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Responses to this Request for Proposal (RFP) should set forth the specific manner in which the Proposer will satisfy each

requirement noted in this RFP. Please do so by responding to the following items in a brief narrative response. Proposers

may include supplementary narrative describing the general conceptual approach to the delivery of specific services and

any other information they believe is relevant.
Reporting:
1. Please attach a sample year-end management reporting package (all files must be zipped under one file).
2. Please attach a sample outcomes reporting package (all files must be zipped under one file).
3. What tools do you offer the County (or HR/Benefit Administrator) to spot and identify trends in medical claim information to adjust education & wellness campaigns related to the prevailing trends?
4. Are you able to accommodate requests for ad hoc or customized reporting (including utilization information)?
5. Do you charge for ad hoc or customized reports? If other, please explain.
6. How many reports or hours are included for ad hoc or customized reports at no additional charge?
7. If you are able to accommodate ad hoc or customized reporting, what is the normal turnaround time to fulfill such requests?
8. Please confirm that you will provide a full claim file as required on a monthly basis AT NO CHARGE to the County’s third party data aggregator.
Technology:
9. Confirm that you can do electronic eligibility processing. What are your current eligibility file requirements? i.e. files must be in specific format, any file layout accepted, most file layouts accepted, must be HIPAA EDI compliant, other, please specify.
10. How often is eligibility updated, loaded or transferred to all parties? i.e. automatic, real-time, daily, weekly, every other week, other, please specify.
11. What are your recommended time intervals to submit updated eligibility files? i.e. automatic, real-time, daily, weekly, every other week, other, please specify.
12. Please describe what processes you employ to: A. add subscribers B. modify/change coverage for existing subscribers C. remove/terminate coverage for existing subscribers. Please provide examples of the file specifications needed to coordinate these events.
13. Your organization has capability to receive, maintain and transmit eligibility files electronically in a HIPAA-compatible format and will be proactive in notifying the County of file transmission errors or notable discrepancies during reconciliation of the file to your database.
14. Do you provide any confirmation/data back to the County when updated data files are submitted by the County?  If so, please describe.
15. Are options available to the County to make changes to eligibility in between regularly-scheduled data file submissions? If yes, please describe.
16. Do you offer any online tools to the County to validate/look up eligibility data that you have in your system? If so, please list online tools available for us (or benefit administrators) to use to validate eligibility data.
17. Does your program/system have the capability to share applicable data with the following vendors or programs?

	Biometrics
	1: Will submit to third party vendors/programs, 
2: Will accept from third party vendors/programs

	Case Management
	1: Will submit to third party vendors/programs, 
2: Will accept from third party vendors/programs

	Demand Management/Nurse Line
	1: Will submit to third party vendors/programs, 
2: Will accept from third party vendors/programs

	Disability
	1: Will submit to third party vendors/programs, 
2: Will accept from third party vendors/programs

	Disease Management
	1: Will submit to third party vendors/programs, 
2: Will accept from third party vendors/programs

	EAP/Behavioral Health
	1: Will submit to third party vendors/programs, 
2: Will accept from third party vendors/programs

	Eligibility
	1: Will submit to third party vendors/programs, 
2: Will accept from third party vendors/programs

	Health Advocacy
	1: Will submit to third party vendors/programs, 
2: Will accept from third party vendors/programs

	Health Risk Appraisal
	1: Will submit to third party vendors/programs, 
2: Will accept from third party vendors/programs

	Health Savings/FSA/HRA
	1: Will submit to third party vendors/programs, 
2: Will accept from third party vendors/programs

	Labs
	1: Will submit to third party vendors/programs, 
2: Will accept from third party vendors/programs

	PBM
	1: Will submit to third party vendors/programs, 
2: Will accept from third party vendors/programs

	Wellness/Lifestyle Management
	Multi, Checkboxes.
1: Will submit to third party vendors/programs, 
2: Will accept from third party vendors/programs


18. If the County utilizes a third-party FSA vendor, are you capable of exporting a file to that FSA vendor to process FSA claims using medical claim data that is stored within your system?
19. Please provide examples of FSA data coordination that you have done with other customers.
20. What processes do you have in place in relation to Disaster Recovery? What redundancy is built into your data architecture systems if a major data center location is destroyed? What is the typical recovery time needed if backup files need to be employed to bring systems back online?
21. How do you ensure that the County’s information is treated distinct/separate from other customers’ information? What protocols are in place within your company to ensure that only authorized individuals within your company can view and/or edit the County’s information?
Communications:
22. Vendor will prepare a Summary Plan Document, benefit schedules, ID cards, and other plan descriptive material, as requested. ID cards will be customized to include County logo, will not contain member Social Security numbers, and other key health care provider identifiers for the convenience of the participants AND can be mailed directly to the home residence of the participant prior to the contract effective date if requested by the County, at no cost to the County.
23. Please identify your standard communication materials versus those that can be customized at no additional charge and indicate amount of fee if there is an additional charge.

	 
	Response
	Amount of Fee

	Employee ID Cards
	1: Standard, 
2: Custom, 
3: Additional Fee
	$

	Claim Forms
	1: Standard, 
2: Custom, 
3: Additional Fee
	$

	Summary Plan Description
	1: Standard, 
2: Custom, 
3: Additional Fee
	$

	Summary of Material Modifications
	1: Standard, 
2: Custom, 
3: Additional Fee
	$

	Toll-Free Telephone Access
	1: Standard, 
2: Custom, 
3: Additional Fee
	$

	Internet Access
	1: Standard, 
2: Custom, 
3: Additional Fee
	$

	HIPAA Privacy Notices
	1: Standard, 
2: Custom, 
3: Additional Fee
	$

	HIPAA Creditable Coverage Certificates
	1: Standard, 
2: Custom, 
3: Additional Fee
	$

	Medicare D Creditable Coverage Certificates
	1: Standard, 
2: Custom, 
3: Additional Fee
	$


24. Do you have the capability of generating ID cards with unique employee identifiers; therefore excluding employees' SSNs?  Indicate whether this is included in fees, extra fees apply, or not available.
25. When are new ID cards generated?  At initial election, annually, at Change - Plan/Family, other, please specify.
26. Do you provide your communication materials regarding the disease management program as part of the standard fees?

