[bookmark: _GoBack]SUBMISSION FORM 1
FULLY INSURED MEDICAL AND RX – NO REFERRAL REQUIRED
(Please complete)

	MEDICAL BENEFITS
	High Deductible HSA - Base Plan

	Deductible
	

	  In-Network
	

	  Non-Network
	

	Out Of Pocket Max  
	

	  In-Network
	

	  Non-Network
	

	Coinsurance
	

	  In-Network
	

	  Non-Network
	

	Lifetime Max
	

	Emergency Room
	

	  In-Network
	

	  Non-Network
	

	Maternity
	

	  In-Network
	

	  Non-Network
	

	Vision Exam
	

	  In-Network
	

	  Non-Network
	

	Physician Office Visit
	

	  In-Network
	

	  Non-Network
	

	Specialist Office Visit
	

	  In-Network
	

	  Non-Network
	

	Preventive Care 
	

	  In-Network
	

	  Non-Network
	

	Diagnostic Lab & Radiology
	

	      In-Network
	

	  Non-Network
	

	In-Patient Hospital 
	

	  In-Network
	

	  Non-Network
	

	In-patient Substance 
	

	  In-Network
	

	  Non-Network
	

	Out-patient Substance
	

	  In Network
	

	  Non-Network
	

	In-patient Mental Health
	

	  In-Network
	

	  Non-Network
	

	Out-patient Mental Health
	

	  In-Network
	

	  Non-Network
	

	Virtual Visits/Telemedicine
	

	Prescriptions
	

	  Network Retail Pharmacy
	

	  Mail Order
	

	Note: This is a brief summary and not intended to be a contract.











The benefits in this submission form are based upon the Current plan of benefits outlined in the RFP.



_____________________________________
CITY OF CORINTH RFP #1127
HEALTH AND WELFARE EMPLOYEE BENEFITS INSURANCE PLANS

Signature
Page 1 of 34

Page 30 of 58
SUBMISSION FORM 2
FULLY INSURED MEDICAL AND RX
(Please complete)

	MEDICAL BENEFITS
	Buy-Up Plan

	Deductible
	

	  In-Network
	

	  Non-Network
	

	Out Of Pocket Max  
	

	  In-Network
	

	  Non-Network
	

	Coinsurance
	

	  In-Network
	

	  Non-Network
	

	Lifetime Max
	

	Emergency Room
	

	  In-Network
	

	  Non-Network
	

	Maternity
	

	  In-Network
	

	  Non-Network
	

	Vision Exam
	

	  In-Network
	

	  Non-Network
	

	Physician Office Visit
	

	  In-Network
	

	  Non-Network
	

	Specialist Office Visit
	

	  In-Network
	

	  Non-Network
	

	Preventive Care 
	

	  In-Network
	

	  Non-Network
	

	Diagnostic Lab & Radiology
	

	      In-Network
	

	  Non-Network
	

	In-Patient Hospital 
	

	  In-Network
	

	  Non-Network
	

	In-patient Substance 
	

	  In-Network
	

	  Non-Network
	

	Out-patient Substance
	

	  In Network
	

	  Non-Network
	

	In-patient Mental Health
	

	  In-Network
	

	  Non-Network
	

	Out-patient Mental Health
	

	  In-Network
	

	  Non-Network
	

	Virtual Visits/Telemedicine
	

	Prescriptions
	

	  Network Retail Pharmacy
	

	  Mail Order
	

	Note: This is a brief summary and not intended to be a contract.











The benefits in this submission form are based upon the Current plan of benefits outlined in the RFP.



