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[bookmark: _Toc439085949]INTRODUCTION
[bookmark: _Toc439085950]Overview and Process
The Mississippi State and School Employees Health Insurance Management Board (Board) is seeking a third party administrator (TPA) to provide comprehensive medical claims administration and provider network services for the Mississippi State and School Employees’ Health Insurance Plan (Plan). The Board desires to contract with a qualified, experienced vendor capable of providing medical claims administration and network services as described in SECTION 3 Scope of Services in this RFP, as well as other services for which the TPA has the technical capability to render. 
The medical claims administration services include maintaining a system for processing and adjudicating medical claims from hospitals, physicians, diagnostic laboratories and imaging services, and other providers according to Plan benefits and TPA’s medical policy, manage enrollment and eligibility of Plan participants, maintain accumulators for deductibles, coinsurance, and annual out-of-pocket limits including amounts paid for pharmacy benefits administered by the Plan’s pharmacy benefit manager, etc. 
The provider network services include establishing and managing, including credentialing and contracting, a preferred provider organization (PPO) in the State of Mississippi that will serve the Plan exclusively, and provide access to a nationwide provider network for services rendered outside of Mississippi. The selected TPA will negotiate and hold all contracts with providers in Mississippi, but must grant the Board exclusive use of the contracts unless written permission is obtained from the Board to allow the contracts to be used for another health plan or provider network. The Board requires an exclusive statewide provider network in order to maintain control over cost containment programs, allowable benefits, and other features of the Plan. The Board contracts separately for medical management (utilization management, case management, etc.); therefore, these services are not included in this RFP. 
The Mississippi Department of Finance and Administration (DFA) provides administrative support to the Board and is coordinating this Request for Proposal (RFP) with assistance from the Board’s consultant, PricewaterhouseCoopers, LLP.
The effective date of this contract will be January 1, 2017. The term of this contract will be four (4) years with an option to renew for one (1) additional year at the Board’s discretion.
The Board issued this RFP to secure the services of a TPA with the level of experience and expertise necessary to assist the Board in its management of the Plan. The purpose of this RFP is to solicit competitive proposals by defining the Board’s needs, providing to vendors adequate information to develop proposals, describing the evaluation criteria on which proposals will be scored, and providing proposers with a draft contract.
A copy of this RFP, including any subsequent amendment(s), along with a copy of all questions from vendors and responses to those questions, will be posted on DFA’s website at www.dfa.ms.gov under the heading “Bid and RFP Notices”. Before the award of any contract, the proposer will be required to provide sufficient evidence to demonstrate to the Board that it has the necessary capabilities to provide the services specified in this RFP. The proposer may also be required to provide additional client references, as well as related project experience detail in order to satisfy the Board that the proposer is qualified. The Board may make reasonable investigations, as it deems necessary and proper, to determine the ability of the proposer to perform the work, and proposer shall furnish to the Board all information that may be requested for this purpose. The Board reserves the right to reject any proposal if the proposer fails to satisfy the Board that the proposer is properly qualified to carry out the obligations of the contract and to complete the work described in this RFP.
The Plan is a non-ERISA self-insured health insurance plan currently providing health insurance coverage to a total of approximately 186,000 participants. Eligible participants include active, retired, and COBRA employees (and their enrolled dependents) of the State’s approximately 335 agencies, universities, community colleges, school districts, and public library systems. Plan participants are primarily located within the State of Mississippi, although a small number of participants reside in other states. Plan enrollment includes approximately 116,000 active employees, 700 COBRA participants, 9,500 Non-Medicare retirees, 14,000 Medicare eligible retirees, and 46,000 dependents. Details of the current Plan, including but not limited to how the Plan works, eligibility and enrollment rules, covered services, medical management, etc., can be found in the Appendix B - 2016 Plan Document.
[bookmark: _Toc45499652][bookmark: _Toc226965899][bookmark: _Toc439085951]Purpose and Goals
The purpose of this solicitation is to contract with an organization to provide comprehensive third party administration services, including medical claims administration and provider network services, to the Mississippi State and School Employees’ Health Insurance Plan. The required services are described in detail in SECTION 3 Scope of Services.
[bookmark: _Toc439085952]Instructions to Proposers
Proposals must be received by the DFA-Office of Insurance in Jackson, Mississippi by 2:00 PM CST, February 22, 2016.  Any proposal received after the deadline will not be considered. Proposals submitted by facsimile or by electronic mail will not be considered.
Proposals must be submitted in writing to the following address:

Third Party Administration Services RFP
c/o DFA - Office of Insurance
501 North West Street
Suite 901-B Woolfolk Building
Jackson, Mississippi 39201
[bookmark: _GoBack]
Submit one (1) clearly marked original response with signed proposal cover letter, signed Statutory Requirement disclosure statement (see Section 8 Statement of Compliance) and signed Acknowledgement of RFP Amendments (see Section 1.11), only if an amendment is posted. Include four identical copies of the original response in three-ring binders and include one electronic copy of the complete proposal including all sections in Microsoft Office® format with appendices in the appropriate Microsoft Office ® format or portable document format (.PDF) on flash drive or compact disk. Please include an additional electronic copy in portable document format (.PDF) of the complete proposal, including all appendices and exhibits, with all trade secrets or confidential commercial or financial information redacted, to be released in the event we receive a public records request for proposals.
To prevent opening by unauthorized individuals, all copies of the proposal must be sealed in the package, and the package must be marked, “Proposals – Do Not Open”. 

Label and tab the sections of the proposal as follows:
Introduction
Minimum Vendor Requirements Confirmation
Acknowledgement of RFP Amendments (if any posted)
Scope of Services Confirmation
RFP Questionnaire with Responses
Financial Proposal
Provider Costs and Discounts 
Statutory Requirement
Statement of Compliance
Resumes for Key Staff
Any Additional Information (not specifically requested)
Number each page of the proposal. Multiple page attachments and samples should be numbered internally within each document, and not necessarily numbered in the overall page number sequence of the entire proposal. The intent of this requirement is that the proposer submit all information in a manner so that it is clearly referenced and easily located.
Conspicuously mark each page that contains confidential information with the word “CONFIDENTIAL”, in the upper-right corner, and use a different color paper from the color used for pages that do not contain confidential information. Confidential information may be identified by alternate font color and/or type on electronic copies of the proposal. Failure to clearly identify trade secrets or confidential commercial or financial information will result in that information being released subject to a public records request (see Section 1.13). 
Original signatures are required on one copy of the proposal cover sheet, Statutory Requirement disclosure statement, Statement of Compliance, and Acknowledgement of RFP Amendments (if any is posted). Failure to sign these required documents may result in disqualification of the proposal.
Please respond to SECTION 3 – Scope of Services by restating each service listed and confirm your intention to provide the service as described by stating, “Confirmed”. If your organization can provide the service, but not exactly as described, state, “Confirmed, but with exceptions”, and state the specific exceptions. If your organization intends to provide a listed service through a subcontractor, state, “Confirmed, service will be provided through subcontractor”, and name the subcontractor. If your organization is currently unable to provide a listed service, respond by stating, “Unable to provide this service”. Any additional details regarding these services should be provided in your responses to the questionnaire, or as additional information included as an appendix to your proposal.
In preparing your written response to any RFP question or request for information, you are required to repeat each question or requirement followed by your response. Please provide complete answers and explain all issues in a concise, direct manner. If you cannot provide a direct response for some reason (e.g., your organization does not collect or furnish certain information), please indicate the reason rather than providing general information that fails to answer the question. “Will discuss” and “will consider” are not appropriate answers. 
If you do not agree with an item(s) in any section of this RFP or the draft Third Party Administration Services Contract, you must list the item(s) on the signed Statement of Compliance (see SECTION 9).
NOTE: Clauses in blue italicized type in the Draft Third Party Administration Services Contract (see Appendix A) are required by PSCRB and/or DFA, and are not negotiable.
All information requested is considered important. If you have additional information you would like to provide, include it as an appendix to your proposal. The Board will use the information contained in your proposal in determining whether you will be selected for contract negotiations. The Board will consider the proposal an integral part of the contract and will expect the proposer to honor all representations made in its proposal. 
It is the proposer’s sole responsibility to submit information relative to the evaluation of its proposal and the Board is under no obligation to solicit such information if it is not included with the proposal. Likewise, the Board has no obligation to locate or acknowledge any information in the vendor’s proposal that is not presented under the appropriate outline according to these instructions and in the proper location.  Failure of the proposer to submit such information in a manner so that it is easily located and understood may have an adverse impact on the evaluation of the proposal. 
All documentation submitted in response to this RFP and any subsequent requests for information pertaining to this RFP shall become the property of the Board and will not be returned to the proposer.
If the Board determines that the vendor has altered any language in the original RFP, the Board may, at its sole discretion, disqualify the vendor from further consideration. The RFP issued by the Board is the official version and will supersede any conflicting RFP language submitted by the vendor.
[bookmark: _Toc439085953]Important Dates
	December 28, 2015
	RFP Released

	January 21, 2016
	"Intent to Propose" and "Questions" Due at the DFA-Office of Insurance

	January 29, 2016
	"Responses to Questions" Released as they are received through this date

	February 22, 2016
	Proposals Due at the DFA-Office of Insurance BY 2:00 P.M. CST

	March 28, 2016
	Finalists Selected

	Week of April 4, 2016
	Presentations by Finalists*

	Week of April 11, 2016
	Site Visits of Finalists*

	April 27, 2016
	Vendor Selected and Contract Award notification released

	July 1, 2016
	Contract Executed and Implementation Commences

	January 1, 2017
	Service Effective Date


*If deemed necessary by the Board, finalists may be asked to make presentations in Jackson, Mississippi. It is the Board’s intent to provide at least five (5) days advance notice to each vendor named as a finalist as to the exact date and time when the vendor is requested to make such a presentation. The Board will not incur any expense for such presentation. The Board may also determine the need to conduct site visits, and will likewise provide at least five (5) days advance notice to the impacted vendors.  Due to the constraints of the RFP timeline and the relative importance of presentations and site visits in the evaluation process, interested vendors are encouraged to be prepared to accommodate this schedule.
[bookmark: _Toc439085954]Intent to Propose and Questions
All potential proposers are requested to indicate their intention to propose by the date stated above. Notice may be submitted via e-mail to InsuranceRFP@dfa.ms.gov or by facsimile at (601) 359-6568. Your intent to propose should indicate your organization’s primary contact, direct telephone number of contact, e-mail address, and facsimile number. The submission of a Notice of Intent to Propose does not obligate the vendor to submit a proposal. Although encouraged, vendors are not required to submit a Notice of Intent to Propose.  Questions must be submitted in writing via e-mail or facsimile, and must be received no later than the date stated in the table above in order to receive a response. Vendors are encouraged to submit questions as they arise, and responses will be posted as soon as they are available. Responses to vendor questions will be made available on DFA’s website at www.dfa.ms.gov under “Bid and RFP Notices” no later than the date stated in the table above. It is the proposer’s sole responsibility to monitor the website for responses to questions, and also for any amendments to the RFP.
[bookmark: _Toc439085955]Duration of Proposal
Within the introduction section of the proposal, you must state that the proposal is valid for a period of at least 180 days subsequent to the date proposals are due. The proposal shall become part of the contract in the event that the contract is awarded to your organization.
[bookmark: _Toc352679644][bookmark: _Toc380066115][bookmark: _Toc439085956]Statutory Requirement
In accordance with § 25-15-9(1)(a) of the Mississippi Code, each entity that submits a proposal in response to this RFP must provide a disclosure statement detailing any services or assistance it provided during the previous fiscal year to the Board and/or DFA in the development of the Mississippi State and School Employees’ Life and Health Insurance Plan. The statement must include a detailed description of the proposer’s participation in the development of the Plan, as well as any resulting compensation received from the Board and/or DFA during the previous fiscal year. If you did not provide such assistance to the Board and/or DFA, you must indicate in your disclosure statement that this provision does not apply to you. A list of persons, agents, and corporations who have contracted with or assisted the Board in preparing and developing the Mississippi State and School Employees’ Life and Health Insurance Plan and a copy of the statutory requirement are contained in Section 8 - Statutory Requirement of this RFP. Failure to submit a signed Statutory Requirement disclosure statement may result in your proposal being eliminated from further consideration.
[bookmark: _Toc439085957]Statement of Compliance Requirement
Please carefully review the Statement of Compliance located in Section 9 - Statement of Compliance, and include a Statement of Compliance signed by an officer, principal, or owner of the organization with your completed proposal. Failure to submit a signed Statement of Compliance may result in your proposal being eliminated from further consideration.
[bookmark: _Toc439085958]Corrections and Clarifications
The Board reserves the right to request clarifications or corrections to proposals. Any proposal received which does not meet the “Instructions to Proposers” in Section 1.3 Instructions to Proposers, or the minimum vendor requirements in Section 2 - Minimum Vendor Requirements, or comply with other proposal requirements of this RFP, including clarification or correction requests, may be considered to be “non-responsive” and may be eliminated from further consideration.
[bookmark: _Toc439085959]Right of Negotiation
Discussions and negotiations regarding price and other matters may be conducted with proposer(s) who submit proposals determined to have reasonable likelihood of being selected for award, but proposals may be accepted without such discussions. The Board reserves the right to further clarify and/or negotiate with the proposer evaluated best following completion of the evaluation of proposals but prior to contract execution, if deemed necessary by the Board. The Board also reserves the right to move to the next best proposer if negotiations do not lead to an executed contract with the best proposer. The Board reserves the right to further clarify and/or negotiate with the proposer(s) on any matter submitted.
[bookmark: _Acknowledgment_of_RFP][bookmark: _Ref364864626][bookmark: _Ref430270766][bookmark: _Toc439085960]Acknowledgment of RFP Amendments
Should an amendment to the RFP be issued, it will be posted on DFA’s website at www.dfa.ms.gov under “Bid and RFP Notices”. Further, proposers must acknowledge receipt of any amendment to the RFP by signing and returning the amendment form with the proposal, by identifying the amendment number and date in the space provided for this purpose on the amendment form, or by letter. The acknowledgment must be received by DFA by the time and at the place specified for receipt of proposals. It is the proposer’s sole responsibility to monitor the website for amendments to the RFP.
[bookmark: _Toc439085961]Consideration
The Board agrees to compensate the selected TPA for services approved by the Board and performed by the TPA as follows:
1. The fees listed in Section 6 - Financial Proposal, shall constitute the entire compensation due to the TPA for services and all of the TPA’s obligations hereunder regardless of the difficulty, materials, or equipment required. The fees include, but are not limited to, all applicable taxes, fees, general office expense, overhead, profit, and all other direct and indirect costs, incurred or to be incurred, by the TPA. No additional compensation will be provided by the Board for any expense, cost, or fee not specifically authorized by the contract, or by written authorization from the Board.
The fees listed in Section 6 - Financial Proposal are firm for the duration of the contract and are not subject to escalation for any reason, unless the contract is duly amended.
The Board shall not provide any prepayments or initial deposits in advance of services being rendered. Only those services agreed to by contract shall be considered for reimbursement or compensation by the Board. Payment for any and all services provided by the TPA to the Board and/or the Plan shall be made only after said services have been duly performed and properly invoiced.
The TPA shall submit all invoices in a form acceptable to the Board with all of the necessary supporting documentation prior to the payment of allowable costs. Such invoices will, at a minimum, include the appropriate descriptions of the services being billed or other bases for charges included in Section 6 - Financial Proposal. Details will be determined during contract negotiations.
The payment of an invoice by the Board shall not prejudice the Board’s right to object or question any invoice or matter in relation thereto. Such payment by the Board shall neither be construed as acceptance of any part of the work or service provided nor as an approval of any costs invoiced therein. TPA’s invoice or payment shall be subject to reduction for amounts included in any invoice or payment theretofore made which are determined by the Board, on the basis of audits, not to constitute allowable costs. Any payment shall be reduced for overpayment, or increased for underpayment on subsequent invoices. For any amounts which are or shall become due and payable to the Board and/or the Plan by the TPA, the Board reserves the right to (1) deduct from amounts which are or shall become due and payable to the Board under contract between the parties; or (2) request and receive payment directly from the TPA within fifteen (15) days of such request, at the Board’s sole discretion.
The Board reserves the right to deduct from amounts which are or shall become due and payable to the TPA under the contract between the parties any amounts which are or shall become due and payable to the Board by the TPA. Notwithstanding anything to the contrary herein, any reduction of payments to shall be made only with the prior agreement of both parties. In addition, in the event of termination of the contract for any reason, the TPA shall be paid for services rendered and allowable expenses incurred up to the effective date of termination.
[bookmark: _Ref430270953][bookmark: _Ref433635789][bookmark: _Ref434832262][bookmark: _Toc439085962]Mississippi Public Records Act/Confidentiality of Proposals
Any proposal, including accompanying attachments, will be available for review by State of Mississippi personnel, the Board, members and staff of the Legislature and oversight boards, and the Board’s consultants. The proposal is further subject to the “Mississippi Public Records Act of 1983,” codified as Miss. Code Ann. §§ 25-61-1 et seq., (1972, as amended) and exceptions found in Miss. Code Ann. § 79-23-1 (1972, as amended). The Board understands that the proposer may consider some of the information provided in the proposal to be proprietary.
The Board requests that each page of the proposal that proposer considers confidential be on a different color paper than non-confidential pages and be marked in the upper right hand corner with the word “CONFIDENTIAL.” Failure to clearly identify trade secrets or confidential commercial or financial information will result in that information being released subject to a public records request.  For this reason, the Board requests that proposer provide one electronic copy in portable document format (.PDF) of the complete proposal, including all exhibits and appendices, with all trade secrets or confidential commercial or financial information redacted to be released immediately upon receipt of a public records request for proposals. The vendor will still have 30 days to seek a court-issued protective order as provided in Rule 1.7 Third Party Information of the Public Information Policy of the DFA. (www.dfa.ms.gov/Content/publicinfopolicy.pdf).
“Mississippi Public Records Act of 1983,” codified as Miss. Code Ann. §§25-61-1 et seq., and exceptions found in Miss. Code Ann. §79-23-1provides that proposer can request, prior to the release of any information that the proposer designates as trade secrets or confidential commercial or financial information, that proposer will be notified by the Board of the request for the information and given sufficient time to seek protection from the appropriate court. If proposer does not obtain protection from the appropriate court, all information supplied whether marked confidential or not, may be released. The Board will accept no additional restrictions on the release of information contained in your proposal.
[bookmark: _Toc439085963]Withdrawal of a Proposal
A proposer may withdraw a submitted proposal by submitting a written notification for its withdrawal to the Board, signed by the proposer, e-mailed, or mailed to the Board at the address provided in Section 1 - Introduction of this RFP. The Board shall not accept any amendments, revisions, or alterations to proposals after the due date unless requested by the Board.
[bookmark: _Toc439085964]Cost of Proposal Preparation
All costs incurred by the proposer in preparing and delivering its proposal, making presentations, and any subsequent time and travel to meet with the Board regarding its proposal shall be borne at the proposer’s expense.
[bookmark: _Toc439085965]Proposal Evaluation
All proposals received in response to this RFP by the stated deadline will receive a comprehensive, fair, and impartial evaluation. The evaluation of any proposal(s) may be suspended and/or terminated at the Board’s discretion at any point during the evaluation process at which the Board determines that said proposal(s) and/or proposer(s) fails to meet any of the mandatory requirements as stated in this RFP, the proposal(s) is determined to contain fatal deficiencies to the extent that the likelihood of selection for contract negotiations is minimal, or the Board receives reliable information that would make contracting with the proposer impractical or otherwise not in the best interest of the Board and/or the State of Mississippi.
An evaluation committee will evaluate the proposals in the following three-phase process:
Compliance Phase - In this phase of the evaluation process, all proposals received will be reviewed to determine if the following mandatory requirements of this RFP have been satisfied:
1. Proposal submission deadline met
Minimum vendor requirements met
Required format followed
Original proposal, requested number of copies of proposal, and electronic copy of proposal in Microsoft Word® format on flash drive or compact disk
Signed Statutory Requirement disclosure statement
Signed Statement of Compliance provided and high degree of acceptance of proposed contract terms
Signed Acknowledgement of RFP Amendments (if amendments have been posted)
Narrative questionnaire answered
Duration of proposal requirement met
All required proposal attachments provided
Weight – This Phase of the Evaluation is Considered Pass/Fail
Failure to comply with the mandatory requirements may result in the proposal being eliminated from further consideration. Those vendors passing the Compliance Phase will be evaluated further. The Board reserves the right to waive minor informalities in a proposal in this phase of the evaluation.  
Analysis Phase - In this phase of the evaluation process, the evaluation committee will judge responses received relative to the following evaluation factors. Areas are listed in order of their relative importance:
1. Plan for performing the required services: This includes the majority of the questions/scope of services, and network access.  Weight – 40%
1. Price:  This includes administrative fees and the relative value of network pricing.  Weight – 40%
1. Ability to perform the services as reflected by technical training and education, general experience, specific experience in providing the required services, and the qualifications and abilities of personnel proposed to be assigned to perform the services:  This includes the personnel, equipment, and facilities to perform the services currently available or demonstrated to be made available at the time of contracting.  Weight – 20%
Upon completion of the Analysis Phase, the evaluation committee will review and compare the numerical scores from among the remaining vendors in order to determine finalists.  The top scoring vendor, as well as all other vendors with scores within ten points of the top scoring vendor, will be named as finalists and will be further evaluated. 
Finalist Phase - In this phase of the evaluation process, the evaluation committee will seek to determine from among the finalists which proposal is the most advantageous to the Board.  This phase consists of the following components:
1. Record of past performance of similar work:  From among the finalists, vendor references will be contacted to verify demonstration of an acceptable level of past performance for programs of a similar size and complexity as the Board.  The Board reserves the right to consider historical information regarding the proposer, whether gained from the proposer’s proposal, conferences with the proposer, references, or any other source during the evaluation process. This may include, but is not limited to, information from any state or federal regulatory entity.  Weight – This component of the evaluation is considered pass/fail.
6. Finalist presentations:  At the Board’s discretion, individual finalist presentations may be scheduled to be held in Jackson, Mississippi, to allow Board members, consultants, and staff the opportunity to conduct technical interviews of the vendors, and to confirm/clarify information provided in the submitted proposals and/or otherwise gathered during the evaluation process.  Weight – A maximum of 10 Points may be added to or subtracted from the finalist’s numerical score derived from the Analysis Phase.
7. Best and Final Offer:  At the Board’s discretion, all finalists may be given the opportunity to provide a “best and final offer” relative to their financial proposal.  The Board will notify finalists if a “best and final offer” may be submitted, and will establish a date and time for submission.  Although a finalist is under no obligation to submit such an offer, any such “best and final” offer should include any applicable revised financial exhibits and must be signed by an appropriate representative of the vendor.  If a finalist chooses to not make a “best and final offer”, the financial proposal included in the vendor’s response to the Request for Proposal will be considered as the “best and final offer”.  NOTE:  Unsolicited “best and final offers”, including but not limited to such offers submitted by non-finalists, will not be accepted.  Weight – The “best and final offer” will be factored into the “Price” category, and a revised numerical score will be calculated.
Site Visit:  At the Board’s discretion, site visits may be conducted for each finalist to allow the evaluation committee the opportunity to observe, confirm, and evaluate the vendor’s operations, systems, and respective resources as described in the response to the RFP.  The Board may require access to the vendor’s claims data and provider contracts to confirm the accuracy of information provided in its proposal, and to evaluate the contracting rates using the distribution of claims by provider and type of service consistent with the experience of Plan participants. This may be accomplished by a review of the documentation of claims and provider contracts, including commitments made by providers to accept payment rates that differ from the proposer’s current commercial payment rates. Weight – A maximum of 10 Points may be added to or subtracted from the finalist’s numerical score derived from the Analysis Phase.
Upon completion of the evaluation of proposals, the evaluation committee will determine the top scoring proposal and provide a recommendation to the Board.  The Board will make a determination as to the proposal deemed most advantageous to the Board, and will authorize contract negotiations with the successful vendor.  Subsequent to such authorization by the Board, all proposing vendors will be notified of the contract award, and will be afforded the opportunity to participate in a post-award debriefing.
[bookmark: _Toc439085966]Post-Award Vendor Debriefing
Pursuant to the Mississippi Personal Services Contract Review Board (PSCRB) Rules and Regulations Sections 7-112 through 7-112.07, you may request a post award vendor debriefing, in writing, by U. S. mail or electronic submission, using the contact information provided on the cover of this RFP.  The request must be made within three (3) business days of notification of the contract award. A vendor debriefing is a meeting and not a hearing; therefore, legal representation is not required. Should you prefer to have legal representation present, you must notify the DFA-Office of Insurance and identify your attorney. The DFA-Office of Insurance shall be allowed to schedule and/or suspend and reschedule the debriefing at a time when a representative of the Office of the Mississippi Attorney General can be present. For additional information regarding the process and procedure for the Post Award Vendor Debriefing, please refer to the PSCRB Rules and Regulations Sections 7-112 through 7-112.07 that may be found at http://www.mspb.ms.gov/personal-service-contract-review-board/pscrb-rules-regulations.aspx
[bookmark: _Toc439085967]Right to Consider Historical Information
The Board reserves the right to consider historical information regarding the proposer, whether gained from the proposer’s proposal, conferences with the proposer, references, or any other source during the evaluation process. This may include, but is not limited to, information from any state or federal regulatory entity.
[bookmark: _Toc439085968]Right to Reject, Cancel and/or Issue another RFP 
The Board specifically reserves the right to reject any or all proposals received in response to the RFP, cancel the RFP in its entirety, or issue another RFP.