27. Please describe any additional fees for customization, etc.

28. Can county review all general plan correspondence prior to release to members?

Banking/Payments: 

29. For administration only services, please explain the claims funding process.

30. Are funds requested from the County when a check is issued or when it is cleared?

31. What is the frequency for wire transfers for claim funding?  Once a day, Once a week, Every other week, Every three days, Once a month, Other, please specify.
32. Do you require an initial deposit and/or imprest amount?  If you do not require an initial deposit and/or imprest amount, what is your interest charge on negative cash flow for any delay of wire transfer?

33. How often are claims released for payment?  Daily, Weekly, Bi-Weekly, Monthly, Other, please specify.
34. Do the banking reports reflect issued or cleared checks?

35. Confirm that fees include the handling the claims run-out administration following contract 

36. Are you able to accept fiduciary responsibility for claim processing?

37. If the County accepts fiduciary responsibility, will you provide clinical claims data for review at no additional cost?
38. Can the County utilize your organization’s relationships for the internal/external appeal process to comply with Health Care Reform requirements?
Audit

39. Your organization will provide reasonable cooperation with requests for information, which includes but is not limited to the timing of the audit, deliverables, data/information requests and your response time to auditor’s questions during and after the process.

40. Auditor has the right to perform audits with different scopes at different times during the contract year.

41. Auditor has the right to perform additional audits during the year of similar scope if preformed as a follow-up to ensure significant/material errors found in a previous audit have been corrected and are not recurring or if additional information becomes available to warrant further investigation.

42. Auditor has the right to audit post termination of service contract.

43. Your organization will provide a response to all findings received within 30 days of audit, or at a later date if mutually determined to be more reasonable based on the number and type of findings.

44. Your organization agrees to pay the County 100% of any overpayments made by the County as determined from an audit no later than 30 days after both parties have agreed to the recoveries, subject to a compounding interest penalty 
45. You will allow Buck Consultants, or any other party selected by county, to audit all provisions governed by the contract.

46. Please indicate whether or not you agree with the following statements regarding audits:
a. You will allow auditing of your operations as they relate to the administration and servicing of this account.

b. Your organization will not charge for services rendered in conjunction with the audit.
c. If problems are discovered, the cost of follow-up audits will be paid by your organization.
d. Vendor agrees to fund up to $30,000 for a pre-implementation audit.
e. Vendor agrees to fund up to $55,000 for a mid-contract audit.

47. You agree not to charge County’s for EOBs/claims issued as corrections due to audits?

Medical Rates and Fees:
48. If you are awarded the business, please confirm that you will provide a one- time implementation credit to assist with transition expenses (such as employee communication) which will be available during the duration of the contract. Please confirm the amount of the implementation credit.

49. Submission of this proposal confirms Vendor's ability to administer benefit plan(s) as summarized in this RFP.

50. Vendor agrees to be bound by its proposal and any amendments or clarifications that follow during the evaluation period. The final contract between the County and the selected service provider will reflect all of the representations made in your proposal and subsequent agreed-upon modifications, as negotiated. No letter of understanding or contract shall supersede the terms of this proposal unless approved by written consent of the County.

Individual Stop Loss:
51. Can individuals be lasered at the time of sale?

52. Are individuals lasered at renewal?

53. Please confirm that your quote assumes no individual "lasering" and does not include any individual run-in limitations. Please note - Lasers and Run-in Limits may disqualify your quote entirely.  i.e. No lasers, Lasers apply, No run-in limits, Run-in limits apply.
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Responses to this Request for Proposal (RFP) should set forth the specific manner in which the Proposer will satisfy each

requirement noted in this RFP. Please do so by responding to the following items in a brief narrative response. Proposers

may include supplementary narrative describing the general conceptual approach to the delivery of specific services and

any other information they believe is relevant.
General Requirements:

1. In submitting this proposal, your organization confirms its ability to administer the pharmacy benefits plan as summarized and according to the plan details provided.

2. Each vendor agrees to be bound by its proposal and any amendments or clarifications that follow during the evaluation period. The final contract between Client and the selected PBM will reflect all of the representations made in your proposal and subsequent agreed-upon modifications, as negotiated.

3. Should Vendor modify any operational or clinical program or process during the term of this contract that has a substantial impact on the County or its members, Vendor agrees to make every effort to provide prior notification to the County. The County reserves the right to reject change to its current program or process, if the County has reasonable evidence that it will cause it or its members harm.

4. Upon termination of the contract term, Vendor must provide historical data to succeeding Vendor or the County, as directed, at no additional charge. Vendor must provide, at no additional cost to the County, up to five (5) files for historical paid claims, open mail order refills, and open prior authorization, respectively, to any new Vendor selected by the County no later than 90 days after notification of termination.

Claims Adjudication, Data and Systems:
5. Describe your organizations capability to receive, maintain and transmit eligibility files electronically in a HIPAA-compatible format and will be proactive in notifying the County of file transmission errors or notable discrepancies during reconciliation of the file to your database.

6. Describe the process to conduct manual eligibility updates at no charge to Lake County.

7. Vendor will provide data feeds that will include patient identifier for the purpose of shared account balances (e.g., deductible, out-of-pocket expenses) as well as disease management or health management vendors as requested by the County. Such material will be provided in a HIPAA-compliant format directly to the designated vendor(s) contracted or  the County within the required time intervals. The County will not incur file transfer charges should the County wish to move PBM services to another vendor according to the provisions set forth in this RFP.

8. Vendor must have the ability to accept and/or transmit, in real time, health deductible information on each HDHP participant from the Medical Administrator as soon as a claim is processed or any time the deductible is impacted. Vendor agrees there will be no additional fees to establish the interface and/or any other IT services in the initial set-up or to accept changes to the file layout during the term(s) identified as part of the award, and shall ensure that a secure VPN exists between it and the Medical Administrator.

9. Vendor confirms that, effective 1/1/2014, their systems will be in full compliance with PPACA requirements, including able to coordinate with the County’s medical vendor on administering annual plan out-of-pocket limit requirements.

10. Vendor must provide all necessary administration changes and/or claims reporting required by any Federal or State legislation (current or future) to receive monies or comply with legislation at the request of the County and at no additional cost to the County.

