in Section II Carrier Specification..
M-DCPS is soliciting proposals for the following types of coverage to provide group employee medical, managed behavioral health, wellness and prescription drug benefits for M-DCPS employees, eligible retirees, and their dependents. For specifics of the requested health plan offerings, see Section V Requested Plan Designs and Plan Design Exhibits of this RFP.  Proposals are being sought for the following:
· Fully-Insured (non-participating) and Self-Insured (ASO) medical plans (for active employees and retirees, including a supplemental plan for Medicare entitled retirees) with the carve-outs described below;

·  All Inclusive Fully-Insured (non-participating) and Self-Insured (ASO) medical plans (for active employees and retirees, including a supplemental plan for Medicare entitled retirees) without the carve-outs described below;
· Fully-Insured (non-participating) and Self-Insured Pharmacy Benefit Management (PBM) services on a carve-out basis;

· Fully-Insured (non-participating) and Self-Insured Managed Behavioral Health (MBH) services on a carve-out basis;
· Wellness services (basis of payment will vary by vendor)
In order to provide the Board with a broad array of options, proposals are being requested on a full-replacement and partial replacement basis.  One or more Proposers will be awarded the medical, managed behavioral health, wellness and prescription drug benefits on a fully insured or self insured basis.   The award(s) may be made on an all-inclusive basis or on a carve-out basis 
Medical Plan Environment

In 2002, M-DCPS sought fully insured quotes on a variety of health insurance products that became effective January 1, 2003.  This process resulted in the selection of one vendor, UnitedHealthcare, with the following products:

· Open Access POS

· Medicare Supplement 
· Medicare Risk HMOs
Effective 2/1/2004, the following plan was added:
· Open Access HMO (High Option)
Effective 1/1/2006, the following plan was added:

· Open Access HMO (Low Option)
In 2006, M-DCPS sought fully insured and self insured quotes on a variety of health insurance products that became effective January 1, 2007.  This process resulted in the selection of one vendor, UnitedHealthcare (United), with the following products:

· Open Access POS

· Open Access HMO (High Option)

· Open Access HMO (Low Option)

· Gatekeeper HMO

· Prescription Drug benefits

· Managed Behavioral Health benefits

· Wellness benefits
· Medicare Supplement 

· Medicare Risk HMOs

Employee and Dependent Enrollment
Effective January 1, 2007, employees were allowed to enroll in one plan, while enrolling their dependents in a different plan if they chose to do so.  If enrolled in a different plan than the employee, all dependents in an employee + Child(ren) or Employee + Family unit must be enrolled in the same plan.  For example, the employee may enroll in Employee Only coverage in the POS plan, while enrolling his/her spouse and children in Family coverage in HMO-63.  For a complete enrollment breakdown of employee and dependent enrollment by plan and coverage level, refer to the Medical Participation by Bargaining Unit Exhibit.

Underwriting and Administrative Requirements

Network

The medical carrier(s) or any entity allowed under Florida Statutes to provide health care plans must offer a network of providers that is sufficiently accessible to M-DCPS benefit eligible employees and retirees living primarily in South Florida (Miami-Dade, Broward and Palm Beach counties) and adequate to service that population.  The current program offers a national network POS, two Open Access HMOs covering the state of Florida and one gatekeeper HMO covering the three counties.  The national network is necessary due to employees, retirees and dependents living outside the South Florida area.  
Eligibility Verification 

Eligibility verification will be the responsibility of Fringe Benefits Management Company (FBMC), the School Board’s Section 125 Third Party Administrator.  FBMC will be responsible for confirming that each covered active employee, retiree and the dependents of those active and retired employees meet the eligibility requirements in accordance with M-DCPS eligibility definitions including obtaining any required documentation.  The carrier(s) will have the responsibility of coordinating with FBMC to obtain the necessary eligibility information and updates.

Effective Date

The district’s employee benefits program is currently underwritten on a calendar year basis, for all covered employees, retirees, and their dependents.  The Board is requesting proposals with an effective date of January 1, 2008 for all active and retiree plans.

Contract Term / Rate Guarantees

The district desires a three year contract with the ability to renew for two additional one year periods.  Rates and benefits for proposals effective January 1, 2008 must be guaranteed for a minimum of 12 months (through December 31, 2008).  Rates and benefits for stop loss (12/15 basis with no limitations on maximum carrier liability) must be guaranteed for 12 months (incurred 1/1/08 – 12/31/08, paid 1/1/08 through 3/31/09).  Rate guarantees and/or rate caps for successive years are also being requested.  ASO fee proposals must be guaranteed for 36 months.

Employee Waiting Period

There is no waiting period for M-DCPS employees for newly hired benefit eligible employees, as they are covered on the date of hire.  Coverage for eligible dependents becomes effective on the first day of the month following the first payroll deduction.  

Role of the Consultant
M-DCPS has retained Deloitte Consulting LLP (Deloitte) to assist with the preparation of this RFP, pre-proposal conference, preparation of addenda, etc.  Deloitte acts solely in its capacity as consultant, and is remunerated directly by M-DCPS on a fee basis.  Deloitte does not accept commission payments or overrides.
Full Transparency

M-DCPS recognizes the existence of Florida Statutes, Section 624.1275.  M-DCPS requires full and total transparency in its vendor relationships.  Therefore, any commission, service fee or other form of remuneration paid to any agent, broker, lobbyist or third party must be identified in the proposal and throughout the term of the contract.

Board Contributions

Currently, M-DCPS pays 100% of the employee portion of the medical cost of all plans, provides flex ($10, $30 or $50 monthly) for choosing one of the three HMO plans and subsidizes dependent coverage.  Effective February 1, 2004 employees were permitted to opt out of the health insurance program with certification of coverage elsewhere.  During the 2007 plan year, approximately 3.8% of the employee population waived medical coverage, and thereby receive $100 per month for that waiver.  Please refer to attachment “Historical Premium and Contribution Rates.xls” for more details.  A limited number of employees who retired under selected retiree incentive programs receive Board subsidies.  All other retirees contribute 100% toward the cost of their coverage.  The Florida Retirement System (FRS) provides a health care subsidy of $5 per full year of service (up to a maximum of $150), per month which retirees may assign to payment of their health care coverage. 

SECTION II

CARRIER SPECIFICATIONS

A. Carrier Submission Requirements

The following describes the anticipated proposal process, timing, expected response format, requirements for interaction regarding questions, and contract information.  

M-DCPS reserves the right to waive informalities in any proposals, to reject any and all proposals in whole or in part, and to accept that proposal, if any, which in M-DCPS’ judgment will be in its best interest.

Your responses to this RFP and any subsequent correspondence related to this proposal process would be considered part of the contract, if one were awarded to you.  In the event of a discrepancy among the contract, the RFP and subsequent correspondence, and the proposals, the order of preference in the documents shall be as follows:

1. The language in the contract;

2. The language in the RFP and any subsequent Addenda;

3. Subsequent correspondence; and

4. The language in the proposals.

This RFP is intended to:

· Gather information about Proposers;

· Facilitate network accessibility analysis and review; and

· Procure formal financial/rate quotations.

Once the requested information is received, the Proposers will be evaluated to determine finalists for further discussion.

Timetable

The following is a proposed timetable developed for this project. You will be notified of any significant changes that might occur:
	Task
	Timeframe

	M-DCPS releases RFP to vendors
	May 17, 2007

	
	

	Written questions due to M-DCPS
	May 30, 2007

	Proposals due
	June 19, 2007

	Evaluation Committee Meeting / Finalist 

Presentation
	July, 2007

	Recommended Board Action
	September/October, 2007

	Open enrollment
	November, 2007 

	Plan effective date
	January 1, 2008


Questions and/or Objections

Questions and/or objections concerning the RFP or its attachments can be directed to Mr. Scott B. Clark, Risk and Benefits Officer of the Office of Risk and Benefits Management at Miami-Dade County Public Schools, at the address and/or fax number provided below. Please submit all questions in writing by 3:00 p.m. ET on May 30, 2007.

Mr. Scott B. Clark




Risk and Benefits Officer




Miami-Dade County Public Schools




1500 Biscayne Blvd., Suite 127 B




Miami, FL 33132




Phone:  (305) 995-7155




Fax:  (305) 995-7170

Proposal Submission

Your proposal must clearly indicate the name of the responding organization, as well as the name, address, and telephone number of the primary contact at your organization for this proposal. Your proposal must include the contact name for local service and account management which M-DCPS may contact directly. 

Sealed proposals (four originals (clearly marked as originals) and four copies, for a total of eight written copies of each proposal), along with the equivalent of four (4) CDs containing the proposal in its entirety, including but not limited to electronic copies of all questionnaire responses, bid forms, and collateral materials, will be received on behalf of M-DCPS by:




The School Board of Miami-Dade County, Florida




Bid Clerk, Procurement Management Services, Room 352




1450 NE Second Avenue




Miami, FL 33132

All proposals must be delivered by 2:00 P.M. ET on June 19, 2007. Proposals should be plainly marked on the outside as “REQUEST FOR PROPOSALS FOR DISTRICT HEALTHCARE BENEFIT PROGRAM, RFP Number 065-GG10”.  
NO PROPOSAL WILL BE CONSIDERED IF NOT SUBMITTED IN THE TIMEFRAME SPECIFIED HEREIN. 

M-DCPS assumes no responsibility or liability for any costs you may incur in responding to this RFP, including attending meetings, site visits or negotiations.

Questionnaire

When answering the questionnaire, each question must be restated, followed by the Proposer’s response.  This entire RFP is included in the enclosed CD and your responses must be returned both in hard copy and on a CD. 

Proposal Withdrawal

Any proposal may be withdrawn until the date and time set above for the submission of the proposals. Any proposal not so withdrawn shall constitute an irrevocable offer, up to January 1, 200, to sell to M-DCPS the services set forth in these specifications, or until one or more of these proposals have been awarded, whichever comes first.

Withdrawals may be directed to Procurement Management Services at the address below:




Procurement Management Services, Room 352




1450 NE Second Avenue




Miami, FL 33132

Addenda to This RFP

If any addenda are issued to this RFP, a good faith attempt will be made to deliver a copy of each to those persons or firms who, according to the records of Procurement Management Services, have previously received a copy of this RFP. However, prior to submitting the proposal, it shall be the responsibility of each Proposer to check the website at http://procurement.dadeschools.net/bidsol.htm to determine if addenda were issued and, if so, to obtain such addenda for attachment to the proposal.

Transmittal Letter

Each proposal must contain a transmittal letter and outline all of the desired vendor qualifications which are detailed in Section II and Section III of this RFP.  In addition, the transmittal letter must outline the following:

1. Confirm that all requested information is included as part of the RFP response.  Include the signed (in blue ink) Proposal Certification Form in your response.  This form is included as an attachment in the RFP.  

2. Identify each principal of the firm and any other “key personnel” who will be professionally associated with the development and/or presentation of the proposal. Include a resume of each.

3. Disclose any potential conflict of interest due to any other clients, contracts, or property interest. Include a notarized statement certifying that no member of your firm’s ownership, management, or staff has vested interest in any aspect or department of M-DCPS.

4. Provide any supplemental information which you feel will be valuable to M-DCPS in evaluating the qualifications of your firm and individual personnel in order to provide services as described herein.

Authorized Signature

The signature on the Proposal Certification Form must be that of a duly authorized Officer of the company making the proposal. This manual signature shall pertain to the entire proposal. We have requested that each Proposer submit four (4) originals and four (4) copies of each of their proposals. All eight submissions must contain an original signature (in blue ink) on the Proposal Certification Form.

Florida Statutes

M-DCPS is governed by Florida Statues, Sections 112.08 Group insurance for public officers, employees, and certain volunteers which outlines how the Board must procure health care and Section 112.0801 Group insurance; participation by retired employees which outlines the requirements of the Board for retired employees who choose to participate in it’s health care program.  

Section 112.08 states in part, “Before entering any contract for insurance, the local governmental unit shall advertise for competitive bids; and such contract shall be let upon the basis of such bids.  However, the local governmental unit may undertake simultaneous negotiations with those companies which have submitted reasonable and timely bids and are found by the local governmental unit to be fully qualified and capable of meeting all servicing requirements.”   

Section 112.081 states in part, “Retirees and their eligible dependents shall be offered the same health and hospitalization insurance coverage as is offered to active employees at a premium cost of no more than the premium cost applicable to active employees.”

It is important that Proposers review these statutory requirements and acknowledge that the Board must abide by these provisions when providing responses to this RFP.

M-DCPS retains the right to directly negotiate any aspect of your proposal which complies with the intent of this RFP and satisfies M-DCPS’ objectives for effective, interactive, and proactive claims and network administration. M-DCPS will conduct the RFP process in accordance with Florida Statutes, Section 112.08.

Waiver and/or Rejection of Proposals

M-DCPS reserves the right to waive informalities of any proposals, to reject any and all proposals in whole or in part, and to accept that proposal(s), if any, which in M-DCPS’ judgment will be in its best interest.

Selection Committee

The Superintendent's Ad-Hoc Insurance Committee, pursuant to Board Rule 6Gx13 - 3F-1.022, Professional Service Contracts for Insurance or Risk Management Programs -- Policy, consists of the following:

Deputy Superintendent, Business Operations
Risk and Benefits Officer

Assistant Superintendent, Human Resources, Recruitment and Performance Management

Assistant Superintendent, Labor Relations
Associate Superintendent, School Operations


Representative, United Teachers of Dade (UTD) 
Representative, American Federation of State, County, and Municipal Employees (AFSCME) 

Representative, Dade County Schools Maintenance Employee Committee (DCSMEC) 

Representative, Fraternal Order of Police (FOP) 
Representative, Dade County School Administrators’ Association (DCSAA) 

Employee Benefits Director, Broward County Schools

Additionally, the following representatives will serve as resource persons to the Ad-Hoc Committee:

Representative, Board Attorney’s Office 

Representative, Procurement Management Services 

Director, MWBE & Related Services


Representative, School Board Employee Benefits Consultant

Cone of Silence
Respondents are precluded from contacting individuals who will be participating in the RFP evaluation and selection. No communication is to be conducted with Board Members or evaluators in advance of the final selection.  However, Deloitte Consulting or the Office of Risk and Benefits Management may contact a Proposer for additional information, clarification, or negotiation.  Based on Board Rule 6Gx13-8C-1.212, Cone of Silence, the full definition is as follows:

A. “Cone of Silence” means a prohibition on any communication regarding a particular Request for Proposals (RFP), bid, or other competitive solicitation between:

1. any person who seeks an award therefrom, including a potential vendor or vendor’s representative; and

2. any School Board member or the member’s staff, the Superintendent, Deputy Superintendent and their respective support staff, or any person appointed by the School Board to evaluate or recommend selection in such procurement process.

The Cone of Silence shall not apply to communication with the School Board Attorney or his or her staff, or with designated school district staff, who are not serving on the particular Procurement Committee, to obtain clarification or information concerning the subject solicitation. For purposes of this section, “vendor’s representative” means an employee, partner, director, or officer of a potential vendor, or consultant, lobbyist, or actual or potential subcontractor or sub-consultant of a vendor, or any other individual acting through or on behalf of any person seeking an award.

B. A Cone of Silence shall be applicable to each RFP, bid, or other competitive solicitation during the solicitation and review of bid proposals. At the time of issuance of the solicitation, the Superintendent or the Superintendent’s designee shall provide public notice of the Cone of Silence. The Superintendent shall include in any advertisement and public solicitation for goods and services a statement disclosing the requirements of this section.

C. The Cone of Silence shall terminate at the time the Superintendent of Schools submits a written recommendation to award or approve a contract, to reject all bids or responses, or otherwise takes action which ends the solicitation and review process.

D. Nothing contained herein shall prohibit any potential vendor or vendor’s representative:

1. from making public representations at duly noticed pre-bid conferences or before duly noticed selection and negotiation committee meetings;

2. from engaging in contract negotiations during any duly noticed public meeting;

3. from making a public presentation to the School Board during any duly noticed public meeting; or

4. from communicating in writing with any school district employee or official (including representatives of Deloitte Consulting) for purposes of seeking clarification or additional information, subject to the provisions of the applicable RFP, or bid documents.

