
Questions / Provisions – Alvin ISD RFP 1804 MED-INS– Medical 2018 

 

 

1. Describe the implementation process and provide a timetable assuming notice by May 15, 

2018 and September 1, 2018 effective date. Be specific with regards to timing of 

significant tasks and responsibilities of Client and incumbent carrier. 

 

2. How will you interface with the current carrier to assure smooth implementation? What 

data will you need to affect implementation? Please describe your minimum data 

requirements and include the ideal data-reporting format. 

 

3. Please provide name, title, and responsibilities for all individuals assigned to the 

implementation of Alvin ISD. 

 

4. Give the name, title and a brief history of the person(s) with whom the overall 

responsibility for planning and supervising members assigned to the Alvin ISD 

account. 

 

5. Will Alvin ISD have a dedicated account manager? If so, where are they located?  

Standard hours? Back-up contact information? 

 

6. Describe your company history and ownership structure. 

 

7. Is your company publicly traded? 

 

8. Include your most recent annual report, financial statement, and A.M. Best rating. 

 

9. If you are offering an ACO or Narrow Network option, please provide a general 

background of the model including how long it has been in existence, number of 

employer groups participating, and number of members participating. 

 

10. Describe the provider reimbursement model for each network and how / if it 

differentiates from the traditional fee for service model? 

 

11. Provide and label as such any monthly administrative fees associated with the network(s). 

 

12. Describe the process for an employee to access the continuum of health care (Primary, 

Specialist, In-patient, Outpatient, etc.) within your ACO or narrow network model? 

Must you have referrals? Do you offer concierge services to the member? 

 

13. Please provide a complete list of provider locations in the 775 zip code market. 

 

14. Can exceptions be made to the narrow network to add MD Anderson & TX 

Children’s 

 

15. Please provide the number of primary care / general practice providers and 

specialist providers currently participating within your ACO or narrow network for 



the 775 zip code and 40 mile radius. Please break out the number of specialists by 

focus area. 

 

16. Please provide summary data points from both 2016 and 2017 exhibiting how your ACO 

and/or Narrow has controlled costs and improved clinical compliance / outcomes. 

 

17. Does your ACO or Narrow Network plan provide disease management services or does 

the plan rely on the carrier to provide disease management services. 

 

18. How does your ACO or Narrow Network handle coverage and care for employees who 

may have dependents living outside of the Alvin / Houston area? 

 

19. Can a member be removed from the ACO or Narrow Network plan? Under what 

conditions? 

 

20. Does your ACO model laser any participants?  If so, under what requirements? 

 

21. Where is the location of the claims processing center that will handle the 

Account? 

 

22. Provide an organizational chart of your claims processing center? 

 

23. Please provide the following information regarding your claims processing staff at their 

location: 

 

a) Total number of processors, full time vs. part time (separately identify the 
number of supervisors) 

b) Average length of service 

c) Is Experience required 

d) Rate of turnover in claims processors for 2015, 2016 and 2017 
e) Average number of claims processed by a claims processor daily  
f) (specify electronic vs. paper) 

 

24. Provide the number of employees in each of the following categories: 

a) First level claim processors 

b) Supervisors 

c) Management 

d) Other (describe) 

 

25. How many of the employees in the preceding question were in a similar position at your 

organization in 2016 and 2017? 

 

26. Will Alvin ISD have dedicated claims representative with access to the claims system? If 

so, where are they located and what are their standard hours? Will they have a back-up 

contact? 

 

27. Provide the following information: 



 

a) Percent of all claims paid within 10 working days (or 14 calendar days) 

b) Average weekly volume of claims processed 

c) Average percent of claims pended 

d) % of claims processed incorrectly 

 

 

28. Describe your claims processing quality assurance program. Include: 

a) Percent of and frequency of claim audits performed 

b) Special procedures, if any, for processing high claims or those with      
      complex diagnosis or unusual procedures. 
 

29. What are the claims errors ratios, financial and non-financial for the most recent 

period computed for the office that will administer the Client? For the entire 

company? How do these results compare to your internal standards? 

 

30. Provide a work flowchart from date of claims receipt to final disposition. 

 

31. If a claim requires follow-up, is the pended claim tracked on-line? 

 

32. Does your system generate an aged list of pended claims? 

 

33. What notification can the employee expect on claims in review? 

 

34. Describe your procedure for handling coordination of benefit cases. What is the average 

non-Medicare COB savings your company realized during the last 12 month period? 

 

35. Please provide a copy of your plan for disaster recovery. 

 

36. Please indicate the number of groups and average employer size administered by the 

unit/claims office responsible for the Client. 