11. Describe the integration of the dispensing and adjudication process between mail  order and retail prescriptions?

12. Describe the source of discounts from the average wholesale price? (AWP)

13. Describe your capability of administering manual claims?  Also the ability to turn around manual claims within 7 business days?

14. Do you provide integration of data from mail, network, non-network, and manual claims?

15. Do you maintain an established internal appeal process in relation to ERISA governed plans?

Mail Service:

16. Do you have an established procedure for renewing mail order prescriptions?
17. Do you have staff licensed pharmacists, pharmacist assistants and technicians at your facility?

18. Have you experienced litigation over incorrect dispensing of medication at this facility?

19. Do you evaluate prescribing physician’s credentials?

20. What is the standard shipment of  prescriptions, i.e. UPS, Federal Express, USPS?

21. Do you allow physicians to fax non-controlled substance prescriptions?

22. Do you have the ability to support a mandatory mail-order drug program for maintenance drugs?

23. Do you provide monitoring of high cost claimants?

24. What is your mail-order accuracy and turnaround time?

25. Identify the facility in which mail-order prescriptions would be dispensed from.

26. Is there a Customer Service Representative at this site?  

27. Indicate the number of prescriptions filled at this facility over the last 12 months?
28. Identify number of employees by category at this facility:

a. Pharmacists 

b. Pharmacy Assistants  

c. Technicians 

d. Customer Service Rep  
Formulary:

29. Do you have an established formulary program?

30. Do you have a contract directly with Manufacturers or is this outsourced?

31. Do you receive fees other then rebates from drug manufacturers?  Do you provide rebates on a per branded formulary claim/script for mail order and retail?

32. Will Lake County will have the ability to participate in the selection of preferred formulary products?

33. Is there an established performance guarantee in regards to the timeliness of rebate payments to Lake County?
34. Identify minimum requirement for Lake County to be able to participate in formulary rebate payments.

35. Identify percentage of gross amount from rebates that will be paid to Lake County in years 1, 2 and 3.

Specialty Drugs:
36. Do you have a Specialty drug formulary?  

37. Does your organization own and operate one or more Specialty Pharmacies?  If yes, specify locations and number of years that your organization has operated the facility(ies). If no, specify the organization(s) that operates your Specialty pharmacy.

38. What services are offered through your Specialty Pharmacy Program?

39. What is the location of your Specialty Rx customer service center?

40. Outline, step-by-step, the processing of a claim and dispensing of a Specialty Rx drug upon receipt of an Rx. Include prior authorization and other utilization management procedures that may be in place.

41. Please provide a listing of the Specialty drugs currently on your formulary.

42. Are any Specialty drugs excluded from your program?  If yes, please identify which drugs are excluded.

43. Discuss the criteria used to establish this formulary, and the entity within your organization that is responsible for formulary development.

44. How often is this formulary modified, and what are the criteria for doing so?

45. Outline the advantages to the client  regarding this formulary. 

46. Specify any administrative fee that you charge Specialty drug manufacturers for placing their Specialty drugs on your formulary.

47. Specify any source of revenue that your organization receives from Specialty drug manufacturers, including funding of any of your clinical programs.

48. Identify any exclusive relationships your organization has with Specialty drug manufacturers and the terms of those relationships.

49. Please provide samples of your standard Rx reports.  (Preferably electronic)

Drug Utilization Review:

50. Is there a system in place to help identify possible drug interactions?

51. Is there an established programs in place for:

a. drug utilization management?

b. identification of drug abuse patterns?

c. fraud by dispensers?
d. fraud by participants?

**If additional cost for these program, provide detail pricing information on the Pricing Sheet**
52. Identify your on-line DUR edits.
Network Management and Auditing:

53. How frequently are network audits conducted, i.e. quarterly, semi-annually, annually?

54. In addition to ongoing audits performed by Vendor, on an annual basis, Vendor must have performed on-site audits of at least 3% of the contracted network pharmacies, returning 100% of audit recoveries from the County's utilization for pharmacies with at least 500 claims processed annually.

55. Vendor agrees to pass through 100% of the County-related audit recoveries identified through Vendor's internal daily and ongoing retail network pharmacy audit compliance procedures.
56. Vendor must implement measures to recover overpayments made to pharmacies or members and employ a mechanism to ensure the County receives credit for these overpayments. Details of threshold recovery levels will be finalized at the time of contract award.
57. The County has the right to audit any data necessary to ensure the Vendor is complying with all contract terms, which includes but is not limited to 100% of pharmacy claims data, which includes at least all NCPDP fields from the most current version and release; pharmaceutical manufacturer and wholesaler agreements; approved and denied utilization management reviews; clinical program outcomes; appeals; information related to the reporting and measurement of performance guarantees; etc.

58. The County has the right to conduct audits at any time during the contract term upon 30-days written notice to the Vendor.

59. The County has the right to audit post termination.

60. Vendor will not limit the time period of paid claims to be audited.

61. The County must not be responsible for any Vendor expenses related to an operational or financial audit, including the provision of records.

62. ERISA audits and audits with different scopes in the same year do not incur charges.

63. Client has the right to audit more than once per year if the audits are different in The County or for different services.

64. Vendor shall provide a response to all “findings” that receives within 30 days, or at a later date if mutually determined to be more reasonable based on the number and type of findings.

65. Vendor will refund The County for any claims agreed to be errors within an audit and outside the audit period if a systemic error was found that found to be in other time periods based on Vendor’s research.

66. Vendor agrees to comply with The County’s request for a third-party to perform an Implementation Audit of the pharmacy plan set-up prior to and after the effective date of the Agreement. No charge will be assessed by the vendor in conjunction with these services.

67. Vendor agrees to cooperate with any independent auditor retained by the County for the purpose of reviewing the administration, adjudication and/or utilization management performance of the vendor for the County’s pharmacy plan. No charge will be assessed by the vendor in conjunction with these services.

68. Does pricing reflects spread between AWP pricing and actual discounts?

69. How often is participating pharmacy information is updated on your website, i.e. weekly, bi-weekly, monthly, other?

Paper Claim Processing:
70. Indicate if you are able to process paper claims?

71. Indicate the number of paper claims processed over the last 12 months.
72. Describe your ability to administer claims for participants enrolled in an indemnity plan?

