


THE CITY OF BURLINGTON

HUMAN RESOURCES DEPARTMENT

BURLINGTON, VERMONT

REQUESTS PROPOSALS

FOR

ADMINISTRATIVE MANAGEMENT OF THE CITY’S SELF-FUNDED EMPLOYEE

HEALTH CARE PLAN, SELF-FUNDED EMPLOYEE PRESCRIPTION PLAN, INDEMNITY (STOP LOSS) INSURANCE AND COSPONSORSHIP OF THE EMPLOYEE WELLNESS PROGRAM

Issued: June 19, 2014
PROPOSAL CONFIDENTIALITY REQUIREMENT
THIS REQUEST FOR PROPOSAL CONTAINS PROPRIETARY AND CONFIDENTIAL INFORMATION CONCERNING THE CITY OF BURLINGTON AND ITS EMPLOYEES.  IT MAY NOT BE DISTRIBUTED OR REPRODUCED WITHOUT THE EXPRESS PRIOR WRITTEN CONSENT OF THE CITY OF BURLINGTON.  NO DISCLOSURE CONCERNING ANY ASPECT OF THIS REQUEST FOR PROPOSAL SHALL BE MADE WITHOUT THE EXPRESS WRITTEN CONSENT OF THE CITY OF BURLINGTON.

PROGRAM FACT SHEET
Date:



June 19, 2014
Client:



City of Burlington




Human Resources Department






179 South Winooski Avenue




Burlington, VT 05401
Contact:


Susan Leonard
Human Resources
179 South Winooski Avenue
Burlington, VT  05401
(802) 865-7145 phone

(802) 864-1777 fax

sleonard@burlingtonvt.gov
Industry:
Municipal government
Number of Employees:
684
Reason for Bid:
The City of Burlington is seeking competitive rates for qualified entities to manage the self-funded employee health care plan, the self-funded employee prescription plan, indemnity (stop loss) insurance and co-sponsor of the employee wellness programs. The City is requesting bids for a completely self-insured program design and a premium credit program design. 
Effective Date of Coverage:
January 1, 2015
Proposal Deadline:

July 15, 2014
PROPOSAL INFORMATION

A.  CENSUS:
See enclosed document labeled “CENSUS”  

B.  CURRENT AGREEMENT:
See enclosed Agreement for Administrative Services (Self-Funding) and Indemnity (Stop Loss) Program between Vermont Health Service doing business as Blue Cross Blue Shield of Vermont and the City of Burlington
C.  CLAIM EXPERIENCE & ENROLLMENT HISTORY: 

See enclosed document labeled “CLAIM EXPERIENCE & ENROLLMENT HISTORY”

D.  CURRENT MEDICAL/Rx BENEFITS:

See attached document labeled “PLAN SUMMARY”
E.  EMPLOYEE CONTRIBUTION INFORMATION AND PREMIUM EQUIVALENTS:

See attached documents

F.  MEDICOMP C PLAN AND VISION INFORMATION:

See attached documents

REQUIRED SPECIFICATIONS

Eligibility:

City of Burlington Electric Light Department and IBEW Local 300:
Regular and Limited Service Employees (those holding positions from 12 months to 3

years).
Full-time employee working 35 hours/week



Part-time employees working 15-34 hours/week



Spouses

Domestic partners and children of domestic partners to age 26

Dependent children to age 26
Dependents defined by court decree
All Other Employees:

Regular and Limited Service Employees (those holding positions from 12 months to 3

years).
Full-time employee working 35 hours/week




Part-time employees working 20-34 hours/week




Spouses 




Domestic partners and children of domestic partners to age 26

Dependent children to age 26
Dependents defined by court decree

Early Retirees:

Early retirees to age 65 eligible for full plan coverage

Medicare eligible retirees able to purchase Medicare Supplements

Spouses 




Domestic partners and children of domestic partners to age 26

Dependent children to age 26

Dependents defined by court decree

Retirees:

Medicare eligible retirees able to purchase Medicare Supplements

Spouses

Coverage is effective on the 1st of the month following the date of hire.

