

APPENDIX N: PHARMACY QUESTIONNAIRE

[bookmark: _Toc534208344][bookmark: _Toc508641][bookmark: _GoBack]APPENDIX N: PHARMACY QUESTIONNAIRE
Provide an answer to each question even if the answer is “not applicable” or “unknown.” Answer the question as directly as possible. If the question asks “How many…” provide a number. If the question asks, “Do you…” indicate “Yes” or “No” followed by any additional narrative explanation. Offerors are advised to be concise and to the point in their responses. Where you desire to provide additional information to assist the reader in more fully understanding a response, refer the reader of your RFP response to your appendix/attachments. However, direct responses to all of the RFP questions must be provided and will be looked upon favorably. Offerors are cautioned that failure to respond in full to all questions will affect the evaluation of the offeror’s proposal.
This RFP sets forth the terms and conditions under which the State wishes to procure pharmacy benefits for its employees. Your written proposal will be your offer to provide the requested services.
Proposals will be scored based on each answer provided within the questionnaire or explanation document. Do not refer to vendor provided attachments in response to the questions. Responses should reflect data specific to the market(s) to which you are responding. Do not default to nationally collected data or statistics unless the information or processes are identical. YOU MUST CLEARLY IDENTIFY ANY QUALIFICATIONS OR CONTINGENCIES ON YOUR PROPOSED FINANCIAL TERMS, FEES, PLAN DESIGN, AND PERFORMANCE GUARANTEES. Failure to do so could result in disqualification.
The electronic copy of your proposal should be provided in MS Word (and not in a PDF). Bidders are not permitted to alter and/or redline the state’s language and/or format. Any proposals received with alterations and/or redlines, may be grounds for disqualification.
Organizational Stability and Experience
	[bookmark: _Toc493787657]
	Response

	3.D.3.1 Provide the latest annual report, audited financial statement, SSAE 16 or SAS 70 type II, and other financial reports that indicate the financial position of your organization.
	



3.D.3.2 From these documents, please provide the following:
	
	Response

	a. [bookmark: _Toc493787658]Current ratio
	

	b. [bookmark: _Toc493787659]Debt to equity ratio
	


[bookmark: _Toc493787660]
3.D.3.3 Complete the following table:
	
	Response

	a. [bookmark: _Toc493787661]Parent Company
	

	b. [bookmark: _Toc493787662]Year PBM Established
	

	c. [bookmark: _Toc493787663][bookmark: _Toc493787664]Total Number of Covered Lives (CY 2018)
	

	d. [bookmark: _Toc493787665]% Covered Lives from top 10 Clients (CY 2018)
	

	e. Total Number of Covered Lives (CY 2017)
	

	f. [bookmark: _Toc493787666]Total Number of Scripts Dispensed (CY 2018)
	

	g. [bookmark: _Toc493787667]Total AWP Dollars Processed (CY 2018)
	

	h. [bookmark: _Toc493787668]Total Number of Clients (CY 2018)
	

	i. [bookmark: _Toc493787669]Number of Group Plans Terminated in Past 12 Months
	

	[bookmark: _Toc493787674][bookmark: _Toc493787675]3.D.3.4 Indicate the number of any outstanding legal actions pending against your organization. 
	

	3.D.3.5 Can you assure the State these legal actions will not disrupt business operations? 
	[bookmark: _Toc493787676]

	[bookmark: _Toc493787677]3.D.3.6 What general and professional liability coverage do you currently have in place for the entity that is bidding to protect the State from losses or negligence? 
	

	3.D.3.7 Describe the type and amount of the fidelity bond insuring your employees that would protect the State in the event of a loss. 
	



	
	Yes
	No, Please Explain:

	3.D.3.8 Confirm that your organization will comply with all HIPAA regulations and that you provide, upon request, supporting documentation outlining your organizations HIPAA policies and procedures as they relate to management of the prescription benefit plan for the State.
	
	



[bookmark: _Toc501100957]Administrative, Member and Claim Paying Services
3.D.3.9 Confirm you agree to the following service specifications:
	
	Yes
	No, Please Explain:

	a. [bookmark: _Toc493787681]The State chooses to be invoiced on a bi-weekly (every two weeks) basis for the prior two weeks of claims to be paid via electronic wire with the State as the originator of the transaction. However, the State will accept invoicing on a semi-monthly (twice a month) basis for the prior two weeks (approximately) of claims. The State would agree to make payment within five business days of receipt of the invoice. Confirm you agree to this arrangement.
	
