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July 7, 2014
MEMORANDUM
TO:  		ALL PROSPECTIVE PROPOSERS
FROM:  	Ray Hill, Purchasing Director
RE:		ADDENDA – RFP No. 2014-H
		Group Medical Benefits for County Employees


ADDENDA No. 2

1.  Section 2.2:  Change paragraph 2 to read:

Any questions concerning any condition or requirement of this RFP must be received in the Purchasing Department, in writing, on or before July 16, 2014. Questions received after this date will not be answered.  Submit all questions to the attention of the individual stated above.

2. Attachment A1:  Medical Questionnaire, remove question #19.

3. Attachment B:  Plan Designs, replace the attachment with the updated version below to include current rates.  






END OF ADDENDA No. 2
Please acknowledge receipt of Addenda No. 2 on the 1.0 REQUIRED RESPONSE FORM by writing in “Add. No.2” within the Proposal Certification Sections.
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						BlueChoice		BlueOptions		BlueOptions
HSA Compatible

		Financial Features - Amount Member Pays				Plan A		Plan C		Plan D/E
Individual/Family

		Calendar Year Deductible (CYD)

		Per Person/Family Aggregate

		In-Network				$1,000 / $2,000		$1,500 / $4,500		$1,250 / $2,500*

		Out-of-Network				Combined w/ In-Network		$3,000 / $9,000		$2,500 / $5,000*

		Coinsurance (Coins)

		Percentage of covered services paid by member

		In-Network				20%		20%		20%

		Out-of-Network				40%		40%		40%

		Out-of-Pocket Maximum				Includes Coinsurance Only		Includes CYD, Coins, Copays; Excludes Rx		Includes CYD, Coins, Copays

		Per Person/Family Aggregate

		In-Network				$2,000 / $6,000		$3,000 / $6,000		$5,000 / $5,000*

		Out-of-Network				Combined w/ In-Network		$5,000 / $10,000		$10,000 / $10,000*

		Lifetime Maximum				No Maximum		No Maximum		No Maximum

		Office Services

		Office visits

		In-Network Family Physician/PCP (FP)				$20		$25		CYD + 20%

		In-Network Specialist (SP)				CYD + 20%		CYD + 20%		CYD + 20%

		Out-of-Network Provider				CYD + 40%		CYD + 40%		CYD + 40%

		Advanced Imaging Services  (AIS)

		(MRI, MRA, PET, CT, Nuclear Medicine)

		In-Network				CYD + 20%		CYD + 20%		CYD + 20%

		Out-of-Network Provider				CYD + 40%		CYD + 40%		CYD + 40%

		Maternity (Due at initial visit only)

		In-Network Family Physician/PCP (FP)				$20		CYD + 20%		CYD + 20%

		In-Network Specialist (SP)				CYD + 20%		CYD + 20%		CYD + 20%

		Out-of-Network Provider				CYD + 40%		CYD + 40%		CYD + 40%

		Allergy Injections

		In-Network Family Physician/PCP (FP)				$5		$10		CYD + 20%

		In-Network Specialist (SP)				CYD + 20%		CYD + 20%		CYD + 20%

		Out-of-Network Provider				CYD + 40%		CYD + 40%		CYD + 40%

		Medical Pharmacy – Physician-Administered Medications (applies to Office Setting and Specialty Pharmacy Vendors)

		In-Network Monthly Out-of-Pocket (OOP) Maximum2				$200		$200		$200

		In-Network Provider				CYD + 20%		CYD + 20%		CYD + 20%

		Out-of-Network				CYD + 50%		CYD + 50%		CYD + 50%

		Physician-Administered Medications – These medications require the administration to be performed by a health care provider. The medications are ordered by a provider and administered in an office or outpatient setting. Physician-Administered medications are covered under your medical benefit. Please refer to the Physician-Administered medication list in the Medication Guide for a list of drugs covered under this benefit.