Coverage terminates at the end of the month in which the employment is        terminated.
Current Employees:
All current employees, including COBRA participants, will be eligible for participation in the plan.  

Open Enrollment:
For the 30-day period prior to the bi-annual renewal employees have the opportunity to decide whether or not to participate in the program. 

Late Enrollees:
Any employee who does not enroll within 30 days of when eligible for coverage will not be eligible for coverage until the next open enrollment or a change in life status.  An employee will be covered if the request for coverage comes within 31 days of other coverage termination due to: loss of eligibility, expiration of COBRA, termination of employment, or cessation of employer contributions, Health Insurance Portability and Accountability Act of 1996 applies (HIPAA).

Change in Life Status:
If an employee experiences a change in life status, he or she will be given the opportunity to enroll himself / herself, as well as spouse/domestic partner, dependents, into any contributory plan.  Acceptable life status changes include marriage, divorce, involuntary loss of spousal coverage, birth, adoption, death of a family member, children leaving home, child reaching limiting age, or significant change in cost or availability of alternative group coverage.
Type of Coverage:
Similar to existing plan. 
PROPOSAL REQUIREMENTS
· The City prefers that you stay within the framework of the two proposed plan designs and financing arrangements.  The City would like proposals detailing both a completely self-insured program basis and a premium credit program basis. However, if your organization is able to offer a plan of benefits or funding arrangement that is slightly different from what is described below that you believe would enhance the value of your proposal, feel free to do so separately.

· If in your final proposal you cannot match a certain part of our specifications, then you must clearly indicate how your proposal deviates from our specifications.

· Selected carriers must provide booklet and identification cards to participants, as well as premium billing, accounting statements and experience reports to the City’s Human Resources Department;
· Provide supporting documentation where appropriate (e.g., provider directories, sample contracts or policy booklets, etc.);
· Provide details on changing plan benefits and participant notifications(currently this is at 30 days); and
· Provide a list of participating care providers, clinics, and hospitals that includes service addresses.
· The City is requesting a grant in funding to initiate wellness programs.  The 2013-4 grant was $50,000.
· Any information on support to be provided for wellness programs and initiatives should be outlined in the proposal.
Each proposal must be accompanied with the completed enclosed proposal questionnaires.  Please quote all coverage on a stand-alone basis--different coverage may be awarded to different providers.

QUESTIONNAIRES
A.  MEDICAL/Rx QUESTIONAIRE
1. Legal Name of Organization:

2. dba Name (if different from above):

3. Principal Location:
4. Account Executive who would be assigned to this group:
5. Other Key Personnel:
a. Name(s) and Titles:
6. Please indicate how the company is organized (corporation, partnership, LLC, etc.)          

7. What is your State of organization? 


8. How long has your organization been in the Third Party Administration business?  

9. Federal Tax ID number _____-_____________

10. Address what liability protections are built into the contract you will sign and specifically, what protections are provided against negligence by your organization?

11. In the last five years have you lost a client/company?  If so, how many and why?  Please provide client name and contact information.
12. In the last five years have you cancelled your contract with a client for reasons other than for nonpayment of premium?  If so, please explain.
13. Is there any situation or circumstance where you would terminate a contract with a client?  If so, please explain.
14. What is your company’s total volume of business in medical benefits in the form of number of employers and total employees/participants administered?  What is the average size group?

15. Give a brief overview of your company, its history and assets.  If available, please supply a copy of your latest annual report with your proposal.
16. Will you agree to waive any provision restricting coverage for employees not actively at work and dependents confined due to illness or injury as of the effective date of coverage?

17. Will you agree to a no loss/no gain provision for any employee and/or their dependent with approved coverage for prescribed treatment based on the current benefit program?
18. Will you agree to allow current COBRA continuers, participating under the current program as of the day prior to the effective date of coverage, to participate in the open enrollment?
19. Will you agree to attend pre-installation meetings, as well as post-installation meetings on an as needed basis?
20. Will you be able to attend meetings with City Administration and staff on an as needed basis?