 

37. Is a backlogged office assisted by another office? 

 

38. Do you conduct quality monitoring of telephone calls? If so, what are your 2017 results? 

 

39. Please indicate your normal production standards for the following: 

 

a) Number of claims per hour/per processor 

b) Number of claims per hour/per office 

c) Turnaround time per processor 

d) Turnaround time per office 

 

40. Describe your procedure for clean claims vs. pending claims and indicate what 

percentages of claims are considered clean. 

 

41. How does the carrier account for investigated claims in your turn-around time standard? 



 

42. What are the quality standards? 

 

a) Procedure accuracy per processor 

b) Procedure accuracy per office 

c) Payment accuracy per processor 

d) Payment accuracy per office 

43. What is the average hold time for member calls on claims?  Customer service? 

 

44. Do you track and report? 

a) Average number of inquiry calls per day 

b) Average length of calls 

c) Type of calls received 

d) Accuracy of response to inquiries 

 

45. Briefly outline your standards/procedures for quality control in your claims 

processing center. 

 

46. Do you maintain an internal audit staff? 

 

47. If yes, what audit criteria is used for internal quality control? 

 

48. Is there a manual of internal quality control procedures? 

 

49. Who (firm or individual internally) would conduct an internal audit of your 

operations? 

 

50. How often do you perform internal audits? 

 

51. Describe all services provided as part of your standard ASO fees. 

 

52. Describe optional ASO services available and provide estimated costs for these services. 

 

53. Respond to the following questions regarding your administrative fee formula: 

a. Which variables (i.e. claims transactions, covered lives, equivalent premium) have the 

greatest effect on the fees actually charged? 

b. What assumptions did you make with respect to these variables to determine your quoted 

fees? 

 

54. Please describe who is responsible for overpayments, un-collectables, e.g., 

duplicates paid in error? Will the District receive reporting and how often? 

 

55. Describe your process for recovery of payments regarding subrogation. 

 

56. Are claims payments cut and mailed from the office that are doing the claims 

processing? If no, where is it done? 



 

57. What is the banking arrangement for transfer of funds that you would use for this 

account? 

 

58. Include a description of your preferred banking arrangement. Be certain to 

address the following: 

 

a) Who sets up the bank account and pays the banking charges? 
b) How is the Client assessed banking charges if its own bank is not used to write  
     checks? 

c) How are funds to be remitted? 

d) Minimum balance requirement? 

e) Frequency of bank account funding? 

f) Timing on claims funding? 

g) Funding to claims through any bulk payment arrangement? 

h) Reconciliation procedures? 

 

59. Are any alternative banking arrangements available? If so, describe briefly. 

 

60. Assuming direct claims submission, describe your procedures for handling eligibility? 

 

61. How often do you require updated eligibility from your Clients? 

 

62. How long do you anticipate it taking to set up eligibility for this Client? 

 

63. What online eligibility capabilities are available to the Client? 

 

64. Do you have a dedicated team that works with Benefit Focus? 

 

65. Do all your Benefit Focus clients come on one file or is each client separate? 

 

66. Do you have any funds available to assist in enrollment platform cost? 

 

67. If the Client provides a full eligibility feed to the new administrator: 

 

a) How long before the effective date do you require to receive this data? 
b) Can your system track each dependent by the dependent’s name and the  

                dependent’s social security number? 
d) Provide the format needed for the eligibility file 
d) If any costs are associated with receiving EDI files please specify costs with in  

      proposal. 
 

68. How does your system capture reasonable and customary information for doctor’s visits 

e.g., radiology and pathology? 

 

69. How often do you determine URC for physician reimbursement? 

 

70. What database do you use to establish URC fee reimbursement? 



 

71. How often do you update URC files? 

 

72. Does your system contain logic, which can select the lower of two payment schedules? 

Can your system automatically identify the correct payment amount? 

 

Clinical Management – Address PPO, ACO and Narrow Network plans as applicable. 

73. Provide the following information on the current clinical management staff. 

A) RN, BSN, Board Certified Physician, other – Number, Average tenure, FT, PT. 

74. What are the minimum hiring criteria for each of the above? What are your 

continuing education requirements? 

 

75. What was the average annual staff turnover in your clinical management 

department during 2017? 

 

76. Describe in detail your clinical management programs, including disease 

management, that are available. 

 
a) Which diseases do you target currently and what are the  

average participation levels by disease state? 

b) To what extent is there integration among the various programs? 

 

77. To what extent do clinical practice guidelines drive your clinical management 

process? 

 

78. Describe how patient outcomes are assessed and how you record the results of your 

clinical management intervention. 

 

79. Provide a copy of all your standard clinical management reports. Would the Client be able 

to customize any of these? 

 

80. How do you (a) define, (b) track and (c) manage chronic care? Describe how you 

assist with long-term placement and monitor the effectiveness of long-term care. 

