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Appendix H.1 – Excel File “Appendix H.1 - Cost Proposal Exhibits.xlsx”
Complete the exhibit included in the Excel file tabs and respond to the questions below.
The electronic copy of your proposal should be provided in MS Excel and MS Word formats (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.
Administrative Fee – Medical (complete spreadsheet in Excel file)
Administrative Fee – Wellness (complete spreadsheet in Excel file)
Claims Repricing (complete spreadsheet in Excel file and respond to questions below)
1. Provide an explanation detailing how you repriced the claims, noting any and all adjustments and methodologies.
2. Provide a reconciliation that ties your claims repricing back to the total charged amount provided.
3. Confirm claims have been separated into the following three buckets provided in the “Claims Repricing” tab in Appendix H.1. It is not acceptable to combine in-network and out-of-network claims in the same bucket regardless of how your out-of-network pricing schedules are determined.
· In-Network = Claims that are from providers in the bidder’s network or in the bidder’s partner network.
· Out-of-Network = Claims that are from providers not in the bidder’s network or not in a bidder’s partner network.
· Claims Not Able to be Repriced = Claims that a bidder is not able to reprice due to incomplete data in the claim record or the provider is not identifiable. There should be a limited amount of claims in this section.
4. Confirm your repricing is based on your current network provider contractual fee arrangements. “Current” is defined as the discounts the State would achieve through your network as of January 1, 2019. The repriced amounts should reflect what you would have paid a provider if the claim was incurred on January 1, 2019.
5. Confirm your repricing is based on actual data and does not include any assumptions regarding projected discounts or assumed increases in billed charges.
6. Confirm that you have provided an explanation summarizing how you repriced claims, noting any and all adjustments and methodologies.
7. Confirm you have not omitted any adjustments or methodologies from your explanation on how you repriced the claims.
8. Confirm that you have provided the claims reconciliation for all charges provided in the claims file.  


Physician Discount (complete spreadsheet in Excel file and respond to questions below)
1. Indicate non-network equivalent Reasonable & Customary Percentile used for non-network reimbursement.
2. Indicate source of non-network Reasonable & Customary Allowances (Ingenix, Medicare, ADP, Other).
Hospital Discount (complete spreadsheet in Excel file)
Future Discount (complete spreadsheet in Excel file)
Indicate the expected improvement on provider reimbursement arrangements from the claims repricing analysis (as of January 1, 2019) by completing the spreadsheet. Express this improvement as the estimated increase in the effective discount from January 1, 2019 to January 1, 2020. Express estimated improvements as the absolute increase in percent discount off of vendor billed charges (i.e., an improvement from 40% to 42% is a 2% absolute improvement in effective provider discounts).
Bidders should consider the following when providing their expected improvement in contracted discounts:
· As previously indicated, discount improvements will only be reflected to the extent the bidder is willing to provide shortfall guarantees on a dollar-for-dollar basis. Discount improvements without guarantees or with guarantees not on a dollar-for-dollar basis will not be reflected in the analysis.
· Penalties on discounts guarantees will be done on a dollar-for-dollar basis for any shortfall without a “risk-free corridor”, up to the total amount at risk for calendar year 2020.  
· Large claims of any level should not be removed from the measurement to account for provider contracts with different levels of pricing for large claims.     
· The State’s expectation is that the following methodology will be used to calculate the average discount for the purposes of the dollar-for-dollar discount guarantee in each of the three contract years. Deviations from this methodology that diminish the value of the guarantee may result in no credit.   
Network Discount Guarantee Methodology – for ALL In-Network Claims
· Large claims over $250,000 can be removed from the measurement. While bidders are requested to include all claims regardless of amount in their claims repricing and contracted future discounts, removing large claims over $250,000 will be permitted in the discount guarantee calculation to offset the risk of unforeseen large claims.
· Covered Billed Charges = Total of all facility and professional provider submitted charges minus non-covered charges, ineligible amounts, COB (Coordination of Benefits) and Medicare savings
· Network Savings = Covered Billed Charges minus Cost of Benefits (prior to plan design)
· Achieved Discount % Savings = Network Savings divided by Covered Billed Charges


