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ADDENDUM #14 
RFP #FY 2018-2019-004 CITY OF HALLANDALE BEACH GROUP MEDICAL WITH PHARMACY, MEDICAL GAP PLAN, DENTAL, VISION, EMPLOYEE ASSISTANTCE PROGRAM, FLEXIBLE SPENDING ACCOUNT AND COBRA ADMINISTRATION

Please ensure you check the City’s website for the latest addendum released for this project. Below finds the link to the City’s website:  www.cohb.org\solicitations.

Firm must provide this form signed by an authorized officer of your Firm to acknowledge receipt of ADDENDUM #14 and provide with your Firm’s response. 

PLEASE NOTE: REVISED AS OF 3/28/2019 – EXHIBIT B3 – VISION QUESTIONNAIRE. 

PLEASE DISCARD, DO NOT USE EXHIBIT B3 – VISION QUESTIONNAIRE RELEASED WITH ORIGINAL RFP.  	























	Experience and Qualifications Section



1. Provide a brief (one page or less) history of your organization including ownership structure and any other organization with which you are affiliated.  

2. On what date did your organization enroll its first group in Florida for coverage and for what type of coverage?

	Type of Coverage
	Date

	Vision Plans
	




3.	Provide the enrollment data (including all plans) requested below for the organization submitting this Proposal:

	
	1/1/2016
	1/1/2017
	1/1/2018
	YTD 2019

	National Enrollment
	
	
	
	

	Florida Enrollment
	
	
	
	

	South Florida Enrollment
	
	
	
	

	Broward County Enrollment
	
	
	
	

	Total Enrollment
	
	
	
	



4.   What percent of your Florida enrollment in 2018 and 2019 is from public sector clients?  

	Florida Enrollment
	Total Enrollment
	2018 % of Public Sector
	2019 % of Public Sector

	Vision Plans
	
	
	

	Other
	
	
	

	Total Enrollment
	
	
	



5.	Provide references for your five (5) largest vision clients (government preferred), by enrollment, for South Florida (Broward, Miami-Dade, and Palm Beach Counties) using the following format:

	Employer Name
	Total Number of Employees in South Florida
	Number of Employees Enrolled in Your Plan(s)
	Date Services Commenced
	Contact Person
	Address
	Phone Number
	Email Address

	1.
	
	
	
	
	
	
	

	2.
	
	
	
	
	
	
	

	3.
	
	
	
	
	
	
	

	4.
	
	
	
	
	
	
	

	5.
	
	
	
	
	
	
	



6.	Provide information for your three (3) largest vision (government preferred) South Florida (Broward, Miami-Dade, and Palm Beach Counties) clients who have terminated your plan(s) during the past 24 months using the following format:

	Employer Name
	Total Number of Employees in South Florida
	Date Services Terminated
	Reason for Termination
	Contact Person
	Address
	Phone Number
	Email Address

	1.
	
	
	
	
	
	
	

	2.
	
	
	
	
	
	
	

	3.
	
	
	
	
	
	
	



7.	Detail any mergers/acquisitions and outcomes involving your organization, which have occurred in the last 12-month period, and any which are planned for the next 12 to 24 months.
		
8. 	Describe Proposer’s past performance and experience, specifically for governmental groups with 400 employees.

9.  	List the name and purpose of all subcontractors who will be assigned to this project.

10.	State under what other or former name(s) the Proposer is currently operating under or has operated under.

11. State whether Proposer’s firm(s) is local (Broward, Miami-Dade, or Palm Beach Counties), regional or national.

12.	Give the location of the office from which service is to be performed and the number of partners, managers, supervisors, senior managers and other professional staff employed at that office and the name of each individual in charge.

13.	Provide a statement of any litigation or regulatory action that has been filed or is pending against your firm(s) in the last three years.  If an action has been filed, state and describe the litigation or regulatory action filed, and identify the court or agency before which the action was instituted, the applicable case or file number, and the status or disposition for such reported action. If no litigation or regulatory action has been filed against your firm(s), provide a statement to that effect.  For joint venture or team Proposers, submit the requested information for each member of the joint venture or team. 	

14.	Is your organization currently in compliance with Florida Department of Insurance Statutes and requirements?  
Yes ___ No ___ If no, describe why not.