 

81. What happens to the review process if you are unable to obtain sufficient or any 

information from the providers? 

82. Describe the wellness programs you currently have available to the client. Include all 

services available for each program and the associated costs. 

 

83. Does your company utilize a health risk assessment? If so, please provide 

associated cost and a copy of the Health Risk Assessment? 

 

84. Does your company provide biometric screenings? If so, please provide a scope of 



service and associated cost. 

 

85. Does your company provide a wellness coordinator / consultant for the client?  Is there an 

associated cost? 

 

86. Is your company willing to provide a wellness allowance for the District to draw from? 

 

87. Provide sample communication material available on your wellness programs. 

 

88. Describe your recommended process for a managing an effective wellness 

program. 

 

89. Do you offer Telephonic Medicine and what is the cost? 

 

90. Is your Telephonic program in house or administered by a third party? 

 

91. What percentage of your physicians are board certified?  Specify between networks proposed. 

 

92. Do you anticipate making significant changes to your network during the next three 

years? If so, explain. 

 

93. How do you select participating providers? What are your minimum requirements? 

Briefly describe your credentialing and re-credentialing process. 

 

94. Describe in summary fashion your reimbursement arrangements with primary care 

physicians, specialists, hospitals and other providers. Do you reimburse through 

discounted fees, DRGs, per stay, per diem, capitation, etc.? 

 

95. Describe any risk- sharing arrangements you have with providers and why you believe 

these arrangements help control costs and utilization.  What is the average % savings to 

the client? 

 

96. How often do you renegotiate provider contracts? Briefly describe the procedure.  Provide 

a copy of your hospital and physician contract. 

 

97. What is the process for provider recruitment? 

 

98. Will Alvin ISD participants have access to look up negotiated or discounted fees per 

provider before making appointments? 

99. How do you evaluate provider practice patterns and what actions are taken once you have 

identified problems? What steps have you taken toward outcomes management? 

 

100. How do you monitor quality and cost efficiency on an on-going basis for hospitals, 

physicians and other providers? 

 

101. Describe on-site reviews to hospitals, physicians’ offices and other providers. 

 

102. Describe the grievance procedure and internal tracking mechanism used to resolve 



physician complaints. 

 

103. How many physicians have left your plan in each of the following years – 2015, 

2016 and 2017? 

 

104. Describe the grievance procedure and the internal tracking mechanism used to resolve 

member complaints. 

105. Describe the customer service support available for the Client including location, hours 

of operation, and any other pertinent information. 

 

106. Provide the total number of 800 lines available for customer service within the claims 

processing office(s). How many employees are currently covered per line? What is the 

average time on hold? What percent of the calls are not taken? 

 

107. What is the procedure when a call is received outside of your working hours? 

 

108. Describe the formal training, qualifications and minimum experience required for your 

customer service representatives. 

 

109. Please describe automated enrollment/eligibility tools available to the Client. 

Please describe the automated proposed platform and functionality. 

 

110. Describe the customer service support available for the Client during and after 

enrollment. 

 

111. Do you have computer-assisted telephone answering capability? If so, are callers given 

the option to access a live operator? 

 

112. Explain how internal communication regarding the Client’s account would be handled 

by your organization. For example, if the account manager receives a 

complaint/question, what are the formal procedure for documenting and following 

through to resolution? 

 

113. Is the telephone system capable of call monitoring for quality assurance purposes? If so, 

describe the process by which this is accomplished. 

 

114. List the provider-specific information that is maintained on-line for customer 

questions. 

 

115. Are customer service representatives able to give provider names and addresses if given a 

zip code? 

 

116. Are all customer service conversations documented and/or retained for proof of 

compliance?  How long are they kept? 

 

 



 

117. Provide samples of the following communication materials: 

 

A) Sample ID Cards 

B) Medical EOB 

C) Enrollment Form 

D) EOI Form 

E) COB Letters 

F) Pended Claims Letters 

G) Appeal Response Letters 

H) ASO Billing Statement 

 

118. Please outline your demonstrated and proposed ability to implement unique and 

innovative cost containment solutions. 

 

119. Provide the following utilization statistics for your PPO, ACO & Narrow Networks (for 

non-Medicare population): If multiple Narrow networks, list each 

 

 Texas 

PPO / ACO / Narrow 

Number of admissions/1,000  

Inpatient Days/1,000  

Inpatient Costs/1,000  

Average Length of Stay  

ER Visits/1,000  

Preventive Care Compliance Rate  

Number of ambulatory encounters per enrollee  

Cost per ambulatory encounter  

Generic Dispensing Rate  

 

 

120. Describe your standard reporting capabilities. Provide samples of these reports and 

state frequency of availability. 