_____________________________________
Signature






SUBMISSION FORM 3
FULLY INSURED MEDICAL AND RX PREMIUM COST – NO REFERRAL REQUIRED
 (Please complete)

	(Company Name)
	
	
	

	HIGH DEDUCTIBLE HSA BASE PLAN  MONTHLY PREMIUM COST (MEDICAL AND RX)

   Employee Only
   
   Additional for Spouse
   
   Additional for Child
   
   Additional for Spouse & Child

Total Monthly Costs/Lives


	


	Rate


$________

$________

$________

$________

$________

	#Lives


________

________

________

________

________


	Rate Guarantee 
A.M. Best Rating
	
	
	________
________





	(PPO NETWORK NAME) 
	

	GeoAccess (2 PCPs within 10 miles)
	_____% coverage

	GeoAccess (2 Specialists within 10 miles)
	_____% coverage

	GeoAccess (1 Hospital within 10 miles)
	_____% coverage












The costs in this submission form are based upon the Current Base plan of benefits outlined in the RFP.


_____________________________________
Signature
 



















SUBMISSION FORM 4
FULLY INSURED MEDICAL AND RX PREMIUM COST – NO REFERRAL REQUIRED
 (Please complete)


	(Company Name)
	
	
	

	BUY-UP PLAN  MONTHLY PREMIUM COST (MEDICAL AND RX)

   Employee Only
   
   Additional for Spouse
   
   Additional for Child
   
   Additional for Spouse & Child

Total Monthly Costs/Lives


	


	Rate


$________

$________

$________

$________

$________

	#Lives


________

________

________

________

________


	Rate Guarantee 
A.M. Best Rating
	
	
	________
________




	(PPO NETWORK NAME) 
	

	GeoAccess (2 PCPs within 10 miles)
	_____% coverage

	GeoAccess (2 Specialists within 10 miles)
	_____% coverage

	GeoAccess (1 Hospital within 10 miles)
	_____% coverage












The costs in this submission form are based upon the Current Buy-Up plan of benefits outlined in the RFP.


_____________________________________
Signature
 


















MEDICAL QUESTIONNAIRE

A. GENERAL

1. Describe the implementation process and provide a timetable assuming notice by August 1, 2019 of an October 1, 2019 effective date. Be specific with regards to timing of significant tasks and responsibilities of Client and incumbent carrier.

2. How will you interface with the current carrier to assure smooth implementation?  What data will you need to affect implementation? Describe your minimum data requirements and include the ideal data-reporting format.

3. Describe the customer service support available for the Client.  

4. Provide the total number of 800 lines available for customer service within the claims processing office(s). How many employees are currently covered per line? What is the average time on hold? What percent of the calls are not taken?

5. What is the procedure when a call is received outside of your working hours?

6. Describe the formal training, qualifications and minimum experience required for your customer service representatives.

7. Provide samples of the following communication materials in electronic USB memory drive format only:

· Sample ID Cards
· Medical EOB
· Enrollment Form
· EOI Form
· COB Letters
· Pended Claims Letters
· Appeal Response Letters
· ASO Billing Statement

8. Describe automated enrollment/eligibility tools available to the Client as well as the automated proposed platform and functionality.

9. Will your organization administer and/or underwrite the benefits as outlined in the RFP? 



B. CLAIMS PROCESSING

This information should be specific to the claims office or for the Client.

1. Provide the number of employees in each of the following categories:
· First level claim processors
· Supervisors
· Management
· Other (describe)

2. How many of the employees in the preceding question were in a similar position at your organization in 2015 and 2016?

3. Will the Client have a dedicated claims representative?  Customer service representative?

4. Provide the following information for the office(s) proposed:

· Percent of all claims paid within 10 working days (or 14 calendar days)
· Average weekly volume of claims processed
· Average percent of claims pended

5. Describe your hiring and training requirements for claims processors.

6. Describe your claims processing quality assurance program. Include:
· Percent of and frequency of claim audits performed
· Special procedures, if any, for processing high claims or those with complex diagnosis or unusual procedures

7. What are the claims errors ratios, financial and non-financial, for the most recent period computed for the office that will administer the Client?  For the entire company?  How do these results compare to your internal standards?

8. Provide a work flowchart from date of claims receipt to final disposition.

9. If a claim requires follow-up, is the pended claim tracked on-line?

10. What notification can the employee expect on claims in review?

11. What office issues drafts of EOBs?

12. Describe your procedure for handling coordination of benefit cases. What is the average non-Medicare COB savings your company realized during the last twelve-month period?