	Scope of Services 



15.	Confirm your organization can administer all requested benefits?  Yes ___ No ___ Provide any deviations to covered services, limitations/exclusions and system limitations.  Failure to disclose deviations that contribute to additional claims cost may result in the Awardee(s) being financially liable for the additional claims cost.  
16.	Provide the name, address and telephone number of the office that will service this account.  Also provide the name the person who will have overall responsibility for this account.

17. Provide the location from which claims will be paid.

18. What is the proposed claim office’s current turnaround time (in business days) for vision claims, from the receipt of properly completed claim forms to the mailing of the claim payment?  

19. Describe the enrollment assistance that you will provide to the City of Hallandale Beach during Open Enrollment. Include samples of materials that would be included in the enrollment package.

20.	Do you have a toll-free number available 24 hours a day, seven days a week, for employees to find providers? Yes___ No___ If no, what is available for employees to find providers?

21.	Will employees have access online to check the status of claims? Yes___ No___ What other online capabilities does your system have for employees?

22.	Provide the grievance/appeals procedures for an employee. Outline the steps and timeframes of the process from initiation to final resolution.

23. How are updated provider directories made available to participants?  Describe alternative means for plan members to obtain information on network provider (i.e., the Internet, an automated voice response system, etc.).

24. Are patients subject to any ordering limitations (frequency or selection of eye wear)?  Yes ___ No ___ If yes, provide limitations in Exhibit C3.

25. Can a member receive an exam from one provider and materials (frames, lens or contacts) from another provider?  Yes ___ No ___

26. How would you plan handle a situation where a patient orders additional materials or services that are not covered?

27. Indicate how glasses and contact lenses may be obtained; ___ in office, ___ by phone, ___ or by mail.

28. What is the turnaround time (number of days) after an order for glasses and contact lenses has been ordered?

29. Do you have a centralized distribution facility?  Yes ___ No ___ If yes, where is the facility located?

30. If the vision care provider has a facility located in their office, can they fill the prescription for the glasses / contact lenses?  Yes ___ No ___

31. At what frequency, and under what conditions, can an employee change providers?

32. What is the current number of participating providers?  Indicate by Optometrist, Ophthalmologist, and Dispensing Facility in Broward, Miami/Dade, and Palm Beach County. Use the chart below.

	
County
	
Number of Locations
	
Percent Of Independent Providers
	
Percent of Chain Providers
	
Number of Optometrists
	
Number of Ophthalmologists
	
Number of Opticians
	Number of Dispensing Facilities

	Broward
	
	
	
	
	
	
	

	Miami-
Dade
	
	
	
	
	
	
	

	Palm Beach
	
	
	
	
	
	
	



33. Provide a breakdown of number of providers by independent practitioners and/or chain stores in Broward, Miami-Dade, and Palm Beach Counties. Use the chart below.

	
County
	
Number of Independent Providers
	
Number of Chain Stores

	Broward
	
	

	Miami-Dade
	
	

	Palm Beach
	
	



34. What percentage of your participating Ophthalmologists are Board-certified or Board-eligible?

35. Describe how you would handle a situation where a provider refuses to give agreed upon discounts to the member.

36. Describe your customer satisfaction guarantee (i.e., materials, warrantee programs, etc.).

37. Describe the components of a regular eye examination and a comprehensive eye examination by your network providers.  Is there a cost difference in the exam?  Yes ___ No ___  Does this exam vary for eyeglasses user’s verses contact lens users?  Yes ___ No ___ If yes, explain the difference.

38. If you offer a materials mail order program, what is your performance standard for turnaround time?  What is your average turnaround time? Do you offer overnight delivery service? Yes ___ No ___ If yes, at what additional cost?

39. Describe how an employee accesses care from initial contact with your plan to making an appointment with a provider.

40. Describe any benefit pre-certification or vouchers that members would be required to obtain before benefits are provided.

41. Provide a current 2019 directory of your network providers, by location, including address and zip code, for the entire state of Florida.

