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Please provide brief, concise answers to the following questionnaire.  Answer only those questions which apply to the products being quoted. All responses are to be typed directly below the questions, and responses must be typed in BLUE FONT, and must be contained herein. Under no circumstances is the format of this questionnaire to be changed. An Electronic Version of the questionnaire is available. 
[bookmark: _Toc42169849][bookmark: _Toc171924848]Questionnaire - General
1. Respond to the following:
· Company name and full address
· Organization structure
· Total number of employees
· Number of employees dedicated to health care claims administration
2. Please complete the following table, indicating the number of single employer groups for whom you currently provide services. Please separately identify private and public sector plans. Data should be provided separately regarding total firm and proposed claim office (if applicable).
	
	Private Sector
	Public Sector

	Group Size
	Total
	Local
	Total
	Local

	Less than 100 employees
	
	
	
	

	100-499 employees
	
	
	
	

	500-999 employees
	
	
	
	

	1,000-4,999 employees
	
	
	
	

	5,000-9,999 employees
	
	
	
	

	10,000 + employees
	
	
	
	



Client references for each line of business proposed should be available upon request.
3. Please provide enrollment statistics, by product, in Northeast Ohio including the counties of: Stark, Summit, Tuscarawas, Medina, Portage, Carroll, Homes and Wayne.


4. Please provide the following financial ratings of your organization, and for any other carriers holding the paper for this contract: A.M. Best, Duff & Phelps, Moody’s Investors Service, Standard and Poor’s, and Weiss. Please include, with your proposal, your most current year-end financial report.
5. Will you agree to waive all actively-at-work and non-confinement rules, for the existing group, when the initial enrollment takes place?
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6. Respond to the following:
· Percentage of your business represented by health care claims administration services.
· Years in the health care claims administration business.
7. Will your plan pass through all discounts to the City? Is your plan licensed by the State of Ohio Department of Insurance? If yes, please provide the original date of licensure and include a copy of your current active license.
8. What is the average Primary Care Physician discount off market average charge? What is the average Specialist discount off market average charge? Please provide supporting documentation.
9. Are providers prohibited, by contract, from balance billing? Explain how claims are adjudicated for hospital-based non-network providers working in a network hospital.
10. Please describe all situations where a member would be responsible for paying all, or a portion of, a provider’s bill, under your proposed program(s).
11. Please describe your company’s medical care management strategy. Why should we consider selecting your organization as our medical plan provider?
12. Please confirm that all access fees, and other administrative or required reserve charges, are included in your rates as quoted.
13. Please confirm that participants, and the City, will be held harmless under your provider agreements for amounts owed by the plan to the provider.
14. What are your capabilities, as it pertains to End Stage Renal Disease, if Part B is not elected? Can you administer the plan as if Part B were in effect?
15. Describe your cost structure for covering diabetic supplies, birth control supplies, injectables, etc., under medical as a discount versus coverage under Rx.
Network
16. Please list your participating hospitals in Northeast Ohio, as well as the percentage of physicians/dentists who are accepting new patients as of 6/1/2024.
17. What is the percentage of turnover of physicians in your network? Have there been any changes to your hospital network, within the last two (2) years, or are there pending terminations to your network? (medical proposers only)




18. Based on the line of coverage you are quoting, please provide a Geo-Access analysis using the provided employee census file. The Geo-Access analysis must illustrate the overall access percentage by city and zip code, indicating the number and percentage of employees with and without required access for the following:
· 3 Primary Care Physicians within eight (8) miles of their residence
· 1 Hospital within ten (10) miles of their residence
· 2 Specialists within 10 miles
· 2 Dentists within eight (8) miles of their residence
· 2 Dental specialists
· 2 Optometrists within eight (8) miles of their residence
· 2 Ophthalmologists within eight (8) miles of their residence
24. Please indicate the criteria used to credential providers. How often are they recredentialed? What are the criteria for dismissal from your network?
Claims Information 
25. Please describe your claim resolution process. Are the intake and resolution functions handled by the same person?
26. Can employees view current and historical claim information on-line? If so, what are the security guidelines?
27. Describe your process for handling large claims, including oversight and approval.
28. What percentage of claims would be auto-adjudicated? (i.e., paid by the system after data entry is complete)
29. What procedures do you use in processing claims that are in process when a provider is deleted from the network?
30. Please describe your internal audit procedures including frequency, sample size and selection process.
31. Please describe your administrative process to identify and pursue subrogation claims, including any related fees or charges. If subrogation is outsourced, please provide name of firm.
33. Under what circumstances must claim forms be submitted by plan participants, and how are claims incurred outside of the service area for urgent or emergency care paid?