[bookmark: _Toc439085969]MINIMUM VENDOR REQUIREMENTS
The following proposal requirements are mandatory. Failure to meet any of these requirements will result in disqualification of the proposal submitted by your organization. This should be the section of your proposal after the Introduction and before the Questionnaire.  Please respond by restating each requirement listed below with documentation that proves specifically how your organization meets that requirement. Please include in your responses the total number of years and types of experience of your organization and of the primary contact. If, in the opinion of the evaluation committee, you fail to substantiate that your organization meets any of these minimum requirements, your proposal will be disqualified from further evaluation. You will be notified if your proposal is disqualified, and you will have an opportunity to provide additional information to substantiate your organization does meet the minimum requirements, subject to your timely response and cooperation.
1. Currently provides comprehensive third party administration (TPA) services, similar to those requested in this RFP, to employer clients with at least 500,000 covered lives in aggregate (covered lives include active employees, COBRA, retirees and dependents for all classes), with at least one client with at least 100,000 covered lives.  Current TPA services must include comprehensive provider network services to a total population of at least 100,000 covered lives.  Provide client references with the following information for each client you list to document your organization meets this requirement:
a) Name
b) Address
c) Contact
d) Contact title
e) Telephone number
f) Email address
g) Fax number
h) Number of covered lives
i) Scope of services provided (BE SPECIFIC)
j) First contract effective date
k) Total number of years the agreement has been in place with your organization
Client references that cannot be contacted for verification will not be considered.
1. Possess at least ten (10) years’ experience as of January 1, 2016, as an organization providing comprehensive TPA services, similar to those requested in this RFP, including at least five (5) years of comprehensive provider network experience. Provide client references with the following information for each client you list to document your organization meets this requirement:
a) Name
b) Address
c) Contact
d) Contact title
e) Telephone number
f) Email address
g) Fax number
h) Number of covered lives
i) Scope of services provided (BE SPECIFIC)
j) First contract effective date
k) Total number of years the agreement has been in place with your organization
Client references that cannot be contacted for verification will not be considered.
1. Currently employ or contract with a full-time Medical Director. Please indicate how you meet this criterion.
1. Agree to operate a Service Center in Mississippi to include at a minimum, exclusive provider and participant customer service, enrollment and billing support functions, account service to the State and School Employees Health Insurance Management Board (Board) including an exclusive client service representative, a dedicated account manager, and a dedicated and exclusive network manager. Please confirm.
1. Agree to provide and manage a comprehensive provider network in the State of Mississippi that will serve the State and School Employees’ Health Insurance Plan (Plan) exclusively, and agree that the Board will have approval authority for any or all contracted rates and terms of the provider contracts for purposes of assuring that the contracted providers agree to participate in or cooperate with the Plan’s medical management and utilization review programs, health and wellness promotion programs, and all other features and programs of the Plan as appropriate. Please confirm.
1. Agree to provide a dedicated network manager who will consistently evaluate and manage the network, including recruiting, negotiating, and contracting with providers on behalf of the Plan. The individual who will serve in this role shall have at least five (5) years of experience in provider contract negotiations. The proposing organization must provide sufficient detail to demonstrate that this individual meets this requirement.  Please confirm.
1. Agree that all services performed on behalf of the Board will be provided within the United States. Please confirm.
1. Agree to provide a $3,000,000 implementation bond or escrow account, naming the Board as exclusive beneficiary, to guarantee timely and complete establishment of the contract and related services. Such bond or escrow account must be obtained or established within thirty (30) days of contract award. Any failure of the TPA to perform timely and complete establishment of such services shall result in damages recoverable by the Board against the implementation bond or escrow account. Upon the agreement by the Board that the TPA has complied with its implementation responsibilities, the implementation bond shall be released. Please confirm.
1. Agree to provide and maintain a $2,000,000 fidelity bond with the Board named as exclusive beneficiary for the duration of the relationship. Please confirm.
1. Agree to place at least 20% of all administrative fees at-risk for compliance with mutually agreed-upon performance standards. Please confirm.

