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I.  COVER MEMO

TO:
Selected Vendors

RE:
North Dakota Public Employees Retirement System (NDPERS)


RFP for Group Voluntary Dental Coverage and Group Voluntary Long Term Care Insurance

DATE:
May 22, 2006

1. Specifications

The proposal that you submit will constitute your unqualified consent to the following specifications:

a) RFP, addenda, vendor Q & A will be emailed to all interested vendors.

b) Proposals will NOT be accepted after the proposal deadline.

c) In order for your proposal to be considered, you MUST complete the following sections of the RFP:

· Proposal Response Form

· Minimum Conditions

· General Questionnaire

· Claims Administration Questionnaire for Self-funded Voluntary Dental Plan

· Aggregate Stop Loss Questionnaire for Self-funded Voluntary Dental Plan

· Dental Questionnaire

· Dental Network Analysis

· Group Voluntary Long Term Care Questionnaire

· Long Term Care Response Spreadsheet

· Cost Exhibits

· Signature Page.  Any deviations from the specifications must be specifically and clearly noted on the Signature Page.  Outline all deviations; do not simply make a general reference to the proposal.  Failure to note deviations may exclude the proposal from further consideration.

2. Compensation / Commissions

Gallagher Benefit Services has contacted eligible carriers and vendors directly and requested proposals NET of commissions.

NDPERS will contract directly with the selected carrier / vendor.

3. Premium Tax

NDPERS is exempt from North Dakota premium tax.

4. Questionnaires

If you are submitting a proposal for both the dental and the long term care coverages, and your responses to the General Questionnaire varies by coverage, please respond as applicable for each coverage quoted (e.g., dental claims paid in different location from LTC claims).

I. CURRENT AND PROPOSED

PLAN DESIGNS

GROUP VOLUNTARY DENTAL INSURANCE
CURRENT PLAN

Carrier:
ING (Reliastar paper). ING is the insurer/underwriter; Wellpoint is the claim administrator.  (ING will no longer underwrite dental coverage after 2006.)

Plan Year:
Calendar year

Funding:
Fully insured (Experience Rated)

Eligibility/Effective Date:
See RFP Section I – Procurement Document

Plan Design:
The benefit booklet may be found on the NDPERS website:


http://www.nd.gov/ndpers (See “Member Services”)

Summary of Benefits:

	Voluntary Dental Insurance
	

	Calendar Year Deductible
	$50 per person (applies to Basic and/or Major Services; does not apply to Preventive or Orthodontic Services)

	Coinsurance
	

	· Preventive & Diagnostic Services
	$10 copay per visit; then, 100%

	· Basic Services Includes Endodontia & Periodontia
	80% after deductible

	· Major Services
	50% after deductible

	· Orthodontic Services
	50%, no deductible; See NOTE (1)

	Waiting Period
	

	· Preventive & Diagnostic Services
	None

	· Basic Services
	6 months

	· Major Services
	1 year

	· Orthodontic Services
	2 years

	Benefit Maximums
	Annual Dental Max = $1,000 / Lifetime Ortho Max = $1,500



(1) NOTE:  Orthodontic Services –

· For insureds enrolled prior to 1/1/1999: Orthodontic services are available to children AND adults.

· For insureds enrolled on or after 1/1/1999:  Orthodontic services are available to children ONLY.

(2) Re-Enrollment Restriction Period:  3 years

(This applies only if participant was insured and then drops coverage and wishes to reapply)

· For active employees, during the Annual Enrollment Period, or

· For retirees, within 31 days of experiencing 1 or more of the Qualifying Life Events

Rate History:

	Active EEs
	1/1/2005 through 12/31/2005
	1/1/2006 through 12/31/2006
	Retirees
	1/1/2005 through 12/31/2005
	1/1/2006 through 12/31/2006

	Individual Only
	$32.56
	$33.54
	Retiree Only
	$32.56
	$33.54

	Indiv + Spouse
	$62.70
	$64.58
	Retiree + Spouse
	$62.70
	$64.58

	Indiv + Child(ren)
	$73.02
	$75.22
	Retiree + Child(ren)
	$73.02
	$75.22

	Family
	$103.20
	$106.30
	Family
	$103.20
	$106.30


Contribution:

· EE / Retiree pays 100%

PROPOSED GROUP VOLUNTARY DENTAL PLANS

Please provide a quote based upon the following:

Plan designs:

PLAN DESIGN 1.  
Current plan of benefits with no provider network

· Option 1a
Duplicate the current plan of benefits, as is.

· Option 1b
Restrict orthodontia to children only, regardless of enrollment date.

· Option 1c
Increase the annual dental maximum to $1,250.

· Option 1d
Increase the annual dental maximum to $1,500.

PLAN DESIGN 2.
Dental PPO plan

· Option 2a
If you have a dental provider network in ND, provide a quote for the following dental PPO plan design:

	Voluntary Dental PPO Plan 
	In-network
	Out-of-Network

	Calendar Year Deductible
	$50 per person / $100 per family

(Applies to Basic & Major services only)
	$50 per person / $100 per family

(Applies to Basic & Major services only)

	Coinsurance
	
	

	· Preventive & Diagnostic Services
	100%, no deductible
	80%, no deductible

	· Basic Services
	80% after deductible
	60% after deductible

	· Major Services
	50% after deductible
	50% after deductible

	· Orthodontic Services
	50% after deductible

(Children only)
	50% after deductible

(Children only)

	Waiting Period
	
	

	· Preventive & Diagnostic Services
	None
	None

	· Basic Services
	6 months
	6 months

	· Major Services
	1 year
	1 year

	· Orthodontic Services
	2 years
	2 years

	Benefit Maximums
	
	

	· Annual Dental Maximum
	$1,000
	$1,000

	· Lifetime Ortho Maximum
	$1,500
	$1,500


· Option 2b
Increase the annual dental maximum to $1,250.

· Option 2c
Increase the annual dental maximum to $1,500.

PLAN DESIGN 3.
Carriers may propose an alternative voluntary dental plan design for NDPERS’ consideration.

Dental Plan Funding:

1. Provide a quote for the plans outlined above on a fully insured basis.

2. Provide a quote for the plans outlined above on a self-funded basis.

· Include a quote for aggregate stop loss.  NDPERS reserves the right to add aggregate stop loss to the voluntary dental plan.

Dental Plan Contribution:

1. The plan will be offered on a voluntary basis, with the employee / retiree paying 100% of the premium.

2. Premiums will be eligible for salary reduction on a pre-tax basis, through IRC § 125.

Dental Plan Participation Requirement:

No minimum participation requirements will be allowed.

GROUP VOLUNTARY LONG TERM CARE INSURANCE
CURRENT PLAN

Carrier:
UnumProvident

Plan Year:
Calendar year

Funding:
Fully insured

Eligibility/Effective Date:
See RFP Section I – Procurement Document

Plan Design:
The benefit booklet may be found on the NDPERS website:


http://www.nd.gov/ndpers (See “Member Services”)

Transfer of Reserve:
The current contract does not include a transfer of reserve provision.

