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INSTRUCTIONS TO OFFERORS
It is the responsibility of each offeror to:
Follow the format required in the RFP when preparing your response. Provide responses in a clear and concise manner.
Provide complete answers/descriptions. Read and answer all questions and requirements. Proposals are evaluated based solely on the information and materials provided in your written response, interview/demonstration, and clarification questions (if requested).
Use any forms provided, e.g., cover page, budget form, certification forms, etc.
Submit your response on time. Note all the dates and times listed in the Schedule of Events and within the document. Late proposals are never accepted.
The following items MUST be included in the response.
Failure to include ANY of these items may result in a nonresponsive determination.
	Signed Cover Sheet
	Signed Addenda (if appropriate) in accordance with Section 1.4.3
	Correctly executed State of Montana "Affidavit for Trade Secret Confidentiality" form, if claiming information to be confidential or proprietary in accordance with Section 2.3.1.
	In addition to a detailed response to all requirements within Sections 3.3, 3.4, 3.5, 3.6, 3.7, 4.2, 5.1, and 5.2, offeror must acknowledge that it has read, understands, and will comply with each section/subsection listed below by initialing the line to the left of each. If offeror cannot meet a particular requirement, provide a detailed explanation next to that requirement.

		Section 1, Introduction and Instructions
		Section 2, RFP Standard Information
		Section 3.1, MUS Employee Benefit Plan Administration-Background
		Section 3.2, Services Sought and Requirements
		Section 4.1, State's Right to Investigate and Reject
____		Section 6, Evaluation Process
		Appendix A, Standard Terms and Conditions
		Appendix B, Contract




SCHEDULE OF EVENTS

EVENT	DATE

RFP Issue Date	December 27, 2013

Deadline for Receipt of Written Questions	January 15, 2014

Deadline for Posting Written Responses to State's Website	January 24, 2014

RFP Response due Date 	February 10, 2014

Intended Date for Contract Award	March 10, 2014*

*The dates above identified by an asterisk are included for planning purposes. These dates are subject to change.


SECTION 1:  INTRODUCTION AND INSTRUCTIONS

1.1	INTRODUCTION

The STATE OF MONTANA, Commissioner of Higher Education, Montana University System Employee Benefits (hereinafter referred to as “State” or “MUS”) is seeking up to four contractors to provide third party administrator (TPA) services for claims administration and utilization review for the Montana University System’s (MUS) health benefits plan, third party administrator (TPA) services for dental administration, and  a vision hardware contractor which could be included with the medical contract or as a stand-alone vision hardware contract. Offerors may submit proposals for one or more of these services.  A more complete description of the services to be provided is found in Section 3. 

1.2	CONTRACT PERIOD

The contract period is three years, beginning July 1, 2014, and ending June 30, 2017 inclusive. The transition implementation phase for services will begin on or about March 10, 2014 with actual services (TPA) to begin on July 1, 2014. The parties may mutually agree to a renewal of this contract in one-year intervals, or any interval that is advantageous to the State. This contract, including any renewals, may not exceed a total of seven years, at the State's option. The State has the right to terminate the contract if it does not make sense to continue to offer these services or for the State’s convenience.

1.3	SINGLE POINT OF CONTACT

From the date this Request for Proposal (RFP) is issued until an offeror is selected and announced by the procurement officer, offerors shall not communicate with any state staff regarding this procurement, except at the direction of Penny Moon, the procurement officer in charge of the solicitation. Any unauthorized contact may disqualify the offeror from further consideration. Contact information for the single point of contact is:
Procurement Officer: Penny Moon
Telephone Number: (406) 444-3313
Fax Number: (406) 444-2529
[bookmark: _GoBack]E-mail Address: pmoon@mt.gov 

1.4	REQUIRED REVIEW

1.4.1 Review RFP.  Offerors shall carefully review the entire RFP. Offerors shall promptly notify the procurement officer identified above via e-mail or in writing of any ambiguity, inconsistency, unduly restrictive specifications, or error that they discover. In this notice, the offeror shall include any terms or requirements within the RFP that preclude the offeror from responding or add unnecessary cost. Offerors shall provide an explanation with suggested modifications. The notice must be received by the deadline for receipt of inquiries set forth in Section 1.4.2. The State will determine any changes to the RFP. 

1.4.2 Form of Questions.  Offerors having questions or requiring clarification or interpretation of any section within this RFP must address these issues via e-mail or in writing to the procurement officer referenced above on or before January 15, 2014. Offerors are to submit questions using the Vendor RFP Question and Answer Form available on the OneStop Vendor Information website at: http://svc.mt.gov/gsd/OneStop/GSDDocuments.aspx or by calling (406) 444-2575. Clear reference to the section, page, and item in question must be included in the form. Questions received after the deadline may not be considered.

1.4.3 State's Response.  The State will provide a written response by January 24, 2014 to all questions received by January 15, 2014. The State's response will be by written addendum and will be posted on the State's website with the RFP at http://svc.mt.gov/gsd/OneStop/SolicitationDefault.aspx by the close of business on the date listed. Any other form of interpretation, correction, or change to this RFP will not be binding upon the State. Offerors shall sign and return with their RFP response an Acknowledgment of Addendum for any addendum issued. 

1.5	GENERAL REQUIREMENTS

1.5.1 Acceptance of Standard Terms and Conditions/Contract.  By submitting a response to this RFP, offeror accepts the standard terms and conditions and contract set out in Appendices A and B, respectively. Much of the language included in the standard terms and conditions and contract reflects the requirements of Montana law.

Offerors requesting additions or exceptions to the standard terms and conditions, or to the contract terms, shall submit them to the procurement officer listed above by the date specified in Section 1.4.2. A request must be accompanied by an explanation why the exception is being sought and what specific effect it will have on the offeror's ability to respond to the RFP or perform the contract. The State reserves the right to address nonmaterial requests for exceptions to the standard terms and conditions and contract language with the highest scoring offeror(s) during contract negotiation. 

The State shall identify any revisions to the standard terms and conditions and contract language in a written addendum issued for this RFP. The addendum will apply to all offerors submitting a response to this RFP. The State will determine any changes to the standard terms and conditions and/or contract. 

1.5.2 Resulting Contract. This RFP and any addenda, the offeror's RFP response, including any amendments, a best and final offer (if any), and any clarification question responses shall be incorporated by reference in any resulting contract.

1.5.3 Understanding of Specifications and Requirements.  By submitting a response to this RFP, offeror acknowledges it understands and shall comply with the RFP specifications and requirements.

1.5.4	Offeror's Signature.  Offeror's proposal must be signed in ink by an individual authorized to legally bind the offeror. The offeror's signature guarantees that the offer has been established without collusion. Offeror shall provide proof of authority of the person signing the RFP upon State's request.

1.5.5 Offer in Effect for 120 Calendar Days.  Offeror agrees that it may not modify, withdraw, or cancel its proposal for a 120-day period following the RFP due date or receipt of best and final offer, if required.

1.6	SUBMITTING A PROPOSAL

1.6.1 Organization of Proposal.  Offerors must organize their proposal into sections that follow the format of this RFP. Offerors can bid on one or more of the services requested in this RFP.  Proposals should be bound, and must include tabbed dividers separating each section.  Proposal pages must be consecutively numbered.

All subsections not listed in the "Instructions to Offerors" on page 3 require a response. Restate the section/subsection number and the text immediately prior to your written response.

Unless specifically requested in the RFP, an offeror making the statement "Refer to our literature…" or "Please see www…….com" may be deemed nonresponsive or receive point deductions. If making reference to materials located in another section of the proposal, specific page numbers and sections must be noted. The evaluator/evaluation committee is not required to search through the proposal or literature to find a response.

The State encourages offerors to use materials (e.g., paper, dividers, binders, brochures, etc.) that contain post-consumer recycled content. Offerors are encouraged to print/copy on both sides of each page.

1.6.2 Failure to Comply with Instructions.  Offerors failing to comply with these instructions may be subject to point deductions. Further, the State may deem a proposal nonresponsive or disqualify it from further consideration if it does not follow the response format, is difficult to read or understand, or is missing requested information.

1.6.3 Multiple Proposals.  Offerors may, at their option, submit multiple proposals. Each proposal shall be evaluated separately.

1.6.4 Cost Proposal.  Offerors must use the RFP Price Sheets found in Section 5.  This rate structure will serve as the primary representation of offeror's cost/price. Offeror should include additional information as necessary to explain the offeror's cost/price. 

1.6.5 Copies Required and Deadline for Receipt of Proposals.  Offerors must submit one original proposal and 11 copies to the State Procurement Bureau. In addition, offerors must submit two electronic copies on compact disc (CD) or universal serial bus (USB) flash drive in Microsoft Word or portable document format (PDF). If any confidential materials are included in accordance with the requirements of Section 2.3.2, they must be submitted on a separate CD or USB flash drive.

EACH PROPOSAL MUST BE SEALED AND LABELED ON THE OUTSIDE OF THE PACKAGE clearly indicating it is in response to RFP14-2875P. Proposals must be received at the reception desk of the State Procurement Bureau prior to 2:00 p.m., Mountain Time, February 10, 2014.  Offeror is solely responsible for assuring delivery to the reception desk by the designated time.

1.6.6 Facsimile Responses.  A facsimile response to an RFP will ONLY be accepted on an exception basis with prior approval of the procurement officer and only if it is received in its entirety by the specified deadline. Responses to RFPs received after the deadline will not be considered.

1.6.7 Late Proposals.  Regardless of cause, the State shall not accept late proposals. Such proposals will automatically be disqualified from consideration. Offeror may request the State return the proposal at offeror's expense or the State will dispose of the proposal if requested by the offeror.  (See Administrative Rules of Montana (ARM) 2.5.509.)

1.7	COSTS/OWNERSHIP OF MATERIALS

1.7.1 State Not Responsible for Preparation Costs.  Offeror is solely responsible for all costs it incurs prior to contract execution.

1.7.2 Ownership of Timely Submitted Materials.  The State shall own all materials submitted in response to this RFP.


SECTION 2:  RFP STANDARD INFORMATION

2.1	AUTHORITY

The RFP is issued under 18-4-304, Montana Code Annotated (MCA) and ARM 2.5.602. The RFP process is a procurement option allowing the award to be based on stated evaluation criteria. The RFP states the relative importance of all evaluation criteria. The State shall use only the evaluation criteria outlined in this RFP.

2.2	OFFEROR COMPETITION

The State encourages free and open competition to obtain quality, cost-effective services and supplies. The State designs specifications, proposal requests, and conditions to accomplish this objective.

2.3	RECEIPT OF PROPOSALS AND PUBLIC INSPECTION

2.3.1 Public Information.  Subject to exceptions provided by Montana law, all information received in response to this RFP, including copyrighted material, is public information. Proposals will be made available for public viewing and copying shortly after the proposal due date and time. The exceptions to this requirement are:  (1) bona fide trade secrets meeting the requirements of the Uniform Trade Secrets Act, Title 30, chapter 14, part 4, MCA, that have been properly marked, separated, and documented; (2) matters involving individual safety as determined by the State; and (3) other constitutional protections. See 18-4-304, MCA. The State provides a copier for interested parties' use at $0.10 per page. The interested party is responsible for the cost of copies and to provide personnel to do the copying. 

2.3.2 Procurement Officer Review of Proposals.  Upon opening the proposals in response to this RFP, the procurement officer will review the proposals for information that meets the exceptions in Section 2.3.1, providing the following conditions have been met:

●	Confidential information (including any provided in electronic media) is clearly marked and separated from the rest of the proposal.
●	The proposal does not contain confidential material in the cost or price section.
●	An affidavit from the offeror's legal counsel attesting to and explaining the validity of the trade secret claim as set out in Title 30, chapter 14, part 4, MCA, is attached to each proposal containing trade secrets. Counsel must use the State of Montana "Affidavit for Trade Secret Confidentiality" form in requesting the trade secret claim. This affidavit form is available on the OneStop Vendor Information website at:  http://svc.mt.gov/gsd/OneStop/GSDDocuments.aspx or by calling (406) 444-2575.

Information separated out under this process will be available for review only by the procurement officer, the evaluator/evaluation committee members, and limited other designees. Offerors shall pay all of its legal costs and related fees and expenses associated with defending a claim for confidentiality should another party submit a "right to know" (open records) request.

2.4	CLASSIFICATION AND EVALUATION OF PROPOSALS

2.4.1 Initial Classification of Proposals as Responsive or Nonresponsive.  The State shall initially classify all proposals as either "responsive" or "nonresponsive" (ARM 2.5.602). The State may deem a proposal nonresponsive if:  (1) any of the required information is not provided; (2) the submitted price is found to be excessive or inadequate as measured by the RFP criteria; or (3) the proposal does not meet RFP requirements and specifications. The State may find any proposal to be nonresponsive at any time during the procurement process. If the State deems a proposal nonresponsive, it will not be considered further.

2.4.2 Determination of Responsibility.  The procurement officer will determine whether an offeror has met the standards of responsibility consistent with ARM 2.5.407. An offeror may be determined nonresponsible at any time during the procurement process if information surfaces that supports a nonresponsible determination. If an offeror is found nonresponsible, the procurement officer will notify the offeror by mail. The determination will be included within the procurement file.

2.4.3 Evaluation of Proposals.  An evaluator/evaluation committee will evaluate all responsive proposals based on stated criteria and recommend an award to the highest scoring offeror(s). The evaluator/evaluation committee may initiate discussion, negotiation, or a best and final offer. In scoring against stated criteria, the evaluator/evaluation committee may consider such factors as accepted industry standards and a comparative evaluation of other proposals in terms of differing price and quality. These scores will be used to determine the most advantageous offering to the State. If an evaluation committee meets to deliberate and evaluate the proposals, the public may attend and observe the evaluation committee deliberations.

2.4.4 Completeness of Proposals.  Selection and award will be based on the offeror's proposal and other items outlined in this RFP. Proposals may not include references to information such as Internet websites, unless specifically requested. Information or materials presented by offerors outside the formal response or subsequent discussion, negotiation, or best and final offer, if requested, will not be considered, will have no bearing on any award, and may result in the offeror being disqualified from further consideration.

2.4.5 Achieve Minimum Score.  Any proposal that fails to achieve 60% of the total available points for Sections 3.3, 3.4 (if proposing medical), 3.5 (if proposing dental), 3.6 (if proposing vision hardware), 3.7, 4.2.1, 4.2.2, and 4.2.3 will be eliminated from further consideration. A "fail" for any individual evaluation criteria may result in proposal disqualification at the discretion of the procurement officer.

2.4.6 Opportunity for Discussion/Negotiation and/or Oral Presentation/Product Demonstration.  After receipt of proposals and prior to the recommendation of award, the procurement officer may initiate discussions with one or more offerors should clarification or negotiation is necessary. Offerors may also be required to make an oral presentation and/or product demonstration to clarify their RFP response or to further define their offer. In either case, offerors should be prepared to send qualified personnel to Helena, Montana, to discuss technical and contractual aspects of their proposal. Oral presentations and product demonstrations, if requested, shall be at the offeror's expense. 

2.4.7 Best and Final Offer.  Under Montana law, the procurement officer may request a best and final offer if additional information is required to make a final decision. The State reserves the right to request a best and final offer based on price/cost alone. Please note that the State rarely requests a best and final offer on cost alone.

