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I. PRESCRIPTION BENEFIT ADMINSTRATOR (PBA) BIDDER CONFIRMATION FORM
Please complete and email or fax to Kenneth W. Anderson, Independent Pharmaceutical Consultants, Inc. by 2:00 PM Central, Friday, April 17, 2009.

To:
Independent Pharmaceutical Consultants, Inc.
Fax #:
(636) 639-8021


Email: ken.anderson@ipc-inc.com
From:
________________________________
Phone: ______________________


(PBA Representative)

________________________________
Address:  _____________________

(PBA Name)




City:  ______________ State:  ____

Email:  ________________________________
Fax #: ______________________


	1. 
	We will be submitting a proposal to MHTC
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	2. 
	We will be submitting a proposal for both Active and Medicare Retiree Groups
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	3. 
	We will be participating in the Bidder Conference Call on Monday April 27, 2009 at 11:00 AM Central
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


Please contact ____________________ at (___) ________,    (___) ________, 

(PBA Representative)
(Phone Number)
(Fax Number)

Email Address: _____________________________ to provide bidder conference details.

Please address the following items during the bidder conference:

A. ___________________________________________________________________

___________________________________________________________________

B. ___________________________________________________________________

___________________________________________________________________

C. ___________________________________________________________________

___________________________________________________________________

II. REQUEST FOR PROPOSAL (RFP) PROCESS TIMELINE, BIDDING REQUIREMENTS & PLAN BENEFIT OVERVIEW

	ACTIVITY
	DATE RANGE

	Release RFP
	April 10, 2009

	Submit RFP Confirmation Form
	April 17, 2009 End of Business

	Fax List of Preliminary Questions For The Bidder Conference Call
	April 17, 2009 End of Business

	Bidder Conference Call
	April 27, 2009 11:00 AM Central

	RFP Responses Due To MHTC/IPC 
	May 4, 2009 2:00 PM Central

	Selection Committee Determine Finalists
	June 1, 2009

	Notice To Finalists For Full Evaluation
	June 2, 2009

	Interviews/Site Visits/Contract Negotiations
	Week of June 8, 2009

	Finalist Selection Recommendation to Board
	June 17, 2009

	Finalize PBA contract and all required BAA(s)
	June 18 through July 16, 2009

	Implementation Kick off Meeting
	July 20, 2009 then weekly through December 31, 2009

	Determine & Load Benefit Designs
	August 10, 2009 through October 23, 2009

	Determine Member Communications, ID Card Approval & Mail to Members
	September 22 through December 1, 2009

	PBA Customer Service Training & Dedicated Team Determination 
	September 30, 2009 through December 31, 2009

	PBA Eligibility & Connectivity Staff including group set-up and testing.  Initial Claim History load
	September 7, 2009 through October 23, 2009

	Determine Billing and Claims File Requirements
	September 7, 2009 through January 15, 2010

	PBA Mail Order Items including open refill transfer files
	August 3, 2009  through January 22, 2010

	Review & Communicate Pharmacy Network Access
	August 10, 2009 through December 1, 2009

	Preview PBA Website
	September 25, 2009 through November 27, 2009

	Medication Therapy Management Program
	August 10, 2009 through October 23, 2009

	Medicare Part D Reporting
	August 3, 2009 through February 12, 2010

	Effective Date of Benefit
	January 1, 2010


The Board of Trustees for the Missouri Department of Transportation and Missouri State Highway Patrol Medical and Life Insurance Plan, referenced herein as MHTC is accepting bids for pharmacy benefit administrative (PBA) services described in this document.  Bids must be received no later than 2:00 PM, Central, May 4, 2009.  The date specified for receiving the bids is a firm deadline and all bids to be considered must be received in their entirety, at the designated office by that time.  To be considered as a qualified bidder, the bid must include a complete response to each item in the following Sections:

III. General Requirements 

IV. Minimum Contract Requirements

V. Plan Design Requirements

VI. Network/Mail Order Pharmacy Requirements

VII. Administrative Requirements

VIII. DUR and Clinical Program Requirements

IX. Customer Service and Performance Requirements

X. Active Employee and Non-Medicare Retiree Benefit Administrative Requirements

XI. Medicare Part D Enrolled Retiree Benefit Administrative Requirements

XII. Cost and Pricing Requirements

Attachments A 

Two printed copies and one electronic copy on a CD of the completed proposal from each bidder are required. The completed proposal including the CD must be placed in a sealed envelope marked “BID FOR PHARMACY BENEFIT ADMINISTRATOR”. The proposal is to be delivered to:

Independent Pharmaceutical Consultants, Inc.

Attn: Kenneth W. Anderson, President

1061 Peruque Crossing Court

O’Fallon, MO  63366

Questions concerning this request should be directed to:

Independent Pharmaceutical Consultants, Inc.