	

	b. [bookmark: _Toc493787682]The State chooses to be invoiced on a monthly basis for administrative costs for the prior month to be paid via electronic wire with the State as the originator of the transaction. The State would agree to make payment within five business days of receipt of the invoice. Confirm you agree to this arrangement.
	
	

	c. Confirm you agree to send quarterly reports electronically as well as present mid-year and annual meetings in person with the State to discuss plan performance, present financial results, etc. At a minimum, the State expects that the Account Executive and the Pharmacist Account Executive attend these meetings.
	
	

	d. Confirm you provide automated services that are available 24/7.
	
	

	e. PBM agrees to implement eligibility updates within 24 hours of receipt.
	
	

	f. Confirm you agree to attend open enrollment meetings and other meetings as requested by the State.
	
	

	g. Confirm you will provide designated/dedicated clinical, account management, and customer service staffing to the State. The State requires that the vendor assign individuals to the State for account management and clinical support on a regular and ongoing basis. The State requires that the vendor’s customer service team also be assigned to the State and have the appropriate knowledge of the State’s plans of benefits. It is understood that these individuals may be assigned to other plans.
	
	

	h. Confirm that the clinical/account management personnel will be available as needed during regular business hours and during emergencies, including being available for frequent telephone and on-site consultation with the State.
	
	

	i. Confirm that you provide a live person to answer the customer service phone lines 24 hours per day, seven days per week. An option to speak to a representative as part of an interactive voice response system is acceptable.
	
	

	j. Confirm you will offer the State’s staff online access to information and services via the Internet or through CRT interface.
	
	

	k. Confirm you have the ability to produce temporary ID cards and/or proof of benefits in “real time”.
	
	

	l. Confirm your organization will send recovery letters to members who continue to use their drug card after their termination.
	
	

	m. Confirm you provide member support services for selecting and/or locating network pharmacies.
	
	

	n. Confirm you provide member support services for formulary look-ups.
	
	



	
	Yes
	No, Please Explain:

	[bookmark: _Toc493787685]3.D.3.10 Confirm that no penalties or interest will be charged to the State for late funding/payment.
	
	



3.D.3.11 For the customer/member service center proposed for the State provide the following:
	Location of the call center:
	Response

	a. Days of Operation
	

	b. Hours of Operation
	





3.D.3.12 For the customer/member service center proposed for the State provide the following for CY 2018:
	
	Response

	a. Percent of calls abandoned
	

	b. Percent of calls handled by live representative
	

	c. Number of seconds to reach a live customer service representative
	



	Confirm:
	Yes
	No, Please Explain:

	3.D.3.13 All member service call recordings and notes between the PBM and the State’s members will be the State’s property.
	
	

	3.D.3.14 PBM agrees to document 100% of the State’s member service calls through call recordings and call notes. PBM will forward call recordings, written transcripts, and call notes at the State’s request within two business days of the request being made.
	
	

	3.D.3.15 PBM agrees to provide the State with a dummy login to access the PBM’s member website prior to the go-live date.
	
	

	3.D.3.16 PBM will provide the State with a virtual tour of its CSR system and any custom messaging system. 
	
	

	3.D.3.17 The PBM agrees to, at minimum, quarterly calls to review member service issues. The PBM agrees to allow the State to review member service quality issues to the resolution endpoint.
	
	

	3.D.3.18 The PBM agrees to a minimum of one annual meeting with call center executives to discuss services regarding enrollment and member issues. 
	
	

	3.D.3.19 Can you produce replacement ID cards within 24 hours, if necessary?
	
	

	3.D.3.20 Do you currently perform membership satisfaction surveys? 
	
	



	
	Response

	3.D.3.21 If performed, provide a copy of the latest results of the survey. What percent of members indicated that they were “satisfied or very satisfied” with the overall program?
	

	3.D.3.22 How do you remind members regarding refills and compliance? Indicate methods and frequency of interventions. 
	

	3.D.3.23 How often is the Internet directory updated? 
	

	3.D.3.24 What services are available to members via the Internet? Provide detail regarding current Internet capabilities. 
	