Current Participation:
Approximately 20 to 25 individuals currently participate in the LTC plan.
Schedule of Benefits:

Member selects own plan by reviewing the “A” and “B” plan summaries.  (The “B” plans include Non-Forfeiture benefit.)
	Group Long Term Care Insurance
	Plan 1A
	Plan 2A
	Plan 3A
	Plan 4A

	Level of Care
	Nursing Home Facility, Professional Home Care
	Nursing Home Facility, Professional Home Care, Total Home Care
	Nursing Home Facility, Professional Home Care, 5% Simple Inflation
	Nursing Home Facility, Professional Home Care, Total Home Care, 5% Simple Inflation

	Nursing Home Facility Benefit Amount
	$3,000 per month
	$3,000 per month
	$3,000 per month
	$3,000 per month

	Assisted Living Facility Benefit Amount
	60% of LTC Facility Benefit Amount
	60% of LTC Facility Benefit Amount
	60% of LTC Facility Benefit Amount
	60% of LTC Facility Benefit Amount

	Professional Home Care Benefit Amount
	50% of LTC Facility Benefit Amount
	50% of LTC Facility Benefit Amount
	50% of LTC Facility Benefit Amount
	50% of LTC Facility Benefit Amount

	Benefit Duration
	3 or 5 years
	3 or 5 years
	3 or 5 years
	3 or 5 years

	Elimination Period (must be satisfied 1 x per life)
	90 days 
	90 days 
	90 days 
	90 days 

	Lifetime Maximum
	3 years = $108,000

5 years = $180,000
	3 years = $108,000

5 years = $180,000
	3 years = $108,000

5 years = $180,000
	3 years = $108,000

5 years = $180,000

	Total Home Care Benefit Amount - Option
	N/A
	50% of LTC Facility Benefit Amount
	N/A
	N/A

	Inflation Protection - Option
	N/A
	N/A
	5% Simple Growth Capped
	5% Simple Growth Capped

	Non-Forfeiture
	N/A
	N/A
	N/A
	N/A

	Waiver of Premium
	Included
	Included
	Included
	Included


	Group Long Term Care Insurance
	Plan 1B
	Plan 2B
	Plan 3B
	Plan 4B

	Level of Care
	Nursing Home Facility, Paid Up Benefit, Professional Home Care
	Nursing Home Facility, Paid Up Benefit, Professional Home Care, Total Home Care
	Nursing Home Facility, Paid Up Benefit, Professional Home Care, 5% Simple Inflation
	Nursing Home Facility, Paid Up Benefit, Professional Home Care, Total Home Care, 5% Simple Inflation

	Nursing Home Facility Benefit Amount
	$3,000 per month
	$3,000 per month
	$3,000 per month
	$3,000 per month

	Assisted Living Facility Benefit Amount
	60% of LTC Facility Benefit Amount
	60% of LTC Facility Benefit Amount
	60% of LTC Facility Benefit Amount
	60% of LTC Facility Benefit Amount

	Professional Home Care Benefit Amount
	50% of LTC Facility Benefit Amount
	50% of LTC Facility Benefit Amount
	50% of LTC Facility Benefit Amount
	50% of LTC Facility Benefit Amount

	Benefit Duration
	3 or 5 years
	3 or 5 years
	3 or 5 years
	3 or 5 years

	Elimination Period (must be satisfied 1 x per life)
	90 days 
	90 days 
	90 days 
	90 days 

	Lifetime Maximum
	3 years = $108,000

5 years = $180,000
	3 years = $108,000

5 years = $180,000
	3 years = $108,000

5 years = $180,000
	3 years = $108,000

5 years = $180,000

	Total Home Care Benefit Amount - Option
	N/A
	50% of LTC Facility Benefit Amount
	N/A
	50% of LTC Facility Benefit Amount

	Inflation Protection - Option
	N/A
	N/A
	5% Simple Growth Capped
	5% Simple Growth Capped

	Non-Forfeiture
	Paid Up
	Paid Up
	Paid Up
	Paid Up

	Waiver of Premium
	Included
	Included
	Included
	Included


Rate History:

See website – www.nd.gov/ndpers 

(See “Member Services” – (1) Active Members, (2) Retirees)

Contribution:

· EE pays 100%

· Retiree pays 100%

PROPOSED PLAN

Please provide a quote based upon the following:

LTC Plan Design:

· Provide a quote for a plan that duplicates (or closely matches) the current LTC plan design.
· Provide a quote for alternative plan design(s) that would increase participation.
LTC Funding:

Fully insured, pooled, group coverage.

LTC Contribution:

The plan will be offered on a group voluntary basis, with the employee / retiree paying 100% of the premium.

LTC Participation Requirement:

No minimum participation requirements will be allowed.
II. EXPERIENCE DATA

1. Dental.  Refer to the Excel file: Dental Claim Experience.xls

The report shows the premium and paid claims information by account.  The account structure is as follows:

101 - NDPERS

102 - Retirees of NDPERS

103 - Bismarck State College

104 - Lake Region State College

105 - UND

106 - ND State University

107 - ND State College of Science

108 - Dickinson State University

109 - Mayville State University

110 - Minot State University

111 - Valley City State University

112 - Board of Nursing

113 - State Board of Law Examiners

114 - ND State Board of Cosmetology

115 - Plumbing Board

116 - Bank of ND

117 - Municipal Bond Bank

118 - Housing Finance Agency

119 - ND Mill & Elevator

120 - Rough Rider Industries

121 - Technology Transfer, Inc.

123 - Education Standards & Practices Board

124 - ND State Board of Medical Examiners

125 - Williston State College

126 - ND Real Estate Commission

127 - ND State Electrical Board

128 - ND State Board of Accountancy

129 - Board of Pharmacy 

199 - COBRA
NOTE:  All of the above groups participate in the NDPERS’ dental plan.  The report breaks out some of the larger agencies and “bundles” the smaller agencies into Group 101.

2. LTC.  No experience data is available.

III. CENSUS

Due to HIPAA, the census is not being released with this RFP.  In order to receive the census, interested vendors should contact Gallagher Benefit Services, no later than Monday, June 19, 2006, at the e-mail address shown below.

lori_bowen@ajg.com

Upon request, the census will be e-mailed directly to each vendor.  The census information will be password-protected and can only be opened with the passwords indicated below:

DENTAL CENUS

· The census includes all active employees and retirees currently enrolled in the voluntary dental plan.

· The password is:
ndpers06dental

· The dental census does not include employee job classification; this information is not available and will not be provided.

· The dental census will not include information on the enrollment tier, by participant.  This information is not available and will not be provided.  A breakdown of total enrollment numbers, by tier, can be found in the following Word Document:

NDPERS Dental Participation Report.doc

This participation report will be e-mailed along with the census.

All of the groups included in the participation report participate in the NDPERS’ dental plan.  The report breaks out some of the larger agencies and “bundles” the smaller agencies into Group 101.

LTC CENUS

· The census includes all active employees and retirees currently enrolled in the voluntary LTC plan.

· The password is:
ndpers06ltc

· The LTC census does not include employee job classification; this information is not available and will not be provided.

IV. PROPOSAL RESPONSE FORM

VENDORS MUST COMPLETE THIS SECTION.
Please check (X) the box(es) for the coverage(s) quoted in your proposal.

	Group Voluntary Dental
	Self-funded
	Insured

	Current plan design


	
	

	PPO plan design


	
	

	Aggregate stop loss insurance


	
	N/A


	Group Long Term Care Insurance
	Provided Quote

	
	


	

	Name 

	

	

	

	

	Date

	


NOTE:  Your typed name and date above will be considered a valid signature for this RFP.

V. MINIMUM CONDITIONS

VENDORS MUST COMPLETE THIS SECTION.
The following are minimum requirements.  Please complete the following chart by responding in the right-hand column.  If you disagree with any of the criteria, you may not be considered; please indicate in your cover letter why you are not willing to agree to the requirement.

	1. 
	The effective date of coverage, January 1, 2007, is acknowledged and accepted.


	 FORMCHECKBOX 
 Agree
 FORMCHECKBOX 
 Disagree

	2. 
	NDPERS is required by state statutes to solicit bids for group, voluntary dental and LTC coverage for a specified term. NDPERS has determined that the specified term for providing such benefits under a fully insured arrangement shall be six years, subject to renewals every one (1) or two (2) years, depending upon rate guarantee. 


	 FORMCHECKBOX 
 Agree
 FORMCHECKBOX 
 Disagree

	3. 
	Administrative fees must be guaranteed for a minimum period of two (2) years, from January 1, 2007 through December 31, 2008.  Thereafter, rates may be adjusted no more than once per year. If you are offering a rate cap for subsequent years, please note this in the Cost Exhibit.