2.4.8 Evaluator/Evaluation Committee Recommendation for Contract Award.  The evaluator/ evaluation committee will provide a written recommendation for contract award to the procurement officer that contains the scores, justification, and rationale for the decision. The procurement officer will review the recommendation to ensure its compliance with the RFP process and criteria before concurring with the evaluator's/evaluation committee's recommendation.

2.4.9 Request for Documents Notice.  Upon concurrence with the evaluator's/evaluation committee's recommendation, the procurement officer will request from the highest scoring offeror(s) the required documents and information, such as insurance documents, contract performance security, an electronic copy of any requested material (e.g., proposal, response to clarification questions, and/or best and final offer), and any other necessary documents. Receipt of this request does not constitute a contract and no work may begin until a contract signed by all parties is in place. The procurement officer will notify all other offerors of the State's selection.

2.4.10 Contract Execution.  Upon receipt of all required materials, a contract (Appendix B) incorporating the standard terms and conditions (Appendix A), as well as the highest scoring offeror's proposal, will be provided to the highest scoring offeror(s) for signature. The highest scoring offeror(s) will be expected to accept and agree to all material requirements contained in Appendices A and B of this RFP. If the highest scoring offeror(s) does not accept all material requirements, the State may move to the next highest scoring offeror(s), or cancel the RFP. Work under the contract may begin when the contract is signed by all parties.

2.5	STATE'S RIGHTS RESERVED

While the State has every intention to award a contract resulting from this RFP, issuance of the RFP in no way constitutes a commitment by the State to award and execute a contract. Upon a determination such actions would be in its best interest, the State, in its sole discretion, reserves the right to:

●	Cancel or terminate this RFP (18-4-307, MCA);
●	Reject any or all proposals received in response to this RFP (ARM 2.5.602);
●	Waive any undesirable, inconsequential, or inconsistent provisions of this RFP that would not have significant impact on any proposal (ARM 2.5.505);
●	Not award a contract, if it is in the State's best interest not to proceed with contract execution (ARM 2.5.602); or
●	If awarded, terminate any contract if the State determines adequate state funds are not available (18-4-313, MCA). 



SECTION 3:  SCOPE OF SERVICES

To enable the State to determine the capabilities of an offeror to perform the services specified in the RFP, the offeror shall respond to the following regarding its ability to meet the State's requirements.

All subsections of Section 3 not listed in the "Instructions to Offerors" on page 3 require a response. 

NOTE:  OFFEROR MUST INDICATE IF RESPONSE IS SPECIFIC TO MEDICAL, SPECIFIC TO DENTAL, SPECIFIC TO VISION HARDWARE, OR A COMBINATION THEREOF.   

Restate the subsection number and the text immediately prior to your written response.

NOTE:  Each item must be thoroughly addressed. Offerors taking exception to any requirements listed in this section may be found nonresponsive or be subject to point deductions.

3.1	MUS EMPLOYEE BENEFIT PLAN ADMINISTRATION - BACKGROUND

3.1.1 Office of the Commissioner of Higher Education Responsibility.  The Office of the Commissioner of Higher Education (OCHE) is responsible for the administration of the Montana University System (MUS) Employee Benefits Plan.

3.1.2 MUS Inter Units Benefits Committee.  The Inter Unit Benefits Committee (IUBC) is created for the purpose of allowing members of the MUS Employee Benefits Plan a reasonable opportunity to participate in the development of policy prior to a final decision by the Commissioner on matters affecting the Plan. The IUBC shall report all of its findings and recommendations to the Commissioner. This advisory committee is created under the authority granted to the Commissioner by 20-25-1303, MCA.  

3.1.3 MUS Benefits.  Within OCHE, the Montana University System offers a comprehensive Employee Group Benefits Plan called “Choices” for its employees, retirees, and COBRA enrollees and their dependents.  

The MUS presently offers a Traditional (major medical indemnity) Plan and up to three Managed Care Medical Plans where available, a Prescription Drug Plan, a Basic (preventive) Dental Plan option, a Premium Dental Plan option, a Basic Life and Accidental Death and Dismemberment (AD&D) Insurance Plan, and a Long-Term Disability Insurance Plan. It also offers a number of optional benefits including:
Vision Plan
Supplemental Life Insurance
Dependent Life Insurance
Additional AD&D Insurance
Long-Term Care Insurance, and
Health Care and Dependent Care Reimbursement Accounts.

The MUS Summary Plan Description (SPD) that details the coverage for its Traditional Plan is listed on the MUS website (http://choices.mus.edu). There is a separate Plan Description Amendment for each Managed Care Plan. For plan participants on a Managed Care Plan, the Plan Description Amendment for that plan replaces Section 6 (for medical benefits, not dental benefits) and Section 7 of the Summary Plan Description. There are also separate Life Insurance, Accidental Death and Dismemberment, and Long-Term Disability Plan Descriptions.  

MUS “Choices” booklet explaining eligibility requirements and complete descriptions of the benefit programs available to employees is found at the above listed website.

3.1.4 System Overview.  The MUS consists of the University of Montana with campuses at Missoula, Butte, Dillon, Helena and Bitterroot; and Montana State University with campuses at Bozeman, Billings, Havre, and Great Falls. Dawson Community College at Glendive, Miles Community College at Miles City, and Flathead Valley Community College in Kalispell are also affiliated with the MUS Employee Benefit Plan. The OCHE is also a part of the MUS plan. There are approximately 9,000 employees, retirees and COBRA participants covered by MUS plan; with dependents, the total plan membership is approximately 18,248.

3.1.5 MUS Eligibility.  The following employees are eligible for the MUS plans:
· Academic and professional employees under individual contracts under authority of the Board of Regents which provides eligibility and meets the criteria below.
· Permanent full-time employees scheduled to work more than six continuous months in a 12-month period or permanent part-time employees scheduled to work 20 or more hours per week and more than six continuous months in a 12-month period.
· Temporary employees (a) scheduled to work a continuous period of time of six months or more a year, or (b) who, because of the demand of the work schedule, actually work 20 or more hours a week for a continuous period of six months or more in a year, become eligible to enroll in the Plan at the end of the six-month period or (c) temporary part-time employees who are scheduled to work a regular defined schedule of 20 or more hours per week for six months or more a year.
· Employees covered by a collective bargaining agreement, which provides for eligibility.
· Substitute, intermittent, and student employees are NOT eligible to join the Plan.

The following dependents are eligible for MUS plans:
· Legal spouse, as defined under Montana law, or one other unrelated adult dependent as defined in the Summary Plan Description. Criteria for enrollment are distributed through the campus Human Resources Offices.
· Adult Dependent who meets criteria outlined in the MUS Summary Plan Description. 
· Dependent children under age 26*. Children include the employee’s natural children, stepchildren, and children placed in the employee’s home for adoption before age 18 or for whom the employee has court-ordered custody or is the legal guardian. 
*Coverage may continue past age 26 for an unmarried dependent child who is mentally or physically disabled and incapable of self-support.

3.2	SERVICES SOUGHT AND REQUIREMENTS

The MUS is seeking proposals for the following services:

3.2.1 Third Party Administrative Services for Medical.  The MUS is seeking proposals to provide third party administrator (TPA) services for medical benefits, dental, and utilization review. It is likely that the MUS will award contracts to more than one offeror as it currently has multiple contracts. The MUS will select the top proposals based on criteria contained in this RFP including, but not limited to:
· Provider network adequacy-within Montana and nationwide
· Competitiveness of provider network pricing
· Ability to adjudicate claims according to the MUS Plan Design and Summary Plan Description specifications
· Cost containment and quality review services including claims adjudication edits, Coordination of Benefits, utilization review, other provider quality assurance and review programs, billing review, etc.  
· Care management as requested and coordination with MUS in-house programs and staff

3.2.2 Third Party Administrative Services for Dental.  The MUS currently offers two dental plan options to plan members. The existing program utilizes a Dental Schedule based on Usual Customary and Reasonable (UCR) costs. Delta Dental, the current vendor for the MUS dental plan, also offers access to its network of providers. Benefits which exceed the schedule or are not scheduled are subject to the Delta Dental network arrangements. The MUS is seeking a dental contractor which could be included with the medical contract or as a stand-alone contract based on criteria contained in this RFP (see Section 3.4) including, but not limited to:
· Ability to adjudicate claims according to the MUS Plan Design and Summary Plan Description specifications
· Cost containment and quality review services including claims adjudication edits

3.2.3 Third Party Vision Hardware Services.  MUS intends to offer a vision hardware benefit and is seeking a vision hardware contractor which could be included with the medical contract or as a stand-alone vision hardware contract.  

3.2.4 Offeror’s Proposed Services.  Offerors may submit proposals for one or more of these services. The MUS intends to continue to use current services for centralized eligibility management of all MUS plan participants. 

The scope of work for this procurement is divided into these components:
1. Medical Third Party Claims Administration and/or Utilization Review Services
2. Dental Third Party Claims Administration
3. Vision Hardware Administration

Offerors may propose on any combination of the above components. Many of the requirements are common to all components, and others are specific to individual components. Each requirement needs to have its own response for each component.  

The MUS is redesigning its medical plan offerings. Historically, there were two plan designs differentiated by deductible and annual coinsurance maximum. For this benefit year, MUS intends to consolidate the Traditional Plan offering into Managed Care, thus no longer offering the Traditional Plan.

3.3	PROVISION OF SERVICES

3.3.1 Overview.  The contractor will provide all of the minimum services for the MUS Employee Health Benefits Plan described in this RFP and attachments. The contractor shall perform the following services:
3.3.1.1	Provide general administrative, accounting, data processing, cost control, quality assurance, utilization review, marketing, claims processing, fiscal, and other services related to the program.
3.3.1.2	Administer the program in compliance with the insurance laws of the State of Montana and the federal government, as applicable.
3.3.1.3	Advise and assist in a consultative capacity with regard to the benefits under the MUS Employee Health Benefits Plan program and any subsequent revisions of the plan design.
3.3.1.4	Provide qualified professional staff and suitable environment which assures the delivery of quality services including:
a. Recruitment and retention of qualified network providers.
b. Knowledgeable and responsive customer service staff.
c. Maintaining accurate membership records.
d. Accurate and timely claims processing.
e. Provide explanation of benefit forms to members.
3.3.1.5	MUS Responsibilities.
a.	The MUS will provide the MUS plan participant evidence of coverage document.
b.	The MUS must approve the EOB template.
c.	The MUS has the right to override medical necessity policy and decisions.
d.	The MUS owns its Plan data; the contractor will provide all data upon the MUS’s request, including, but not limited, to allowable costs and allowable charges.

3.3.2 Eligibility and Enrollment. The contractor must support the MUS’s eligibility and enrollment processes as described below. Offeror must describe in detail how each requirement will be met. Offeror may provide additional information to clarify or describe eligibility and enrollment processes. MUS will approve the contents of all materials sent to plan participants. MUS will determine eligibility and termination dates for plan participants, and provide this information to the contractor.  
3.3.2.1	Describe how offeror will establish, maintain, and update records relating to the program participant’s eligibility for benefits. Describe how eligibility is determined for benefits based on eligibility data as shown on the offeror’s system and/or as provided on electronic files periodically provided by the MUS. 
3.3.2.2	Confirm offeror will provide, within 48 hours of enrollment, identification cards from contractor’s standard card stock or allow members to print identification cards from the contractor’s website.
3.3.2.3	Confirm offeror will issue identification cards which use a non-numerical value in the employee ID field.
3.3.2.4	Describe offeror’s ability to accept electronic eligibility information sent weekly by the MUS eligibility manager in an automated fashion using a secure transmission protocol with no or minimal manual intervention. Confirm that offeror is able to accept the full member file with each submission.  
3.3.2.5	Describe offeror’s ability to accept eligibility files in the 834 transaction format. 
3.3.2.6	Describe offeror’s ability to identify discrepancy issues in the eligibility files and inform the MUS of discrepancies. 
3.3.2.7	Describe offeror’s enrollment and reconciliation process to verify the offeror’s system is in sync with the MUS’s eligibility data.  
3.3.2.8	Describe offeror’s ability to work with the MUS to define the data fields required in the eligibility files to support the reconciliation process.  
3.3.2.9	Describe offeror’s ability to provide eligibility and claims data to MUS contractors in MUS-defined formats.
3.3.2.10	Describe offeror’s ability to provide eligibility data to the MUS.  
3.3.2.11	Describe offeror’s process to prepare, issue, and replace MUS Employee Benefits Plan member identification cards that comply with the MUS’s requirements, including use of the social security number as the member identification (ID) number, and are approved by the MUS. Describe the member ID cards. Confirm that offeror will issue new cards under the following circumstances:
a.	New member
b.	Change in name
c.	Correction of incorrect information
d.	Lost card replacement
e.	New benefit year with changes in information contained on the member ID card
3.3.2.12	Confirm that offeror is able to issue new ID cards to members within five business days of a change in Plan design or other circumstances that requires a change to members’ ID cards. Confirm that new card and postage costs will be paid by the contractor.  
3.3.2.13	Confirm that offeror is be able to manage the MUS “Alternate ID” process for plan members that do not want to utilize their social security number as their member ID. Understand that the MUS has reserved a block of ID numbers.
3.3.2.14	The contractor must be able to provide any State-defined and approved information or packets to new members within 15 business days of a plan change, a new legal requirement, or other circumstances requiring update of such materials. The contractor must submit all updated materials to the MUS for approval before distribution to MUS plan members. Confirm offeror’s ability to comply.
3.3.2.15	Describe offeror’s ability to manage processes to support new members (including births), re-enrollment, and enrollment changes according to MUS business rules. These processes may include, at a minimum, mailing enrollment notices, mailing claims forms, or plan descriptive material.  
3.3.2.16	Describe how offeror will manage coverage termination processes, using plan-defined rules for termination.
3.3.2.17 Describe how the offeror will notify enrolled dependents that their coverage will terminate when they attain the maximum age as defined by the MUS.
3.3.2.18	Upon receipt of information that a plan member has a newborn dependent, the contractor must be able to send a letter to the plan member requesting that the plan member verify with their campus HR/Benefits staff the name and date of birth and inform the plan member of the necessity of adding the new dependent(s) to coverage within 31 days of the birth. Describe offeror’s process to comply with the above requirement. 
3.3.2.19	Describe methods the providers of health care services can use to verify member eligibility (i.e., website, fax, e-mail, phone, etc.).  
3.3.2.20	Describe offeror’s procedures to ensure claims are not paid for terminated members.
3.3.2.21	The contractor must conduct audits to ensure claims associated with terminations are correctly processed. Describe offeror’s ability to comply.
3.3.2.22	Describe your ability to export data to the MUS in various formats, including, at a minimum, Excel, tab delimited text, Work, and PDF. 
3.3.2.23	Confirm that offeror can identify discrepancy issues in the eligibility files and inform the MUS of discrepancies. 

3.3.3 Claims and Benefits Administration.  Offerors are advised to review and be familiar with eligibility information and the Summary Plan Description and Managed Care Supplements to the SPD, (http://choices.mus.edu). The following components require offeror to describe its claims administration process as the process relates to the MUS benefit plans. Note:  all responses to this solicitation must be based on the systems, staff, processes, and administrative functions that are proposed to be utilized for servicing the MUS account beginning July 1, 2014.