	3.D.3.25 Describe security systems and protocols in place to protect confidential patient records. 
	 

	3.D.3.26 Is the site VIPPS certified and licensed in every state? 
	




3.D.3.27 Indicate if the following resources will be designated (have other clients) or dedicated (have no other clients other than the State). If designated, indicate estimated percentage of time that will be allocated to the State. The contract with the State will specify the vendor is responsible for maintaining the dedicated and/or level of designated client team members indicated in the chart below. 
	
 
	Response
(Dedicated / Designated and Percent)*

	a. Strategic Account Manager
	

	b. Client Services Manager
	

	c. Implementation Manager
	

	d. Pharmacist Clinical and Account Executive
	

	e. Financial Analyst
	

	f. Call Center Service Manager
	

	g. Claims Advocate 
	

	* Dedicated or designated with the majority of time allocated to the State is preferred.


 
3.D.3.28 Please provide the following information regarding the proposed account team:
	
	Name of Team Member
	Location
	Years of PBM Experience
	Number of Assigned Accounts

	a. Strategic Account Manager
	
	
	
	

	b. Client Services Manager
	
	
	
	

	c. Implementation Manager
	
	
	
	

	d. Pharmacist Clinical and Account Executive
	
	
	
	



3.D.3.29 Please provide the PBM’s Book-of-Business Turnover Rate for the following divisions:
	
	CY 2018 (Percent)

	a. Overall Book-of-Business
	

	b. Strategic Account Managers
	

	c. Client Services Managers
	

	d. Implementation Managers
	

	e. Pharmacist Clinical and Account Executives
	





[bookmark: _Toc501100958]Reports, IT and Data Integration
3.D.3.30 Please indicate for each report noted below whether you can provide such a report. If you can provide the requested report, indicate the price or if the cost is included in the basic administrative fee.
	
	Yes/No
	Cost
	Frequency

	a.	Eligibility Report (that shows accuracy of updates and changes)
	
	
	

	b.	Paid Claims Summary (Ingredient cost, days’ supply, dispensing fees, taxes, copay totals by month)
	
	
	

	c.	Detail Claim Listing (Utilization and Ingredient cost by individual claimant, listing the Drug name and dosage, submitted charge, allowable charge, paid)
	
	
	

	d.	Cost Sharing Report (Amounts determined to be ineligible, amounts applied to copays and coinsurance, and amounts adjusted for COB)
	
	
	

	e.	Detailed Utilization Report (# of prescriptions submitted by single source brand, multi-source brand and generic drugs, including average AWP, Ingredient cost per Rx, Dispensing fee, and average days’ supply)
	
	
	

	f.	Top Drug Report (detail of cost and utilization by top drug products)
	
	
	

	g.	High Amount Claimant Report
	
	
	

	h.	Therapeutic Interchange Report (detailing success rates and cost impacts of PBM initiated interchanges)
	
	
	

	i.	Drug Utilization Review activity and Savings Report by type of edit
	
	
	

	j.	Member Compliance and Adherence to Therapy (compliance reports for therapeutic classes such as Diabetes, Hypertension, Hyperlipidemia, Heart Failure and Coronary Artery Disease)
	
	
	

	k.	Formulary Savings and Rebate Report 
	
	
	

	l.	Paid Claims Summary (see b.) (showing total number of claims, eligible charges and claim payments for each category)
	
	
	

	m.	Prior Authorization and Clinical Program Reporting
	
	
	

	n.	Specialty Rx Reporting
	
	
	

	o.	Pharmacy Cost and Utilization Reporting (includes number of patients, scripts, dollar volume)
	
	
	


[bookmark: _Toc493787690]
	
	Yes
	No, Please Explain:

	3.D.3.31 Confirm that you are able to transfer the State’s Rx data to the medical administrator and coordinate with the medical administrator to administer combined medical/Rx deductibles and out of pocket maximums, as applicable, on a daily basis.
	[bookmark: _Toc493787693]
	

	3.D.3.32 Confirm that you will provide to the State timely alerts/information regarding new drugs, changes in drug indications, new or changes in medical/prescribing guidelines, etc., that may result in increased/unexpected costs for the State, and shall provide financial/impact modeling and assist the State with consideration of plan, clinical and other program changes to address/manage the issue, as applicable.
	
	

	3.D.3.33 Do you agree to provide at no cost to the State annual member electronic EOB statements?
	