C. CLAIMS ADMINISTRATION QUESTIONS


1. List all available reports and indicate if there is any extra charge for any of these.

2. Provide information concerning your average turnaround time for 2016.

3. Explain the procedure policy regarding average claim turnaround time.

4. Describe the database you use for determination of reasonable and customary charges.

5. How does your system capture reasonable and customary information for doctor’s visits (e.g., radiology and pathology)?

6. Can you offer a contract with performance-based criteria with financial penalties/incentives?

7. What performance criteria/guarantees can be applied to the conversion process?


Location/Size/Staffing

8. What is the name and title of person that will be responsible for this account?

9. Include your most recent annual report and A.M. Best rating.

10. Provide a copy of your plan for disaster recovery.

11. What is the organizational chart of your claims processing center?

12. Please provide the following information regarding your claims processing staff at their location:
	Total number of processors, full time vs. part time (separately identify the number of supervisors)
	Average length of service
· Experience required 
· Rate of turnovers of claims processors for 2016, 2017 and 2018
· Staffing ratios
· Average number of claims processed by a claims processor daily (specify electronic vs. paper)


Standard & Production Levels

13. Indicate the turnover rate by area of responsibility for this claims office for 2017 and 2018.

14. Indicate the number of groups and average employer size administered by the unit/claims office responsible for the Client.

15. Can a backlogged office be assisted by another office?

16. Do you conduct quality monitoring of telephone calls? If so, what are your 2018 results?

17. Please indicate your normal production standards for the following:

a) Number of claims per hour/per processor

b) Number of claims per hour/per office

c) Turnaround time per processor

d) Turnaround time per office

18. Describe your procedure for clean claims vs. pending claims and indicate what percentages of claims are considered clean.

19. How do you account for investigated claims in your turn-around time standard?

20. What are the quality standards?

· Procedure accuracy per processor
· Procedure accuracy per office
· Payment accuracy per processor
· Payment accuracy per office

21. What are your standards for telephone inquiries? Do you have a standard for phone service level in the claims processing area for:
a) Abandon rate of phone calls
b) Average time wait in queue
c) Busy signal rate

22. Do you track and report:
a) Average number of inquiry calls per day
b) Average length of calls
c) Type of calls received 
d) Accuracy of response to inquiries

23. What is the ratio of customer service phone lines per covered lives?


Quality Control

24. Briefly outline your standards/procedures for quality control in your claims processing center.

25. Do you maintain an internal audit staff?

26. If yes, what audit criteria is used for internal quality control?

27. Is there a manual of internal quality control procedures?

28. Who (firm or individual internally) would conduct an internal audit of your operations?

29. How often do you perform internal audits?

Administrative Services/Control/Banking

30. Describe your process for recovery of payments regarding subrogation.

31. Are claims payments cut and mailed from the office that is doing the claims processing?  If no, where is it done?

32. What is the banking arrangement for transfer of funds that you would use for this account?

33. Are any alternative banking arrangements available?  If so, describe briefly.

Eligibility

34. Assuming direct claims submission, describe your procedures for handling eligibility. 

35. How often do you require updated eligibility from your Clients?

36. How long do you anticipate it taking to set up eligibility for this Client?

37. What online eligibility capabilities are available to the Client?

38. If the Client provides a full eligibility feed to the new administrator:

· How long before the effective day do you require to receive these data?
· Can your system track each dependent by the dependent’s name and the dependent’s social security number?
· Specify how you would prefer to receive the data (e.g., electronically).
· Provide the specifications of your preferred method.
· If any costs are associated with your preferred method, would you be willing to assume that cost? 

Physician Payment

39. How often do you determine URC for physician reimbursement?

40. What database do you use to establish URC fee reimbursement?

41. How often do you update URC files?

42. For what CPT-4 code groupings do you establish URC?

43. Does your system contain logic which can select the lower of two payment schedules? Can your system automatically identify the correct payment amount?