3.3.3.1	Self-Funded Clientele Focus and Experience.
a.	What claims processing systems/software does offeror utilize?
b.	Does offeror own the claims administration software and process or does it outsource?
c.	Will there be any major updates or changes made to the claims processing system in the next year? In the next three years?
d.	How many years has offeror’s company provided claims administration for services to self-funded health benefits clients?
e.	What percent of your overall book of business, relative to claims administration, is self-funded? Fully insured?
f.	Describe offeror’s experience relative to claims administration with large public sector or university health benefit plans, focusing on self-funded plans. 
g.	The MUS provides significant customer service interface to members of the MUS benefit plan. Confirm that offeror will enable the MUS to access its claims system on a read-only basis. Provide approved and limited MUS personnel access to processed claims.
3.3.3.2	Claims Processing Statistics and Performance.  Describe offeror’s process to adjudicate claims according to the benefits and eligibility requirements described by the Plan. Offeror’s system must support current benefit design and any amendment thereto.
a.	Describe offeror’s claims administration services in detail.
b.	Where will claims for this account be serviced and processed?
c.	What are the procedural and financial standards for the claim facility?
d.	Describe any financial or other incentives available to the claims examiners for superior service or attendance.
e.	Describe any on-going quality improvement programs. 
f.	Describe offeror’s claims filing process(es) in detail.
g.	Does offeror use an electronic or paperless claims filing system? Describe offeror’s system.
h.	What percentage of claims does offeror receive electronically?
i.	What percentage of claims documents does offeror scan?
j.	Describe how claims volume and inventory are tracked.
k.	What is the predominant method used to maintain backup documentation of hard copy claims? Electronically submitted claims?
l.	What backup or disaster recovery procedures are in place? Include details on data storage and archive retrieval.
m.	Describe offeror’s processing and performance statistics.  What is the basis for the standards offeror utilizes?  (i.e. Association requirements, industry standards, internal standards, etc.)
n.	What were the average claims turnaround time (TAT) statistics for this claims office in the most recently measured year (2012 or 2013)? Please provide for electronic claims, scanned claims, and clean claims vs. all other claims.  Describe current claims turnaround time.
o.	What percentage of claims per processor are reviewed on a daily basis to assure accuracy of payment? 
p.	Specifically, what is the standard for claims accuracy and what is the current accuracy rate?
q.	How does offeror review claims processes and procedures to ensure consistency in the handling of similar claims and uniformity in applying plan provisions?
r	Define how medical necessity criteria are established and explain how criteria will be applied to claims processing.
s.	Describe how offeror will advise the MUS Employee Health Benefits Plan with respect to claims issues and procedures and assist with the implementation of procedures for submission and payment of claims. 
t.	Describe how offeror will notify providers and participants of denied claims and the reason for denial. Contractor shall have the responsibility for provision of full and fair review of claims, claim denials, and appeals made by participants. Explain offeror’s process for directing MUS plan participants to the appeal process when claims are denied. 
u.	Confirm that offeror will follow the appeals procedures according to the federal Affordable Care Act, including right to appeal, and in conformance with the MUS Summary Plan Description, posted to the MUS website (http://choices.mus.edu).  
v.	Confirm that the offeror will accept from the MUS Employee Health Benefits Plan Administration offices any request the office receives for a review of a claim for benefits which has been denied, for a full and fair review of the claim by the appropriate staff.
i)	Explain how the offeror will manually adjust or adjudicate claims at the member level as directed by the MUS.  
ii)	Offeror must not adjust claims more than 12 months from the last process date without the MUS’s approval.  
w.	Confirm that offeror will track accumulated expenses credited toward annual deductibles, annual copayment or coinsurance maximums, and other maximums defined by the Plan. Explain how offeror’s system uses this information to correctly process benefits.
x.	Identify experimental medical procedures that should be denied. Confirm if offeror’s system denies these claims based on offeror’s medical policy.
y.	Describe how offeror identifies members that could have work-related injuries and accidents.  
i)	Confirm that offeror will generate an accident letter to members to verify if accidents or work-related injuries occurred in order to identify third party payers. Offeror must accept responses to accident letters from MUS member representatives over the phone in addition to receiving responses by mail.  
ii)	Explain offeror’s process when investigating potential work-related claims.
z.	Describe how offeror will identify potential third party accident-related claims and explain communication with the MUS.  
aa.	Explain how offeror conducts Coordination of Benefits (COBs) in the claims system. 
bb.	Explain how offeror will provide and support processes for pre-certification, prior-authorization, appeal, and case management. 
cc.	Explain how offeror’s prior authorization services will comply with offeror and Plan medical policy and benefit criteria. 
dd.	Confirm that offeror will provide claims reports for the MUS in MUS-defined formats.
3.3.3.3	Quality Assurance and Compliance with MUS Benefit Plan Documentation.
a.	Describe offeror’s internal claim audit procedures and frequency of audits. Offeror must conduct audits of claims payments and communicate audit results to the MUS.
b.	Describe capabilities of offeror’s claims processing system (edits) to review received claims for coding accuracy, bundling, fraud, duplication, receipt, or pre-certification if necessary, and any other relevant service.
i)	Does offeror’s system include edits for possible duplicate claims? If yes, indicate which fields/data elements must match for the system to recognize a duplicate claim.  
ii)	Does offeror’s system include edits for unbundling of claims? If yes, please describe the edits.
c.	Does offeror’s system contain edits to identify upcoding of claims? If yes, describe how offeror reviews and corrects upcoded claims.
d.	Does offeror’s system contain edits to look for inappropriately applied place-of-service within a claim? If so, describe how offeror reviews and corrects these claims.
e.	In the event of a delay in claims processing, describe offeror’s process and the timeframe for notification to a plan member regarding the delay.  
f.	Describe how offeror handles and processes claims in the event of third party liability. (Include a discussion of offeror’s process for subrogation.)
g.	Explain how offeror handles pending claims including (1) follow-up with providers and facilities to obtain information applicable to claims; (2) screening of claims to avoid duplicate payment; (3) assuring that claims payments are in accordance with plan benefits and plan provisions for coordination of benefits; and (4) notifying MUS plan participants that a claim has been pended. What notification is provided to the MUS for pending claims that exceed “normal” processing timelines?
h.	Confirm that offeror will maintain and generate a log of all ongoing and potential subrogation claims including the dollar amount of claims paid out and recoveries received.
i.	Explain offeror’s process when adjusting and reprocessing claims as needed to correct errors in eligibility or claims administration. Offeror must contact the MUS within five calendar days when an error has been identified. Offeror must create and submit an impact report to the MUS within 30 calendar days.
j.	Confirm that offeror will pend high dollar claims for the MUS’s review when claims exceed an MUS-defined billed amount.  
k.	Confirm that offeror will verify that providers are practicing within license scope and will deny claims not within license scope. 
l.	Confirm that offeror will reimburse the MUS for overpayments or processing errors.
3.3.3.4	Claims Administration Documentation.
a.	Are claims payment checks, provider registers, and Explanations of Benefits (EOBs) produced on a daily, weekly, bi-monthly, or monthly basis? Describe offeror’s payment process.
b.	Describe the processes and procedures to ensure Health Insurance Portability and Accountability Act (HIPAA) compliance.
c.	When a medical claim is submitted for payment, check under the appropriate column how the following procedures are addressed:
	FUNCTION
	AUTOMATED (%)
	MANUAL (%)
	NOT REVIEWED (%)

	Coding Errors
	
	
	

	Pre-notification
	
	
	

	PPO Network Prioritization
	
	
	

	Audit
	
	
	

	Adjudication
	
	
	

	Usual and Customary
	
	
	

	COB
	
	
	

	Duplicate Charges
	
	
	

	Unbundling of Charges
	
	
	



3.3.3.5	Reimbursement and Claims Pricing Determination.
a.	For pricing arrangement that would be utilized for the MUS medical benefit plans, explain how provider reimbursement rates or allowed amounts are determined for both contracting and non-contracting providers. Describe offeror’s process to pay claims using allowable charges for medical and dental procedures in accordance with provider negotiated contracts.
b.	If the MUS contracts directly with a provider or group of providers under alternative pricing arrangements, offeror must have the ability and willingness to re-price and administer the arrangements in a way that is consistent with the offeror’s network arrangements, as well as presenting transparent and seamless service to the providers and members. Offeror must propose a detailed approach to contract re-pricing to be used during the contract.
c.	If a percentage of allowed amounts is proposed as a reimbursement methodology, what percentile has offeror proposed for claims reimbursement under the MUS Employee Health Benefits Plan?
i)	Who is responsible for the balance of the billing if allowed amounts are exceeded? 
d.	Do offeror’s provider contracts have hold harmless agreements with participating providers? If so, how are these agreements enforced?
e.	From what source(s) does offeror obtain its reimbursement rates or allowable amounts? 
i)	How frequently is this information updated? 
f.	Does offeror have any plans to change pricing methodology within the next year? The next three years?
i)	If so, please confirm that offeror will guarantee that any change in pricing methodology (e.g., move from Relative Value Units (RVU) to discount off charges or establishment of Diagnostic Related Groups (DRGs) will result in pricing that is at least equivalent to or better than the pricing described in offeror’s completed Provider Pricing Exhibits/Excel Spreadsheet (posted on the website with this RFP).  
g.	Describe any additional fees or costs that are added to claims such as network access fees, card processing fees, assessments (e.g. Michigan insurance tax, Oregon assessment), etc.
i)	Would these fees be mandatory for the MUS benefit plan?
h.	Confirm that any add-ons, fees, or assessments will be separately identified for MUS and specifically articulated in financial arrangements.
i.	Provide pricing for any additional services (e.g. COBRA administration, etc.)
j.	Confirm that offeror will apply for all available rebates for medical supplies and pass 100% of rebated amounts to the MUS. Explain how medical supply rebates will be processed and provided to the MUS.
k.	Confirm that when the offeror decreases benefits for members due to their need to potentially treat conditions out of network, the offeror must inform members of in-state/in-network providers’ availability.

3.3.4 Plan Design and Implementation.  Describe offeror’s implementation work plan and make any recommendations to MUS regarding plan design changes or enhancements.
3.3.4.1	Provide an implementation work plan and timeline illustrating the schedule of events from the time the initial selection is announced to when the contract is signed and the system is functional.   
3.3.4.2	Identify company representatives that will be involved in implementation of the plan.
3.3.4.3	List the name of the implementation lead or manager. Will this person also be the ongoing account representative?
3.3.4.4	If the implementation manager and account representative are not the same person, describe how offeror will transition between the implementation manager and the account representative assigned to the MUS account.
3.3.4.5	List any recommended changes to the MUS Plan design or program offeror believes will enhance benefits and/or reduce costs
3.3.4.6	List any limitations and exclusions in offeror’s proposed administrative services agreement.
3.3.4.7	Confirm offeror’s quote is in full compliance with the Affordable Care Act. 

3.3.5 Reports and Information.  Contractor must provide reporting specified by the MUS and meet the requirements outlined throughout this RFP. The contractor must provide quarterly paid claim summaries and detailed claim listings. This may be transmitted via the Internet and subject to the State’s encryption requirements. Ad hoc reports will periodically be requested. Enrollment, claims, and premium/fee information must be accurate and supplied in a timely manner upon request.
3.3.5.1	Confirm that offeror will provide the MUS Employee Health Benefits Plan with such claim information or statistical information derived from claims as may be reasonably required by and legally provided to the MUS Employee Health Benefits Plan. 
3.3.5.2	Confirm that offeror shall prepare and file Form 1099 with the Internal Revenue Service of the United States Department of the Treasury and send separate statements to providers of services furnishing information, as required by the Internal Revenue Code and Regulations, regarding amounts paid to those providers on behalf of the program. 
3.3.5.3	Advise and assist the MUS Employee Health Benefits Plan in the preparation of forms and other documentation necessary to fulfill reporting and disclosure requirements.
3.3.5.4	Provide samples of standard utilization and management reports currently used with enrolled groups for plan management and reporting. Confirm that offeror will prepare and provide the MUS with the following quarterly and annual reports, at a minimum: 
a.	Overview-Healthcare Experience Profile
b.	Summary Experience Report
c.	Summary Savings Report
d.	Summary Savings Report by Service Type
e.	Total Contract Months by Benefit Option/Contract Type/Member Status
f. 	Claims by Enrollment Demographics
g.	Dental Claims by Benefit Category
h.	Vision Claims by Benefit Category
i.	Claims Distribution Analysis
j.	Large Claims Analysis
k.	Utilization by Major Diagnostic Category
l.	Utilization for Top 15 Hospitals
m.	Utilization for Top 15 Physicians
n.	Utilization for Top 15 Service Types
3.3.5.5	Confirm that offeror will support additional standard reports defined by the MUS.
3.3.5.6	Provide a list of any special/ancillary/ad hoc reporting capabilities and cost information for these reports. Confirm that offeror will support MUS ad hoc reporting requirements.
3.3.5.7	Provide sample copies of communication materials, ID cards, and educational materials provided to the members at the start of the program. 
3.3.5.8	Provide a copy of offeror’s explanation of benefits or summary of claims processed as well as a notification of denial of benefits on a claim. Confirm that offeror will generate and mail an explanation of benefits (EOB) report to MUS plan participants with the option for plan participants to view EOBs electronically. The form and content of the EOB must meet the MUS’s approval.
3.3.5.9	The MUS has contracted to utilize DxCG (Diagnostic Cost Group) software to perform risk-based assessments of MUS claims data. The contractor must be able to provide eligibility and claims data in the DxCG format on a monthly basis to the MUS or its contracted vendor(s).
3.3.5.10	Describe offeror’s process to provide the MUS with weekly reports summarizing claims payment. The report will include, at a minimum, the following information:  type of service; plan type (copayment, no copayment); member name, date of service, and amount paid per date of service.  
a.	Confirm that offeror will provide the MUS with a top 10 paid claims report on a weekly basis.  
b.	Confirm that offeror will provide a report of all claims paid during each week (assuming claims invoices will be paid each week) that exceed $50,000.  
3.3.5.11	Confirm that offeror will provide a monthly third party coordination and subrogation report.  
3.3.5.12	Confirm that offeror will provide monthly performance reports to the MUS. These reports must include, at a minimum, measures for claims accuracy, claims timeliness, and aging (as defined by the MUS).  
3.3.5.13	Confirm that offeror will notify the MUS of any changes or amendments to the ongoing reporting requirements and any data transfer failures, as soon as changes or factors become known to the contractor.  
3.3.5.14	Confirm that offeror will provide quarterly call center performance reports to the MUS. These reports must include, at a minimum, the following performance metrics:  abandonment rate, completion rate, average wait time, and average call handling time.
3.3.5.15	Confirm that the offeror will prepare and provide quarterly reports to the MUS to include the following information: 
a.	Number of hospital admissions
b.	Number of inpatient days per admission
c.	Number of emergency visits
d.	De-identified case studies of selected members (describe successful outcomes as well as cases presenting barriers)
e.	Incidence of unique medical complications and co-morbidities
f.	Member knowledge surveys and comparisons, which will be developed by the contractor and MUS
g.	Incidence of complications and co-morbidities
h.	Number of members receiving case management by program
i.	Time lapse on time of identification of member until first contact by contractor with narrative or reason for time lapse
j.	Outreach activities, contact activities to providers and members
3.3.5.16 Confirm that the offeror will provide the MUS with the following annual reports, at a minimum:
a.	Overview-Healthcare Experience Profile
b. 	Plan Experience Report
c. 	Claims Lag Report
d. 	Summary Experience Report
e. 	Summary Savings Report
f. 	Summary Savings Report by Service Type
g. 	Statistical Analysis
h. 	Medical Claims Cost Analysis
i. 	Dental Claims Cost Analysis
j. 	Claims by Enrollment Demographics
k. 	Dental Utilization by Benefit Category
l. 	Dental Utilization by Employee Status
m.	Claims Distribution Analysis
n.	Quality of Care-Indicators
o.	Quality of Care-Complexity
p.	Inpatient Utilization by Major Diagnostic Categories
q.	Inpatient Utilization by Principal Disease Category
r.	Top 25 Hospitals by Payment
s.	Top 25 Physicians by Payment
t.	Top 20 Inpatient Surgeries by Cost
u.	Top 20 Inpatient Surgeries by Frequency
v.	Outpatient Utilization by Major Diagnostic Categories
w.	Top 20 Outpatient Surgeries by Cost
x.	Top 20 Outpatient Surgeries by Frequency
y.	Results of the HEDIS Improvement, and Quality and Clinical Outcome Measures
z.	Results of the Client/Provider Survey, which will be developed by the contractor.