	 FORMCHECKBOX 
 Agree
 FORMCHECKBOX 
 Disagree

	4. 
	Fully insured premium rates (including aggregate stop loss) must be guaranteed for a minimum period of one (1) year, from January 1, 2007 through December 31, 2007.  NDPERS would prefer an initial 24-month rate guarantee.  Subsequent renewals must be guaranteed for at least twelve (12) months

If you are offering a rate cap for subsequent years, please note this in the Cost Exhibit.
	 FORMCHECKBOX 
 Agree
 FORMCHECKBOX 
 Disagree

	5. 
	Renewals must be submitted to NDPERS 180 days prior to the contract renewal date.


	 FORMCHECKBOX 
 Agree
 FORMCHECKBOX 
 Disagree

	6. 
	Respondent’s contract termination provision may not require more than 120-day notice and can occur only at renewal.  NDPERS can terminate coverage at any time.  There must be no penalties for late notification or for termination off anniversary.


	 FORMCHECKBOX 
 Agree
 FORMCHECKBOX 
 Disagree

	7. 
	Respondents must have all applicable licenses required  in the state of North Dakota or agree to obtain necessary licensure prior to the effective dates of coverage.


	 FORMCHECKBOX 
 Agree
 FORMCHECKBOX 
 Disagree

	8. 
	Your proposal assumes each coverage is purchased on a stand-alone basis.  Provide information in the Cost Proposal Response Exhibit of any savings or discounts applicable if your company is awarded two or more lines of coverage.


	 FORMCHECKBOX 
 Agree
 FORMCHECKBOX 
 Disagree

	9. 
	You have included detailed plan summaries for all quoted plans.

	 FORMCHECKBOX 
 Agree
 FORMCHECKBOX 
 Disagree

	10. 
	The vendor will be responsible for producing the Summary Plan Description.  NDPERS reserves the right to review / revise the SPD prior to final printing.


	 FORMCHECKBOX 
 Agree
 FORMCHECKBOX 
 Disagree

	11. 
	Vendor agrees to provide an SPD draft within 120 days of the effective date.


	 FORMCHECKBOX 
 Agree
 FORMCHECKBOX 
 Disagree

	12. 
	Vendor agrees to provide an electronic version of the SPD that NDPERS can post on their website.


	 FORMCHECKBOX 
 Agree
 FORMCHECKBOX 
 Disagree

	13. 
	Insured dental coverage must be provided on a no-loss / no-gain basis for all covered participants so the current group does not suffer a loss of benefit solely due to the transfer of coverages to your firm.


	 FORMCHECKBOX 
 Agree
 FORMCHECKBOX 
 Disagree

	14. 
	Respondents agree, should they be selected, they will proactively manage the transition of coverage from the subsequent carrier.


	 FORMCHECKBOX 
 Agree
 FORMCHECKBOX 
 Disagree

	15. 
	Respondents must agree to comply with existing administration of NDPERS.  Any modifications needed to accommodate NDPERS data will be done at the vendor’s own expense.


	 FORMCHECKBOX 
 Agree
 FORMCHECKBOX 
 Disagree

	16. 
	You are in compliance with all HIPAA Privacy and Electronic Data Interface (EDI) requirements.


	 FORMCHECKBOX 
 Agree
 FORMCHECKBOX 
 Disagree

	17. 
	You will be in compliance with all HIPAA Security Regulations by the required compliance deadlines.


	 FORMCHECKBOX 
 Agree
 FORMCHECKBOX 
 Disagree

	18. 
	You have reviewed and accept the Plan’s eligibility provisions outlined in the RFP.

	 FORMCHECKBOX 
 Agree
 FORMCHECKBOX 
 Disagree

	19. 
	Vendor agrees there are no participation requirements 
(applies to Dental and LTC).


	 FORMCHECKBOX 
 Agree
 FORMCHECKBOX 
 Disagree

	20. 
	NDPERS reserves the right to audit the carrier.


	 FORMCHECKBOX 
 Agree
 FORMCHECKBOX 
 Disagree

	21. 
	Termination of the master contract must not prejudice any long term care claim related to a disability that commenced prior to the termination.  You have continued liability for employees who become disabled prior to the termination of this contract.


	 FORMCHECKBOX 
 Agree
 FORMCHECKBOX 
 Disagree

	22. 
	Claims experience must be provided at least annually at renewal.


	 FORMCHECKBOX 
 Agree
 FORMCHECKBOX 
 Disagree

	23. 
	Respondent must meet all requirements in the North Dakota Century Code including 54-52.4 and all requirements in the North Dakota Administrative Code including 71-03.


	 FORMCHECKBOX 
 Agree
 FORMCHECKBOX 
 Disagree

	24. 
	Carrier must agree to provide a primary corporate contact for NDPERS servicing client support.


	 FORMCHECKBOX 
 Agree
 FORMCHECKBOX 
 Disagree

	25. 
	Premium rates must be divisible by two (2).


	 FORMCHECKBOX 
 Agree
 FORMCHECKBOX 
 Disagree


VI. proposed PERFORMANCE GUARANTEES FOR

VOLUNTARY DENTAL plan

The following are the proposed performance guarantees for claims administration.  

	Performance 

Service Area
	Standard
	Definition
	Measurement 

Frequency / Criteria
	Penalty

	Claims Processing Accuracy

The medical carrier shall accurately process a designated percent of the total claims processed.
	95%
	The percentage of audited claims processed accurately.  Calculated as the total number of audited claims processed without any errors, divided by the total number of audited claims.  Definition of “error” includes any type of error that has an affect on the member or provider, e.g., incorrect explanations of benefits or payments.  Each type of error is counted as one full error and no more than one error can be assigned to one claim.


	Quarterly, with reporting to client.  Based on randomly selected statistical audit sample results.
	1% of premiums

	Financial Payment Accuracy

The medical carrier shall correctly pay a designated percent of the total claim dollars paid.
	99%
	The percentage of audited client claims dollars paid accurately.  Calculated as total audited paid dollars minus the absolute value of over and underpayments (without offsetting one against the other) divided by total audited paid dollars.
	Quarterly, with reporting to client.  Based on randomly selected statistical audit sample results.
	1% of premiums


	Turnaround time (TAT)

The medical carrier shall process a designated percent of claims it receives within the following days.
	· 95% of clean claims processed and paid within 21 calendar or 15 business days.

· 98% of clean claims processed and paid within 28 calendar or 20 business days.
	The percentage of claims processed within a specified number of calendar days.  TAT is measured from the date the claim is received by Contractor to the date it is processed (i.e., paid, denied, or pended for external information).  The day the claim is received will not be included in this calculation.

Business days will mean the days of the week that the Claim Office is open to conduct business, which excludes Saturdays, Sundays and holidays.

Number of days will be adjusted to reflect bank account funding delays.


	Quarterly, with reporting by computer-generated report to client.


	0.5% of premiums

	
	· 98% of investigated claims processed and paid within 45 days.


	Percentage of claims requiring internal investigation and review.  Exceptions to be reported monthly to agencies.
	Quarterly, with reporting to client.
	

	Telephone response time
	Average speed of answer within 30 seconds or less


	The amount of time that elapses between the time a call is received into the phone system to the time answered by a representative (live voice answer).
	Quarterly reporting to client of client-specific results.
	0.5% of quarterly premiums

	Abandonment rate
	Not to exceed 5%
	Percentage of calls that are unanswered calls (i.e., caller hangs up)
	Quarterly reporting to client of client-specific results.


	1% of premiums


	Member Appeals & Grievance response time

To exclude expedited medical determination requests.

To include UM and Non-UM appeal cases.
	· Respond to 90% of all written member to Client Appeals & Grievances within 5 working days after receipt of inquiry.  98% within 15 days of receipt.


	Measured from date of Appeals & Grievances receipt to date response mailed to member/client.  Resolution is defined as a satisfactory result to the member/client within the parameters of the plan specifications.  
	Quarterly reporting to client of client-specific results.
	1% of quarterly premiums.