[bookmark: _Ref430249575][bookmark: _Toc439085970]SCOPE OF SERVICES
This section contains information on services and procedures that the TPA must provide, or adhere to, in servicing the Board’s account, either directly or through identified subcontractors. The descriptions are not all-inclusive, but are provided to alert you to services or procedures that may require additional planning or programming on your part. The following is a list of services the Board expects the successful proposer to provide.
Please respond by restating each service listed below and confirm your intention to provide the service as described by stating, “Confirmed”. If your organization can provide the service, but not exactly as described, respond by stating, “Confirmed, but with exceptions”, and state the specific exceptions. If your organization intends to provide a listed service through a subcontractor, respond by stating, “Confirmed, service will be provided through subcontractor”, and name the subcontractor. If your organization is currently unable to provide a listed service, respond by stating, “Unable to provide this service”. Any additional details regarding these services should be provided in your responses to the questionnaire, or as additional information included as an appendix to your proposal.
[bookmark: _Toc92613813][bookmark: _Toc243964404][bookmark: _Toc271783845][bookmark: _Toc271789007][bookmark: _Toc271798675][bookmark: _Toc275522211][bookmark: _Toc276129155][bookmark: _Toc276545882][bookmark: _Toc277263443][bookmark: _Toc277877844][bookmark: _Toc277924757][bookmark: _Toc277936254][bookmark: _Toc278908683][bookmark: _Toc278908989][bookmark: _Toc278909353][bookmark: _Toc278909561][bookmark: _Toc279439661][bookmark: _Toc280184988][bookmark: _Toc280195144][bookmark: _Toc280246623][bookmark: _Toc280266786][bookmark: _Toc280625064][bookmark: _Toc439085971]Dedicated Account Service
All services directly related to this contract must be provided from an office located within the United States.  A Service Center must be located in Mississippi to serve the Board, employer units, providers and Plan participants.  The TPA must assign a dedicated (but not necessarily exclusive) account manager, located in the Mississippi Service Center, to participate in activities relative to all aspects of the contract between the Board and the TPA.  When the Board provides the TPA with written notification of a significant issue, the TPA will respond in writing to the Board with the resolution of the issue or an explanation of when the issue can be resolved, with a defined timetable, within an average (as measured on an annual basis) of two (2) business days.  
[bookmark: _Toc439085972]Dedicated Provider Network Manager
The TPA will provide a dedicated provider network manager who will consistently evaluate and manage the provider network, including recruiting, negotiating, and contracting with providers on behalf of the Plan.
[bookmark: _Toc270346681][bookmark: _Toc271783846][bookmark: _Toc271789008][bookmark: _Toc271798676][bookmark: _Toc275522212][bookmark: _Toc276129156][bookmark: _Toc276545883][bookmark: _Toc277263444][bookmark: _Toc277877845][bookmark: _Toc277924758][bookmark: _Toc277936255][bookmark: _Toc278908684][bookmark: _Toc278908990][bookmark: _Toc278909354][bookmark: _Toc278909562][bookmark: _Toc279439662][bookmark: _Toc280184989][bookmark: _Toc280195145][bookmark: _Toc280246624][bookmark: _Toc280266787][bookmark: _Toc280625065][bookmark: _Toc439085973]Exclusive Client Service Representative
The TPA must designate an exclusive client service representative, located in the Mississippi Service Center, dedicated to the Board’s account to receive and respond to inquiries and complaints. The client service representative must maintain records of all inquiries/complaints and the disposition, including but not limited to, date of inquiry/complaint received; party making inquiry of complaint; description of inquiry/complaint; disposition and date of disposition.
[bookmark: _Toc270346695][bookmark: _Toc271783861][bookmark: _Toc271789023][bookmark: _Toc271798691][bookmark: _Toc275522241][bookmark: _Toc276129159][bookmark: _Toc276545886][bookmark: _Toc277263447][bookmark: _Toc277877848][bookmark: _Toc277924761][bookmark: _Toc277936258][bookmark: _Toc278908687][bookmark: _Toc278908993][bookmark: _Toc278909357][bookmark: _Toc278909565][bookmark: _Toc279439665][bookmark: _Toc280184992][bookmark: _Toc280195148][bookmark: _Toc280246627][bookmark: _Toc280266790][bookmark: _Toc280625068][bookmark: _Toc439085974]Welcome Packets & Identification (ID) Card
The Board requires custom welcome packets and identification (ID) cards to identify Plan participants.  The TPA is responsible for producing welcome packets and ID cards and for mailing these items to the participant’s home address.  The TPA will be responsible for mailing, within five days of receipt of eligibility, the welcome packets and ID cards under the following circumstances:
1. Initial enrollment in the Plan
1. New hires
In addition the TPA will be responsible for mailing additional ID cards, within five days of notification or of employee request, under the following circumstances:
1. Enrollees who change coverage category (e.g. single to family)
1. Replacement of lost cards
1. Upon request of a participant
Participants with single coverage should receive at least one (1) ID card; participants with dependent coverage should receive at least two (2) ID cards.  The information to be printed on each ID card will include, at a minimum, the participant’s name and identification number, Plan name, the TPA name and toll free customer service line number, to the Board’s specifications.
[bookmark: _Toc270346694][bookmark: _Toc271783860][bookmark: _Toc271789022][bookmark: _Toc271798690][bookmark: _Toc275522240][bookmark: _Toc276129160][bookmark: _Toc276545887][bookmark: _Toc277263448][bookmark: _Toc277877849][bookmark: _Toc277924762][bookmark: _Toc277936259][bookmark: _Toc278908688][bookmark: _Toc278908994][bookmark: _Toc278909358][bookmark: _Toc278909566][bookmark: _Toc279439666][bookmark: _Toc280184993][bookmark: _Toc280195149][bookmark: _Toc280246628][bookmark: _Toc280266791][bookmark: _Toc280625069][bookmark: _Toc439085975]Vendor System Interface
The TPA is responsible for the electronic exchange of claims, provider, and eligibility file and related information to and from the Board vendors. The TPA should provide a daily comprehensive review of all vendor file transmission performed to ensure necessary files are transmitted to trading partners as expected. This monitoring process identifies any missing file transfers and ensures files are obtained within a timely manner.  Current electronic transfer requirements include, but may not be limited to, the following:
Pharmacy Benefit Manager (PBM) (Prime Therapeutics) - each month, detailed claims data by participant ID number will be transferred by PBM to the TPA for purposes of tracking benefit maximum accumulations.  Eligibility data (changes, additions, terminations) will be transferred by the TPA to the PBM weekly.
Medical Management Vendor (ActiveHealth Management) - each day, inpatient/outpatient pre‑certification review and case management data will be transferred to the TPA.  Each week, eligibility and network provider data will be transferred by the TPA to the medical management vendor.  Detailed claims data is transferred to the medical management vendor by the TPA on a weekly basis for purposes of administering the Plan’s medical management program.  A network provider file is transferred each week from the TPA to the medical management vendor.
Decision Support Vendor (Truven Health Analytics) – comprehensive claims and eligibility data will be transferred to the Decision Support Vendor each month.
Transparency Vendor (Castlight) – comprehensive claims, eligibility data, and provider demographic data will be transferred to Transparency vendor weekly. 
Public Employees Retirement System – daily verification of retirement eligibility and monthly file to confirm premium deduction from retiree checks.
Department of Finance & Administration – daily exchange of files of premium receipts and related information.
[bookmark: _Toc275522213][bookmark: _Toc276129161][bookmark: _Toc276545888][bookmark: _Toc277263449][bookmark: _Toc277877850][bookmark: _Toc277924763][bookmark: _Toc277936260][bookmark: _Toc278908689][bookmark: _Toc278908995][bookmark: _Toc278909359][bookmark: _Toc278909567][bookmark: _Toc279439667][bookmark: _Toc280184994][bookmark: _Toc280195150][bookmark: _Toc280246629][bookmark: _Toc280266792][bookmark: _Toc280625070][bookmark: _Toc439085976]On-Line Access for Board Staff
The TPA must provide, at no additional cost to the Board, the Board’s staff on-line access to claim/membership/eligibility information.  On-line access must allow for inquiry only including historical eligibility and claims information. In addition to inquiry only access, the TPA is required to provide an electronic enrollment process to the Board for the purpose of approving retiree coverage enrolled by the employer unit and in some cases, enrolling a retiree for coverage.  
[bookmark: _Toc439085977]Claims Administration
The TPA is responsible for maintaining a system for timely and accurate processing, adjudicating, and recording of claims for benefits in accordance with the 2016 Plan Document, located in Appendix B, any applicable requirements established by the Board and any modifications or changes as communicated by the Board or as required by federal or state law.  The TPA must maintain the resources, flexibility, and innovation to update and change the claims processing system as required by the Board.  The TPA is responsible for reviewing submitted claims information for completeness and requesting any additional information necessary for proper adjudication of the claim in a timely manner.  The claims payment system must be capable of accepting both electronic and paper submitted claims.  The current TPA processes on behalf of the Plan an average of over 2.2 million medical claims per year, of which approximately 95% are filed electronically.  The current TPA contract does not include provider network or medical management services, as these services are currently provided by vendors under separate contracts.  With this RFP, however, the Board is seeking to include provider network services along with the aforementioned claims administration services under the resulting TPA contract effective January 1, 2017.
The Claim Administrator must have the capabilities to issue electronic prior authorizations, detect and report potential fraud and abuse cases; cross-reference family deductible accumulations when married employees are both participants of the Plan; compare total charges against total payments; identify duplicate charges; compare number of inpatient hospital days on each claim against admission and discharge dates; verify services are provided within the employee's eligibility date and maintain breaks in active service; recognize historical benefit maximums; identify excess "usual, customary and reasonable" charges for all procedures; identify potential pre‑existing conditions; verify provider license to the type of procedure billed; reconcile the diagnosis code to the procedure and gender and age codes for consistency; compute benefit year deductibles; integrate in‑network deductible accumulations with out‑of-network deductibles requirements; ensure HDHP participants are not over-charged deductible by monitoring pharmacy deductible applications and adjusting medical claims, when necessary; identify and maintain information on potential coordination of benefits, subrogation, and other party liability situations; verify out-of-pocket amounts; review age limits for eligibility or coverage limits; determine coinsurance levels; identify unbundling of services, up coding of services, obsolete or invalid codes; identify ineligible services; apply multiple surgery guidelines; receive and process claims from Medicare for secondary coverage payments; track and process network provider fee schedules to include percentage of charge (POC), per diem rates, Ambulatory Payment Group (APG), Ambulatory Payment Classification (APC), and DRG reimbursements.
Additional TPA services relative to claims administration include, but are not limited to, the following:  preparing and distributing 1099 forms (as may be required) for providers, generating health insurance premium amounts reports for W2 reporting, supporting and or generating ACA compliance reporting (Forms 1094 and 1095), filing of reports on the behalf of the Board as required by federal and State law, producing and distributing claim forms, communicating in a timely manner to all participants and employer units procedures for filing claims, interpreting EOBs, filing appeals, making changes in eligibility, handling claims from providers who have a prompt-pay agreement, investigating returned checks for updated addresses, and related actions.
The TPA must maintain the following information for all claims: employee name, employee identification number, patient name or other specific identifier, claim number, provider number, provider name, service date, type of service, amount of charges, co-payment amount, amount allowed to the claimant, and reason codes that specify the reason for claim payment/nonpayment. The information contained in the explanation of benefits must be available for inspection upon request by the Board.  The Board will have access to all claims and related information utilized in the issuance of payments to participants and all providers.
[bookmark: _Toc279439669][bookmark: _Toc280184996][bookmark: _Toc280195152][bookmark: _Toc280246631][bookmark: _Toc280266794][bookmark: _Toc280625072][bookmark: _Toc439085978]Run-Out Claims Administration
Upon termination of the contract, the TPA is responsible for adjudicating and processing all claims with service dates prior to the termination date of the contract that are received by the TPA within 180 days after the termination date.
[bookmark: _Toc270346668][bookmark: _Toc271783833][bookmark: _Toc271788995][bookmark: _Toc271798663][bookmark: _Toc275522215][bookmark: _Toc276129163][bookmark: _Toc276545890][bookmark: _Toc277263451][bookmark: _Toc277877852][bookmark: _Toc277924765][bookmark: _Toc277936262][bookmark: _Toc278908691][bookmark: _Toc278908997][bookmark: _Toc278909361][bookmark: _Toc278909569][bookmark: _Toc279439670][bookmark: _Toc280184997][bookmark: _Toc280195153][bookmark: _Toc280246632][bookmark: _Toc280266795][bookmark: _Toc280625073][bookmark: _Toc439085979]Data Security 
The TPA should provide a high level of data security and protection, including cyber security controls, including:
1. A data center facility to meet the needs of the business areas, participants, and provider network
A business recovery model to support critical needs during a disaster
Technology practices to support critical needs during a disaster
[bookmark: _Toc439085980]Quality Control
[bookmark: _Toc215299717][bookmark: _Toc215300577]The TPA will maintain formal policies and procedures regarding quality control.  Quality control processes will be applied to regularly evaluate and ensure that the performance and accuracy of all areas of administration including, but not limited to, claims processing, customer service, and enrollment/eligibility, meet the performance measures established by the Board.
[bookmark: _Toc270346669][bookmark: _Toc271783834][bookmark: _Toc271788996][bookmark: _Toc271798664][bookmark: _Toc275522216][bookmark: _Toc276129164][bookmark: _Toc276545891][bookmark: _Toc277263452][bookmark: _Toc277877853][bookmark: _Toc277924766][bookmark: _Toc277936263][bookmark: _Toc278908692][bookmark: _Toc278908998][bookmark: _Toc278909362][bookmark: _Toc278909570][bookmark: _Toc279439671][bookmark: _Toc280184998][bookmark: _Toc280195154][bookmark: _Toc280246633][bookmark: _Toc280266796][bookmark: _Toc280625074][bookmark: _Toc439085981]Provider Coding Accuracy
The TPA must utilize a system designed to evaluate coding accuracy and appropriateness relative to International Classification of Disease (ICD) and Physicians Current Procedural Terminology (CPT) coding and other coding references. 
[bookmark: _Toc276545892][bookmark: _Toc277263453][bookmark: _Toc277877854][bookmark: _Toc277924767][bookmark: _Toc277936264][bookmark: _Toc278908693][bookmark: _Toc278908999][bookmark: _Toc278909363][bookmark: _Toc278909571][bookmark: _Toc279439672][bookmark: _Toc280184999][bookmark: _Toc280195155][bookmark: _Toc280246634][bookmark: _Toc280266797][bookmark: _Toc280625075][bookmark: _Toc439085982]Hospital DRG Validations and Bill Audits
[bookmark: _Toc276545893][bookmark: _Toc277263454][bookmark: _Toc277877855][bookmark: _Toc277924768]The TPA is responsible for initiating hospital DRG validations, charge/bill audits, and professional bill audits within one year from the day the claim was processed.  The TPA will provide to the Board reports of its findings in a format approved by the Board.
[bookmark: _Toc276545894][bookmark: _Toc277263455][bookmark: _Toc277877856][bookmark: _Toc277924769][bookmark: _Toc277936265][bookmark: _Toc278908694][bookmark: _Toc278909000][bookmark: _Toc278909364][bookmark: _Toc278909572][bookmark: _Toc279439673][bookmark: _Toc280185000][bookmark: _Toc280195156][bookmark: _Toc280246635][bookmark: _Toc280266798][bookmark: _Toc280625076][bookmark: _Toc439085983]Credit Balance Recovery
[bookmark: _Toc276545895][bookmark: _Toc277263456][bookmark: _Toc277877857][bookmark: _Toc277924770]The TPA is responsible for performing credit balance and overpayment recovery services as agreed upon by the Board within one year from the date the overpayment was detected.  The TPA will provide to the Board reports of its findings in a format approved by the Board.
[bookmark: _Toc270346671][bookmark: _Toc271783836][bookmark: _Toc271788998][bookmark: _Toc271798666][bookmark: _Toc275522218][bookmark: _Toc276129166][bookmark: _Toc276545896][bookmark: _Toc277263457][bookmark: _Toc277877858][bookmark: _Toc277924771][bookmark: _Toc277936266][bookmark: _Toc278908695][bookmark: _Toc278909001][bookmark: _Toc278909365][bookmark: _Toc278909573][bookmark: _Toc279439674][bookmark: _Toc280185001][bookmark: _Toc280195157][bookmark: _Toc280246636][bookmark: _Toc280266799][bookmark: _Toc280625077][bookmark: _Toc439085984]Price Negotiation
The TPA must ensure that any claim for which another vendor of the Board has negotiated specific pricing contingent on a defined timeframe of adjudication is adjudicated within the defined timeframe.
[bookmark: _Toc270346673][bookmark: _Toc271783838][bookmark: _Toc271789000][bookmark: _Toc271798668][bookmark: _Toc275522220][bookmark: _Toc276129168][bookmark: _Toc276545898][bookmark: _Toc277263459][bookmark: _Toc277877860][bookmark: _Toc277924773][bookmark: _Toc277936268][bookmark: _Toc278908697][bookmark: _Toc278909003][bookmark: _Toc278909367][bookmark: _Toc278909575][bookmark: _Toc279439676][bookmark: _Toc280185003][bookmark: _Toc280195159][bookmark: _Toc280246638][bookmark: _Toc280266801][bookmark: _Toc280625079][bookmark: _Toc439085985]National Provider Indicator
The TPA’s claims processing system must be capable of maintaining standard unique identifiers for health care providers in accordance with the Administrative Simplification provisions of the Health Insurance Portability and Accountability Act of 1996 (HIPAA).
[bookmark: _Toc270346674][bookmark: _Toc271783839][bookmark: _Toc271789001][bookmark: _Toc271798669][bookmark: _Toc275522221][bookmark: _Toc276129169][bookmark: _Toc276545899][bookmark: _Toc277263460][bookmark: _Toc277877861][bookmark: _Toc277924774][bookmark: _Toc277936269][bookmark: _Toc278908698][bookmark: _Toc278909004][bookmark: _Toc278909368][bookmark: _Toc278909576][bookmark: _Toc279439677][bookmark: _Toc280185004][bookmark: _Toc280195160][bookmark: _Toc280246639][bookmark: _Toc280266802][bookmark: _Toc280625080][bookmark: _Toc439085986]National Drug Codes
The TPA’s claims processing system must be capable of capturing and storing National Drug Codes.
[bookmark: _Toc270346675][bookmark: _Toc271783840][bookmark: _Toc271789002][bookmark: _Toc271798670][bookmark: _Toc275522222][bookmark: _Toc276129170][bookmark: _Toc276545900][bookmark: _Toc277263461][bookmark: _Toc277877862][bookmark: _Toc277924775][bookmark: _Toc277936270][bookmark: _Toc278908699][bookmark: _Toc278909005][bookmark: _Toc278909369][bookmark: _Toc278909577][bookmark: _Toc279439678][bookmark: _Toc280185005][bookmark: _Toc280195161][bookmark: _Toc280246640][bookmark: _Toc280266803][bookmark: _Toc280625081][bookmark: _Toc439085987]Pre-existing Condition Determinations
The TPA is responsible for making pre-existing condition determinations, where applicable, by reviewing enrollment information and any needed medical records.  The TPA must order medical records when necessary, review medical records for pre-existing conditions and advise the participant of the pre-existing determination.  
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The TPA is responsible for reviewing requests for pre-determination of benefits for outpatient services based on the medical necessity of a particular case.  Services/procedures reviewed for prior approval may also include DME, Orthotics, Prosthetics and Rehabilitation services. The participant and provider must be notified of the determination of denial or approval within fifteen (15) calendar days of receipt of the request. 
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The TPA is responsible for responding to inquiries from participants, providers, and the Board regarding the services provided by the TPA through a toll free telephone line.  The normal service hours, in Central Time, are 8:00 a.m. to 5:00 p.m. Monday through Friday.  In addition, a voice message system shall be available 24‑hours, 7 days-a-week, other than scheduled maintenance times, to participants and providers.
The TPA is responsible for maintaining a separate participant customer service area with a separate dedicated toll-free number for participants.  The TPA must maintain a well-trained exclusive customer service department for participants capable of addressing all benefit and procedure questions.  The TPA has averaged handling over 200,000 participant calls per year on behalf of the Plan.  
The TPA is responsible for maintaining a separate provider customer service area with a separate toll-free number for verification of participant eligibility, benefit questions, and claims status, and if requested, an estimate of allowable charges.  In addition, the TPA is responsible for maintaining a self-serve system to providers for verification of participant eligibility, benefit summaries, deductible and co-insurance maximum accumulation amounts and claims status.  This self-serve system must be available twenty four (24) hours, seven (7) days a week.  The TPA has averaged handling nearly 200,000 provider calls per year on behalf of the Plan.  
The TPA is responsible for maintaining an automatic call distribution system capable of tracking and reporting phone activity for both participant and provider customer service toll-free numbers. 
The TPA is required to participate in activities with the Board in responding to participant or provider inquiries or complaints relating to TPA services.  
The TPA must cooperate with the Board and with all other contractors of the Board with respect to ongoing coordination and delivery of health care services and in any transition of responsibilities.
The TPA is responsible for responding to inquiries from employer units concerning administrative procedures and benefits.  
[bookmark: _Toc439085990]Participant Mobile App
The TPA should have a mobile app that enables participants to obtain important information from a mobile device. Information available through this app must include, but is not limited to, locating a provider, accessing a virtual ID Card, viewing benefit information, viewing claim formation, viewing prescription drug information, viewing articles on various health topics, updating phone number, and updating email address. 
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The TPA must provide a system capable of electronic deposit of funds for health care providers.
[bookmark: _Toc270346682][bookmark: _Toc271783848][bookmark: _Toc271789010][bookmark: _Toc271798678][bookmark: _Toc275522228][bookmark: _Toc276129175][bookmark: _Toc276545905][bookmark: _Toc277263466][bookmark: _Toc277877867][bookmark: _Toc277924780][bookmark: _Toc277936275][bookmark: _Toc278908704][bookmark: _Toc278909010][bookmark: _Toc278909374][bookmark: _Toc278909582][bookmark: _Toc279439683][bookmark: _Toc280185010][bookmark: _Toc280195166][bookmark: _Toc280246645][bookmark: _Toc280266808][bookmark: _Toc280625086][bookmark: _Toc439085992]Enrollment and Eligibility
The TPA must provide a system for employer units to view and maintain enrollment and eligibility information for the health insurance component of the Plan, as well as for the group term life insurance program provided by the Plan (See 3.27 below), for the more than 116,000 participating employees and their covered dependents. The 335+ employer units are primarily responsible for entering and maintaining enrollment changes in the TPA electronic system for their respective employees and dependents.  The TPA is responsible for processing any allowed changes for the nearly 25,000 COBRA and retiree participants and any covered dependents.  The TPA is responsible for verifying the eligibility for participants for benefits under the Plan based on the information provided by the employer units, participants, and DFA.
The TPA will receive (primarily in electronic format) enrollment and eligibility information from the following unique groups:
· All Employer Units (approximately 335 State agencies, universities, community/junior colleges, libraries, and school districts) 
· DFA-Office of Insurance (some initial retiree applications only)
· Mississippi Public Employees' Retirement System (PERS)
· Retirees (primarily paper format)
· COBRA participants (primarily paper format)
The TPA must be able to receive and process enrollment data in electronic format.  Payroll/personnel staffs enroll newly-hired employees and make updates to existing employees’ coverage by entering the appropriate electronic transactions from the health and life insurance forms completed by the employees.  
The TPA is required to allow questionable eligibility transactions to be placed in a hold status for review.  The TPA is also required to provide on-line access to the hold file to the Board to approve/reject transactions and return such decisions to the TPA via electronic means.  
The TPA’s enrollment system is required to provide for employers units to convert employees from active to retiree status. The TPA’s system needs to allow for an electronic interface with PERS, as well as the DFA-Office of Insurance as needed, to confirm retiree eligibility.  
Life insurance coverage is a factor of an employee’s salary. The TPA’s system is required to provide a method for employer units to maintain an employee’s life insurance amount. The system should provide a streamlined process updating coverage to support across-the-board salary increase.
Any information system proposed, developed, or modified that stores or disseminates, in any form or manner, information or material that contains the Social Security Number of an individual, must include mechanisms in place to prevent the inadvertent disclosure of the individual’s Social Security Number to members of the general public or to persons other than those persons who, in the performance of their duties and responsibilities, have a lawful and legitimate need to know the individual’s Social Security Number as required by Section 25-1-111 of the Mississippi Code Annotated.
Refer to the 2016 Plan Document located in Appendix B.  This document outlines the enrollment guidelines and provides a detailed explanation for the administration of the Plan. 
The TPA is required to conduct training sessions relative to enrollment/eligibility policies and procedures for all employer units. The number of training sessions is dependent on many factors including payroll/personnel staff turnover, and changes to enrollment/eligibility requirements.
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The TPA is required to provide and maintain a premium billing and accounts receivable system which is capable of producing in both electronic and paper format monthly statements, tracking account balances and documenting payment histories for medical and life premiums. The billing and receivable system will manage medical and life premium reporting and collection for the Plan. The billing statements are based on the employer/employee premium contribution requirements as authorized by the Board. The premium billing system must be capable of pro-rating monthly premium contributions based on the participant’s eligibility date.  Each month, the TPA must produce approximately 335 premium electronic and paper billing statements for employer units, nearly 2,000 paper billing statements for COBRA and direct-billed retired participants.
Employer unit monthly billings should include a minimum of three sections:
1. Employer unit billing statement that includes remittance information, and a summary of the unit’s current amount due and any past due amount,
1. Premium billing section that includes a current list of employees participating in the unit, no more than the last 4 digits of the participant’s Social Security numbers, payroll locations (if used by employer unit), life face value and premium amount, health premium and the total premium for each employee, and,
1. Past due detail analysis section that lists information regarding any past due amounts.
In addition to employer unit and individual billings, the TPA is required to produce an electronic billing file containing all employer unit statements and provide same to the Board.  Alternatives to the current electronic billing file distribution process, such as secure on-line access, will be considered. 
The TPA must provide a bank draft payment option for COBRA participants and direct-bill retirees.  
Employer units keep the TPA informed of any changes in the enrollment status of employees and their covered dependents.  Each employer unit is responsible for prompt and accurate reconciliation of the monthly premium billing.  The monthly premium billing is reconciled with payroll deduction records and a Premium Billing Reconciliation Form (recap) is completed by the employer unit.  The recap is submitted to the TPA on or before the tenth of each month.  The TPA is responsible for determining the appropriateness of enrollment data submitted by the employer units based on eligibility rules.  The TPA is also responsible for reconciling the accounts receivable each month based on premium payments and additions, terminations, and changes submitted by employer units.  The TPA is required to maintain adequate personnel for purposes of maintaining eligibility and premium billing/reconciliation functions.  
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The TPA must produce an electronic monthly billing (deduction) report on retirees whose premium contributions are deducted by the Public Employees Retirement System (PERS).  The PERS billing report must be produced and sent to PERS by the 10th of each month for the following month’s premiums.  The report will include the minimal participant identifiable information and premium amount (medical and life).  The TPA is responsible for updating eligibility records based on the edit report and address changes provided by PERS. Retirees who no longer receive sufficient pension benefits to fund their premium requirements will be transferred by the TPA to a direct-bill status.
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The TPA will be required to maintain HIPAA compliant information on each participant.  In addition to such information, the Board requires that the following information be captured and maintained in the TPA's eligibility system:
1. Participant’s name, date of birth, home address, phone number and e-mail address
Participant’s unique identification number
Participant’s and any covered dependents’ Social Security numbers
Dependent child(ren)’s address (if different than parent)
Effective dates of coverage, changes and terminations for participants and dependents
Subgroups ‑ The Plan currently has eight (8) subgroups which include active employees, COBRA participants, Medicare eligible service or disabled retirees over 65, Medicare eligible disabled retirees under 65, disabled retirees without Medicare, service retirees without Medicare, active employees with life insurance only coverage and retirees with life insurance only coverage.  
Participant’s marital status
Participant’s Employer Unit identifier
Participant’s payroll location
Life insurance amount
Qualifying event timeframe (i.e. 18 months, 36 months) for COBRA participants
Family Cross-Reference ‑ The Plan requires that active employees be covered under their own individual contract and prohibits active employees from being covered as a dependent under another Plan contract.  Also, a dependent child can be covered under only one Plan contract.  Family cross-reference is also required for the accumulation of the family deductible.
Disabled Dependents - The TPA is responsible for verifying, through medical review, that the dependent qualifies for continued coverage as a disabled dependent.
Eligibility History ‑ Historical information to be maintained includes, but is not limited to, prior contract types (e.g. single, family), prior coverage dates for dependents prior subgroups, etc.
On-line Membership/Eligibility ‑ The TPA must provide Board staff read-only access to membership/eligibility and claims information via an on‑line system.
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The TPA must have the capability of electronic scanning, storage, and retrieval for health and life enrollment forms submitted for initial enrollment and enrollment/status changes.
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The Board currently contracts for a fully-insured group term life insurance policy with Minnesota Life Insurance Company to provide a fully insured group term life insurance policy for eligible employees and retirees of State agencies, universities, public libraries, and certain community/junior colleges and public school districts.  Life insurance coverage is available to employees and retirees only; dependent life insurance coverage is not available.   The TPA must maintain life insurance eligibility records and provide the following services: 
1. Maintenance and update of beneficiary designations
1. Updates in the participant's life insurance benefit amount
1. Premium billing and reconciliation
1. Electronic storage and retrieval of life insurance enrollment/change forms
The TPA is responsible for calculating monthly life insurance premiums due from the participant and from the employer unit (active employees only), based on the total premium due for the appropriate coverage amount, and including this information on the employer unit billing statements, direct bill statements and PERS deduction report.  Refer to the 2016 Plan Document located in Appendix B for additional information on the life insurance program. 
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The TPA is responsible for providing full administration of the Consolidated Omnibus Budget Reconciliation Act (COBRA), including, but not limited to:
1. Maintenance of all COBRA eligibility
1. Automated process for sending out COBRA notifications after employee termination
1. Electronic monitoring of COBRA notification errors; mailing hardcopy notices if needed
1. Receipt and maintenance of rejection forms
1. 60 Day Notice of End of Election Period
1. Premium Request after Election
1. 45 Day Termination for Non Payment after Election
1. Complete Monthly Billing for all COBRA participants with return envelope
1. Provide Non-Sufficient Funds Notice 
1. Provide required 180 day warning for end of continuation period 
1. Notify insured of termination for non-payment of premium or any other reason 
1. Notify insured of termination for end of continuation period 
1. COBRA participant monthly premium billing, collection, and reconciliation
Refer to the 2016 Plan Document located in Appendix B for a detailed description of the Plan’s COBRA provisions.   
[bookmark: _Toc270346689][bookmark: _Toc271783855][bookmark: _Toc271789017][bookmark: _Toc271798685][bookmark: _Toc275522235][bookmark: _Toc276129182][bookmark: _Toc276545912][bookmark: _Toc277263473][bookmark: _Toc277877874][bookmark: _Toc277924787][bookmark: _Toc277936282][bookmark: _Toc278908711][bookmark: _Toc278909017][bookmark: _Toc278909381][bookmark: _Toc278909589][bookmark: _Toc279439690][bookmark: _Toc280185017][bookmark: _Toc280195173][bookmark: _Toc280246652][bookmark: _Toc280266815][bookmark: _Toc280625093][bookmark: _Toc439085999]Coordination of Benefits (COB) Administration
The TPA will be responsible for providing full COB services.  The necessary information concerning primary coverage for participants and their dependents and other coverage extended via other carriers or benefits systems must be encoded into the TPA’s claims processing system and tracked and managed via the system.  To administer the coordination of benefits, the TPA must exchange information with other plans involved in paying claims, request that the participant/provider furnish any necessary COB information, reimburse any plan that made payments that this Plan should have made, and recover any overpayment from health care providers and other insurance companies as necessary.  If this Plan should have paid benefits that were paid by any other plan, the TPA will pay the plan that made the other payments in the amount the Plan determines to be proper under COB provisions.
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As a condition to receiving medical benefits under the Plan, participants agree to transfer to the Plan their rights to recover damages in full for such benefits when the injury or illness occurs through the act or omission of another person.  Benefits for work-related injuries or illnesses may be extended by the Plan where (1) liability is being controverted by the employer in a proceeding before the particular worker’s compensation agency with jurisdiction and participant’s related claims are unpaid; or, (2) claims payments were made prior to notification to the Plan of their work-related nature.  The TPA is responsible for full subrogation administration, including, but not limited to, efficiently identifying those cases that quality for subrogation and the legal pursuit thereof.
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The TPA will identify, collect and post overpayments from participants and providers in a timely manner.  Overpayments will be posted to the participant’s individual claims account.  
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The TPA will be responsible for all functions related to Medicare Secondary Payer (MSP) post-payment recoveries.
[bookmark: _Toc270346693][bookmark: _Toc271783859][bookmark: _Toc271789021][bookmark: _Toc271798689][bookmark: _Toc275522239][bookmark: _Toc276129186][bookmark: _Toc276545916][bookmark: _Toc277263477][bookmark: _Toc277877878][bookmark: _Toc277924791][bookmark: _Toc277936286][bookmark: _Toc278908715][bookmark: _Toc278909021][bookmark: _Toc278909385][bookmark: _Toc278909593][bookmark: _Toc279439694][bookmark: _Toc280185021][bookmark: _Toc280195177][bookmark: _Toc280246656][bookmark: _Toc280266819][bookmark: _Toc280625097][bookmark: _Toc439086003]Satisfaction Surveys
The TPA must conduct at least one (1) participant satisfaction and one (1) network provider survey within annually. The contents and process of the satisfaction surveys must be agreed upon by the Board and the TPA.
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The TPA must administer appeal and grievance procedures in accordance with all regulations required by Patient Protection and Affordable Care Act (PPACA).  A participant has the right to appeal any decision that denies payment of a claim or a request for coverage of a health care service or treatment.  If a participant believes that the TPA incorrectly denied all or part of a claim, he has the right to obtain a full and fair review.  A request for a review must be made in writing to the TPA.  TPA is to adhere to the appeal procedures as described in the 2016 Plan Document.
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The TPA is required to maintain contracts with a minimum of three (3) independent review organizations (IRO) that are accredited by URAC or by a similar nationally-recognized accrediting organization to conduct external reviews as required by PPACA.
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The TPA must provide the services of a medical director to support the claims management of the Plan.  The medical director will be required to provide support in participant benefit appeals and benefit determinations. In addition, the medical director will be required to work closely with ActiveHealth to ensure accurate processing of claims which require review such as system updates, approval data clarification, etc. Support functions may include, but are not limited to: pre‑determination of benefits, pre‑existing condition determinations, medical necessity, and experimental or investigative procedures.
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The TPA must provide a well-staffed medical review department to administer those functions listed under “Medical Director”.
[bookmark: _Toc439086008]Medical Consultation
The Board may contact the TPA on an as needed basis for the medical advice/expertise of physicians and/or nurses to assist the Board in making benefit determinations.  This medical consultant role will include providing medical necessity opinions based on up-to-date medical literature and review of medical records in order to make a medical necessity and/or pre-existing determination.  The TPA must administer medical consultation determinations in accordance with all regulations required by PPACA.
[bookmark: _Toc270346699][bookmark: _Toc271783865][bookmark: _Toc271789027][bookmark: _Toc271798695][bookmark: _Toc275522245][bookmark: _Toc276129190][bookmark: _Toc276545920][bookmark: _Toc277263481][bookmark: _Toc277877882][bookmark: _Toc277924795][bookmark: _Toc277936290][bookmark: _Toc278908719][bookmark: _Toc278909025][bookmark: _Toc278909389][bookmark: _Toc278909597][bookmark: _Toc279439699][bookmark: _Toc280185026][bookmark: _Toc280195182][bookmark: _Toc280246661][bookmark: _Toc280266824][bookmark: _Toc280625102][bookmark: _Toc439086009]Medical Policy
The TPA is responsible for maintaining medical policies on medical services/procedures.  Medical policy must be based on scientifically based evidence provided through research for a particular medical technology.  Medical policy must also be based on data from peer-reviewed scientific literature, from criteria developed by specialty societies and from guidelines adopted by other health care organizations. The TPA must agree to customize their medical policy in order to support health initiatives of the Board.
[bookmark: _Toc270346700][bookmark: _Toc271783866][bookmark: _Toc271789028][bookmark: _Toc271798696][bookmark: _Toc275522246][bookmark: _Toc276129191][bookmark: _Toc276545921][bookmark: _Toc277263482][bookmark: _Toc277877883][bookmark: _Toc277924796][bookmark: _Toc277936291][bookmark: _Toc278908720][bookmark: _Toc278909026][bookmark: _Toc278909390][bookmark: _Toc278909598][bookmark: _Toc279439700][bookmark: _Toc280185027][bookmark: _Toc280195183][bookmark: _Toc280246662][bookmark: _Toc280266825][bookmark: _Toc280625103][bookmark: _Toc439086010]Training Personnel
The TPA is required to conduct training sessions relative to enrollment/eligibility policies and procedures for employer units.  The number of training sessions is dependent on many factors including payroll/personnel staff turnover, changes to enrollment/eligibility requirements, updates/changes in eligibility system, etc.  The TPA must provide field representative personnel to conduct such employer/employee training sessions, including individual meeting with employers as needed. The TPA is also required to provide field representative personnel to conduct training for health care providers relative to claims filing procedures, electronic submission of claims, and other health care provider related issues.
[bookmark: _Toc270346701][bookmark: _Toc271783867][bookmark: _Toc271789029][bookmark: _Toc271798697][bookmark: _Toc275522247][bookmark: _Toc276129192][bookmark: _Toc276545922][bookmark: _Toc277263483][bookmark: _Toc277877884][bookmark: _Toc277924797][bookmark: _Toc277936292][bookmark: _Toc278908721][bookmark: _Toc278909027][bookmark: _Toc278909391][bookmark: _Toc278909599][bookmark: _Toc279439701][bookmark: _Toc280185028][bookmark: _Toc280195184][bookmark: _Toc280246663][bookmark: _Toc280266826][bookmark: _Toc280625104][bookmark: _Toc439086011]Explanation of Benefits
[bookmark: _Toc270346702][bookmark: _Toc271783868][bookmark: _Toc271789030][bookmark: _Toc271798698][bookmark: _Toc275522248][bookmark: _Toc276129193][bookmark: _Toc276545923][bookmark: _Toc277263484][bookmark: _Toc277877885][bookmark: _Toc277924798][bookmark: _Toc277936293][bookmark: _Toc278908722][bookmark: _Toc278909028][bookmark: _Toc278909392][bookmark: _Toc278909600][bookmark: _Toc279439702][bookmark: _Toc280185029][bookmark: _Toc280195185][bookmark: _Toc280246664][bookmark: _Toc280266827][bookmark: _Toc280625105]The TPA's explanation of benefits (EOB) form and provider payment voucher must facilitate the separation of non-covered amounts, provider discounts, and the patient's financial responsibility amount.  The TPA must issue EOBs for every claim filed, including zero-balance EOBs. The TPA must also provide the capability for participants and providers to access, download, and print EOBs on-line. The TPA must monitor replies to EOB notifications and respond accordingly to participant inquiries received. 
[bookmark: _Toc439086012]HIPAA Compliance and Exemption
The Board has elected to exempt the Plan, as a non-federal governmental plan, from certain requirements of the Health Insurance Portability and Accountability Act.  The Board, however, has elected to generally comply with the intent of the requirements voluntarily. Although the Plan is exempt from certain requirements of HIPAA, the TPA must comply with all applicable requirements of HIPAA, including, but not limited to, the Administrative Simplification and Security Rule provisions.
[bookmark: _Toc438296887][bookmark: _Toc438297067][bookmark: _Toc438297247][bookmark: _Toc438297427][bookmark: _Toc438298359][bookmark: _Toc438296888][bookmark: _Toc438297068][bookmark: _Toc438297248][bookmark: _Toc438297428][bookmark: _Toc438298360][bookmark: _Toc438296890][bookmark: _Toc438297070][bookmark: _Toc438297250][bookmark: _Toc438297430][bookmark: _Toc438298362][bookmark: _Toc270346705][bookmark: _Toc271783870][bookmark: _Toc271789032][bookmark: _Toc271798700][bookmark: _Toc275522250][bookmark: _Toc276129195][bookmark: _Toc276545925][bookmark: _Toc277263487][bookmark: _Toc277877888][bookmark: _Toc277924801][bookmark: _Toc277936296][bookmark: _Toc278908725][bookmark: _Toc278909031][bookmark: _Toc278909395][bookmark: _Toc278909603][bookmark: _Toc279439705][bookmark: _Toc280185032][bookmark: _Toc280195188][bookmark: _Toc280246667][bookmark: _Toc280266830][bookmark: _Toc280625108][bookmark: _Toc439086013]Retrieval and Distribution of Records
Data contained on tapes, discs, files, batch files, and other records pertinent to the Plan, unless not otherwise prohibited by law, are the property of the Board and must be made capable of separate retrieval and distribution and be readily available to the Board on request. The TPA’s physical security of all such records must comply with or exceed all applicable state and federal legal requirements. The TPA must have in place current procedures documenting its security and off-site storage.  
[bookmark: _Toc215300578][bookmark: _Toc270346706][bookmark: _Toc271783871][bookmark: _Toc271789033][bookmark: _Toc271798701][bookmark: _Toc275522251][bookmark: _Toc276129196][bookmark: _Toc276545926][bookmark: _Toc277263488][bookmark: _Toc277877889][bookmark: _Toc277924802][bookmark: _Toc277936297][bookmark: _Toc278908726][bookmark: _Toc278909032][bookmark: _Toc278909396][bookmark: _Toc278909604][bookmark: _Toc279439706][bookmark: _Toc280185033][bookmark: _Toc280195189][bookmark: _Toc280246668][bookmark: _Toc280266831][bookmark: _Toc280625109][bookmark: _Toc439086014]Claims and Performance Reviews
The Board, at its own expense, contracts with an independent third party vendor to conduct annual claims and performance reviews of the TPA.  In addition, the operations of the TPA relative to the Plan are included in annual audits conducted by the State Auditor’s Office, or its designee.  The TPA must agree that upon at least forty-eight (48) hour notice by the Board to the TPA, the Board has the right to audit all records maintained by the TPA relative to the TPA’s performance. The Board maintains the right to perform financial, performance and other special audits on records maintained by the TPA during regular business hours. The TPA will make available all records, as defined by the selected auditor, for review at no cost to the Board. This does not preclude the auditing of other services or additional claims.  Any errors detected via the audit will be addressed and corrected in a timely manner by the TPA.  Any claim processing error will be adjusted to the proper account.
[bookmark: _Toc92613845][bookmark: _Toc243964422][bookmark: _Toc271783879][bookmark: _Toc271789041][bookmark: _Toc271798709][bookmark: _Toc275522259][bookmark: _Toc276129203][bookmark: _Toc276545931][bookmark: _Toc277263490][bookmark: _Toc277877891][bookmark: _Toc277924804][bookmark: _Toc277936299][bookmark: _Toc278908728][bookmark: _Toc278909034][bookmark: _Toc278909398][bookmark: _Toc278909606][bookmark: _Toc279439708][bookmark: _Toc280185035][bookmark: _Toc280195192][bookmark: _Toc280246671][bookmark: _Toc280266833][bookmark: _Toc280625111][bookmark: _Toc439086015]Standard/Ad Hoc Reporting
[bookmark: _Toc45499710][bookmark: _Toc62457343][bookmark: _Toc92613868][bookmark: _Toc243964424][bookmark: _Toc271783880][bookmark: _Toc271789042][bookmark: _Toc271798710][bookmark: _Toc275522260][bookmark: _Toc276129204][bookmark: _Toc276545932][bookmark: _Toc277263491][bookmark: _Toc277877892][bookmark: _Toc277924805][bookmark: _Toc277936300][bookmark: _Toc278908729][bookmark: _Toc278909035][bookmark: _Toc278909399][bookmark: _Toc278909607][bookmark: _Toc279439709][bookmark: _Toc280185036][bookmark: _Toc280195193][bookmark: _Toc280246672][bookmark: _Toc280266834][bookmark: _Toc280625112]The TPA must furnish standard reports in a form and content approved by the Board.  These reports will be provided, at the Board's request, in a hard copy and/or electronic media format.  The TPA shall provide web-based reporting tools that allow the Board to view, print, and download reports to spreadsheet software.  Additionally, the TPA will provide ad hoc reports at the Board's request.  
[bookmark: _Toc439086016]Benefit Fairs
The TPA agrees to participate in benefit fairs as requested by employer units to educate participants.
[bookmark: _Toc243964425][bookmark: _Toc271783881][bookmark: _Toc271789043][bookmark: _Toc271798711][bookmark: _Toc275522261][bookmark: _Toc276129205][bookmark: _Toc276545933][bookmark: _Toc277263492][bookmark: _Toc277877893][bookmark: _Toc277924806][bookmark: _Toc277936301][bookmark: _Toc278908730][bookmark: _Toc278909036][bookmark: _Toc278909400][bookmark: _Toc278909608][bookmark: _Toc279439710][bookmark: _Toc280185037][bookmark: _Toc280195194][bookmark: _Toc280246673][bookmark: _Toc280266835][bookmark: _Toc280625113][bookmark: _Toc439086017]Transition of Services
The selected TPA will be responsible for coordinating with the existing TPA to transition services previously approved by the existing TPA. The TPA, as of the effective date of the services to be provided under this Contract and continuing for the duration of this Contract, shall process all claims for Health Care Services that are received by the TPA before the termination date of this Contract. Upon termination of this Contract, the TPA shall process all claims for Health Care Services with service dates prior to the termination date of this Contract that are received by the TPA within 180 days after the termination date of this Contract.
[bookmark: _Toc280246674][bookmark: _Toc280266836][bookmark: _Toc280625114][bookmark: _Toc439086018]Statement on Standards for Attestation Engagements Number 16 (SSAE 16)
The selected TPA must agree to provide an annual Statement on Standards for Attestation Engagements (SSAE) No. 16 report or equivalent prepared by a qualified Certified Public Accountant at its own expense for each year of the term of the contract. To the extent the selected TPA utilizes a third party vendor for any applicable component of the TPA services to be provided to the Board, as described within this RFP or any resulting contract, the TPA must ensure that the third party vendor likewise provide a SSAE 16 report annually, and provide copies to the Board at no expense to the Board.
[bookmark: _Toc439086019]Cost of Doing Business
The TPA shall be solely responsible for all applicable taxes, insurance, licensing, and other costs of doing business.  Should TPA default in these or other responsibilities, jeopardizing TPA’s ability to perform services effectively, this Contract may be terminated for default at the Board’s sole discretion.
[bookmark: _Toc439086020]Informational Materials
The TPA, at its own cost, shall provide and maintain a supply of the TPA's informational materials to the Board.  The TPA, at its own cost, shall provide a supply of the TPA's informational materials to all departments, agencies, universities, community/junior colleges, public school districts, and public libraries throughout the terms of the Contract when requested by a department, agency, university, community/junior college, public school district, or public library.  Participants will receive informational materials from the participant’s employing department, agency, university, community/junior colleges, public school district, or public library.
[bookmark: _Toc438296904][bookmark: _Toc438297084][bookmark: _Toc438297264][bookmark: _Toc438297442][bookmark: _Toc438298374][bookmark: _Toc438296905][bookmark: _Toc438297085][bookmark: _Toc438297265][bookmark: _Toc438297443][bookmark: _Toc438298375][bookmark: _Toc439086021]Board Approval
[bookmark: _Toc438296908][bookmark: _Toc438297088][bookmark: _Toc438297268][bookmark: _Toc438297446][bookmark: _Toc438298378][bookmark: _Toc45499711][bookmark: _Toc226965959]The TPA is required to notify and receive approval from the Board prior to (1) using the Board's or the Plan’s name or Plan benefit information in any social media, publications or printed material or (2) any publications or printed material mailed or provided directly to participants or (3) any change in the core services to be provided by the TPA. 
[bookmark: _Toc439086022][bookmark: _Toc385594944]Exclusive State Network 
The TPA will develop and manage an exclusive statewide network of health care providers to meet the health care needs of the participants. The TPA will be responsible for contacting, negotiating, and contracting with hospitals, physicians, and other health care professionals throughout Mississippi.  The TPA will be responsible for credentialing the providers, managing the network including monitoring access, cost and quality, and providing related customer service to the participants and to the providers.  
The network of providers will extend across the entire State of Mississippi, and must be sufficient in numbers and types of providers and facilities to ensure that all services will be accessible without unreasonable delay. Network adequacy will be determined by a number of factors, including the types of providers available by discipline, geographic accessibility, and travel distance. Where access is inadequate as determined by the Board, the TPA will be required to recruit providers to participate in the network.
[bookmark: _Toc385594945][bookmark: _Toc226965939][bookmark: _Toc45499684][bookmark: _Toc226965932]The TPA will also identify and contract with specialty providers in areas such as cardiac care, bariatric surgery, cancer treatment, and children’s services. Current utilization by participants should be considered in determining which specialty providers should be considered for contracting. 
[bookmark: _Toc439086023]National Network 
The TPA will also be responsible for providing access to a comprehensive network of providers nationwide, not necessarily exclusive to the Plan.
[bookmark: _Toc385594946][bookmark: _Toc439086024]Centers of Excellence
The TPA is expected to designate centers of excellence (COE) that include providers who specialize in particular medical services. Any designation of an institution as a COE must be based on objective measures for which there is clear evidence of improved outcomes and/or cost efficiency. COEs may include, but are not limited to, facilities that specialize in procedures such as bariatric surgery, hip and knee replacements, cardiac procedures, and back surgeries. The Board anticipates savings will result from improvements to quality of care and outcomes for services that are performed at a COE.
[bookmark: _Toc385594947][bookmark: _Toc439086025]Contract Provisions
The TPA will maintain contracts with network providers that contain acceptable language relating to those contract requirements as required by the Board.
[bookmark: _Toc45499685][bookmark: _Toc226965933][bookmark: _Toc385594948][bookmark: _Toc439086026]Provider Pricing
Throughout the term of this contract, the TPA will work with the Board to develop a provider reimbursement schedule for the Plan.  Requirements of the schedule will include the following:
	Physicians and other Health Professionals
	Fixed Fee Schedule