	



Formulary Management and Rebates
	
	Yes
	No, Please Explain:

	[bookmark: _Toc493787697]3.D.3.34 Confirm that you will pass through 100% of formulary rebates from manufacturers of generic drugs in addition to brand and specialty drugs.
	
	

	[bookmark: _Toc493787698]3.D.3.35 Confirm that you indicated, in the financial section of this RFP, if you require a formulary management fee and the amount or percentage proposed. Other than these fees, confirm that you guarantee that 100% of all rebates collected will be passed through to the State.
	
	

	[bookmark: _Toc493787699]3.D.3.36 Confirm that you guarantee that any formulary switches which are not economically advantageous to the State on an ingredient cost basis will be reported and reimbursed to the State on a dollar-for-dollar basis using the least expensive, therapeutically equivalent alternative drug as the basis for reimbursement.
	
	

	3.D.3.37 Confirm a member is able to obtain an excluded prescription through a Prior Authorization without impact to the guaranteed rebates.
	
	

	3.D.3.38 If requested by the State, the PBM agrees to grandfather the current formulary (preferred) list and respective copayments for up to 90 days following the contract effective date with no impact on the minimum rebate guarantees.
	
	



	
	Response

	3.D.3.39 Provide the name of the Formulary you are proposing to the State. If applicable, provide the number of drug exclusions as well as a list of the excluded drugs and the therapeutic alternatives.
	

	3.D.3.40 Provide the name of the Specialty Formulary you are proposing to the State. If applicable, provide the number of drug exclusions as well as a list of the excluded drugs and the therapeutic alternatives.
	

	3.D.3.41 Does the PBM use an external organization for rebate aggregation? If so, which one?
	

	3.D.3.42 Are any P&T committee members employed by or under contract with any drug manufacturers?
	

	3.D.3.43 Are any P&T members directly employed by your organization?
	

	3.D.3.44 Do you have a Formulary Grievance Process in place to address member concerns regarding formulary alternatives? If yes, explain this process in detail.
	

	3.D.3.45 Are any generic drugs considered “non-preferred” on your proposed formulary (i.e., subject to the “non-preferred” copay)? If yes, please describe in detail and provide examples. If no, then your response to question 3.D.3.49 should be 100% for generics at both retail and mail.
	



3.D.3.46 For the State’s attached top Retail 30 brand prescriptions by cost during November 2017 through October 2018 (Appendix J), please indicate whether each brand drug will be considered “preferred”, “non-preferred”, or “excluded.” Please make sure that you answer "preferred" for only those situations where the exact drug listed is considered “preferred.” For example, if Flonase is listed and is not considered “preferred” on your proposed formulary, then you should answer "preferred" or “excluded”, even though the generic equivalent may be considered “preferred” (i.e., you should only answer "preferred" if the brand Flonase is considered “preferred”).

3.D.3.47 For the State’s attached top Retail 90 brand prescriptions by cost dispensed at retail during November 2017 through October 2018 (Appendix J), please indicate whether each brand drug will be considered “preferred”, “non-preferred”, or “excluded.” Please make sure that you answer "preferred" for only those situations where the exact drug listed is considered “preferred.” For example, if Flonase is listed and is not considered “preferred” on your proposed formulary, then you should answer "preferred" or “excluded”, even though the generic equivalent may be considered “preferred” (i.e., you should only answer "preferred" if the brand Flonase is considered “preferred”).

3.D.3.48 For the State’s attached top Mail brand prescriptions by cost during November 2017 through October 2018 (Appendix J), please indicate whether each brand drug will be considered “preferred”, “non-preferred”, or “excluded.” Please make sure that you answer "preferred" for only those situations where the exact drug listed is considered “preferred.” For example, if Flonase is listed and is not considered “preferred” on your proposed formulary, then you should answer "preferred" or “excluded”, even though the generic equivalent may be considered “preferred” (i.e., you should only answer "preferred" if the brand Flonase is considered “preferred”).