The potential vendor or vendor’s representative shall file a copy of any written communication with the School Board Clerk who shall make copies available to the public upon request.

E. Nothing contained herein shall prohibit the Procurement Committee’s representative from initiating contact with a potential vendor or vendor’s representative and subsequent communication related thereto for the purposes of obtaining further clarifying information regarding a response to an RFP, or competitive solicitation. Such contact shall be in writing and shall be provided to the members of the applicable Procurement Committee, including any response thereto.

F. Any violation of this rule shall be investigated by the School Board’s Inspector General and may result in any recommendation for award, or any RFP award, or bid award to said potential vendor or vendor’s representative being deemed void or voidable. The potential vendor or vendor’s representative determined to have violated this rule, shall be subject to debarment. In addition to any other penalty provided by law, violation of this rule by a school district employee shall subject the employee to disciplinary action up to and including dismissal.

Public Entity Crimes

Section 287.133(2)(a) Florida Statute.  A person or affiliate who has been placed on the convicted vendor list following a conviction for a public entity crime may not submit a bid on a contract to provide any goods or services to a public entity, may not submit a bid on a contract with a public entity for the construction or repair of a public building or public work, may not submit bids on leases of real property to a public subcontractor, or consultant under a contract with any public entity, and may not transact business with any public entity in excess of the threshold amount provided in Section 287.017, for CATEGORY TWO for a period of 36 months from the date of being placed on the convicted vendor list.
Public Records Law

It is the practice of The School Board of Miami Dade County, Florida, to evaluate all Requests For Proposals in a public forum open to the Sunshine, pursuant to Florida Statute S286.011 and to make available for public inspection and copying any information received in response to an RFP, in accordance with Florida Statute S119, as such any information sent to M-DCPS is being sent into the public domain.  No action on the part of the proposer would create an obligation of confidentiality on the part of the School Board, including but not limited to, making a reference in the proposal to the trade secret statutes, Florida Statutes §§ 812.081, 815.045.  It is recommended that potential proposers exclude from their response any information that, in their judgment, may be considered a trade secret.

B. Proposal Specifications (Confirmation Statements)
All respondents to this document must be willing to adhere to the following conditions and must so state in their submissions:

1. The medical proposers may be Florida-licensed Health Maintenance Organizations, Florida-licensed Health Insurance Companies.  Pharmacy Benefit Managers may be a PBM, HMO, or Insurance Company.  MBH proposers may be a specialty managed behavioral health administrator, an HMO or Insurance Company.  Wellness providers may be an HMO, Insurance Company, or a specialty wellness provider with the ability to offer worksite wellness and health promotion programs.
2. Current Service Areas - The proposer must offer provider networks in Southern Florida (Miami-Dade, Broward and Palm Beach Counties) in which M-DCPS employees and retirees primarily reside.  The current program offers a national network POS, two Open Access HMOs covering the state of Florida and one gatekeeper HMO covering the three counties.  The national network is necessary due to employees, retirees and dependents living outside the South Florida area.  

3. Proposers proposing on active/non-Medicare eligible retiree plans must also propose coverage for Medicare-eligible retirees, whether as the primary vendor or in an alliance with another vendor that provides such coverage.
4. Proposers offering medical plans with POS, Out-of-Area PPO, OPEN ACCESS AND GATEKEEPER MODEL HMO, Medicare Supplement, or Medicare Risk HMO plan options should be able to offer them on an open access platform with the exception of the gated HMO plan.  
5. Any contract awarded as a result of this Request for Proposal must be in full compliance with all applicable state and federal laws and regulations. 

6. Any reinsurance agreements or joint administrative or joint ventures must be described in detail in your proposal.

7. Any alleged oral agreement or arrangement made by a carrier(s) with any M-DCPS agent or employee will be superseded by the written agreement.

8. A carrier, if requested, must be prepared to present evidence of experience, ability, service facilities, and financial standing necessary to satisfactorily meet the requirements set forth or implied in the response.

9. Notwithstanding any provision in the contracts to the contrary, contracts are non-cancelable by the Proposer for any reason other than non-payment of premiums during the contract period for which the rates are guaranteed.  Renewal quotations for subsequent years may be requested at any time prior to the end of the current plan term.
10. Carrier(s) must be willing to discuss 50/50 Profit Sharing Arrangement.

11. Transfer of Records – If at some date in the future it becomes necessary to terminate the contract, you must agree to transfer to M-DCPS within 15 days of termination, all data and records necessary to administer the plan.  This would include, but not be limited to:

· 24 (or less, if appropriate) months of historical claims data

· Coinsurance and deductible data; and

· Various plan accumulators including lifetime maximum levels. 

12. Licensing – Proposals based upon Florida licensed HMO or Florida licensed insurance companies must have been licensed to transact the appropriate insurance products for at least five (5) years in the State of Florida.
13. Carrier’s Use of Subcontractor – The carrier must perform the majority of the work specified in the document, as determined solely by M-DCPS.  M-DCPS must provide permission for use of a subcontracted carrier for any proposed service.

14. The carrier(s) must directly coordinate with Medicare on behalf of the retiree in processing Medicare Supplement plan claims.

15. M-DCPS reserves the right to audit the claim records and other financial records of the carrier(s), as they pertain to the employee benefit program whenever it is deemed appropriate.  Such audits may be performed by M-DCPS personnel, or by outside auditors selected by M-DCPS.  If M-DCPS performs an independent audit, then M-DCPS’ audit results will be used to ascertain performance compliance.

16. Indemnification of M-DCPS: The Proposer shall hold harmless, indemnify and defend the indemnitees (The following shall be deemed to be indemnitees: The School Board of Miami-Dade County, Florida and its members, officers, employees, and agent) against any claim, action, loss, damage, injury, liability, cost or expense of whatsoever kind or nature including but not by way of limitation, attorney’s fees and court costs arising out of bodily injury to persons including death or damage to tangible property arising out of or incidental to the performance of this Contract (including goods and services provided thereto) by or on behalf of the Carrier, excluding only the sole negligence or culpability of the indemnitee. 

Prior to commencing work under Contract, the selected Proposer shall obtain and maintain without interruption the insurance as outlined below. The Carrier agrees to furnish a fully completed certificate of insurance naming The School Board of Miami-Dade County, Florida as an additional insured, signed by an authorized representative of the insurer providing such insurance coverages. The insurance coverages and limits shall meet, at a minimum, the following requirements:

a. Commercial General Liability Insurance in an amount not less than $5 million per occurrence and $5 million aggregate for bodily injury and property damage.

b. Automobile Liability Insurance covering all owned, non-owned and hired vehicles used in connection with the operations of the Carrier, in an amount not less than $1 million combined per occurrence and aggregate for bodily injury and property damage.

c. Workers’ Compensation Insurance for all employees of the Carrier as required by applicable state statutes.

d. Professional Liability/Errors & Omission Insurance in an amount not less than $5 million per occurrence/aggregate to cover all aspects of liability having to do with administration of health plans, including but not limited to all aspects of managed care and provider contracting, eligibility and contractual liability, medical malpractice, etc.

M-DCPS and its members, officers, employees, and agent shall be named an additional insured on all liability coverages except Workers’ Compensation Insurance and Professional Liability Insurance.

17. Carrier(s) agrees to provide one computer terminal and one service representative for every 6,000 employees enrolled in their plan(s) at M-DCPS’ Risk Management office for medical claims data inquiry, customer service, verification of employee coverage, etc. These representatives will adhere to regular business days/hours pursuant to the M-DCPS business schedule. Additionally, if one of the service representatives is on vacation or unable to work, the carrier agrees to provide a fully trained replacement.  The cost associated with this responsibility will be included in your premiums/fees.  
18. Medical carrier(s) must agree to provide M-DCPS with funding for administration of a Wellness Program at M-DCPS’ Risk Management office. This requirement exists regardless of the carrier(s) funding arrangement (i.e. insured vs. ASO).  Carrier(s) will provide funds in the amount of $2.50 Per Subscriber Per Year (“subscriber” refers to active employees and retirees, not dependents) as of March 31st of each plan year.
19. The carrier(s) must make claim reimbursement forms readily accessible to covered employee.  The carrier(s) must provide M-DCPS with claim forms in an appropriate format for placement on and downloading or printing from M-DCPS Internet website.  Alternatively, the carrier(s) may maintain an Internet website where claim forms are available to enrollees via commonly used browser software.  M-DCPS shall have the right to post a link to any such site(s) on M-DCPS Internet website.

20. Carriers must comply with the minimum performance objectives outlined in the Performance Guarantees Section of this proposal.  Any deviations to the Performance Guarantees Section must be noted in your Deviations from Specifications Exhibit.  It is assumed that each proposer will comply with standard industry administrative procedures (e.g. claims adjudication, EOB distribution, etc.) and thus, are not specifically detailed and addressed in this RFP.
21. Authorized Insurers: Representing or aiding any unauthorized insurer or product is prohibited by Sections 626.901 and 626.902, Florida Statutes. Proposals which include insurance proposed by unauthorized insurers cannot be accepted, except as stipulated by Sections 626.913 through 626.937 under State of Florida Surplus Lines Law.
22. Each Proposer is responsible for full and complete compliance with all laws, rules, and regulations (including those of the Florida Department of Insurance) which may be applicable. Failure or inability on the part of a Proposer to comply with such laws, rules, and regulations (including failure to obtain Florida Department of Insurance approval for filings) shall not relieve the Proposer from its obligation to honor its proposal and to perform completely in accordance with such proposal.
23. Equal Employment Opportunity: It is the policy of M-DCPS that no person will be denied access, employment, training, or promotion on the basis of gender, race, color, religion, ethnic, or national origin, political beliefs, marital status, age, sexual orientation, social and family background, linguistic preference, or disability, and that merit principles will be followed.
Each firm shall be required to indicate its equal employment policy, and provide a detailed breakdown by ethnicity, gender and occupational categories of its work force. See attached Affirmative Action Employment Breakdown form in Attachments Section.
24. Minority/Women Business Enterprise (M/WBE) Participation: M-DCPS of Miami-Dade County, Florida has an active Minority/Women Business Enterprise (M/WBE) Program to increase contracting opportunities for M/WBEs. In keeping with this policy, if a minority firm, which is Woman or African American-owned and operated, is to perform a scope of work, provide documentation to substantiate the M/WBE’s and its staff’s experience in providing this type of service, all M/WBE’s must be certified by the Division of Business Development and Assistance prior to contract award. See M/WBE Application in Attachments Section.
If a Proposer states minority representation, quarterly reports documenting efforts undertaken by the Proposer to maintain the stipulated M/WBE participation will be submitted quarterly and shall include each M/WBE’s name, contact person and the payments it received for the quarter. The reports shall be submitted to: Director, Division of Business Development and Assistance, 1450 NE 2nd Avenue, Room 456, Miami, FL 33132.

25. Financial Rating:  For fully insured proposals only those Proposers that, in the opinion of M-DCPS, are financially secure will be considered.  Proposers that are unable to demonstrate financial strength through agency ratings or where agency ratings do not apply may be required to provide other forms of financial security/backing.  The following rating agencies will be used as a guide for M-DCPS during the RFP process:

	
	Financial Rating:
	Financial Size Category

	AM Best
	
	

	Standard & Poor’s
	
	

	Moody’s
	
	


26. Financial responsibility of subsidiary companies and/or subcontractors must be guaranteed in writing by the proposing company by endorsement of the contract as follows:

In the event the Proposer is unable to pay any loss payable within the time and in accordance with the terms and provisions set forth in the above-referenced agreement the Proposer, Contractor or Parent Company hereby agrees to make such payment therefore in accordance with the terms and provisions of such agreement.
27. M-DCPS expects to enter into a written Agreement (the “Agreement”) with the chosen Proposer. This Agreement shall incorporate this RFP and the Proposer’s proposal. The anticipated terms and conditions of the Agreement are set forth in this RFP and the accepted proposal; however, M-DCPS may include additional terms and conditions in the Agreement as deemed necessary. The chosen Proposer should be prepared to commence providing the required goods or services to M-DCPS upon the signing of the Agreement.

28. Lobbyists: The School Board has a Board rule regarding registration of lobbyists which must be complied with.  Board Rule 6Gx13-8C-l.21 LOBBYISTS

C. Rights Reserved to M-DCPS

29. M-DCPS reserves the right to accept or reject any or all responses submitted for consideration.

30. M-DCPS reserves the right to accept or reject one or more components (i.e. proposed plan of coverage, pharmacy program) of any or all responses submitted for consideration.

31. M-DCPS reserves the right to reject the responses of any carrier that is in default of any prior contract with M-DCPS or for misrepresentation.

32. M-DCPS assumes no responsibility or liability for any costs the carrier may incur in responding to this document, including but not limited to attending meetings or site visits.

33. M-DCPS reserves the right to correct inaccurate awards resulting from its clerical errors.

34. In the development of the Request for Proposal, due diligence has been exercised and all information and data supplied within is believed to be accurate.  The carrier(s) is responsible for determining the full extent of risk within the underwriting of M-DCPS. Neither M-DCPS nor its representatives shall be responsible for any error or omission in the Request for Proposal Document, or for the failure on the part of the carrier to properly assess risk. 

35. M-DCPS reserves the right to request clarification of information submitted and to request additional information from one or more proposer.

36. M-DCPS, at its option, may undertake simultaneous negotiations with those Proposers who have submitted reasonable and timely proposals and which are found to be fully qualified and capable of meeting all servicing requirements (Per Florida Statute 112.08).

37. This Request for Proposal does not commit M-DCPS to award a contract, to pay any costs incurred in preparing an informational proposal for this request or to procure a contract for services or supplies.

38. M-DCPS will reserve the right to be involved in the selection of and/or replacement of all key carrier staff that will represent M-DCPS health care program.  M-DCPS will have authority to request the removal of carrier staff person(s) from the account with just cause and will also be included in the final interview process for candidates to replace any removed staff persons.  Any changes in key staff the carrier makes must be done with 30 days notice and approval of M-DCPS.

39. M-DCPS may cancel its contract at any time with a 90-day advance written notice delivered to the carrier.  Carriers may not cancel the contract for any reason other than non-payment of premiums during the contract period for which rates/fees are guaranteed.
D. Program Design Specifications

40. M-DCPS is soliciting proposals that mirror the following current plans: POS, HMO (High Option), HMO (Low Option), Gated HMO, PPO, Medicare Supplement and Medicare Risk HMO medical plans, and AFSCME hospital indemnity plan.  The current plans are insured through UnitedHealthcare on an Open Access platform for the POS and two HMOs plus a gated HMO through Neighborhood Health Partnership, a UHC subsidiary company. Further, M-DCPS is seeking quotations on potential plan design modifications which have been detailed in Exhibit 19d.  In addition, M-DCPS is seeking proposals for stand-alone programs for pharmacy benefit management, managed behavioral health, and wellness services.  These designs and program specifications have been provided as exhibits to this RFP.  All plans are currently on a fully insured, non-participating basis. (Plan design details are included in the Plan Design Exhibits, SPDs, and Certificates of Coverage).  
41. Plan offerings must be provided on the following bases:

Medical Plans

· A fully insured, non-participating basis. Under this arrangement, the health plan retains any premium surplus and absorbs any premium shortfall.  Prospective rates are based on historical claims experience.  Fully-Insured proposals should be provided with and without PBM services, with and without MBH administration (with the exception of the Medicare Supplement and Medicare HMO plans, where Rx and MBH will remain carved-in) and with and without a Wellness Program; or
· A self-insured (Administrative Services Only “ASO”) arrangement.  ASO proposals will be structured based on the level of expected enrollment.  ASO proposals should be provided with and without PBM services, with and without MBH administration (with the exception of the Medicare Supplement and Medicare HMO plans, where Rx and MBH will remain carved-in) and with and without a Wellness Program;

Pharmacy Benefit Management (Full Replacement except for Medicare Plans)
· A fully insured, non-participating basis. Under this arrangement, the health plan/PBM retains any premium surplus and absorbs any premium shortfall (with the exception of the Medicare Supplement and Medicare HMO plans, where Rx and MBH will remain carved-in).  Prospective rates are based on historical claims experience; or

· A self-insured (Administrative Services Only “ASO”) arrangement. 

