AMENDMENT NUMBER 1
To the 
State of Mississippi State and School Employees Health Insurance Management Board
Request for Proposal
For Third Party Administration Services
January 8, 2016

On behalf of the Mississippi State and School Employees Health Insurance Management Board, the Mississippi Department of Finance and Administration hereby issues this AMENDMENT NUMBER 1 to the Request for Proposal for Third Party Administration Services (RFP), effective January 8, 2016.  Vendors interested in responding to this RFP are instructed to do the following:

· Disregard in their entirety, SECTION 7. PROVIDER COSTS AND DISCOUNTS and Appendix E – Provider Costs and Discounts, that were included in the original RFP document released December 28, 2015.

· Replace the original documents referenced above with the attached revised SECTION 7. PROVIDER COSTS AND DISCOUNTS and revised Appendix E – Provider Costs and Discounts, as revised and released on January 8, 2016.  The aforementioned revised documents are to be used in responding to the RFP.  No other changes are hereby made to the original RFP document.

NOTE:  This amendment is hereby made a part of the Request for Proposal.  This document must be signed and returned with your response to the Request for Proposal to acknowledge that you received the amendment and that you have accounted for it in your response to the Request for Proposal. 





________________________________________                       ___________________________
Authorized Signature of Proposer                                                 Date


________________________________________
Printed Name of Proposer
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[bookmark: _Toc439086099]PROVIDER COSTS AND DISCOUNTS (revised January 8, 2016)
[bookmark: _Toc439086100]Introduction
The Financial Exhibits contained in Appendix E – Provider Costs and Discounts as Attachments E1 through E6 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 or Medicaid.  The Board reserves the right to use actual claims of participants to evaluate any portion of the proposer’s proposal.
[bookmark: _Toc383785307][bookmark: _Toc439086102]Average 2015 Fee-for-Service Discounts
Complete the requested average provider discounts in Appendix E – Provider Costs and Discounts - Attachment 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 or Medicaid. Attachment E1a is for services performed in-network and Attachment 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 total allowed charges to total eligible 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 eligible 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 E2a and E2b 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 or Medicaid. The requested inpatient data includes: number of admissions, number of days, eligible charges, and allowed charges. The requested outpatient data includes: number of cases, eligible charges, and allowed charges.
Enter "Non-Participating" for hospitals that are not in the proposer’s network in 2015 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.
Other Services Claims Paid in 2015
Complete Appendix E – Provider Costs and Discounts - Attachment E3 with provider specific claims paid in 2015 for DME, Dialysis, Lab, and Free Standing Surgical Centers. 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 or Medicaid. The requested data includes: number of units, eligible charges, and allowed charges.  
Enter "Non-Participating" for listed providers that are not in the proposer’s network in 2015 and leave the rest of the row blank. If the provider 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 E4 providing physician reimbursement rates for the proposer's current (2015) physician fee schedules. The rates in Attachment E4a 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 E4a 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.  
Attachment E4b requests information for the proposer's current anesthesia conversion factors.  
Attachment E4c requests the identification of the fee schedules for 300 professional providers. If the indicated providers are not in your network enter "N/A."
[bookmark: _Toc383785310][bookmark: _Toc439086105]Current Hospital Contracting Rates
Complete Appendix E – Provider Costs and Discounts - Attachment E5 with current hospital contracting rates.  The first three sheets (E5a, E5b, and E5c) refer to hospitals in Mississippi.  The last three sheets (E5d, E5e, and E5f) refer to hospitals outside of Mississippi. Attachments E5a and E5d request 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. Attachments E5b and E5e 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.
[bookmark: _GoBack]
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.
Attachments E5c and E5f request 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.
Current Fee Schedules for Other Services
Complete Appendix E – Provider Costs and Discounts - Attachment E6 providing 2015 fee schedules for the listed DME, Dialysis, Lab, and free Standing Surgical Centers.  For each specific provider, enter the date of the last contract update, a description of the fee schedule (attach additional files of the schedule as necessary), and the contracted or average discount rate.
[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.