73. Describe your ability to process out-of-network claims using negotiated network pricing and R & C?

74. Describe your process to screen claims for duplication?

Communication and Customer Service:
75. Proposers shall communicate the new pharmacy plan to participants using brochures, mailings and informational meetings, please submit samples of the communication material.

76. Provide toll free access to customer services representatives, indicate the number of customers service reps on site and the number of accessible toll-free lines.

77. Describe your ability to provide special toll-free access for the hearing impaired?

78. Do you provide 24 hour access to a registered pharmacist?

79. Do you have the ability to handle verbal/written customer inquiries within 24 hours?

80. Do you have the capability of accepting debit and/or credit cards for prescription payment?

81. Do you have the ability to coordinate benefits between multiple plans?

82. Do you Regularly perform customer satisfaction surveys?  Describe the process and frequency.

83. Do you have an established procedures for quickly and efficiently rectify participants complaints?

84. Describe your CSR and CSS training and qualifications, including all points referenced below. Please provide responses specific for those responsible for the non-Medicare and non-Medicare/EGWP populations.

a. Provide information on initial training, including duration and required curriculum

b. Provide information on ongoing training, including frequency and required classes

c. Indicate the testing and monitoring that CSRs must pass prior to handling direct inquiries from Members
85. Please provide the following member service metrics for Customer Service Centers proposed for Client for the previous calendar year.

a. Call Volume

b. Average Speed to Answer (seconds)

c. Percent of Calls Answered by Live Person within 30 Seconds

d. Percent of Calls Answered by Live or Automated Means with 30 Seconds
e. Call Abandonment Rate (percent)

f. Percent of First Call Resolution

g. Percent Calls Recorded

h. Percent Calls Reviewed by a supervisor
86. Describe your procedures for ensuring accuracy of information and quality of responses provided by CSRs to members who call in or send written inquiries

87. Please indicate whether CSRs have On-Line access to the following information and/or the ability to edit or update data by providing response.

Member Eligibility
a. Claims History-Status

b. Benefit Descriptions

c. Status of Questions-Complaints

d. Status of Pre-certification Requests

e. Mail-order delivery status

f. Specialty pharmacy delivery status

g. Referral Status

h. Price a prescription

i. Cost-savings opportunities (e.g., using generic alternatives to brands)

j. Disease Specific Education Information

k. ID Card Orders

l. Specify Other Features

88. When ordering a prescription refill, can the member reach a customer service representative without redialing into a new number?

89. Please indicate which of the following member services are available on your website:

a. Formulary Listing

b. Order refills and renew retail prescriptions

c. Order refills and renew mail order prescriptions

d. Order refill and renew specialty pharmacy prescriptions

e. Order new prescriptions (when allowed by law)

f. Purchase Over the Counter (“OTC”) medications

g. Prescription refill reminders

h. Order status for mail order prescriptions

i. Order status of specialty prescriptions

j. Claims history 

k. Print claims history

l. Look-up medication information

m. Locate a network pharmacy

n. Review eligibility information

o. Review benefits information

p. Client-specific/member-specific cost information: Total prescription cost

q. Client-specific/member-specific cost information: Total plan Client prescription cost

r. Client-specific/member-specific cost information: Total member prescription cost

s. Member- and Plan-specific cost and calculated savings information about lower-cost generic alternatives for multi-source brands (i.e., generic equivalents and generic or preferred brand therapeutic alternatives) available for consideration

t. Member- and Plan-specific cost and calculated savings information about lower-cost alternatives for single-source brands (i.e., generic or preferred brand therapeutic alternatives) available for consideration

u. Member-and Plan-specific cost and calculated savings information about a lower-cost channel (e.g., Mail) for consideration
v. Potential Gaps in (or omissions of) Care (e.g., diabetic without a claim for a medication that is recommended in treatment guidelines, like an Angiotensin Converting Enzyme Inhibitor)

w. Medication non-adherence alert (alert when a gap in therapy/day supplies according to claims history is identified)

x. Applicable drug exclusions

y. Price for medications that are excluded

z. Prior authorization list

aa. Price for medications requiring prior authorization

ab. Notation during medication look-up about coverage limitations (e.g., excluded, requires prior approval, subjected to step therapy or quantity limitations)

ac. List of drugs with quantity limits

ad. Price for prescriptions with quantities over the quantity limit

ae. List of drugs that are subject to Step Therapy protocols

af. Price for second-line medications that are subject to Step Therapy protocols

ag. Description of your company's clinical management programs

ah. Chat with a Customer Service Representative

ai. Chat with a Pharmacists

aj. Order replacement ID cards

ak. Order paper claim forms

al. Instructions for requesting reimbursement for paper claims

am. Instructions about how to get started / use the mail pharmacy

an. Instructions about how to get started / use the specialty pharmacy

ao. Instructions about how to file an appeal
Reporting:
90. Do you have the ability to provide client specific and ad-hoc reports upon request and at no additional charge to the client?

91. Do you have the ability to transmit reports electronically?

92. Do you have the ability to provide reports detailing the following?  How often are they available? i.e. monthly, quarterly, semi-annually, annually. Provide samples of standard reports available (preferably electronically)
a. Claim experience

b. Drug utilization by locations 

c. Drug utilization by categories

d. Percentage of mail order vs. retail order usage

e. Percentage of network vs. non-network usage
Implementation:

93. Provide client customized (Lake County Logo) ID card?  List additional cost if any.  Identify if ID cards are paper or plastic.

94. Can you provide replacement ID cards within seven (7) business days and will you do so at no additional costs to the member or County?

95. Vendor will prepare a Summary Plan Document, benefit schedules, ID cards, and other plan descriptive material, as requested. Materials may be customized to include the Lake County logo and other key health care provider identifiers for the convenience of the participants AND can be mailed directly to the home residence of the participant if requested by the County at no additional cost.

96. Are you willing to perform informational sessions during open enrollment?

97. Do you have the ability to receive mail order prescriptions prior to the January 1, 2014 start date for filling on or after January 1, 2014?

98. Describe in detail the services you will provide to Lake County during the implementation of the plan, include a timeline implementation chart.