Managed Behavioral Health (Full Replacement except for Medicare Plans)
· A fully insured, non-participating basis. Under this arrangement, the health plan/MBH carrier retains any premium surplus and absorbs any premium shortfall (with the exception of the Medicare Supplement and Medicare HMO plans, where Rx and MBH will remain carved-in).  Prospective rates are based on historical claims experience; or

· A self-insured (Administrative Services Only “ASO”) arrangement. 

Wellness

· Fee arrangements for Wellness proposals may vary by proposer.

42. Under a fully-insured arrangement, premiums for each proposed medical plan must be quoted separately as follows:

· Sole carrier

· One of Two carriers

Proposers may choose to quote in one or  both of these categories.

43. Premiums for each proposed medical plan must be quoted separately as follows:

· With prescription drug coverage

· Without prescription drug coverage

· With MBH coverage

· Without MBH coverage

· With wellness program

· Without wellness program

44. ASO medical proposals must be quoted with and without PBM, MBH and wellness services.  In addition, fully-insured carriers may be offered alongside self-insured carriers.

45. The carrier must agree not to adjust premium rates during the guarantee period due to participation levels.
46. If a carrier is awarded medical and prescription drug coverage, either on a fully-insured or self-insured basis, the carrier must agree to report all pharmacy rebates received due to M-DCPS member utilization and to use these rebates to offset claim expenses (to the extent the rebates are retained by the carrier).
47. Premium rates are to be provided based on the current six-tier structure (i.e., employee only, employee + child(ren), employee + spouse, employee + family and one child and two or more children).  The rate relativity for the tiers should match those specified in the Plan Design Exhibits.  Proposers must duplicate the currently available employee-only and dependent choices currently offered by M-DCPS.  See Exhibit 8, Dependent Plan Options Exhibit.
48. Effective January 1, 2007, employees were allowed to enroll in one plan, while enrolling their dependents in a different plan if they chose to do so.  If enrolled in a different plan than the employee, all dependents in a family unit must be enrolled in the same plan.  For example, the employee could enroll in Employee Only coverage in the POS plan, while enrolling his spouse and children in Family coverage in HMO-63.  Premium rates for the dependent units will be determined by subtracting the Employee Only rate from each dependent tier rate. 
49. The contract must be sitused in Florida.

50. The proposer must provide currently insured participants continued coverage on a no-loss, no-gain basis.

51. The actively-at-work requirement is to be waived for all current participants including those individuals on a Board-approved leave of absence, COBRA continuance, short-term and long-term disability.  All covered members must be provided continued coverage under the new insurance arrangements.
52. There is no waiting period for M-DCPS newly hired benefit-eligible employees, as they are covered on the date of hire.  Coverage for eligible dependents becomes effective on the first day of the month following the first payroll deduction.
53. The program of benefits is to be effective on January 1, 2008.
54. Renewal actions may be required at any time during the plan year.. The successful proposer(s) shall agree to a renewal formula during finalist negotiations.
55. Carrier(s) must retain all fiduciary responsibilities, including, but not limited to responsibility for all appeals.  Carrier(s) must be responsible for HIPAA administration (notification and certificate of coverage).  Any cost associated with responsibility must be included in the administrative fees exhibit contained within the Financial Exhibits- Ex.19-24 attachment of the Appendix .

56. Carrier(s) must agree to no minimum participation requirement levels as a result of the RFP process or during the life of the contract with M-DCPS.

57. Carrier(s) must agree to maintain benefits and administrative procedures in the selected health care plans, without changes, for the term of the plan year (regardless of funding arrangement).  Maintenance of benefits provisions include all health care benefits, including but not limited to the prescription drug formulary. 
58. M-DCPS must approve any communication materials sent to M-DCPS members in advance.

59. Proposers must agree to accept retroactive eligibility adjustments as directed by M-DCPS, regardless of timeframe.  M-DCPS is the final authority concerning member eligibility.

E. Plan Eligibility

Plan eligibility by classification type is listed below. The carrier(s) must be able to accept all definitions without exception, and accept responsibility for coverage eligibility verification.

60. Eligibility verification will be the responsibility of Fringe Benefits Management Company (FBMC), M-DCPS’ TPA.  FBMC will be responsible for confirming that each insured employee and their dependents meet the eligibility requirements in accordance with M-DCPS eligibility definitions including obtaining any required documentation.

61. Active Employees: All benefit-eligible employees appointed to an established position are eligible for medical coverage. This includes employees on certain M-DCPS approved leave of absence.  All active employees are eligible for coverage on the date of hire.

62. Dependent Spouse or Domestic Partner: An employee’s legal spouse or Domestic Partner is eligible for coverage as long as the spouse or Domestic Partner is not a full-time M-DCPS employee and covered by one of the School Board’s health plans.

63. Dependent Child(ren): M-DCPS offers group coverage for the non-spouse dependents of its employees and retirees, inclusive of:

· Employee’s own unmarried children (to the end of the calendar year in which they turn age 25)

· Adopted children

· Stepchildren if they reside in the employee’s household and are dependent upon the employee for support

· Grandchildren up to 18 months of age if the parent is a covered dependent.

64. AFSCME Food Service Employees:  Permanent part-time food service employees who have completed five or more years of service and are scheduled to work 15 or more hours per week will be provided Board-paid medical insurance.

65. Retirees:  M-DCPS makes medical benefits available to both non-Medicare eligible and Medicare eligible retirees. The insurer bills most retirees directly and the retirees remit premium directly to the insurer/proposer. For non-Medicare retirees (early retirees), the district cannot charge the retiree a premium greater than that charged to an active employee. Some retirees, however, elect to have their premium withheld from their State of Florida Retirement System check. A limited number of employees retired under selected retiree incentive programs receive Board subsidies.  All other retirees contribute 100% toward the cost of their coverage.  The Florida Retirement System (FRS) provides a health care subsidy of $5 per full year of service, per month which retirees may assign to payment of their health care coverage.  Benefit levels for retirees under 65 are the same as for active employees. Retirees who opt out of the plan are not allowed to re-enroll in the plan except when mandated by the state legislature

66. Domestic Partners: Effective 1/1/02, the definition of dependent was expanded to include domestic partners.

67. All Dependents: Coverage for any dependent is effective the first of the month following the first payroll deduction.

68. AFSCME Hospital Indemnity Plan: Permanent part-time employees not covered for medical insurance above are eligible for benefits of $350 per day for a maximum of 31 days for hospital confinement.  Pre-certification must be made through the carrier’s pre-admission certification process for non-emergency hospitalization.  A separate monthly rate is required for these employees.  As an alternative, proposals are being requested to provide a benefit of $500 per day for a maximum of 40 days of hospital confinement without the pre-certification requirement.
69. Medicare Risk HMOs: All Medicare eligible retirees residing in Miami-Dade County, Broward County or Palm Beach County are offered group Medicare Risk HMO plans through the group medical carrier.  Any retiree selecting a Medicare Risk HMO through an alternate carrier will not be permitted to reenroll into the Medicare Supplemental plan at a later date. 
F.
Network 
The proposer must provide all requested GeoAccess analyses (“Network Access”), Network Profiles, and disruption analyses in the requested format.  This applies to medical, PBM and MBH proposers.

70. Proposer results must demonstrate sufficient member access to provider networks, as defined by access standards within Medical Network Exhibits-Ex. 9-11 attachment. The proposer must provide all requested GeoAccess analyses (“Network Access”), Network Profiles, and disruption analyses in the requested format.  This applies to medical, PBM and MBH proposers
71. The size, accessibility and adequacy of provider network, including pharmacies, will be evaluated. In addition to general questions concerning network size and contract status with certain hospitals and other providers, this RFP will require:
· Extensive analysis on the part of each proposer, matching your proposed network(s) to M-DCPS’ utilized providers;

· Each proposer will submit an electronic provider directory of their proposed Florida network(s) (file layout will be specified)
All new members coming into your organization who are currently a patient of a provider that is within your network will maintain the ability to utilize those providers upon enrollment in your plan. In the event those providers have a closed practice with your organization, the closed status will not apply to those members
G.  Quality Assurance

72. The successful proposer(s) must be willing to discuss quality assurance processes and reporting including but not limited to, the following:

1. Provider-specific performance reports (based on entire book of business, with third-party verification rights).  These reports, at a minimum, should include: a) calculation of hospital admission rates for both non-emergency surgeries and ACS conditions; b) service utilization rates; and c) comparative cost analysis of hospitals and physicians (see next page for further elaboration).

2. Beneficiary reports that track improvements or deterioration in our members’ health status. (Wellness Programs)

3. Detailed information on: a) the methods that health plans use to monitor provider performance and take corrective action with low quality, inefficient providers; and b) the results of these interventions.

4. Willingness to collaborate with purchasers in a new partnership based on transparency principles and purchaser participation in selection of high value providers and health plan-provider contract negotiations.

5. Pay for performance contract provisions that incorporate incentives in purchasers’ contracts with health plans.
SECTION III

PERFORMANCE GUARANTEES 

Carrier Instructions:

For each of the performance guarantees below you must either accept or decline each statement, as outlined. If you fail to respond to each statement (where an option of accept/decline is given) your response will be considered invalid.  If the performance guarantee does not apply to you, please indicate with “N/A”.  We request that proposers put a total PEPM dollar amount at risk as part of their initial bid submission.  In addition, proposers should note that changes to the measurements below that request graduated performance guarantee measures will not be entertained.
PERFORMANCE GUARANTEES

The carrier(s) must be prepared to meet or exceed the following performance standards. Performance below the standard level of performance will result in a penalty.  Please complete the percentage of premiums/fees at risk section in the table below.  The distribution of fees at risk between performance areas will be mutually agreed upon between M-DCPS and the carrier(s).  Performance standards should be reported and measured quarterly; however, penalties (if any) will be assessed on an annual basis. The following performance standards apply to all coverages, medical, prescription drug and MBH, unless noted otherwise in the performance standards section specific to each coverage.  Additionally, performance guarantees apply regardless of funding arrangement (i.e. fully insured vs. ASO).
Any deviations from these required services must be noted in the Deviations from Specifications Exhibit. Do not propose incentive-based performance standards, which involve additional fees to the selected carrier for meeting specific service targets. Superior performance and service is expected.

	Guarantee
	Measurement
	Applicable Coverage
	Amount at Risk
	Accepted (Y/N)

	Claims Processing Accuracy:

 95.0% (client-specific)


	Calculated as the total number of claims minus the number of claims processed with error, divided by the total number of claims. The definition of an error includes all types of errors, i.e. procedural, system, payment, coding, and so on. 
	All
	
	

	Financial Payment Accuracy:

99.0% (client-specific)
	Calculated as the total “paid” dollars (-) [absolute value of overpayments and underpayments] / [total paid dollars].
	All
	
	

	Payment Incidence Accuracy:

97.0% (client-specific)
	Calculated as One (1) minus [the number of claims processed with payment error, divided by the total number of claims].

Error is defined as any error resulting in an overpayment or an underpayment. 
	All
	
	

	Percent within 14 calendar days (or 10 business days): 

85% of all claims in 14 calendar days (client-specific)
	Claim turnaround time (TAT) is measured from the date a claim is date/time stamped as “received” by the carrier(s) (paper or EDI) to the date it is processed for payment, denied, or pended.
	All
	
	

	Percent within 30 calendar days (or 22 business days):

99% of “all” claims in 30 calendar days (client-specific)
	TAT is measured from the date a claim is date/time stamped as “received” by the carrier (paper or EDI) to the date it is processed for payment, denied, or pended.
	All
	
	

	Call Response Time:

100% of calls answered within 30 seconds or less (client specific)
	The percent of all members who wait 30 seconds or less to speak with the first available member service representative (MSR). The measurement starts when the member selects an option to speak with the first available MSR and is placed in queue, and ends with an answer by a live MSR. 
	All
	
	

	Call Abandonment Rate:

≤ 2% (client specific)
	Percentage of calls that are not answered because caller hangs up before a MSR becomes available. 
	All
	
	

	Customer Service: Written/Email Responses (book of business)
	100% within 7 working days to acknowledge receipt of inquiries

95% of written/email inquiries resolved within 30 business days
	All
	
	

	Annual Member Satisfaction Survey:

(client-specific)
	Vendor will guarantee an overall satisfaction response rate of 85% from a survey of employees using a Likert (5 option) Scale. Satisfaction is measured by the percent of members choosing Very Satisfied and Satisfied from the question ranking overall satisfaction with the Vendor, given the following choices: (Very Satisfied, Satisfied, Neutral, Dissatisfied, Very Dissatisfied). [Similar, alternative approaches may be acceptable to M-DCPS.]
	Medical
	
	

	Annual Client Satisfaction:

(client-specific)
	100% satisfaction with ongoing relationship.  Any issues and concerns M-DCPS may have with carrier(s) will be communicated by M-DCPS to the carrier(s) with sufficient time to allow redress.
	All
	
	

	Identification Cards:

99% of ID cards sent with correct information within 5 business days of receipt of eligibility tape (client-specific)
	99% of ID cards sent with correct information within 5 business days of receipt of eligibility tape.
	Medical
	
	

	Provider Network: PCP physician turnover <5% annually (Miami-Dade County)
	Percent of PCPs who terminate with provider annually (voluntarily and involuntarily should by <5%.  Measurement is specific to Miami-Dade, Broward and Palm Beach Counties)
	Medical
	
	

	Implementation

Carrier(s) will meet all the significant deadlines related to program implementation as agreed to at the project-planning meeting
	100% satisfaction with the implementation process and corresponding activities
	All
	
	

	Eligibility Updates
	Eligibility tapes will be uploaded daily
	All
	
	

	Eligibility Accuracy
	98% of all eligibility records complete and accurate
	All
	
	

	Mail Order Dispensing Accuracy

99.9% accuracy ratio
	Total number of claims correctly processed divided by the total number of claims audited
	PBM
	
	

	Mail Order Turnaround

95% in 2 business days 

100% in 15 business days
	Time from the date a claim is received to the date it is processed (i.e. paid, pended or denied) excluding weekends and holidays (clean claims only)
	PBM
	
	

	Utilization Savings

3-5 % savings
	Amount saved as a result of DUR controls (including prospective, concurrent, and retrospective reviews)
	PBM
	
	

	Total Amount at Risk
	
	
	$ PEPM
	


SECTION IV

SELECTION CRITERIA

1. Ability to provide M-DCPS participants with competitive and efficient health benefit plans, effective utilization review and appropriate quality assurance measures

2. Ability to provide plan coverage on a fully-insured or self-insured basis with or without integrated pharmacy benefit manager services, with or without integrated MBH services and with and without wellness program
3. Financial stability of selected proposer in a fully-insured, self-insured and/or stop-loss environment
4. Ability to provide plan coverage on a self-insured basis with or without integrated pharmacy benefit manager services, with or without Rx, MBH and wellness program services

5. Willingness to guarantee rates/fees. Medical and stop loss premium rates effective 1/1/08 must be guaranteed for 12 months.  ASO Fees must be guaranteed for 36 months (1/1/08 – 12/31/2010)
6. Willingness to enter into a mutually-agreeable renewal methodology prior to award of business
7. Ability to provide acceptable plan designs 
8. Net cost to M-DCPS and its employees for both employee and dependent coverage consistent with the delivery of a reasonable level of service as evidenced in the proposal materials and from information furnished by reference contacts

9. Size, accessibility and adequacy of provider network, including pharmacies. Only hospitals and physicians currently contracted by the Proposer will be considered in the evaluation. Networks, or affiliated networks, should exist locally, throughout Florida and/or nationwide depending on which plan design options are proposed by your organization. 

