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Clarification: proposals are Due Friday June 27th at 11:00 a.m.
4
Group Health Insurance

PRIVATE Proposal Form (Updated 6/18/08)

Date Proposal Submitted: 

Firm Submitting Proposal:



   

Coverage 




Monthly


Monthly







Rate $1000 Ded

Rate $500 Ded
I.
Health Insurance (Conventional)

Employee




________


________

Employee Full Family




________


________

Retiree






________


________

Retiree Full Family




________


________

Hospital Indemnity Plan

Monthly Rate
________




II.
Dental





Monthly Rate
Employee





________ (Employer pays zero)

Employee plus one




________ (Employer pays zero)

Full Family





________ (Employer pays zero)

III.
Group Term Life Insurance


________ per employee per month per $1,000 limit

IV.
Accidental Death & Dismemberment

________ per employee per month per $1,000 limit

V.
Cafeteria Flex Plan – Fee of ________ per participating employee ________ per month.

VI.
Are there any exceptions from coverage in accordance with the proposal specifications? _____    ____






                                                                     


YES
     NO

IF YES, exceptions must be stated clearly below for each coverage. Attach additional sheets if necessary.

All proposals shall include this proposal form along with the attached, network discounts form and questionnaire.
PRIVATE   

County of Columbiatc  \l 3 "    County of Highlands"
Group Health Insurance

Proposal Form
(continued)

This proposal is submitted in accordance with the specifications and conditions contained in the proposal document.



______________________________________________________



Company

BY: 

______________________________________________________

  

Authorized Representative



______________________________________________________



Address



___________________________  _____________  ____________


  
City
                                             State                    Zip Code



___________________________   _________________________



Telephone                                         FAX



______________________________________________________



Email Address



___________________________



 Date

Network Discounts for 2007

Geographic Area:  Columbia and Alachua County, Florida

Dates: Claims incurred 01/01/2007 through 12/31/2007 and paid through 03/31/2008
Using paid claims information on your Group book of business, please provide the following information for Columbia and Alachua County, Florida for the time period indicated for each network you are proposing.  

· Exclude pending, denied, duplicate, Medicare-primary, and other secondary claims.

· Exclude prescription drug (retail and mail-order), dental, and vision hardware claims. 

· Exclude individual denied services within a valid claim. For example, if one service provided during an office visit is not covered, exclude that service. 

	PPO Network

	Category
	a) Total $ Billed
	b) Total $ Allowed*
	Discount**

	Hospital Inpatient 
	
	
	

	Hospital Outpatient 
	
	
	

	Physicians - Inpatient
	
	
	

	Physicians - Outpatient
	
	
	


Labs & other services
	POS Network

	Category
	a) Total $ Billed
	b) Total $ Allowed*
	Discount**

	Hospital Inpatient 
	
	
	

	Hospital Outpatient 
	
	
	

	Physicians – Inpatient 
	
	
	

	Physicians – Outpatient
	
	
	


Labs & other services
	HMO Network

	Category
	a) Total $ Billed
	b) Total $ Allowed*
	Discount**

	Hospital Inpatient 
	
	
	

	Hospital Outpatient 
	
	
	

	Physicians - Inpatient 
	
	
	

	Physicians – Outpatient
	
	
	


Labs & other services
*Total $ Allowed = allowed amount before application of any deductibles, copays, coinsurance, etc.

** Discount = a) minus b) divided by a)

Note:  Please provide documentation and/or references to validate the discounts provided.

COLUMBIA COUNTY BOARD OF COUNTY COMMISSIONERS
REQUEST FOR INFORMATION (RFI)

HEALTH INSURANCE

	
	Yes
	No

	1.  Comply with 90 day notice requirement of any rate change/renewal?
	
	

	2. Attend monthly meetings with Risk Management and Agent to discuss claims experience?
	
	

	3. Provide monthly claims experience reports?
	
	

	Provide other detailed experience reports annually, or as needed to evaluate claims and overall experience, trend, etc.?
	
	

	4. Provide and mail ID cards to Members prior to renewal effective date?
	
	

	5. Do you provide COBRA administration?

If Yes, what is the cost? _______________________________________

If No, can you contract with a Company/TPA to administer COBRA and what is the cost? _____________________________________________


	
	

	6. Will a Service Representative be assigned as a direct contact for Risk Management and Agent to access for customer service, membership & billing, and claims issues?
	
	

	7. Will a Service Rep(s) be provided to assist with Plan Implementation and annual Open Enrollment meetings to explain benefits to employees?
	
	

	8. Will Open Enrollment packets be developed and provided for employees annually?
	
	

	9. Is a Mail Order Benefit included in your proposed Plans?

What is the copay amount and how many days supply?

What company provides your mail order service?


	
	

	10. Do you provide Disease/Case Management for claimants?  Explain how you contact claimants and provide information and services to them:


	
	

	11. Provide physical on-site annual Health Fair, blood screenings and Health Risk Assessment for employees?
	
	

	12. Provide Health Coaches for employees to access 24 hours a day for assistance with health questions?
	
	

	13. Provide an instructor to conduct health seminar/classes on various health wellness topics and also on explaining plan benefits monthly or semi-monthly?
	
	

	14. Provide copies of Health and Wellness information to Risk Management and Agent for distribution to employees and retirees?
	
	

	15. Provide 5 copies of your Florida Northeast Region Provider Directory.
	
	

	16. List the hospitals in Columbia and Alachua County that are currently included in your network:



	17. How many of your participating providers are accepting new patients?

	18. What Independent clinical labs in Columbia and Alachua County are currently included in your Network?



	19. In the plan designs proposed, how are independent clinical labs covered and what is the cost/coinsurance to members?



	20. On the plans proposed, please clarify what the hospital benefit is?   Is it a flat copayment per admission?   Does the deductible apply?  If so, how much?   Is it deductible and coinsurance?  If so, how much?



	21. Clarify what is included in the Member’s Maximum out of Pocket?   Deductibles, copays, coinsurance, etc.   If certain copays, etc., are not included, please specify what these are.



	22. Complete the attached Network Discount Analysis for Columbia and Alachua County.  It is very important that this information be completed in full.   This information is required to compare network discounts and the overall impact to claims experience.



	23. Explain how members traveling or living out of State will access your network and how their patient dollar responsibility will be calculated.   



	24. Provide the rating methodology that your underwriters used to arrive at your proposed rates and the methodology that will be used for future renewals? 



	
	
	

	Completed and submitted by:

Name and Title
	Date
	

	
	