	Hospital Inpatient
	DRGs, Per Diems, or Case Rates

	Outpatient
	APGs, APCs, or similar

	Home Health
	Fixed Fee Schedule

	DME
	Fixed Fee Schedule

	Chiropractors
	Fixed Fee Schedule

	Physical Therapy/Occup.Therapy
	Fixed Fee Schedule

	Injectables
	Fixed Fee Schedule (TPA must work cooperatively with the Plan’s Specialty Drug Program)

	Other providers or services
	To be determined



During the time of the contract, the Board has the authority to approve deviations to these requirements. If the TPA’s proposal in response to this RFP requests deviations to these requirements, the TPA must provide detailed information regarding the deviations requested. 
[bookmark: _Toc45499687][bookmark: _Toc226965935][bookmark: _Toc385594949][bookmark: _Toc439086027]Adequate Provider Access
The TPA will maintain provider access standards as agreed upon in consultation with DFA. Adequate provider access includes a match between the total number of participants in the provided population and the proposed PCP, specialty and acute hospital networks, by five-digit zip code. The Board is seeking a broad provider network with minimal impact on current patient-provider relationships. The access standards will be developed using the historical access standards of the Plan modified as necessary based on consultation with DFA.
[bookmark: _Toc45499688][bookmark: _Toc226965936][bookmark: _Toc385594950][bookmark: _Toc439086028]Access to Primary Care Physicians (PCP)
The Board requires access to the following list of primary care physicians:
Internal Medicine
Family Practice
General Practice
Family Nurse Practitioner
Pediatrics
Obstetrics & Gynecology
[bookmark: _Toc45499691][bookmark: _Toc226965937][bookmark: _Toc385594951]Registered Dietitian (designated as PCP for copay purposes only)  
[bookmark: _Toc439086029]Specialty Physicians 
The TPA will work with the Board to determine the appropriate access standards for specialty physicians. The Board requires access to at least the following specialty physicians:
Anesthesiology
Cardiology
Dermatology
Gastroenterology
General Surgery
Neurology
Oncology
Orthopedics
Psychiatry
Pulmonology
Radiology
Urology
[bookmark: _Toc45499692][bookmark: _Toc226965938][bookmark: _Toc385594952][bookmark: _Toc439086030]Hospital Care
The TPA will develop adequate access to hospital facilities, which will be based on a standard of one hospital within twenty-five miles of a participant’s home. To the extent possible, based on urban versus rural considerations, the TPA will maintain these standards for all participants. The TPA will identify all network hospitals where the corresponding hospital based physicians are not fully under contract.
The TPA must provide participants with adequate access to network hospitals capable of furnishing a full range of acute and tertiary services, including inpatient and emergency room services, and to ambulatory surgical facilities, rehabilitation facilities, and facilities for residential treatment of mental health disorders.
[bookmark: _Toc45499694][bookmark: _Toc226965942][bookmark: _Toc385594953][bookmark: _Toc439086031]Provider Resolution
The TPA agrees to cooperate with the Board in resolving any provider issues including, but not limited to, contracting terms, pricing disputes, claims issues, providers not accepting new patients, lengthy waits for appointments, or lack of specialty physician coverage.  The Board will have final decision authority for resolving provider issues.
[bookmark: _Toc45499695][bookmark: _Toc226965943][bookmark: _Toc385594954][bookmark: _Toc439086032]Provider Audit
The TPA must contractually require each participating provider to cooperate with any audit program implemented by the Board, including, but not limited to, hospital bill audit, DRG validation, and physician bill audit, and to provide, without charge, all necessary information for the completion of such audits.
[bookmark: _Toc226965944][bookmark: _Toc385594955][bookmark: _Toc439086033]Cooperation with Other Board Vendors
The TPA will cooperate as required with the Board’s other contracted vendors.
[bookmark: _Toc45499696][bookmark: _Toc226965945][bookmark: _Toc385594956][bookmark: _Toc439086034]Provider Roster
The TPA will develop and maintain a database of all providers, including name, billing address, physical address, telephone number, provider number, area(s) of practice or specialty, and for physicians, the hospital(s) where admitting privileges are maintained. The TPA will develop linkages of providers to clinics, which will include clinic name, address, telephone number, and provider number in the database where applicable. The linkages will include providers that are associated with multiple clinics. Such information must conform to state and federal requirements, such as HIPAA and HITECH.
The TPA, via toll free telephone line and searchable web site, will provide a listing of all providers. The searchable website shall, at a minimum, include functionality to search by provider type and specialty by county and/or zip code. The information returned should include provider name, address, telephone number, days and hours of operation, board certification status, hospital admitting privileges, and whether provider is accepting new patients. The format of the listing will be determined by agreement between the TPA and the Board. Printed lists of providers will be available to participants upon request.
The TPA must provide monthly updates to the provider listing (i.e., adds/deletes) to the Board including, but not limited to, the following components:
· Provider’s Complete Name
· Tax ID
· Board Certification Status
· Provider Number
· Specialty
· Clinic Name
· Complete Address
· Notification Date
· Effective Date
· Termination Date
· Reinstatement Date
· Reason for update
The TPA must agree to the performance standards for maintaining updates to the provider roster as outlined in Section 4 - Minimum Performance Standards.
[bookmark: _Toc385594958][bookmark: _Toc45499698][bookmark: _Toc226965947][bookmark: _Toc439086035]Network Provider Requirements
The TPA shall require that all network providers adhere to the following:
1. To not discriminate in the treatment of  participants on the basis of race, color, creed, sex, age, national origin, physical handicap, disability, religion, place of residence, source of payment or any other consideration made unlawful by federal and state laws;
To comply with all state and federal laws and regulations relating to the confidentiality of protected health information of  participants;
To adhere to the medical/utilization management program requirements;
To not bill participants or the Plan for services that are not medically necessary as determined by the medical management/utilization program vendor or the claims administrator. Such services shall include those services that are not covered under the Plan’s wellness/preventive services benefit. Covered wellness services are listed on the Plan’s website at: http://knowyourbenefits.dfa.ms.gov
To adhere to the Board’s electronic business model requirements;
To file claims with other carrier when the Plan is secondary in coordination of benefits. Under such circumstances, the Plan will provide benefits for the patient’s liability amount, as defined by the primary payor, not to exceed the allowable charge;
To accept, as the allowable charge, the lesser of covered charges, or the amount established by the TPA;
To file claims within twelve months of the date on which the services were performed. The network provider will hold the  participant and the Plan harmless for any charges for which a claim is not filed within twelve months of the date of service;
To comply with the Healthcare Effectiveness Data and Information Set (HEDIS) measures, where applicable;
To submit biometric data on  participants as requested to the claims administrator;
To adhere to the requirements of the pharmacy clinical programs such as prior authorization, step therapy, and quantity limits.
[bookmark: _Toc385594960][bookmark: _Toc439086036]Plan Communication
The TPA will develop a system for regularly communicating the Plan’s benefits, medical management requirements, and billing procedures to  network providers which will include written communications as well as annual workshops.
The TPA will develop and maintain a searchable website that contains a current provider directory. The website shall be accessible to participants and providers with no access restriction or registration requirement. A link must be provided to the DFA website. The TPA will maintain a toll-free telephone number for use by participants and providers. The Board will own the telephone number and the telephone number will revert back to the Board upon contract termination.
[bookmark: _Toc385594961][bookmark: _Toc439086037]Provider Services
The TPA will hire and maintain sufficient provider relations and customer service staff to meet the needs of the Board and the participants. The TPA will report quarterly on the volume of calls received and the types of calls received. 
The TPA must staff a provider services department to be operated at least during regular business hours (e.g., 8:00 a.m. to 5:00 p.m. Central Time, Monday through Friday). The TPA must maintain a provider service office within the State of Mississippi throughout the term of the contract. Provider services staff must be proficient in:
1. Assisting providers with prior authorization and referral procedures, including the use of non-participating providers.
Assisting providers with claims payment procedures including electronic submission of claims in accordance with HIPAA and HITECH EDI standards.
Handling provider complaints and grievances.
Educating providers as to their responsibilities under the Plan.
Educating providers as to covered medical services, excluded medical services and benefit limitations.
Facilitation of medical record transfer among providers as necessary.
[bookmark: _Toc439086038]Provider Website
The TPA must provide a secure provider service website where routine provider service inquiries can be handled.  Information available through this website must include, but is not limited to, eligibility and benefits information, deductible accumulation, claim status, and on-line viewing of provider vouchers.
[bookmark: _Toc385594962][bookmark: _Toc439086039]Provider Manuals
The TPA shall develop, distribute, and maintain provider manuals. In addition, the TPA will be expected to notify network providers of subsequent contract clarifications and procedural changes.
The provider manual will include at least the following information:
1. An introduction to the Plan which explains the TPA’s organization and administrative structure.
1. A description of the case management system and protocols.
1. A description of covered medical services, excluded medical services, and benefit limitations.
1. Billing and encounter submission information, indicating which form, (e.g., UB92, HCFA 1500) is to be used for services and which fields and codes are required for a claim to be considered acceptable by the TPA, or the necessary protocol and procedural information for a provider to submit claims electronically in accordance with HIPAA and HITECH EDI standards.
1. Provider performance expectations including disclosure of medical management and quality assurance criteria and processes.
1. Emergency room utilization (appropriate and non-appropriate use of the emergency room).
1. Claim filing procedures (paper and electronic).
1. A listing of key contacts and telephone numbers at the TPA.
1. Prior authorization requirements, including rules for referrals for specialty care and use of non-participating providers.
1. How to register a complaint or grievance with the TPA.
[bookmark: _Toc385594963][bookmark: _Toc439086040]Other Requirements
1. The TPA shall develop, implement, and maintain grievance and appeal procedures related to credentialing and pricing.
1. The TPA shall not prohibit or otherwise restrict a covered physician or other health care professional from advising a participant about their health situation or medical care or treatment for the participant’s condition or disease, regardless of whether benefits for such care or treatment are provided under the Plan, if the professional is acting within his lawful scope of practice.
1. The TPA shall not prohibit a network provider from advocating on behalf of the participant within the medical management or grievance and appeal processes established by the TPA.
1. The TPA shall provide to the claims administrator notice of a provider’s termination from the network within fifteen (15) working days of receipt or issuance of a notice of termination.
1. The TPA shall notify network providers of their responsibilities with respect to the Plan’s applicable administrative policies and programs, including, but not limited to, payment terms, medical management, quality assessment and improvement programs, credentialing, grievance and appeal procedures, data reporting requirements, and any applicable federal and state programs.
1. Neither the TPA nor any subcontractor shall offer any inducement to any providers to provide less than standard quality medical care to participants than is medically necessary.
1. The TPA shall be responsible for notifying participants of any material changes in the network.
[bookmark: _Toc45499699][bookmark: _Toc226965948][bookmark: _Toc385594964][bookmark: _Toc439086041]Quality
The TPA will cooperate with any quality initiatives including, but not limited to, provider profiling and outcome measurements established by the Board.
[bookmark: _Toc45499700][bookmark: _Toc226965949][bookmark: _Toc385594965][bookmark: _Toc439086042]Provider Credentialing
The TPA will be responsible for credentialing all providers prior to their acceptance into the PPO. Additionally, the TPA will be responsible for re-credentialing the providers at least every three years. (This can be delegated to Provider Sponsored Organizations for those providers in a Provider Sponsored Organization). The TPA will utilize credentialing and re-credentialing standards that meet or exceed NCQA and/or URAC standards for credentialing providers. The only exception will be non-board certified physicians currently included in the Board’s exclusive network.  These physicians may be accepted into the TPA’s network as long as they meet other TPA credentialing requirements.
[bookmark: _Toc45499701][bookmark: _Toc226965950][bookmark: _Toc385594966][bookmark: _Toc439086043]Hospital Privileges
The TPA will contractually assure that each participating physician is required to possess and maintain admitting privileges at a minimum of one participating hospital, unless the TPA has requested in writing and received approval from the Board to exempt the participating physician from this requirement. In the event of such a request, the TPA must explain the need to have said physician as a participating physician along with the process of assuring that participants will not be adversely affected by the physician’s lack of privileges at a participating hospital. The TPA will provide the Board a quarterly report of network physicians who do not have admitting privileges at a participating hospital.
[bookmark: _Toc45499702][bookmark: _Toc226965951][bookmark: _Toc385594967][bookmark: _Toc439086044]Corrective Action
The TPA will notify the Board of any corrective action taken against a participating physician, which would materially limit the participating physician’s admitting privileges at a participating hospital. The TPA will notify the Board of any corrective action taken against a participating hospital or other provider and the reason for such action.
[bookmark: _Toc45499705][bookmark: _Toc226965953][bookmark: _Toc385594968][bookmark: _Toc439086045]Provider Performance Monitoring
The TPA will be responsible for monitoring and reviewing the performance of participating providers and taking corrective action when necessary.  The TPA will provide, and work with the Board to develop as needed, reports needed to identify utilization and cost trends, potential quality issues, and failure to comply with medical management protocols, and to develop and implement corrective action plans.
[bookmark: _Toc45499707][bookmark: _Toc226965955][bookmark: _Toc385594969][bookmark: _Toc439086046]Customer Service
The TPA will be responsible for maintaining a toll-free customer service telephone line for provider, participant, and employer unit inquiries and complaints. Customer service standards are outlined in Section 4 - Minimum Performance Standards. In addition, the TPA will work with the Board and the Board’s claims administrator to develop a system which directs calls to the most appropriate location.
[bookmark: _Toc45499708][bookmark: _Toc226965956][bookmark: _Toc385594970][bookmark: _Toc439086047]Responding to Inquiries
The TPA will respond to inquiries from providers and participants concerning the provider network in a timely manner. The types of inquiries will be logged and reported to the Board on a quarterly basis. The Board will have final approval regarding the format and content of the reports.
[bookmark: _Toc45499709][bookmark: _Toc226965957][bookmark: _Toc385594971][bookmark: _Toc439086048]Complaint Resolution Process
A process will be established for responding to and documenting resolution of provider and participant complaints. A summary of this documentation will be provided to the Board on a quarterly basis. The Board will have final approval regarding the format and content of the summary report. The TPA will fully respond to all participant and provider complaints within ten (10) business days after receiving the complaint, or become subject to the liquidated damages described in Section 4 - Minimum Performance Standards.
[bookmark: _Toc439086049]Accreditation
If not already accredited, the vendor agrees to actively seek accreditation within the first six months of the contract and achieve URAC accreditation, or comparable, within the first twelve months of the contract. The vendor must meet URAC’s Health Network Accreditation standards, or equivalent, and must maintain such accreditation for the life of the contract.
[bookmark: _Toc439086050]Compensation to Participating Providers
The TPA’s contracts with participating providers shall include provisions pertaining to the compensation of those providers, as described in the sections below.
1. Each network provider contracted by the TPA shall be entitled to compensation for covered services rendered in an amount not to exceed the TPA’s allowable charge. For DRG or per diem rates, the allowable charge is the lessor of the billed charge, the DRG or per diem rate. Network providers shall neither bill nor attempt to collect from the participant, the Plan, the Board, or any third party, any amount in excess of the TPA’s allowable charge for any covered service.
1. The participating hospitals contracted by the TPA shall accept and adhere to the allowable charge for covered hospital services when the Plan is the primary payor. When the Plan is the secondary payor under coordination of benefits rules, the allowable charge shall not apply.
1. Network providers shall be entitled to collect from the participant any deductible, co‑payment, or co‑insurance amounts specified by the Plan.
1. Network providers shall be entitled to compensation from the  participant for health care services not covered under the Plan, for health care services provided to a  participant after the benefits set forth in the Plan have been exhausted, or for health care services which are otherwise excluded under the Plan (including any services for which payment is denied under the Plan’s utilization management program provided that the network provider fully cooperated with the utilization management program up to and including the appeals process). Network providers shall not be entitled to compensation from the participant nor from the Plan for services that are not medically necessary as determined by the medical management and utilization review TPA or by the claims administrator.
[bookmark: _Toc439086051]Other Services
The TPA shall provide other services for which the TPA has the technical capability to render, as requested by the Board and agreed to in writing by the Board and the TPA.