3.D.3.49 Based on the State’s attached detailed claim-by-claim prescription drug data during November 2017 through October 2018 (Appendix I), please indicate what percent of retail 30, what percent of retail 90, what percent of mail, and what percent of specialty generic and brand prescriptions are currently considered “preferred” on your proposed formulary (the percentages in a row or column should not add to 100%):
	State Utilized Drugs
	Retail ≤ 30 days
(Percent)
	Retail >30 days
 (Percent)
	Mail Order
 (Percent)
	Specialty
(Percent)

	a. Preferred Generics as a Percent of all State-Utilized Generics:
	%
	%
	%
	%

	b. Preferred Brands as a Percent of all State-Utilized Brands:
	%
	%
	%
	%



3.D.3.50 Based on the State’s attached detailed claim-by-claim prescription drug data November 2017 through October 2018 (Appendix I), please complete the following table based on the State's applicable drugs in each channel that are excluded from your proposed formulary :
	State Utilized Drugs Excluded from Proposed Formulary
	Retail
≤ 30 days
	Retail
>30 days
	Mail Order
	Specialty

	a. Number of Excluded Prescriptions
	
	
	
	

	b. Number of Patients with Excluded Prescriptions
	
	
	
	



Drug Utilization Review
	
	Yes
	No, Please Explain:

	3.D.3.51 Confirm that reported savings from drug utilization review will be based on a State-specific claim-by-claim analysis.
	
	



3.D.3.52 It is expected that all pharmacies will have real-time online edits. If this is not the case, indicate the deviation. For the following section, please indicate in your response if there are discrepancies between the retail pharmacy network and mail order capabilities.
	
	Real Time Edit Criterion
(Yes/No)
	[bookmark: _Toc493787720]% of Pharmacies that Satisfy Criterion
(Percent)
	[bookmark: _Toc493787721]% of Pharmacies with real time, Online edits
(Percent)
	[bookmark: _Toc493787722]Percent of Total Rxs Denied
(In CY 2018)
(Percent)

	a. [bookmark: _Toc493787723]Eligible Employee/ Dependent
	
	
	
	

	b. [bookmark: _Toc493787724]Eligible Drug
	
	
	
	

	c. [bookmark: _Toc493787725]Contract Price of Drug
	
	
	
	

	d. [bookmark: _Toc493787726]Drug Interactions
	
	
	
	

	e. [bookmark: _Toc493787727]Duplicate Prescription
	
	
	
	

	f. [bookmark: _Toc493787728]Refill too Soon
	
	
	
	

	g. [bookmark: _Toc493787729]Proper Dosage
	
	
	
	

	h. [bookmark: _Toc493787730]Proper Days’ Supply
	
	
	
	

	i. [bookmark: _Toc493787731]Generic Availability
	
	
	
	

	j. [bookmark: _Toc493787732]Patient Copayments
	
	
	
	

	k. [bookmark: _Toc493787733]Other (List)
	
	
	
	



3.D.3.53 Provide most recent quarterly book of business savings for the following programs:
	 
	Response

	a. Concurrent DUR _______% of Total Ingredient Costs
	%

	b. Retrospective DUR _______% of Total Ingredient Costs
	%

	c. Prior Authorization _______% of Total Ingredient Costs
	%



	 
	Response

	[bookmark: _Toc493787740]3.D.3.54 What criteria and methodologies are used to identify and monitor high cost claimants?
	

	3.D.3.55 How do you guard against the filling of separate prescriptions for the same or similar drugs at different pharmacies on the same day? Within five days after the initial fill?
	

	3.D.3.56 Will you reimburse the State for any amounts paid for any day supply dispensed for each claimant beyond the indicated amount? [During instances of lost or stolen Rxs, the State and patient will be responsible for their respective cost shares.]
	

	3.D.3.57 Do you have edits or programs in place designed to detect and address potential drug fraud and/or abuse?
	 

	3.D.3.58 If yes, explain and include a listing of the specific drugs targeted by this program.
	

	3.D.3.59 If yes, please describe the plan sponsor and enrollee outreach after fraud or abuse is identified.
	

	3.D.3.60 If yes, please detail the controls put into place after fraud or abuse is identified.
	

	3.D.3.61 Are there charges associated with your organization's fraud and/or abuse programs or edits?
	