3.3.6 Account Management.  The account executive and service representative(s) will deal directly with the MUS Employee Health Benefits Plan. This means the account management team must:
3.3.6.1	Act on behalf of the MUS Employee Health Benefits Plan in effectively advancing the interest of the MUS Employee Health Benefits Plan. The account management team must be able to effectively advance questions, concerns, and problems of the MUS Employee Health Benefits Plan through the contractor’s corporate structure.
3.3.6.2	Be available for frequent telephone and onsite consultation with the MUS Employee Health Benefits Plan. 
3.3.6.3	Be comprised of individuals with specialized knowledge of the offeror’s provider networks, claims and eligibility systems, system reporting capabilities, procedures, contract provisions, and relations with third parties. 
3.3.6.4	Be thoroughly familiar with virtually all of the offeror’s functions that relate directly or indirectly to the management of the MUS Employee Health Benefits Plan’s contract.
3.3.6.5	Confirm that offeror will, within 60 calendar days following notice of contract termination, provide data on deductibles paid, co-payments paid, Coordination of Benefits, lifetime maximums, eligibility information, and a plan for the claims run out process which would be reasonably required by another organization to provide ongoing claims administration in hard copy and/or by electronic file as specified by the MUS.  
3.3.6.6	  Describe the account servicing approach and address the following:
a.	Responsibilities of the day-to-day contact.
b.	Problem resolution process and time commitment.
c.	Title/level with problem resolution authority.
d.	Year-end performance analysis.
e.	Monitoring account service satisfaction.
f.	What other information about offeror’s capabilities should the MUS Employee Health Benefits Plan be aware of in designing its program or selecting offeror’s firm as contractor for its self-funded health benefit plan?

3.3.7 Customer Service.  Offeror must have sophisticated systems and business processes to support customer service to members. 
3.3.7.1	Offeror must operate a call center. Confirm that offeror’s call center will be in operation nine hours a day (8:00 a.m.-5:00 p.m., Mountain Time), five days a week (Monday-Friday), excluding mutually defined holidays.
3.3.7.2	Confirm that the call center will have a dedicated local and toll-free number for members and providers to call with all questions.  
3.3.7.3	Confirm that offeror will have dedicated staff supporting the call center trained in MUS Employee benefits and enrollment. Confirm that the staff assigned to this project must speak fluent English, speak English as their primary language, must be knowledgeable in health care delivery and benefit plans in the United States, and be knowledgeable in all services and requirements of this contract.  
3.3.7.4	Describe offeror’s interpreter services available for members with limited English proficiency. 
3.3.7.5	Confirm that offeror will support voicemail service for off-hour service and when unable to answer the phone during regular hours. Confirm that voicemail service must be available 24 hours per day, seven days per week.  
3.3.7.6	Describe the quality assurance program currently applied to the call center and if the offeror records phone conversations for auditing.
3.3.7.7	Explain offeror’s use of an automated system that tracks members and keeps records of calls, letters, and other inquiries for follow-up, auditing, and reporting purposes. Confirm that offeror will provide call center reports to the MUS upon request.
3.3.7.8	Confirm that offeror will provide additional training for call center staff when either offeror or the MUS identifies performance issues. 
3.3.7.9	Explain how offeror supports web portals for providers, members, and MUS benefits staff offering secure services to allow access to MUS-defined member and provider information including, but not limited to, provider network, forms, member-specific claims, benefits, and enrollment.  
3.3.7.10	Confirm that the offeror’s web portals must allow members and providers to securely email a customer service representative. 
3.3.7.11	Confirm that the offeror will support a website for providers and members to access MUS-defined information, including, but not limited to, provider network and forms. 
3.3.7.12	Confirm that the offeror will be able to process member requests for replacement ID cards via the web portal. Confirm that the offeror’s web portal will issue temporary cards while waiting for the permanent card to be mailed.  
3.3.7.13	Confirm that the offeror will be able to refer members to case management through its customer service area.
3.3.7.14	Confirm that the offeror will participate in MUS benefit fairs and other Plan-related events when requested.  
3.3.7.15	It is the desire of the MUS Employee Health Benefits Plan for the contractor to perform appeals reviews in accordance with the procedures described in the MUS Employee Health Benefits Plan document. Describe offeror’s recommended appeals process for the MUS Employee Health Benefits Plan including independent reviews.
a.	Verify that offeror will provide copies of all information relevant to the claim dispute including copies of correspondence and medical policy to the MUS Plan Administrator, and that offeror will comply with the final decision made by the MUS Plan Administrator on the claim dispute.
3.3.7.16	What systems and processes are in place for plan participants to inquire about benefit payments, price, and other information?
3.3.7.17	Describe all methods used to determine participant satisfaction. Indicate the frequency of surveys. Indicate if account-specific satisfaction surveys are available. 
3.3.7.18	Verify that offeror will provide COBRA and conversion information to dependents that will terminate coverage when they attain the maximum age as defined by the MUS Employee Health Benefits Summary Plan Description.
3.3.7.19	Describe how offeror will annually solicit, upon receipt of the first claim received following a specified claim threshold or on the basis of some other reasonable method, information from Plan participants on the existence of other insurance coverage for purposes of Coordination of Benefits (COB).  
3.3.7.20	Describe how offeror will solicit information from new COBRA enrollees on the existence of other insurance coverage for purposes of Coordination of Benefits (COB).

3.3.8 Auditing.  The contractor agrees to allow the MUS Employee Health Benefits Plan, or its representative, the right to audit all claims, medical/utilization management files, provider credentialing, financial data, and other information relevant to MUS Employee Health Benefits Plan’s account. The audit shall also entail a review of the contractor’s records to determine whether the service and financial performance guarantees were achieved. The contractor agrees to reasonably cooperate in having any such audit conducted. Terms of the audit request include, but are not limited to, the following stipulations:
3.3.8.1	The denial of requests for documents or data related to State of Montana business, the failure to allow the State of Montana to conduct an audit, or the failure to provide the information requested in the timeframe established are grounds for immediate contract termination.
3.3.8.2	Requested claim data will be provided in an industry-standard format within 15-30 business days of request. Unless negotiated at the time of the request to be different, this format and media is to be as defined within this contract. 
3.3.8.3	Copies of all documents and records requested will be provided within 30 business days of request. 
3.3.8.4	Meetings are to be scheduled within five business days of receiving the request.  Meetings that are cancelled at the contractor’s request must be rescheduled within five business days of the original meeting date. 
3.3.8.5	The contractor will research discrepancies identified by the auditor and report the results of this research within 15 business days of the identification of the discrepancies.
3.3.8.6	The contractor must cooperate with the audit process as needed for the auditors to complete their functions. A signed confidentiality agreement will be required of any auditor.
3.3.8.7	The contractor must be able to administer the MUS self-audit program, described in the Summary Plan Description.  

3.3.9 Website.
3.3.9.1	The website structure, pages, and content shall be available at least 60 calendar days prior to the official launch date for review and usability testing. On and after the launch date, the web structure, pages, and content shall be available 24 hours per day, seven days per week. The website shall be available 24 hours per day. In the event of downtime exceeding one hour, the contractor shall immediately notify the MUS Employee Benefits Plan of the nature of the delay and the expected duration of the downtime. If possible, a notice should be posted on the website to notify users. Substantial changes to the website structure or content shall be coordinated with MUS Employee Health Benefits Plan staff prior to implementation. 
3.3.9.2	Any usability concerns shall be resolved within 24 hours unless agreed upon by both parties.
3.3.9.3	Does offeror maintain a company website that is accessible to plan participants? 
3.3.9.4	What type of personalized information can participants access and how is this information secured?
3.3.9.5	Does offeror’s website provide plan information, ability to check claim status, and print ID cards?
3.3.9.6	Can plan participants email customer service representatives regarding service issues or claim problems? What is the turnaround time for inquiries sent via email?

3.3.10 HIPAA Compliance.
3.3.10.1	Does offeror’s company examine policies and procedures for compliance with the HIPAA privacy regulations? Is offeror’s company in compliance with HIPAA? 
3.3.10.2	Has offeror addressed HIPAA in its contracts with clients? If so, provide sample contract language.
3.3.10.3	Indicate if offeror’s claims systems presently can auto-adjudicate claims electronically, including the origination of electronic payments and credits. Describe the process and specify whether this current process is in compliance with HIPAA regulations. Include the name and owner of any leased systems or clearinghouses used.  
3.3.10.4	Does offeror’s system support on-line, real-time claim status inquiries? Does offeror’s system support on-line, real-time eligibility inquiries? Describe offeror’s policy regarding privacy and protection of confidential medical records. Does it comply with HIPAA regulations?

3.3.11 Out of Area Coverage.  The offeror must have out of area network coverage and centers of excellence contracts for MUS plan participants who travel or need services from providers outside of Montana.
3.3.11.1	Explain how offeror will process urgent and emergent benefit claim reimbursement for services provided by an out of state non-participating provider. 
3.3.11.2	Describe the out of area network coverage and centers of excellence contracts the offeror has available for MUS plan participants who travel or need the services of providers outside of Montana.  Specifically address the availability of coverage in counties contiguous to Montana, as well as the cities of Salt Lake, Denver, Portland, Spokane, and Seattle. This listing must include only actively practicing providers.
3.3.11.3	Disclose any access and/or administrative costs that will be passed to or charged to the MUS for accessing out of area coverage. 
3.3.11.4	Describe the process by which the offeror negotiates favorable terms for individual cases requiring out of area network care. 
3.3.11.5	State the percentage of out of network cases the offeror has adjusted in the past 12 months. 
3.3.11.6	State the savings that have been realized as the result of negotiations or adjustments. 

3.4	MEDICAL ADMINISTRATION

3.4.1 Medical and Mental Health Networks.  The offeror must have a network of contracted medical and mental health providers in Montana, as well as out of state, to provide medically necessary services for the MUS Employee Benefits Plan group.  
3.4.1.1	Confirm that offeror can provide an electronic provider directory that lists all the providers (hospitals, physicians, etc.) with whom offeror has contracts for the delivery of care to MUS plan participants.
3.4.1.2	Confirm that offeror will notify the MUS 45 calendar days in advance of any changes to the provider network, or upon learning of changes if less than 45 calendar days.
3.4.1.3	Confirm that offeror will publish updated provider network listing on its website within one day of updates.
3.4.1.4	Describe how offeror will maintain an adequate provider network. For the purposes of this RFP ‘adequate provider network’ is described as a network that includes at least 90% of the providers in the current MUS Employee Benefits Plan network and also includes at least one hospital in each of the cities listed in Section 3.4.1.16 
3.4.1.5	Will offeror develop a network of providers or will offeror be using an established provider network? If using an established network, identify the network offeror proposes. If proposing to develop a network, describe how you will recruit providers and be ready to provide services by July 1, 2014. 
3.4.1.6	Explain how providers in offeror’s network are recruited and trained in offeror’s company protocols.
3.4.1.7	Are periodic site visits made to network providers to ensure compliance with claim handling procedures and enhance communications?
3.4.1.8	Do providers have a special provider access telephone number for technical support, prior authorization requests, and benefit explanations?
3.4.1.9	Is there any mechanism in place for on-going communications with providers?  Describe.
3.4.1.10	Do offeror’s Provider Agreements specify that providers may not collect amounts in excess of the maximum allowable amount from MUS plan members?
3.4.1.11	If offeror has reciprocal Provider Agreements in other states, will these discounts be passed on in full to the MUS Plan?
3.4.1.12	If offeror negotiates new or additional discounts with providers, verify that these discounts will be passed on in full to the MUS Plan.
3.4.1.13	Describe offeror’s ability and willingness to adjudicate arrangements where the MUS contracts directly with a facility and/or provider or group of providers under alternative pricing arrangements.  
3.4.1.14	Describe how offeror will maintain provider relations on behalf of the MUS by working with providers to resolve disputes resulting from actions offeror has taken under this contract, if awarded to offeror.
3.4.1.15	Describe the general credential process and minimum criteria for providers to be selected as a network provider. Include the minimum required malpractice coverage per individual practitioner or group, per occurrence. If the process differs by type of provider indicate and describe separately.
3.4.1.16	Identify the network hospital providers in the following cities:
Billings
Bozeman 
Butte
Dillon
Great Falls
Helena
Missoula
Havre
3.4.1.17	Describe offeror’s network of participating provider network of physicians and allied providers to ensure all plan participants have access to primary care provider services throughout Montana. 
3.4.1.18	Confirm that offeror will credential providers initially and periodically. Describe provider selection/credentialing methods.
3.4.1.19	Explain if provider agreements specify that providers may not collect money up front from MUS plan participants other than applicable copayments or non-covered services. 
3.4.1.20	For each Preferred Provider Organization (PPO) network, provide the “maximum allowable amount” for each category as set forth in the Provider Pricing Exhibits/Excel Spreadsheet posted to the website with this RFP. The “allowable amount” is defined as the monetary amount the offeror would pay for a code. DO NOT PROVIDE THE ACTUAL AMOUNT PAID. Where networks may be “stacked” such that given providers have multiple pricing arrangements, with the offeror’s company, will the offeror attest that only maximum “allowable amount” provided in response to this RFP will in fact be the basis for contracting with the MUS? Complete the cost comparison amounts by community shown in the tables. If any of these allowable amounts are not available to MUS plan participants, provide the best allowable amount available for each relevant code. Note for each community whether all listed providers in the network will be under contract for MUS for the allowable amount shown. If not, please list the contractual differences and identify the providers that will have these different amounts in their contracts for MUS.  
3.4.1.21 Indicate in the table below the percentage of reimbursement methods used for contracting with providers and for services indicated.  
	Provider/Service Type
	Primary Care Provider (PCP)
	Specialist
	Dentist/Oral Surgeon

	Discounted Fee-for-Service
	
	
	

	Diagnostic Related Group
	
	
	

	Capitation
	
	
	

	Fee Schedule – RBRVS
	
	
	

	Fee Schedule – Other (and describe)
	
	
	

	Per Diem
	
	
	

	Other (and describe)
	
	
	