Attn: Kenneth W. Anderson, President

1061 Peruque Crossing Court

O’Fallon, MO  63366

Telephone: 
(636) 614-1344

FAX:

(636) 639-8021

E-mail:
ken.anderson@ipc-inc.com

MHTC
 has offered a carved out prescription benefit to its participants since 1997.  MHTC currently has approximately 27,500 eligible participants including active employees, retirees and their dependents. MHTC offers two benefits: an active employee/Non-Medicare retiree plan and a CMS contracted Medicare Direct Contract Employer Group Waiver Plan (EGWP) Part D Prescription Drug Plan (PDP).   Both benefits are currently administered by WellPoint/NextRx.

As part of its continued commitment to high quality and cost-effective managed care, MHTC is evaluating its Prescription Benefit Administrator (PBA) arrangement.  Thus, MHTC is soliciting proposals for PBA services with an effective date of January 1, 2010.
In an effort for MHTC to obtain more competitive bids for traditional PBA services from competing PBA bidders, MHTC is separating the administrative requirements for the Medicare Part D PDP specifically from the other administrative and cost proposal sections allowing each PBA to bid for these administrative services separately or combined.  It should be understood that the cost proposal and Non-Medicare administrative services will apply to all claims: Medicare and Non-Medicare.  The bid for the Medicare Part D PDP services will be in addition to these traditional services and apply only to Medicare Part D claims and/or services.  If a Bidder is not willing to provide the Medicare PDP services as a separate free standing service, it should be so noted when completing the Medicare Part D section of the proposal.

The prescription drug claims statistics for the Calendar Year 2008 are as follows:

	
	Active/Non-Medicare Retirees
	Retirees

	Number of Claims
	247,529
	209,026

	Percent Mail Claims
	3.2%
	6.1%

	Total Claim Cost
	$14,404,366
	$12,350,913

	Percent Mail Cost
	11.1%
	14.5%

	Total Copay Amount
	$5,068,442
	$3,854,357

	Total Plan Paid Amount
	$9,335,924
	$8,496,557

	Average Persons Per Month
	23,077
	5,062

	Number Utilizing Persons
	17,686
	5,013


MHTC is contracted with several companies to provide health benefit administration and other health management services.  These benefit contractor companies include software, actuarial and consulting firms, medical carriers, large case management groups, disease management groups, mental healthcare providers and vendor managers.   The successful pharmacy benefit administrator must be willing and able to fully cooperate with MHTC’s benefit contractors.

MHTC retains outside, independent consulting services for the purpose of contract compliance, auditing, oversight of PDP compliance, identifying process deficiencies and improving overall program delivery and cost efficiency.  The goal is to raise the performance bar for MHTC and the respective PBA’s at a very competitive cost.

MHTC expects high standards of quality and performance in the administration of its prescription benefit programs.  The selected PBA will be expected to engage in a partnership with MHTC and its prescription benefits consultant which will center on a commitment toward continuous evaluation and improvement efforts to enhance the quality and efficiency of service delivery resulting in cost management and improved health outcomes for covered members.
The contract resulting from this procurement will require the PBA to fully disclose all costs and revenue sources with 100% pass through to MHTC, including discounts, network agreements, MAC lists, rebates, incentives, dispensing fees and other revenue from which the PBA benefits related to the products and services described in that agreement.  The PBA administrative fee is intended to be the sole source of margin to the PBA under the resulting agreement.  

The following criteria will be used, in order of relative importance from the highest to the lowest weighted broad factors, in evaluating each proposal:

A. Overall Cost – include guaranteed not to exceed claim pricing, administrative and clinical services and (Medicare PDP administrative services if the PBA chooses to bid on these services). 

B. Administrative Services -- This refers to the PBA’s experience with and ability to provide administrative services relating to the claims adjudication, member enrollment, eligibility maintenance and other administrative services required for the MHTC plans and programs.  The Medicare PDP administrative section, if proposed by a bidder, will be included in this factor.

C. Communication Services -- This refers to the PBA’s ability and experience in communicating with plan managers, MHTC benefits contractors, physicians and program administration members.  Continuity of account management staff, support from PBA corporate officers, quality training and re-training programs are critical elements. The MHTC population, in most cases, requires a unique and innovative approach and your organization’s ability to be a client and member advocate within your organization will be weighted positively.

D. Call Center and Client Support.  This refers to the ability of the contractor to maintain a fully functional well-trained call center providing member centric services and client elevated complaint support.

MHTC reserves the right to reject any and all proposals, to request additional proposals, or to waive any minor deficiency, technical variance, or immaterial technicality. All information provided to the bidders is strictly confidential and will not be released to any other organization unless required to do so under state or federal law.

MHTC will evaluate the proposal of each PBA in a number of critical areas.  The following factors, not necessarily listed in order of importance, are among those to be considered in the evaluation.

III. GENERAL Requirements
Please check whether you can meet the requirement(s) where confirmation is required.  To clarify your response as needed, please provide additional information to specific requirements in the fields provided.