		Preventive Care

		Adult Wellness  Benefit Maximum (PBP ) Includes Routine Adult Physical Exam and Immunizations & Well Woman)

		In-Network				No Maximum		No Maximum		No Maximum

		Out-of-Network Ad				No Maximum		$150		$150

		Routine Adult Physical and Well Woman Exam

		In-Network Family Physician				$0		$0		$0

		In-Network Specialist				$0		$0		$0

		Out-of-Network				$0		40%		40%

		Well Child (No PBP Max)

		In-Network Family Physician				$0		$25		20%

		In-Network Specialist				$0		20%		20%

		Out-of-Network				40%		40%		40%

		Mammograms (Covered at 100% of Allowed Amount)

		In-Network and Out-of-Network				$0		$0		$0

		Colonoscopy (Routine for age 50+ then frequency schedule applies)

		(Covered at 100% of Allowed Amount)

		In-Network				$0		$0		$0

		Out-of-Network				40%		$0		$0

		Hospital/Surgical

		Inpatient Hospital Facility and RehabilitationServices (per admit)

								Rehabilitation Services limit – 21 days		Rehabilitation Services limit – 21 days

		In-Network				$150 PAD + CYD + 20%		Option 1 - CYD + 20%		Option 1 - CYD + 20%

								Option 2 - CYD + 25%		Option 2 - CYD + 25%

		Out-of-Network				$300 PAD + CYD +40%		CYD + 40%		CYD + 40%

		Outpatient Hospital Facility Services (per visit)

		In-Network				CYD + 20%		Option 1 - CYD + 20%		Option 1 - CYD + 20%

								Option 2 - CYD + 25%		Option 2 - CYD + 25%

		Out-of-Network				CYD + 40%		CYD + 40%		CYD + 40%

		Therapy at Outpatient Hospital

		In-Network				CYD + 20%		Option 1 - $45		Option 1 - CYD + 20%

								Option 2 - $60		Option 2 - CYD + 25%

		Out-of-Network				CYD + 40%		CYD + 40%		CYD + 40%

		Ambulatory Surgical Center (ASC)

		In-Network Facility				CYD + 20%		CYD + 20%		CYD + 20%

		Out-of-Network Facility				CYD + 40%		CYD + 40%		CYD + 40%

		Emergency Room Facility Services

		(per visit; waived if admitted)

		In-Network				$50 + CYD + 20%		CYD + 20%		CYD + 20%

		Out-of-Network				$50 + CYD + 20%		CYD+ 40%		CYD + 20%

		Emergency Medical Care

		Urgent Care Centers

		In-Network				$20		CYD + 20%		CYD + 20%

		Out-of-Network				CYD + 40%		CYD + 40%		CYD + 40%

		Emergency Room Facility Services (per visit)

		In-Network				$50 + CYD + 20%		CYD + 20%		CYD + 20%

		Out-of-Network				$50 + CYD + 20%		CYD + 40%		CYD + 20%

		Ambulance Services (Ground, air and water travel, combined per day maximum)				No Maximum		$5,000 Combined		$5,000 Combined

		In-Network and Out-of-Network				CYD + 20%		CYD + 20%		CYD + 20%

		Outpatient Diagnostic Services

		Independent Diagnostic Testing Facilities (IDTF) (per visit)    (X-rays and Advanced Imaging )  Includes Provider Services

		In-Network (Advanced Imaging Services)				CYD + 20%		CYD + 20%		CYD + 20%

		In-Network (Other Diagnostic Services)				CYD + 20%		CYD + 20%		CYD + 20%

		Out-of-Network				CYD + 40%		CYD + 40%		CYD + 40%

		Independent Clinical Lab

		In-Network				20%		$0		CYD

		Out-of-Network				CYD + Coins		CYD + Coins		CYD + 40% Coins

		Other Provider Services

		Provider Services at Hospital and ER

		In-Network and Out-of-Network				In-Network CYD + 20%		In-Network CYD + 20%		In-Network CYD + 20%