3.D.3.62 Identify which of the following edits are performed at the point-of-sale:
	 
	Performed at the Point of Sale
(Yes or No)

	a. Ineligible participant
	

	b. Pre-existing condition
	

	c. COB
	

	d. Benefit maximums for certain drug types
	

	e. Drug is inappropriate for the patient due to age
	

	f. Drug is inappropriate for the patient due to gender
	

	g. Quantity versus Time
	

	h. Allergy
	

	i. Incorrect AWP or formula price
	

	j. UCR input
	

	k. Duplicate Prescription
	

	l. Refill too soon
	

	m. Incorrect dosage
	

	n. Prescription splitting
	

	o. Drug interactions
	

	p. Over utilization
	

	q. Under utilization
	

	r. Aggregate Benefit Maximums
	

	s. Possible Narcotic Abuse
	

	t. Other POS Edits (provide list)
	


Network Management and Quality Assessment
	
	Yes
	No, Please Explain:

	3.D.3.63 Confirm that safeguards exist for preventing one group's experience from being charged to another.
	
	

	3.D.3.64 Confirm that you guarantee that the State will be charged the generic price and the member charged the generic copay if a generic is out of stock.
	
	

	3.D.3.65 Confirm that the State has the ability to pend payments to pharmacies currently identified by the State and reported to PBM as engaging in suspicious dispensing practices.
	
	

	3.D.3.66 Confirm that you will set a maximum reimbursement dollar limit on all compounded claims and notify the State when the limit is exceeded.
	
	

	3.D.3.67 Confirm that the State will receive a 90‑day notice, when possible, of any event or negotiation that may cause a disruption in the retail pharmacy network access.
	
	



Mail Order
	
	Yes
	No, Please Explain:

	3.D.3.68 Confirm that you will set the threshold for the uncollected member cost share at mail at $250.
	
	

	3.D.3.69 Confirm that you will be responsible for collection of member cost share and will be at risk for uncollected monies.
	
	



[bookmark: _Toc493787766]3.D.3.70 Complete the following for your proposed mail order facility for the State:
	 
	Response

	[bookmark: _Toc493787767][bookmark: _Toc502837686][bookmark: _Toc502923064][bookmark: _Toc503007623][bookmark: _Toc503010601]a. Mail-order facility location
	

	[bookmark: _Toc493787768][bookmark: _Toc502837687][bookmark: _Toc502923065][bookmark: _Toc503007624][bookmark: _Toc503010602]b. Days of Operation
	

	[bookmark: _Toc493787769][bookmark: _Toc502837688][bookmark: _Toc502923066][bookmark: _Toc503007625][bookmark: _Toc503010603]c. Hours of Operation
	



[bookmark: _Toc493787770]3.D.3.71 Complete the following for your proposed mail order facility for the State for CY 2018:
	 
	Response

	[bookmark: _Toc493787771][bookmark: _Toc502837689][bookmark: _Toc502923067][bookmark: _Toc503007626][bookmark: _Toc503010604]a. Total Scripts Filled
	

	[bookmark: _Toc493787772][bookmark: _Toc502837690][bookmark: _Toc502923068][bookmark: _Toc503007627][bookmark: _Toc503010605]b. Utilization as Percent of Capacity
	

	[bookmark: _Toc493787773][bookmark: _Toc502837691][bookmark: _Toc502923069][bookmark: _Toc503007628][bookmark: _Toc503010606]c. Average Turnaround with No Intervention Required
	

	[bookmark: _Toc493787774][bookmark: _Toc502837692][bookmark: _Toc502923070][bookmark: _Toc503007629][bookmark: _Toc503010607]d. Average Turnaround Intervention Required
	



[bookmark: _Toc493787775]3.D.3.72 Complete the following for your proposed mail order facility for the State:
	 
	Response

	[bookmark: _Toc493787776][bookmark: _Toc502837693][bookmark: _Toc502923071][bookmark: _Toc503007630][bookmark: _Toc503010608]a. Number of full-time Clinicians/Pharmacists on staff at facility
	

	[bookmark: _Toc493787777][bookmark: _Toc502837694][bookmark: _Toc502923072][bookmark: _Toc503007631][bookmark: _Toc503010609]b. Number of part-time Clinicians/Pharmacists on staff at facility
	

	[bookmark: _Toc493787778][bookmark: _Toc502837695][bookmark: _Toc502923073][bookmark: _Toc503007632][bookmark: _Toc503010610]c. Number of Registered Pharmacists
	

	[bookmark: _Toc493787779][bookmark: _Toc502837696][bookmark: _Toc502923074][bookmark: _Toc503007633][bookmark: _Toc503010611]d. Number of Pharmacy Technicians
	

	[bookmark: _Toc493787780][bookmark: _Toc502837697][bookmark: _Toc502923075][bookmark: _Toc503007634][bookmark: _Toc503010612]e. Number of Other clinical staff (specify)
	

	[bookmark: _Toc493787781][bookmark: _Toc502837698][bookmark: _Toc502923076][bookmark: _Toc503007635][bookmark: _Toc503010613]f. Which organizations are used for delivery services?
	