99. Please outline your performance guarantee for the following:

· Distribution of ID cards

· Establishing participant eligibility by December 12, 2013

· Disbursement of mail order prescriptions

Financial:

100. Vendor agrees that any administrative fees proposed on a per paid claim basis must be based on a per paid claim basis only, and exclude reversed, denied or rejected claims.

101. Single-Source ("SS") Brands will be defined as products that have not lost their patent protection (i.e., a product available from the innovator, the manufacturer with the New Drug Application approval) or are available from only one manufacturer.

102. Multi-Source ("MS") Brands, for purposes of pricing term offers and guarantees in this RFP, will be defined as innovator products that have lost their patent protection and are available from at least two sources: the innovator (one with the New Drug Application approval) and at least one other with either an Abbreviated New Drug Application approval or a marketing agreement for an authorized / branded generic.

103. Single-Source ("SS") Generics, for purposes of pricing term offers and guarantees in this RFP,  will be defined as the non-innovator product that is available from two: the innovator (one with the New Drug Application approval) and another with either an Abbreviated New Drug Application approval or a marketing agreement for an authorized / branded generic.

104. Multi-Source ("MS") Generics, for purposes of pricing term offers and guarantees in this RFP,  will be defined as non-innovator products that are available from three or more: the innovator (the manufacturer with the New Drug Application approval) and two or more manufacturers with Abbreviated New Drug Application approvals or marketing agreements for an authorized / branded generic.

105. "Rebates” all compensation or remuneration the PBM receives from a pharmaceutical manufacturer (branded and generic), attributable to the purchase or utilization of covered drugs (including specialty drugs) by an eligible participant. Compensation includes but is not limited to, discounts; credits; rebates, regardless of how categorized; fees; educational grants received from manufacturers in relation to the provision of utilization data to manufacturers for rebating, marketing, and related purposes; market share incentives; commissions; mail service and specialty purchase discounts; and administrative management fees.

106. The proposed pricing terms will be guaranteed to be the minimum terms, as of the effective date and no component guarantee will be reduced at any time during the life of the contract. If any changes in pricing terms are required by your organization, the County may terminate the agreement without financial consequence (e.g., rebates earned but not yet paid)

107. The terms you present do NOT require the County to implement any plan designs or programs that are different from the plan designs and programs currently in place, or planned to be in place for implementation date. This includes participation in step therapy, prior authorization, therapeutic interchange (i.e., switch programs), if not currently in place or planned to be in place for implementation date.

108. The terms you present are County-specific (not book-of-business averages).

109. Pricing, guarantees and reconciliations for all terms (discounts, dispensing fees, rebates etc.) do not differ for Consumer Driven Plans, High Deductible Health Plans, Health Savings Accounts (HSAs), Health Reimbursement Accounts (HRAs) or other such Plans unless clearly stated  in your proposal.

110. Each financial component guarantee will be measured, reported, reconciled and guaranteed on an individual component basis. There will be no cross subsidization within or among the pricing component guarantees you offer for the Retail, Retail-90 (if applicable), Mail Order or Specialty Pharmacy distribution channels. Shortfalls in one component guarantee may not be offset by overages in another component guarantee. All guarantees will be on a dollar for dollar basis meaning that you will pay/credit the County 100% of any shortfall, with the County retaining 100% of any additional savings achieved above the guarantee.

111. Vendor must agree that all of its proposed guarantees shall be reported quarterly and reconciled annually against actual the County results. Any penalties owed to the County must be paid within 90 days after the end of the year (note: the only exception is rebate guarantees, which must be reconciled annually within 120 days after the end of the year).

112. Vendor agrees that the mail order MAC list price points for individual drugs must be equal to or less than (i.e., more deeply discounted) than the retail MAC price points for the same drugs/GCNs including claims that pay at U&C at retail.

113. All references and inputs of AWP are based on current AWPs (Post-AWP Rollback, September 26, 2009), and that AWP discounts are applied directly to this AWP, with no further adjustment. The County is to be set up as a post-AWP County and all communications are to be made in post-AWP rates.   Also, all claims will be adjudicated at Post-AWP calculations

114. The AWP used to price pharmacy claims will be the actual NDC-11 submitted by the pharmacy and used to fill the prescription on the date it was dispensed.

115. In the event there are changes in the marketplace to the baseline measure used for the ingredient costs of drugs (e.g. AWP) and you propose changes to the County's pricing terms in order to account for the changes, changes will be agreed upon before any changes are made.  If changes are not agreeable either party has the right to terminate the agreement without financial consequences (e.g., loss of rebates earned but not yet paid).

116. All retail claims must be adjudicated at the “lowest of” logic such that members always pay the lowest of the applicable copayment, the discounted ingredient price plus dispensing fee, the MAC plus dispensing fee, and the pharmacy’s U&C amount (including the pharmacy's sale price, if any). Vendors will not be allowed to adjudicate based on “zero balance logic” or on a minimum copayment amount and retail pharmacies will not be allowed to collect a minimum payment.

117. At retail, the County will reimburse Vendor the lowest of: (a) the difference between the Member Cost Share and discounted ingredient price plus dispensing fee (b) the MAC plus dispensing fee, less applicable Member Cost Share, or (c)  the U&C amount less the applicable Member Cost Share.

118. U&C priced claims will NOT be assessed a separate dispensing fee and must be excluded from the dispensing fee guarantee reconciliation.

119. Minimum Brand Discount Guarantees will apply to and include the following in the reconciliation:

· Single Source Brands

· Specialty Brands dispensed at Retail (Retail Brand Discount guarantee)
120. Minimum  Generic Discount Fee Guarantees will apply to and include the following in the reconciliation:

· Single Source Generics

· Multi Source Generics (MAC and non-MAC'd)

· Multi Source Brands filled at DAW 1 or 2 when mandatory generic penalty applies

· Specialty Generics or Biosimilars dispensed at Retail (Retail Brand Discount guarantee)

· Patent Litigated or Limited Supply Generic Drugs
121. Minimum Discount Guarantees shall exclude the following from the discount guarantee reconciliation

· Compound Claims

· Direct/Paper Claims

· Claims with calculated discount of greater than 95% (must be explained to County prior to including)

· Secondary/COB claims, subrogation claims and in-house or 340b pharmacy 

· Supplies (i.e. insulin syringes)

· Claims through Department of Veterans Affairs (VA) pharmacies, Long-Term Care, Home Infusion, and I/TIU (Indian/Tribal Indian Urban) providers.