10. Ability to maintain benefit levels (inclusive of drug formularies)  for each  plan year .  Benefits and/or formularies may not be altered during a plan year without the written approval of M-DCPS.
11. Effective grievance procedure that will accept M-DCPS input prospectively.
12. Ability and willingness to adhere to requested performance objectives and guarantees

13. The ability to deliver on a timely basis, and in the frequency specified, the requested experience, utilization data, and reports.  Such reports must include accurate loss runs by bargaining unit and by employee-only and dependent enrollment elections. 
14. Availability of electronic experience and utilization reports, designed and generated by M-DCPS’ Risk Management staff and its consultant. 

15. Flexibility in reporting and communications capabilities including the ability to customize management reports and employee communications materials to meet M-DCPS’ specific requirements

16. Ability and willingness to accept Internet enrollment data and paper enrollment (COBRA and retiree medical only)

17. Local service or administrative office and accessibility of a Medical Director

18. Superior customer and member service (including providing a dedicated member service unit and a dedicated toll-free phone number for member inquiries)

19. General compliance with the criteria specified in all sections of this RFP including, but not limited to, the use of required forms and the inclusion of all required materials and data

RFP Evaluation

An overview of the Superintendent’s Ad Hoc Insurance Committee process  is as follows:

Phase 1:
Proposals will be reviewed to ensure compliance with vendor qualifications in Section II of this RFP and financial responses will be evaluated.  Proposals may be eliminated from further consideration at this point.
Phase 2:
Responses to the technical questionnaire for each plan option will be evaluated, as well as the questionnaire responses.
Phase 3:
At M-DCPS’ discretion, vendor interviews and/or vendor negotiations will be conducted with those Proposers that are determined to be finalists based on the Superintendent’s Ad Hoc Insurance Committee evaluation of the RFP and financial responses.  During this phase, the committee will adjust, if necessary, its evaluation based on any information obtained and observations made during the vendor interviews or negotiations.

M-DCPS reserves the right to obtain best and final premium/rate offers from final candidates qualified on the basis of technical merit, if M-DCPS deems that this action would be in the best interest of M-DCPS.  The number of best and final offers shall be determined by the Superintendent’s Ad Hoc Insurance Committee.
Verification Meetings

M-DCPS may wish to hold separate Verification Meetings with certain Proposers to further verify the form and substance of their respective proposals relative to coverages, service and price. 

Proposers selected for Verification Meetings should have in attendance a company representative authorized to make decisions which are legally binding relative to the proposal, as well as those individuals with whom M-DCPS would have contact in the day-to-day handling of the account. 

Additional M-DCPS Terms and Conditions

1. The firm shall not assign any interest in the contract and shall not transfer any interest in the same without prior written consent of M-DCPS.

2. Costs of preparation of a response to this request for proposals are solely those of the Proposer, and M-DCPS assumes no responsibility for any such costs incurred by the Proposer.

3. All records, documents and information collected and/or maintained by others in the course of the administration of the agreement shall be made accessible to M-DCPS for purposes of inspection, reproduction and audit without restriction. 

Non-Warranty of Specifications

Due care and diligence have been exercised in the preparation of this RFP, and all information contained herein is believed to be substantially correct. However, the responsibility for determining the full extent of the exposures to risk and verification of all information herein shall rest solely with the Proposer. Neither M-DCPS nor its representatives shall be responsible for any error or omission in the RFP, or for the failure on the part of the Proposer to determine the full extent of the exposures. 

SECTION V

REQUESTED PLAN DESIGNS

This section contains a high level summary of the requested health care programs requested within this RFP.  Highlights of each plan can be found in the Plan Design Exhibits-Ex. 1-8 attachment of the Appendix.  Further, we have attached Exhibit 19d which details potential plan design modifications.  Please complete the exhibit as instructed.
· POS  (Plan Design Exhibits.xls, Exhibit 1)

· Open Access And Gatekeeper Model HMO (Plan Design Exhibits- Ex. 1-8.xls, Exhibit 2)
· Out-of-Area PPO (Plan Design Exhibits- Ex. 1-8..xls, Exhibit 3)
· Medicare Risk HMO (Plan Design Exhibits- Ex. 1-8..xls, Exhibit 4)

· Medicare Supplement (Plan Design Exhibits- Ex. 1-8..xls, Exhibit 4)

· Prescription Drug (Plan Design Exhibits- Ex. 1-8..xls, Exhibit 5)

· Maintenance Prescription Drug List (Plan Design Exhibits- Ex. 1-8..xls, Exhibit 6)

· Managed Behavioral Health (Plan Design Exhibits- Ex. 1-8..xls, Exhibit 7)
· AFSCME Hospital Indemnity Plan  (Described below)

You are being asked to quote on the current plan designs provided on a fully-insured and self-insured basis.  Please carefully review these benefits and note all deviations within the Plan Design Exhibits for each of the plans requested. 

AFSCME Hospital Indemnity Plan

Benefit
Permanent Part Time Employees as defined in the collective bargaining agreement between American Federation of State, County, and Municipal Employees (AFSCME) and Miami-Dade County Public Schools are eligible for benefits of a maximum of $350 daily for hospital confinement charges up to a maximum of 31 days.  Hospital confinement must be pre-certified.

As an alternative, proposals are being requested to provide a benefit of $500 per day for a maximum of 40 days of hospital confinement without the pre-certification requirement.  

Eligibility
To be eligible the employee must be active on October 1st of the current year and have worked September 1 of the previous year through August 31 of the current year.  There are no specific total number of hours required.  Benefits become effective on January 1st of the following year. 

SECTION VI

NETWORK PROFILE, ACCESSIBILITY AND DISRUPTION ANALYSIS EXHIBITS


NETWORK PROFILE (medical, PBM, MBH)
· Please complete a network profile for each plan specified in the exhibits and according to the geographic specifications provided.  Please refer to the Medical Network Exhibits-Ex. 9-11, Pharmacy Network and Formulary Exhibits-Ex. 12-15, and MBH Network Exhibits-Ex. 16-18 attachments of the Appendix (as applicable to your proposal).
NETWORK ACCESSIBILITY (medical, PBM, MBH)
· Please complete the network access analysis as specified in the exhibits and according to the geographic specifications provided.  Please refer to the Medical Network Exhibits-Ex. 9-11, Pharmacy Network and Formulary Exhibits-Ex. 12-15, and MBH Network Exhibits-Ex. 16-18 attachments of the Appendix (as applicable to your proposal). Please be certain to run the GeoAccess analysis using enrolled employees as opposed to all eligibles.

· Please provide the GeoAccess reports you used to respond to the previous question (preferably in “.pdf” format). Summaries should be provided by Miami-Dade, Broward, Palm Beach and All Other Counties.  Maps are not required and specifically not requested.

PROVIDER DISRUPTION (medical, PBM, MBH)

Please complete the provider disruption analyses for medical, pharmacy and MBH (as applicable to your proposal) by marking “Yes” or “No” for each utilized provider to indicate whether that provider participates in your proposed network(s).  Please refer to the Medical Network Exhibits-Ex. 9-11, Pharmacy Network and Formulary Exhibits-Ex. 12-15, and MBH Network Exhibits-Ex. 16-18 attachments of the Appendix  
ADDITIONAL DATA REQUIRED (medical, MBH)

· Please provide an electronic directory of your Florida provider network according to the specifications below.  PBM proposers need not respond to this request.  Provider directory specifications:
· Tax ID number (should contain a total of nine digits, including all leading zeros)

· First name

· Last name

· Address

· City

· County

· State

· Zip code

· Specialty (please indicate GeoAccess specialty type: PCP, OB/GYN, PED, SCP, HOSP)
· POS Indicator

· HMO Indicator
· Out-of-Area PPO Indicator

· Medicare Supplement Indicator

· Medicare HMO Indicator
· Please provide a zip code file representing your network service area zip codes for all plans you are quoting (MBH network, HMO, POS, Out-of-Area PPO, Medicare Risk HMO, etc.). PBM proposers need not respond to this request.
SECTION VII

FINANCIAL BID RESPONSE EXHIBITS

Complete the attached exhibit entitled Financial Exhibits-Ex. 19-24 based on the coverages you are proposing.  Please note the following:
· You are requested to quote on some or all of the following plan offerings:

· POS

· Open Access And Gatekeeper Model HMOs
· Out-of-Area PPO
· Medicare Supplement
· Medicare Risk HMOs
· AFSCME Hospital Indemnity Plan

· Current prescription drug plan designs

· Standard managed behavioral health plan design

· Wellness Programs

· Your quotations should be based on the current plan designs with any and all deviations noted in the appropriate Exhibit to this RFP. 
· Medical proposals must be presented as a Sole Carrier, or One of Two Carriers.  You may quote either or both of these scenarios.
· PBM and MBH proposals are each requested on a full-replacement basis.

· Your self-insured (ASO) medical quotation must be presented based on the number of enrolled subscribers.

· Your medical quotation (insured and ASO) must be presented separately with prescription drug coverage and without prescription drug coverage.  

· Your medical quotation (insured and ASO) must be presented separately with MBH and without MBH coverage.  

· Your medical quotation (insured and ASO) must be presented separately with wellness program coverage.  

· ALL PROPOSALS, INSURED AND ASO, MUST STAND ON THEIR OWN.  FOR EXAMPLE, IF M-DCPS WISHES TO PURCHASE ONLY AN INSURED HMO FROM YOUR ORGANIZATION, AND OTHER COVERAGES FROM OTHER CARRIERS, YOUR RATES MUST REMAIN FIRM.

General

Deviations from Carrier Specifications 

All deviations from the specifications and other standards included in this Request For Proposal must be clearly defined within the Deviations from Specifications attachment.  This Exhibit must be signed by an Officer of your organization.  

All of the following Exhibits are located within Financial Exhibits-Ex. 19-24 attachment:
· Exhibit 19  Medical -- Fully insured Health Plan Premiums by plan and component 

· Exhibit 20 Medical – Self-Insured Fees and Services

· Exhibit 21 Stop Loss

· Exhibit 22 MBH Financial Exhibits (Fully-insured and ASO)

· Exhibit 23 PBM Financial Exhibits (Fully-insured and ASO)

· Exhibit 24 Wellness Financial Exhibits

Provider Network Reimbursement
The attached excel file named Provider Reimbursement Exhibits-Ex. 25-30 contains exhibits that request information regarding your provider network reimbursement. All of the following exhibits are located within the Provider Reimbursement Exhibits.xls. The exhibits contained in this file are listed below:

Exhibits 25 & 26  – Medical and MBH Network Reimbursement (Medical R&C and Network Charges)
Exhibit 27 & 28 – Medical and MBH Hospital Contract Detail

Exhibit 29 – Physician Reimbursement

Exhibit 30 – Network Discounts


Financial Questions

Financial Questions

Please complete the financial bid forms associated with the coverage(s) for which you are proposing.  The financial exhibits are found in the Excel file entitled “Financial Exhibits-Ex. 19-24.xls”. 
1. List all proposal qualifications and/or caveats associated with your proposed premiums and ASO fees.

2. Confirm that your proposed rates/fees reflect the requested plan designs without material modification. Also confirm that any necessary plan design changes have been noted as deviations.

3. Confirm that dates of service on and after the effective date are covered.

4. Confirm that all fees and premiums can be paid within a 30-day grace period without penalty.

5. Confirm that your proposal contains no conditions as to employer contributions.  For the purposes of your proposal, proposers should assume M-DCPS will continue a similar contribution approach in the future as exists today.

6. ASO fee proposals should exclude any financial caveat that requires a change in fees based on the expected number of claims per member, as M-DCPS has no control over this factor.

7. Confirm that your first year ASO fee proposal reflects MATURE fees.
8. Describe the termination provision. Detail any additional expenses charged for paying claims during the period following policy termination, both on and off the anniversary date. Would any administrative charge be assessed? If so, how would they be determined? Would any other charges be assessed? (Note: as we have requested mature ASO fees, we anticipate there would be no cost for the payment of run-out claims under an ASO arrangement).
9. Confirm that you will provide multiple year rate guarantees or a renewal cap for your proposed premiums.
10. Please provide a detailed illustration of your underwriting to develop the proposed premiums Your illustration should include, at a minimum, the following key data elements split by product:

· Base Period Paid Claims (split between FFS, Capitation, and other) and Associated Timeframe

· Base Period Number of Lives and Associated Timeframe

· Large Claim Adjustments

· Network Adjustments (for Discounts)

· Network Adjustments (for Utilization)

· Trend (Annual and Effective)

· Change in Reserve

· Incurred Claims

· Completion Factors

· Risk Selection Adjustment

· Projected Number of Lives

· Projected Incurred Claims

· Expenses

· Experience Credibility

· Estimated Rate Tiers  

· Estimated Needed Annual Premium

· Manual Rate Component

· Claim Fluctuation Margin

11. What specific actions are you taking to reduce administrative expenses?

12. What is your premium rate percent increment to waive all member cost sharing (deductibles, copayments, coinsurance, etc.) in the POS and HMO plans for the following preventive diagnostic screening procedures for cancer (and according to nationally accepted guidelines for frequency).  Provide one all-inclusive rate increment:

a. Colorectal cancer tests

b. Mammogram

c. Pap test

d. Prostate cancer test & screening

13. What is your premium rate increment for the AFSCME Hospital Indemnity Plan alternative as follows: Plan provides a benefit of $500 per day for a maximum of 40 days of hospital confinement without the pre-certification requirement.

14. What is your target medical loss ratio?

15. Please confirm that you will accept the claims and demographic information provided in the RFP as full disclosure.
16. Please confirm that your proposal includes coverage for procedures to treat morbid obesity matching those currently offered to M-DCPS members as described in the attachment entitled “Morbid Obesity Rider effective 1-1-06.pdf.”  Note any deviations from this coverage in your signed deviations bid form.

17. Are you willing to accept a delegation of fiduciary responsibility with respect to claim adjudication under your ASO contract? Is there a charge for this service? Please describe (being as specific as possible) which services are included and which are excluded when you accept the designation as fiduciary (i.e. appeals, litigation defense, financial liability for legal damages, etc.). If you have multiple levels of fiduciary liability, please describe.
18. Confirm that your proposal assumes continued coverage on a no loss, no gain basis.

19. Confirm that all pre-existing condition limitations and exclusions are waived for all participants covered under the plan (including any stop loss or internal pooling requirements).

20. Confirm that you will waive the actively-at-work provision and dependent non-confinement rule for current and future employees and their dependents.

21. Confirm that under a fully-insured medical plan arrangement, you have assumed that large claims will be pooled at $500,000 per individual.

22. The selected vendor will pay for all vendor pages contained in the Employee Benefits Handbook and any errors found during the blue line review of the Employee Benefits Handbook that were created by the information supplied or delayed by the vendor. 
23. What are your estimates of trend used for the purposes of rating (specific to the Miami-Dade region of Florida)?

	
	2006
	2007

	Open Access And Gatekeeper Model HMO (no Rx)
	
	

	POS (no Rx)
	
	

	PPO (no Rx)
	
	

	Prescription Drug
	
	

	Managed Behavioral Health
	
	


24. Describe your standard banking arrangement for self-insured clients. Include: 

· If M-DCPS can use their own bank account at their bank

· If M-DCPS can use their check stock specifications

· If there is monthly reconciliation of checks issued

· How and when is the account funded

· Wire transfer capability

· Options you have available for reimbursement frequency and method.

· The minimum funding balance requirement and its development, and any initial deposit requirements.

· A description (including any report samples) of the services you can provide M-DCPS to fund, monitor, and reconcile the self-funding account.

25. Describe the renewal process for setting rates/fees in years following the rate guarantee. How do you set premiums/fees each year? Do you "cap" the maximum amount of increase permissible? Indicate the credibility levels you expect to use at renewals.