Clinical Management

44. Provide the following information on the current clinical management staff.

	Credentials
	#
	Average Tenure
	Full Time
	Part Time

	RNs
	
	
	
	

	BSNs
	
	
	
	

	Board-Certified Physicians
	
	
	
	

	Other
	
	
	
	




45. What are the minimum hiring criteria for each of the above? What are your continuing education requirements?

46. What was the average annual staff turnover in your clinical management department during 2018?

47. Describe in detail your clinical management programs that are available including disease management.
· To what extent is there integration among the various programs?
· How do you see these changing over the next 5 years?
· Would the Client be able to customize any of these programs?

48. How does your approach to clinical management differ from that of your competitors?

49. To what extent do clinical practice guidelines drive your clinical management process?

50. Describe how patient outcomes are assessed and how you record the results of your clinical management intervention.

51. Do your review personnel, other than physicians, have the ability to deny admissions or treatment?  If yes, why and describe the process in detail.

52. Provide a copy of all of your standard clinical management reports. Would the Client be able to customize any of these?

53. How do you (a) define, (b) track and (c) manage chronic care?  Describe how you assist with long-term placement and monitor the effectiveness of long-term care.

54. What happens to the review process if you are unable to obtain sufficient or any information from the providers?


D. WELLNESS PROGRAMS

1. Describe the wellness programs you currently have available to the Client.  Include all services available for each program and the associated costs.

2. What initiatives are available?

3. Provide sample communication materials available on your wellness programs in electronic USB memory format.

4. Describe your recommended process for managing an effective wellness program.


E. CONFIDENTIALITY AND LEGAL

1. What are your procedures to ensure confidentiality of medical records that are used for the medical necessity review?

2. What is your liability cover for pre-admission review?  Do you agree that the Client will be held harmless in any suit filed by a subscriber against the company?


F. C.O.B. SUBROGATION, SPOUSAL COVERAGE

1. What are your normal C.O.B. procedures?

2. How are C.O.B. savings tracked in the system?

3. What was the average C.O.B. saving that you reported to Clients over 300 lives in 2017 and 2018?  What was the average for the under age 65 population?

4. What edits in your system identify potential C.O.B. claims?

5. Who is responsible for follow-up on potential C.O.B. claims?


G. REFERENCES

1. Provide a reference list of the three (3) most recent Clients of 150-+ lives that terminated within the last two years.  Include:

· The date of termination
· The reason for termination
· Names and phone numbers of references to be contacted

H. PROVIDER NETWORK

1. What percentage of your physicians is board certified?

2. Do you anticipate making significant changes to your network during the next three years?  If so, explain.

3. How do you select participating providers?  What are your minimum requirements?  Briefly describe your credentialing and re-credentialing process.

4. Describe your reimbursement arrangements with primary care physicians, specialists, hospitals and other providers. Do you reimburse through discounted fees, DRGs, per stay, per diem, capitation, etc.?  Describe any risk-sharing arrangements you have with providers and why you believe these arrangements help control costs and utilization.

5. How often do you renegotiate provider contracts?  Briefly describe the procedure.  Please provide a copy of your hospital and physician contract.

6. How do you evaluate provider practice patterns and what actions are taken once you have identified problems?  What steps have you taken toward outcomes management?

7. How do you monitor quality and cost efficiency on an on-going basis for hospitals, physicians, and other providers?

8. Describe on-site reviews to hospitals, physicians’ offices and other providers.

9. Describe the grievance procedure and internal tracking mechanism used to resolve physician complaints.

10. How many physicians have left your plan in each of the following years – 2016, 2017 and 2018?

11. How do you measure patient/customer satisfaction? If you use questionnaires, explain how and when they are administered. (Also, please attach a copy of the most recent questionnaire.)  How do you respond to negative comments/criticisms from members?