	
	· 95% of all Appeals & Grievances resolved within 30 days.  98% of all Appeals & Grievances inquiries resolved within 60 days.


	Resolution is defined as closure of cases based on benefit and evidence provided to member/client and committee reviewing cases.
	
	

	ID card turnaround time
	Within 10 working days of receipt of the eligibility information
	The amount of time elapsed from the date of receipt of eligibility information to the date ID cards are mailed to members.

ID cards for “future” enrollees (reporting 30 days prior) will be mailed 14 business days prior to the effective date.


	Quarterly
	1% of quarterly premiums.

	Report delivery


	Annually with renewal at 180 days prior to renewal
	Client and professional advisor receipt.
	180 days prior to renewal
	$1,000 per late report to client and advisor


VII. GENERAL QUESTIONNAIRE

VENDORS MUST COMPLETE THIS SECTION.
NOTE: THE QUESTIONS CONTAINED IN THIS SECTION ARE APPLICABLE TO ALL LINES OF COVERAGE.  If you are submitting a proposal for both the dental and the long term care coverages, and your responses to the General Questionnaire varies by coverage, please respond as applicable for each coverage quoted (e.g., dental claims paid in different location from LTC claims).

FIRM / ORGANIZATION QUESTIONS

	1. 
	Provide a description of your organization, to include, at a minimum:  parent company and location; quoting organization and location, if different; and subcontractors/partners, if any.

For each organization noted, provide:


	

	
	· Date formed


	

	
	· Ratings of company(s):

· A.M. Best

· Moody’s

· Standard & Poor’s


	

	
	· Where is your corporate headquarters located?


	

	
	· Number of employees


	

	
	· Number of groups over 5,000 employees in force


	

	
	· How many employees are covered by your organization’s plan(s)?


	

	
	· Have you recently been acquired or been involved with any merger/acquisition?  If yes, describe.


	

	
	· Provide company’s organization chart, including client service team and locations of service team.


	

	2. 
	Provide a copy of your most recent annual financial statement, or other documentation reflecting financial performance.


	

	3. 
	Do you carry an Errors & Omissions policy? 


	 FORMCHECKBOX 

Yes

 FORMCHECKBOX 

No

	
	· What are the policy limits and deductible?
	

	
	· Will you hold the client harmless for suits resulting from your actions or omissions?


	

	4. 
	Do you carry a comprehensive general liability policy?


	 FORMCHECKBOX 

Yes

 FORMCHECKBOX 

No

	
	· What are the policy limits and deductible?
	

	5. 
	Does your company carry a fidelity bond?


	 FORMCHECKBOX 

Yes

 FORMCHECKBOX 

No

	
	· What are the policy limits and deductible?
	

	
	· What are the co-annual aggregate funds held for all clients?
	

	6. 
	Have claims been made against any of these policies within the past two years?


	 FORMCHECKBOX 

Yes

 FORMCHECKBOX 

No

	7. 
	What is the average size employer that you cover?


	

	8. 
	What customer service office will be responsible for this account?  Provide the following:


	

	
	· Location of office.
	

	
	· Number of employees.
	

	
	· Days and hours of operation.
	

	
	· Will you provide a toll-free number?


	


	9. 
	What claims office will be responsible for this account?  Provide the following:


	

	
	· Location of office.
	

	
	· Number of employees.
	

	
	· Days and hours of operation.
	

	
	· Will you provide a toll-free number?


	

	10. 
	Are both the claims processing and customer service functions handled by the same person?


	 FORMCHECKBOX 

Yes

 FORMCHECKBOX 

No

	11. 
	Will you need to hire additional customer service personnel if awarded this business?


	 FORMCHECKBOX 

Yes

 FORMCHECKBOX 

No

	
	· If so, how will these hires be assimilated into your operations?


	

	12. 
	Who will be your primary liaison with the client?

	

	
	· Identify any other members of the client management team, along with their roles.  Provide a resume or an outline of the team members’ experience and qualifications.


	

	
	· Where will they be based?


	

	13. 
	Provide a detailed implementation plan assuming a September 2006 contract award date, October 2006 open enrollment and January 2007 plan effective date.


	

	
	Describe the implementation team and their roles. 


	

	14. 
	For the Dental Plan, will you agree to the proposed Performance Guarantees in Section VII of this RFP?


	 FORMCHECKBOX 

Yes

 FORMCHECKBOX 

No

	
	· If not, provide your Performance Guarantees.
	


	15. 
	Provide samples of the following materials with your proposal:


	

	
	· Employee communication materials and forms
	

	
	· Master group contract / policy
	

	16. 
	Please provide the following (preferably public sector):

· Three (3) client references.  At least one of these references should be from a client of similar size.  Provide -

· Name

· Address

· Telephone number

· Approximate number of employees covered by each contract.

· One (1) former client.  Provide -

· Name

· Address

· Telephone number

· Reason for termination


	


IMPLEMENTATION, ENROLLMENT, ELIGIBILITY AND MAINTENANCE QUESTIONS

	17. 
	What is the normal lead-time required to implement a group?


	

	18. 
	Do you require a deposit?


	 FORMCHECKBOX 

Yes

 FORMCHECKBOX 

No

	
	· If so, how much do you require?
	

	
	· Can the deposit requirement be waived?
	 FORMCHECKBOX 

Yes

 FORMCHECKBOX 

No

	
	· What are the requirements for waiving the deposit?
	

	19. 
	What mediums do you accept for plan enrollment?


	

	20. 
	Do you offer online eligibility maintenance for all clients?
	 FORMCHECKBOX 

Yes

 FORMCHECKBOX 

No

	
	· If so, is there a charge?
	

	
	· Is there a charge for hard copy maintenance?
	

	21. 
	Describe the procedures used to terminate plan member eligibility.


	

	22. 
	How often is membership updated?


	

	23. 
	Can you maintain membership by employee and dependent?


	 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	24. 
	NDPERS has very specific administration requirements, as outlined in RFP Section III.  You have reviewed and understand all of the administration requirements.


	 FORMCHECKBOX 

Agree
 FORMCHECKBOX 

Disagree

	
	· You can and agree to comply with all of the administration requirements, as outlined?


	 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	
	· If you cannot comply with, or do not agree to comply with, all of the requirements, describe each requirement / provision in detail.
	


GENERAL ADMINISTRATION QUESTIONS

	25. 
	If you are awarded this business, how soon after the notification of the award would you be able to have a draft of the following:

· Master Policy

· ID Cards


	

	26. 
	What resources can you provide for the open enrollment process?


	

	
	· Will you provide staff to assist with open enrollment?
	

	
	· If so, under what conditions?
	

	
	· Site visits?
	

	
	· Do you require mandatory meetings?
	

	
	· If so, describe requirements.
	


	27. 
	With respect to dental ID cards:


	

	
	· Do you charge a fee for card preparation?
	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	
	· What is the maximum number of ID cards allowed per family without any additional card production charges?


	

	
	· Is there a charge for replacement cards?  If so, what is it?
	

	
	· Can you put the plan sponsor name and logo on the ID cards?


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	
	· Is there an additional charge for this?
	

	28. 
	Will you agree to submit to an independent audit?


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	
	· Under what conditions?
	

	29. 
	Is evidence of insurability a requirement under ANY part or parts of the plan proposed by your company?

· If yes, specify.


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	30. Wh
	When are premiums due under your policy?


	

	
	· What is the grace period?
	

	
	· If premium is paid after the grace period, is a penalty and/or interest charge assessed?


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	
	· If yes, explain in detail.


	

	
	· Are there any options available with respect to the grace period?


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	
	· If so, explain the option(s) and any charge that is made for them.


	


HIPAA QUESTIONS (FOR VOLUNTARY DENTAL ONLY; DOES NOT APPLY TO LTC)

	31. 
	Have you addressed HIPAA in your contracts with clients?


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	
	· If so, provide sample contract language.