21. Will you assign an administrative team to be responsible for the successful installation of this benefit program?
22. Will you provide staff to assist City Human Resources Staff to guide the Wellness Program for the City?
23. Will you establish your contract to provide 120-days advance written notice of renewal action?
24. Please provide your financials assuming stop loss will be placed with your organization, as well as if stop loss is carved out.
25. For how many years will you guarantee rates and fees?
26. Please provide your average rate/fee increases over the last five years.

27. Please give us three references of where your proposal was accepted and reduced the acceptor’s costs by at least 10%.
B.  CLAIMS ADMINISTRATION

1. Please provide detailed information on how claims will be handled.  

2. What performance standards are used to ensure client satisfaction?  Please provide copies and supporting data outlining these standards and the corresponding results. Will you provide performance guarantees for timely claim payments?

3. Please provide your 2010 – May 31, 2014 statistics for the following claim payment performance categories:

i. Turnaround Time

ii. Financial Accuracy

iii. Processing Accuracy

4. For out-of-network claims, what is the average length of time to process a claim?
5. Where will claims be processed and paid?
6. Do you foresee any problems in administering the proposed plan of benefits?  If not, please confirm.  If so, please explain how your administrative services may deviate from our design.

7. Please enclose an example of the type of ID card you use. How flexible can you be with the design and content? Specifically, can the group’s logo or respective PBM logo be incorporated into the card? If so, is there a cost involved?  

8. Describe any major software or system upgrades/modifications you have planned.  

9. Are there any current or planned designs or plan features you will not be able to administer? 

10. Please describe how your Disease Management and Case Management programs work.  How is performance measured and reported to the client? Are these programs optional?

11. Please provide information on any valued added benefits, wellness or discount programs offered to members. 

C.  NETWORK CAPABILITIES

1. Identify your current network(s) and specifically note any subcontracted services.  

2. Please provide a geo-access report based on the enclosed census and demographic/geographic information.

3. Please identify all participating providers based upon the attached TIN report.

4. Please provide a listing of the network of providers (including facilities, labs and vision providers) for the Chittenden County region and surrounding areas.  

5. Please outline any hospitals in this region that are not participating with your network.

6. Please outline any gaps in providers.

7. What plans are in place to close any provider or facility gaps?

8. What criteria are used to select networks?

9. How active are your organization’s physician recruiters soliciting providers in this location and the surrounding areas and what strategies are in place to recruit and retain them?

10. How often are changes made to your organization’s provider listings? How do members access participating provider listings?  Will listings be available to enrollees free of charge?

11. Please provide us with information regarding any national and/or state wide provider network alliances your organization may have.  

12. Please provide a detailed description of your credentialing procedures. 

D.  EMPLOYEE COMMUNICATIONS AND ENROLLMENT

1. Please describe your enrollment capabilities, including all electronic and similarly highly proficient alternatives.  Please outline your capabilities in detail, including voice response, internet and web site alternatives, if available.

2. Will you provide on-site personnel for any needed communication, initial enrollment and future enrollment periods if necessary?

3. Will you conduct educational meetings and/or provide educational literature for employees at times other than during the enrollment period?  If so, is there a cost?

4. What data is required initially, as well as on an ongoing basis?  What confidentiality safeguards are in place?
5. Is there an additional charge for HIPAA notification?

6. Please outline the tasks and timetable for implementation along with the ideal lead time for a smooth transition of programs.

E.  REPORTING

1. Please describe and provide samples of the type and frequency of reporting available as part of your standard reporting package.  It is expected your standard reporting package illustrates all plan costs and claim information by all respective medical categories, service types, costs per employee, trend information, etc.  

2. How are costs for “non-standard” reporting determined?

3. Do you provide on-line access to a database for internal use which provides access to claims and participation information for reporting and analysis purposes?

4. Please confirm your ability to incorporate third party PBM claims data into monthly reporting.
5. Will you provide monthly claim reports?

F.  CUSTOMER SERVICE

1. Where is your customer service center located that will service this account? Please provide the days and hours of operation?  

2. What are the professional qualifications of the service team?  Will a dedicated service unit be assigned?  

3. Is there a toll free number available for employee use?  Would employees have access to an e-mail system at your customer service center(s)?  