122. Participating Pharmacies shall not be permitted to recover any unpaid balances due from County for any Eligible Members.

123. Vendor agrees to administer a vaccine program for the County, which will be subject to the same rates as set forth in the proposal. If there are any administrative or professional fees for administering, please indicate so in your response.

124. All mail order claims must be adjudicated at the “lowest of” logic such that members always pay the lowest of the applicable copayment, the discounted ingredient price plus dispensing fee, or the MAC plus dispensing fee. Vendor will not be allowed to adjudicate based on a minimum copayment amount through mail order.
125. Through mail order, the County will reimburse Vendor the lowest of: (a) the difference between the Member Cost Share and discounted ingredient price plus dispensing fee or (b) the MAC plus dispensing fee, less applicable Member Cost Share

126. You will NOT pass along the cost of increases in postage rates to the County during the term of the agreement.

127. Vendor agrees that the County will not be responsible for any member contributions (e.g., deductible, coinsurance, copays) owed to Vendor. Collecting such fees will be the sole responsibility of Vendor.

128. Mail  order pricing, including guaranteed discounts, dispensing fees and rebate guarantees, apply to all mail order claims regardless of days supply.

129. You will provide guaranteed minimum AWP discount pricing and dispensing fees per Rx for newly approved Specialty drugs similar to those already available to treat the same condition.

130. With respect to rebate guarantees, Vendor agrees:

· To pay the County the greater of 100% actual rebates that are attributable to utilization of Plan Participants or the minimum rebate guarantees

· To pay minimum rebate guarantees (regardless of rebates received) on quarterly basis within 60 days from the end of each quarter

· At year end, you will reconcile the rebate pass-through percent against the guaranteed rebates and provide documentation of your calculation and the result to the County within 120 days after the end of each contract year. Any shortfalls, if applicable, must also be paid to the County within 120 days after the end of each contract year.

· The County's share of any Total Rebates received by Vendor from manufacturers after the annual reconciliation and after the termination of the Contract shall be paid to the County.

· Rebate Guarantees must be provided without minimum or average days’ supply requirements and will apply to ALL brand prescriptions dispensed under the Plan including covered prescriptions where the member paid the full cost of the drug and the Plan paid zero.  

· Rebate guarantees will not be reduced based on patent expirations, OTC introductions of branded drugs, actions by drug manufacturers, brand products moving off-patent to generic status, recalls or withdrawals of branded products or unexpected generic introductions for the term of the proposed contract or for changes made by PBM to your standard formulary.

Questionnaire

Medicare Part D

              








May 2013

Responses to this Request for Proposal (RFP) should set forth the specific manner in which the Proposer will satisfy each

requirement noted in this RFP. Please do so by responding to the following items in a brief narrative response. Proposers

may include supplementary narrative describing the general conceptual approach to the delivery of specific services and

any other information they believe is relevant.
General Information:
1. Is your Medicare PDP product wholly owned?
2. If your Medicare PDP product is not wholly owned, please provide 1) Legal definition of relationship, 2) the company's name, 3) the headquartered city and state of the company, 4) tenure of current relationship, and 5) Contractual term period of relationship.
3. Describe any differences in formularies between your commercial plans and your Medicare Part D plans.
4. Do you permit client review and allow client edits of all communications to retirees prior to release?
5. Describe how you honor repayment demands or requests for reimbursement that are made within the time period mandated by Medicare for recovery of improper payments.
6. Describe the training you provide to client's staff and other health vendors who could take calls from Medicare retired members.
7. Describe any clinical programs over and above the minimum CMS requirements. Please provide as attachment with detailed information on each one, including cost, if any.
8. Will you allow clients to remove prior authorizations, quantity limits or step therapies on an individual drug level?
9. Do you provide both a fully insured rate and/or self funded rate for Medicare D group plans?
10. Compare and contrast self funded with fully-insured with regard to your EGWP offering for the provisions in the table below:

	Does year end reconciliation on claim experience occur?

	Who is responsible for distributing required communication per CMS rules including but not limited to Welcome Kit, Annual Notice of Change, and Evidence of Coverage?

	Who pays for co-branding and customization costs for communications materials?

	Who performs LIS premium subsidy administration?

	Who takes the claim risk (distinguish between standard plan benefit and enhanced plan benefit)?

	Who receives / retains rebates?

	Who receives / retains subsidies from CMS?

	Who is responsible for the eligibility process and dealing with CMS?

	How is nonpayment of retiree premium handled and who takes the risk of claims incurred during period of non-payment if payment is never captured?

	Who is responsible for reporting that may be requested by CMS?

	Who is responsible for audits that may be requested by CMS?

	Who is responsible for PDE reporting required by CMS?


11. Do you allow clients to offer a customized formulary for its EGWP?
12. Describe how non-Part D drugs are handled.
13. Do you allow clients to elect to cover non-Part D drugs?
14. Do you allow clients to elect to cover non-formulary drugs via a prior authorization exceptions process?
15. Do you allow clients to offer a customized network for its EGWP?
16. Do you allow clients to offer a customized specialty program for its EGWP?
17. Are you able to administer a  supplemental wrap plan using  a single transaction coordination of benefits  through one identification card?
18. Describe the assistance you provide in acquiring Health Insurance Claim Numbers (HICNs for Medicare retired members) and associated costs (if applicable).

Retail Network:
19. Is the retail network for your Medicare business different in participating pharmacy composition than your commercial business?

20. If the retail network for your Medicare business is different in participating pharmacy composition than your commercial business, please note any major composition differences.