	Total
	100%
	100%
	100%



3.4.1.22	Describe how offeror will establish and maintain fee schedules for participating (in-network) medical providers. Specifically, address the following:
a.	The method used to initially establish fee schedules.
b.	The database used to determine fee schedules.
c.	The frequency and the process used to review and update fee schedules.
d.	The percent of fee schedule offeror’s system would pay for MUS claims.
3.4.1.23	Describe how offeror establishes and maintains “reasonable and customary” charges for non-participating (out-of-network) medical providers.  Specifically, address the following:
a.	The method used to initially establish the “reasonable and customary” charges.
b.	The database used to determine “reasonable and customary” allowable charges.
c.	The frequency of updates to “reasonable and customary” database.
d.	The percent of “reasonable and customary” charges offeror’s system would pay for MUS claims.
3.4.1.24	Provide the average “equivalent discount off billed charges” for the following provider types:
a.	Primary Care Physicians.
b.	Hospitals.
3.4.1.25	Describe offeror’s method(s) to establish and maintain allowable charges for medical procedures in accordance with provider negotiated contracts. 
3.4.1.26	Describe offeror’s method(s) used to establish and maintain fee schedules for participating (in-network) medical providers.  Specifically, address the following:
a.	Explain the process used to initially establish the fee schedule.
b.	Describe the database used to determine the fee schedule.
c.	Describe the frequency and the process used to review and update the fee schedule.
d.	Explain the percent of the fee schedule the system will pay for MUS claims.
3.4.1.27	Provide the MUS an in-network provider list including allowable fees initially and when updates occur.
3.4.1.28	Describe the current provider reimbursement method strategy and any changes under consideration for 2014 and 2015. 
3.4.1.29	Provide the MUS with a detailed description of how diagnostic related group (DRG) reimbursement provider agreements will be managed and updated to ensure all payments reflect true overall cost savings to the Plan. 
3.4.1.30	Complete the table “Contracting for Top Montana Providers (non-Hospital_”) per the instructions at the top of the exhibit. See Provider Pricing Exhibits/Excel Spreadsheet posted to the website with this RFP. 
3.4.1.31	Describe the current facility discount strategy and any changes under consideration for 2014 and 2015.  
3.4.1.32	Explain how the offeror enters into contracts with providers who meet all provider requirements and enrollment criteria as follows:  
a.	Provider is licensed or certified in Montana, or in the case of out of state providers, in the state in which they practice.
b.	Physicians or mid-level providers may be members of the medical staff with admitting privileges to at least one general hospital or medical assistance facility or shall have an acceptable arrangement with a physician or mid-level provider with admitting privileges.
3.4.1.33	Explain how the offeror will dis-enroll providers who do not meet the requirements stated in 3.4.1.32.
3.4.1.34	Confirm that offeror’s provider network must only include licensed providers who are actively practicing.  
3.4.1.35	Describe the offeror’s access to board certified specialists in the following areas: Neonatology; Pediatrics; Audiology; Ophthalmology; Psychiatry; Orthopedics; Otolaryngology; Oncology, and Surgery. What other areas of specialty are accessible for MUS plan participants?  Describe the contract with these providers, and who provides oversight of services and practices. 
3.4.1.36	Contractor is expected to publish a current electronic provider directory that lists all the providers (hospitals, physicians, and other providers) with which the contractor has contracts for the delivery of care. The contractor must provide access to this directory electronically to MUS plan participants and to the MUS upon contract effective date. Confirm offeror’s agreement to do so.
3.4.1.37	Offerors are to provide a copy of provider incentive program(s), if available. Confirm that offeror has complied.  
3.4.1.38	Provide the average “equivalent discount off billed charges” for the following provider types: 
a.	Primary Care Physicians
b.	Hospitals
3.4.1.39	Process the sample claims provided and show allowed amounts and reimbursed amounts for each claim assuming out-of-pocket maximums have been satisfied. These claims should actually be adjudicated through the claims processing system that will be used for MUS as of July 1, 2014. See Provider Pricing Exhibits/Excel Spreadsheet posted to the website with this RFP. 

3.4.2 Utilization Review (UR) Services.  Certification and concurrent review of medical services-utilization review focuses on reducing over- and under-utilization. Utilization review strategies include pre-authorization, concurrent review, retrospective review, and certificate of need review of designated services.  All provided services (including, but not limited to, medical, behavioral health, and community-based services) must be medically necessary, of the highest quality, and provided by the most cost effective method possible.  Offeror may provide additional information to clarify or describe UR services.
3.4.2.1	Explain how offeror utilizes medical professionals in the utilization review process.  
3.4.2.2	Describe any activities or professional review committees involved in assuring quality of the UR program.  
3.4.2.3	Confirm that offeror’s utilization review will include evaluations for medical necessity.  
3.4.2.4	List medical management services that are subcontracted and the subcontractor(s), if known. 
3.4.2.5	Confirm that offeror will maintain a current, robust, complete, up-to-date medical policy based on national standards and generally accepted medical practice. 
3.4.2.6	Confirm that offeror will conduct continued stay reviews when members remain in a facility for extended stays to verify that stays are medically necessary and the services are being provided at the appropriate level of care. 
3.4.2.7	Describe how offeror provides case monitoring and facilitation services to members in selected inpatient facilities for high-cost, high-risk services to assure appropriate, medically necessary, and cost-effective services, as well as to monitor quality and access. 
3.4.2.8	Confirm that offeror will conduct utilization reviews of high-cost or highly utilized items defined by the MUS, including, but not limited to, durable medical equipment (DME), orthopedic devices, prosthetics, and oxygen equipment. 
3.4.2.9	Describe how offeror will support a process to refer denied member services to a lower level of care, when appropriate.  
3.4.2.10	Describe how offeror will support a hospital concurrent review process including discharge planning. Confirm that offeror will coordinate with hospital discharge staff to facilitate a lower level of care, when appropriate.
3.4.2.11	Describe how offeror supports regular post-payment reviews, including analysis of outliers, random sample reviews, and hospital billing audits. Confirm that offeror will provide outcome reports to the MUS. The MUS may request these reviews at its discretion. If the post-payment review process is a subcontracted service, list the subcontractor(s) and explain how costs are paid. 
3.4.2.12	Confirm that offeror will provide medical and mental health professional peer reviews when necessary.  
3.4.2.13	Confirm that offeror will retroactively review services when rendered without initial review.  
3.4.2.14	Confirm that offeror’s utilization review team will coordinate closely with the case management and health and disease management teams.  
3.4.2.15	Confirm that offeror will provide monthly and quarterly reports that include, but are not limited to, trend summaries, enrollment profiles, total case analysis, provider utilization, emerging large claim data, and detailed claims data.  
3.4.2.16	Explain how offeror will support reconsiderations, denials, and retrospective certification.  
3.4.2.17	Confirm that offeror’s utilization review services are currently URAC certified.
3.4.2.18	Confirm that offeror’s utilization review plan is filed with the Commissioner of Securities and Insurance of the state of Montana, pursuant to §§33-32-101, MCA.
3.4.2.19	Confirm that offeror will coordinate services with MUS in-house case management.
3.4.2.20	Confirm that offeror can provide MUS in-house case managers access to offeror’s systems on a read-only basis.  
3.4.2.21	Confirm that offeror will coordinate services with contracted disease management programs.  

3.5	DENTAL ADMINISTRATION 

The Montana University System (MUS) currently offers two dental plan options to its employees and their enrolled dependents. Approximately 4,980 employees have chosen the Premium Plan and 1,338 employees the Basic Plan with approximately 642 retirees who have chosen Retiree Premium Dental. Employees are located on the various campuses throughout the state and a few attached to agencies. See http://choices.mus.edu/Forms/2013-14/2013_14Choices_Take2.pdf for additional plan design details. Please see page 17 of Choices-Take 2 Annual Benefits Enrollment Workbook (http://choices.mus.edu) for enrollment and monthly premium information.

The MUS dental plans reimburse claims based on a Schedule of Benefits. Pages 18 through 21 of Choices-Take 2 Annual Benefits Enrollment Workbook (http://www.montana.edu/choices) lists the most commonly used procedure codes and maximum reimbursement. The MUS reviews and updates these schedules periodically.  

3.5.1 Confirm that offeror can administer the MUS dental benefit plans as they currently exist.  

3.5.2 Confirm that offeror has the capability to update maximum schedules periodically as determined by the MUS.

3.5.3 Describe the offeror’s administration of dental benefits. Include whether the offeror’s administration is performed internally or through a third party or separate entity. If a third party, describe the offeror’s relationship with the third party.

3.5.4 Describe any cost containment strategies employed by the offeror to reduce dental claim expenses.  
 
3.6	VISION HARDWARE

The MUS currently offers an optional voluntary vision benefit to its employees and their enrolled dependents.  Please see pages 27 and 28 of the MUS Choices-Take 2 Annual Benefits Enrollment Workbook 2013-2014 for additional benefit design and monthly premium information.

The MUS is considering offering a hardware-only vision benefit which consists of frames, contact lens materials and lens options. Vision care would be rolled into the medical plan.

3.6.1 Confirm that offeror can administer the MUS vision hardware benefit plan as it currently exists.

3.6.2 Confirm that offeror has the capability to administer the potential vision hardware benefit as described.

3.6.3 Describe the offeror’s administration of vision benefits. Include whether the offeror’s administration is performed internally or through a third party or separate entity. If a third party, describe the offeror’s relationship with the third party.

3.6.4 Describe any cost containment strategies employed by the offeror to reduce vision claim expenses.  

3.7	PERFORMANCE GUARANTEES  

The Montana University System expects the contractor to place a minimum of 20% of annual administrative service fees at risk for performance (15% for administration and 5% for implementation the first year only; and 20% for ongoing administration in subsequent years). The guarantees are designed to ensure high quality administration and account management for MUS. Montana University System reserves the right to add or delete performance guarantees in subsequent years with the assent of its third party administrator.
Carefully review the suggested performance guarantees and complete the tables as indicated. In the last column, indicate the percentage of Administrative Services Only (ASO) fees that offeror is willing to place at risk for each guarantee. For any standard or threshold that offeror cannot meet state the reason, and propose an alternative.
Note: If offeror’s organization measures or calculates performance differently than specified in these exhibits, modify accordingly and in a way that best matches the intent of the guarantee. Offerors will be downgraded for deviating from the requested guarantee format.
The contractor will be expected to place 5% of Year 1 ASO fees at risk for successful implementation, and 20% of fees at risk for ongoing administration. Confirm offeror’s acceptance of this requirement. Offeror may also suggest a more generous guarantee.
Complete the tables below (Table A is for on-going administration and Table B is for implementation) by filling in the amount of fees offeror is offering to place at risk in each of the areas and in total. The total percentage fees must be at least 20% for ongoing administration guarantees and at least 5% of ASO fees for the implementation guarantee for any points to be awarded for this section. 
Unless offeror states otherwise, the MUS will assume that all guarantees will be based on MUS-specific data. Clearly indicate any exceptions to this assumption.

Table A – On-going Administration
	Category
	Measure
	Target
	Definition
	% of Fees at Risk

	Claim Quality

	Financial Payment
	Accuracy of paid benefit dollars
	99.0%
	Calculated as the total audited “paid” dollars minus the absolute value of over- and underpayments, divided by total audited paid dollars.
	

	Payment Incidence Accuracy
	Incidence of claims processed without payment error
	97.0%
	Calculated as the total number of audited claims (pays and no pays) minus the number of claims processed with payment error, divided by the total number of audited claims.
Error is defined as any error, regardless of cause (e.g., coding, procedural, system) that results in an overpayment or an underpayment.  Each type of error is counted as one full error but no more than one error can be assigned to one claim.
	

	Claims Timeliness (turnaround time – TAT)

	Turnaround Time in 30 calendar days
	The timeliness of claims processing
	95%
	Plan will pay 95% of clean claims within 30 calendar days and 95% of all claims (paid or denied) within 60 calendar days.
TAT is measured from the date a claim is received by the administrator (either via paper or electronic data interchange) to the date it is processed for payment, denied, or pended for external information.
	

	Category
	Measure
	Target
	Definition
	% of Fees at Risk

	Customer Service

	Telephone Response Time
	Timeliness of customer service call answer
	90% answered in 30 seconds or less
	The amount of time that lapses between the time a call is received into a customer service queue to the time the phone is answered by a Customer Service Representative (CSR).
	

	Call Abandonment Rate
	The percentage of calls that are abandoned before answer
	3% or less
	Percentage of calls that reach the vendor and are placed in member service queue, but are not answered because caller hangs up before a Customer Service Representative (CSR) becomes available. Any calls that are abandoned within 10 seconds of being placed in queue need not be counted. Calculated as the number of calls in the member services queue that are abandoned divided by the number of calls placed in queue. Calls that are answered by automated responses should not be included in the measurement (i.e., added to the count of calls that are placed in queue.)
	

	First Call Resolution Rate
	Percentage of calls that are handled to conclusion on first call
	85%
	First call resolution is defined as a call that is resolved during or after the call is received, and does not result in a follow-up call from the member regarding the same issue within 30 calendar days of the first call.
	

	Call Quality
	Average percentage of customer service quality points earned per  monitored call
	85%
	Call quality is measured by monitoring a random sample of calls answered by the Member Services Call Center. The sample is reviewed to determine the percentage of customer service quality points earned.  The measurement is conducted by the Plan’s standard internal call quality assurance program based on monitored calls.
	

	Administration

	Account Management
	Account management performance 
	Average score of 3.0 or better
	Performance of the account management team as measured by MUS must be at least 3.0 (satisfactory) on a 5.0 scale.
	

	Identification cards
	Percentage of ID cards sent with correct information within 5 business dates of receipt of eligibility tape
	99%
	The Identification card standard requires the plan to send at least 99% of ID cards with correct information within five business days of receipt of clean eligibility data.
	

	TOTAL FEES AT RISK FOR ONGOING MANAGEMENT (Must be at least 15%)
	


Table B – Implementation Guarantee
	Category
	Measure
	Target
	Definition
	% of Fees at Risk

	Implementation
	Client’s satisfaction with administrator’s implementation
	100%
	Measured by contractor’s ability to complete the following functions in an accurate and timely manner according to the detailed work plan:
· General materials delivery
· Network directories
· ID cards
· Web-based service development/delivery
· Documents (e.g. SPDs, plan documents)
· Banking setup
· Audit of account structure
· Audit of plan benefits narrative
· Test claims for programming
	5% of Year 1 ASO fees



TOTAL FEES AT RISK FOR IMPLEMENTATION (Must be at least 5%)




SECTION 4:  OFFEROR QUALIFICATIONS

All subsections of Section 4 not listed in the "Instructions to Offerors" on page 3 require a response. Restate the subsection number and the text immediately prior to your written response.

4.1	STATE'S RIGHT TO INVESTIGATE AND REJECT

The State may make such investigations as deemed necessary to determine the offeror's ability to perform the services specified. The State reserves the right to reject a proposal if the information submitted by, or investigation of, the offeror fails to satisfy the State’s determination that the offeror is properly qualified to perform the obligations of the contract. This includes the State's ability to reject the proposal based on negative references.

4.2	OFFEROR QUALIFICATIONS

To enable the State to determine the capabilities of an offeror to perform the services specified in the RFP, the offeror shall respond to the following regarding its ability to meet the State's requirements. THE RESPONSE, "(OFFEROR'S NAME) UNDERSTANDS AND WILL COMPLY," IS NOT APPROPRIATE FOR THIS SECTION.

NOTE:  Each item must be thoroughly addressed. Offerors taking exception to any requirements listed in this section may be found nonresponsive or be subject to point deductions.