12. Describe the grievance procedure and the internal tracking mechanism used to resolve member complaints.

13. Provide a report of grievances by type for the most recent 12-month period that is available.

14. Provide a Geo Access report using the following criteria in electronic USB memory drive format only:
· 1 hospital within 10 miles
· 2 PCPs within 10 miles 
· 2 specialists within 10 miles


Member Service

15. Describe the customer service support available for the Client during and after enrollment.  

16. Do you have computer-assisted telephone answering capability? If so, are callers given the option to access a live operator?

17. How will calls be routed to each area (Customer Service and Provider Network)?

18. Explain how internal communication regarding the Client’s account would be handled by your organization.  For example, if the account manager receives a complaint/question, what are the formal procedures for documenting and following through to resolution?

19. Is the telephone system capable of call monitoring for quality assurance purposes?  If so, describe the process by which this is accomplished.

20. What are your normal hours of operation?  What is the procedure when a customer service call is received outside of your working hours?

21. List the provider-specific information maintained on-line for customer questions.

22. Are customer service representatives able to give provider names and addresses if given a zip code?

Cost Management

23. Provide the following utilization statistics (for non-Medicare population):

	
	Texas
	DFW

	Number of admissions/1,000
	
	

	Inpatient Days/1,000
	
	

	Inpatient Costs/1,000
	
	

	Average Length of Stay
	
	

	Number of ambulatory encounters per enrollee
	
	

	Cost per ambulatory encounter
	
	



24. Complete the chart below using average non-Medicare premium rate increases for the last three years.

2016	_________%
2017	_________%
2018	_________%

25. What percentage of premium has been added to benefit costs for expenses? Will this change in subsequent years?

26. What is the process for determining when a new procedure is no longer investigational / experimental and what steps are taken to determine if it should be an eligible expense?


Claims Payment System/Reporting

27. If asked, will your organization be willing to provide the Client with the following utilization reports?

a) Summary of claims experience, including claims by provider and by diagnosis
b) Claims by coverage (for example, inpatient room & board, prescription drugs, outpatient surgery, etc.)
c) Large claim report

Provide samples of these reports in electronic USB memory drive format only and state frequency of availability. Identify any other reports that might be available to the Client. Are there additional charges for the reports requested?

28. How many months of historical claim data are stored in your claims system?  How far back in time can claims be processed on your system?

29. Is your system an on-line, direct access system or a plan/claims information storage and retrieval system?  Provide a flowchart or brief description of its operation.

30. Describe the last enhancements made to the system and any planned enhancements for the next 12 months.

31. What technological advances in claim payment systems are you contemplating within the next 5 years?

32. Describe the mechanics / process of screening for duplicate claims.

33. Describe the analytical review procedures that are performed both automatically by the computer system and manually by claims personnel to ensure that billed services are being logically congruent with the age and sex of a given participant and reported diagnosis submitted by a provider.

34. Are hospital pre-certification/concurrent review decisions made available to your claim processors in real time?  For example, are decisions input into your on-line claims system while the review work is being performed, or is this data input later?  If input while the review work is being performed, is the information available immediately to your claims processors or is there a delay in accessing this information?


SUBMISSION FORM 5
BASIC LIFE / AD&D SUMMARY

	BENEFIT
	CARRIER NAME

	BASIC LIFE
	

	Class Description
	

	Employer Contribution
	

	Basic Life Schedule
	

	Guarantee Issue Amount
	

	Age Reduction Schedule
	

	Waiver of Premium
	

	Accelerated Death Benefit
	

	Conversion
	

	Portability
	

	Spouse Basic Life Schedule
	

	Spouse Guarantee Issue Amount
	

	Spouse Maximum
	

	Dependent Child Basic Life Schedule
	

	Dependent Child Guarantee Issue Amount
	

	Dependent Child Maximum
	

	Basic AD&D
	

	Class Description
	

	Basic AD&D Schedule
	

	Age Reduction Schedule
	

	Seatbelt
	

	Air Bag
	





The benefits in this submission form are based upon the Current plan of benefits outlined in the RFP.