[bookmark: _Toc439086052]MINIMUM PERFORMANCE STANDARDS
The TPA must agree to the following minimum performance standards and applicable liquidated damages.  At the Board’s discretion, an audit of the accuracy of the TPA’s results will be performed via a randomly selected, statistically verifiable sample of claims by a qualified, independent third party. The results of the audit after appropriate review and comment by the TPA will be the final determinant of performance standard compliance. When sampling methods are used to estimate performance for the universe of claims, audit samples will be large enough to ensure a confidence interval whose deviation is no greater than plus or minus three (3) percent and whose confidence level is at least 95 percent. The Board will consider the point estimate for the sample as the TPA’s performance level in calculating liquidated damages. The TPA shall not be required to pay more than twenty (20) percent of its total billings/fees under this Contract as liquidated damages in any calendar year.
All payments made on behalf of the Plan to eligible participants and providers, for approved services, shall be in accordance with the Plan Document and policies of the Board. The TPA shall identify claims that have been incorrectly processed, and initiate appropriate action to correct processing outcomes. The TPA shall notify the Board in writing immediately upon discovery of any systems problem that has caused multiple overpayments, duplicate payments or incorrect payments, irrespective of cause, prior to initiating recovery or corrective action. The TPA shall notify the Board by letter of any system errors that result in a potential provider or participant overpayment or other incorrect payment and describe in detail the plan and deadlines for corrective action.
[bookmark: _Toc439086053]Claim Turnaround Time
Claim turnaround time is calculated from the date the claim is received in the TPA’s office to the date it is processed. Claim turnaround time will initially be measured using the TPA’s internal turnaround time reports produced on a monthly basis. 
	Standard

90% of all claims
processed in 30 
calendar days

	
Threshold

90.00% - 100.00%
85.00% - 89.99%
Below 85.00%
	
Total Annual Liquidated Damages

None
2.0% of TPA Fees
4.0% of TPA Fees


[bookmark: _Toc439086054]Claim Financial Accuracy
Mathematically, the financial accuracy of a universe of claims is the total dollars paid correctly divided by the total dollars paid, stated as a percentage.  

	Standard

99.00% Accuracy
	Threshold

99.00% - 100.00%
98.00% - 98.99%
97.00% - 97.99%
Below 97.00%
	Total Annual Liquidated Damages

None
2.0% of TPA Fees
3.0% of TPA Fees
4.0% of TPA Fees


[bookmark: _Toc439086055]Claim Payment Accuracy 
The Payment Accuracy of a universe of claims is the number of claims paid correctly divided by the total number of claims, stated as a percentage. Payment accuracy reflects the percentage of claims that are paid correctly.

	Standard

97% Accuracy
	Threshold

97.00% - 100.00%
95.00% - 96.99%
Below 95.00%
	Total Annual Liquidated Damages

None
2.0% of TPA Fees
3.0% of TPA Fees


[bookmark: _Toc439086056]Claim Processing Accuracy
The Processing Accuracy of a universe of claims is the number of claims processed correctly divided by the total number of claims. Claims with payment errors will not be considered in the calculation of processing accuracy. 

	Standard

95% Accuracy
	 Threshold

95.00% - 100.00%
93.50% - 94.99%
Below 93.50%
	Total Annual Liquidated Damages

None
2.0% of TPA Fees
3.0% of TPA Fees


If an overpayment, duplicate payment, or incorrect payment is made to a participant or provider and that payment is the result, in the sole determination of Board, of a failure of the TPA to process claims correctly, the Total Annual Liquidated Damages for Financial Accuracy and Payment Accuracy is doubled if ninety percent (90%) of the overpayments, duplicate payments, or incorrect payments are not recovered by the TPA within ninety (90) days of identification of such payment. The TPA has the right to recover such overpayments, duplicate payments, or incorrect payments by procedures approved by the Board. The TPA shall provide the Board with a monthly report of all overpayments, duplicate payments, and payments to the wrong payee reflecting the status of corrections, adjustments, and collections resulting from this error. 
[bookmark: _Toc439086057]Hospital DRG Validations and Bill Audits
The TPA is responsible for hospital DRG validations, charge/bill audits, and professional bill audits within one year from the day the claim was processed. The TPA will provide to the Board reports of its findings in a format approved by the Board. This measurement shall be monitored from TPA’s reports. Should the TPA fail to satisfactorily validate and audit as agreed upon, the Board may assess the liquidated damages as follows:
	Standard

96% Complete
	 
Threshold

96.00% - 100.00%
90.00% - 95.99%
Below 90.00%
	
Total Annual Liquidated Damages

None
$10,000
$15,000



For purposes of determining completion of this process, the TPA shall provide the Board with a contract year-end report based on system generated data.  This data will include number of claims processed in the year, number of claims edited in the year, number and percent of claims edited where the audits were initiated within 365 days and number and percent of claims edited where the audits were not initiated within 365 days.  
[bookmark: _Toc439086058]Credit Balance Recovery
The TPA will perform credit balance and overpayment recovery services as agreed upon by the Board within one year from the date the overpayment was detected.  This measurement will be monitored from TPA’s reports. Should the TPA fail to satisfactorily perform credit balance and overpayment recovery services as agreed upon, the Board may assess liquidated damages as follows:
	Standard

96% Complete
	 
Threshold

96.00% - 100.00%
90.00% - 95.99%
Below 90.00%
	
Total Annual Liquidated Damages

None
$10,000
$15,000


For purposes of determining completion of this process, the TPA will provide the Board with a contract year-end report based on system generated data.  This data will include number of claims detected during the year, number of claims recovered within 365 days, percent of claims recovered within 365 days and percent of claims not recovered within 365 days.
[bookmark: _Toc439086059]Telephone Call Answer Time 
The amount of time once a person is first connected to a phone system to the time the call is answered by a live person.

	Standard

100% Answered live within average of 30 seconds or less
	Threshold

100.00%
95.00% - 99.99%
Below 95.00%
	Total Annual Liquidated Damages

None
2.0% of TPA Fees
3.0% of TPA Fees



[bookmark: _Toc439086060]Telephone Drop Rate  
A call “drop rate” is defined as an individual hanging up once in the que.

	Standard

Less than 5%
	Threshold

Less than 5%
5.00% - 8.00%
Above 8.00%
	Total Annual Liquidated Damages

None
2.0% of TPA Fees
3.0% of TPA Fees

	
	Threshold

< 5%
> 5% - < 7.99%
> 8.00%
	


[bookmark: _Toc439086061]Data Transfer
	Standard

All error transactions from the data transfer sent to the Board’s vendors will be corrected and returned to the Board’s vendors via data transfer within two (2) business days of receipt of the error report.
	
	
Total Annual Liquidated Damages

Total of 2% of annual TPA Fees to be assessed at the end of each 12-month period 


[bookmark: _Toc439086062]Standard Reports
TPA is to produce and provide the Board with reports. The final reporting format and elements are to be agreed upon between the Board and the TPA following contract award.  All reports are due by the last day of the month following the close of the reporting period. Compliance with this standard will be evaluated by the Board at the end of each contract year.  Liquidated damages will be assessed for failure to meet the reporting requirements for the performance standard if a required report is late, incomplete, or inaccurate.
All information supplied by the TPA is subject to audit by the Board or its designee. The Board, at its discretion, may also conduct an independent audit of the TPA’s performance and if such audit is conducted, the results of the audit will be used to assess any liquidated damages. The TPA will be provided the opportunity to review and discuss the audit results before the application of liquidated damages.

	Standard

All TPA reports due to the Board will be submitted within thirty (30) calendar days from the end of the reporting cycle.
	
	Total Annual Liquidated Damages

Total of 1% of annual TPA Fees to be assessed at the end of each 12-month period.



In addition, Board may assess One Hundred Dollars ($100.00) per workday per report for each day report is late or unacceptable. 
[bookmark: _Toc439086063]System Enhancement and Modification Requests
All enhancements and modifications requested by the Board must be operational on the date agreed upon by Board and the TPA. The TPA will respond to all requests for system enhancements and modifications, whether categorized as maintenance or enhancement, within ten (10) workdays of receipt of a written request for an enhancement or modification. The written response will illustrate an understanding of the request, a date of completion, an assessment of the impact of the change, and the estimated cost, if applicable. The estimate of cost for the modifications will be categorized as (1) labor, by job class, in hours; (2) equipment; (3) general and administrative support in hours; and (4) other identified miscellaneous costs.
The TPA shall provide Board a weekly progress report as to the current status of these system changes. The report should include an outline of the change, projected implementation date, estimated hours and an overview of the work performed and to be performed. In all cases, the TPA shall respond to all system claims payment problems within twenty-four (24) hours.

In the event of failure by the TPA to comply with these standards, Board may assess Five Hundred Dollars ($500.00) per workday for each enhancement that is not operational on the date specified agreed upon, One Hundred Dollars ($100.00) for each change order not acknowledged by the TPA within ten (10) working days of receipt and providing a recommended course of action, and Five Hundred Dollars ($500.00) per workday for each maintenance task not completed by the effective or mutually agreed upon completion date. 
[bookmark: _Toc439086064]Transfer of Medical Claim Data to Medical Management Vendor	
The TPA will provide and receive electronic transfer of data to/from the Board’s vendors in a format approved by the Board. Should the TPA fail to satisfactorily provide and receive electronic transfer of data to/from the Board’s vendors with the agreed upon time frame, the Board may assess Twenty Thousand Dollars ($20,000.00) per day per occurrence in liquidated damages.
[bookmark: _Toc439086065]Network Access
The TPA shall maintain the following network access to a minimum of 85% of in-state participants:
1. Two Primary Care Physicians* located:
	Urban/Suburban – within 15 miles		Rural – within 25 miles
1. One Acute Hospital located:
	Urban/Suburban – within 25 miles		Rural – within 45 miles
*A primary care physician is defined as any of the following provider types: Internal Medicine, Family Practice, General Practice, Pediatrician, OB/GYN, and Family Nurse Practitioner.
This will be measured by access reports produced by the TPA, the Board, or its designee (to be determined at the discretion of the Board, but no less than annually), using GeoAccess® or similar software. The TPA must produce the access report results as of June 30 to be provided to the Board by July 31, and the results as of December 31 to be provided to the Board by January 31. The match is to be conducted separately for urban/suburban zip code areas and for rural zip code areas. The term urban/suburban area is defined as a zip code with a population density of 1,000 or more persons per square mile and a rural area is defined as a zip code with a population density of less than 1,000 persons per square mile or as defined by GeoAccess®. The mapping or methodology used to measure distance must be based on actual driving distance.  The elements used to measure participant access are (1) the five digit zip code census of covered participants as of the end of the measurement period; and (2) the five-digit zip code census of the provider network (using the address of their practice locations) under contract as of the end of the measurement period.
The TPA’s compliance will be evaluated at the end of each contract year. The Board will use the semi-annual reports to monitor the TPA’s performance. The assessment period will begin after the Board’s receipt of the required contract year-end report from the TPA.
Liquidated damages will be assessed if the access for the contract year under review for any provider type was not in compliance with the performance standards. $5,000 for each full percentage below the performance standard for each provider type each contract year will be assessed. In addition, $500.00 will be assessed for each calendar day any required report is late, incomplete, or inaccurate.
[bookmark: _Toc439086066]Participant Complaints/Issues Regarding Providers
The TPA will respond to all complaints from participants or issues pertaining to a provider in the network within 10 business days after receiving the complaint or issue.  If at least 95% of all complaints or issues do not receive a full and complete response within 10 business days, measured on an annual basis, liquidated damages in the amount of $20,000 will be assessed.
[bookmark: _Toc439086067]Contractual Compliance
Upon notice from Board, to the TPA, that the TPA is out of compliance with a condition(s) of the Contract, the TPA will have thirty (30) days to become compliant. The Board may assess, starting on the thirty-first day, One Thousand Dollars ($1,000.00) per day for each day the TPA is not in compliance with the Contract.




[bookmark: _Toc439086068]QUESTIONNAIRE
[bookmark: _Toc439086069]Company Overview
1. State the full legal name of your organization with the address and telephone number for the home office.
What is the address of the office from which the proposed services will be performed?
When was the organization founded?
What was the average number of employees in each of the past five years through 2015? Please explain any changes in the number of employees greater than 20% in a twelve month period.
Please provide complete resumes for key personnel who will be assigned to serve the Board. 
Please provide lists of qualifications for each position, other than the key personnel listed in the previous answer, which will be assigned to provide services to the Board. (i.e.: Claims Examiner, Customer Service Representative, Quality Assurance, etc.)
Indicate the month and year your organization began providing Third Party Administration Services.
Describe your organizational structure, including your main and branch offices.  Indicate whether it operates as a corporation, partnership, or individual.  If it is incorporated, include the state in which it is incorporated. Please provide a schematic of your organization’s structure.
Describe any changes in the organizational structure that have occurred during the previous twelve months or are anticipated during the next two years including, but not limited to, addition or elimination of product or business lines, mergers, acquisitions, etc.
List the names and occupation of those individuals serving on your organization’s Board of Directors.
List the name of any entity or person owning 10% or more of your organization.
Describe any ownership or name changes your organization has been through in the past three (3) years.  Are any ownership or name changes planned?
Describe your organization’s financial conditions including annual revenue, net income, etc. Include a copy of your annual report or other statements of financial condition. 
List any ownership interest your company has in any health care facility, provider group or PBM, and describe the relationship.
Describe any financial relationships or strategic partnerships your company has with other organizations. Provide the name, title, address, e-mail address, phone number, and fax number of the contact person for this RFP.
Is your organization licensed or authorized to do business in the State of Mississippi?
Do you currently have an office(s) in the State of Mississippi to process claims, provide participant and provider customer service and manage a healthcare provider network? If so, state the address, general functions of the office and number of full-time employees. If not, would you establish a Mississippi office? If not, from where would you propose managing this account?
For the office in which you propose to place this business, please indicate the number and types (e.g. customer service representatives, claims processors) of new staff you would need to hire to implement the requested services for the Board. Will expansion be required for your organization to provide the services requested in this RFP? If so, please describe the necessary expansion, including the number of new employees, percentage increase in employees, and any other necessary investments.
Does your organization currently operate a provider network in the State of Mississippi? If so, what month and year did your provider network(s) become operational in the State of Mississippi?
State if the proposed account manager, any officers or principals and/or their immediate families are, or have been within the preceding 12 months, employees of the State of Mississippi.
Has your organization been cited or threatened with citation within the last three years by federal or state regulators for violations of any federal, state, or local law or federal, state or local regulation? If the answer is yes, please describe the circumstances in detail. 
Has your organization had any HIPAA breaches or incidents examined for potential HIPAA breach within the last three years? If the answer is yes, please describe the circumstances in detail.
Please provide the average number of employees in your organization during calendar year 2015.
Please provide the net change in number of employees from January to December 2015 with explanation if change is significant. 
Does your proposal assume a joint venture or business relationship with any other organization(s)? If so, specify your role and those of the other organization (s). 
[bookmark: _Toc439086070]Account Management 
Describe the team dedicated to provide the requested scope of services for the Mississippi State and School Employees’ Health Insurance Plan. 
Provide the names of the key personnel who will perform the work for the Board and a brief statement as to why each person is qualified to provide services to the Board. Identify the person who will serve as the primary contact for the Board and identify area(s) of expertise for each key person and each person’s respective total number of years of experience related to the services being requested in this RFP. The Board understands that personnel may be assigned to projects based on the type of project to be undertaken and the expertise and experience of the individual.
Confirm you have provided a complete resume for each key person who will be assigned to render services to the Board, including detailed information on any special training or designations. Please include the resumes as an appendix to your proposal.
Confirm that you are willing to assign a dedicated (but not necessarily exclusive) account manager to participate in activities relative to all aspects of the contract between the Board and the TPA.  How many additional clients does this individual routinely handle and what is the average size (in covered lives) of the accounts?
Provide job description of the dedicated (but not necessarily exclusive) account manager.  If you have assigned the dedicated account manager, provide a resume.
Confirm that you are willing to assign a dedicated and exclusive network manager who will consistently evaluate and manage the network, including recruiting, negotiating, and contracting with providers on behalf of the Plan
Provide job description of the exclusive network manager.  If you have assigned the dedicated account manager, provide a resume.
Confirm that you are willing to assign an exclusive client service representative to receive and respond to Board inquiries regarding service inquiries.
Provide job description of the exclusive client service representative. If you have assigned the exclusive customer service representative, provide a resume.
Are you willing to meet with the Board on a monthly basis to discuss performance, address administration issues, and review reports?
Please provide a brief description of the level of service support available for:
a. Technical/legal compliance/policy research/legislative updates
b. Legal services for disputed claims/litigation/subrogation
[bookmark: _Toc439086071]General Questions
Describe your organization’s public sector experience, relevant to the scope of services requested in this RFP.
Please indicate the total number of participants covered by your TPA services as of January 1, 2016.
State law requires that the TPA shall cooperate with all other contractors of the Board in the on-going coordination of health plan services and in any transition of responsibility.  Confirm you will comply with this requirement.
The Board must have prompt and direct access to your organization throughout the contract period. Describe in detail how your organization will provide this access. 
What are your top three short-term strategic priorities in 2016 and 2017?
What are your top three long-term strategic priorities for the next five years? 
In what areas does your organization plan to invest over the next five years, and how will this benefit the Board and participants? 
What are your greatest organizational challenges, and how will this impact the Board and participants? How do you differentiate your capabilities from your competitors? 
[bookmark: _Toc271783886][bookmark: _Toc271789048][bookmark: _Toc271798716][bookmark: _Toc275522266][bookmark: _Toc276129210][bookmark: _Toc276545938][bookmark: _Toc277263497][bookmark: _Toc277877897][bookmark: _Toc277924810][bookmark: _Toc277936304][bookmark: _Toc278908733][bookmark: _Toc278909039][bookmark: _Toc278909403][bookmark: _Toc278909611][bookmark: _Toc279439713][bookmark: _Toc280185040][bookmark: _Toc280195197][bookmark: _Toc280246677][bookmark: _Toc280266839][bookmark: _Toc280625117][bookmark: _Toc439086072]Client and Customer Service 
71. You are required to provide an exclusive customer service unit and an exclusive customer service toll-free number exclusively for participant inquires.  Confirm that you will agree to this requirement. Describe your customer service department.  Address:
1. Organizational structure
d. Hours and days of operation
e. Staffing
f. Training
72. Please confirm whether you are able to provide reports on call availability, answering speed, time and abandonment rates exclusively for the Plan.
73. Indicate how you would know if the number of incoming lines is insufficient and the steps you would take to correct the problem.  
74. How are after-hours calls handled?
75. How will your participant customer service unit coordinate with the customer service units of the Plan’s other vendors (e.g., Pharmacy Benefit Manager)?  Can you provide warm transfers?
76. Confirm that your provider customer service staff will provide the following:
1. Assisting providers with questions concerning eligibility status
1. Assisting providers with claims payment procedures for the coverage and electronic submission of claims in accordance with HIPAA EDI standards
1. Handling provider complaints and grievances
1. Educating providers as to their responsibilities under the Plan
1. Educating providers as to covered medical services, excluded medical services and benefit limitations
1. Medical Policy
77. The TPA is responsible for maintaining an automated system for providers for verification of participant eligibility, benefit summaries, deductible and co-insurance maximum accumulation amounts and claims status.  This automated system must be available twenty four (24) hours, seven (7) days a week.  Please describe the automated system your organization will maintain to meet this requirement.
78. The TPA is responsible for designing, printing and distributing customized brochures, posters, and forms, with the Board’s approval, as necessary and required to install and administer the services to participants, employer units, providers and the Board.  Confirm that your proposal provides a fee quotation for supplying these materials, including the cost of mailing any communication materials directly to participant home addresses, directly to employer units, and the Board.
79. Does your organization conduct participant and provider satisfaction surveys?  If so, 
1. Who conducts satisfaction surveys on your behalf?
1. Are surveys conducted telephonically or via email or US mail?  
1. Indicate the percentage of respondents during the last completed survey that said they were at least “satisfied” with your organization.
1. Would you be willing to customize satisfaction surveys for the Plan?
1. Confirm that your proposal includes a fee quotation for customizing satisfaction surveys, mailing, compiling and reporting results to the Board. 
80. Assuming that your organization is awarded the TPA contract, will you agree to activate an exclusive toll-free telephone number by November 1, 2016 to answer participant questions prior to the plan effective date?
81. Please provide the following telephone information for calendar year 2015.   If your organization has separate phone lines for participants and providers, please provide information for both units.  Provide documentation substantiating your responses.
1. Total abandonment rate for the Customer Service unit.
1. Average speed of answer for calls received in the Customer Service unit.
82. Identify the individual in the following positions within your organization and supply a resume including each person’s credentials and tenure with the company.  If these positions are within each service center, please provide the names and resumes for the service center you are proposing to place this business.
· Executive Officer
· Medical Director
· Operations Director
· Account Manager
· Network Manager
· Dedicated Client Service Representative to the Board
· Claims Supervisor