26. Are you willing to provide fully insured renewal rates that contain the following components:

· Administrative service fees on a fixed-dollar (PMPM) basis

· Pooling charges on a fixed-dollar (PMPM) basis

· Caps (on a percentage of premium basis) for risk and profit charges

· A cap on the claim lag (in months) for medical and prescription drug claims

· A cap on the trend factors used for medical and prescription drug claims

SECTION VIII

QUESTIONNAIRE

How to respond to this questionnaire:

M-DCPS is requesting proposals for medical, PBM, MBH and wellness coverage and is seeking proposals from all-inclusive carriers and specialty carriers.  This questionnaire section is therefore divided by type coverage, to allow proposers to respond to only those questions that are applicable.  All proposers should respond to the General section of this questionnaire. We have done our best to include questions in the general section that are applicable to all proposers and lines of coverage.  Please review the required services for carriers carefully.  Any deviations from these required services must be noted in the Deviations from Specifications Exhibit.

1. Please indicate the coverages you are proposing in the table below by placing a check mark “(” next to each applicable coverage.

	Benefit
	Plan
	Fully Insured
	Self-Insured

	
	
	Sole
	1 of 2
	Sole
	1 of 2

	Medical Coverage

	
	Point of Service (Open Access)
	
	
	
	

	
	Current HMOs (Open Access)
	
	
	
	

	
	Current HMO (Gatekeeper model)
	
	
	
	

	
	Out-of-Area PPO
	
	
	
	

	
	Medicare Supplement
	
	
	
	

	
	Medicare Risk HMOs
	
	
	N/A
	N/A

	
	AFSCME Hospital Indemnity Plan
	
	N/A
	
	N/A

	Pharmacy Benefit Coverage

	
	Current Plan Design
	
	N/A
	
	N/A

	Managed Behavioral Health

	
	Proposed Plan Design
	
	N/A
	
	N/A

	Wellness Program

	
	Proposed Program
	
	N/A
	
	N/A


2. What is the legal name of your organization?
3. Ownership

a) Privately Owned

b) Publicly Traded

c) Mutual Holding Company

d) Pharmaceutical Company

e) Other

4. If a subsidiary, please provide the reporting structure of the subsidiary to the parent.

5. Recent mergers or acquisitions activity (If so, please describe)

a) None

b) Recent Mergers

c) Recent Acquisitions

d) Both


6. Publicly disclosed future merger or acquisition activity

a) None

b) Future Merger (describe)

c) Future Acquisition (describe)

d) Both (describe)

7. Please describe the scope and type of strategic alliances your organization currently has in place.

8. Please complete the following table for your national and Florida-specific book of business.

	
	In Florida
	Nationwide

	Number of years in operation for organization
	a)    <1 yrs
b)    1-5 yrs

c)    >5 yrs

d)    N/A
	a)    <1 yrs

b)    1-5 yrs

c)    >5 yrs
d)    N/A

	Number of years offering medical POS or HMO plans
	a)    <1 yrs

b)    1-5 yrs

c)    >5 yrs

d)    N/A
	a)    <1 yrs

b)    1-5 yrs

c)    >5 yrs

d)    N/A

	Number of years offering medical PPO plans
	a)    <1 yrs

b)    1-5 yrs

c)    >5 yrs

d)    N/A
	a)    <1 yrs

b)    1-5 yrs

c)    >5 yrs

d)    N/A

	Number of years offering Medicare Risk HMO or Advantage plans
	a)    <1 yrs

b)    1-5 yrs

c)    >5 yrs

d)    N/A
	a)    <1 yrs

b)    1-5 yrs

c)    >5 yrs

d)    N/A

	Number of years offering Pharmacy Benefit Management services
	a)    <1 yrs

b)    1-5 yrs

c)    >5 yrs

d)    N/A
	a)    <1 yrs

b)    1-5 yrs

c)    >5 yrs

d)    N/A

	Number of years offering Managed Behavioral Health services
	a)    <1 yrs

b)    1-5 yrs

c)    >5 yrs

d)    N/A
	a)    <1 yrs

b)    1-5 yrs

c)    >5 yrs

d)    N/A

	Number of years offering Wellness services
	a)    <1 yrs

b)    1-5 yrs

c)    >5 yrs

d)    N/A
	a)    <1 yrs

b)    1-5 yrs

c)    >5 yrs

d)    N/A


9. Current Clients

Please provide the following information for three public sector clients who are similar in size and demographics to M-DCPS.

	Client Name
	
	
	

	Number of Lives
	
	
	

	Contact
	
	
	

	Title
	
	
	

	Phone Number
	
	
	

	E-mail
	
	
	

	Products Offered
	
	
	

	Years as Client
	
	
	


10. Former (Terminated) Clients

Please provide the following information for three terminated clients who were similar in size and demographics to M-DCPS.

	Client Name
	
	
	

	Number of Lives
	
	
	

	Contact
	
	
	

	Title
	
	
	

	Phone Number
	
	
	

	E-mail
	
	
	

	Products Offered
	
	
	

	Years as Client
	
	
	

	Type (Public/Private)
	
	
	


11. Provide your organization’s most recent ratings by the following organizations:

	Agency
	Rating
	Date

	AM Best
	
	

	Moody’s
	
	

	Standard & Poor’s
	
	


12. Please provide the average number of group clients your organization serviced in 2004, 2005 and  2006 on a national basis.

	 
	# of Clients 2004
	# of Clients 2005
	# of Clients 2006

	PPO
	
	
	

	POS
	
	
	

	OPEN ACCESS AND GATEKEEPER MODEL HMO
	
	
	

	PBM
	
	
	

	Wellness
	
	
	

	MBH
	
	
	


13. Please provide the average number of group members your organization serviced in 2004, 2005 and 2006 on a national basis.

	 
	# of Members 2004
	# of Members 2005
	# of Members 2006

	Out-of-Area PPO
	
	
	

	POS
	
	
	

	OPEN ACCESS AND GATEKEEPER MODEL HMO
	
	
	

	PBM
	
	
	

	Wellness
	
	
	

	MBH
	
	
	


14. What were your member retention rate percentages in 2004, 2005 and 2006?

	 
	2004 Retention Rates
	2005 Retention Rates
	2006 Retention Rates

	Florida
	
	
	

	Nationally
	
	
	


15. Include samples of each of the following materials in your proposal for each coverage you are quoting. Please mark each sample with the following designators: 

· Sample contracts and any attendant agreements that would be issued to M-DCPS (include both fully-insured and ASO contracts, if applicable)
· Experience reports 

· Out-of-Network Claim form

· Member claim forms 

· 2006 (or latest available year) Annual Report and audited financial reports 

· Employee booklets/SPDs 

· ID cards

· Sample EOBs

· Sample wellness/health promotion newsletter and program description

· Website address (if applicable)

a) Attached

b) Not Provided

16. Is there an additional charge for this material?

a) Yes, please specify

b) No

17. Are you willing to customize the above materials annually, not just during implementation?  Is there an additional charge for customization?

a) Yes, please specify

b) No

18. How often are your online provider directories updated?  

a) Daily

b) Weekly

c) Bi-Weekly

d) Monthly

e) Quarterly

f) Semi-Annually

g) Annually

19. Include an organizational chart for your company, which illustrates relationships with any parent company, subsidiaries, sister companies and reporting lines.


a) Attached

b) Not Provided
20. Attach your most recent Insurance Department Annual Statement (calendar year 2006 and first quarter 2007 if available).

a) Attached

b) Not Provided

21. Attach an organizational chart showing the suggested key staff member(s) who will handle account management for M-DCPS’ account, and indicate which staff members will be 100% dedicated to M-DCPS.  Include separate charts for each product if the staff varies.  Include the following information for each of these staff members: 

· Name, title, address, telephone number, role on the M-DCPS account

· A brief biography, including: 

· Managed care qualifications and experience

· Length of service with your organization

· Current account responsibilities

· Relevant large client experience

a) Attached

b) Not Provided

22. Will the Senior Account Executive be available to meet with M-DCPS on an “as needed” basis?

a) Yes

b) No

23. Describe the implementation process and provide a detailed timetable assuming notice by October 2007 for a January 1, 2008 implementation.  Also, assume that the M-DCPS specific communications must be complete by November 1.  Be specific with regards to the following: 

· Timing of significant tasks

· Names and titles of key implementation staff

· Responsibilities of the M-DCPS 

· Data requirements (indicate type and format of data required)

· Transition with incumbent Health Plans

· Staff assigned to attend open enrollment/educational sessions

24. How do you recommend M-DCPS handle transition of care issues? Be specific with respect to pregnancy, hospitalization, chronic/terminal illness, mental health, and prescription drugs (as applicable to the coverage(s) you are quoting).  

25. Please describe your current appeal process.  If your self-insured and fully-insured appeals processes differ, please describe both processes and summarize how they differ.
26. Would you be willing to establish an outside, independent appeals process for M-DCPS members?  

a) Yes

b) No

27. Would there be an additional charge for this service?  If so, please specify amount.

a) Yes

b) No

c) N/A

28. Describe how independence would be assured and how appeals would be expeditiously handled under this proposed independent appeals process.  

Provider Networks
29. The vendor will keep M-DCPS apprised of any significant issues/discussions surrounding changes to the provider network including terminations of all hospitals utilized by M-DCPS members and physician practices utilized by 10 or more M-DCPS members in a 12 month period. Notice will be provided to M-DCPS within 48 hours of termination notice. Vendor must provide a report to M-DCPS indicating the number of members impacted by the provider termination and alternative network options.

a) Agree

b) Agree with conditions

c) Decline

30. The vendor must perform a GeoAccess analysis on (at least) an annual basis and make reasonable efforts to contract with additional physician and hospital providers where minimum access standards are not met.

a) Agree

b) Agree with conditions

c) Decline

31. M-DCPS must be provided with monthly notices of additions, terminations or changes in practice status (i.e. open vs. closed) of participating physicians and hospitals.  The notices should be in an appropriate format for the placement on, and downloading or printing from the M-DCPS Internet website. Alternatively, the carrier(s) may maintain an Internet website where the network information is readily available to enrollees. M-DCPS shall have the right to post a link to any such site(s) on the M-DCPS Internet website.

a) Agree

b) Disagree; describe

32. What are your standards for considering that you have a satisfactory quantity and choice of providers under contract for a given service area? Specifically address: 


· Quantity of providers in proportion to membership 

· Required traveling distance and acceptable levels of choice 

· Urban/suburban/rural distinctions


33. Where, if anywhere, would you seek to add providers to specifically address network deficiencies based on the location of the M-DCPS population?

34. Is any part of your network leased?  If so, identify the owner of the network and the geographic service area (otherwise denote N/A).


35. Please complete the following table pertaining to the network(s) you are proposing for the M-DCPS plans.

	
	Network Name
	Platform (i.e. HMO, PPO)
	Referral Requirement?
	PCP Election Requirement?
	National Reciprocity?

	HMO Plans (Open Access)
	
	
	
	
	

	HMO Plan (Gatekeeper model)
	
	
	
	
	

	POS Plan
	
	
	
	
	

	Out-of-Area PPO Plan
	
	
	
	
	

	Medicare Supplement
	
	
	
	
	

	Medicare Risk HMO
	
	
	
	
	

	Retail Pharmacy
	
	
	N/A
	N/A
	N/A

	Mail Pharmacy
	
	
	N/A
	N/A
	N/A

	MH/SA (MBH)
	
	
	
	N/A
	


Reporting
36. The vendor must maintain utilization statistics by bargaining unit based on the desired M-DCPS plan structure.

a) 
Accept

b) 
Accept with conditions

c) 
Decline


37. All reports should be provided in an electronic basis by plan and employee group (bargaining unit) as applicable.

a) Accept

b) Accept with conditions

c) Decline


38. Vendor agrees to provide monthly reports (within 15 days of the close of the reporting period) with the following information: claim (dollar and utilization) and enrollment detail.

a) 
Accept

b) 
Accept with conditions

c) 
Decline

39. Vendor agrees to provide quarterly reports (within 30 days of the close of the reporting period) detailing cost, utilization management, network usage information, etc. Reporting should include documentation of savings associated with all program features (e.g., discounts, utilization review, etc.). The quarterly report should provide the information for that quarter, as well as the year to date information 

a) 
Accept

b) 
Accept with conditions

c) 
Decline

40. Vendor agrees to provide annual reports (within 60 days of the close of the reporting period) with program information as outlined in the quarterly report section above 

a) 
Accept

b) 
Accept with conditions

c) 
Decline

41. Will M-DCPS and their designated consultant have on-line access to your reporting system in order to retrieve standard and ad hoc claims and utilization reports?

a) Yes, eligibility reports

b) Yes, monthly paid claims reports

c) Yes, quarterly utilization reports

d) Yes, other; please describe

e) No

If there are a limited number of people allowed access to the online reporting system, please indicate the number and cost per additional account.

42. Will you be able to provide “ad hoc” reports to M-DCPS?

a) Yes, please describe the reports available

b) No

43. How much do you charge for such reports?

a) By the hour, please describe hourly rate

b) By the report, please describe range of fees

c) No charge

d) N/A (no “ad hoc” reports available)

44. What is your average turnaround time for ad hoc reports?

a) < 5 business days

b) 5 business days

c) 10 business days

d) Other, please specify

Account Management
45. The account manager and on-site services representative(s) will deal directly with M-DCPS.  Your account management team will:

· Be able to devote the necessary time to manage the account.  This includes being available for frequent telephone calls and on-site consultations with M-DCPS staff and bargaining agents located in Miami, FL;

· Be extremely responsive;

· Provide M-DCPS with mobile phone numbers of key account management personnel;

· Be thoroughly familiar with virtually all of the proposing company’s functions that relate to M-DCPS’ account;

· Act on behalf of M-DCPS to effectively advance the interests of M-DCPS through the proposing company’s corporate structure.

a) Agree

b) Disagree; describe


46. Proposed contracts or administrative agreements will be provided to M-DCPS 90 days prior to the initial effective date. A final contract will be completed within 45 days following the initial effective date. If M-DCPS submits a written request for an amendment to the contract, Carrier(s) will provide the proposed amendment to M-DCPS within 90 calendar days after the submission of M-DCPS’ written request.

a) Agree

b) Disagree; describe

47. The medical carrier(s) agrees to provide up to six computer terminals and up to six service representatives at M-DCPS’ Risk Management office for medical claims data inquiry, customer service, verification of employee coverage, etc.. The number of representatives/computers will be equal to 1 per 6,000 covered employees.  These representatives will adhere to regular business days/hours pursuant to the M-DCPS business schedule. Additionally, if one of the service representatives is on vacation or unable to work, you agree to provide a replacement.

a) Agree

b) Disagree; describe

48. The PBM and/or MBH carriers each agree to provide one computer terminal and one service representative at M-DCPS’ Risk Management office for PBM/MBH claims data inquiry, customer service, verification of employee coverage, etc. The representative will adhere to regular business days/hours pursuant to the M-DCPS business schedule. Additionally, if the service representative is on vacation or unable to work, you agree to provide a replacement.

a) Agree

b) Disagree; describe

49. The carrier(s) must name a Member Services’ liaison to conduct problem resolution with M-DCPS’ benefits staff.

a) Agree

b) Disagree; describe

50. The carrier(s) must attempt to diligently resolve all eligibility issues prior to referring participants to M-DCPS’ benefits staff.

a) Agree

b) Disagree; describe

Eligibility Data Transmission

51. Eligibility Data is transmitted to the carrier(s) weekly from Fringe Benefits Management Company (FBMC), the Board's third-party administrator according to the file layout specified in this RFP.

The attachment “Medical Enrollment - Eligibility File Layout” indicates the required file specifications for sending medical eligibility data to the medical carriers for Miami-Dade County Public Schools.  Files will be sent to each medical carrier on a weekly basis via FBMC's SSL-FTP site.  

a) Agree

b) Disagree; describe

52. Accept electronic transfer of eligibility data.

a) Agree

b) Disagree; describe

53. Update eligibility data within 24 hours from the time of receipt of data. 

a) Agree

b) Disagree; describe

54. The selected proposer will provide a single point of contact with regard to eligibility and enrollment information and will coordinate any internal distribution of such information as well as facilitating any necessary transfer of data to third party administrators. 

a) Agree

b) Disagree; describe

55. How do you handle retroactive enrollment and cancellations? What are your time limitations relative to processing retroactive eligibility adjustments?