	#
	Requirement
	Confirmation

	4. 
	Proposal is valid for 180 days following the due date of this RFP.  This period may be extended by written mutual agreement between the bidder and MHTC.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	5. 
	No commissions are incorporated in the quoted pricing including, but not limited to: administration fee for retail POS, retail direct member reimbursement (paper/manual), and/or mail service or any other fee or charge being proposed.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	6. 
	As a minimum Bidders must be able to administer the current plan designs. (see Attachment B)
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	7. 
	The PBA selected must agree to transfer to MHTC and/or a designated representative, at no cost, within 30 days of notice of termination, all required data and records necessary to administer the plans based upon the needs and requirements at such time.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	8. 
	The Plan or its representative(s) will have access to records needed to audit any or all PBA administered activities of the plan, as defined by MHTC.  The PBA will be given a minimum of two weeks’ notice prior to the audit report being issued or an on sight audit commencing.  
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	9. 
	Costs associated with submitting bids will be the sole responsibility of the bidding party.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	10. 
	MHTC will be held harmless for any and all errors and omissions on the part of the PBA, its employees, or assignees.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	11. 
	Willingness to disclose all revenue and profit streams associated with the proposed arrangement for this Plan.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	12. 
	MHTC has many years’ experience with contracting for PBA services.  MHTC has developed, through this time, a contract document that will be the basis for contracting with a selected PBA vendor.  Confirm that your company will accept a MHTC provided vendor agreement as the basis of a contract and also be willing to attach the response to this RFP as an addendum to that contract.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	13. 
	Willing to provide a copy of the most current SAS70 report performed by a qualified auditor upon request.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	14. 
	Willingness to abide by Missouri Open Records “Sunshine” Law of Section 610.021 of the Revised Statutes Missouri (RSMO).
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	15. 
	Ability to provide documentation of eligibility to contract with the State, or to do business in Missouri in accordance with Chapter 34, RSMO.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	16. 
	Client online data reporting access with analytical capabilities. 
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	17. 
	Willingness to provide a consistent Account Manager dedicated to the MHTC account and is willing to provide daily effective interaction and communication with MHTC representatives.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	18. 
	Account Manager and Clinical Pharmacist will be required to meet with MHTC or its representatives (or others at MHTC’s discretion) at least quarterly to discuss continuous improvement and develop action plans to address process improvements and identified deviations from intended goals. 
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	19. 
	MHTC requires review and approval of all member communications, including ID cards, letters, welcome kits, clinical programs, drug formulary information and other communications directed to the MHTC population.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	20. 
	Willingness to customize member communications including the use of MHTC’s logo, if requested.  Describe below if there are limitations to this requirement.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


Please provide comments to the above questions where appropriate.  List the question number before each comment or qualifying statement.       
Please respond to the following questions in a concise and accurate fashion.

A. Describe your company’s financial stability and economic capability to perform the contract requirements.  The most recent financial documents such as audited financial statements or financial rating organization report (such as Dunn & Bradstreet) will be acceptable.       
B. Experience with similar benefit plans, size and design.  Please list three (3) existing reference names and contact information in the comments space below.

1. 
2. 
3. 
C. Experience with similar benefit plans, size and design.  Please list 3 terminated reference names and contact information in the comments space below.

1. 
2. 
3. 
D. Who owns your organization?      
E. Provide an organizational chart with all organization sub-divisions and key personnel.  
F. Indicate the likelihood of a change in ownership and the status of any possibilities under serious discussion.  
G. Indicate your willingness to include contract language stipulating that if a change in ownership occurs, MHTC has the right to terminate the contract.       
H. What financial guarantees/penalties are you willing to include in the contract tied to a change in ownership?       
I. If your organization is accredited, please provide accreditation(s).      
J. When did your organization begin administering integrated Point-of-Service Retail/Mail Service programs?        

K. Please provide the following information regarding your organization's personnel that would be assigned to MHTC:

	Title/Function
	Name
	Estimated Percentage of Their Time Spent Servicing MHTC
	Physical Location

	Account Executive
	
	
	

	Account Manager
	
	
	

	Implementation Manager
	
	
	

	Pharmacy Director
	
	
	

	Network Manager
	
	
	

	Claim Manager
	
	
	

	Systems and Eligibility Manager
	
	
	

	Customer Service Manager
	
	
	

	Clinical Program Manager
	
	
	

	Other (please specify)
	
	
	


L. Provide the number of accounts for which the account manager is responsible.  
M. Provide resumes of proposed Plan dedicated account managers, clinical pharmacists, customer service personnel and other key management persons for MHTC review.  
N. Describe your process for ensuring continuity of Account Management during absences or replacement situations.       
O. Will your organization enlist subcontractors in administering any aspect of the proposed arrangement?  If so, in the space below, provide the organization(s) names and what services they provide?  Please include background for all subcontractors, as well as client references.  Which organization will have primary responsibility for MHTC account?       
IV. CONTRACT Requirements

The following contract requirements are the essential services and responsibilities to be evaluated by MHTC.  To clarify your response as needed, please provide additional information to specific requirements in the fields provided.