_____________________________________
Signature

SUBMISSION FORM 5A
BASIC LIFE / AD&D RATE SHEET
 (Please complete)


CARRIER NAME_____________________________


	ACTIVE EMPLOYEES – CURRENT PLAN
	
	Rate
	Volume

	
   Life 

  AD&D 
	


	
$________

$________
	
$____________

$____________

	  Dependent Life (spouse and child)
	
	$________
	$____________

	   Total Monthly Costs
	
	$__________________________

	   
   Rate Guarantee

	
	___________________________

	   A.M. Best Rating
	
	___________________________




				
















The costs in this submission form are based upon the Current plan of benefits outlined in the RFP.




_____________________________________
Signature













SUBMISSION FORM 6
VOLUNTARY LIFE / AD&D SUMMARY

	BENEFIT
	CARRIER NAME

	VOLUNTARY LIFE
	

	Employee Amount
	

	Guarantee Issue Amount
	

	Employee Maximum
	

	Age Reduction Schedule
	

	Spouse Life Amount
	

	Spouse Guarantee Issue Amount
	

	Spouse Maximum Amount
	

	Dependent Child Life Amount
	

	Dependent Child Guarantee Issue Amount
	

	Child Maximum Amount
	

	Waiver of Premium Elimination Period
	

	Waiver of Premium Termination Age
	

	Portability
	

	Conversion
	

	Accelerated Death Benefit
	

	VOLUNTARY AD&D
	

	Employee Amount
	

	Spouse Amount
	

	Maximum
	

	Dependent Child Amount
	

	Maximum
	

	Seat Belt
	

	Air Bag
	




The benefits in this submission form are based upon the Current plan of benefits outlined in the RFP.



_____________________________________
Signature



SUBMISSION FORM 6A
VOLUNTARY LIFE / AD&D RATE SHEET
(Please complete)

	BENEFIT
	CARRIER NAME

	PREMIUM
	EE
	SP

	 
	Per $1,000
	Per $1,000

	Age
	 
	 

	< 25
	
	

	25 – 29
	
	

	30 - 34
	
	

	35 - 39
	
	

	40 - 44
	
	

	45 - 49
	
	

	50 - 54
	
	

	55 - 59
	
	

	60 - 64
	
	

	65 - 69
	
	

	70 - 74
	
	

	75 - 79
	
	

	80+
	
	

	Dependent Child (per $1,000)
	

	Voluntary AD&D Rate
	

	Employee (per $1,000)
	

	Spouse (per $1,000)
	

	Per Child ($1,000)
	

	Grandfather Current in force amounts
	

	True Open Enrollment
	

	Annual Increase
	

	Increase amount available to those currently participating
	

	Rate Guarantee
	

	AM Best Rating
	







The costs in this submission form are based upon the Current plan of benefits outlined in the RFP.


_____________________________________
Signature



SUBMISSION FORM 7
VOLUNTARY SHORT TERM DISABILITY 
(Please complete)

	STD BENEFITS
	CARRIER NAME

	 
	

	Class 1
	

	Class 2
	

	Weekly Percentage
	

	Weekly Maximum
	

	Minimum Weekly
	

	Accident Benefits Begin/Day 
	

	Sickness Benefits Begin/Day 
	

	Accident Benefit Duration/Weeks(EP not included)
	

	Sickness Benefit Duration/Weeks(EP not included)
	

	Pre-existing Condition
	

	Maternity Coverage/C-Section
	

	W-2 Preparation
	












The benefits in this submission form are based upon the Current plan of benefits outlined in the RFP.



_____________________________________
Signature


SUBMISSION FORM 7A
VOLUNTARY SHORT TERM DISABILITY RATE SHEET
(Please complete)



	CARRIER
	

	
	VOLUNTARY

	Age
	Rates per $10

	<25
	

	25-29
	

	30-34
	

	35-39
	

	40-44
	

	45-49
	

	50-54
	

	55-59
	

	60-64
	

	65-69
	

	70-74
	

	75+
	

	Rate Guarantee
	

	A.M. Best Rating
	

	Participation Requirement
	

	Actively at Work
	

	True Open Enrollment
	
















The costs in this submission form are based upon the Current plan of benefits outlined in the RFP.