 

121. Describe your ad-hoc reporting capabilities, including programming charges and the 

media available to deliver the report. 

 

122. Can utilization information be provided to the client on-line allowing them to extract 

and manipulate the data themselves? If so, how and what is required by the client? The 

Client may require multiple-user access. What would be the resulting charge for this 

service? 

 

123. Provide the following information as it relates to on-line/web-based reporting 

programs offered by your organization: 

 



 

a) Scope and content of training offered to client (on/off-site, web-based etc.) 

b) Ability to support complete customization of reporting fields 

c) Ability to model and perform projection based upon historical utilization 

d) How often is information updated? 

 

124. What type of benchmark data do you include in your analytical reports? What, if any, 

adjustments do you typically make to your benchmark data? 

 

125. How many months of historical claim data are stored in your claims system? How far 

back in time can claims data be processed on your system? 

 

126. Describe any modeling capabilities that the Client could utilize to assist in future 

budgetary decisions. 

 

127. Describe any plan design / formulary modeling tools that will be available for use by 

Client. 

 

128. Is your system an on-line, direct access system or a plan/claims information storage and 

retrieval system? Provide a flowchart or brief description of its operation. 

 

129. Describe the last enhancements made to the system and any planned for the next 12 

months. 

 

130. What technological advances in claim payment systems are you contemplating within 

the next 5 years? 

 

131. Describe the mechanics/ process of screening for duplicate claims. 

 

132. Describe the analytical review procedures that are performed both automatically by the 

computer system and manually by claims personnel to ensure that billed services are 

being logically congruent with the age and sex of a given participant and reported 

diagnosis submitted by a provider. 

 

133. Describe the runout process in the event of a termination. 

 

134. What are your procedures to ensure confidentiality of medical records that are used 

for the medical necessity review? 

 

135. What is your liability coverage for pre-admission review? Do you agree that the Client 

will be held harmless in any suit filed by a subscriber against the company? 

 

136. What are your normal C.O.B. procedures? 

 

137. How are C.O.B. savings tracked in the system? 

 

138. What edits in your system identify potential C.O.B. claims? 



 

139. Who is responsible for follow-up on potential C.O.B. claims? 

 

140. Enclose a sample draft of your ASO contract or services agreement. 

 

141. Summarize your proposal for improving the health of Alvin ISD employees, spouses, and 

dependents. 

 

142. Summarize how your proposal will be effective in removing costs from the health care plan. 

 

143. Describe the PPACA - Health Reform Services you will provide to self-insured clients and the 

associated costs as applicable. 

 

144. Describe how you integrate with your PBM (Pharmacy Benefit Manager) 

 

145. If awarded the business describe interaction with the current carrier to ensure a smooth RX 

transition. 

 

146. Are you quoting an overall RX brand discount?  If so, how is it calculated? Is the overall 

discount guaranteed? 

 

147. What is the average additional discount from U&C claims for your Texas book of business? 

 

148. What is the net effective brand discount across your network including U&C and $0 claims? 

 

149. Is the AWP (average wholesale price) discount quoted for brand retail claims the same as the 

network effective rate?  Is it guaranteed? 

 

150. Do you offer RX trend or PMPM guarantees?  Are there any caps? Transparent or pass through 

pricing(on a per claim basis)  Describe in detail. 

 

151.  Do you own and operate your own Mail Service Program? If not, describe your relationship 

with       the mail order operation you have selected. How many mail service facilities do you 

operate?  Where are they located? 

152. What is your mail order accuracy and turn around time? 

 

153. How do you alert a member when a prior authorization is about to expire? 

 

154. Are formulary OTC products available for mail order?  Describe process. 

 

155. Do your PBM allow providers to call in prescriptions direct to your facility? 

 



156. DO you monitor high cost RX claimants?  Explain. 

 

157. Does your pharmacy contain any MAC list?  If so, provide a copy. 

 

158. Formulary – do you contract direct with manufacturers or is it out sourced? 

 

159. Are there any requirements for Alvin ISD to participate in rebate payments associated with RX? 

 

160. Provide a breakdown of all fees associated with formulary administration. 

 

161. Are your RX rebates bundled? 

 

162. Would RX rebates be based off Alvin ISD utilization or based on your book of business? 

 

163. Are RX rebates guaranteed? 

 

164. How long does it take the PBM to upload data from an eligibility file once received? 

 

165. Confirm proposals are net of commission 

 

166. Unless specifically designated otherwise, your proposal will constitute acceptance of the 

administrative requirements, additional requirements (f3 rfp) and other general requirements 

within the RFP and these items will become part of the final contract by reference. Indicate your 

agreement to this requirement. 