Appendix H.2 – Claims Trend Guarantee

	
	CY 2020
(over CY 2019)
	CY 2021
(over CY 2020)
	CY 2022
(over CY 2021)

	Guaranteed Trend (%)
	___%
	___%
	___%

	Amount at Risk for not meeting Trend Guarantee
	___% of your administrative fee
	___% of your administrative fee
	___% of your administrative fee


Bidder should provide an explanation of the basis for their proposed trend guarantee, including if they are willing to tie their trend guarantee to an index (e.g., CPI-Urban less food and energy plus X%) which is preferred by the State.
Appendix H.3 – Capitation and Other Risk Sharing Arrangements
1. Are any of the benefits or services you offer reimbursed through a capitated arrangement? If yes, please list all services that are capitated.
2. For any of the capitated services listed in the prior question, does the State have the option of paying for these services on a fee-for-service basis as opposed to a capitated basis?
3. Confirm that the State will have access to reports which will show the actual fee-for-service claims experience and utilization for any benefits or services that are under a capitated arrangement?
4. Provide information on any other risk sharing arrangements (e.g., ACO), including but not limited to:
· the specifics of the arrangements,
· monthly assessments,
· settlements or anticipated settlements,
· trend, and 
· whether they include upside and downside provider risks.
5. Provide examples of success stories for such other risk sharing arrangements.
Appendix H.4 – Financial Questions
1. The State requires that the following reports be included at no additional cost. All reports should be State-specific and automatically sent electronically to the State at the frequency noted below. Through the implementation process with the selected vendor the State will identify the desired group structure. The State will have approximately 75 distinct groups of employees/retirees.


If you respond 'No' to any of the reporting requirements, please explain why.

	Report
	Yes / No

	a. Monthly paid claims by population, product, and group number
	

	b. Monthly enrollment (including all dependent information) by product, population, and group number
	

	c. Monthly large claims (greater than $100,000) notification (de-identified)
	

	d. Monthly Paid/Incurred claims triangle
	

	e. Semi-annual reporting of large loss claim payments by diagnosis
	

	f. Semi-annual claims by provider type
	

	g. Semi-annual utilization reports (broken out by inpatient, outpatient, hospital, and physician by diagnosis and cost) by population, product, and group number
	

	h. Semi-annual claims by provider type
	

	i. Semi-annual utilization reports (broken out by inpatient, outpatient, hospital, and physician by diagnosis and cost) by population, product, and group number
	

	j. Semi-annual Major Diagnostic Category (MDC) utilization analysis
	

	k. Semi-annual network utilization
	

	l. Semi-annual high frequency out-of-network providers
	

	m. Semi-annual COB report
	

	n. Monthly subrogation/third party liability report
	

	o. Monthly full detailed medical claim file for data analytics
	

	p. Weekly reporting for the purpose of tracking combined medical and prescription drug plan provisions (e.g., deductibles and out-of-pocket maximums)
	

	q. Semi-Annual Disease Management outreach, engagement and outcomes; case management and clinical program participation; gaps in care, inflation trend, potential ROI (the reports should include comparisons of current and prior experience periods)
	

	r. Reporting necessary to support the State’s Rewards for Wellness Program Calendar, including tracking of engagement and participation in wellness activities
	

	s. In the event an annual year-end reconciliation is needed, are you willing to work with the State to produce a mutually agreed upon format?
	

	t. Ad-hoc utilization reports
	





2. City and Town Utilization of State Contract
The state has a preference to allow cities and towns within the state to obtain medical plan administration services at the same administrative fees offered to the State. Please state whether your plan, if awarded the State business, will be willing to offer contracts to cities and towns within the State at the same administration fees that are offered to the State. Each city or town would have its own separate contract and banking arrangements.
· Yes
· No
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