4.2.1 Corporate Structure.  The offeror must include a discussion of its corporation and each subcontractor, if any. The discussion shall include the following:
4.2.1.1	Length of time in business.
4.2.1.2	Would a special team be designated for the MUS account? If so, provide resumes.
4.2.1.3	For all units that will handle this account, what is the turn-over rate?
a. Account Management 
b. Member Services
c. Claims Processing
4.2.1.4	Data processing resources and the extent they are dedicated to other matters.
4.2.1.5	Location of the project within the offeror's organization.
4.2.1.6	Relationship of the project and other lines of business.
4.2.1.7	Organizational chart.

4.2.2 Ownership.  The offeror must describe company ownership (public partnership, subsidiary, wholly owned, etc.). The MUS is concerned with possible changes in ownership of the selected offeror during the term of the contract. Describe the likelihood of a change in ownership and indicate the status of any possibilities under discussion.
4.2.2.1	Detail any mergers and/or acquisitions that have occurred within the last 24 months.
4.2.2.2	Disclose any current or emerging financial issues. Provide ratings from nationally recognized financial ratings companies.
4.2.2.3	Provide a copy of the certificate of registration if the organization is licensed by the State of Montana Auditor Montana Commissioner of Securities and Insurance. 
4.2.2.4	Provide a copy of the most recent financial statement of the risk-bearing entity.
4.2.2.5	Provide a copy of your most recent annual report for the corporate entity submitting the proposal.

4.2.3 Staffing Requirements and Key Personnel.  The contractor shall provide key personnel to perform the activities called for in this RFP and contract including, at a minimum:
4.2.3.1	A contract administrator who will be the primary point of contact for offeror’s performance under the contract and who has the authority to make decisions that are binding on the offeror. Contract issues, scope of work issues, and other corporate matters may be referred to a higher level of authority than the contractor administrator if offeror so chooses.
4.2.3.2	Preferred Qualifications:  at least five years of demonstrated effective experience with a healthcare related operation or system; at least five years of supervisory experience, and a Bachelor’s degree from an accredited college or university.

4.2.4 References.
4.2.4.1	Offeror shall provide in its response to this RFP14-2875P a minimum of six references that are using services of the type proposed in this RFP. The references may include state government or universities where the offeror, preferably within the last three years, has provided health insurance coverage. At a minimum, the offeror shall provide the company name, the location where the services were provided; contact person(s), customer's telephone number, e-mail address, and a complete description of the service type, and dates the services were provided. These references may be contacted to verify offeror's ability to perform the contract. MUS reserves the right to use any information or additional references deemed necessary to establish the ability of the offeror to perform the conditions of the contract. Negative references, or no references, submitted with this RFP may be grounds for proposal disqualification. 
4.2.4.2	Provide a list of two clients of similar size and services who have terminated services in the last three years. Indicate reason(s) for termination. Provide the name, address, and phone number of a person of each organization who can be contacted as an informed reference.



SECTION 5:  COST PROPOSAL

All subsections of Section 5 not listed in the "Instructions to Offerors" on page 3 require a response. Restate the subsection number and the text immediately prior to your written response.

Offerors must respond to this RFP by utilizing the information in this section. This shall include offeror’s guaranteed rates and the factors upon which the renewal rates will be based. All proposals must be guaranteed to be firm for an effective date of July 1, 2014. Proposals must include rate guarantees at least through June 30, 2017.  Multiple year guarantees or caps are invited.

All administrative fees must be shown in a Rate Structure. In addition to our format, offeror may also provide this information in its standard format if it wishes. However, in the event of a discrepancy, MUS reserves the right for the Rate Structure to be construed as the formal proposal. Estimated administrative fees are not acceptable. 

Proposals may also include descriptions of any enhancements or additional services the offeror will provide that are not mentioned in this RFP. Any additional costs associated with enhancements or additional services must be noted in this response to the Cost Proposal. 

5.1	RATE STRUCTURE:

Guaranteed Rates
Offeror must quote the administrative fees and case management fees per MUS plan participant in order to be considered responsive to this RFP. Offeror’s charges are not to include auditing, legal advice, consulting, actuarial, or other costs directly controlled by the MUS.  

5.1.1 Administrative Fees. 

	Self-Funded ASO Base Fees
	July 1, 2014
PEPM Fee
	July 1, 2015
PEPM Fee
	July 1, 2016
PEPM Fee

	Medical
	
	
	

	Dental
	
	
	

	Vision
	
	
	



5.1.2	Base Administrative Services

	Administration Base Fee Components (check if service is included in Base Fee)
	Included

	Account administration
	

	Banking and funds transfers
	

	Pre-determination of allowable charges
	

	ID cards
	

	Customer reporting
	

	Information services and systems
	

	Enrollment processing
	

	Claim payments
	

	Claim processing
	

	Claim reprocessing
	

	Member services
	

	PPO network access fees
	

	PPO network management fees
	

	Out-of-state network access fees (list each state separately)
	

	Directory and provider maintenance
	

	Care coordination
	

	Utilization review
	

	Prior authorization
	

	Grievance and appeals process and resolution
	

	Custom ad hoc reports (indicate number allowed per year)
	

	Others (list):
	



5.1.3	 Additional Services (write “Included in Base” if part of Base Fee)

	Service
	July 1, 2014 PEPM Fee
	July 1, 2015 PEPM Fee
	July 1, 2016 PEPM Fee

	COBRA administration
	
	
	



5.1.4 Other Charges and Fees.  List any additional categories of fees or charges not included above, excluding payments to providers for medical services performed (e.g., PBM interface fees, implementation fees, program setup fees, etc.). For fees not based on a PEPM basis (e.g. hourly rate), please provide an estimate of the amount of services anticipated (e.g. number of hours).

	Fee Category
	July 1, 2014 PEPM Fee
	July 1, 2015 PEPM Fee
	July 1, 2016 PEPM Fee

	
	
	
	

	
	
	
	

	
	
	
	



5.2	PROVIDER PRICING 

This information is being sought to aid in determining the best offer for the MUS. If this information is a trade secret, see Section 2.3 for instructions on submitting trade secret information. All tables listed below can be found in Provider Pricing Exhibits/Excel Spreadsheet posted to the website with this RFP. 

5.2.1 Complete the table “Carrier discounts reporting by major areas*” and “major service categories” for each service area and category per the instructions at the top of the exhibit.  

5.2.2 Complete the table “Hospitals/Clinics/Surgery Centers” for each facility and category per the instructions at the top of the exhibit.

5.2.3 Complete the table “Contracted Allowed Amounts for top procedures by major areas” for each procedure code and area per the instructions at the top of the exhibit as well as the RBRVS conversion factor and fee schedule year.

5.2.4 Complete the table “Other Discount Considerations” for each service per the instructions at the top of the exhibit.

5.2.5 Complete the table “Contracted Allowed Amounts for top procedures by major areas” for each procedure code and area per the instructions at the top of the exhibit.

5.2.6 Complete the table “Contracted Allowed Amounts for top procedures by major areas” for each procedure code and per the instructions at the top of exhibit, as well as the RBRVS conversion factor and fee schedule year as applicable.  

5.2.7 Complete the table “Medical Claims for Repricing” for each listed claim per the instructions at the top of the exhibit.  





SECTION 6:  EVALUATION PROCESS

6.1	BASIS OF EVALUATION

The evaluator/evaluation committee will review and evaluate the offers according to the following criteria based on a total number of 2,000 points per component (Medical, Dental, Vision will each be scored individually).

The Provision of Services, Corporate Structure and Ownership, and Staffing Requirement and Key Personnel portions of the proposal will be evaluated based on the following Scoring Guide. The Certificate of Registration, Financial Statements, Annual Report, and References portions of the proposal will be evaluated on a pass/fail basis, with any offeror receiving a "fail" eliminated from further consideration. The Cost Proposal will be evaluated based on the formula set forth below.

Any response that fails to achieve a minimum score per the requirements of Section 2.4.5 will be eliminated from further consideration. A "fail" for any individual evaluation criterion may result in proposal disqualification at the discretion of the procurement officer.

SCORING GUIDE

In awarding points to the evaluation criteria, the evaluator/evaluation committee will consider the following guidelines:

Superior Response (95-100%):  A superior response is an exceptional reply that completely and comprehensively meets all of the requirements of the RFP. In addition, the response may cover areas not originally addressed within the RFP and/or include additional information and recommendations that would prove both valuable and beneficial to the agency. 

Good Response (75-94%):  A good response clearly meets all the requirements of the RFP and demonstrates in an unambiguous and concise manner a thorough knowledge and understanding of the project, with few deficiencies noted.  

Fair Response (60-74%):  A fair response minimally meets most requirements set forth in the RFP. The offeror demonstrates some ability to comply with guidelines and requirements of the project, but knowledge of the subject matter is limited.

Failed Response (59% or less):  A failed response does not meet the requirements set forth in the RFP. The offeror has not demonstrated sufficient knowledge of the subject matter.

6.2	EVALUATION CRITERIA

	
	Category
	Section of RFP
	Point Value

	
	
	

	
	Provision of Services- Medical
	50% of points for a possible 1000 points

	
	
	
	

	1. 
	Overview
	3.3.1
	50

	2. 
	Eligibility and Enrollment
	3.3.2
	70

	3. 
	Claims and Benefits Administration
	3.3.3
	150

	4. 
	Plan Design and Implementation
	3.3.4
	75

	5. 
	Reports and Information
	3.3.5
	60

	6. 
	Account Management
	3.3.6
	60

	7. 
	Customer Service
	3.3.7
	80

	8. 
	Auditing
	3.3.8
	50

	9. 
	Website
	3.3.9
	40

	10. 
	HIPAA Compliance
	3.3.10
	50

	11. 
	Out of Area Coverage
	3.3.11
	100

	12. 
	Medical and Mental Health Networks
	3.4.1
	125

	13. 
	Utilization Review (UR) Services
	3.4.2
	40

	14. 
	Performance Guarantees
	3.7
	50

	
	
	
	

	
	Provision of Services- Dental
	50% of points for a possible 1000 points

	
	
	
	

	1.
	Overview
	3.3.1
	50

	2.
	Eligibility and Enrollment
	3.3.2
	70

	3.
	Claims and Benefits Administration
	3.3.3
	150

	4.
	Plan Design and Implementation
	3.3.4
	75

	5.
	Reports and Information
	3.3.5
	60

	6.
	Account Management
	3.3.6
	60

	7.
	Customer Service
	3.3.7
	80

	8.
	Auditing
	3.3.8
	50

	9.
	Website
	3.3.9
	40

	10.
	HIPAA Compliance
	3.3.10
	50

	11.
	Out of Area Coverage
	3.3.11
	50

	12.
	Dental Administration
	3.5
	215

	13.
	Performance Guarantees
	3.7
	50

	
	
	
	

	
	Provision of Services- Vision
	50% of points for a possible 1000 points

	
	
	
	

	1.
	Overview
	3.3.1
	50

	2.
	Eligibility and Enrollment
	3.3.2
	70

	3.
	Claims and Benefits Administration
	3.3.3
	150

	4.
	Plan Design and Implementation
	3.3.4
	75

	5.
	Reports and Information
	3.3.5
	60

	6.
	Account Management
	3.3.6
	60

	7.
	Customer Service
	3.3.7
	80

	8.
	Auditing
	3.3.8
	50

	9.
	Website
	3.3.9
	40

	10.
	HIPAA Compliance
	3.3.10
	50

	11.
	Out of Area Coverage
	3.3.11
	50

	12.
	Vision Hardware
	3.6
	215

	13.
	Performance Guarantees
	3.7
	50

	
	
	
	

	
	Corporate Structure and Ownership
	3% of points for a possible 60 points

	
	
	
	

	1. 
	Corporate Structure
	4.2.1
	30

	2. 
	Ownership
	4.2.2
	30

	3. 
	Certificate of Registration
	4.2.2.3
	Pass/Fail

	4. 
	Financial Statements
	4.2.2.4
	Pass/Fail

	5. 
	Annual Report
	4.2.2.5
	Pass/Fail

	
	
	
	

	
	Staffing Requirements and Key Personnel
	3% of points for a possible 60 points

	
	
	
	

	1. 
	Key Personnel
	4.2.3
	30

	2. 
	Staff Qualifications
	4.2.3
	30

	
	
	
	

	
	References
	Pass/Fail

	
	
	
	

	1. 
	Complete contact information provided with RFP response
	4.2.4
	Pass/Fail

	
	
	
	

	
	Cost Proposal
	44% of points for a possible 880 points

	
	
	
	

	1. 
	Administrative Fees
	5.1.1
	230

	2. 
	Base Administrative Services
	5.1.2
	50

	3. 
	Additional Services
	5.1.3
	50

	4. 
	Other Charges and Fees
	5.1.4
	50

	5.
	Provider Pricing Medical
	5.2
	500

	
	
	
	

	5.
	Provider Pricing Dental
	5.2
	500

	
	
	
	

	5.
	Provider Pricing Vision
	5.2
	500

	
	
	
	



Lowest overall cost receives the maximum allotted points. All other proposals receive a percentage of the points available based on their cost relationship to the lowest. Example:  Total possible points for cost are 200.  Offeror A's cost is $20,000. Offeror B's cost is $30,000. Offeror A would receive 200 points. Offeror B would receive 134 points ($20,000/$30,000) = 67% x 200 points = 134).

Lowest Responsive Offer Total Cost	x	Number of available points = Award Points
	This Offeror's Total Cost



APPENDIX A:  STANDARD TERMS AND CONDITIONS

By submitting a response to this invitation for bid, request for proposal, limited solicitation, or acceptance of a contract, the vendor agrees to acceptance of the following Standard Terms and Conditions and any other provisions that are specific to this solicitation or contract. 

ACCEPTANCE/REJECTION OF BIDS, PROPOSALS, OR LIMITED SOLICITATION RESPONSES: The State reserves the right to accept or reject any or all bids, proposals, or limited solicitation responses, wholly or in part, and to make awards in any manner deemed in the best interest of the State. Bids, proposals, and limited solicitation responses will be firm for 30 days, unless stated otherwise in the text of the invitation for bid, request for proposal, or limited solicitation.
ALTERATION OF SOLICITATION DOCUMENT: In the event of inconsistencies or contradictions between language contained in the State’s solicitation document and a vendor’s response, the language contained in the State’s original solicitation document will prevail. Intentional manipulation and/or alteration of solicitation document language will result in the vendor’s disqualification and possible debarment.
DEBARMENT: The contractor certifies, by submitting this bid or proposal, that neither it nor its principals are presently debarred, suspended, proposed for debarment, declared ineligible, or voluntarily excluded from participation in this transaction (contract) by any governmental department or agency. If the contractor cannot certify this statement, attach a written explanation for review by the State.
FACSIMILE RESPONSES: Facsimile responses will be accepted for invitations for bids, small purchases, or limited solicitations ONLY if they are completely received by the State Procurement Bureau prior to the time set for receipt. Bids or portions thereof, received after the due time will not be considered. Facsimile responses to requests for proposals are ONLY accepted on an exception basis with prior approval of the procurement officer.
FAILURE TO HONOR BID/PROPOSAL: If a bidder/offeror to whom a contract is awarded refuses to accept the award (PO/contract) or fails to deliver in accordance with the contract terms and conditions, the department may, in its discretion, suspend the bidder/offeror for a period of time from entering into any contracts with the State of Montana.
LATE BIDS AND PROPOSALS: Regardless of cause, late bids and proposals will not be accepted and will automatically be disqualified from further consideration. It shall be solely the vendor’s risk to ensure delivery at the designated office by the designated time. Late bids and proposals will not be opened and may be returned to the vendor at the expense of the vendor or destroyed if requested.
PAYMENT TERM: All payment terms will be computed from the date of delivery of supplies or services OR receipt of a properly executed invoice, whichever is later. Unless otherwise noted in the solicitation document, the State is allowed 30 days to pay such invoices. All contractors will be required to provide banking information at the time of contract execution in order to facilitate State electronic funds transfer payments.
RECIPROCAL PREFERENCE: The State of Montana applies a reciprocal preference against a vendor submitting a bid from a state or country that grants a residency preference to its resident businesses. A reciprocal preference is only applied to an invitation for bid for supplies or an invitation for bid for nonconstruction services for public works as defined in section 18-2-401(9), MCA, and then only if federal funds are not involved. For a list of states that grant resident preference, see http://gsd.mt.gov/ProcurementServices/preferences.mcpx.
SOLICITATION DOCUMENT EXAMINATION: Vendors shall promptly notify the State of any ambiguity, inconsistency, or error which they may discover upon examination of a solicitation document.
U.S. FUNDS: All prices and payments must be in U.S. dollars.