_____________________________________
Signature



SUBMISSION FORM 8
LONG TERM DISABILITY SUMMARY
(Please complete)


	CARRIER
	

	 
	

	Class Description
	

	Employer Contributions 
	100%

	Eligible Income
	

	Monthly Percentage
	

	Monthly Maximum
	

	Guarantee Issue
	

	Minimum Benefit
	

	Elimination Period
	

	Benefit Duration
	

	Definition of Disability
	

	Residual/Partial
	

	Social Security Integration
	

	Earnings Test
	

	Survivor Benefit
	

	Pre-existing Limitations
	

	Mental/Nervous Limits
	

	Drug & Alcohol Limits
	

	Self-reported Limitations
	

	Mandatory Rehab
	

	Family Care Benefit
	

	Work Incentive
	

	FICA Match
	

	W-2 Preparation
	

	EAP Program
	





The benefits in this submission form are based upon the Current plan of benefits outlined in the RFP.



_____________________________________
Signature




SUBMISSION FORM 8A
LONG TERM DISABILITY RATE SHEET
(Please complete)


	CARRIER
	

	
	EMPLOYER PAID

	Rates per $100
	$

	Volume - $
	$

	Monthly Premium - $
	$

	Rate Guarantee
	

	A.M. Best Rating
	

































The costs in this submission form are based upon the Current plan of benefits outlined in the RFP.


_____________________________________
Signature








SUBMISSION FORM 9
EMPLOYEE ASSISTANCE PROGRAM 
(Please complete)
 
	BENEFITS
	Proposed

	Home Office
	(City, State)

	24 / 7 Access Center
	(Yes / No)

	National Network
	(Yes / No)

	Gatekeeper Services
	(If applicable)

	Management Training
	(Yes/No)

	Legal and Financial Services
	(Yes/No)

	EAP Website Access
	(Included/Not Included, website address?)

	Orientation
	(Yes/No, Onsite/Webinar/CD?)

	Program Promotion
	Yes

	Account Management
	(Yes/No, Local/Travel +?)

	Comprehensive Utilization Reporting
	(Yes/No, Quarterly or Annual?)

	Specialty Onsite Services:
Employee Orientation, Management Training, Seminars
	Example:
2 Hours Per Year, 
then $150 Per Hour + Travel

	Critical Incident Services
	Example:
Group Services - Unlimited On-site 
 Individual Services - $150 Per Hour + Travel

	Department of Transportation/Substance Abuse Professionals Services
	Example:
Unlimited - No Charge

	Work-Life Services / Work Life and HelpNet
	(Included/Not Included, extra fee?)
(Unique to AWP)

	For All Members of Household
	(Included/Not Included)

	Safe Ride Program
	(Included/Not Included)
(Bill back to Employer?)

	Number of Visits
	Example:
up to 6 sessions per incident

	FINANCIALS
	Proposed

	Number of Employees
	

	Rate PEPM (Per Employee Per Month)
	

	Monthly Estimated Cost
	

	Annual Estimated Cost
	

	Effective Date
	

	Rate Guarantee
	


                  

The costs in this submission form are based upon the Current plan of benefits outlined in the RFP.


_____________________________________
Signature



SUBMISSION FORM 10
BENEFITS ADVOCACY SERVICES
(Please complete)

	Service
	CARRIER NAME

	
	

	Fee (PEPM)
	

	Additional Fees (Set Up/Renewal)
	

	Minimum Monthly in addition to PEPM
	

	Provider Selection Assistance/In Network
	

	Prescription Comparison
	

	Benefit Guidance
	

	Medical Bill Review
	

	Negotiate with provider to resolve/reduce bill
	

	Appointment Scheduling
	

	Medical Records Request
	

	Coordination of Services
	

	Provides Utilization Reports
	

	Can provide assistance with Medical, Dental and Vision plans
	

	Able to verify Plan Design Specifics when assisting
	

	How is open enrollment/ongoing new hires handled
	

	Call Center Hours
	

	Call Center Location
	

	Local Account Management
	

	Able to assist at Enrollment Meetings
	

	Methods of Communication Available
	

	Can be sold for just those enrolled on CDHP/HSA
	

	Work with Fully Insured
	

	On-Line Resources
	

	Website Address
	

	Financials
	

	Effective Date
	

	Rate Guarantee
	

	Number of Lives
	

	Monthly Total
	

	Annual Total
	



The costs in this submission form are based upon the Current services or an enhancement to what is currently being provided.