42. Complete the following GeoAccess summary for the City of Hallandale Beach employees.  The description of the census file layout is included in Exhibit F.  Your study should include a summary report for each of the items listed below.  Each summary should indicate the total number and percentage of employees with access by zip code and by county.  Please include GeoAccess Reports.  

a. Number and percentage of employees with two Optometrists within 10 miles of the employees zip code.
b. Number and percentage of employees with two Ophthalmologists within 10 miles of the employees zip code.
c. Number and percentage of employees with two dispensing facilities / opticians within 10 miles of the employees zip code.

	County
	Number of Eligible Employees
	% of Employees with 2 Optometrists within 10 miles
	% of Employees with 2 Ophthalmologists within 10 miles
	% of Employees with 2 Facilities/Opticians within 10 miles

	Broward
	
	
	
	

	Miami-Dade
	
	
	
	

	Palm Beach
	
	
	
	



43. Describe how providers are added to your network along with any ongoing requirements.

44. Describe your methods for determining the need for additional providers.


45. Describe how providers are compensated and describe the terms of compensation.

46. Describe your internal audit procedures to safeguard fraud or billing irregularities.

47. What standard reports are available?  Are there additional costs associated with any of these reports?  
	Yes ___ No ___ How frequently are these reports available? ___ daily, ___ weekly, ___ monthly, 
	___ semi-annually, ___ annually.
	
48.	Can you accept eligibility information electronically and/or magnetic tape?

49. Describe, in detail, the claim processing and payment systems that your company will use for the vision plan.

50. List the functions your claim system automatically performs.

51. Identify the office from which the account will be handled for claim processing and payment.

52. What are your claim processing standards for turnaround time, procedural accuracy and financial accuracy? 
What are your actual results for 2017 and 2018?

53. What information is available to employees via a voice response unit?

54. Are you willing to add providers specifically requested by the City of Hallandale Beach?  Yes ___ No ___

55. How do you measure and monitor member / patient satisfaction?  What were the results of your latest survey?

56. What would you anticipate your role and the City of Hallandale Beach’s role being in the implementation process?

57. What is your average wait time to speak with a live customer service representative?

	
	2017
	2018
	2019 (YTD)

	Average Time to Answer
	
	
	

	Call Abandonment Rate
	
	
	



58. Can you provide an improved LASIK benefit? Yes ___ No ___ If yes, describe the benefits in detail.

59.	Can you provide true copays for all levels of service?  Yes ___ No ___

60.	If true copays are not provided, how are potential additional costs communicated to the employees?

61.	How are employees protected against overcharges by providers?

62.	How are costs established for frames and lenses?

63.	Complete the following table outlining your wholesale pricing and member copays for the following items and include types of lenses in each level.

	Options Price List

	Lenses
	Wholesale Price
	Retail Price
	Member Copay

	Level One Progressive
	
	
	

	Level Two Progressive
	
	
	

	Level Three Progressive
	
	
	

	Level Four Progressive
	
	
	

	Transitions / Sunsensor / Colomatic
	
	
	

	Anti-Reflection Standard
	
	
	

	Anti-Reflection Premium
	
	
	

	Standard Scratch
	
	
	

	Scratch Premium
	
	
	

	Ultra Violet Coating
	
	
	

	Hi-Index Lens Styles
	
	
	

	Non-Aspheric Design
	
	
	

	Hi-Index Lens Styles
	
	
	

	Hi-Index 1.53-1.59
	
	
	

	Hi-Index 1.60-1.66
	
	
	

	Trivex / Trilogy
	
	
	

	Aspheric Design
	
	
	

	Regular Plastic
	
	
	

	Polycarbonate 
	
	
	

	Mid-Index Plastic
	
	
	

	Hi-Index 1.60-1.66
	
	
	

	Hi-Index 1.67
	
	
	

	Polarized Styles
	
	
	

	Polaroid Plastic
	
	
	

	Polaroid Hi-Index
	
	
	

	Polaroid Polycarbonate
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PLEASE NOTE RECEIPT OF ADDENDUM #14 BY SIGNING BELOW AND INCLUDE WITH YOUR FIRM’S SUBMISSION.

I ACKNOWLEDGE RECEIPT OF ADDENDUM #14:

	Company:
	


	Name:

	

	Title:
	


	Signature:
	


	Date:

	


Sincerely,
[image: ]
Andrea Lues, Director, Procurement Department
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