34. Please outline the performance and discount guarantees you are proposing. Include the formula for how they are calculated and how often credits are paid for performance below the guarantee.
Customer Service Information 
35. What services would you provide in the ongoing administration of the case?
36. Will this account have a dedicated claim service team? If so, please list the team membership and their qualifications.
37. Provide the following performance statistics for your latest quarter:
· Average speed to answer
· Call abandonment rate
· Average time to abandon
· Average time in the queue
36. Do the customer service representatives also perform claims processing functions, or is claims processing a function performed by dedicated claims processors?
37. Is there a toll-free number available to answer questions from the group contact and/or members? Does it include access to provider listings? Are incoming calls recorded and/or logged? Please provide your customer service phone number, location and hours of operation.
38. Do you have IVR capabilities before and/or after hours? If yes, during what times is the service available? What information is available to employees via the IVR system?
39. Please describe your quality assurance, or audit program, for customer service.
 Utilization Management 
40. Describe your utilization review process and how it integrates with your medical management and wellness programs.
41. List any available cost-control and/or wellness programs, which are available and what costs are associated with these programs, if any?
42. What back-up networks does your plan utilize, if any, should a member seek care outside of a network environment? And how are the discounts calculated for the client? (Self-funded only)
43. Is your organization’s Utilization Management program AAHC/URAC certified?
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44. What services would you provide for the initial enrollment and transition to your company? Will representatives of your company be available in the enrollment process and employee meetings? Please include (as an attachment) a sample employee communication/material packet.
45. City is expected to provide enrollment data during the initial transition to your company.  What procedures would you require for new enrollments in the future?  City would like, at a minimum, to continue the current billing procedures, as well as the ability to enhance the current situation. For example, City may want to have electronic submission of monthly changes (additions, deletions, etc.), can this be accommodated? Are there any additional charges for this service?   It is the City’s expectation that the carrier chosen will accept the data in the format that the City chooses to utilize vs. a format the carrier requests.
46. Describe how you will administer this account, knowing that the City will not carry an imprest balance, and which draft method and banking arrangement is preferred for your self-funded plan only?
47. Please specify your implementation team, and include a brief biography of each member of the team.
48. Identify any administrative functions, which can be handled via the Internet, and describe the level and method of client access to eligibility systems.
49. Provide the formula that your firm will use to renew this case. The formula should include both fully insured and self-funded retention figures.
50. Please explain in detail the steps you anticipate will be needed to ensure a smooth implementation. Include a definition of specific activities and a detailed timetable of events. Please provide an implementation timeline. The timetable should include dates for employee meetings, the issuance of ID cards, claim forms, contracts and administration forms, etc.
51. Please provide information on eligibility below:
· How frequently are eligibility files updated?
· Can the City perform real-time on-line eligibility updates?
· Please properly indicate if you will accept eligibility updates via:
	Y/N	
Fax:  
Hard Copy: 
Phone: 
52. Please indicate your capacity, and related costs, if any, to develop custom I.D. cards, custom claim forms, etc.
53. Does your system maintain both employee and dependent eligibility data? Confirm your agreement to accept the electronic eligibility in a format established by the City.
Data and Reporting 
54. Please indicate whether the following reporting is available with your system, at no additional charge. At a minimum, the City requires the following:
· Claims experience by sub-group.
· Summary experience by sub-group and procedure code, MDG and DRG.
· Aggregate and detail utilization reports for out-network, as well as in-network.
· Comparison of actual plan performance to network goals or other comparative data. Please describe the source of the comparative data. Provide samples.
· Monthly paid claims report by sub-category
· Monthly large claims in excess of $25,000 with diagnosis/prognosis/name/ID number
· Top 100 providers reported quarterly by: dollar, volume, code, number of claimants and members
· Claims by membership class
· Disease management
· Case management
· Specific “data slices” to ascertain the answer to a specific question/problem
· Access to member EOB’s
Samples of these required reports must be included in your response.
55. Can these reports be produced electronically on a monthly, quarterly, and annual basis? If so, in what format? Please provide the standard reporting package that can be prepared for  City and indicate what additional charges, if any, would be required for ad-hoc reports.
56. Please provide samples of the following:
· Claim Form
· EOB
· ID Card
· Group Contract
57. Please provide a list of all claims data elements that can be accessed if ad-hoc reports are requested.