	

	32. 
	Are you willing to pay any fines the client may be assessed because of inability to comply with HIPAA?

	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	33. 
	Indicate if your claims system 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.
	

	34. 
	Does your system support on-line, real-time EDI eligibility inquiries?


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	35. 
	Does your system support on-line, real-time EDI claim status inquiries?


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No


CUSTOMER SERVICE / SATISFACTION QUESTIONS
	36. 
	Describe the structure and staffing of your customer service office.


	

	
	· How many customer service representatives are there?
	

	37. 
	Identify the client’s management team, who they are and what their roles are.


	

	
	· Where will they be based?
	


	38. 
	Do you utilize a call distribution and tracking system to monitor and measure customer service performance and statistics?


	

	
	· Can you track the items outlined below:
	

	
	· Number of calls received?
	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	
	· Average speed of answer?
	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	
	· Call abandonment rates?
	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	
	· Length of call?
	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	
	· Others?
	

	39. 
	Describe performance standards for the customer service unit.


	

	40. 
	Do you complete customer service surveys?


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	
	· How frequently do you conduct satisfaction surveys?


	

	
	· What percentage of participants are surveyed?
	

	
	· What were the most recent results?


	

	
	· What is your performance standard for patient satisfaction survey results?


	


TECHNOLOGY QUESTIONS

	41. 
	Which of the following tasks can members and plan sponsor representatives perform ONLINE?
	

	
	
	Members
	Plan Sponsors

	
	· Enrollment (New Hires and Open Enrollment)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	· Changes in Status
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	· Billing (Plan Administrators only)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	· Claim inquiry
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	· Provider search
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	· ID card request
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	· Electronic EOB
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	· Terminations
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	· Access provider directories
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	· Other
	
	

	42. 
	Is there an additional cost for ONLINE services?


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	
	· If yes, describe.
	

	43. 
	Are dental provider directories available ONLINE?


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	
	· If yes, provide website.
	

	44. 
	Describe your company’s disaster recovery and contingency plans.


	

	
	· Have you ever tested or actually implemented these plans?
	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	45. 
	Do you maintain plan benefits online?


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	46. 
	Can claim processors and customer service representatives view this benefit information online?


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No


REPORTING QUESTIONS (DENTAL COVERAGE ONLY)

	47. 
	Complete the following chart; identify the standard reports available to the client.


	


	Report
	Frequency
	Additional Cost?  If so, indicate amount.
	Comments

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	48. 
	Can you provide reports on a quarterly basis?


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	49. 
	Are special or ad hoc reports available to the client?


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	
	· Are there any additional costs associated with any of these reports?


	

	
	· If there are additional fees, are the fees generated on a fixed cost per report or billed on an hourly basis?


	

	50. 
	What are your network reporting capabilities?


	

	
	· Provide samples of the reports in your proposal.
	

	51. 
	What is the lag time on reports from your firm?


	

	52. 
	Can the reports be provided by division, location, department or union subdivision within a single employer group?


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	
	· If so, can this be done at no additional cost?


	


	53. 
	Does the client have the ability to access your database in real time for purposes of:
	

	
	· Adds / deletes


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	
	· Tracking plan experience


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	
	· Utilization patterns


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	
	· Other available plan information


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	
	· How is this ability provided?
	

	
	· Is there an additional charge to the client?
	

	
	· What is the minimum size group for this service?
	


VIII. claims administration QUESTIONNAIRE for self-funded VOLUNTARY dental plan

VENDORS MUST RESPOND TO ALL QUESTIONS IN THIS QUESTIONNAIRE.
SPECIFICATIONS

	1. 
	You must permit the employer to have access to all files on request (e.g., a claims audit).


	
 FORMCHECKBOX 

Agree
 FORMCHECKBOX 

Disagree

	2. 
	Run-out claims will be paid by the existing carrier.  Your pricing should assume no run-in claims payment.


	
 FORMCHECKBOX 

Agree
 FORMCHECKBOX 

Disagree


FIRM / ORGANIZATION

	3. 
	Do you provide a toll-free telephone number? 


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	
	· What are the hours of operation?
	

	4. 
	How long has your company been administering dental claims?


	____________ years

	5. 
	Show the number of employer groups you service in each of the size categories below:


	

	
	· 1,000 – 5,000 EEs


	

	
	· 5,000 – 10,000 EEs


	

	
	· 10,000 + EEs


	


CLAIMS ADMINISTRATION SERVICES

	6. 
	Will you need to hire additional personnel if awarded this business?


	

	7. 
	Will the customer service / claims team be dedicated to this account?


	

	8. 
	Describe the options available to the group for submitting eligibility data.


	

	9. 
	Do you maintain separate bank accounts for each client?


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	10. 
	Do you maintain a record for all checks issued, but not cashed?


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	
	· How often will you provide this record to the client (monthly, quarterly, annually)?


	

	
	· Who is responsible for follow-up of uncashed checks?
	

	11. 
	What hardware platform does your system use?


	

	
	· Do you have security, backup and disaster recovery procedures?
	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	12. 
	What claims adjudication system do you use?  (If proprietary, describe the staffing and client response capabilities of your IT staff.)


	

	
	· Is your system leased/owned?


	

	
	· When was the system last updated?


	

	13. 
	List the functions your claim system automatically performs.


	

	14. 
	Confirm in writing your ability to adjudicate the proposed plan designs.


	

	
	· Which provisions would require manual intervention?
	

	15. 
	Describe your claims quality assurance or review process.


	

	16. 
	Describe your system edits for identification of fraudulent claims.


	

	17. 
	Identify and comment on any major claim / eligibility / reporting system changes or upgrades planned in the next 12 to 24 months.


	

	18. 
	Can non-ERISA plans (self-funded, governmental plans) establish their own claims processing / appeal standards?


	 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

	19. 
	Describe the claims appeal process and associated timeframes.


	

	
	· Are there any additional fees associated with this process?
	

	
	· Do you have the ability to administer the employer’s appeal process?
	 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

	20. 
	Does the denial notification letter include detailed information on the appeal process, including timeframe and mailing address?


	 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

	21. 
	How often are allowances revised?
	
 FORMCHECKBOX 

Monthly


 FORMCHECKBOX 

Quarterly


 FORMCHECKBOX 

Semi-annually


 FORMCHECKBOX 

Other (Describe)



	22. 
	Can your system accept electronic claims submission? 


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	
	· What % of claims are submitted electronically?
	

	23. 
	What was the average turnaround time for paid claims for the last two years?
	

	
	· 2005
	

	
	· 2006 YTD
	


	24. 
	Indicate the claims accuracy / error rate for the last two years?
	

	
	· 2005
	

	
	· 2006 YTD
	

	25. 
	Explain in detail your procedures for identification and recovery of third party liability and coordination of benefits claims.  For example: 


	

	
	· Do you outsource this service?
	

	
	· Does your claim system readily identify potential possible subrogation/COB opportunities prior to claim payment?


	

	
	· Do you pend and pursue or pay and pursue these types of claims?


	

	26. 
	Audits:


	

	
	· What is the frequency of your internal audits?


	

	
	· What is the frequency of your external audits?


	

	
	· Who performs the external audits?


	

	27. 
	Would you be willing to pay for an outside audit?


	
 FORMCHECKBOX 

Agree
 FORMCHECKBOX 

Disagree

	
	· If so, specify dollar allowance.
	

	28. 
	Please describe your standard on-line reporting capabilities.  


	

	
	· Are these features included in your fees?  
	

	
	· Describe optional capabilities and any corresponding costs.
	


	29. 
	In the event of contract termination, how will you process the following:


	

	
	· Claims in house, but not processed?


	

	
	· Claims submitted prior to termination but not received by your firm until after the termination?


	

	
	· Claims submitted after the termination?
	