ID Cards

56. M-DCPS desires the following minimum information to be provided on member ID Cards: 

· Group account number

· Member name

· Member Identification Number

· Coverage Option (POS, Open Access And Gatekeeper Model HMO, Out-of-Area PPO, Medicare Supplement, Medicare Risk HMO)

· Coverage Type (employee, employee + spouse, employee + child(ren), employee + family) (or alternative coverage tiers, as applicable)

· Toll-free number for selected carrier(s)
· Medical carrier’s Claims Mailing Address

· Prescription carrier’s name and telephone number (if different from medical) and mailing address
· MBH carrier’s name and telephone number (if different from medical)

a) Agree

b) Disagree; describe

57. ID Cards will be generated, free of charge, and distributed within 5 business days, when any of the following events occur: 

· Change in coverage option;

· Change in coverage type; and/or

· A replacement/duplicate card is requested.

a) Agree

b) Disagree; describe

58. ID Cards will be provided to each enrolled member.

a) Agree

b) Disagree; describe

Customer/Member Service

59. The carrier(s) must provide M-DCPS with a dedicated member service team.  This member service team must receive training on the specifics of M-DCPS’ program.  Additionally, the carrier(s) must provide M-DCPS with a dedicated toll-free number for member inquiries.

a) Agree

b) Disagree; describe

60. Provide the address and phone numbers for the call center unit that would service M-DCPS. 

61. What are your proposed customer service hours?

62. Can a member leave a message at your member service line after hours? If so, what is the protocol for responding to this message?

63. Please indicate if your telephone system reports the following measures:

a) Average Speed of Answer

b) % of Calls Answered Within Target (e.g., 80% in 30 sec.)

c) Busy Signal Rate

d) Abandonment Rate

e) Number of calls transferred

f) First ring to call pick-up (VRU or person)

g) IVR Time

h) Wait Time to speak with CSR

i) Talk Time

j) Hold Time after first CSR contact

k) Total Time

l) None

64. Do your member service representatives have multi-lingual capabilities? If so, what are your non-English capabilities?

a) Yes, Spanish

b) Yes, Other; please describe

c) No
65. Indicate the items that member services representatives have on-line access to:

a) Eligibility

b) Claim history/status

c) Benefit descriptions

d) Status of questions/complaint

e) Prior Authorization History and Status

f) Other (List in detailed response box)

g) N/A


66. The carrier(s) must communicate significant changes in Member Services (e.g. phone messages or prompts and personnel) to M-DCPS in advance.  The selected carrier(s) must receive M-DCPS’ approval prior to implementing major changes (e.g. unit structure and service center).

a) Agree

b) Disagree; describe

67. Please describe your formal grievance procedure, including time frames, using the following categories. 

a) Member Notification of Right to File 

b) Filing of Formal Grievance 

c) Investigation of Grievance 

d) Use of Independent Reviewer 

e) Formal Hearing 

f) Appeal 

g) Legal Recourse (Arbitration, Appeal to Government Agencies, Lawsuits)

Audit/Quality Assurance Program

68. The carrier(s) will audit a minimum of 2% of claims monthly for all plans to determine financial and procedural accuracy (internally).

a) Agree

b) Disagree; describe

69. The claims processing system should be integrated with the eligibility system.

a) Agree

b) Disagree; describe

Claims Office

70. The location of the claims office that pays M-DCPS’ claims will not be changed without prior approval of M-DCPS.

a) Agree

b) Disagree; describe

Audits

71. The carrier(s) must agree to allow M-DCPS, or its representative, the right to audit all claims, utilization management files, financial data and other information relevant to M-DCPS’ account. The carrier(s) will maintain appropriate internal audit procedures for claims and customer service administration.  Additional audit programs such as pre-disbursement audits, audits of selected providers, and audits of specific services are also desirable.  Fraud prevention and detection procedures are to be maintained by the carrier(s), including appropriate reporting to the authorities. 

a) Agree

b) Disagree; describe

72. The carrier(s) will allow M-DCPS or its representative access to physician, hospital, and pharmaceutical provider contracts for the purposes of conducting the audit.

a) Agree

b) Disagree; describe

73. The carrier(s) will allow M-DCPS or its representative to perform audits regardless of funding arrangement (i.e. self-insured or fully-insured).

a) Agree

a) Disagree; describe

74. The carrier(s) will allow M-DCPS or its representative to perform the audits for any time period during which M-DCPS is a customer.  M-DCPS acknowledges that there may be costs associated with auditing time periods for which data has been archived.

a) Agree

b) Disagree; describe

75. The carrier(s) will allow M-DCPS or its representative to perform an audit up to 12 months after plan termination.

a) Agree

b) Disagree; describe

Legal Issues

76. In the event of any claim or suit filed against the carrier(s) for decisions rendered on behalf of M-DCPS, the carrier(s) shall defend itself at its own expense and shall indemnify and hold harmless M-DCPS for any such expenses, including, but not limited to, all litigation costs and expenses.

a) Agree

b) Disagree; describe

77. In the event of any claim or suit filed against M-DCPS for decisions made by M-DCPS in reliance upon the decisions of the carrier(s) or for any wrongful or negligent acts or omissions of the carrier(s), its employees, and its sub carriers, the carrier(s) will hold harmless and indemnify M-DCPS, its employees, agents, and successors from all liability and expenses (including attorney's fees) and will be required, at its own expense, to fully cooperate with M-DCPS by providing any information or testimony necessary for the defense of such claim or suit.  This assistance may include, but not be limited to, providing all information in its possession, including books, records, and documents, which may be relevant to the defense of any such claim.

a) Agree

b) Disagree; describe

Independent Actuary

78. M-DCPS may retain the services of an independent actuary for purposes of analyzing plan experience and proposed plan changes. Your organization must be willing to work directly with this individual and provide the necessary data as outlined in the Reporting Section of the Questionnaire.

a) Agree

b) Disagree; describe

COBRA Administration

79. M-DCPS currently conducts COBRA Administration. Services required by the carrier(s)(s) may include, but not be limited to the following:

· Claims adjudication inquiries, and 

· Member service inquiries related to benefits and claims.

a) Agree

b) Disagree; describe

80. Carrier(s) must offer medical conversion policies to employees once COBRA coverage expires.

a) Agree

b) Disagree; describe

81. What is the cost of conversion in Florida?  Is this varies by plan option, please identify each option and the associated cost.

Communications

82. The carrier(s) is responsible for all costs of producing, printing and mailing/distributing adequate quantities of administrative supplies as designated by M-DCPS.  The format and content of all materials used for the M-DCPS account must be satisfactory to M-DCPS.

83. The carrier(s) must obtain M-DCPS’ approval prior to the distribution of any member communication materials.

a) Agree

b) Disagree; describe

84. The carrier(s) will be responsible for reviewing and updating applicable sections for the annual open enrollment materials produced by M-DCPS to ensure agreement with the carrier’s claim system.

a) Agree

b) Disagree; describe

85. The carrier(s) will be responsible for bearing the cost of drafting (both initial and final) Summary Plan Descriptions (SPDs) for the various plans.  The carrier(s) will also be responsible for the cost of printing and mailing the SPDs directly to member homes. (applies only to medical carriers under either a fully insured or self-insured arrangement)
a) Agree

b) Disagree; describe

86. The carrier(s) must utilize M-DCPS specific forms and materials, as necessary.

a) Agree

b) Disagree; describe

87. The medical carrier(s) will provide enrollment kits including directories of participating providers.

a) Agree

b) Disagree; describe

88. The carrier(s) will provide all necessary materials according to a schedule stipulated by M-DCPS.

a) Agree

b) Disagree; describe

Legislative Compliance Processes

89. The carrier(s) will administer M-DCPS program in compliance with all pertinent statutes, regulations, and bulletins.

a) Agree

b) Disagree; describe

The carrier(s) must comply with all provisions of the Health Insurance Portability and Accountability Act of 1996, including, but not limited to:

90. Providing certificates of creditable coverage where lawfully required

a) Agree

b) Disagree; describe

91. Permitting mid-year enrollment as outlined in the special enrollment provisions

a) Agree

b) Disagree; describe

92. Compliance with HIPAA confidentiality requirements

a) Agree

b) Disagree; describe

93. Does your organization have the ability to use encrypted e-mail in communications with M-DCPS staff?

a) Yes

b) No

94. The carrier(s) will administer the New York Health Care Reform Act requirements for all participants residing and receiving care in New York.  The carrier(s) will make payments on behalf of M-DCPS.

a) Agree

b) Disagree; describe

Premium and Fee Administration

95. M-DCPS Office of Risk and Benefits Management will administer all premium and ASO fee statements.  M-DCPS will calculate the premiums and/or fees payable on a monthly basis and will submit these calculations directly to the selected proposer.

a) Agree

a) Disagree; describe

96. The selected medical carrier(s) will be responsible for directly billing retirees enrolled in the Medicare Risk HMO. 

a) Agree

b) Disagree; describe

Customer Satisfaction Evaluations

97. The selected proposer will be required to develop and administer customer satisfaction tools specific to the M-DCPS plan.  M-DCPS and the carrier(s) will work collaboratively to develop the survey.  All customer satisfaction tools must be approved by M-DCPS.  All costs will be borne by the carrier(s).  Results of the evaluations must be provided to M-DCPS with appropriate analysis and response.

a) Agree

b) Disagree; describe
Overview of Current Medical Programs 

M-DCPS provides its enrolled employees and retirees with medical coverage under a fully-insured, non-participating arrangement with UnitedHealthcare.  Through this competitive marketing, M-DCPS is interested in evaluating alternative carriers for their current medical plans. 

Details regarding the current plan designs offered are provided in the Plan Design Exhibits-Ex. 1-7 attachment of the Appendix.

MEDICAL - MEMBER SERVICES

98. What is your anticipated ratio of dedicated member service representatives per 5,000 M-DCPS members?  

a) <1

b) 1

c) 2

d) 3

e) 4 

f) Other, please specify

99. What is the time goal for a member service representative to call back a member on an issue?

a) Within 24 hours

b) 24 to 48 hours

c) 48 to 72 hours

d) > 72 hours

MEDICAL - UTILIZATION MANAGEMENT

100. Select the type(s) of UM that are included within your premium rates and administrative fees. 

a) Preadmission review

b) Concurrent review

c) Ambulatory review

d) Large case management

e) Referral management

f) Chronic care management

g) Demand management

h) Nurse hotline

i) Out-of-state case management

101. Discuss the process for identification of patients for UM. 

· What are the automatic and manual triggers to identify cases for UM?

· How do you ensure that cases are appropriately managed?

· How do you calculate UM savings?

· How do you interface with medical group and hospital staff in the UM function?

102. Discuss the process for identification of patients for large case management. 

· What are the automatic and manual triggers to identify cases for large case management?

· How do you ensure that large cases are appropriately managed?

· How do you calculate case management savings?

· How do you interface with medical group and hospital staff in the case management function?

MEDICAL - PROVIDER NETWORK
103. How long is the process to add an individual physician?

a) < 2 weeks

b) 2-4 weeks

c) 5-16 weeks

d) > 16 weeks

104. How long is the process to add a medical group?

a) < 2 weeks

b) 2-4 weeks

c) 5-16 weeks

d) > 16 weeks

105. Will you agree to have M-DCPS’s approval prior to a change in applicable network composition?  

a) Yes

b) No

106. What will be your standard process and advance notification timeframe to notify M-DCPS and its members of network changes?

a) At least 30 days in advance

b) At least 45 days in advance

c) At least 60 days in advance

d) At least 90 days in advance

e) At least 120 days in advance

107. Describe your efforts at physician practice pattern feedback.

a) Are reports provided to individual physicians, offices, or contracted groups? 

a) Are results tied to physician incentives?

b) How frequently is information provided to physicians?

c) Are results used during the re-credentialing process?

d) Please attach representative samples of your practice pattern feedback reports for PCPs and specialists.

108. Are your provider report cards available to employers and members? If you use different report cards for internal network management, employer reporting and member reporting, please describe the differences among them.

109. Describe your “Centers of Excellence” program, including a list of the “Centers of Excellence” facilities and the types of procedures that will be referred to these centers.


110. What is the current percentage of primary care physicians that are accepting new patients for POS? 

a) <75% 

a) 75%-80%

b) 81%-85%

c) 86%-90%

d) 91%-85%

e) >95%

111. What is the current percentage of primary care physicians that are accepting new patients for Open Access And Gatekeeper Model HMO/EPO? 

a) <75% 

b) 75%-80%

c) 81%-85%

d) 86%-90%

e) 91%-85%

f) >95%

112. If a primary care physician has a closed practice, will your enrollment system allow a new member to enroll if he/she is currently a patient of the primary care physician through a different health plan?

a) Yes

b) No

113. Some of M-DCPS’s medical plan designs require different copays for PCPs vs. Specialists.  Describe M-DCPS’s options for defining a specialist.  Also, indicate the definition used in your proposed premium rates.  Be sure to comment on:

a. If an OB/GYN can be considered a PCP 

b. If M-DCPS can limit certain services (i.e. annual well woman exams) performed by an OB/GYN to the lower copay, and all other services to a higher copay

c. Which types of physicians qualify as a PCP (family practice, internists, pediatricians, etc.)


114. Do you provide services to out-of-area dependents?

115. When M-DCPS members enrolled in a network plan receive services out-of-area from providers who are contracted with your organization or an affiliated organization, do you access the contracted rate for those providers?

116. Identify any changes to your provider contracting strategies that you anticipate over the next three years.

MEDICAL - WELLNESS PROGRAMS (CARE/DISEASE  MANAGEMENT)

117. Identify the wellness or disease management initiatives for your health plan that are currently operational.

118. What are the costs of these programs and their expected resulting savings?  Identify how the program costs and savings figures were derived.

119. List all of the disease management programs that are included in your administrative fees or retention component of the premium rates and the corresponding PEPM cost for each program.

120. Does your care management program include pre-natal/pregnancy management?  

-  If yes, briefly describe your pregnancy management program.

-  If yes, how do you identify high-risk pregnancies?  If not applicable respond with N/A.

-  If yes, how do you track and report on those accessing care through to delivery?  If not applicable respond with N/A.
- If yes, is the clinical staff for prenatal management the same as the utilization management staff?

121. How do you evaluate the results of your disease management programs?  What types of reports are you producing for outcomes measurement?  

122. Do you have a nurse line/demand management program?  

a) Yes

b) No

123. Please review the list of disease management programs listed in the table below and identify which programs your organization currently offers and which are planned. To the extent program availability varies by product, please indicate in the space provided:

	Program
	In Development = D

Operational = O

Not Offered = X
	Cost per participant
	Indicate which programs are offered for the various plan designs.  If included in your quoted premium rates / ASO fees, indicate “I”, if available at an additional cost, indicate “P”, if not available for this product, indicate “X”:

	
	
	
	HMO (Specify Open Access and Gatekeeper model)
	POS
	Out-of-Area PPO
	Medicare Supp
	Medicare Risk HMO

	Arthritis 
	
	
	
	
	
	
	

	Asthma
	
	
	
	
	
	
	

	Cancer 
	
	
	
	
	
	
	

	Cardiovascular disease 
	
	
	
	
	
	
	

	CHF
	
	
	
	
	
	
	

	COPD 
	
	
	
	
	
	
	

	Coronary Artery Disease 
	
	
	
	
	
	
	

	Depression
	
	
	
	
	
	
	

	Diabetes
	
	
	
	
	
	
	

	Gastrointestinal/GERD 
	
	
	
	
	
	
	

	High-Risk Pregnancy 
	
	
	
	
	
	
	

	HIV/AIDS 
	
	
	
	
	
	
	

	Hypercholesterolemia
	
	
	
	
	
	
	

	Hypertension
	
	
	
	
	
	
	

	Low Back Pain 
	
	
	
	
	
	
	

	Pain Management
	
	
	
	
	
	
	

	Renal Failure 
	
	
	
	
	
	
	

	Smoking Cessation
	
	
	
	
	
	
	

	Weight Management
	
	
	
	
	
	
	

	Rare Diseases
	
	
	
	
	
	
	


124. How do you define return on investment?


125. Are you willing to guarantee a positive return on investment for M-DCPS?

126. Provide a case study for a wellness program you delivered to a large client in Florida in the past 18 months.

127. Provide a case study for a disease management program you delivered to a large client in Florida in the past 18 months.