58. Please complete the following table related to reporting capabilities. Please use the following codes for frequency: M = monthly; Q = quarterly; A = annually. In the “Cost per report” column, please mark “I” if the report is included in the standard fee.

	Report
	Frequency
	Standard
	As Requested
	Cost per report
(If any)

	Check Register
	
	
	
	

	Paid Claims Register
	
	
	
	

	Paid Claims by Service Type
	
	
	
	

	Paid Claims by Provider
	
	
	
	

	Paid Claims by Sub-Group
	
	
	
	



59. Provide examples of reports provided to stop-loss carriers and confirm that the reports will be provided at no additional cost.
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60. Is your organization owned or controlled by any other organization?  Are you quoting our program in conjunction with any other entity?  If so, please explain the relationship and how it will benefit the  City plan.

61. What is the nature of your relationship with pharmaceutical manufacturers, and what responsibilities do you have to those manufacturers?

62. If yours is a local network, how will our participants obtain medications out of your service area?

63. Describe the pricing arrangements you will offer to City, including dispensing fees, per-claim fees, implementation costs, discounts from AWP, rebates available, etc.  What performance and/or savings guarantees can you offer to City?  (If prescription discount information is considered confidential, include your response to this question in a separate sealed envelope.)

64. What is your source for AWP?  How frequently will discounts from AWP be updated for City?

65. Describe your Maximum Allowable Cost (MAC) program for generics.  Based on your latest data, what is the effective discount from AWP of your MAC prices?  (If prescription discount information is considered confidential, include your response to this question in a separate sealed envelope.)

66. Please confirm that the plan participant will be charged no more than the actual ingredient cost if it is lower than the co-pay.   

67. What clinical programs do you have available to City, and what is the cost for each?  Include your programs and recommendations for specialty medications.

68. How will you ensure a successful transfer of open mail-order prescriptions?

69. Describe your procedure for mail service refills.  Can members request mail-order refills via the internet? By phone?

70. Confirm your ability to accept and transfer data, at a frequency determined by the City.  Are there additional charges?
a. To / from the City
b. To / from the City’s vendors (e.g. medical plan, stop-loss vendor, potential data warehouse, etc.)

71. Confirm your ability to administer internal reviews of adverse benefit determinations, as required by the Patient Protection and Affordable Care Act, as well as external reviews, as required by the State of Ohio.