	 
	Response

	3.D.3.73 Does your mail order facility have auto refill?
	

	3.D.3.74 If so, confirm members will have the ability to turn auto refill ON and OFF via the website and via phone.
	



Specialty Pharmacy Program
	
	Yes
	No, Please Explain:

	[bookmark: _Toc493787817]3.D.3.75 Confirm that members will not incur any additional costs for the delivery of specialty drugs.
	
	

	[bookmark: _Toc493787823]3.D.3.76 Can your organization administer a separate plan design for specialty drugs (e.g., fourth copay tier), as requested?
	
	

	3.D.3.77 PBM agrees to notify the State and its members at least 60 days prior to the addition of a drug to the specialty drug list and at least 90 days prior to a deletion of a drug from the specialty drug list.
	
	 

	3.D.3.78 The State reserves the right to approve any addition to the specialty drug list.
	
	



Network Disruption
	
	Yes
	No, Please Explain:

	3.D.3.79 Confirm that your proposal is based on your broadest network.
	
	



3.D.3.80 What is the current number of retail pharmacies in your network?
	 
	Response

	a. Rhode Island
	

	b. National
	



	 
	Response

	3.D.3.81 List any pharmacy chain with over 50 stores that are excluded from your quoted network.
	





3.D.3.82 Based on all the State’s retail prescriptions during November 1, 2017 through October 31, 2018 (Appendix I), please prepare a “disruption” analysis and complete the following table. As indicated, provide the requested information for all pharmacies located within the State of Rhode Island and all pharmacies located outside of Rhode Island. (Your analysis is to exclude all pharmacies and prescriptions with a Mail Order indicator.)
	Retail Pharmacies
	Located in the State of RI
	NOT in the State of RI
	All Retail Pharmacies

	a. Total retail pharmacies in claims data:
	
	
	

	b. Total retail pharmacies in your network:
	
	
	

	c. Total retail prescriptions in claims data:
	
	
	

	d. Total retail prescriptions in your network:
	
	
	


References
3.D.3.83 Provide the name of your five (5) largest public sector (states, municipalities, etc.) clients for which you provide comparable services as requested in this RFP. For these five clients, provide:
	
	Client Name
	Contact Name
	Phone Number
	E-Mail
	Number of Members
	Contract Start Date

	1
	
	
	
	
	
	

	2
	
	
	
	
	
	

	3
	
	
	
	
	
	

	4
	
	
	
	
	
	

	5
	
	
	
	
	
	


3.D.3.84 Provide the name of a client that recently terminated services with your organization not due to a merger or acquisition. For this former client, provide:
	
	Client Name
	Contact Name
	Phone Number
	E-Mail
	Number of Members
	Contract Start Date

	1
	
	
	
	
	
	


Allowances
3.D.3.85 Please complete the following table:
	Allowance
	Description
	Response

	Implementation
	Place the $ (dollar) Per Member amount or the flat dollar ($) amount you are offering the State.
	

	Pre-Implementation Audit
	Place the flat dollar ($) amount you are offering the State to be used to conduct a pre-implementation audit.
	

	Audit
 
	Place the dollar ($) Per Member amount or the flat dollar ($) amount you are offering the State to be used annually to verify the State is receiving discounted costs and major services as contracted, as well as 100% of rebates.
	

	General Pharmacy Program Management
	Place the $ (dollar) Per Member amount or the flat dollar ($) amount you are offering the Plan for general expenses related to the management of the pharmacy benefits program such as pharmacy claim and rebate audits, communication expenses, clinical programs, consulting fees or be used as a credit against claim invoices.
	



This signed Technical Proposal form should be included as an attachment in order to be considered in the vendor evaluation process.

Accepted this _____ day of ________, 2019
Officer:							
Signature:						
Title:							
Firm:							
Phone:							
Email:							
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