MEDICAL - CLAIM ADMINISTRATION

Note:  All responses must be based on the claim office you are proposing for M-DCPS.
128. Are there any benefits in M-DCPS’ plan designs that would require manual intervention?  If yes, please describe.

a) Yes

b) No

129. How long has your claims system been operational?  

a) Less than 1 year

b) 1 – 3 years

c) 4 – 6 years

d) 7 – 10 years

e) Greater than 10 years

f) Other, please specify

130. Do you expect to make any major system changes (i.e., move locations, upgrades, etc.) in the next 24 months?  If yes, what are they and how will this impact M-DCPS?

a) Yes

b) No

131. Do you have the capability to provide M-DCPS with on-line access to claims and utilization data?  If yes, what is the charge for this service?

a) Yes

b) No

132. What period of claims history is maintained online?

133. What database do you utilize to determine reasonable and customary (R&C)?  

a) HIAA / Ingenix

b) Book-of-business

c) Other, please specify

134. What R&C percentile do you use to pay out of network claims?

135. Describe your "Disaster Recovery Plan”.

136. Please indicate what additional resources are available during times of high claims volume to manage claims inventory and aging.

137. What percentage of claims is audited?

a) 1% or more of claim volume

b) Less than 1% of claim volume

c) Audited claims are not tracked

138. Please describe how you identify, investigate and resolve possible fraudulent claims.

139. How does your system identify potential COB claim situations and maintain COB information on file?

140. Is your system capable of providing providers with instant benefits and eligibility information using automation (e.g., “swipe card”)? If so, explain how it works.

a) Yes, please describe

b) No, please describe

141. Are you willing to allow M-DCPS to conduct an annual/biannual claim audit?

a) Yes; in 500 words or less, please describe the procedure utilized when a client conducts an independent claim audit.

b) No

142. Would you be willing to help cover the cost if/when an audit is conducted?

a) Yes, please describe

b) No

143. Will there be a dedicated unit (DSU) to service the M-DCPS account for claims administration?

a) Yes

b) No, please describe

144. Please provide your electronic submission rate and auto-adjudication rate for your open-access POS and Open Access and Gatekeeper model HMO plans in the table below:
	
	% of claims submitted electronically
	% of claims auto-adjudicated

	Hospitals 
	
	

	Physicians
	
	

	Ancillary Providers
	
	

	Total
	
	


145. Based on M-DCPS’ plan designs, what percentage of claims would you expect to be auto-adjudicated?

MEDICAL – ELIGIBILITY & BILLING

146. Do you have the capability to enter corrections to eligibility records in real time?

147. Do corrections show up at providers in real time?  If not, what is the delay?

a) None

b) 24 Hours

c) 48 Hours

d) 72 Hours

e) Other

f) Not applicable

148. If desired by the client, can historical data be transferred from the previous carrier(s)? Please indicate if there is a cost for this service.

a) Yes, manually

b) Yes, electronic

c) Yes, other; please specify

d) No

MEDICAL – HIPAA & RECORDS MANAGEMENT

149. Does your organization inform members, practitioners, and providers of its policies and procedures on (check all that apply):

a) Obtaining consent for use of member medical information?

b) Allowing members access to their medical records?

c) Protecting access to member medical information?

d) Disclosing member medical info?

150. Does your organization afford patients the opportunity to consent to or deny the release of identifiable medical information, except when law requires such release?

151. What services does your organization outsource, or delegate to vendors, that fall under HIPAA’s definition of "business partners"? (Please comment on all that apply.)

a) Claim Administration

b) Utilization Management

c) Member Services

d) Other; please describe

152. Confirm that your organization is fully complying with the HIPAA transaction and privacy rules. Please include the implementation month, year, and any caveats or comments.

a) Confirmed

b) Not confirmed; please describe

IF YOUR ANSWERS TO THE FOLLOWING QUALITY QUESTIONS DIFFER BY PLAN (i.e., POS, Open Access and Gatekeeper model HMO, Out-of-Area PPO and  Medicare plans) COMPLETE THIS SECTION FOR EACH
MEDICAL - QUALITY

153. Describe your medical quality assurance (QA) committee functions.  Include:

· The frequency of QA committee meetings

· A list of committee members

· Two important quality improvements recently identified by the QA committee and identified in QA committee minutes

154. Do you “profile” physicians for use patterns?  If yes, please describe. 

a) Yes

b) No 

155. Do you “profile” physicians for quality of care?  If yes, please describe.  

a) Yes

b) No

156. What benchmarks do you use to compare physician performance?  

157. Are these benchmarks developed internally or are they based on external data?  

a) Developed Internally

b) Based on External Data

c) Other, please specify

158. Please attach your most recent HEDIS report, which includes your open access POS product. 

a) Attached

b) Other, please specify

159. Please state your definition of medical necessity.  

160. Do your network physicians determine the course of treatment?  If not, when and how does your organization supersede the network physician’s recommendation?

a) Yes

b) No

161. Do you conduct written participant satisfaction surveys?  

a) Yes

b) No

162. What is the frequency of the written participant satisfaction surveys?

a) Monthly

b) Semi-annually

c) Annually

d) Every other year

e) Other, please specify

f) N/A 

MEDICAL - INTERNET
163. What enhancements are expected to your website and what is the expected delivery date?

a. No enhancements

b. Yes enhancements, please describe

164. Please provide your Internet site.

165. Do you have an Internet disaster recovery plan in place?

166. Complete the provided table concerning your web utilities within Exhibit 32 of the Non-Financial Exhibits-Ex. 31-32, attachment.  Indicate “P” for “Planned” when the utility is expected and there is a specific target date for implementation. When not applicable to your product please respond with an "N/A".

167. How often are on-line directories updated?

MEDICAL – DISCOUNT GUARANTEES
168. Under the self-insured arrangement, M-DCPS will require proposers to guarantee discount levels.  To the extent the carrier(s) fail to deliver discounts as proposed, the carrier(s) will pay M-DCPS a penalty, according to the following methodology.  Confirm your agreement with this methodology.  If you cannot agree, proposers must provide an alternative discount guarantee arrangement.  Note, M-DCPS will not consider a “reward” arrangement whereby M-DCPS pays more if superior discounts are achieved.

Proposed arrangement:

	Proposed Average Network Discount
	Discount Achieved
	Proposed Penalty

	XX%
	XX%
	None

	XX%
	Less than XX% by <0.5%
	50% of ASO fees

	XX%
	XX% minus 0.5% to 1%
	75% of ASO fees

	XX%
	XX% minus >1%
	100% of ASO fees


Overview of Current Prescription Drug Programs 

M-DCPS provides its enrolled employees and retirees with prescription drug coverage as a component of its medical plans.  Through this competitive marketing, M-DCPS is interested in evaluating alternatives to their current drug program by requesting stand-alone drug proposals from leading PBMs. Proposals will be requested based on both the current plan design.  It is M-DCPS’ goal to offer a single, unified prescription drug plan to all enrollees.
Unless otherwise specified, your proposal should assume the full-replacement of all M-DCPS prescription drug coverage for the active and early retiree plans.  However, some proposers may be unable or unwilling to carve Rx out of their medical proposals (although such a limitation may put them at a competitive disadvantage).  To the extent we encounter this limitation, your PBM proposal must remain firm.
Details regarding the current plan designs are provided in the attachment entitled Plan Design Exhibits-Ex. 1-8.  Additional details are contained in the SPDs and Certificates of Coverage. 
PBM Questionnaire

Formulary

169. The vendor will keep M-DCPS apprised of changes in the drug formulary prior to the change, with explanation of how it will directly affect M-DCPS’ members.

a) Agree

b) Agree with conditions

c) Decline

170. M-DCPS may alter its formulary to suit its needs.

a) Agree

b) Agree with conditions

c) Decline

171. Vendor agrees to move immediately to the formulary third tier any prescription for which a generic drug becomes available.

a) Agree

b) Agree with conditions

c) Decline

172. Is client participation in the therapeutic interchange program voluntary?

173. The vendor will under no circumstances move a member(s) to a therapeutic equivalent at a higher overall drug cost to M-DCPS based on a therapeutic interchange program.

a) Agree

b) Agree with conditions

c) Decline
174. Describe your capability to notify members of alternative drug therapies, including the savings associated with switching to lower cost drugs. Include in your description the estimated effectiveness rate for this program and the associated fees and savings.

175. Please provide the following as an attachment: 

Based on the drugs utilized by M-DCPS members during the 12-month period (10/1/2004-9/30/2005), please indicate with a "Y" or "N" whether these drugs are on your preferred drug list. Please see Exhibit15, Formulary Match Analysis, of the Pharmacy Network and Formulary-Ex. 12-15 attachment. 
a) Attached

b) Not Provided

176. Please provide the following as an attachment: 

Copy of formulary list to be in effect on 1/1/07 (or latest available) 

a) Attached

b) Not Provided

Administration
177. The vendor must be able to administer M-DCPS's current and proposed plan designs without any material changes or need for manual intervention. Vendor must provide a response below, as well as within the Plan Design Exhibits-Ex. 1-7 attachment.
a) 
Accept

b) 
Accept with conditions

c) 
Decline

178. The claims processing system must be integrated with the eligibility and member services system.
a) 
Accept

b) 
Accept with conditions

c) 
Decline

179. The vendor must prepare, update, and distribute enrollment materials, identification cards, provider directories, formulary and claim forms for the prescription drug plans.
a) Accept

b) Accept with conditions

c) Decline

180. Do you have the capability to enter corrections to eligibility records in real time? 

181. Do corrections show up at pharmacies in real time?

182. If not, what is the delay?

a) 
None

b) 
24 hours

c) 
48 hours

d) 
72 hours

e) 
Not Applicable

183. If eligibility cannot be confirmed, is there a process in place to process the claim? (If the process is something other than the member paying retail price and submitting a claim for reimbursement, describe that process).

184. What is the frequency of client billing? 

a) 
Weekly

b) 
Every 2 Weeks

c) 
Monthly

d) 
Other (please describe)

185.  What is the frequency of payment to pharmacies? 

a) 
Weekly

b) 
Every 2 Weeks

c) 
Monthly

d) 
Other (please describe)

186. Describe the scope of cost management programs including the following: 

a) COB 

a) Fraud 

b) Over-payment recovery

187. Indicate the items that member services representatives have on-line access to by placing a check:

a) Eligibility

b) Claim (Point of Sale and Paper)

c) Prescription history/status – Retail

d) Prescription history/status – Mail Order

e) Benefit descriptions

f) Status of questions/complaint

g) Prescription Descriptions

h) Prior Authorization History and Status

i) Other (List in detailed response box)

188. Is an after-hours pharmacist access available 24 hours a day, 365 days a year?
189. Is there any double counting that occurs where a single claims transaction may result in savings for multiple programs? If so, describe situations that result in double counting in the detailed response box.

a) Yes, please explain

b) No


190. What is the frequency with which edits are overridden?

a) 
< 1%

b) 
1 - 5%

c) 
5 - 10%

d) 
> 10%


191. What is percentage of claims that are rejected without override or reversed due to edits? 

a) 
> 20%

b) 
10 - 20%

c) 
5 - 10%

d) 
< 5%


192. Does your organization perform retrospective DUR for all claims of a given client? 


193. Please provide frequency of retrospective DUR. 

a) Quarterly

b) Bi-annually

c) Annually


194. Can your organization administer a mandatory mail order drug plan (for maintenance drugs only) based on the 1st fill and up to 2 refills at retail, the remaining at mail order?
195. Under a mandatory mail order program, do your pharmacy network contracts allow pharmacies to voluntarily withdraw from your network on a client by client basis?

196. Do you administer a prior authorization offering? If so, please describe how the program works and any cost associated with your standard and expanded programs, as applicable.

197. Please provide a detailed listing of all drugs on your standard prior authorization list.

198. What is the average savings achieved by your standard prior authorization program per intervention?

199. What is the generic utilization and substitution rate for your book of business?

	 
	2005
	2006
	YTD 2007

	Utilization rate
	
	
	

	Substitution rate
	
	
	


200. Please complete the chart below by reporting the average annual increase in drug spend (%) associated with your employer book of business.

	 
	2006
	2006
	2007 (Estimated)

	Employer Clients
	
	
	


201. Please describe your injectible/specialty pharmacy capabilities.  Be specific as to how you manage specialty injectibles, internal/external organizations you work with, and your proposed discount guarantees in this area.

202. Are there any benefits in M-DCPS’ plan designs that would require manual intervention?  If yes, please describe.

c) Yes

d) No

Retail Network
203. Please provide the requested retail pharmacy disruption analysis based on the pharmacy network(s) you are proposing compared to the pharmacies utilized by M-DCPS members. Please see Exhibit 14, Pharmacy Provider Disruption Data, of the Pharmacy Network and Formulary Exhibits-Ex. 12-15 attachment.  Please complete this form and attach with your proposal.

a) Attached

b) Not attached

Mail Order 

204. Is your mail order pharmacy owned or subcontracted? If subcontracted, please provide the vendor in the detailed response box. 

a) Owned

b) Subcontracted

205. If your mail order pharmacy is subcontracted, is the formulary different at mail order than the formulary in place in your retail network? If owned, please denote as N/A. 

206. Location of proposed mail order pharmacy: 

207. Are your mail order DUR edits integrated with your retail network?

Internet

208.  In the referred attachment, please specify if the following member services information is available on the internet: Please see Exhibit 32, Internet, of the Medical Non-Financials Exhibits-Ex. 31-32 attachment.
a) Attached

b) Not Provided

Information Systems 

209. Describe your readiness for compliance with HIPAA’s electronic standards requirements.

210. Describe the maintenance of confidentiality of patient and plan sponsor data.

Retail Pricing 

211. What is the source of AWP for retail pricing?

a) Published source using 11 digit NDC

b) Published source using with less than 11 digit NDC (specify in 10 words or less)

c) Average AWP

d) Other (specify in 10 words or less)

212. For the MAC list that will be used for this client, please indicate the estimated % of total generic Rxs subject to MAC pricing (defined as generic drugs and multi-source brand drugs on the MAC list).

213. How is the MAC price list derived?

a) HCFA MAC

a) Modified HCFA MAC

b) PBM proprietary MAC

c) Other

214. If the copayment is greater than the actual cost of the prescription drug as determined by the reimbursement formula, what will the member be charged?

215. If the copayment is greater than the actual cost of the prescription drug based upon the pharmacy’s everyday cash price, what will the member be charged?


Mail Service Pricing 

216. What is the source of AWP for mail pricing? 

a) Published source using 11 digit NDC

b) Published source using with less than 11 digit NDC (specify in 10 words or less)

c) Average AWP

d) Other (specify in 10 words or less)

217. If a MAC list will be used for this client, provide your estimate of the total generic Rxs subject to MAC price. If a MAC list will not be used, denote as N/A.

218. How is the MAC price list derived? 

a) HCFA MAC

b) Modified HCFA MAC

c) PBM proprietary MAC

d) Other

219. If the copayment is greater than the actual cost of the prescription drug as determined by the reimbursement formula, what will the member be charged?

220. If the copayment is greater than the actual cost of the prescription drug based upon the mail order pharmacy’s everyday cash price, what will the member be charged? 