	#
	Requirement
	Confirmation

	1. 
	Effective date of January 1, 2010
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	2. 
	Situs of contract: Missouri
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	3. 
	All pricing components (discounts, fees, rebates, etc.) are guaranteed for 3 years from the effective date of the contract.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	4. 
	MHTC reserves the right to terminate its contract, for any reason, or without cause and without penalty provided such notification is given at least 90 days in advance. 
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No



	5. 
	MHTC will not indemnify the successful bidder.  Any bid or contract that requires indemnification by MHTC will be rejected.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No



	6. 
	Any legal actions by the parties shall be filed in the Circuit Court of Cole County Missouri.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	7. 
	Any contract accepted by MHTC will be written in accordance with the laws of the State of Missouri.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No



	8. 
	Willing to provide a 36-month initial contract beginning with effective date of the benefit.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No



	9. 
	During the 3rd contract year, willing to negotiate an extension of the contract to a 4th and 5th year.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No



	10. 
	Are you willing to agree to the inclusion of the following language in the administrative contract:  “In connection with the performance of work under this contract, the provider agrees not to discriminate against any employee or applicant for employment because of age, race, religion, color, handicap, sex, physical condition, developmental disability as defined in s. 51.01(5), sexual orientation or national origin.  This provision shall include, but not be limited to the following:  employment, upgrading, demotion or transfer; recruitment or recruitment advertising, layoff or termination, rates of pay or other forms of compensation, and selection for training, including apprenticeship.  Except with respect to sexual orientation, the contractor further agrees to take affirmative action to ensure equal employment opportunities.  The contractor agrees to post in conspicuous places, available for employees and applicants for employment, notices to be provided by the contracting officer setting forth the provisions of the nondiscrimination clause.  The affirmative action plan is waived if the contractor’s annual work force amounts to less than 25 employees.”
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	11. 
	The RFP and the PBA’s proposal will become part of MHTC’s contract, as attachments, and where contract is not clear and the RFP and PBA proposal conflict, the provision of the RFP will prevail.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	12. 
	Are there any outstanding legal actions pending against your organization?  If so, please provide a summary of the cause of action and the current status of each action in the comments section below.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	13. 
	Identify the pricing source for claims processing.
	 FORMCHECKBOX 
 First Databank

 FORMCHECKBOX 
 Medispan

 FORMCHECKBOX 
 Blue Book

 FORMCHECKBOX 
 Other, please identify      

	14. 
	Confirm the PBA is willing to agree to the inclusion of the following language in the administrative contract: “’Average Wholesale Price’ or ‘AWP’ means the current average wholesale price of a prescription drug for the National Drug Code (NDC) of the package from which the drug is dispensed, for both retail and mail claims, as listed in the most current [identified pricing source from question 11].”  In the event that AWP is no longer published by a nationally recognized pricing source, or in anticipation of that occurring, the bidder will provide an alternative pricing arrangement, within this bid, to be implemented as an alternative to replace AWP.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	15. 
	“Brand Name” Drug shall mean and refer to a prescription drug protected by a patent that does not have competitors in the market and is sold by a single source at the time a particular claim is adjudicated.”
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	16. 
	“Generic” Drug shall mean and refer to any drug whether identified by its chemical, proprietary or non-proprietary name, which is accepted by the FDA as therapeutically equivalent and interchangeable with drugs having an identical amount of the same active ingredient.  For the purposes of pricing under this Agreement, the designation of a product as Generic shall mean all drugs that are not Brand Name Drugs as defined immediately above.”
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	17. 
	“Maximum Allowable Cost” (MAC) List shall mean and refer to PBA’s MAC List of Generic Drugs that will be reimbursed to pharmacies at the compensation levels established by PBA.  PBA shall have at least 97% of all Generics on the MAC List.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	18. 
	A MAC price for a generic drug will be established no later than six (6) months following the FDA approval of a new generic equivalent.  
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	19. 
	PBA shall review its MAC List bi-weekly to update it with any drugs that lost their patent in the last two weeks in order to maintain the lowest and best prices for MHTC.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	20. 
	The MAC pricing list shall be provided to MHTC, or its designated representative, in electronic form including NDC and pricing effective and term dates of all pricing changes.  MHTC will rely on that list as the current MAC pricing list for claim pricing until it is replaced by a revised MAC list by the PBA.  If any MAC price on the new list increases by more than 20%, it will require approval by MHTC prior to use in pricing calculation.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	21. 
	PBA agrees to provide full disclosure and provide 100% pass through to MHTC by making available all electronic claims data and other relevant financial transaction records specific to MHTC and allow such records to be audited by MHTC or their designated auditor.  In addition, PBA will allow full access to any and all contracts, documents and agreements maintained with drug manufacturers, wholesalers, retailers, mail order, affiliates, subsidiaries, subcontractors or other entities involved in financial transactions related to claim activity directly or indirectly attributable to MHTC and allow these records to be used in connection with an audit.  
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	22. 
	Language ensuring that the PBA subcontractor (first tier, downstream and related entities) will make its books and other records available in accordance with 42 CFR 423.505(e)(2) and 42 CFR §423.505(i)(2), which generally states these regulations give HHS, the Comptroller General, or their designees the right to audit, evaluate and inspect any books, contracts, records, including medical records and documentation related to CMS’ contract with the Part D sponsor and that these rights continue for a period of 10 years from the final date of the contract period or the date of audit completion, whichever is later
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	23. 
	Confirm that neither MHTC nor the covered participant shall pay an amount, individually or combined, that is greater than the contracted formula rate with the entity submitting a claim for reimbursement.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	24. 
	At its own cost, MHTC may elect to utilize an independent auditor of its choosing to inspect records according to the terms and conditions set forth herein.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	25. 
	Describe below if there are limitations to this requirement. Please provide comments to the above questions where appropriate following the requirement number to which you are clarifying your response.
	