	30. 
	In the event of contract termination, how will you process “run- out” claims:
	

	
	· Service not available
	

	
	· A predetermined fee per claim processed
	

	
	· A predetermined percentage of paid claims
	

	
	· Duration of run-out claims adjudication

· 3 months

· 6 months

· 12 months

· Other


	

	31. 
	Would you agree to process run-out claims to match the timely filing provision(s) of the plan?


	
 FORMCHECKBOX 

Agree
 FORMCHECKBOX 

Disagree

	32. 
	Please describe your fee to administer run-out in the event the contract is terminated.  Please express as a percentage of the ASO fee in the final contract period.


	


IX. aGGREGATE STOP LOSS 

QUESTIONNAIRE FOR

SELF-FUNDED VOLUNTARY DENTAL PLAN

THE STOP LOSS CARRIER MUST RESPOND TO ALL QUESTIONS IN THIS QUESTIONNAIRE.
A. GENERAL INFORMATION

	1. 
	How long has your organization been in business?
	Year established: _________



	2. 
	Is your organization licensed to do business in North Dakota?


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	
	· Is your organization licensed to do business in all 50 states and U.S. territories?


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	
	· If no, identify the states/territories in which you are not currently licensed.


	

	3. 
	What percentage of the risk does your company assume?  If less than 100%, please identify additional reinsurer(s) and the respective percentage of assumed liability.


	________ %



	
	· In what month do your reinsurance treat(ies) renew?


	

	4. 
	How many dental aggregate stop loss clients do you currently have?

How much annualized premium do these clients represent?


	_____________________

$ ___________________

	5. 
	Stop Loss Carrier.  Please provide your current A.M. Best, Moodys, Standard & Poors and Duff & Phelps ratings.
	AM Best: __________

Moodys:  __________

S & P:     __________

D & P:     __________




	6. 
	If your business is underwritten through a trust, please provide a copy of the trust agreement.


	_____ N/A   

_____ Provided in Section __

	7. 
	A sample copy of your most current reinsurance contract and any amendments is required.

When was the enclosed contract adopted?


	Provided in Section ______.



	8. 
	Will you agree to be a party to a HIPAA Business Associate Agreement initiated by our client?


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No




B. PROPOSAL

	9. 
	How long are your aggregate stop loss rates guaranteed?  (NOTE: There is a minimum requirement of a 1-year rate guarantee.)


	

	10. 
	Are you willing to guarantee these rates for a period longer than twelve (12) months?


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No



	
	· If yes, under what conditions?


	

	11. 
	Is your organization’s excess loss contract guaranteed renewable?


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No



	
	· If not, describe your determination and notification methods.


	

	12. 
	Coverage is based on a no-loss / no-gain full transfer of coverage basis.  If disagree, please explain.


	
 FORMCHECKBOX 

Agree
 FORMCHECKBOX 

Disagree

	13. 
	The client considers coverage to be “bound” when the new carrier is in receipt of the first month’s premium payment and executed application that, in nearly all cases, will be prior to the effective date of coverage.  Do you agree with this statement? If disagree, please explain.


	
 FORMCHECKBOX 

Agree
 FORMCHECKBOX 

Disagree

	14. 
	Does your Aggregate contract impose an annual maximum claim liability amount?  If yes, identify the amount.


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No



	15. 
	Once coverage is bound, your organization cannot impose a modification of rates or factors mid-year. If disagree, explain.


	
 FORMCHECKBOX 

Agree
 FORMCHECKBOX 

Disagree

	16. 
	Fully describe all commissions, overrides, contingencies and service fees to be paid for stop loss insurance.  NOTE: NDPERS may audit for compliance.


	


C. RENEWAL

	17. 
	NDPERS requires preliminary renewal information from their vendors 180 days in advance of their actual renewal.  Is your organization able to comply with this request?  If no, explain. 


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No




D. CLAIM REIMBURSEMENT

	18. 
	With respect to Aggregate claims submitted for reimbursement, please describe any limitations (e.g., minimum dollar amounts).


	

	19. 
	Does your contract recognize all eligible employees, dependents, FMLA, retirees and COBRA beneficiaries as defined by the Master Plan Document?


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No




X. DENTAL QUESTIONNAIRE

VENDORS MUST RESPOND TO ALL QUESTIONS IN THIS QUESTIONNAIRE.
GENERAL

	1. 
	This plan is to be written on a voluntary basis with the employees paying the full premium.


	
 FORMCHECKBOX 

Agree
 FORMCHECKBOX 

Disagree


DENTAL CARE

	2. 
	Describe any pre-authorization requirements and the process.


	

	3. 
	Is endodontia covered under Basic Services?


	

	
	· If not, what is the % rate increase to move endodontia from Major Services to Basic Services?


	

	4. 
	Is periodontia covered under Basic Services?


	

	
	· If not, what is the % rate increase to move periodontia from Major Services to Basic Services?


	


	5. 
	Deviations from the specifications:


	

	
	· Will your organization underwrite and administer the benefit program exactly as shown in this material?


	

	
	· Will your organization require any additional information or impose restrictions on benefit selections?


	

	
	· What occurrences would require your organization to change its proposed rates and fees for the proposed effective date?


	

	
	· Please list any other items that can be considered deviations from the specifications.


	

	6. 
	Include detailed plan summaries for all quoted plans.
	

	7. 
	How and when do you assume responsibility for orthodontic treatment that is in process on the effective date?  Explain.


	

	8. 
	Do you have an extension of benefits when an employee initiates treatment while covered and completes it after termination of coverage?


	 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

If yes, major restoration

_____ Months _____Until work completion

If yes, orthodontia

_____ Months _____Until work completion



	9. 
	The dental plan contains waiting periods.  Confirm that you can administer the current waiting periods.

	

	
	· If selected, the vendor must agree to honor the portion of the waiting period a current participant has met.  Confirm that you can “carry over” the waiting periods for current plan participants.


	

	10. 
	Confirm your ability to “carry over” (from the current carrier / plan) the year-to-date orthodontic benefits which apply toward the orthodontic lifetime maximum (i.e., the lifetime orthodontic maximum will not start over with your plan).


	

	11. 
	What is your standard re-enrollment restriction period (e.g., 2 years after drop coverage)?

 
	

	12. 
	With respect to dental coverage, will you use a “universal” claim form, or do you have your own claim form?


	

	
	· What are the filing procedures?
	

	
	· Does the provider file the claim?  Or, does the member file the claim?


	

	
	· Do you accept electronic claim filing?
	


DENTAL NETWORK

	13. 
	Can you provide a dental PPO plan in the state of ND?


	

	
	· If so, is your provider network available nationwide for employees / retirees living outside the state of ND?  Provide specifics.


	

	
	· If not, what dental coverage is available to employees / retirees living outside the state of ND?  Provide specifics.


	

	14. 
	With regard to network directories, please respond to the following items.  (NOTE:  Included a provider directory with your proposal.)


	

	
	· Is your directory available on the internet on in a website?  If so, explain and provide the location.


	

	
	· If your provider directories are not available ONLINE, how frequently are directories distributed?


	

	
	· How are members, plan sponsors and providers notified of changes?


	

	
	· Describe alternative means for plan members to obtain information on network providers (e.g., the internet, an automated voice response system, etc.).


	

	15. 
	Do you own your provider network, or do you subcontract?


	

	
	· If you subcontract, please identify network.
	

	16. 
	Is your dental network available statewide in North Dakota?


	

	
	· If not, specify the locations your network IS and IS NOT available.
	


	17. 
	Is your dental network available nationwide? 

	

	18. 
	Describe the following:


	

	
	· Provider selection process
	

	
	· Credentialing process
	

	
	· Recredentialing process
	

	
	· What are the minimum criteria for providers to be selected as a network provider?