21. How many CMS-compliant retail pharmacy networks do you offer?

Rebates:
22. Is your company able to administer rebates at the point of sale if requested?
23. If your company is able to administer rebates at the point of sale, please confirm this will be provided at no cost to the client. If Not, please provide fees.
Part D Enrollment Process:
24. Is your company able to automatically group-enroll members into a Med D program?
25. Is the enrollment process automated for members who 'age in' to Medicare? If no, please describe the process.
26. Please provide your eligibility file layout requirements as an attachment to this question.
PDP / EGWP Administration:
27. Describe your process for handling eligibility feeds both to and from clients and CMS.
28. What is your resolution process for handling eligibility outliers?
29. What are your reporting capabilities with respect to utilization metrics? Please include your process for reporting of Part B drugs. Please provide example of full reporting package.
30. Please describe the elements of flexibility your Medicare Part D support brings to employer-sponsored groups?
31. Are you willing to agree to a 2-year commitment for Medicare Part D support?
32. Please indicate how your capabilities to match different employer-sponsored PDP plan design and utilization management options might vary from current plan design and utilization management.
33. Are you able to manage and adhere to all mandated CMS policies and procedures regarding compliance, formulary submission, fraud, waste and abuse, and transition fills?
34. Are you capable of managing the coverage determinations, re-determinations, appeals and grievance procedures and processes and be compliant with CMS?
35. Please provide a flow chart of your ERISA compliant prior authorization/appeals process.
36. Please provide an attachment outlining information on your MTM program, not limited to how retirees are identified and the specific program communication and timeline you adhere to.

Low Income Subsidy (LIS) Program:
37. How are LIS members reported to the employer plan sponsor?
38. Is your company willing to passback Low Income Subsidy on behalf of the employer. If yes, is there a fee associated with this service?
39. If your company is willing to passback Low Income Subsidy on behalf of the employer, please confirm there is no fee for this service. If there a fee associated with this service, please state in the Explanation.

Operational / Billing:
40. Does your organization offer Medicare B billing solution for mail service?
41. Does your organization offer Medicare B billing solution through the retail network?
42. Please confirm there is no additional charges for the Medicare B Billing solution. If there is a charge, please provide.
43. If a client wishes to coordinate benefits with Medicare B in the retail network, please confirm there is not a fee for this service. If there is a fee, please provide in Explanation.
44. Does your organization offer COB services for Medicare B drugs for the portion not covered by CMS? In other words, could you program the supplemental wrap to pick up the difference minus the retirees copay?
45. What is your STAR rating?
46. What is the minimum number of lives for a self-insured plan without wrap?
47. What is the minimum number of lives for a self-insured plan with wrap?
48. What customization is available for your B vs D determination process?

Formulary - Medicare Part D – General:
49. How many CMS-compliant Part-D formularies do you offer?

50. Describe the differences between the CMS-compliant Part-D formularies you offer.

51. Does your organization contract with any other organization for formulary development and/or administration?

52. If your organization contracts with any other organization for formulary development and/or administration, please list 1) the organization and describe its role, 2) Fees that your organization pays for formulary development/administration, including formulary administration fees, and 3) The percent of rebates that are retained by the contracting organization.

53. How often are your CMS compliant Part D formularies reviewed?

54. Describe the committee(s)/team(s) involved in developing and managing your formularies?

55. Do you have a separate P&T Committee (from your commercial committee) that makes decisions or recommendations for the Part D formularies and coverage rules you offer?

56. What is the composition of your P&T Committee, and their credentials?

57. Describe the P & T Committee's formulary drug review and decision-making process.

58. What are the criteria for evaluating an existing drug's formulary status?

59. What are the criteria for adding a drug to your formulary?

60. What are the criteria for deleting single-source brand drugs from your Part-D formulary?

61. Do you allow clients the option to delay single-source brand deletions from the Part-D formulary until the next plan year?

62. How do you communicate formulary changes to your clients and their members?

63. Describe your process for keeping abreast of current CMS rules and criteria for PDP formularies.

64. What percentage of your formulary consists of multi-source brand drugs?

65. What percentage of your formulary are extended release versions of medications?
66. "Medicare Part D Formularies" - Attach the formularies that you offer. If you have more than one file, use Winzip to combine the files and attach the .zip file below.

67. Will you allow the employer to perpetually grandfather retirees for tier changes and utilization management programs? (other than B vs D)

Performance Standards for Health Plan and Pharmacy Benefit Manager Services
	Performance Standard
	Client-Specific Guarantee
	Measurement
	Penalty Assessment
	Accept / Reject
	If "Reject," please provide an alternative to be considered or explain why a standard is not available.

	Customer Service
	 
	 
	 
	 

	Average Call Answering Time (excludes IVR)
	100% of calls will be answered in an average of 30 seconds or less
	Quarterly within 30 days of the end of the calendar quarter.
	Quarterly
	 
	 

	Calls Blocked
	2% or less of incoming calls will be blocked
	Quarterly within 30 days of the end of the calendar quarter.
	Quarterly
	 
	 

	Call Abandonment Rate
	2% or less of incoming calls will be abandoned (excludes calls terminated by member in < 30 seconds)
	Quarterly within 30 days of the end of the calendar quarter.
	Quarterly
	 
	 

	Response to written inquiries
	95% of written inquiries will be responded to within five (5) business days; 100% will be responded to within ten (10) business days
	Quarterly within 30 days of the end of the calendar quarter.
	Quarterly
	 
	 

	Response to telephone inquiries
	99% of telephone inquiries will be responded to within five (5) business days; 100% will be responded to within ten (10) business days
	Quarterly within 30 days of the end of the calendar quarter.
	Quarterly
	 
	 

	First-Call Resolution
	95% of telephone inquiries to vendor's call center will be resolved at the first point of contact.
	Quarterly within 30 days of the end of the calendar quarter.
	Quarterly
	 
	 

	Member Call Tracking
	A summary of the number of member service calls, by call category type, will be documented and analyzed for patterns or problems daily/weekly
	Quarterly within 30 days of the end of the calendar quarter.
	Annually
	 
	 

	ID Cards
	100% of ID cards are mailed within five (5) days of receipt of eligibility posting
	Quarterly within 30 days of the end of the calendar quarter.
	Quarterly
	 
	 

	Paper Claims Processing Time
	At least 90% of claims will be reimbursed or responded to within 7 business days and 100% of claims will be reimbursed or responded to within 10 business days
	Quarterly within 30 days after the end of the quarter.
	Quarterly
	 
	

	Performance Standard
	Client-Specific Guarantee
	Measurement
	Penalty Assessment
	Accept / Reject
	If "Reject," please provide an alternative to be considered or explain why a standard is not available.