83. Describe your capabilities for tracking participant and provider inquiries or complaints and reporting this information to DFA on a monthly or quarterly basis.  Please provide a sample report with your proposal.
84. If a provider is not participating in a network, what is your customer service process for advising the participant and provider of the out of network status and channeling participants to network providers?
85. Describe how your customer service representatives initiate corrections to claims or activate the claim re‑processing functions based on discussions/clarifications with participants, providers, or DFA.  Is this process on‑line (real time‑system input and correction) or does the re‑processing function require that the customer service representative submit a correction form or perform other manual processes?
86. What services are available to accommodate special populations, including (1) non-English speaking, (2) hearing impaired, (3) visual impaired, and (4) the elderly?
87. You are required to generate new or replacement ID cards and distribute the ID cards directly to the  participant’s home address for (1) the initial enrollment of the Plan, (2) future new hires, (3)  participants who change coverage category (e.g. single to family), and (4) replacement of lost cards.  Participants with single coverage should receive one (1) ID card; participants with dependent coverage should receive two (2) ID cards.  The information to be printed on each ID card will include, at a minimum, the participant’s name and identification number, Plan name, the TPA name and toll free customer service line number, in the Board’s specifications.  Confirm that your proposal provides a fee quotation for all costs related to ID cards, including the cost of mailing the ID cards directly to participant home locations.  
88. What is the turn-over rate for your customer service group within the proposed office over the most recent 24-month period?
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89. What percent of all claims were processed within 30 calendar days of receipt, for claims incurred in calendar year 2015?
90. Please provide the following for the calendar year 2015: 
1. Financial accuracy as a percent of total claims dollars paid (total under and over payments, do not net these amounts);
1. Processing accuracy as a percent of total claims submitted.
91. For the office in which you propose to place this business, please indicate the following:
1. Ratio of claim processing staff per 1,000 participants covered under the various plans
1. Organizational structure of the unit (e.g. supervisor, manager, administrator, clerical)
1. Staff turnover rate by all operations positions involved in claims administration for the most recent 24-month period.
92. Do you propose to assign a dedicated or exclusive unit of claim processors for the Board's account?  If the dedicated unit will have responsibilities for other client accounts, please indicate the number of other clients served, the other clients’ employee size, and the geographic location of the other clients.
93. Please describe the organizational structure of the proposed claim processing unit which will be assigned to the Board’s account (e.g. supervisor, manager, administrator, clerical) and the number of claim adjudicators that will be assigned to the Board account by job class.
94. Do all persons entering data/processing claims have the authority to pay COB, subrogation, Medicare, and high dollar claim amounts, or does the authority level vary with experience? 
95. Do you segment your claim processing functions by benefit specialties? If so, please describe.
96. Please indicate any maximum claim amount/limits which apply by staff level and any system/manual processes that trigger supervisory approval or internal/external audits.
97. Are any of your claim adjudicators on a "quota system" for processing claims?  If so, please describe.
98. Confirm that, upon termination of the contract you will adjudicate and process all claims with service dates prior to the termination date of the contract that are received within 180 days after the termination date.  Confirm that your proposal provides a fee quotation for all costs related to run-out claims administration.
99. Can a claims examiner "override" the system to process unique circumstances attributed to a claim?  When, and under what circumstances?
100. Does your claim system allow certain employees and/or benefit provisions to be "flagged" for processing based on instructions from the medical management vendor and/or DFA?  Please describe the "flagging" process.
101. What percentage of your current book of business represents claims which are electronically filed by providers versus traditional paper processing?
102. Provide flow charts of the claims adjudication process.  Separate flow charts should be provided for paper and electronic claims.   Indicate each manual or computer system interface from the time the claim is received in the mail room until processed and an EOB is released.  
103. Please indicate whether your claim processing functions include any of the following:
1. Electronic imaging of paper claims
1. On‑line (real‑time) claims processing
1. Batch (over‑night) claims processing
1. Electronic data interchange (EDI)
1. Imaging of electronically filed claims
1. Electronic imaging of participant correspondence
104. Provide your definition of a "clean" claim. How many people will physically handle a "clean" claim from receipt in the mail room to payment?  Differentiate between paper and electronic claims.
105. Describe the method of tracking claims, participant correspondence, EOBs or other requested adjustments and relating the adjustments to specific claims.
106. Confirm that your organization maintains a system for tracking claims received, processing status, pending status, and participant correspondence.
107. The TPA is required to provide, at no cost to the Board, on-line look-up access to claim/membership/eligibility information.  Online access must allow for inquiry only including historical eligibility and claims information.  Will this system also allow the Board to have online authority to add policy exceptions and/or add information to employee profiles?  Please provide specific information regarding on-line capabilities and confirm that your proposal includes the cost for this service. Please indicate any additional charges that may apply if the Board elects on-line access for additional staff. 
108. Provide a sample of proposed or currently used forms or form letters which may be mailed to a participant/provider to elicit additional information when the claim form or medical information is incomplete for claim adjudication.  Annotate the sample to show the purpose of the correspondence.
109. To what degree will your organization customize the various standard participant/service correspondence, including system generated correspondence, to meet the Board's needs and style of communication?
110. Describe how your system edits a claim to determine whether the claim is "clean" or will require additional information (e.g. does the claim reject at the first incomplete data field or is the entire claim reviewed and all incomplete information identified?
111. How many diagnoses can your system maintain for a given claim?
112. Describe your claims adjudication process in terms of the following (please address each item separately):
1. What data is edited against the eligibility file to verify coverage of the employee?  The dependent?
1. What edits are in place to compare the number of inpatient hospital days against admission and discharge dates supplied by the medical management vendor?
1. What edits are in place to review age limits for eligibility or special coverage requirements (e.g. wellness benefits)?
1. What edits are in place to detect direction of pay errors (i.e., payments intended for providers that are sent to patients or vice versa)?
113. Please address the following issues relative to allowable charge information for out-of-network charges:
1. Source of allowable charge data
1. What is the frequency that data is updated?
1. What flexibility does the Board have in customizing allowable charge amounts?
1. What allowable charge data do you use for each of the following?
1) Anesthesia  
2) Durable medical equipment
3) Injectables
4) Orthopedic supplies, prosthetics, etc.
5) Assistant surgeons
am. How do you develop allowable charges for low volume or rare codes?
114. The Board requires that all benefit payments in excess of $2,500 be pended for verification that the claim form authorized payment to the participant.  Please indicate that you can comply with this requirement.
115. For what length of time are detailed claim records for a participant maintained "online"?  Describe how detailed claim records are stored and accessed when the information is no longer "online".  What is the turn‑around time for retrieval for stored information?
116. What is your payment cycle (daily, weekly, etc.) for providers and participants?
117. Describe the process used to evaluate claims for medical necessity.  
118. Describe any system edits for identifying claims that are suspected for excessive number of units, visits or days.  Once identified, what process is followed and by whom for further review?
119. Describe in detail your process for inspecting claims for pre‑existing conditions and obtaining additional information from the participant and/or the provider to make a determination.
120. What is your process for identifying potential cosmetic, investigational or experimental treatments or procedures?  
121. How is your organization notified when a procedure, previously determined to be experimental, is approved for routine use? 
122. Describe how your system applies penalties for medical management noncompliance.  Provide an example using the existing penalties as described in the 2016 Plan Document located in Appendix B.
123. How does your system handle penalties for medical management noncompliance where a DRG or per diem reimbursement pricing arrangement is in place?
124. Are any types of services or procedures required to be aggregated into one code by the processing system?
125. What edits are currently included in your software system to identify the following (please answer each individually)?  Describe any manual interventions performed by the claims examiner. 
1. Inappropriate medical services
1. Fraud, abuse or over‑utilization of services
1. Inclusive or incidental diagnostic procedures
1. Unbundled medical or surgical procedures
1. Multiple surgery modifier
1. Upcoding
1. Duplicate bills
1. Unnecessary assistant surgeon
1. “Never”  or “unlikely” events
126. Due to potential time delays associated with the eligibility reporting process, do you have a standard report which captures claims data for participants who incur claims and receive claim reimbursement after their termination with the Plan?
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127. Can your organization administer the plan design as outlined in the 2016 Plan Document located in Appendix B?  Identify any plan design provisions that will require special programming and/or manual processing.  Identify any Plan design provisions that you cannot administer and offer any alternatives you recommend.
128. Can your organization administer the health and wellness benefits?  Identify any wellness benefit design provisions which will require custom programming and/or manual processing by the claims adjudicator.  Identify any health or wellness benefits that you cannot administer and offer any alternatives you recommend.
129. For each of the following processes please indicate with an (X) whether your claims system handles the task in an automated manner (A), uses processor review/manual intervention (PR), or is not routinely checked (NC).
	Process:
	A
	PR
	NC

	Cross references family deductible accumulations when married employees are both covered under the Plan
	
	
	

	Checks total charges against total payments
	
	
	

	Checks for duplicate charges or services
	
	
	

	Compares number of inpatient hospital days on each claim against admission and discharge dates
	
	
	

	Assures services are provided within the employee's eligibility date and maintains breaks in active service.
	
	
	

	Recognizes historical  benefit maximums (employees may have multiple periods of employment with the State)
	

	

	


	Identifies excess "usual, customary and reasonable" charges (R&C) for all procedures
	

	

	


	Identifies potential pre‑existing conditions
	
	
	

	Verifies that a provider is licensed to perform the type of procedure billed
	

	

	


	Reconciles the diagnosis code to the procedure and sex code for consistency
	

	

	


	Computes benefit year deductibles
	
	
	

	Integrates in‑network deductible accumulations with out‑of-network deductibles requirements
	

	

	


	For HDHP plans, monitor pharmacy deductible and adjust medical claims when necessary
	
	
	

	Identifies potential COB situations
	
	
	

	Verifies out‑of‑pocket
	
	
	

	Reviews age limits for eligibility or special coverage limits (e.g. wellness benefits)
	
	
	

	Determines coinsurance levels
	
	
	

	Identifies unbundling of services
	
	
	

	Identifies up-coding of services
	
	
	

	Identifies obsolete or invalid codes
	
	
	

	Identifies ineligible services
	
	
	

	Applies multiple surgery guidelines
	
	
	


130. In the event you indicated “uses processor review/manual intervention (PR)” for any of the above processes, describe how the system "flags" the claim and the resulting workflow to re‑activate claim processing functions.
131. In the event any of the above processes are not routinely checked, describe how you propose to administer the Plan’s design parameters.
[bookmark: _Toc271783888][bookmark: _Toc271789050][bookmark: _Toc271798718][bookmark: _Toc275522268][bookmark: _Toc276129212][bookmark: _Toc276545940][bookmark: _Toc277263504][bookmark: _Toc277877905][bookmark: _Toc277924818][bookmark: _Toc277936312][bookmark: _Toc278908741][bookmark: _Toc278909042][bookmark: _Toc278909406][bookmark: _Toc278909614][bookmark: _Toc279439716][bookmark: _Toc280185043][bookmark: _Toc280195200][bookmark: _Toc280246680][bookmark: _Toc280266842][bookmark: _Toc280625120][bookmark: _Toc439086075]Coordination of Benefits
132. Describe the process for collecting information regarding other insurance information.  Include where this data is stored and how the claims processing system accesses the information for proper claim payment.
133. What sources of information are used by your organization to determine other coverage, other than the employee's statement and the claims history/eligibility file?
134. Does your claims system maintain other insurance information for each of the following participants?
1. Employee only
1. Individually, by covered participant including each dependent
1. Employees who are Medicare eligible
1. Dependents who are Medicare eligible
135. How many occurrences of "other insurance" information can be stored for each employee/dependent on your system simultaneously?
136. When new or requested COB information is received, describe the process for updating the information on your system.  Are pended claims re‑activated by a manual process or automatic by the system?
137. Describe your process for handling COB when a conflict exists between information on your system and claim form.
138. What is the maximum length of time a claim is pended for COB information before the claim is processed without payment?
139. Review the Plan's requirements for COB processing as described in the 2016 Plan Document located in Appendix B.  Please confirm that you can administer the Plan’s COB provisions. Please list any exceptions.
140. Can your system allow the automatic electronic transfer of claims from Medicare for secondary coverage payments?
141. The Plan assumes any retiree eligible for Medicare has both Parts A and B, regardless of whether the retiree has selected Part B or not. Can your system estimate Part B reimbursement when adjudicating a claim in which the Plan is the secondary payor?  The 2016 Plan Document located in Appendix B further describes the Plan’s Medicare COB provisions.
142. Do you provide written notice to retirees when they become age 65 that their coordination with Medicare will impact the coverage reimbursements under the Plan?
143. Do you notify participants in writing when they become age 65 that Medicare coverage is available to them?
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144. Describe the process for identifying potential workers' compensation claims.
145. Are there diagnoses that automatically suspend claims due to suspect workers' compensation?
146. Describe how subsequent claims for the same workers' compensation condition will be handled.
147. Describe the process of identifying suspect third-party liability claims, such as automobile accidental injury, injuries in the home or malpractice.
148. Describe your legal services available for services relative to disputed claims/litigation/subrogation.  Confirm that the cost for this service is included in your administration fee.
149. The Plan's current rights of subrogation are described in the 2016 Plan Document located in Appendix B.  Describe your process of establishing the Plan's right of subrogation.  Include sample correspondence.  
150. Do you use external resources to pursue subrogation?  If so, please describe and confirm that the cost for this service is included in your administration fee.  Please list the external resource, length of your relationship and your evaluation of the external resource's performance.
151. How are claims handled during the process of establishing the third-party liability?  Do you pay the claim and then pursue recovery or pursue before paying?
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152. Do you publish newsletters and other informative publications that are routinely provided to your clients? If so, please provide recent samples. 
153. Outline your provider communication plan to distribute information to providers such as Plan benefit changes and issues, medical management requirements and issues, and billing procedures.
1. Will you agree to communicate such information to providers at least every six months?
1. Will you agree to work with providers who are non-compliant to bring about compliance? Provide past example.
154. Confirm you will be responsible for notifying participants of any material changes in the network within 15 working days of the change. 
155. Confirm that you will agree to develop and maintain a searchable website that contains a current provider directory. The website must be accessible to participants and providers with no access restriction or registration requirement. 
156. Provide a link to your provider directory website. 
157. Indicate your standard methods for communicating provider terminations, additions, and address and telephone number changes to the Board.
158. Please confirm that you will participate, at your own cost, in benefit fairs as requested to educate participants. 
159. Please confirm that you will have a website that enables participants the ability to access important information online at any time: view claim information including deductible and out of pocket accumulations, view benefit information, order ID Cards, view and print proof of insurance or certificate of creditable coverage, view COBRA enrollment forms.
160. Please confirm you will have a mobile app that enables participants to obtain important information from a mobile device.  Indicate which of the below actions may be taken from your mobile app: 
1. Locate a provider
1. Access a virtual ID Card
1. View benefit information
1. View claim information
1. View articles on various health topics
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161. Is your organization currently accredited under URAC’s Health Network Accreditation? If not, is your organization accredited by another accrediting body? Describe any difficulties you anticipate in achieving accreditation by December 31, 2016. 
162. Please check the criteria which each professional provider (where applicable) must meet to be accepted into your network. Also, indicate the method you use to verify credentialing information. Do you obtain primary source verification? Indicate source. Do you query the National Practitioner Data Bank?
___ Valid, current and unrestricted state professional license.
Verification Method:  ____________________________________________________________	
___ No recorded revocation or limitation of professional license.
Verification Method:  ____________________________________________________________	
___ Current DEA privileges with no involuntary restrictions or limitations.
Verification Method:  ____________________________________________________________	
___ Current state controlled substance registration with no involuntary restrictions or limitations.
Verification Method:  ____________________________________________________________	
___ Valid, current and sufficient professional liability coverage.
Verification Method:  ____________________________________________________________	
Minimum coverage amounts required   $________________ 	$ ___________________	
___ Acceptable malpractice claims history.
Verification Method:  ____________________________________________________________	
___ Graduation from accredited medical school (or other professional program for non-physician professionals).
Verification Method:  ____________________________________________________________	
___ Acceptable completion of accredited residency program.
Verification Method:  ____________________________________________________________	
___ Unrestricted admitting privileges at a network hospital.
Verification Method:  ____________________________________________________________
___ No involuntary reduction of admitting privileges and appropriate clinical 
Privileges at a network hospital.
Verification Method:  ____________________________________________________________
___ Never been subject to any medical staff monitoring or special review activity of public record (or reasonably discoverable upon proper inquiry).
Verification Method:  ____________________________________________________________
___ No recorded expulsion or suspension from receiving payment under Medicare or Medicaid programs.
Verification Method:  ____________________________________________________________
___ No recorded conviction or charge of a criminal offense.
Verification Method:  ____________________________________________________________
___ No record of disciplinary actions in prior states in which provider practiced.
Verification Method:  ____________________________________________________________
___ Board certification in listed specialty (where certification is applicable).
Verification Method:  ____________________________________________________________
___ Acceptable office setting (i.e., location, cleanliness, equipment, etc.).
Verification Method:  ____________________________________________________________	
163. Do you credential your provider network in-house or do you delegate this function? If you delegate, identify the organization that performs this function and provide the termination date of your contract with this organization.
164. Is there a dedicated staff responsible for the selection, credentialing, and re-credentialing of providers? If so, how many employees are part of this unit?
165. Do you monitor publications regarding disciplined providers on an on-going basis? If yes, what sources do you utilize?
166. Briefly describe your re-credentialing process and time frames. How often are physicians re-credentialed? To the extent you are subcontracting or leasing provider networks and the answer to this question varies by network, please answer this question separately for each subcontracting arrangement.
167. Do you re-verify through a primary source all credentialing criteria in the re-credentialing process? If no, identify which criteria are not re-verified.
168. Do you maintain a written Quality Assurance (QA) policy used to monitor network providers? If yes, please attach a copy of the policy. If no, please describe your QA protocols and procedures including how quality standards are developed, communicated, reassessed, and revised.
169. Describe any recent provider quality studies performed including a summary of results and your actions as a result of the studies.
170. Describe and list any provider quality data you currently compile on your contracted provider network.
171. What actions do you take to remedy QA issues at the individual provider level (i.e., education, sanctions, etc.)? If you have a written policy, please attach a copy; otherwise, describe the procedures.
172. Confirm you will work with the Board to identify individual provider utilization and cost trends, potential quality issues, and failure to comply with medical management protocols, and to develop and implement corrective action plans.
173. Have you developed any carve-out or tiered networks of high quality physicians or facilities?  If so, describe the requirements providers must meet in order to be included.
174. Do you perform individual network provider profiling based on clinical data? If yes, describe the data collected and how this data is compiled and utilized. If not, do you have plans to do so before January 1, 2017? How do you currently determine the quality and cost effectiveness of individual network providers? How do you use this information?
175. Have you terminated any providers in the past two years for quality reasons? For other reasons? Please describe the circumstances.
176. Complete the following table regarding your organization’s credentialing criteria for the following types of health care providers by checking each column that applies. To the extent you are subcontracting or leasing provider networks, please answer this question separately for each subcontracting arrangement.
Name of Network_______________________
	Provider type
	No credentialing process for these providers
	Providers not part of network
	Yes, credentialing process for these providers

	Physical Therapist
	
	
	

	Occupational Therapist
	
	
	

	Speech Pathologist
	
	
	

	Clinical Psychologist (Ph.D.)
	
	
	

	Professional Counselor
	
	
	

	Nurse Practitioner
	
	
	

	Clinical Social Worker
	
	
	

	Marriage and Family Therapist
	
	
	

	Registered Dietitian
	
	
	

	Doctor of Medicine (M.D.)
	
	
	

	Doctor of Osteopathy (D.O.)
	
	
	

	Doctor of Dental Surgery (D.D.S.)
	
	
	

	Doctor of Surgical Chiropody (D.S.C.)
	
	
	

	Doctor of Podiatry (D.P.M.)
	
	
	

	Optometrist (O.D.)
	
	
	

	Chiropractor (D.C.)
	
	
	

	Certified Registered Nurse Anesthetist (CRNA)
	
	
	

	Physician Assistant (PA)
	
	
	

	Applied Behavior Analysis Therapist
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177. Do you have a defined provider relations staff to service your network? What is the size of the staff?
178. Indicate how often and when providers are visited by you on a formal basis. Describe the purpose and activities of a typical routine network visit.
179. Please indicate any standards that you have established for provider offices such as record keeping, office environment, wait times, etc.
180. How are medical providers alerted about new client accounts?
181. How do you educate providers regarding your policies and procedures?
182. Describe in detail how grievances and appeals are handled.
183. Do you allow physician clinics or group practices to have both in-network and out-of-network physicians?
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184. Current provider reimbursement methodologies include diagnosis-related group (DRG), fee schedules, percent of charge (POC), per diem, ambulatory payment group (APG) and ambulatory payment class (APC). Confirm that your claim processing system can accommodate each of these arrangements.  Indicate the DRG grouper used and how often it is updated.
185. How is provider data stored, tracked, and retrieved in your operations? Do you use NPI, social security numbers and/or tax ID numbers to track providers? Are you and your network providers compliant with the HIPAA and HITECH transaction standards?
186. Describe the main features of your provider file database and the interface which occurs with the claims processing function.
187. Describe the processing functions which are used to validate an in-network provider.
188. Describe how your system links in-network providers to the appropriate fee schedule.
189. Describe how your system links a provider with: 
1. Separate billing offices
1. Multiple providers in the same group
1. Providers in a group practice and/or individual practitioners
1. Individual physicians and their affiliation with multiple physician clinics.
190. Describe how your system will track contract percentage discounts, per diem rates, and DRG reimbursements to be used for payment of claims.
191. Does your system have the ability to pay providers electronically?  What percentage of your providers are paid electronically?  What percentage of your providers file claims electronically?
192. Do you make monetary adjustments on a provider's payment voucher to recoup claim overpayments which may have occurred previously?  Are there any restrictions to completing this process?  Please describe any restrictions noted.
193. Will you agree to administer prompt payments to providers based on medical management negotiations or network agreements?  Fully describe your prompt payment process.
194. How are direction of pay errors corrected?  Will you agree to make the Board whole when an error made by your organization results in a direction payment error?
195. Please describe your capabilities and experience with regard to negotiating bundled pricing arrangements with facilities and professionals.  Address conditions focused upon, care models employed, and provider payment arrangements - including financial and performance accountability for episodes of care.
196. Describe any successes you have had in improving care coordination and reducing costs through bundled payment arrangements.
197. Have you had success in negotiating bundled pricing arrangements within the State of Mississippi?  If so, explain. 
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198. For each provider-type listed below: 1) describe your firm’s experience in negotiating such pricing arrangements, and 2) describe your firm’s strategy for gaining the best pricing arrangement for the Plan. 

	Physicians and other Health Professionals
	Fixed Fee Schedule

	Hospital Inpatient
	DRGs, Per Diems, or Case Rates

	Outpatient
	APGs, APC’s or similar

	Home Health
	Fixed Fee Schedule

	DME
	Fixed Fee Schedule

	Chiropractors
	Fixed Fee Schedule

	Physical Therapy/Occup.Therapy
	Fixed Fee Schedule

	Injectables
	Fixed Fee Schedule (Vendor must work cooperatively with the Plan’s Specialty Drug Program)

	Other providers or services
	To be determined



199. What criteria do you propose using in selecting network hospitals or other facilities for the Board’s network? Please check the following that would apply:
___	JCAHO accreditation
___	Broad range of services
___	Financial strength/stability
___	Reputation for high quality care
___	Adequate malpractice coverage
___	Cost efficiency in delivery of care
___	Clinical quality indicators (mortality rates, readmission rates, etc.)
___	Other (describe)

200. How would you verify the criteria checked in the prior question?
201. Confirm you have provided copies of your proposed or standard contracts for physicians, hospitals and any other type of health care providers to be included in your network.
202. On average, what percentage of your clients’ total health care dollars are paid to out of network providers?
203. How do you ensure that physicians utilize in-network hospitals as much as possible?
204. How do you normally determine that your network has adequate provider access for all participants covered by the network? Please describe any ratios, methodologies, or calculations used to determine adequate provider access.
205. Describe how you will cooperate with the Board in resolving any provider access issues including, but not limited to, providers not accepting new patients, lengthy waits for appointments, or lack of specialty physician coverage.
206. Complete the table below to show your ratios of provider to participants within Mississippi for the specified provider types:

	Provider Type
	Current Ratio
	Target Ratio

	
	Provider
	to
	Participants
	Provider
	to
	Participants

	Primary Care Physicians *
	
	to
	
	
	to
	

	OB/GYN
	
	to
	
	
	to
	

	Pediatricians
	
	to
	
	
	to
	



(*For the purpose of this chart, primary care physicians include internal medicine, family practice, general practice, and family nurse practitioner. Participants are defined as employees plus total dependents that have access to the network).
207. Do you conduct surveys to determine the average wait time for an appointment for network providers? If yes, indicate the average waiting time for an appointment to see a physician for:
Urgent Care:		hours
Routine Care:		days

208. What contractual requirements does your organization have with network providers to hold them accountable for timely scheduling of elective appointments?
209. Please briefly describe your experience in and knowledge of the Mississippi health care market. What specific challenges do you envision in developing a network for the Board?
210. In what year did your proposed provider network first become operational in the State of Mississippi? To the extent you are subcontracting or leasing any provider networks, answer this question separately for each subcontracting arrangement.
211. What is the number of group plans currently participating in the provider network in Mississippi? To the extent you are subcontracting or leasing any provider networks, answer this question separately for each subcontracting arrangement.
212. What percentage of the physicians in your proposed Mississippi provider network are not accepting new patients?
213. Complete the following physician reimbursement table. To the extent you are subcontracting or leasing provider networks and reimbursement methodologies vary by network, then please answer this question separately for each subcontracting arrangement.