	

	19. 
	Are you willing to add providers specifically requested by our organization?


	

	20. 
	Are there any locations where you cannot administer the plan designs as specified?  Please describe.


	

	21. 
	Do you have differing network provider arrangements (e.g., “Preferred” vs. “Participating”)?


	 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

Describe:


	22. 
	If you do have different network provider arrangements, please complete the following chart.


	

	
	Network Discounts Available with plan design differentials
	Network Discounts Available with NO plan design differentials

	 FORMCHECKBOX 
  “Preferred” Provider


	 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No 
	 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No 

	 FORMCHECKBOX 
  “Participating” Provider


	 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No 
	 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No 

	23. 
	How are “Preferred” dentists paid?
	 FORMCHECKBOX 
  Discounted fee for service

 FORMCHECKBOX 
  Fee schedule: describe

 FORMCHECKBOX 
  Other



	24. 
	How are “Participating” dentists paid?
	 FORMCHECKBOX 
  Discounted fee for service

 FORMCHECKBOX 
  Fee schedule: describe

 FORMCHECKBOX 
  Other



	25. 
	How often are the allowances revised?


	 FORMCHECKBOX 
  Monthly

 FORMCHECKBOX 
  Quarterly

 FORMCHECKBOX 
  Semi-annually

 FORMCHECKBOX 
  Other



	26. 
	For purposes of fee allowances, how do you define an “area” (e.g., by zip code, city, etc.)?


	

	27. 
	Do the participating dentists have a contractual agreement not to “balance bill” the patient?


	 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

	28. 
	If a participating dentist refers a patient outside the network, are benefits paid at the Dental PPO level?


	 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No


XI. DENTAL DATA REQUEST

VENDORS MUST COMPLETE THE DENTAL DATA REQUEST.