4. Please provide information on any web based member service tools and resources.

5. What communication materials will be provided to employees by your company, i.e., SPDs, certificates?  Is there any additional cost for these services?
6. Will you provide annual utilization review of the plan which allows for identifying populations that can be identified through wellness programs?
7. Will you provide a comprehensive proposed Summary of Benefits, similar to our Proposed Plan Design format, prior to the pre-installation meetings, with a finalized version prior to the open enrollment period?
8. Will you provide data analytics and reports on drivers of the health care costs and frequency of particular claims?
9. What will your process be to ensure that benefit levels equal or exceed those of the plan currently in place?

G.  PLAN ADMINISTRATION

Provide proposed pricing for all applicable administrative, actuarial, utilization management, network access or any other services related to the provision of health and dental plan administrative or insurance services. The City of Burlington will not make any future payments to your organization if they are not clearly identified in this section. Should your organization not offer a specific service, you must put an N/A in the response line. If your organization does not delineate services out to the level noted below, you must describe in specific detail what services your fee includes.


A Corporate Officer of your organization, who has pricing approval authority, must sign off on the fees and/or reimbursements quoted in this section.  A Corporate Officer shall confirm that the plan can be administered as requested.  Any and all variations to the plan must be identified and explained.  This signature will also attest to the fact that all information provided is accurate.  Please indicate if you can mirror the current Medical Plan.
H.  ADMINISTRATION FEES
1. Please provide on a per month basis where applicable.  All rates and fees quoted are to be net of commission.
i. Administrative Services (medical and dental)

ii. Network Access Fees (must include inpatient, outpatient, ancillary services, dental, acupuncture, vision)

iii. Utilization Management Services 

iv. Large Case Management 

v. Disease Management

vi. Wellness Program(s)

vii. Run-in processing  

viii. Run-out Processing 

ix. Full Installation Charges

x. COBRA Administration

xi. FSA Administration

xii. Regulatory and Compliance Filings

xiii. Miscellaneous Charges:

xiv. Affiliated PPO Network Access Fees



xv. Development of Plan Document

xvi. Underwriting Charges                        


xvii. Provider Directories




xviii. Customized Report Generation Fees



xix. Enrollment Packages 




xx. Employee ID Cards                           


xxi. Plan Document Printing & Distribution
xxii. Claims Forms                                    


xxiii. Banking Fees
2. Do your administration fees include a charge for the assumption of fiduciary responsibility?

3. If you are providing self-funded Medical administration will you provide the following reports for stop loss claim disclosure:

i. Large Claim Report – in excess of $20,000

ii. Pre-Certification Report - from the UR vendor including claimant’s name, date admitted, date discharged and diagnosis.

iii. Trigger Diagnosis Report – identifying specific claims based on the standard ICD9 codes (approximately 200) found on a disclosure statement.

iv. Pended Claim Report – identifying claims pended for preexisting condition, credible coverage, etc.  This report should identify the individual claimant, each occurrence and the claim amount.

v. Denied Claims – identifying claims or $20,000 or more that have been denied.  In some instances this report takes the place of a Pended Claim Report.

I.  STOP LOSS QUESTIONAIRE (Individual Stop Loss & Aggregate Stop Loss):
1. Describe the reporting requirements for:

i. Monthly Claims

ii. Emerging Large Losses (such as 50% or deductible or claim specific)

iii. Enrollment

iv. Requests for Claim Reimbursement

v. Any other reporting required under the contract

2. Confirm that the client maintains final authority regarding all enrollment and eligibility for employees, dependents, retirees, COBRA and other continuers.

3. Please confirm you have included advance funding for the ISL coverage in your proposal.

If not, please provide the timeframe and process by which the client will be reimbursed for claims in excess of the ISL level.

If so, please provide the applicable contract wording.

4. What is the time frame for ASL reimbursements?

5. What is the time limit for claim reimbursement filing after the end of the contract period?

6. Are there any dollar limits on reimbursement related to run-in claims?

7. What services or support do you provide to mitigate the cost and improve the care provided to high dollar or emerging high-risk claimants?