	26. 
	Language obligating the PBA subcontractor (first tier, downstream and related entities) to abide by State and Federal privacy and security requirements, including the confidentiality and security provisions stated in the regulations for the program at 42 CFR §423.136.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	27. 
	Language stating that the PBA subcontractor (first tier, downstream and related entities) will ensure that beneficiaries are not held liable for fees that are the responsibility of the plan.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	28. 
	Language indicating that any books, contracts, records, including medical records and documentation relating to the Part D program will be provided to either to MHTC to provide to CMS or its designees or will be provided directly to CMS or its designees.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	29. 
	Language ensuring that if the activities delegated by MHTC to the PBA subcontractor and/or its first tier, downstream and related entities that such activity or responsibility may be revoked if CMS or MHTC determines the PBA subcontractor (first tier, downstream and related entities) has not performed satisfactorily.  Note:  The subcontract may include remedies in lieu of revocation to address this requirement.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	30. 
	Language that MHTC retains the right to approve, suspend, or terminate any arrangement with a pharmacy if the PBA subcontractor (first tier, downstream and related entities) will establish the pharmacy network or select pharmacies to be included in the network.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	31. 
	Language that if the PBA subcontractor (first tier, downstream and related entities) will establish the pharmacy network or select pharmacies to be included in the network contain language that payment to such pharmacies (excluding long-term care and mail order) shall be issued, mailed, or otherwise transmitted with respect to all clean claims submitted by or on behalf of pharmacies within 14 days for electronic claims and within 30 days for claims submitted otherwise.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	32. 
	Language that if the PBA subcontractor (first tier, downstream and related entities) will establish the pharmacy network or select pharmacies to be included in the network contain language that if a standard is used for reimbursement, the source used by the Part D sponsor for making any such pricing updates and a provision that updates to such a standard occur not less frequently than once every 7 days beginning with an initial update on January 1 of each year, to accurately reflect the market price of acquiring the drug.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


Please provide additional comments to the above questions, if appropriate.  List the question number before each comment or qualifying statement:       
V. PLAN DESIGN REQUIREMENTS
The following requirements are the essential services and responsibilities to be evaluated by MHTC.  To clarify your response as needed, please provide additional information to specific requirements in the fields provided.

	Plan Parameter
	Description
	Confirmation

	1. Annual Deductible per Member
	With the exception of member pay the difference amounts, all member payments for covered drugs including Medicare excluded medications are included in the annual deductible accumulator.

Please confirm your ability to administer the plans’ Annual Deductible.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	2. 90-Day Retail Drug Program 
	MHTC currently allows up to a 90-day supply of medications to be covered through both the mail service pharmacy and any contracted retail pharmacy, following a first fill starter quantity requirement.

Please confirm your ability to administer the plans’ 90-day Retail Drug Program and first fill starter quantity program.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	3. Multi-Source Brand Penalty
	MHTC currently requires the member to pay the difference in cost between the brand and generic plus the generic copayment whenever a member selects a brand drug when a generic is available. 

Please confirm your ability to administer the plans’ Multi-Source Brand Penalty payment provision.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	4. Minimum Copay Amounts
	MHTC currently has a co-insurance (percent copay) plan design and applies a minimum copayment to all medications.  If the full cost of the medication is less than the minimum amount, the member is charged the cost of the drug. 

Please confirm your ability to administer the plans’ co-insurance and Minimum Copayments.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	5. Maximum Copay Amounts
	MHTC currently has a co-insurance (percent copay) plan design and applies a maximum copayment to a limited customized listing of expensive medications of last resort. This list is provided by MHTC and is periodically reviewed and updated.  The maximum copayment would only apply to the coinsurance portion of the member cost share. Brand penalty amounts or amounts subject to deductibles would not be included when assessing a maximum copayment. 

Please confirm your ability to administer the plans’ co-insurance and Maximum Copayments.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	6. Day Supply Limit
	A quantity of drug prescribed by a properly licensed prescriber, not to exceed;

In-Network Retail - Up to 90 Days 

Mail - Up to 90 Days 

Direct Member Reimbursement (DMR) and Out of Network claims – Up to 90 Days (all DMR claims must be approved by MHTC prior to processing).

Please confirm your ability to administer the plans’ Day Supply Limits.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	7. Starter Dose Program
	MHTC currently requires that a first fill starter quantity (maximum 30-day supply) of medication be covered if the patient has not previously received coverage under their MHTC benefit, has not taken the medication strength previously, by not having a claim for a medication for the preceding 6 months or if the drug dosage form has changed.