221. Are the dispensing fees or shipping fees subject to increases in postal/shipping rates during the contract term?

222. Do you offer expedited delivery of mail service prescriptions? 

a) Yes, with extra charge for all medications

b) Yes, with no extra charge for special handling

c) No

223. If you offer expedited delivery, what is your standard charge? 

Administrative Fees / Premium Rates
224. Check all items that are included in the base administration fee or premium rates. If not included in fees/rates, provide the actual cost associated with the service per occurrence and an estimated annual expense in the detailed response box:

a) POS claims processing

b) Member submitted claims processing

c) Member submitted COB

d) Member submitted run out claims for 12 months

e) Implementation fees

f) Eligibility files maintenance fees for daily electronic submissions

g) Eligibility files maintenance fees for paper submissions

h) Member services, including 800#

i) Mail order claims processing

j) Mail order regular shipping and handling

k) Mail order expedited shipping and handling

l) Standard management reports

m) Ad hoc reports

n) Connectivity charges to online system

o) Quarterly claims data tape

p) Claims data tapes with each billing cycle via bulletin board, tape, CD-ROM, paper or other

q) DUR programs—concurrent, retrospective, prospective

r) Communication production for install communications

s) Communication production for communications for future plan changes or new programs

t) Communications bulk shipping and handling

u) Communications shipping and handling to members homes

v) Cost to put logo on ID card

w) Member services first level response to appeals

x) Pharmacy audits (desk and onsite; routine, in depth or focused)

y) ID card production

z) Replacement ID cards

aa) Physician profiling

ab) Disease management

225. What is the basis for administrative fees typically charged for claims? 

a) PEPM

b) PMPM

c) Per paid claim

d) Per paid and denied claim

e) Per paid, denied and reversed claim

f) Other, specify in 10 words or less in the detailed response box

226. Do you agree to guarantee your PBM financial arrangement (discounts, rebates, fees, etc.) for 36 months (1/1/2008 – 12/31/2010)?

227. Do you agree to guarantee fully-insured premium rates for 12 months? (Longer guarantees will be viewed favorably).

Rebates 

228. What is the expected average rebate per script (including formulary and non-formulary, retail/mail order scripts)?  What rebates do you share (e.g. formulary, market-share)? What percentage will you share with M-DCPS?  Will you guarantee this amount?  Will you pay a per script rebate per quarter with a true up at year-end?

229. Are there any terms attached to the rebate guarantee? (i.e. formulary compliance, % branded prescriptions, etc.). Provide all detail. 

230. Complete the following by indicating the timing of rebate allocations: 

	% allocated within 90 days
	

	% allocated within 120 days
	

	% allocated within 150 days
	

	% allocated within 180 days
	


231. Describe any assumptions for reimbursement rates, administrative fees or rebates. 


232. PBM services are requested on a full-replacement basis.  However, please state whether quoted fees /rates would change based on enrollment or other factors. Describe, if any. 

Overview of Current Managed Behavioral Health Programs 

M-DCPS provides its enrolled employees and retirees with MBH coverage as a component of its medical plans.  Through this competitive marketing, M-DCPS is interested in evaluating alternatives to their current MBH program by requesting stand-alone MBH proposals from leading managed behavioral health providers. Proposals will be requested based on a single, unified plan design for all enrollees.  We are seeking proposals for both fully-insured and self-insured coverages.

Unless otherwise specified, your proposal should assume the full-replacement of all M-DCPS MBH coverage for the active, early retiree and Medicare Supplement plans.  MBH will not be carved out of the Medicare Risk HMO plans.  

M-DCPS offers an onsite EAP program and is not seeking to replace this program at this time. The EAP is intended to help employees and their families who are suffering from persistent problems that tend to jeopardize an employee's health and continued employment. The problems may include alcoholism, drug abuse, emotional or other concerns, such as health, family, stress, marital, financial, legal, or vocational difficulties. M-DCPS recognizes behavioral disorders and mental health problems as illnesses that can be successfully treated. The program goal is to help those individuals by providing consultation and referral to treatment and rehabilitation, in order to prevent their condition from progressing to a degree at which they cannot work effectively.

The primary objective of the EAP is to assist employees who need help in resolving their personal problems as soon as possible.  When employees contact the program, a face to face conference will be scheduled; an Employee Assistance professional will assess the problem, discuss with employees available alternatives for solving the problem and then help employees find the best solutions.  The EAP can help employees gain some perspective, and refer to professional counseling.  Employees’ special needs (language, culture, geographic location) will be considered. Proposals to replace the current EAP program will not be considered.
Details regarding the proposed plan designs are provided in the attachment entitled Plan Design Exhibits-Ex. 1-7 and are summarized below.

	
	In-Network
	Non-Network
	Plan Limits



	Outpatient

	Mental Health
	100% after $20 copay 

($10 copay for group sessions)
	70% of R&C
	30 visits/year (in and out-of-network combined) Group visits count as 1/2 a visit.

	Substance Abuse
	100% after $20 copay 

($10 copay for group sessions).  Applies to day and/or evening intensive outpatient treatment/partial hospitalization treatment (to a maximum of six days a week)
	70% of R&C
	30 visits/year (in and out-of-network combined) Group visits count as 1/2 a visit.

	Inpatient

	Mental Health
	Plan pays 100% after member copay of $150/day to $450/admit
	Plan pays 70% of R&C after member copay of $150/day to $450/admit
	30 days annually

	Substance Abuse
	Plan pays 100% after member copay of $150/day to $450/admit
	Plan pays 70% of R&C after member copay of $150/day to $450/admit
	30 days annually 


ADMINISTRATION

233. Are there any benefits in M-DCPS’ plan designs that would require manual intervention?  If yes, please describe.

a) Yes

b) No

234. Are calls to the toll-free customer service line answered by a live person or an electronic voice response unit?

a) Live person, 24 hours a day, 7 days per week

b) Live person during certain hours/days - Describe

c) Calls are answered by automated attendant

235. Describe the qualifications of your intake staff

236. Briefly describe your intake process. Be sure to discuss how emergencies are handled.

237. What percentage of counseling services are provided in-person vs. on the phone


238. What is the average wait time for an appointment based on the urgency of the need?

	Emergency
	

	Urgent (but not emergency)
	

	Normal
	


239. Do you promulgate standards regarding the maximum scheduled visits per hour?


240. Do you monitor performance in this regard?


241. Describe your efforts at physician practice pattern feedback. 


· Are reports provided to individual physicians, offices, or contracted groups? 

· Are results tied to physician incentives?

· How frequently is information provided to physicians?

· Are results used during the re-credentialing process?

· Please attach representative samples of your practice pattern feedback reports.


242. Are your provider report cards available to employers and members? If you use different report cards for internal network management, employer reporting and member reporting, please describe the differences among them.


243. Discuss the process when a physician leaves or is removed from your network. Include in your discussion: 


· How and when you notify members that the physician is no longer part of the network. 

· At what point would you inform/involve M-DCPS (i.e., with what number of affected M-DCPS members)? 

· How members are transitioned to new providers. 


244. How do you identify cases for behavioral case management? 

245. Briefly describe your case management process for outpatient behavioral health benefits.

246. Specify your company’s encounter experience for behavioral health and substance abuse services in 2006 and YTD 2007 nationally and in Florida:

	National Experience (Book of Business)

	
	Hospital Days/1,000 Covered Lives
	Average Cost Per Day

	
	2006
	YTD 2007
	2006
	YTD 2007

	Inpatient Care
	
	
	
	

	Psychiatric
	
	
	
	

	Drug
	
	
	
	

	Alcohol
	
	
	
	

	Total
	
	
	
	

	
	Visits/1,000 Covered Lives
	Average Cost Per Visit

	Outpatient Visits
	
	
	
	

	Psychiatric
	
	
	
	

	Drug
	
	
	
	

	Alcohol
	
	
	
	

	Total
	
	
	
	


	Florida Experience (Book of Business)

	
	Hospital Days/1,000 Covered Lives
	Average Cost Per Day

	
	2006
	YTD 2007
	2006
	YTD 2007

	Inpatient Care
	
	
	
	

	Psychiatric
	
	
	
	

	Drug
	
	
	
	

	Alcohol
	
	
	
	

	Total
	
	
	
	

	
	Visits/1,000 Covered Lives
	Average Cost Per Visit

	Outpatient Visits
	
	
	
	

	Psychiatric
	
	
	
	

	Drug
	
	
	
	

	Alcohol
	
	
	
	

	Total
	
	
	
	


247. Briefly describe how you propose to work with M-DCPS EAP, medical and pharmacy administrator(s) to integrate Behavioral Health benefits.

248. What Behavioral Health services are available to participants and managers via the web?

249. Please complete the questions regarding the MBH network profile and network access. Please see attachment MBH Network Exhibits-Ex. 16-18.

a) Provided

b) Not Provided


250. Please provide the GeoAccess reports you used to respond to the previous question (preferably in “.pdf” format, summarized by State and County)

a) Provided

b) Not Provided


251. In the attached disruption file, please indicate whether each provider is currently in your MBH network. Please see Exhibit 18, MBH Provider Disruption Data, contained in the MBH Network Exhibits-Ex. 16-18 attachment.
a) Provided

b) Not Provided

252. Please complete the table below indicating your contracted behavioral health facilities in your Miami-Dade, Broward and Palm Beach counties and the financial arrangements you have with each:

	Specialty
	Facility Name 
	Location
	Contracted Rate

	Mental Health Facilities

	Inpatient
	
	
	

	Intensive Outpatient
	
	
	

	Substance Abuse Facilities

	Inpatient
	
	
	

	Intensive Outpatient
	
	
	


Financial Rating 

253. Please review Exhibit 22, MBH Financial Exhibits (Fully Insured and ASO) of the Financial Exhibits-Ex.19-24 attachment and indicate which items are included in your MBH product and quoted fee/rates.

254. What margin is included in your capitated MBH rates/ ASO fees?

Overview of Current Wellness Programs 

M-DCPS provides its enrolled employees and retirees with wellness programs as an added service offered by their medical insurer, UnitedHealthcare.  These programs are included in the premium rates.  Through this competitive marketing, M-DCPS is interested in evaluating alternative services available for employees through health plans as well as stand-alone wellness providers. 

Wellness Questions:
255. Please describe your wellness program offerings.  Please be specific as to programs that focus on worksite health promotion.

256. Describe how you use data from medical and/or pharmacy programs to identify members, tailor program offerings to meet client needs, and measure outcomes.

257. Do you partner with any organizations for the delivery of your programs? If so, please describe these relationships.

258. Based on your understanding of M-DCPS demographic makeup and claim utilization reports provided with this RFP, which programs would you recommend initially to offer the greatest benefit?


259. Describe your approach to member outreach.  How do you measure success?
260. Do you presently have member communication materials available in both Spanish and English? If not, are you willing to create such materials for M-DCPS?


261. M-DCPS has many sites in the Miami area.  How will you ensure adequate program representation at each site?


262. Describe the types of reports you provide to M-DCPS regarding member participation, behavioral change, risk factors, etc.  Include sample copies of your reports with your proposal.

263. If your wellness services include the provision of Flu Shots, how will you guarantee the availability of sufficient amounts of vaccine?  Do you purchase supplies through third-party vendors to make up for short-falls in supply?

264. How do you differentiate your organization from your competitors?

APPENDIX

The following attachments (included in the enclosed CD) must be completed in their entirety:
Plan Design Exhibits

· Exhibit 1  POS Plan Design

· Exhibit 2  Open Access And Gatekeeper Model HMO Plan Designs (HMO-1, HMO-2, HMO-3)

· Exhibit 3  Out-of-Area PPO Plan Design

· Exhibit 4  Medicare Plan Designs (Supplement and Risk HMO Plans)

· Exhibit 5   Prescription Drug Plan
· Exhibit 6   Maintenance Prescription Drug List
· Exhibit 7   Managed Behavioral Health Plan Design

· Exhibit 8   Dependent Plan Options

Medical Network Exhibits

· Exhibit 9   Medical Network Profile

· Exhibit 10   Medical Network Accessibility

· Exhibit 11 Medical Provider Disruption Data

Pharmacy Network and Formulary Exhibits

· Exhibit 12  Pharmacy Network Profile

· Exhibit 13  Pharmacy Network Accessibility

· Exhibit 14  Pharmacy Provider Disruption Data

· Exhibit 15  Formulary Match Analysis

MBH Network Exhibits

· Exhibit 16  MBH Network Profile

· Exhibit 17  MBH Network Accessibility

· Exhibit 18  MBH Provider Disruption Data

Financial Exhibits

· Exhibit 19 Medical -- Fully insured Health Plan Premiums by plan and component 

· Exhibit 20 Medical – Self-Insured Fees and Services

· Exhibit 21 Stop Loss

· Exhibit 22 MBH Financial Exhibits (Fully-insured and ASO)

· Exhibit 23 PBM Financial Exhibits (Fully-insured and ASO)

· Exhibit 24 Wellness Financial Exhibits

Provider Reimbursement Exhibits

· Exhibit 25  Medical Network Reimbursement

· Exhibit 26  MBH Network Reimbursement

· Exhibit 27  Medical Hospital Contract Detail

· Exhibit 28  MBH Hospital Contract Detail

· Exhibit 29  Physician Reimbursement

· Exhibit 30  Network Discounts

Medical Non-Financial Exhibits

· Exhibit 31  Subcontracting Services

· Exhibit 32  Internet

PBM Non-Financial Exhibits

· Exhibit 33  Clinical Edits

· Exhibit 34  Clinical Programs

· Exhibit 35  PBM Internet Services

Deviations from Specifications

Proposal Certification Form

M/WBE Certification Application (if applicable)
Affirmative Action Employment Breakdown

The following attachments (included in the enclosed CD) should serve as reference materials necessary to complete your proposal.  They do not require any Proposer response. 
· M-DCPS Medical Summary Plan Descriptions (zip file)
· Benefits Enrollment Guides (zip file)
· M-DCPS Demographics (zip file)
· Claims Experience (zip file)

· Historical Premium and Contribution Rates

· Medical Enrollment - Eligibility File Layout

· Morbid Obesity Rider

· Membership by Month

· Medical Participation by Bargaining Unit

	The School Board of Miami-Dade County, Florida, adheres to a policy of nondiscrimination in employment and educational programs/activities and programs/activities receiving Federal financial assistance from the Department of Education, and strives affirmatively to provide equal opportunity for all as required by:

Title VI of the Civil Rights Act of 1964 - prohibits discrimination on the basis of race, color, religion, or national origin.

Title VII of the Civil Rights Act of 1964, as amended - prohibits discrimination in employment on the basis of race, color, religion, gender, or national origin.

Title IX of the Education Amendments of 1972 - prohibits discrimination on the basis of gender.

Age Discrimination in Employment Act of 1967 (ADEA), as amended - prohibits discrimination on the basis of age with respect to individuals who are at least 40.

The Equal Pay Act of 1963, as amended - prohibits sex discrimination in payment of wages to women and men performing substantially equal work in the same establishment.

Section 504 of the Rehabilitation Act of 1973 - prohibits discrimination against the disabled.

Americans with Disabilities Act of 1990 (ADA) - prohibits discrimination against individuals with disabilities in employment, public service, public accommodations and telecommunications.

The Family and Medical Leave Act of 1993 (FMLA) - requires covered employers to provide up to 12 weeks of unpaid, job-protected leave to "eligible" employees for certain family and medical reasons.

The Pregnancy Discrimination Act of 1978 - prohibits discrimination in employment on the basis of pregnancy, childbirth, or related medical conditions.

Florida Educational Equity Act (FEEA) - prohibits discrimination on the basis of race, gender, national origin, marital status, or handicap against a student or employee.

Florida Civil Rights Act of 1992 - secures for all individuals within the state freedom from discrimination because of race, color, religion, sex, national origin, age, handicap, or marital status.

School Board Rules 6Gx13- 4A-1.01, 6Gx13- 4A-1.32, and 6Gx13- 5D-1.10 - prohibit harassment and/or discrimination against a student or employee on the basis of gender, race, color, religion, ethnic or national origin, political beliefs, marital status, age, sexual orientation, social and family background, linguistic preference, pregnancy, or disability.

Veterans are provided re-employment rights in accordance with P.L. 93-508 (Federal Law) and Section 295.07 (Florida Statutes), which stipulate categorical preferences for employment.
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