8. Confirm that your proposal will reimburse for individual and aggregate claims for each of the following:

i. Medical Claims

ii. Pharmacy Claims

iii. MH/SA Claims

iv. Capitation Fees

v. Network Access Fees

vi. State Health Surcharges

vii. Experimental Treatments

viii. Fiduciary Exceptions

ix. Vision, Hearing and Therapeutic Care

x. Other services or charges commonly provided under an insurance program or as required under current or emerging legislation

xi. Early Retirees and Medicare Eligible Retirees

9. Please provide a listing of services not eligible for reimbursement under your contract.

10. Confirm that your stop loss coverage will match all individual plan year and lifetime maximums offered under the self-funded medical plan.

11. If your quote is not final, please detail all outstanding disclosures and reporting that will be required prior to your issuing a final proposal.  You must be willing to commit to a final proposal no later than 45 days prior to the effective date of the contract.

12. Detail any caveats or contingencies that could result in your ability to modify either the attachment rate, deductible level, or premium in the course of the plan year.

13. How does an increase or decrease in enrollment impact your premium proposal?

14. Clearly explain how your contract is impacted by a mid-year termination.

15. Provide your current financial ratings (AM Best, Moody, etc).

J.  STOP LOSS QUESTIONAIRE (ISL Specific):
1. How are claims in the middle of receiving treatment, handled on the effective date of the contract?

2. Have you included any lasered individual claimants in your proposal?

3. Describe the reporting requirements for emerging specific claim risks.

4. Describe in detail what circumstances could result in the denial of reimbursement for an ISL claim if that claim is considered an eligible benefit under the scope of the Summary Plan Document as interpreted and administered by the TPA. 

5. Do you routinely audit in the event of an ISL claim reimbursement?

K.  STOP LOSS QUESTIONAIRE (ASL Specific):
1. Clarify the formula that will be used to determine the aggregate attachment point at year end.  If multiple formulas could apply, please describe all formulas and indicate what will govern the final calculation.

2. How will lasered claimants on the ISL contract impact the calculation of the ASL attachment point?

PROPOSAL FORMAT
The following minimum insurance requirements must be provided by the successful proposer before a contract can be signed:
Minimum Insurance Requirements:
1. All carriers must be licensed in the state of Vermont and maintain an AM Best Rating of A- or better

2. General Liability: $1,000,000 per occurrence/$2,000,000 aggregate*
3. Business Auto liability: $1,000,000 Combined Single Limit**
4. Workers’ Compensation/Employer’s Liability: $500,000/$500,000/$500,000***
5. Professional Liability: $5,000,000 per claim/$5,000,000 per policy period

*Proposer’s general liability shall name the City of Burlington as an additional insured using endorsement CG 20 26, or its equivalent proprietary endorsement.  Waiver of Subrogation Endorsement (CG 2404) in favor of the City of Burlington shall apply.
**Proposer’s business auto liability shall name the City of Burlington as an additional insured, if available, or as a designated insured (using form CA 2048 or its equivalent proprietary endorsement), and a Waiver of Subrogation Endorsement (CG 04 44) in favor of the City of Burlington shall apply.
***A waiver of subrogation in favor of the City of Burlington under the proposer’s Workers’ Compensation/Employer’s Liability shall apply.

The limits stated above are the minimum required limits, but the required limits may be higher depending upon the proposed service.

The City of Burlington reserves the right to reject any or all proposals, to award contracts in whole or in part, or to negotiate specific terms with the successful proposer if this is held to be in the City's best interest.

All proposals will be evaluated using the following criteria:

· Administrative Cost to the City

· Experience in reducing health care costs to organizations of similar size

· Capacity to perform the work, demonstrated experience managing an employee base of similar complexity and size.
· Displacement/Disruption Effects
· Prior history with the City

· Experience in similar business operations including report card history and employee        comments

· Plans/willingness to improve wellness initiatives

· Plans to improve employee and City access to portal and portal reporting

· Proposed donation of services

· Other miscellaneous factors

All proposals will be evaluated by a group of individuals selected by the Mayor and the Human Resources Director. Final approval of selection will be made by the Burlington City Council.  The proposer may be asked to make one or more presentations as a part of the evaluation process.