Please confirm your ability to administer the plans’ Starter Dose Program.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No



	8. Step Therapy Programs
	MHTC currently administers custom step therapy programs for the following drugs or therapeutic classes:

a.  COX-2 Inhibitors

b.  Antihypertensive

c.  Acid Peptic

d.  Advair Diskus

* Step Therapy Protocol is listed in Attachment   B

Please confirm your ability to administer the plans’ Step Therapy Programs. (Please note in the comments section below any step therapies the PBA is not able to administer)
	a.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
b.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
c.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

d.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No



	9. 
	Describe below if there are limitations to this requirement. Please provide comments to the above questions where appropriate following the requirement number to which you are clarifying your response.
	


Please provide comments to the above questions if appropriate:  Question # and Response:
     
VI. NETWORK / MAIL ORDER PHARMACY REQUIREMENTS
The following requirements are the essential services and responsibilities to be evaluated by MHTC.  To clarify your response as needed, please provide additional information to specific requirements in the fields provided.

	#
	Requirement
	Confirmation

	1. 
	The PBA shall provide adequate network access for members covered under the program.  Pharmacy system integration must include real time information system linkages for determination of member eligibility, benefits, claims history, messaging and clinical information.  All systems must assure confidentiality by an incorporated and well-designed security program and provide an auditable trail of information related to each claim transaction from the pharmacy initial submission to payment by MHTC.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	2. 
	Adequate access will provide 95% of the population in urban areas a pharmacy within 1 mile and 95% of the population in rural areas a pharmacy within 5 miles a network of 99% of the current pharmacy providers currently providing at least one claim for a covered MHTC member.

Please provide separate GEO Access analyses for Active and Medicare Subscribers utilizing the Zip Code files at Attachment D.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	3. 
	Should MHTC, or a covered member, wish to add a retail pharmacy to the network, the PBA will contact the pharmacy and offer the contract for network inclusion within two (2) business days following MHTC’s date of request.  PBA will then either contract with this pharmacy on behalf of MHTC or provide MHTC a reason why the pharmacy was not contracted.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No



	4. 
	The PBA’s network contracts do not prohibit the use by MHTC and distribution to its members of independently developed pharmacy performance evaluations and preferred provider recommendation.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No



	5. 
	Able to provide a customized network with existing contracted pharmacies without re-contracting.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	6. 
	Do you have a 90-day supply contracted network of retail providers specifically for Medicare Part D services? 
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	7. 
	The PBA will not require an exclusive arrangement for mail services.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	8. 
	The PBA can provide Specialty Pharmacy Services as part of the provider network arrangement.  
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	9. 
	The PBA will not require an exclusive arrangement for specialty services.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	10. 
	The PBA will provide initial credentialing, monitoring and periodic re-credentialing of network pharmacies.  In addition, MHTC will be notified of any pharmacies appearing on the GAO’s list of sanctioned providers who are contracted in the MHTC network.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	11. 
	The PBA has a process in place for desk audits of at least 90% of all contract pharmacies and 3% of onsite audits of participating pharmacies.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	12. 
	Is your organization able to administer a pricing arrangement that includes the lower of AWP discount, pharmacy’s U&C, MAC or copayment in a full pass-through arrangement?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	13. 
	Please confirm you are proposing a network where all participating pharmacies will accept the negotiated “lower of” pricing terms, including zero billed claims. 
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	14. 
	Please confirm zero billed claims are subject to the negotiated arrangement in place for all claims, with no exceptions.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	15. 
	The PBA will retain for 10 years network contract records for the purpose of auditing.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	16. 
	Please confirm you are able to provide a Long Term Care Pharmacy Network which meets CMS access requirements for a national plan.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	17. 
	Please confirm you are able to provide a Home Infusion Pharmacy network which meets CMS access requirements for a national plan.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	18. 
	Please confirm that you have contracted or have evidence that you have attempted to contract all Indian Tribal Urban Indian pharmacy providers as defined by CMS.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	19. 
	Please confirm that your pharmacy contracts for all pharmacy types identified above meet the CMS required contract provisions including the 1/1/2010 required provisions as identified in MIPPA regulations.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


Please provide responses to the questions listed below and additional comments to the above questions where appropriate.  List the question number before each comment or qualifying statement:  
A. Describe your internal network management activities, including:

· The ability to identify the effective network pharmacies, more than just financial performance, and report the outlier performers to MHTC.  Describe exception reporting and communications to provider outliers to change negative provider habits.  
· Describe your audit program for provider contract compliance, financial integrity and provider DUR activities.  Provide the percentage of network pharmacies audited annually for each audit method described in Question #9 above.  Describe the processes utilized to report and credit MHTC for the results of these provider audits.  
B. Has your organization terminated pharmacies from the retail network within the last 12-month period?  If so, how many and for what reason(s)?  
C. Provide the average turnover of providers over the past two years within the proposed networks.  
D. Describe the processes available for a participant to obtain the location of network providers.  
E. How will additions and deletions to the network be communicated to the MHTC and MHTC participants?  
F. Do your pharmacy contracts allow pharmacies to charge the member more than the price as defined in the administrative agreement with MHTC?  If so, please explain.  
G. How does your program administer retail prescriptions dispensed while a participant is confined to a nursing home?  
H. Describe a suggested specialty drug program, which includes coordinating with medical providers and the medical claims administrator. 
I. Please attach a copy of the standard contract your organization uses to govern the network relationship.