72. List any other services you offer that have not been specifically requested in this RFP.  Provide fees and charges for these services.
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59. Is your plan able to offer a duplication of benefits to the City’s current benefit plan? If not, please describe the coverage available under your proposed plan, including a complete list of any waiting periods, exclusions or limitations that vary from the City’s current plan. Please confirm that all items covered under preventative, basic and major will be covered under those categories at the same benefit level. (Required)
60. Please provide (as an attachment) a sample reporting package, including the frequency. Are the reports available online or electronically? If so, in what format?
61. What is the pre-authorization process that members are required to use and what procedures fall under this requirement?
62. Do you utilize fee schedules, Usual, Customary & Reasonable (“UCR”), or a combination for in-and out-of-network payment determination? Please explain, in detail, as it relates to the City program.
63. Please provide the following network-specific data for the City Region:
Total membership as of 6/1/2024
· # of Generalists
· # of Pedodontists
· # of Periodontists/Oral Surgeons
· # of Endodontists
· # of Orthodontists
· # of Prosthodontists
· # of Specialists
64. What is the percentage of turnover in your network, and the percentage of Dentists accepting new patients as of 6/1/2024? Have there been any changes to your network within the last two years, or are there pending terminations to your network?
65. In general, how will treatments, especially orthodontia, initiated prior to the effective date, continue under your managed network?
66. All access fees, and other administrative or required reserve charges, must be included in the rates quoted. Please confirm.
67. Are participants and the City held harmless under your provider agreements for amounts owed by the plan to the provider of in-network benefits?
68. Would you be willing to expand or add dentists to your plan, at the City’s request?




69. Please provide (as an attachment) an electronic file of your most recent Ohio provider directory in Excel format, with the following fields:
· Provider name
· Provider tax ID
· Provider specialty
· Provider address (including ZIP code)
70. For any service where coinsurance or co-pays apply, please confirm that you agree to calculate the discount before the reduction for the co-pay.
71. Please describe all situations when a member would be responsible for paying all, a portion of, or the balance of a provider’s bill, under your proposed program(s).
72. Is there a difference between the reimbursement methods for in-network versus out-of-network providers?
73. Please outline the performance and discount guarantees you are proposing. Include the formula for how they are calculated and how often credits are paid for performance below the guarantee.
74. Please describe the proposed implementation process and include (as an attachment) a copy of your timeline and available employee communication materials.
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75. Please provide the following information about your plan and providers pertaining to the locations of City employees.
By Zip Code in City	Response
Are providers owned by your organization or subcontracted through a third party? What percentage of your providers are independent practitioners?
Total members (employees and dependents) as of 6/1/2024
Number of providers as of 6/1/2024
· Ophthalmologists
· Optometrists
· Opticians
· Other providers
· Total
What percentage of network providers are accepting new patients?
76. What type of coverage do you offer for contact lenses, and do you offer a mail service contact lens program? Please describe in terms of operation and pricing.
77. What types of frames are available under your plan, and how many are covered? Please describe your pricing formula for frames, and list what is included in a routine eye exam.
78. Please complete the following table regarding your financial arrangements in  City.
Providers	Specialists
What percentage of the following are reimbursed via:
· Capitation
· Discount off R & C
· Discount off billed charges
· Fixed fee schedule
· Maximum allowable charge schedule
· Withhold/Bonus arrangement
79. Participants, and the City, must be held harmless under your provider agreements for amounts owed by the plan to the provider. Please confirm.
80. Are providers prohibited by contract from balance billing? Describe how non-network providers are reimbursed.
81. Please provide (as an attachment) a sample reporting package, including the frequency. Are the reports available online or electronically? If so, in what format?

82. Please outline the performance and discount guarantees you are proposing. Include the formula for how they are calculated and how often credits are paid for performance below the guarantee.
83. How would the City expect the implementation of your program to the employees be handled?
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84. Please describe the type of portal tools your company provides? 
85. Does your portal feature a wide array of applications and services that stay current with wellness and technology trends?
86.  What level of customization is available?
87.  What are the portal integration capabilities? 
88.  Please describe how your company responds to technical issues that the employee or program administrator may encounter? Please include the approximate time frame for response. 
89. What type of reporting features will be available to quantify and track results?
90. Is the wellness solution flexible enough to grow and change with the needs of our wellness program over time? 
91. Please describe the customer service provided to the program administrator to assist in efforts for the portal to be successful. Please describe the communication you provide to the program administrator about any updates or upgrades to the site. 
92. Can the portal support social challenges and custom incentives and rewards?
93.  Does your company maintain compliance with HIPAA, GINA, ADA, ERISA, ACA, EEOC, and all other pertinent wellness regulations and health rules? 
94. How do you ensure the security of personally identifiable information (PII) and personal health information (PHI)? 