      Proposals shall contain a Table of Contents, be double-spaced, in no less than 11-point font, and the pages shall be numbered following the Table of Contents.  All acronyms shall be spelled out the first time that they are used.  The source of all data cited shall be noted.  All proposals become the property of the City.  Proposals shall not be bound or stapled, but clipped in the upper left corner.  

All proposals must be delivered by 3:00 PM, July 15,, 2014 to:

Human Resources Department
Attn:  Susan Leonard, Director 
179 South Winooski Avenue

Burlington, Vermont  05401

Proposals must be sealed and clearly marked "City of Burlington Health Care Proposal."

The City is committed to a proposal process that maintains the highest level of integrity.  Accordingly, all communications are limited to those authorized by and described in this RFP.  Any attempt to influence any of the participants, whether that attempt is oral or written, formal or informal, direct or indirect, outside of the RFP process is strictly prohibited.

All proposals submitted for the City’s consideration must provide for an acceptance period guaranteeing the City that both the administrative and cost proposals will remain in effect and may be accepted by the City for a period of not less than ninety (90) days from the date of the submission of the proposal.

GENERAL REQUIREMENTS AND CONDITIONS

Please provide a statement that you are in good standing with the State of Vermont and other regulatory agencies.
The City reserves the right to make changes to this RFP.  It will generally do so by issuance of written addendum of amendments.  Any such addendum or amendments, whether made as a result of a potential written inquiry or otherwise, will be provided to all vendors. However, in considering proposals, the City reserves the right to alter or amend any of the stated requirements or conditions without an addendum, if the City deems that alteration or amendment not to be material and to be for the best interest of the City.
The City reserves the right to reject, accept, modify, or negotiate changes to any and/or all proposals or portions of proposals at its discretion for the best interest of the City.

         The City reserves the right to award one, more than one, or no contract(s) in response to this RFP.

Contracts with the City will not be binding on the City until approved through the City’s appropriate channels of approval and/or legal review.

All fees and costs associated with the proposal should be guaranteed for the term of the contract.  The City of Burlington reserves the right to cancel the contract at any time with 90 days notice of cancellation or non-renewal of contract.
LIVABLE WAGE, OUTSOURCING, & UNION DETERRENCE
A successful proposal to provide services to the City must comply with all City ordinances, in addition to any applicable state or Federal laws. These include, but are not limited to, compliance with the City’s Livable Wage, Outsourcing, and Union Deterrence ordinances. A certificate of compliance with the Livable Wage ordinance will be required. The Livable Wage ordinance can be found at the following link: http://www.burlingtonvt.gov/CT/Livable-Wage-Ordinance/.  All three ordinances may also be found at http://library.municode.com/index.aspx?clientId=13987 in Chapter 21.
PUBLIC RECORDS POLICY
All proposals received by the City of Burlington are subject to the Public Records Act of the State of Vermont.  See policy below:
Due regard will be given for the protection of proprietary information contained in all proposals received; however, vendors should be aware that all materials associated with the procurement are subject to the terms of the Vermont Access to Public Records Act (1.V.S.A. Ch. 5, Subchapter 3) and all rules, regulations and interpretations resulting therefrom, including those from the City’s internal practice, the office of the Attorney General of the State of Vermont, and the office of the Vermont Secretary of State, and any other applicable rules, regulations or judicial decisions regarding access to the records of government.

It will not be sufficient for vendors to merely state generally that the proposal is proprietary in nature and not therefore subject to the release to third parties.  Those particular pages or sections which a vendor believes to be proprietary and of a trade secret nature must be specifically identified as such and must be separated from other sections or pages of their proposal.  Convincing explanation and rationale sufficient to justify each exemption from release consistent with Section 316 of Title 1 of the Vermont Statutes Annotated must accompany the proposal.  The rationale and explanation must be stated in terms of the prospective harm to the competitive position of the vendor that would result if the materials were to be release and the reasons why the materials are legally exempt from release pursuant to applicable law.  Between a vendor and the City, the final administrative authority to release or exempt any or all material so identified, rests with the City.  All such materials should be submitted in a separate sealed envelope and marked “CONFIDENTIAL”.  