 	_ 	 Signature




SUBMITTAL EXCEPTIONS FORM

THIS PAGE MUST BE SIGNED AND INCLUDED WITH YOUR PROPOSAL


Any exceptions to the RFP (including the Instructions, Specifications/Scope of Services, Standard Terms and Conditions, and Insurance Requirements) must be listed below.  Additional pages may be attached.  If there are no exceptions, please sign where indicated at the bottom of this page.



														
														
														
														
														
														
														
														
														
														
														
														
														
														
														
														

There are no further exceptions to the Instructions, Specifications/Scope of Services, Standard Terms and Conditions, and Insurance Requirements.  I understand that the City may not accept additional exceptions after final submission of this proposal.


													
Signature				Company					Date




No exceptions are taken to this solicitation. 


													
Signature				Company					Date



TO BE COMPLETED IF APPLICABLE


FOR DISADVANTAGED BUSINESS ENTERPRISES ONLY

Disadvantaged Business Enterprises (DBE) are encouraged to participate in the City of Corinth's bid process.  The Purchasing Department will provide additional clarification of specifications, assistance with Bid Proposal Forms, and further explanation of bidding procedures to those DBEs who request it.

Representatives from DBE companies should identify themselves as such and submit a copy of the Certification.

The City recognizes the certifications of the State of Texas Procurement and Support Services HUB Program (TPASS).  All companies seeking information concerning DBE certification are urged to contact:

State of Texas HUB Program
Texas Procurement and Support Services
1711 San Jacinto
Austin, TX  78701
(512) 463-5872

If your company is already certified, attach a copy of your certification to this form and return with bid.


COMPANY NAME: ______________________________________________________

REPRESENTATIVE:  ____________________________________________________

ADDRESS: ____________________________________________________________

CITY, STATE, ZIP: ______________________________________________________

TELEPHONE NO. __________________________ FAX NO . ____________________


Indicate all that apply:
______Minority-Owned Business Enterprise
______Women-Owned Business Enterprise
______Disadvantaged Business Enterprise





COPY OF SIGNED FORM MUST BE INCLUDED WITH YOUR PROPOSAL



Certificate of Interested Parties

In 2015, the Texas Legislature adopted House Bill 1295, which added Section 2252.908 of the Government Code.

Effective January 1, 2016 all contracts presented to City Council will require awarded vendors to electronically file Form 1295 “Certificate of Interested Parties” and submit a certificate of filing to the City, before the contract can be awarded.  “Contract” includes new contracts, amendments, renewals, extensions, purchase orders, and cooperative purchases.  The requirement will be included in every Bid, RFP, SOQ, and RFQ issued by the City and will be required to be completed as part of the submittal requirements.

Bidders/vendors must file the form electronically at https://www.ethics.state.tx.us/whatsnew/elf_info_form1295.htm and submit a signed copy of the form to the City with their bid.  

Bidders/vendors will need to create an account on the Texas Ethics Commission website. For assistance on how to register and how to complete Form 1295, you may view the short “Logging In the First Time – Business User” and “How To Create a Certificate” videos that are posted on the website noted above.  In addition, there are several other links on the website posted above that may be helpful in understanding and completing Form 1295. 

The City is required to notify the Texas Ethics Commission, in an electronic format prescribed by the commission, of receipt of those documents not later than the 30th day after the date the contract for which the form was filed binds all parties to the contract.

Bidders must also complete the Conflict of Interest Questionnaire (Form CIQ) included on the next page of this solicitation.
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