J. What actions are you taking as a result of the First Databank AWP settlement?  Indicate how this changes your network pharmacy and mail service pharmacy contracting for both traditional pricing and transparent/pass-through pricing arrangements?

K. Describe your network pharmacy audit process.  How are pharmacies selected for an audit?  What contract compliance elements are the primary focuses?  What clinical practice requirements are audited and how?  
 
L. Describe any internal processes you have in order to work with Long Term Care pharmacies in support of MHTC members in a long term care setting?

VII. ADMINISTRATIVE REQUIREMENTS
The following requirements are the essential services and responsibilities to be evaluated by MHTC.  To clarify your response as needed, please provide additional information to specific requirements in the fields provided.

	#
	Requirement
	Confirmation

	1. 
	The vendor’s regular report package must include:
a. Monthly utilization and cost information segregated by designated parameters   (i.e. plan, group, retail, mail, location, etc.)
b. Quarterly key management statistics 

c. Quarterly trends compared to norms

d. Quarterly rebate reports.  Both accrued rebates and rebates paid during the period. 

e. Online reporting tools
	a.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

b.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

c.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

d.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

e.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	2. 
	Provide on-line, real-time pharmacy claims and  benefit services access to MHTC and its consultants
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	3. 
	Provide detailed claim data electronically to MHTC, or its designee, in a NCPDP or mutually agreeable format at least monthly.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No



	4. 
	Provide MHTC specific MAC list no less frequently than quarterly, by NDC number with effective and term dates for price changes and in an acceptable electronic format.
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	5. 
	In the claims data provided to MHTC, provide the AWP price and other required pricing fields required to adjudicate a claim on a pharmacy billing date.  In addition, the claims data should contain the amount payable to the pharmacy and the amount billable to the plan on the date of service.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No



	6. 
	The claims adjudication system is owned and managed by the PBA.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	7. 
	Is your claims adjudication system the same for Medicare Part D and non-Medicare Part D participants?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	8. 
	Willingness to accept electronic eligibility files from MHTC in MHTC’s HIPAA compliant 834 transaction format.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	9. 
	Are your customer service and prior authorization processes the same for Medicare Part D and non-Medicare Part D participants?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	10. 
	Is customer service an integrated, virtual call center environment?  If not explain below.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	11. 
	Are you able to separate the call statistics by client and for Medicare Part D and non-Medicare Part D participant calls?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	12. 
	Does your organization outsource or contract any of the following services from other PBAs or vendors?

a. Claims Adjudication

b. Mail Pharmacy Services

c. ID Card Production

d. Eligibility Management

e. Medicare Part D Services

f. Pharmacy Network 

g. Specialty Pharmacy Services
h. Customer Service
i. Drug Rebate Services

j. Other ______________________
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

a.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
b.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
c.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

d.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

e.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

f.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

g.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

h.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

i.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

j.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	13. 
	Does your organization administer the prescription drug portion of any Medicare Special Need Programs or State Pharmacy Assistance Programs?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No



	14. 
	Does your organization administer the prescription drug portion of any Medicare Advantage Prescription Drug Plans (MA-PD) or Medicare Part D Prescription Drug Program (PDP)?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No



	15. 
	Does your organization provide dedicated, fully trained support staff in the following areas? 

a. Implementation

b. Account Management

c. Customer Service

d. Clinical Services

e. Eligibility

f. IT (technical staff)
	a.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
b.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
c.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

d.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

e.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

f.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	16. 
	Are you willing to provide a MHTC dedicated toll-free customer service line?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	17. 
	Will the account management team participate in the implementation process?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	18. 
	Will the dedicated customer service line be available during the implementation period prior to the startup date?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	19. 
	Will the implementation staff and account management staff be available on January 1, 2010?

Describe below if there are limitations to this requirement.
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


Please provide comments to the above questions where appropriate.  List the question number before each comment or qualifying statement: 

A. Please provide sample reports to the stated reporting above, question 1.

B. For question 6 above, please provide details including timelines of your processes for updating the adjudication system whether owned or leased.        
C. If you answered “yes” to question 12 above, please provide details of these arrangements including your organization’s ability to manage and direct the activities of these subcontractors on behalf of your clients when required.       
D. Implementation services will be required with a predetermined timetable for service deliverables assuming a program effective date of at least 60 to 90 days following notice of award.

1. Describe the proposed implementation work plan and timing required to complete plan set-up documentation, test and finalize eligibility data, prepare communication materials, distribute welcome kits, train customer service representatives, load claim history and any other tasks necessary to ensure a smooth implementation.       
2. Describe the proposed implementation work plan and timing required to complete plan set-up, including:

a. Time line required by your organization 

b. ID card design options, production process and time needed for approval by MHTC  

c. Member-submitted claim form design and approval by MHTC  

d. Member material production, review and approval and distribution process.

e. MHTC’s communication strategies.  

f. Other communication strategies required for implementation and ongoing support of the program.  

g. Eligibility setup and file load 

h. Customer service representative training

i. Customer service lines open dates

j. Retail network setup  

k. Clinical program and edit implementation  

l. Claim edit testing and process validation  
E. Please describe your ability to customize member materials.       
F. Please provide samples of your welcome kit materials.       
G. Identify and describe your organization’s relevant experience and capabilities with administering prescription benefit plans, including different plan designs that may vary from one population to another.       
H. What two (2) key elements distinguish your company as a leader in providing services and programs that are superior to your competitors?        
I. Describe your organization’s disaster recovery plan.       
VIII. DUR SERVICES/CLINICAL PROGRAM REQUIREMENTS

The following requirements are the essential services and responsibilities to be evaluated by MHTC.  To clarify your response as needed, please provide additional information to specific requirements in the fields provided.