APPENDIX B - CONTRACT

MUS Third Party Administrator Claims Services
Contract 14-2975P

THIS CONTRACT is entered into by and between the State of Montana Commissioner of Higher Education Insurance/Benefits, Montana University System (hereinafter referred to as “State” or  “MUS”), whose address and phone number are P.O. Box 203203, Helena MT 59620-3203, (406) 444-0329 and CONTRACTOR  (Contractor), whose address and phone number are ___ and  ___.

1.	EFFECTIVE DATE, DURATION, AND RENEWAL

1.1	Contract Term.  The contract’s initial term is three years and beginning July 1, 2014 through June 30, 2017 inclusive, unless terminated earlier as provided in this contract.  In no event is this contract binding on the MUS unless the MUS’s authorized representative has signed it. The legal counsel signature approving legal content of the contract and the procurement officer signature approving the form of the contract do not constitute an authorized signature.

1.2	Contract Renewal.  The MUS may renew this contract under its then-existing terms and conditions (subject to potential cost adjustments described below in section 2) in one-year intervals, or any interval that is advantageous to the MUS. This contract, including any renewals, may not exceed a total of seven years.  

2.	COST ADJUSTMENTS

2.1	Cost Increase by Mutual Agreement.  After the contract’s initial term and if the MUS agrees to a renewal, the parties may agree upon a cost increase. The MUS is not obligated to agree upon a renewal or a cost increase.  

3.	SERVICES AND/OR SUPPLIES

Contractor shall provide the MUS all of the minimum services for the Third Party Administrator Services for Claims Administration, Utilization Review, Vision, and/or Dental Administration as described in RFP14-2875P, its attachments, and the Contractor’s proposal.

4.	WARRANTIES

4.1	Warranty of Services.  Contractor warrants that the services provided conform to the contract requirements, including all descriptions, specifications and attachments made a part of this contract. The MUS’s acceptance of services provided by Contractor shall not relieve Contractor from its obligations under this warranty. In addition to its other remedies under this contract, at law, or in equity, the MUS may, at Contractor's expense, require prompt correction of any services failing to meet Contractor's warranty herein. Services corrected by Contractor shall be subject to all the provisions of this contract in the manner and to the same extent as services originally furnished.  

5.	CONSIDERATION/PAYMENT

5.1	Payment Schedule.  In consideration of the services to be provided, the MUS shall pay Contractor according to the following schedule:  (insert pay schedule).

5.2	Withholding of Payment.  In addition to its other remedies under this contract, at law, or in equity, the MUS may withhold payments to Contractor if Contractor has breached this contract or has not performed in accordance with this contract and any performance assessments.  Such withholding cannot be greater than the additional costs to the MUS caused by lack of performance.

5.3	Payment Terms.  Unless otherwise noted in the solicitation document, the MUS has 30 days to pay invoices, as allowed by 17-8-242, MCA. Contractor shall provide banking information at the time of contract execution in order to facilitate the MUSs electronic funds transfer payments.

5.4	Reference to Contract.  The contract number MUST appear on all invoices, packing lists, packages, and correspondence pertaining to the contract. If the number is not provided, the MUS is not obligated to pay the invoice.

6.	ACCESS AND RETENTION OF RECORDS

6.1	Access to Records.  Contractor shall provide the MUS, the State, Legislative Auditor, or their authorized agents access to any records necessary to determine contract compliance. The MUS may terminate this contract under section 22, without incurring liability, for the Contractor’s refusal to allow access as required by this section.  (18-1-118, MCA.)

6.2	Retention Period.  Contractor shall create and retain all records supporting the services for a period of seven years after either the completion date of this contract or termination of the contract or the conclusion of any claim, litigation, or exception relating to this contract taken by the State of Montana or a third party.    

7.	ASSIGNMENT, TRANSFER, AND SUBCONTRACTING

Contractor may not assign, transfer, or subcontract any portion of this contract without the MUS's prior written consent. (18-4-141, MCA.) Contractor is responsible to the MUS for the acts and omissions of all subcontractors or agents and of persons directly or indirectly employed by such subcontractors, and for the acts and omissions of persons employed directly by Contractor. No contractual relationships exist between any subcontractor and the MUS under this contract.

8.	HOLD HARMLESS/INDEMNIFICATION

Contractor agrees to protect, defend, and save the MUS, the State, its elected and appointed officials, agents, and employees, while acting within the scope of their duties as such, harmless from and against all claims, demands, causes of action of any kind or character, including the cost of defense thereof, that the MUS shall incur or suffer, which arise out of, result from or relate to any negligent act or willful misconduct, arising out of  services performed or omissions of services or in any way resulting from the acts or omissions of the Contractor and/or its agents, employees, representatives, assigns, or subcontractors, except the sole negligence of the MUS, under this contract.

9.	REQUIRED INSURANCE

9.1	General Requirements.  Contractor shall maintain for the duration of this contract, at its cost and expense, insurance against claims for injuries to persons or damages to property, including contractual liability, which may arise from or in connection with the performance of the work by Contractor, agents, employees, representatives, assigns, or subcontractors. This insurance shall cover such claims as may be caused by any negligent act or omission.  

9.2	Primary Insurance.  Contractor's insurance coverage shall be primary insurance with respect to the MUS, the State, its officers, officials, employees, and volunteers and shall apply separately to each project or location. Any insurance or self-insurance maintained by the MUS, the State, its officers, officials, employees, or volunteers shall be excess of Contractor's insurance and shall not contribute with it.

9.3	Specific Requirements for Professional Liability.  Contractor shall purchase and maintain occurrence coverage with combined single limits for each wrongful act of $1,000,000 per occurrence and $2,000,000 aggregate per year to cover such claims as may be caused by any act, omission, or negligence of Contractor or its officers, agents, representatives, assigns, or subcontractors.  Note:  if “occurrence” coverage is unavailable or cost prohibitive, the Contractor may provide “claims made” coverage provided the following conditions are met:  (1) the commencement date of the contract must not fall outside the effective date of insurance coverage and it will be the retroactive date for insurance coverage in future years; and (2) the claims made policy must have a three-year for claims that are made (filed) after the cancellation or expiration date of the policy.    

9.4	Deductibles and Self-Insured Retentions.  Any deductible or self-insured retention must be declared to and approved by the state agency.  At the request of the agency either:  (1) the insurer shall reduce or eliminate such deductibles or self-insured retentions as respects the MUS, the State, its officers, officials, employees, or volunteers; or (2) at the expense of Contractor, Contractor shall procure a bond guaranteeing payment of losses and related investigations, claims administration, and defense expenses.

9.5	Certificate of Insurance/Endorsements.  A certificate of insurance from an insurer with a Best's rating of no less than A- indicating compliance with the required coverages, will be sent to the State Procurement Bureau, P.O. Box 200135, Helena, MT 59620-0135.  Contractor must notify the State immediately of any material change in insurance coverage, such as changes in limits, coverages, change in status of policy, etc.  The State reserves the right to require complete copies of insurance policies at all times.

9.6	Fidelity Bond.  Contractor shall purchase and maintain a fidelity bond in the amount of $1,000,000 per occurrence and $2,000,000 aggregate that provides coverage for fraud, theft, embezzlement, failure to faithfully perform duties, burglary and theft of cash by employees or  third parties other than employees, forgery/alteration, computer fraud, and other dishonest acts of any employee, agent, or independent contractor whose duties are to receive, handle, or have custody of money, checks, securities, electronic funds, or account for supplies or other property. The bond must apply to any individual that certifies, signs, or countersigns checks, drafts, warrants, vouchers, orders, electronic documents, or other documents and who provides for the disbursement or delivery (including electronic transmission) of money, funds, securities, supplies, or other property. The fidelity bond must remain in effect for the entire contract period

The fidelity bond must be provided to the following address:  State Procurement Bureau, P.O.  Box 200135, Helena, MT 59620-0135.

10.	COMPLIANCE WITH WORKERS' COMPENSATION ACT

Contractor shall comply with the provisions of the Montana Workers' Compensation Act while performing work for the State of Montana in accordance with 39-71-401, 39-71-405, and 39-71-417, MCA.  Proof of compliance must be in the form of workers' compensation insurance, an independent contractor's exemption, or documentation of corporate officer status. Neither Contractor nor its employees are State employees. This insurance/exemption must be valid for the entire contract term and any renewal. Upon expiration, a renewal document must be sent to the State Procurement Bureau, P.O. Box 200135, Helena, MT 59620-0135.

11.	COMPLIANCE WITH LAWS

Contractor shall, in performance of work under this contract, fully comply with all applicable federal, state, or local laws, rules, and regulations, including but not limited to, the Montana Human Rights Act, the Civil Rights Act of 1964, the Age Discrimination Act of 1975, the Americans with Disabilities Act of 1990, and Section 504 of the Rehabilitation Act of 1973. Any subletting or subcontracting by Contractor subjects subcontractors to the same provision. In accordance with 49-3-207, MCA, Contractor agrees that the hiring of persons to perform this contract will be made on the basis of merit and qualifications and there will be no discrimination based upon race, color, religion, creed, political ideas, sex, age, marital status, physical or mental disability, or national origin by the persons performing this contract.

12.	COMPLIANCE WITH HIPAA AND GINA  

The Contractor must, in performance of its work under this contract, fully comply with the Health Insurance Portability and Accountability Act (HIPAA) Privacy, Security, Enforcement and Breach Notification Rules (HIPAA Rules) under the Health Information Technology for Economic and Clinical Health Act (HITECH), the Genetic Information Nondiscrimination Act (GINA) and must require that its agents and subcontractors comply with the requirements that are applicable to the Contractor.  

13.	CONTRACT TERMINATION

13.1	Termination for Cause with Notice to Cure Requirement.  The MUS may terminate this contract in whole or in part for Contractor’s failure to perform any of the services, duties, terms, or conditions contained in this contract after giving Contractor written notice of the stated failure. The written notice must demand performance of the stated failure within a specified period of time of not less than 30 days.  If the demanded performance is not completed within the specified period, the termination is effective at the end of the specified period.  

13.2	Termination for Convenience.  The MUS may, by written notice to Contractor, terminate this contract without cause and without incurring liability to Contractor. The MUS shall give notice of termination to Contractor at least 90 days before the effective date of termination. The MUS shall pay Contractor only that amount, or prorated portion thereof, owed to Contractor up to the date the MUS's termination takes effect. This is Contractor's sole remedy. The MUS shall not be liable to Contractor for any other payments or damages arising from termination under this section, including but not limited to general, special, or consequential damages such as lost profits or revenues.

13.3	Reduction of Funding.  The MUS, at its sole discretion, may terminate this contract if available funding is reduced for any reason. (Section 18-4-313(4), MCA)   The MUS shall provide Contractor the date the MUS’s termination shall take effect. The MUS shall not be liable to Contractor for any payment that would have been payable had the contract not been terminated under this provision. As stated above, the MUS shall be liable to Contractor only for the payment, or prorated portion of that payment, owed to Contractor up to the date the MUS's termination takes effect. This is Contractor's sole remedy. The MUS shall not be liable to Contractor for any other payments or damages arising from termination under this section, including but not limited to general, special, or consequential damages such as lost profits or revenues.

14.	EVENT OF BREACH – REMEDIES

14.1	Event of Breach by Contractor.  Any one or more of the following Contractor acts or omissions constitute an event of material breach under this contract:

●	products or services furnished fail to conform to any requirement; 
●	failure to submit any report required by this contract; 
●	failure to perform any of the other terms and conditions of this contract, including but not limited to beginning work under this contract without prior MUS approval and breaching Section 19.1 obligations; or
voluntary or involuntary bankruptcy or receivership.

14.2	Event of Breach by MUS or State.  The MUS’s failure to perform any material terms or conditions of this contract constitutes an event of breach.

14.3	Actions in Event of Breach.  

Upon the Contractor’s material breach, the MUS may:
●	terminate this contract under Section 13; or
●	treat this contract as materially breached and pursue any of its remedies under this contract, at 
	law, or in equity.

Upon the MUS’s material breach, the Contractor may:
terminate this contract after giving the MUS written notice of the stated failure. The written notice must demand performance of the stated failure within a specified period of time of not less than 60 days. If the demanded performance is not completed within the specified period, the termination is effective at the end of the specified period; or
treat this contract as materially breached and, except as the remedy is limited in this contract, pursue any of its remedies under this contract, at law, or in equity.

15.	FORCE MAJEURE

Neither party is responsible for failure to fulfill its obligations due to causes beyond its reasonable control, including without limitation, acts or omissions of government or military authority, acts of God, materials shortages, transportation delays, fires, floods, labor disturbances, riots, wars, terrorist acts, or any other causes, directly or indirectly beyond the reasonable control of the nonperforming party, so long as such party uses its best efforts to remedy such failure or delays. A party affected by a force majeure condition shall provide written notice to the other party within a reasonable time of the onset of the condition. In no event, however, shall the notice be provided later than five working days after the onset. If the notice is not provided within the 5 day period, then a party may not claim a force majeure event. A force majeure condition suspends a party’s obligations under this contract, unless the parties mutually agree that the obligation is excused because of the condition.  

16.	WAIVER OF BREACH

Either party’s failure to enforce any contract provisions after any event of breach is not a waiver of its right to enforce the provisions and exercise appropriate remedies if the breach occurs again. Neither party may assert the defense of waiver in these situations

17.	 CONFORMANCE WITH CONTRACT

No alteration of the terms, conditions, delivery, price, quality, quantities, or specifications of the contract shall be granted without the State Procurement Bureau’s prior written consent. Product or services provided that do not conform to the contract terms, conditions, and specifications may be rejected and returned at Contractor’s expense.  

18.	LIAISONS AND SERVICE OF NOTICES

18.1	Contract Liaisons.  All project management and coordination on the MUS’s behalf must be through a single point of contact designated as the MUS's liaison. Contractor shall designate a liaison that will provide the single point of contact for management and coordination of Contractor's work. All work performed under this contract must be coordinated between the MUS's liaison and Contractor's liaison.