Name of Network_______________________
	
	Primary Care Physician
	Network Specialist

	Predominant reimbursement method, e.g., fee-for-service, discounted fee-for-service, capitation
	
	

	Source of Fee Schedule, e.g., HIAA, Medicare, MDR, in-house
	
	

	Frequency of updates to reimbursement/fee schedules, e.g., semi-annually, annually
	
	

	Are there any risk sharing arrangements, e.g., bonus pools, withholds or retroactive payments? If so, list
	
	



214. The Vendor is requested to conduct a match between the total number of participants provided in Appendix C – Plan Participants by Zip Code Listing and the proposed PCP, specialty, and acute hospital networks, by five-digit zip code. This match is to include those providers with whom the Vendor currently has contracts. The match is to be conducted separately for each provider type for urban/suburban zip code areas and for rural zip code areas. The term urban/suburban area is defined as a zip code with a population density of 1,000 or more persons per square mile and a rural area is defined as a zip code with a population density of less than 1,000 persons per square mile. The mapping or methodology used to measure distance must be based on actual driving distance and the total count of participants used to perform the access match must equal the total count for the sample population. In other words, no zip code area or participant in the zip code census data is to be excluded when preparing the access information. For purposes of preparing access reports for PCPs, eligible physicians are limited to the following specialties: family practice, general practice, internal medicine, and family nurse practitioner. Only those physicians who meet this definition of a PCP and who currently have open practices (i.e., are accepting new patients) should be included in the match. Based on the result of the participant match, please complete the following table:

	
Percentage of Population in Urban/Suburban Areas within Access Standard:


	Provider Type
	Standard A
	Standard B

	Two Primary Care Physicians defined as:
Internal Medicine, Family Practice, General Practice, Family Nurse Practitioner

	Within 15 miles______%
	Within 10 miles______%

	One Physician for each of the following specialties:
	
	

	Anesthesiology:
	Within 20 miles______%
	Within 15 miles______%

	Cardiology:
	Within 20 miles______%
	Within 15 miles______%

	Dermatology:
	Within 20 miles______%
	Within 15 miles______%

	Gastroenterology:
	Within 20 miles______%
	Within 15 miles______%

	General Surgery:
	Within 20 miles______%
	Within 15 miles______%

	Neurology:
	Within 20 miles______%
	Within 15 miles______%

	Obstetrics & Gynecology:
	Within 20 miles______%
	Within 15 miles______%

	Oncology:
	Within 20 miles______%
	Within 15 miles______%

	Orthopedics:
	Within 20 miles______%
	Within 15 miles______%

	Pediatrics:
	Within 20 miles______%
	Within 15 miles______%

	Psychiatry:
	Within 20 miles______%
	Within 15 miles______%

	Pulmonology:
	Within 20 miles______%
	Within 15 miles______%

	Radiology:
	Within 20 miles______%
	Within 15 miles______%

	Urology:
	Within 20 miles______%
	Within 15 miles______%

	
	
	

	One Acute Hospital

	Within 25 miles______%
	Within 20 miles______%

	


	
Percentage of Population in Rural Zip Code Areas within Access Standard:


	Provider Type
	Standard A
	Standard B

	Two Primary Care Physicians defined as:
Internal Medicine, Family Practice, General Practice, Family Nurse Practitioner

	Within 25 miles______%
	Within 20 miles______%

	One Physician for each of the following specialties:
	
	

	Anesthesiology:
	Within 30 miles______%
	Within 25 miles______%

	Cardiology:
	Within 30 miles______%
	Within 25 miles______%

	Dermatology:
	Within 30 miles______%
	Within 25 miles______%

	Gastroenterology:
	Within 30 miles______%
	Within 25 miles______%

	General Surgery:
	Within 30 miles______%
	Within 25 miles______%

	Neurology:
	Within 30 miles______%
	Within 25 miles______%

	Obstetrics & Gynecology:
	Within 30 miles______%
	Within 25 miles______%

	Oncology:
	Within 30 miles______%
	Within 25 miles______%

	Orthopedics:
	Within 30 miles______%
	Within 25 miles______%

	Pediatrics:
	Within 30 miles______%
	Within 25 miles______%

	Psychiatry:
	Within 30 miles______%
	Within 25 miles______%

	Pulmonology:
	Within 30 miles______%
	Within 25 miles______%

	Radiology:
	Within 30 miles______%
	Within 25 miles______%

	Urology:
	Within 30 miles______%
	Within 25 miles______%

	
	
	

	One Acute Hospital
	Within 45 miles______%
	Within 30 miles______%

	Please indicate the name and version of software you used to measure access:
	



Attach to your proposal a summary level access report which indicates the total number of participants outside the access standards in the above column titled “Standard A”.  Also attach to your proposal a detailed access report by five digit zip code, by provider type, for each urban/suburban and rural zip code area in which 100% of the persons in the sample population do not meet the access standards in the above column titled “Standard A”.
[bookmark: _Toc439086082]Specialty Providers 
215. Please complete the following table with regard to your proposed professional provider network in the State of Mississippi.

	Provider Type
	Number of Providers Currently under Contract

	Internal Medicine (PCP)
	

	General/Family Medicine (PCP)
	

	Family Nurse Practitioner (PCP)
	

	Anesthesiology
	

	Cardiology
	

	Dermatology
	

	Gastroenterology
	

	General Surgery
	

	Neurology
	

	Obstetrics & Gynecology
	

	Oncology
	

	Orthopedic
	

	Pediatrics
	

	Psychiatry
	

	Pulmonology
	

	Radiology
	

	Urology
	

	Total Number of Providers
	


216. Please complete the following table with respect to your proposed provider network in the State of Mississippi. If the percentages are unknown, please indicate so.

	Provider Type
	% Board Eligible
	% Board Certified

	Primary Care Physicians
	
	

	Physician Specialists
	
	


[bookmark: _Toc439086083]Provider Facilities 
217. Please populate the table below with all network facilities, such as acute hospital, ambulatory surgical facility, freestanding rehab facility, skilled nursing facility, or psychiatric facility, in the State of Mississippi. What credentialing factors did you utilize to evaluate these types of facilities?
	Provider Name
	Facility Type
	Accrediting Organization
	Credential Factors

	
	
	
	

	
	
	
	

	
	
	
	


218. Does each of the network hospitals listed in response to the previous question include hospital-based physicians (including radiologists, pathologists, anesthesiologists, and emergency room physicians)? If not, please identify those hospitals for which the hospital-based physicians are not currently under contract.
219. Confirm you have included with your proposal an electronic copy of a directory which indicates the full name and address of all physicians, hospitals, and other health care facilities currently under contract in the State of Mississippi.
220. Please find attached as Appendix F – Top Hospitals, and Top Physicians and Ancillary Services Providers, a listing of the most frequently utilized hospitals, primary care physicians, and specialists. Please indicate whether the provider is currently under contract. Confirm you have included a copy of the completed listings as an appendix to your proposal.
221. Complete the following table indicating the number of facilities in your network for each of the reimbursement methods listed. Also identify the average discount levels (off of billed charges) produced by whatever systems of reimbursement you have negotiated.

	
	Number of DRG
W/Outlier
	Number of DRG
No Outlier
	Number of Per Diem
W/Outlier
	Number of Per Diem
No Outlier
	Number of % Discount
Billed Charges
	Number of Outpatient APC
	Number of Other
	Average
Discount Level

	Acute Inpatient Med/Surg Hospital
	
	
	
	
	
	
	
	

	Hospital Based Surgery Center
	
	
	
	
	
	
	
	

	Outpatient Hospital
(i.e., x-ray and lab)
	
	
	
	
	
	
	
	

	Hospital Emergency Room
	
	
	
	
	
	
	
	

	Acute Inpatient Mental Health 
	
	
	
	
	
	
	
	



222. Complete the following table indicating whether such services are available under your proposed hospitals and other health care facility provider network in Mississippi. For the purposes of answering this question, please include all facilities that are currently under contract.

	
Services:
	Are Services Available Through The Proposed Provider Network? (Y/N)
	Total # of Facilities in Mississippi Providing Services
	Total # of Facilities in Border Cities Providing Services

	Alcohol/chemical dependency
	
	
	

	Ambulatory surgery
	
	
	

	Burn unit/care
	
	
	

	Cardiac care unit
	
	
	

	Diagnostic radioisotope facility
	
	
	

	Emergency room
	
	
	

	Hemodialysis
	
	
	

	Home health services
	
	
	

	Hospice
	
	
	

	Intensive care unit
	
	
	

	Neonatal intensive care
	
	
	

	Obstetrics
	
	
	

	Occupational therapy
	
	
	

	Open heart surgery
	
	
	

	Pediatric inpatient unit
	
	
	

	Pediatric intensive care
	
	
	

	Physical therapy services
	
	
	

	Psychiatric services
	
	
	

	Rehabilitation (inpatient)
	
	
	

	Rehabilitation (outpatient)	
	
	
	

	Skilled nursing home/facility services
	
	
	

	Transplantation – bone marrow
	
	
	

	Transplantation – heart
	
	
	

	Transplantation – kidney
	
	
	

	Trauma center (Level I or II)
	
	
	



223. For services listed above that are not available in the network, explain the process for providing these services to participants through arrangements with non‑participating hospitals.
224. For the purpose of this question, the term “Center of Excellence” means a facility screened and selected by your organization in a process above and beyond your usual credentialing program. It also means the facility has been designated as one of your organization’s “Centers of Excellence” due to clinical expertise in a particular field. Please list any “Centers of Excellence” facilities by name and location and the area of specialty, such as organ transplants, bariatric surgery, cancer, etc., with which your organization contracted or has a letter of agreement.
[bookmark: _Toc439086084]National Network Availability 
225. Describe the national network you will provide to the Board. Identify any sub-contractors used. 
226. Confirm you have identify any costs associated with the provision of a national network in your cost proposal. 
227. Complete Appendix G - Top Out-of-State Hospitals indicating whether the listed hospitals are participating in your nationwide network.
228. Complete Appendix H - National Network indicating the total number of hospitals by state and the average discount rate achieved by your proposed national network.
229. Complete Appendix H - National Network indicating the total number of physicians by state that are participating in your national network.
[bookmark: _Toc439086085]Medical Review and Appeals 
230. Describe your process for updating clinical protocols including new procedures or new technology/pharmacology and the frequency of updates.  
231. Describe how updated clinical protocols, procedures and technology are communicated to the medical review staff?
232. Describe your protocol to distinguish medical necessity from administrative benefit denials.
233. For the purpose of this question, the term “complaint” is defined as a written or verbal expression of dissatisfaction.
1. What was the total number of complaints filed with your company per 1,000 enrollees in the most recently available 12-month period?
1. What was the total number of complaints filed per 1,000 enrollees in the prior 12-month period?  Please include in your response the time period upon which your answer is based.
234. Please describe your appeals process.  
1. Indicate how first level appeals are managed, who is responsible for making the determination and their respective industry experience/background and the timing for issuing a response.  
1. Assuming the first level appeal is not favorable to the participant, what procedures and processes would apply for a second appeal?
235. The Board requires that review of the first level written appeal involving a medical matter to be conducted by the medical review staff which includes a licensed RN or the staff physician.  Confirm that you agree to this requirement.
236. The appeals process currently used by DFA relating to medical claims is described in the 2016 Plan Document located in Appendix B.  Please review this process and confirm your willingness to implement this process.
237. The TPA is required to administer appeal and grievance procedures in accordance with all regulations required by PPACA.  Please confirm your agreement with this requirement.
238. The TPA is required to maintain contracts with a minimum or three (3) independent review organizations (IRO) that are accredited by URAC or by a similar nationally-recognized accrediting organization to conduct external reviews as required by PPACA.  
1. Confirm that you agree with this requirement.
1. Confirm that your proposal provides a fee quotation for independent reviews.
239. For your IROs provide the following:
1. Full legal name.
1. Headquarters address. 
1. The name, title, mailing address, telephone number and facsimile number of the contact person for this proposal.
1. Accreditation (URAC or a similar nationally-recognized accrediting organization to conduct external reviews as required by PPACA)
1. A description of the services to be provided.
1. Length of relationship with this subcontractor
1. Your evaluation of the subcontractor's performance
1. As of the proposal due date, the number of years of experience in providing similar service to those which they will be performing under this contract for other clients.
1. As of the proposal due date, the total covered population, in terms of number of covered lives (includes active employees, retirees, COBRA, and dependents) serviced by the Subcontractor.
1. Indicate whether you currently have a current contract with the subcontractor.  If so, provide copies of such agreements.
240. What percentage of all claims appealed within your organization proceeded to the final level of internal appeal?
241. How are the patient and provider notified of the outcome of an appeal?
242. The Board will retain final determination for appeals which are not favorable to the participant/provider.  Confirm that this requirement is acceptable to your organization.
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243. Describe your internal quality control procedures for assuring accurate claims payment.  Include an explanation of sampling techniques used by supervisory/management for the review of work performed by each claims adjudicator.
244. Describe internal cash controls, including handling adjustments for claims, returned drafts, voided drafts and stale dated drafts.
245. Describe your internal audit and quality control procedures. Provide a copy of your formal policies and procedures.
246. Has your organization had a SASE 16 audit? For what period?  Provide a copy of the audit report.
247. Do you have in place a process to detect and investigate suspected fraud?  If so, please describe and provide a copy of your formal policies and procedures.
248. Do you perform hospital DRG and physician bill audits for hospital stays, outpatient procedures, etc. internally or subcontract with an independent firm?  If so,   
1. Describe the parameters for performing each of these audits.
1. Confirm that the cost of performing provider bill audits is included in your administration fee.
1. If you subcontract this function, list for your subcontractor:
1. Full legal name.
7) Headquarters address
8) The name, title, mailing address, telephone number and facsimile number of the contact person for this proposal
9) A description of the services to be provided
10) length of relationship with this subcontractor
11) your evaluation of the subcontractor's performance
12) As of the proposal due date, the number of years of experience in providing similar service to those which they will be performing under this contract for other clients
13) As of the proposal due date, the total covered population, in terms of number of covered lives (includes active employees, retirees, COBRA, and dependents) serviced by the subcontractor
14) Indicate whether you currently have a current contract with the subcontractor.  If so, provide copies of such agreements
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249. Confirm you have provided a sample explanation of benefits (EOB) form.  Confirm that your EOB is compliant with PPACA.
250. Please describe your capability for participants and providers to access, download, and print EOBs on-line.  
251. Will you allow the Board to customize EOB messages?  Confirm you have included the cost for any such customization in your cost proposal.
252. The claims administrator must prepare and keep on file an EOB for each claim processed (including both electronic and paper claims), monitor replies to EOB notifications, and respond accordingly to participant inquiries received.  At a minimum, the EOB must include: name and address of TPA, toll free number for TPA, participant’s  name and address, participant’s identification number, patient's name, provider name, claim date of service, type of service, total charges, discount amount, allowed amount, excluded charges, amount applied to deductible, co-payment/coinsurance amount, total patient responsibility, total payment made and to whom.  Confirm that you will comply with this requirement.
253. Does your system provide an EOB to a provider if payment is made to the participant or there is zero payment made by the Plan (all charges applied to deductible or denied as non-covered)?
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254. Section 3 - Scope of Services outlines eligibility maintenance and direct bill premium process requirements for the 335+ various employer units. Confirm that your proposal includes the cost for these services. 
255.  Please describe your electronic enrollment/maintenance process and specify all hardware and software required to implement the electronic enrollment process including software releases and operating system service packs/patches required.
256. Explain in detail your process for billing and reconciling payments from employer units.
257. For eligibility transactions that cannot be accepted or rejected until further information from the employer unit has been received, the TPA is required to allow for transactions to be placed in a hold status.  The TPA is also required to provide on-line access to the hold file to the Board to approve/reject transactions and return such decisions to the TPA via electronic means.  Please describe your ability to meet this requirement.  Please specify all hardware and software required to implement this process including software releases and operating system service packs/patches required.
258. Describe any data conversion processes that may be required to load the Board’s specific employee enrollment data in their system.  At a minimum, your description must include:
1. Any required file layouts
1. Any enrollment code conversions which may be required
1. A detailed estimate of hours required for the conversion process using the enrollment information. 
259. As an attachment to your proposal, include a high-level project plan for the full scope of implementation services for an online electronic enrollment system described in this RFP. Your project plan should demonstrate a suggested overall approach, sequence, required Board staff, and dependencies for accomplishing the Board’s objectives as outlined in this RFP.  
260. Please acknowledge that any information system proposed, developed, or modified that stores, or disseminates, in any form or manner, information or material that contains the Social Security number of an individual, has mechanisms in place to prevent the inadvertent disclosure of the individual’s Social Security number to members of the general public or to persons other than those persons who, in the performance of their duties and responsibilities, have a lawful and legitimate need to know the individual’s Social Security number as required by Section 25-1-111 of the Mississippi Code Annotated.
261. Please describe any online reporting capabilities available for administrative and employer unit use, including access security and setup.
262. You are required to provide an electronic enrollment process to the Board for the addition of eligible retirees.  Please specify all hardware and software required to implement the electronic enrollment process including software releases and operating system service packs/patches required.
263. Please describe your ability to meet the electronic enrollment requirement including the processing of electronic enrollment data.
264. The monthly update of participant eligibility may consist of changes in coverage type or miscellaneous data. Please describe how your system would handle the following:
1. Changes in coverage category (e.g. single, family) which will occur at some date in the future
1. Changes in coverage category (e.g. single, family) which will be retroactive and impact prior claim payments
1. Change in demographic information (e.g. address changes, names)
265. Confirm that you will agree to interface with the Public Employees Retirement System for billing purposes. Confirm that your proposal includes the cost of the interface with PERS. 
266. You are required to maintain adequate personnel for purposes of maintaining eligibility and premium billing/reconciliation functions.  Indicate the number of staff you propose to perform these functions.
267. Please indicate your ability to provide COBRA administration, an automated process for sending out COBRA notifications after employee termination. Confirm that you are able to monitor electronic COBRA notification errors and mail hardcopy notices if needed. 
268. Confirm the costs for COBRA administration are included in Section 6 – Financial Proposal.
[bookmark: _Toc243964435][bookmark: _Toc271783893][bookmark: _Toc271789057][bookmark: _Toc271798725][bookmark: _Toc275522275][bookmark: _Toc276129219][bookmark: _Toc276545947][bookmark: _Toc277263511][bookmark: _Toc277877912][bookmark: _Toc277924825][bookmark: _Toc277936319][bookmark: _Toc278908748][bookmark: _Toc278909049][bookmark: _Toc278909413][bookmark: _Toc278909621][bookmark: _Toc279439723][bookmark: _Toc280185050][bookmark: _Toc280195207][bookmark: _Toc280246687][bookmark: _Toc280266849][bookmark: _Toc280625127][bookmark: _Toc439086089]Systems, Data Transfer, and Reporting Capabilities 
269. How many Information Systems personnel are employed by your company?
270. Are system programmers comprised of in-house staff or contracted professionals?  
271. Please provide a current organization chart and break down of Information Systems personnel by job classification. 
272. What is the average percentage of employee turnover in your Information Systems Organization?
273. How many claims are processed by your Information System yearly?
274. List and describe any claim/management reports you are able to provide regularly at no additional charge and the frequency with which this information can be provided.  Provide samples of each report.
275. Do you have the ability to track and report on individual participant actions/claims for purposes of incentive administration?
276. Does your system provide web-based reporting tools that allow the client to view and print their reports?  If so, 
1. Describe reporting capabilities, claim look-up functions and standard report writers
1. Can these reports be downloaded to Excel?
1. How many months of reports are maintained on-line?
1. Confirm you have provided any associated cost for the web-based reporting, assuming six users.
277. Describe your capability to produce ad hoc reports and associated programming charges. 
1. Confirm you have provided examples of previously prepared ad hoc reports for other clients
1. Confirm you have provided any associated programming charges and fee basis related to ad hoc reporting with your fee proposal. 
278. Do you sell or report any data from your clients, either specifically or in aggregate, to any organization?  If so, please disclose these arrangements in detail.
279. Can provider networks be loaded within your system?  Describe how your system discerns network providers from out of network providers.  
280. Do you have a contract and/or procedures manual for each staff position?
281. Do you have any subcontractors that will handle the Plan’s PHI?  If yes, does your contract with those subcontractors contain privacy and security provisions?
282. When an entity (e.g., providers) or an individual makes an inquiry about an individual’s eligibility for benefits, how is privacy protected?
283. Have you conducted an analysis of the risks and vulnerabilities to protected health information in your system? 
284. Are you fully ICD-10 compliant?  How has this conversion impacted your current system(s)?
285. The TPA must be in compliance with all applicable requirements of HIPAA and HITECH including the Administrative Simplification and Security Rule provisions and HIPAA 5010. Provide a description of your HIPAA security policies and procedures, and describe how violations or breaches are documented and communicated to the client.
286. Network fee schedules are updated as needed. Please indicate the lead time necessary to load this information in your system for processing and describe your process to load and verify that the fee schedules have updated successfully. 
287. Can your system accommodate multiple provider reimbursement schedules in order to correctly re-price and process claims incurred before and after a provider fee schedule change based on the date medical services were provided?
288. You are required to produce an electronic billing file containing all employer unit statements.  
1. If you currently provide an electronic billing file as described in this RFP, please provide a client reference including client contact name, title, address, telephone, and email address. 
1. Confirm that your proposal includes the cost of providing an electronic billing file.
289. You are required to interface with the Plan’s decision support services vendor. 
1. Confirm that you can accommodate this request. 
1. If you currently interface with a decision support services vendor, please provide a client reference including client contact name, title, address, telephone and email address. 
1. Confirm that your proposal includes the cost of the interface with the Board’s current decision support services vendor.
290. You are required to interface with the Plan’s pharmacy benefit manager.  
1. Confirm that you can accommodate this request. 
1. If you currently interface with a pharmacy benefit manager, please provide a client reference including client contact name, title, address, telephone and email address.  
1. Confirm that your proposal includes the cost of the interface with the Board’s current pharmacy benefit manager.
291. You are required to interface with the Plan’s medical management/wellness and health promotion vendor.  
1. Confirm that you can accommodate this request. 
1. If you currently interface with a medical management vendor, please provide a client reference including client contact name, title, address, telephone and email address.  
292. Confirm that your proposal includes the cost of the interface with the Board’s current medical management vendor.
1. Confirm that you can accommodate this request. 
1. If you currently interface with a wellness and health promotion vendor, please provide a client reference including client contact name, title, address, telephone and fax number.  
1. Confirm that your proposal includes the cost of the interface with the Board’s current wellness and health vendor.
293. Confirm that you will provide a daily comprehensive review of all vendor file transmissions performed to ensure necessary files are transmitted to trading partners as expected. Please confirm that this monitoring process will identify any missing file transfers and ensure files are obtain within a timely manner. 
294. Please describe fully your backup/restore procedures.
295. Describe fully your disaster recovery/contingency and business continuity plans.
296. Is there an existing contractual arrangement for processing at another site in the event of a disaster at the proposed hardware location?
297. During the last six (6) months, what has been the number of times and percentage of time that your system has been "down"? System down time percentage is measured by the ratio of total planned system availability to the planned availability when inquiry operators could not access the system to perform their functions.
298. Describe any off‑site storage features and locations to be used for the Plan's data files, historical files and other information. 
299. Have you implemented a new computer system within the last six months?  Do you anticipate implementing a new computer system within the next 12 months?  If so, please describe the changes.
300. Is your computer system owned by your firm?  If not, who owns the system?
301. Confirm that you will provide an Automated Voice Response System for providers as described in the Scope of Services.  Please describe your system. 
302. Confirm that your organization will issue 1099s, as applicable, to providers who receive payments under the Plan. 
303. How does your system issue individual 1099's to individual physicians if claims are filed by a clinic?
[bookmark: _Toc439086090]Web Capabilities 
304. Please provide your web address and a guest logon ID and password so your online site demo may be viewed
305. Which of the following services are currently available through your participant and provider websites? For those that are not currently available, which will be available by 2017 through your website? 

	ACTIONS:
	Current
Y/N
	By 1/1/2017

	Participant Support
	
	

	Can participants:
	
	

	1. Access provider credentialing/statistical information?
	
	

	1. Access provider directories or check whether providers are in the network?  This should include hospitals, physicians and urgent care centers. 
	