		Radiology, Pathology and Anesthesiology Provider Services at an Ambulatory Surgical Center (ASC)

		In-Network				CYD + 20%		In-Network CYD + 20%		In-Network CYD + 20%

		Out-of-Network				CYD + 40%		In-Network CYD + 20%		In-Network CYD + 20%

		Provider Services at Locations other than Office, Hospital and ER

		In-Network Family Physician				CYD + 20%		CYD + 20%		CYD + 20%

		In-Network Specialist				CYD + 20%		CYD + 20%		CYD + 20%

		Out-of-Network				CYD + 40%		CYD + 40%		CYD + 40%

		Other Special Services

		Combined Outpatient Cardiac Rehabilitation and Occupational, Physical, Speech and Massage Therapies (PBP Max)				35 Visits		35 Visits		35 Visits

		Spinal Manipulations (sub part of OP Therapy Max) (PBP Max)				26 Manipulations		26 Manipulations		26 Manipulations

		In-Network Locations other than Hospital and Physician’s Office				CYD + 20%		CYD + 20%		CYD + 20%

		Out-of-Network Locations other than Hospital				CYD + 40%		CYD + 40%		CYD + 40%

		Outpatient Hospital Facility Services (per visit)

		In-Network				CYD + 20%		Option 1 - $45		Option 1 CYD + 20%

								Option 2 - $60		Option 2 CYD + 25%

		Out-of-Network				CYD + 40%		CYD + 40%		CYD + 40%

		Durable Medical Equipment, Prosthetics and Orthotics

		In-Network				CYD + 20%		CYD + 20%		CYD + 20%

		Out-of-Network				CYD + 40%		CYD + 40%		CYD + 40%

		Home Health Care (PBP Max)				20 Visits		20 Visits		20 Visits

		In-Network				CYD + 20%		CYD + 20%		CYD + 20%

		Out-of-Network				CYD + 40%		CYD + 40%		CYD + 40%

		Skilled Nursing Facility (PBP Max)				60 Days		60 Days		60 Days

		In-Network				CYD + 20%		CYD + 20%		CYD + 20%

		Out-of-Network				CYD + 40%		CYD + 40%		CYD + 40%

		Hospice				No Maximum		No Maximum		No Maximum

		In-Network				CYD + 20%		CYD + 20%		CYD + 20%

		Out-of-Network				CYD + 40%		CYD + 40%		CYD + 40%

		Mental Health/Substance Dependency

		Inpatient Hospitalization Facility Services (per admit)

		In-Network				$0		Option 1 - $0		Option 1 - CYD + 20%

								Option 2 - $0		Option 2 - CYD + 20%

		Out-of-Network				40%		CYD + 40%		CYD + 40%

		Emergency Room Facility Services (per visit)

		In-Network and Out-of-Network				$0		$0		In-network CYD + 20%

		Provider Services at Hospital and ER

		In-Network Family Physician / Specialist				$0		$0		CYD+ 20%

		Out-of-Network				$0		$0		In-network CYD + 20%

		Provider Services at Locations other than Office, Hospital and ER

		In-Network Family Physician / Specialist				$0		CYD + 20%		CYD + 20%

		Out-of-Network				40%		CYD + 40%		CYD + 40%

		Outpatient Office Visit

		In-Network Family Physician / Specialist				$0		$0		CYD + 20%

		Out-of-Network				40%		CYD + 40%		CYD + 40%

		Prescription R/x

		Retail
Generic/Brand/Non-Preferred				CYD then 40%		$15 / $30 / $50		CYD then $15 / $30 / $50

		Mailorder
Generic/Brand/Non-Preferred				$20 / $50 (all brand)		$40 / $75 / $125		CYD then $40 / $75 / $125

		Monthly Premium

		Employee Only				$597.47		$565.07		$465.79

		Employee/Family				$1,081.39		$1,022.79		$843.47
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