Connie Welsh, Director of Benefits, is the MUS's liaison.
P.O. Box 203203
Helena, MT  59620
Telephone:  (406) 444-0614 
Fax:  (406) 444-0222
E-mail:  cwelsh@montana.edu 

________________________ is Contractor's liaison.
ADDRESS
CITY
Telephone: 
Fax:  
E-mail: 

18.2	Notifications.  The MUS's liaison and Contractor's liaison may be changed by written notice to the other party. Written notices, requests, or complaints must first be directed to the liaison. Notice may be provided by personal service, mail, or facsimile. If notice is provided by personal service or facsimile, the notice is effective upon receipt; if notice is provided by mail, the notice is effective within three (3) business days of mailing. A signed and dated acknowledgement of the notice is required of both parties. 

18.3	Identification/Substitution of Personnel.  The personnel identified or described in Contractor's proposal shall perform the services provided for the MUS under this contract. Contractor agrees that any personnel substituted during the term of this contract must be able to conduct the required work to industry standards and be equally or better qualified than the personnel originally assigned. The MUS reserves the right to approve Contractor personnel assigned to work under this contract and any changes or substitutions to such personnel. The MUS's approval of a substitution will not be unreasonably withheld.  This approval or disapproval shall not relieve Contractor to perform and be responsible for its obligations under this contract. The MUS reserves the right to require Contractor personnel replacement. If Contractor personnel become unavailable, Contractor shall provide an equally qualified replacement in time to avoid delays to the work plan.

19.	MEETINGS

19.1	Technical or Contractual Problems.  Contractor shall meet with the MUS's personnel, or designated representatives, to resolve technical or contractual problems occurring during the contract term or to discuss the progress made by Contractor and the MUS in the performance of their respective obligations, at no additional cost to the MUS. The MUS may request the meetings as problems arise and will be coordinated by the MUS. The MUS shall provide Contractor a minimum of three full working days notice of meeting date, time, and location. Face-to-face meetings are desired; however, at Contractor's option and expense, a conference call meeting may be substituted. Contractor’s consistent failure to participate in problem resolution meetings, Contractor missing or rescheduling two consecutive meetings, or Contractor’s failure to make a good faith effort to resolve problems may result in termination of the contract.
	
20.	TRANSITION ASSISTANCE

If this contract is not renewed at the end of this term, if the contract is otherwise terminated before project completion, or if particular work on a project is terminated for any reason, Contractor shall provide transition assistance for a reasonable, mutually agreed period of time after the expiration or termination of this contract or particular work under this contract. The purpose of this assistance is to allow for the expired or terminated portion of the services to continue without interruption or adverse effect, and to facilitate the orderly transfer of such services to the MUS or its designees. The parties agree that such transition assistance is governed by the terms and conditions of this contract, except for those terms or conditions that do not reasonably apply to such transition assistance. The MUS shall pay Contractor for any resources utilized in performing such transition assistance at the most contract current rates. If the MUS terminates a project or this contract for cause, then the MUS may offset the cost of paying Contractor for the additional resources Contractor utilized in providing transition assistance with any damages the MUS may have sustained as a result of Contractor’s breach.

21.	CHOICE OF LAW AND VENUE

Montana law governs this contract. The parties agree that any litigation concerning this bid, proposal, or this contract must be brought in the First Judicial District in and for the County of Lewis and Clark, State of Montana, and each party shall pay its own costs and attorney fees. (18-1-401, MCA.)

22.	TAX EXEMPTION  

The State of Montana is exempt from Federal Excise Taxes (#81-0302402).

23.	AUTHORITY

This contract is issued under authority of Title 18, Montana Code Annotated, and the Administrative Rules of Montana, Title 2, chapter 5.

24.	SEVERABILITY CLAUSE

A declaration by any court or any other binding legal source that any provision of the contract is illegal and void shall not affect the legality and enforceability of any other provision of the contract, unless the provisions are mutually and materially dependent.

25.	SCOPE, ENTIRE AGREEMENT, AND AMENDMENT

25.1	Contract.  This contract consists of (insert number) numbered pages, any Attachments as required, RFP14-2875P, as amended, and Contractor's response, as amended. In the case of dispute or ambiguity arising between or among the documents, the order of precedence of document interpretation is the same.  

25.2	Entire Agreement.  These documents are the entire agreement of the parties. They supersede all prior agreements, representations, and understandings. Any amendment or modification must be in a written agreement signed by the parties.

26.	WAIVER

The MUS's waiver of any Contractor obligation or responsibility in a specific situation is not a waiver in a future similar situation or is not a waiver of any other Contractor obligation or responsibility.


27.	EXECUTION

The parties through their authorized agents have executed this contract on the dates set out below.


	STATE OF MONTANA                                                       
Montana University System Employee Benefits            
P.O. Box 203203
Helena, MT 59620-3203

	
	

	
	

	BY:  Connie Welsh, Director of Benefits                   . 
	BY: 	

	
	(Name/Title)

	
	

	
	

		
		

	(Signature)
	(Signature)

	
	

	DATE:  	
	DATE:  	

	
	

	
	

	Approved as to Legal Content:
	

	
	

	
	

		
	

	Chief Legal Counsel	(Date)
	

	
	

	Approved as to Form:
	

	
	

	
	

		
	

	Procurement Officer	(Date)
	

	State Procurement Bureau
	







BUSINESS ASSOCIATE AGREEMENT

BETWEEN


____________________________________

AND

MONTANA UNIVERSITY SYSTEM

EMPLOYEE BENEFITS DIVISION  


I. PREAMBLE

Pursuant to the Health Insurance Portability and Accountability Act of 1996 ("HIPAA") and its implementing regulations, the Standards for Privacy of Individually-Identifiable Health Information, 45 CFR §164.500 et seq., (hereinafter the "HIPAA Privacy Rule"), Montana University System, a self-funded employees’ benefit group plan, ("Covered Entity) and responding RFP vendor  __________________, hereinafter “_______” ("Business Associate") (jointly "the Parties") wish to enter into this Agreement that addresses the requirements of the HIPAA Privacy Rule with respect to "business associates," as that term is defined in the HIPAA Privacy Rule.

Specifically, this Agreement is intended to ensure that the Business Associate will establish and implement appropriate safeguards (including certain administrative requirements) for "Protected Health Information" the Business Associate may create, receive, use, or disclose in connection with the services. Signing of this agreement cannot be used by the RFP vendor to establish a contractual relationship for any other purpose besides protection of private medical claims information for purposes of providing the services. 

The Parties acknowledge and agree that in connection with the services Business Associate may create, receive, use or disclose Protected Health Information. As set forth in the HIPAA Privacy Rule and as used herein, Protected Health Formation ("PHI") is defined as individually-identifiable health information maintained or transmitted in any form or medium, including, without limitation, all information (including demographic, medical and financial information), data, documentation, and materials that relate to: (i) the past, present or future physical or mental health or condition of an individual; (ii) the provision of health care to an individual; or (iii) the past, present or future payment for the provision of health care to an individual. PHI does not include health information that has been de-identified in accordance with the standards for de-identification provided for in the HIPAA Privacy Rule.

In connection with Business Associate's creation, receipt, use or disclosure of PHI, Business Associate and Covered Entity agree as follows:


II. GENERAL TERMS

	A.	All capitalized terms in this Agreement shall have the meanings set forth in the HIPAA Privacy Rule, unless otherwise defined herein.

	B.	In the event of an inconsistency between the provisions of this Agreement and the mandatory terms of the HIPAA Privacy Rule, as may be expressly amended from time to time by the Department of Health and Human Services (HHS) or as a result of interpretations by HHS, a court of appropriate jurisdiction, or another agency having regulatory authority over the Parties, the interpretation of HHS, such court or regulatory agency shall prevail. In the event of a conflict among the interpretations of these entities, the conflict shall be resolved in accordance with the rules of precedence.

	C.	Where provisions of this Agreement are different from those mandated by the HIPAA Privacy Rule, but are nonetheless permitted by the Rule, the provisions of the Agreement shall control.

	D.	Except as expressly provided in the HIPAA Privacy Rule or this Agreement, this Agreement does not create any rights in third parties.

III. SPECIFIC REQUIREMENTS OF BUSINESS ASSOCIATE

	A.	Business Associate agrees to create, receive, use or disclose PHI only in a manner consistent with this Agreement or the HIPAA Privacy Rule and only in connection with providing the services to Covered Entity identified their agreement with Covered Entity. Accordingly, in providing services to or for the Covered Entity, Business Associate is permitted to use and disclose PHI for "treatment, payment and healthcare operations" in accordance with the HIPAA Privacy Rule; subject, however, to such use or disclosure including only the minimum information necessary for the stated purpose and disclosure being limited to those persons with a legitimate need to know or possess the PHI for healthcare operations functions or purposes. Additionally, under the HIPAA Privacy Rule, Business Associate also may use or disclose PHI received by the Business Associate in its capacity as a Business Associate to the Covered Entity if:

	1.	The use relates to: (a) the proper management and administration of the Business Associate or to carry out legal responsibilities of the Business Associate, or (b) data aggregation services relating to the health care operations of the Covered Entity; or

		2.	The disclosure of information received in such capacity will be made in connection with a function, responsibility, or service identified in (l)(a), and such disclosure is required by law or the Business Associate obtains reasonable assurances from the person to whom the information is disclosed that it will be held confidential and the person agrees to notify the Business Associate of any breaches of confidentiality.

	B.	Business Associate shall include in all contracts with its agents or subcontractors, if such contracts involve the disclosure of PHI to the agents or subcontractors, the same restrictions and conditions on the use and disclosure of PHI that are set forth in this Agreement.

	C.	Business Associate shall maintain reasonable safeguards and any security measures required by HIPAA, which are necessary to ensure that PHI is not used or disclosed except as provided by this Agreement.

	D.	Business Associate shall report to Covered Entity any use or disclosure of PHI that is not provided for in this Agreement and take all reasonable action to remediate and mitigate the consequences of such disclosure or use.

	Business Associate acknowledges that if it fails to remediate and mitigate or cure the consequences of disclosure, the Covered Entity will do so, and Business Associate will indemnify Covered Entity for all costs and damages associated therewith.

	E.	In accordance with 45 C.F.R. §164.524 of the HIPAA Privacy Rule, Business Associate will make available to those individuals who are subjects of PHI, their PHI in Designated Record Sets by providing the PHI to Covered Entity (who then will share the PHI with the individual), by forwarding the PHI directly to the individual, or by making the PHI available to such individual at a reasonable time and at a reasonable location.

	F.	Business Associate shall make available the information necessary to provide an accounting of disclosures of PHI as provided for in 45 C.F.R. §164.528 of the HTPAA Privacy Rule.

	G.	Business Associate shall make available PHI for amendment and incorporate or append any amendment to PHI in accordance with 45 C.F.R. §164.526 of the HIPAA Privacy Rule.

	H.	Upon the termination or expiration of this Agreement, Business Associate agrees to return the PHI to Covered Entity, destroy the PHI (and retain no copies), or further protect the PHI if return or destruction is not feasible.

	I.	Business Associate shall make available to the HHS or its agents the Business Associate's internal practices, books and records relating to the use and disclosure of PHI.

	J.	Business Associate agrees to document such disclosures of PHI and information related to such disclosures as would be required for a Covered Entity to respond to a request by an individual for an accounting of disclosures of PHI in accordance with 45 C.F.R. §164.528 of the HIPAA Privacy Rule.

	K.	Business Associate agrees to provide to Covered Entity or an Individual information collected by the Business Associate to permit the Covered Entity to respond to a request by an Individual for an accounting of disclosures of PHI in accordance with 45 C.F.R. §164.528 of the HIPAA Privacy Rule.

	L.	Except as otherwise limited in this Agreement, Business Associate may use or disclose PHI on behalf of, or to provide services to, Covered Entity for plan operations purposes, if such use or disclosure of PHI would not violate the HIPAA Privacy Rule if done by Covered Entity or the minimum necessary policies and procedures of the Covered Entity.

	Except as otherwise limited in this Agreement, Business Associate may use or disclose PHI to perform functions, activities, or services for, or on behalf of, Covered Entity as required by the nature of the services being delivered, provided that such use or disclosure would not violate the HIPAA Privacy Rule if done by Covered Entity or the minimum necessary policies and procedures of the Covered Entity.

IV. SPECIFIC REQUIREMENTS FOR THE COVERED ENTITY

	A.	Covered Entity shall notify Business Associate of any limitation(s) in its Notice of Privacy Practices of Covered Entity in accordance with 45 CFR§164.520 to the extent that such limitation may affect Business Associate's use or disclosure of PHI.

	B.	Covered Entity shall notify Business Associate of any changes in, or revocation of, permission by Individual to use or disclose PHI, to the extent that such changes may affect Business Associate's use or disclosure of PHI.

	C.	Covered Entity shall notify Business Associate of any restriction to the use or disclosure of PHI that Covered Entity has agreed to in accordance with 45 CFR §164.522, to the extent that such restriction may affect Business Associate's use or disclosure of PHI.

	D.	Covered Entity shall not request Business Associate to use or disclose PHI in any manner that would not be permissible under the HIPAA Privacy Rule if done by Covered Entity.

V. TERM AND TERMINATION

A. The Term of this Agreement shall be effective as of _____, 2014, and shall terminate when all of the PHI provided by Covered Entity to Business Associate, or created or received by Business Associate on behalf of Covered Entity, is destroyed or returned to Covered Entity or, if it is infeasible to return or destroy PHI, protections are extended to such information, in accordance with the termination provisions in this Section. 

	B.	The Parties agree that Covered Entity shall have the right to terminate this Agreement or seek other remedies if Business Associate violates a material term of this Agreement. Upon Covered Entity's knowledge of a material breach by Business Associate, Covered Entity shall either:

		1.	Provide an opportunity for Business Associate to cure the breach or end the violation and terminate this Agreement if Business Associate does not cure the breach or end the violation within the time specified by Covered Entity;

		2.	Immediately terminate this Agreement if Business Associate does not cure the breach or end the violation within the time specified by the Covered Entity;

		3.	If neither termination nor cure is feasible, Covered Entity shall report the violation to the Secretary of the Department of Health and Human Services.

	C.	Effect of Termination.

		1.	Except as provided in paragraph (2) below, upon termination of this Agreement, for any reason, Business Associate shall return or destroy all PHI received from Covered Entity, or created or received by Business Associate on behalf of Covered Entity. This provision shall apply to PHI that is in the possession of subcontractors or agents of Business Associate. Business Associate shall retain no copies of the PHI.

		2.	In the event that Business Associate determines that returning or destroying the PHI is infeasible, Business Associate shall provide to Covered Entity notification of the conditions that make return or destruction infeasible. Upon notification that the return or destruction of PHI is infeasible, Business Associate shall extend the protections of this Agreement to such PHI and limit further uses and disclosures of such PHI to those purposes that make the return or destruction infeasible, for so long as Business Associate maintains such Protected Health Information.

IN WITNESS WHEREOF, the parties have caused this Business Associate Agreement to be executed on their behalf by their duly authorized representatives' signatures, effective as of the date first above written.


________________, CONTRACTOR


DATED:_____________________


BY:__________________________ 	

NAME:

TITLE:


MONTANA UNIVERSITY SYSTEM
Employee Benefits 	


DATED:_______________________


BY:___________________________ 

NAME:

TITLE:
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