	

	1. Access provider directories with driving instructions?
	
	

	1. Change a PCP?
	
	

	1. Access provider quality information?
	
	

	1. Participate in community forums?
	
	

	If no, does your website link to this type of site?
	
	

	1. Access benefit plan summaries?
	
	

	1. Check eligibility?
	
	

	1. Order replacement ID cards?
	
	

	1. View and print ID cards from the website?
	
	

	1. “Talk” to providers (i.e., “Ask-the-Physician”)?
	
	

	1. Research symptoms, medical conditions or wellness information? 
	
	

	1. File a claim?
	
	

	1. Review a history of medical claims?
	
	

	1. Download printable versions of claim forms?
	
	

	1. Check claim status?
	
	

	1. Submit appeals?
	
	

	1. Access cost estimators?
	
	

	1. Submit inquiries to participant service via email?
	
	

	1. Ability to access and complete satisfaction surveys?
	
	

	1. Access to download smart phone applications?
	
	

	Provider Support
	
	

	Can providers:
	
	

	1. Verify in “real-time” the eligibility status of participants?
	
	

	1. Create virtual medical records for their patients?
	
	

	1. Access drug and medical history for their patients?
	
	

	1. Access lab values or other encounter data?
	
	

	1. Submit claims?
	
	

	1. Submit pre-certification information/extended length of stay information?
	
	

	Plan Sponsor/Employer Support
	
	

	Can the employer:
	
	

	1. Check claim status online?
	
	

	1. Update eligibility online?
	
	

	1. Create reports online?
	
	


306. Please describe any other services or resources available through your website but not referenced above. 
307. What is your BOB percentage for participants that are registered on your web portal?
308. What metrics are used to evaluate web portal usage? 

	METRIC:
	Yes or No

	Number of unique users
	

	Average hits per unique user
	

	Type of information sought
	

	Number of times a particular link/data page is accessed
	

	Usage by business unit segment (via account structure)
	

	Other (explain)
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309. Are participant or provider checks written and mailed internally?  If you subcontract this function, provide the following information for the subcontracted vendor:
1. Full legal name.
1. Headquarters address.
1. The name, title, mailing address, telephone number and facsimile number of the contact person for this proposal.
1. A description of the services to be provided.
1. Length of relationship with this subcontractor
1. Your evaluation of the subcontractor's performance
1. As of the proposal due date, the number of years of experience in providing similar service to those which they will be performing under this contract for other clients.
1. Indicate whether you currently have a contract with the subcontractor.  If so, provide copies of such agreement(s).
310. Describe in detail the banking arrangements you propose to use for the Board.  Please address the following issues:
1. Are all of the costs of the banking arrangement included in the quoted fees?
1. Are there additional costs for the Board to use their own bank?
1. Does your banking system utilize drafts cashed or drafts issued as the basis of fund withdrawal for claims payments?
1. Do you require an imprest bank balance?  At what level?  How is this determined?  If required, is this negotiable?
1. How would the Board be notified of deposit requirements?  Outline the timing and methodology for such notification?
1. How would an overdraft situation be handled?
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311. Provide proof of professional and comprehensive general liability insurance coverage, including stated amounts and limits.
312. Has your organization ever been involved in a lawsuit involving any area covered by this RFP?  If yes, provide details including dates and outcomes.
313. During the past five years, has your organization, related entities, principals or officers ever been a party in any material criminal litigation, whether directly related to this RFP or not?  If so, provide details including dates and outcomes.
314. Confirm that your organization is not presently debarred, suspended, proposed for debarment, declared ineligible or voluntarily excluded from covered transaction by any Federal department or agency, or by any political subdivision or agency of the State of Mississippi.
315. What assistance will be provided if litigation arises as the result of wholly or partially denied reimbursement based on TPA’s recommendations?
316. The Board reserves the right to audit all records maintained by the TPA and/or its affiliates relative to the TPA’s performance under this contract.  The TPA agrees that upon forty eight (48) hours notice by the Board to the TPA, the Board shall have the right to perform financial, performance, and other special audits on such records maintained by the TPA during regular business hours throughout the contract period.  The TPA agrees that confidential information including, but not limited to, medical and other pertinent information relative to participants in the Plan, shall not be disclosed to any person or organization for any purpose without the expressed, written authority from the Board.  The selected TPA will make available all records, as defined by the selected auditor, for review at no cost to the Board.  Any ancillary fees, which may be incurred by the Board for on-site audits, should be included in your proposed rate for TPA services.  Please indicate your acceptance of this proposal requirement and willingness to cooperate.  
317. Confirm you will cooperate with any audit program implemented by the Board, including, but not limited to, hospital bill audit, DRG validation, and physician bill audit, and to provide, at no additional charge to the Board, all necessary information for the completion of such audits.
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318. Confirm you have provided a copy of your implementation project plan that indicates a service start date of January 1, 2017.  Identify tasks, critical events, time lines and the responsible parties.
319. Confirm that if your organization is selected by the Board on April 27, 2016, and the contract is executed by July 1, 2016, you will be fully operational and have all contractual processes and procedures in place by January 1, 2017, and that you agree to provide a $3,000,000 implementation bond or escrow account, naming the Board as exclusive beneficiary, to guarantee timely and complete establishment of the contract and related services. Such bond or escrow account must be obtained or established within thirty (30) days of contract award. Any failure of the TPA to perform timely and complete establishment of such services shall result in damages recoverable by the Board against the implementation bond or escrow account. Upon the agreement by the Board that the TPA has complied with its implementation responsibilities, the implementation bond shall be released. 
320. Would you be willing to assign a dedicated (not necessarily exclusive) team to assist with the implementation process? How many dedicated (not necessarily exclusive) service representatives would be assigned for the initial implementation, as well as ongoing servicing of the Board's program?
321. Please confirm that you will be able to accept prior approval requests beginning in December 2016 for services that are to occur after December 31, 2016.
322. What is the minimum amount of lead time you believe is necessary to implement the Plan in an efficient and effective manner?
323. How do you propose to initially communicate your services to participants, employer units, and providers should you be selected to administer the Plan?  
324. Will you agree to participate in regional pre-enrollment meetings as reasonably necessary?  Is this expense included in your fees?  If not, please confirm you have included any related costs in your fee proposal.
325. Describe the most frequent problems you have encountered during previous transitions for plans of this size.  How were these resolved?
326. Please confirm that your fee proposal includes all costs associated with implementation services. You must provide a detailed description of any implementation service charge(s) not specifically included in your fee proposal.
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327. The Board requires guarantees of performance.  
1. Please confirm that you will place 20% of your administrative fees at risk
1. Please review the performance standards included in Section 4 - Minimum Performance Standards and confirm your willingness to accept the performance standards.
1. If you are not agreeable to the provided performance standards, please detail your objections and proposed recommendations in Section 9 - Statement of Compliance.
328. Please provide the actual performance results for your organization:

	Performance Standard
	Actual Results as of December 31, 2015

	Claim Turnaround Time
	

	Financial Accuracy
	

	Processing Accuracy
	

	Telephone Answer Time
	

	Telephone Drop Rate
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For each requested reference, please provide the client’s name, the name and title of the contact, the contact’s telephone number, fax number and email address, a list of services you are providing, membership size, claim volume, and the duration of the relationship with your organization.  If one account matches more than one of the requirements listed above, provide an additional reference.  To facilitate verification, please include all requested contact information in your response.
329. List four (4) current TPA clients (two (2) of which must be governmental clients) for whom your organization has provided TPA (including claims administration and provider network) services.  Additional clients may be provided at the vendor’s discretion.  Include the following:
1. The longest standing client
1. The largest account under contract as of January 1, 2016
1. A new account with at least 25,000 covered lives added within the last three (3) years

	Type of Client: Longest standing client

	Client Name
	

	Name and title of contact person
	

	Contact address
	

	Contact telephone number
	

	Contact facsimile number
	

	Contact e-mail address
	

	Services provided by your organization
	

	Number of covered lives in the client’s group
	

	Annual claims volume including number of claims 
	

	Period of time retained as a client
	

	Year contract became effective
	




	Type of Client: Client with the largest employee population

	Client Name
	

	Name and title of contact person
	

	Contact address
	

	Contact telephone number
	

	Contact facsimile number
	

	Contact e-mail address
	

	Services provided by your organization
	

	Number of covered lives in the client’s group
	

	Annual claims volume including number of claims 
	

	Period of time retained as a client
	

	Year contract became effective
	



	Type of Client: Newest client

	Client Name
	

	Name and title of contact person
	

	Contact address
	

	Contact telephone number
	

	Contact facsimile number
	

	Contact e-mail address
	

	Services provided by your organization
	

	Number of covered lives in the client’s group
	

	Annual claims volume including number of claims 
	

	Period of time retained as a client
	

	Year contract became effective
	



	Type of Client: Other: 

	Client Name
	

	Name and title of contact person
	

	Contact address
	

	Contact telephone number
	

	Contact facsimile number
	

	Contact e-mail address
	

	Services provided by your organization
	

	Number of covered lives in the client’s group
	

	Annual claims volume including number of claims 
	

	Period of time retained as a client
	

	Year contract became effective
	


330. In addition, please provide the names of accounts with greater than 50,000 covered lives that have terminated their relationship with your organization in the past two years. Include the client name, a contact person, full address, phone and fax number, membership size, broad list of services you provided, duration of relationship and reason for termination.
	Type of Client: Discontinued

	Client Name
	

	Name and title of contact person
	

	Contact address
	

	Contact telephone number
	

	Contact facsimile number
	

	Contact e-mail address
	

	Services provided by your organization
	

	Number of covered lives in the client’s group
	

	Annual claims volume including number of claims 
	

	Period of time retained as a client
	

	Reason for their discontinued use of your services
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331. Confirm there are no other costs to the Board other than those listed in Section 6 - Financial Proposal that will be charged for the services described in this RFP or for any other services proposed by you. 
332. Complete the “Financial Exhibit” form located in Section 6 - Financial Proposal. Confirm that all fees are guaranteed through the maximum full five-year term.
333. Confirm that your proposal is valid for a period of at least 180 days subsequent to the date of submission.
[bookmark: _Toc439086097]Transparency 
334. Do you offer health care transparency services and/or tools?  If so, are these services offered through a joint venture or subcontracted relationship with another organization?  If offered through another organization, please name the organization and describe your relationship. 
335. Please answer the following questions in detail, regarding your transparency services/tools:
1. How was your transparency services model originally developed?
1. When did it first go into service?
1. Can your service/tools incorporate our plan specific experience? 
336. Do your transparency services provide a combination of cost and quality information to allow participants to determine the healthcare providers offering the best value for the service required?  If so, please describe and address how you ensure that the price and quality information you maintain is current, comprehensive and accurate.
337. Describe the methodology used to determine pricing for each type of service included in your transparency services (e.g. imaging, surgery, durable medical equipment). How does the methodology differ between service and/or facility types (inpatient, outpatient, ambulatory surgical center)?
338. Describe your capabilities to incorporate personalized information on the basis of medical coverage option selected (Base, Select, etc.), and personal year-to-date claims experience (deductible and out-of-pocket accumulators) with your transparency services/tools.
339. Does your transparency service interact with the pharmacy benefit manager to encourage the use of lower cost alternatives such as generic drugs, therapeutic alternatives, and mail order?
340. If you offer such services, please confirm that your financial proposal includes all costs associated with implementation and ongoing provision of the transparency services. Fees should be included on a separate schedule with a detailed description of the services to be provided.


[bookmark: _Toc439086098]FINANCIAL PROPOSAL
Please complete the following “Financial Proposal” form. Rates for each of the five (5) years must be included.

FINANCIAL PROPOSAL

THIRD PARTY CLAIMS ADMINISTRATOR SERVICES
Include in your financial proposal a list of any and all services offered. The Board strongly prefers bundled administrative fees based on Plan enrollment.  As such, bundled fees should be proposed as (1) per participant per month rate (assuming all enrolled participants including active and retired employees and their covered dependents, or (2) per enrollee per month rate (assuming all active and retired employees and excluding dependents).  Proposers should state which base, PPPM or PEPM, they are assuming in their rate proposal.  For budgetary purposes, proposers should assume the following participant population:  Active Employees – 116,000, Retired Employees Non-Medicare – 10,000, Retired Employees Medicare – 14,000, COBRA – 1,000, Dependents – 45,000, for a total Plan enrollment of 186,000 covered lives.  

GUARANTEED BUNDLED ADMINISTRATIVE FEE

	Contract Year
	Per __________________ Per Month Rate

	1/1/2017 – 12/31/2017
	$

	1/1/2018 – 12/31/2018
	$

	1/1/2019 – 12/31/2019
	$

	1/1/2020 – 12/31/2020
	$

	1/1/2021 – 12/31/2021 (Optional Renewal)
	$



List any other fees for providing the services identified in this RFP, or any fees for services not included in your bundled administrative fee listed in above.  Please keep in mind that the Board strongly prefers bundled administrative fees.  
All fees are guaranteed through the term of the contract including optional renewal period.  Any fees not listed in this section of your proposal will not be accepted by the Board. All administrative fees will be payable in arrears on a monthly basis to the TPA.  


[bookmark: _Toc439086099]PROVIDER COSTS AND DISCOUNTS
[bookmark: _Toc439086100]Introduction
The Financial Exhibits contained in Appendix E – Provider Costs and Discounts as Attachments E1 through E4 will be used to evaluate the proposer’s provider costs. The proposer must adhere to the format of the Attachments and the instructions which follow. All Attachments must be completed by the proposer and labeled according to the specifications noted below.
The values in these Attachments should be based on the proposer’s claims data and provider contracts for the Commercial market for participants that are not eligible for Medicare.
The Board reserves the right to use actual claims of participants to evaluate any portion of the proposer’s proposal.
[bookmark: _Toc383785306][bookmark: _Toc439086101]Provider Capitation Contracts
Please provide a detailed description of any healthcare services that the proposer is proposing that were subject to a capitated provider payment methodology in 2013. Capitation fees should be quoted per covered person per month, and proposers are asked to provide an estimate of the average discount rate applicable to the capitated services.
[bookmark: _Toc383785307][bookmark: _Toc439086102]Average 2015 Fee-for-Service Discounts
Complete the requested average provider discounts in Appendix E – Provider Costs and Discounts - Attachment E1, exhibits E1a and E1b, for services delivered in the State of Mississippi for services under a PPO product that were reimbursed on a fee-for-service basis to participants covered under group health plans that were not eligible for Medicare. Exhibit E1a is for services performed in-network and exhibit E1b is for services performed out-of-network.
For the purpose of this request, the average discount is defined as one minus the ratio of allowed charges to billed charges, where:
· Eligible charges are amounts submitted by participating providers for covered health care services. Charges for services not covered by the plans, and duplicate billed amounts (due to claims submitted more than once) should be excluded.
· Allowed charges are the amounts payable to providers after billed charges are reduced for contractual payment provisions. Reductions in payments due to coordination of benefits and employee cost sharing should not be applied to reduce the allowed amount.
[bookmark: _Toc383785308][bookmark: _Toc439086103]Hospital Fee-for- Service Claims Paid in 2015
Complete Appendix E – Provider Costs and Discounts - Attachment E2 with hospital specific inpatient and outpatient claims paid in 2015. The claims shown in this exhibit should include those covered under employer group health plans for services to participants that were not eligible for Medicare. The requested inpatient data includes: number of admissions, number of days, billed charges, and allowed charges. The requested outpatient data includes: number of cases, billed charges, and allowed charges.
Enter "Non-Participating" for hospitals that are not in the proposer’s network in 2013 and leave the rest of the row blank. If the hospital was in the network for only part of the year, indicate the period in which they were participating and show only the data for the participating period.
The definitions of eligible and allowed charges are the same as the definitions provided in the request for average discounts for participating providers by type of service.
[bookmark: _Toc383785309][bookmark: _Toc439086104]Current Physician Fee Schedules
Complete Appendix E – Provider Costs and Discounts - Attachment E3 providing physician reimbursement rates for the proposer's current (2015) physician fee schedules. The rates in Attachment E3 need to reflect Global rates for each procedure listed. Do not provide separate rates for the Technical and Professional components. If payments vary by site of service, show the rates for each site of service in separate columns.
If the definition of "units" for any HCPCS procedures in Attachment E3 differs from the Medicare definition of units, provide a description of the difference in "units."
Provide the discount rate that applies to any professional procedures that do not have rates listed in the rate schedule.
The second sheet in Attachment E3 requests information for the proposer's current anesthesia conversion factors.
The 3rd sheet in Attachment E3 requests the identification of the fee schedules for 200 professional providers. If the indicated providers are not in your network enter "N/A."
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Complete Appendix E – Provider Costs and Discounts - Attachment E4 with current hospital contracting rates. The first sheet in Attachment E4 requests information for inpatient hospital contracting rates and accommodates reimbursement rates based on per diems, case rates, and discounts off eligible charges. The categories provided for per diem rates include Medical, Surgical, Maternity, Behavioral Health (Mental Health and Substance Abuse), and Intensive Care and Cardiac Care (ICU/CCU). Important Note: Regardless of reimbursement methodology, the equivalent effective average discount must be provided in column U.
For Contracts with Case Rates, provide the current (2015) base rates and a label for the DRG weights that apply to each hospital's contract. The second sheet in Attachment E4 should be used to provide a copy of the DRG weights for each hospital's label of DRG weights shown on the first sheet. If a hospital's case rates are not structured by the use of a base rate and DRG weights, enter a value of one for the base rate and show the case rates for each DRG on the second sheet. The proposer should describe the basis for their DRG weights and enter the appropriate DRG codes and descriptions.
The following information is requested for contracts with per diems or case rates:
· Indicate whether eligible charges are paid to the provider whenever they are lower than the payment based on the scheduled rates.
· Provide a description of any outlier provisions. As part of this, provide the threshold amounts for outlier payments and indicate whether the entire case reverts to a percent of charge basis (called a "First Dollar" outlier provision) or if an additional payment is made based on the excess of billed charges over the threshold amount. The payment percentage rate for outliers is also requested. Also, provide an explanation of how the TPA will safeguard against abuse of the outlier provisions by network providers through any excessive charge master rate increases.
· Describe any inpatient hospital services that require an additional payment over and above the scheduled rates.
The third sheet in Attachment E4 requests information for outpatient hospital contracting rates. Descriptions of rate schedules applicable to outpatient hospital services are requested along with the discount rate that is applicable to all services that are not subject to a rate schedule.
Enter "Non-Participating" for hospitals that are not in the proposer’s network and leave the rest of the row blank. If there is a Letter of Intent or Letter of Commitment with the hospital show the date of the letter.
[bookmark: _Toc439086106]Site Visits
The Board may conduct site visits as a component of the evaluation process. The Board may require access to the proposer’s claims data and provider contracts to confirm the accuracy of information provided in their proposals, and to evaluate the proposer’s contracting rates using the distribution of claims by provider and type of service consistent with the experience of  participants. This may be accomplished by a review of the documentation of claims and provider contracts, including commitments made by providers to accept payment rates that differ from the proposer’s current commercial payment rates.


[bookmark: _Ref430270835][bookmark: _Ref434831940][bookmark: _Toc439086107]STATUTORY REQUIREMENT
Section 25-15-9(1)(a), Mississippi Code Ann., states in part:
“…The board may employ or contract for such consulting or actuarial services as may be necessary to formulate the plan, and to assist the board in the preparation of specifications and in the process of advertising for the bids for the plan. Those contracts shall be solicited and entered into in accordance with Section 25-15-5. The board shall keep a record of all persons, agents and corporations who contract with or assist the board in preparing and developing the plan. The board in a timely manner shall provide copies of this record to the members of the advisory council created in this section and those legislators, or their designees, who may attend meetings of the advisory council. The board shall provide copies of this record in the solicitation of bids for the administration or servicing of the self-insured program. Each person, agent or corporation that, during the previous fiscal year, has assisted in the development of the plan or employed or compensated any person who assisted in the development of the plan, and that bids on the administration or servicing of the plan, shall submit to the board a statement accompanying the bid explaining in detail its participation with the development of the plan. This statement shall include the amount of compensation paid by the bidder to any such employee during the previous fiscal year. The board shall make all such information available to the members of the advisory council and those legislators, or their designees, who may attend meetings of the advisory council before any action is taken by the board on the bids submitted. The failure of any bidder to fully and accurately comply with this paragraph shall result in the rejection of any bid submitted by that bidder or the cancellation of any contract executed when the failure is discovered after the acceptance of that bid….”
In accordance with Section 25-15-9(1)(a) of the Mississippi Code, each entity that submits a proposal in response to this RFP must provide a disclosure statement detailing any services or assistance it provided during the previous fiscal year to the Board and/or DFA in the development of the Plan including any resulting compensation for these services. If you did not provide such assistance to the Board and/or DFA, indicate in your statement that this provision does not apply to you. Failure to provide this disclosure statement will result in your proposal being eliminated from further consideration.  
A list of persons, agents, and corporations who have contracted with or assisted the Board in preparing and developing the Mississippi State and School Employees’ Life and Health Insurance Plan are as follows:
Wm. Lynn Townsend, FSA, MAAA 
Cavanaugh Macdonald Consulting, LLC
PricewaterhouseCoopers, LLP
Truven Health Analytics, Inc.
Blue Cross & Blue Shield of Mississippi
Catamaran PBM of Maryland, Inc. (OPTUM)
Advanced Health Systems, Inc.
ActiveHealth Management, Inc.
Claim Technologies Incorporated
Tricast, LLC
Minnesota Life Insurance Company
BKD, LLP
Department of Finance and Administration
Kevin J. Upchurch – Executive Director
Office of Insurance Staff

Richard D. Self – State Insurance Administrator
Cindy Bradshaw – Deputy Director
Chris Shaman – Director, Benefits and Participant Services
Steven May – Director, Accounting and Analysis
Curt Hubbard – Director of Compliance and Audit
Health Insurance Management Board
Kevin Upchurch (Chairman) – Executive Director, Department of Finance and Administration
Larry Fortenberry (Vice-Chairman) – President, Executive Planning Group
Christopher J. Burkhalter – Consulting Actuary, Burkhalter Consulting Actuaries
Liles Williams – Chairman, Workers’ Compensation Commission
Mike Chaney – Commissioner of Insurance
Dr. Glenn Boyce – Commissioner, Institutions of Higher Learning
Dr. Carey Wright – State Superintendent of Education
Deanne Mosley – Executive Director, State Personnel Board
Pat Robertson – Executive Director, Public Employees’ Retirement System
Dr. Eric Clark – former Executive Director, Mississippi Community College Board
The Honorable Videt Carmichael – Chairman, Senate Insurance Committee
The Honorable Gary Chism – Chairman, House Insurance Committee
The Honorable Eugene Clarke – Chairman, Senate Appropriations Committee
The Honorable Herb Frierson – Chairman, House Appropriations Committee
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This section contains the Statement of Compliance. If you object to any of the terms and conditions included in the draft contract provided in Appendix A – Draft Third Party Administration Services Contract, or any requirements listed in this RFP, please note and explain your objections on the Statement of Compliance. Please have the appropriate officer sign this statement and include it as a part of your proposal.
 


Statement of Compliance
We agree to adhere to all conditions and requirements as set forth in the Mississippi State and School Employees Health Insurance Management Board’s Request for Proposal for Third Party Administration Services, dated December 28, 2015, including the conditions contained in the draft contract included as Appendix A – Draft Third Party Administration Services Contract, except as listed below:















We hereby certify that the fees submitted in response to the RFP have been arrived at independently and without, for the purpose of restricting competition, any consultation, communication, or agreement with any other proposer or competitor relating to those fees, the intention to submit a proposal, or the methods or factors used to calculate the fees proposed.  We hereby certify that we have not retained any person or agency on a percentage, commission, or other contingent arrangement to secure this contract.

_________________________________________		_________________________________________
Signature							Date

_________________________________________		_________________________________________
Printed Name and Title					Company Name