1. Refer to the following Excel Workbook posted on the website:  Dental Data Request.xls
2. Complete all of the spreadsheets contained within the workbook as outlined below.

~~~~~~~~~~~~~~~~~~

A.  NETWORK ACCESSIBILITY

B.  DENTAL CONTRACTED RATES
C.  DISRUPTION ANALYSIS (Network comparison of 50 most highly utilized dentists)

D.  DENTAL SAMPLE CLAIMS SCENARIOS

XII. GROUP LONG TERM CARE QUESTIONNAIRE

VENDORS MUST RESPOND TO ALL QUESTIONS IN THIS QUESTIONNAIRE.
IN ADDITION, VENDORS MUST COMPLETE THE SEPARATE EXCEL SPREAD SHEET REGARDING LONG TERM CARE:   “LTC Response Spreadsheet.xls.”
GENERAL INFORMATION

	1. 
	The group does not currently have a “transfer of reserve” provision.  Are you willing to quote on the take-over group business without the “transfer of reserve” provision?


	

	
	· Does your proposed plan have a transfer of reserve provision?
	

	2. 
	NDPERS will allow open enrollment meetings; employees are not required to attend.  The vendor MUST agree not to cross-sell any products other than LTC.


	
 FORMCHECKBOX 

Agree
 FORMCHECKBOX 

Disagree

	3. 
	Does your proposed plan meet federally qualified LTC plan requirements?


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	4. 
	Have you participated in any federal CMS pilot LTC programs?


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	
	· If so, describe.
	


PLAN DESIGN

	5. 
	What are your medical underwriting requirements for:
	

	
	· Employees
	

	
	· Dependents
	

	
	· Retirees
	

	
	Include copies of sample enrollment forms.
	

	6. 
	Do you reserve the right to have a claimant periodically examined?


	

	
	· If so, at what frequency?


	

	
	· At whose expense?
	

	7. 
	Will you agree to grandfather in current participants who have satisfied the paid-up provisions of the current policy?


	

	8. 
	Provide your standard list of exclusions.


	

	9. 
	Describe your waiting period in detail.


	

	
	· How are days “counted” towards satisfying the waiting period?


	

	
	· Do they have to be consecutive?
	

	10. 
	Do you have special arrangements with long-term care providers or facilities?


	

	
	· Community referral service?

	

	
	· If so, describe.

	


FINANCIAL

	11. 
	Please delineate all assumptions and/or qualifications used in developing your proposed premiums, including your retention.


	

	12. 
	Under what condition(s), if any, could you cancel this group contract?


	

	13. 
	If the group plan is canceled, will you transfer the reserves to another carrier?


	


ADMINISTRATION

	14. 
	Provide copies of standard financial and claims reports you will provide to NDPERS and its advisor.


	

	
	· What optional reports are available and at what cost?
	

	15. 
	Performance Guarantees.


	

	
	· Provide standard performance guarantees and financial penalties for non-compliance.


	

	
	· Are you willing to offer your standard guarantees to NDPERS?


	

	
	· If so, under what terms and conditions?
	


Implementation & Communication

	16. 
	What recommendations do you have to improve participation in the LTC plan?


	

	
	· If there are costs associated with your recommendations, provide expense estimates.


	

	17. 
	What fees will the employer be responsible for with regard to the production and distribution of you communication materials?


	

	18. 
	What assistance are you willing to provide during the initial plan enrollment?


	

	
	· Does this include onsite support for meetings conducted with the client?


	

	
	· Do you have personnel in North Dakota that could assist NDPERS with enrollment meeting?  Or, is your enrollment staff located elsewhere?


	

	
	· What assistance are you willing to provide for subsequent plan enrollments?


	

	19. 
	Do you require employee meetings?


	
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	
	· If so, under what conditions?


	

	20. 
	Describe the communication program to implement the plan.


	

	
	· Include copies of standard employee communication materials.


	

	21. 
	What communication do you recommend with respect to re-enrollments for LTC-eligible employees who did not apply during the initial enrollment period?


	

	22. 
	Provide a copy of you standard LTC master policy.


	


XIII. COST EXHIBITS

VENDORS MUST PROVIDE PROPOSED RATE INFORMATION IN THE FOLLOWING CHARTS.
A.  VOLUNTARY DENTAL:  FULLY INSURED

1. PLAN DESIGN 1
Current plan of benefits with no provider network
· Option 1a. 

Duplicate the current plan of benefits as is.

	Voluntary Dental Insurance
	1/1/2007 through 12/31/2007 (1)
	1/1/2008 through 12/31/2008 (1)

	Premiums must be provided on a 4-tier basis.
	Pooled
	Experience Rated*
	Pooled
	Experience Rated*

	Monthly Premium

· EE Only

· EE + Spouse

· EE + Child(ren)

· EE + Family
	
	
	
	

	Monthly Premium

· Retiree Only

· Retiree + Spouse

· Retiree + Child(ren)

· Retiree + Family
	
	
	
	

	Rate Guarantee (1)
	
	

	Commissions
	
	


(1)
Fully insured premium rates must be guaranteed for a minimum period of one (1) year, from January 1, 2007 through December 31, 2007.  NDPERS would prefer an initial 24-month rate guarantee.  Subsequent renewals must be guaranteed for at least twelve (12) months

If you are offering a rate cap for subsequent years, please note this in the Cost Exhibit.


* For experience rated plans, complete the following retention illustration.

Retention Illustration (1/1/2007 through 12/31/2007)

	Retention 
	% of Premium

	Premium Taxes
	

	Contracts / SPDs
	

	Commissions
	

	Risk Charge 
	

	Profit
	

	Other (explain)
	

	Total
	


A.  VOLUNTARY DENTAL:  FULLY INSURED (Continued)

· Option 1b. 

Restrict orthodontia coverage to children only, regardless of enrollment date.

	Voluntary Dental Insurance
	1/1/2007 through 12/31/2007 (1)


	1/1/2008 through 12/31/2008 (1)

	Premiums must be provided on a 4-tier basis.
	Pooled
	Experience Rated*
	Pooled
	Experience Rated*

	Monthly Premium

· EE Only

· EE + Spouse

· EE + Child(ren)

· EE + Family
	
	
	
	

	Monthly Premium

· Retiree Only

· Retiree + Spouse

· Retiree + Child(ren)

· Retiree + Family
	
	
	
	

	Rate Guarantee (1)
	
	

	Commissions
	
	


(1)
Fully insured premium rates must be guaranteed for a minimum period of one (1) year, from January 1, 2007 through December 31, 2007.  NDPERS would prefer an initial 24-month rate guarantee.  Subsequent renewals must be guaranteed for at least twelve (12) months

If you are offering a rate cap for subsequent years, please note this in the Cost Exhibit.


* For experience rated plans, complete the following retention illustration.

Retention Illustration (1/1/2007 through 12/31/2007)

	Retention 
	% of Premium

	Premium Taxes
	

	Contracts / SPDs
	

	Commissions
	

	Risk Charge 
	

	Profit
	

	Other (explain)
	

	Total
	


· Options 1c and 1d. 
Increase annual dental maximums as indicated.

	
	Option 1c
	Option 1d

	Maximum annual dental benefit
	Increases to $1,250
	Increases to $1,500

	What is the percentage increase on your premium if the maximum annual dental benefit is increased as indicated.
	% increase


	% increase




A.  VOLUNTARY DENTAL:  FULLY INSURED (Continued)

2. PLAN DESIGN 2
Proposed Dental PPO Plan
· Option 2a. 

If you have a dental provider network in ND, provide a quote for the proposed dental PPO plan design.

	Voluntary Dental Insurance
	1/1/2007 through 12/31/2007 (1)


	1/1/2008 through 12/31/2008 (1)

	Premiums must be provided on a 4-tier basis.
	Pooled
	Experience Rated*
	Pooled
	Experience Rated*

	Monthly Premium

· EE Only

· EE + Spouse

· EE + Child(ren)

· EE + Family
	
	
	
	

	Monthly Premium

· Retiree Only

· Retiree + Spouse

· Retiree + Child(ren)

· Retiree + Family
	
	
	
	

	Rate Guarantee (1)
	
	

	Commissions
	
	


(1)
Fully insured premium rates must be guaranteed for a minimum period of one (1) year, from January 1, 2007 through December 31, 2007.  NDPERS would prefer an initial 24-month rate guarantee.  Subsequent renewals must be guaranteed for at least twelve (12) months

If you are offering a rate cap for subsequent years, please note this in the Cost Exhibit.


* For experience rated plans, complete the following retention illustration.

Retention Illustration (1/1/2007 through 12/31/2007)

	Retention 
	% of Premium

	Premium Taxes
	

	Contracts / SPDs
	

	Commissions
	

	Risk Charge 
	

	Profit
	

	Other (explain)
	

	Total
	


· Options 2b and 2c. 
Increase annual dental maximums as indicated.

	
	Option 2b
	Option 2c

	Maximum annual dental benefit
	Increases to $1,250
	Increases to $1,500

	What is the percentage increase on your premium if the maximum annual dental benefit is increased as indicated.
	% increase


	% increase




A.  VOLUNTARY DENTAL:  FULLY INSURED (Continued)

3. PLAN DESIGN 3
Carrier-Suggested Dental Plan
Provide a quote for your suggested dental plan design.

	Voluntary Dental Insurance
	1/1/2007 through 12/31/2007 (1)


	1/1/2008 through 12/31/2008 (1)

	Premiums must be provided on a 4-tier basis.
	Pooled
	Experience Rated*
	Pooled
	Experience Rated*

	Monthly Premium

· EE Only

· EE + Spouse

· EE + Child(ren)

· EE + Family
	
	
	
	

	Monthly Premium

· Retiree Only

· Retiree + Spouse

· Retiree + Child(ren)

· Retiree + Family
	
	
	
	

	Rate Guarantee (1)
	
	

	Commissions
	
	


(1)
Fully insured premium rates must be guaranteed for a minimum period of one (1) year, from January 1, 2007 through December 31, 2007.  NDPERS would prefer an initial 24-month rate guarantee.  Subsequent renewals must be guaranteed for at least twelve (12) months

If you are offering a rate cap for subsequent years, please note this in the Cost Exhibit.


* For experience rated plans, complete the following retention illustration.

Retention Illustration (1/1/2007 through 12/31/2007)

	Retention 
	% of Premium

	Premium Taxes
	

	Contracts / SPDs
	

	Commissions
	

	Risk Charge 
	

	Profit
	

	Other (explain)
	

	Total
	


B.  VOLUNTARY DENTAL:  SELF-FUNDED

1. PLAN DESIGN 1 (Options 1a, b, c and d).  Current Dental Plan Design

	Dental Plan Administration
	1/1/2007 through 12/31/2008 (1)
	1/1/2008 through 12/31/2009 (1)

	Set-up Fee
	
	N/A

	Monthly Admin Fee (pepm)
	
	

	Rate Guarantee (1)
	
	

	Commissions
	
	


	Aggregate Stop Loss
	1/1/2007 through 12/31/2008 (1)
	1/1/2008 through 12/31/2009 (1)

	Premium (pepm)
	
	N/A

	Aggregate Factor (composite)
	
	

	Expected Claims
	
	

	Rate Guarantee (1)
	
	

	Commissions
	
	


2. PLAN DESIGN 2 (Options 2a, b and c).  Proposed Dental PPO Plan

	Dental Plan Administration
	1/1/2007 through 12/31/2008 (1)
	1/1/2008 through 12/31/2009 (1)

	Set-up Fee
	
	N/A

	Monthly Admin Fee (pepm)
	
	

	Rate Guarantee (1)
	
	

	Commissions
	
	


	Aggregate Stop Loss
	1/1/2007 through 12/31/2008 (1)
	1/1/2008 through 12/31/2009 (1)

	Premium (pepm)
	
	N/A

	Aggregate Factor (composite)
	
	

	Expected Claims
	
	

	Rate Guarantee (1)
	
	

	Commissions
	
	


3. PLAN DESIGN 3   Carrier-Suggested Dental Plan

	Dental Plan Administration
	1/1/2007 through 12/31/2008 (1)
	1/1/2008 through 12/31/2009 (1)

	Set-up Fee
	
	N/A

	Monthly Admin Fee (pepm)
	
	

	Rate Guarantee (1)
	
	

	Commissions
	
	


	Aggregate Stop Loss
	1/1/2007 through 12/31/2008 (1)
	1/1/2008 through 12/31/2009 (1)

	Premium (pepm)
	
	N/A

	Aggregate Factor (composite)
	
	

	Expected Claims
	
	

	Rate Guarantee (1)
	
	

	Commissions
	
	


(1)
Rates must be guaranteed for a minimum of two (2) years.  Thereafter, rates may be adjusted no more than once per year.  Indicate if you are offering a rate cap for subsequent years.

C.  GROUP VOLUNTARY LONG TERM CARE INSURANCE

Provide your group Long Term Care insurance rates for all proposed standard and optional coverages and features.

If experience rated, complete the following retention illustration:

Retention Illustration (1/1/2007 through 12/31/2007)

	Retention 
	% of Premium

	Premium Taxes
	

	Contracts / SPDs
	

	Commissions
	

	Risk Charge 
	

	Profit
	

	Other (explain)
	

	Total
	


Fully insured premium rates must be guaranteed for a minimum period of one (1) year, from January 1, 2007 through December 31, 2007.  NDPERS would prefer an initial 24-month rate guarantee.  Subsequent renewals must be guaranteed for at least twelve (12) months

If you are offering a rate cap for subsequent years, please note this in the Cost Exhibit.

XIV. SIGNATURE PAGE

VENDORS MUST COMPLETE THIS SECTION.
All deviations from the specifications and other standards included in the RFP must be clearly defined in the prior section.  An Officer of your organization must sign this Signature Page.  In the absence of any identified deviations, your organization will be bound to all of the terms and conditions outlined in the RFP.

We certify that our proposal complies with the contents of this Request for Proposal, unless noted in the following list of exceptions.  

1.

2.

3.

4.

5.

6.

Company Name: 
___________________________

Name:
​​​​​___________________________

Title:
___________________________

Phone Number:
___________________________

E-mail Address:
___________________________

Signature:   
___________________________

Date: 
___________________________

NOTE:  In the case of an electronic proposal submission, your typed name and date above, will be considered a valid signature for this RFP.
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