	Member Satisfaction
	At least 95% of members will be satisfied with PBM per annual survey results.  Survey will be based on a statistically valid sample of members who have used the PBM's Retail network and Specialty and Mail Order pharmacies during the survey measurement period.


	Annually within 30 days after the end of the calendar year.
	Annually
	 
	 

	Enrollment Eligibility Updating
	 
	 
	 
	 

	Eligibility Data/Posting
	100% of eligibility updates (Includes electronic file transfer and manual updates) shall be loaded with 99.5% accuracy within 48 hours of receipt of eligibility data (unless "quality assurance testing" finds the number of errors significant and designated persons decides to not activate the file). 
	Guarantee will be measured on the 15th of every month.  Measured as a percentage of all eligibility and dependent data transmitted to vendor for that period.
	Quarterly
	 
	

	New Group Additions
	At least 99% of eligibility updates shall be updated with 99.5% accuracy within 48 hours of receipt of eligibility data or a later time agreed upon by both parties.
	Guarantee will be measured within 30 days of end of calendar year
	Quarterly
	 
	 

	Claims Processing
	 
	 
	 
	 

	System Availability
	Systems are available 99.9% of time (other than scheduled maintenance time) during normal service hours
	Quarterly within 30 days after the end of the quarter.
	Quarterly
	 
	 

	Claim Processing Accuracy
	At least 99.99% of all claims will be processed with no errors - according to plan design and contract terms
	Annually within 30 days of the end of the calendar year.
	Annually
	 
	 

	Account Service/Management
	 
	 
	 
	 

	Performance Standard
	Client-Specific Guarantee
	Measurement
	Penalty Assessment
	Accept / Reject
	If "Reject," please provide an alternative to be considered or explain why a standard is not available.

	Client / Consultant Responsiveness
	At least 90% of all voice and/or e-mail messages sent by Client or consultant will receive a “response” within one (1) business day; 100% within three (3) business days.  A “response” does not mean resolution is provided; instead it may include a simple acknowledgement of the inquiry or referral to another representative as long as the representative responds within the same timeframe, but it must provide a target completion/resolution date
	Quarterly within 30 days of the end of the calendar quarter.
	Annually
	 
	 

	Issue Log
	At least 98% of open issues will be captured and tracked accurately.
	Quarterly within 30 days of the end of the calendar quarter.
	Annually
	 
	 

	Quarterly Meetings
	Meetings will occur at least quarterly (assuming Client does not reject the offer) to discuss the performance of the plan, opportunities, industry trends, etc., and to present Performance Standard/Guarantee statistics as appropriate.
	Within 30 days after the end of the calendar year
	Annually
	 
	

	Client Satisfaction Survey
	A performance survey will be provided to the Client, and/or the Client’s designee, semi-annually.  The results will be greater than or equal to 4 or better on a 5 point scale (with 5 being the highest score)
	Survey will be provided on or before January 15 and July 15 of every year.  The survey results will be complied and presented on or before February 15 of each year for the preceding annual results.
	Annually
	 
	 

	Mail Order Pharmacy
	 
	 
	 
	 

	Performance Standard
	Client-Specific Guarantee
	Measurement
	Penalty Assessment
	Accept / Reject
	If "Reject," please provide an alternative to be considered or explain why a standard is not available.

	Dispensing Timeliness with No Pharmacist intervention
	At least 95% of all orders requiring no intervention are mailed on average within two (2) business days of receipt
	Quarterly within 30 days after the end of the quarter.
	Quarterly
	 
	 

	Dispensing Timeliness with Pharmacist intervention
	At least 95% of mail order prescriptions requiring intervention are mailed within average of five (5) business days
	Quarterly within 30 days after the end of the quarter.
	Quarterly
	 
	 

	Member Notification of Delayed Deliveries
	Notification about the delay and an offer made to return the prescription will be made on 100% of all orders that are not processed within three (3) business days of receipt
	Quarterly within 30 days after the end of the quarter.
	Quarterly
	 
	 

	Mail Pharmacy Dispensing Accuracy
	At least 99.95% of all prescriptions will be dispensed accurately (i.e., correct drug, drug strength, dosage form, dosing instructions, quantity, etc.)
	Quarterly within 30 days of the end of the quarter.
	Quarterly
	 
	 

	Mail pharmacy on-site audits
	Mail pharmacies serving the Client will each be audited at least once per year
	Annually within 30 days after the end of the year. 
	Annually
	 
	 

	Specialty
	 
	 
	 
	 

	Dispensing Timeliness with No Pharmacist intervention
	At least 95% of prescriptions will be shipped within 2 business days.
	Quarterly within 30 days after the end of the quarter.
	Quarterly
	 
	 

	Dispensing Timeliness with Pharmacist intervention
	At least 95% of prescriptions will be shipped (or returned to patient if determined to be the next step after discussion about delay) within 5 business days.
	Quarterly within 30 days after the end of the quarter.
	Quarterly
	 
	 

	Member Notification of Delayed Deliveries
	Notification about the delay and an offer made to return the prescription will be made on 100% of all orders that are not processed within 2 business days of receipt
	Quarterly within 30 days after the end of the quarter.
	Quarterly
	 
	 


	Performance Standard
	Client-Specific Guarantee
	Measurement
	Penalty Assessment
	Accept / Reject
	If "Reject," please provide an alternative to be considered or explain why a standard is not available.

	Specialty Pharmacy Dispensing Accuracy
	At least 99.95% of all prescriptions will be dispensed accurately (i.e., correct drug, drug strength, dosage form, dosing instructions, quantity, etc.)
	Quarterly within 30 days of the end of the quarter.
	Quarterly
	 
	 

	Specialty Clinical Criteria Adherence
	At least 99.95% of all prescriptions will be dispensed according to clinical management criteria in place.
	Quarterly within 30 days of the end of the calendar quarter.
	Quarterly
	 
	 

	Specialty Medication Approvals
	Client will be provided information about new specialty drugs being evaluated, along with coverage recommendations, in a timely way (90 days before the new drug hits market).
	Quarterly within 30 days of the end of the calendar quarter.
	Annually
	 
	 

	Specialty pharmacy on-site audits
	Specialty pharmacies serving the Client will each be audited at least once per year
	Annually within 30 days after the end of the year. 
	Annually
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