	#
	Requirement
	Confirmation

	1. 
	Do you provide Step Therapy Services for your clients that requires a member to receive coverage for a first level drug prior to obtaining coverage for a second level drug, etc?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	2. 
	Can you support Step Therapy Services for custom programs specific to a client?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	3. 
	Can you load previous claims history provided by MHTC or its representative to support Step Therapy and First Fill Starter Quantity edits online in real time?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	4. 
	Do you offer Quantity Level Limit Services that limit the quantity of medication that can be covered for certain medication?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	5. 
	Can you support client specific quantity level limits?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	6. 
	Can you support a client specific “first fill starter quantity” program that requires a member to obtain coverage for a lesser quantity prior to obtaining coverage for a larger, maintenance, quantity?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	7. 
	Do you provide drug pipeline management services including recommendations for coverage of new drugs?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	8. 
	Do you provide information and communications for new generics on the market?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	9. 
	Will both mail service and retail network pharmacies access a common database for concurrent DUR and other clinical/administrative edits?  
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	10. 
	Does your organization monitor the frequency with which pharmacists take some type of corrective action on a client specific basis as a result of receiving a warning through your concurrent DUR system?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	11. 
	Provide client specific data related to the number and types of DUR messages generated by the PBA’s systems as well as data concerning the resultant action taken by the contracted providers. 
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	12. 
	Is a common patient profile (retail and mail service) accessed when DUR is conducted?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	13. 
	Does your system allow the patient profile to move with a member when they change benefits within a client (I.E. active to retiree)? 
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	14. 
	Can your organization support a client specific customized formulary?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	15. 
	Can your pharmacy and therapeutics (P&T) committee support client specific customized clinical edits and formularies?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	16. 
	How often is your formulary updated? 

· Quarterly

· Annually

· Other  Specify       
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	17. 
	Will you support a web accessible formulary look-up tool for the client?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	18. 
	Do you have an in-house Pharmaceutical and Therapeutics (P&T) Committee?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	19. 
	Are specific physician prescribing practices monitored and reported?  If yes, please respond to question B below. 
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	20. 
	Does your organization provide information to members and/or physicians regarding lower cost alternatives to the patient’s current regimen?

Is there additional cost for this service?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No



	21. 
	Are you able to support a custom specialty pharmacy program?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	22. 
	Do you support e-prescribing?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	23. 
	Is your e-prescribing messaging specific for each client and follow the online pharmacy administration plan setup?  
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	24. 
	Describe below if there are limitations to this requirement. Please provide comments to the above questions where appropriate following the requirement number to which you are clarifying your response.
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


Please provide comments to the above questions if appropriate:       
A. What professional resources are used to conduct provider, pharmacist and patient intervention?       
B. Describe your P&T Committee including frequency of meetings.       
C. Please indicate if physician prescribing practices monitoring and reporting processes are performed on a client specific basis or only for the highest volume prescribers within your book of business.  
Do your processes apply to all physicians or only physicians whose prescribing practices are atypical?  
Please provide sample reports.
D. Please identify the usage patterns that are routinely monitored for excessive utilization on both an individual or overall plan basis. Indicate the frequency with which these utilization patterns are monitored.         Please provide sample reports.
E. MHTC requires an ongoing prior authorization process for specific drug classes, and new drugs, to be administered by the PBA.  In addition, MHTC requires to be notified of each and every such change. Describe your prior authorization process, update or change notification, staffing levels and interface with customer service, network provider relations and MHTC.  Please include your processes for reviewing and/or renewing authorizations.          
F. Describe your internal process for handling exceptions and claim appeals through both the retail and mail service plans.       
G. What percentage of total claims receives concurrent DUR alerts?   What percentage is generally overridden?       
H. How are formulary changes approved by the client and communicated?       
I. Please describe what type information your organization is willing to provide to members and/or physicians regarding lower cost alternatives to the patient’s current regimen. 
a. Is there a cost for these services? 
J. Please describe any proposed generic utilization programs, including patient, pharmacy and physician incentives and/or communications.  
K. Do you offer Medication Therapy Management Services or disease management programs? If yes, please describe. 
IX. CUSTOMER SERVICE 
PBA will be responsible for meeting measurable service goals as set forth by MHTC.  Please indicate whether your organization can meet the following requirements.  To clarify your response as needed, please provide additional information to specific requirements in the fields provided.

	#
	Requirement
	Confirmation

	1. 
	PBA will be required to meet with MHTC or its representatives at least quarterly to discuss continuous improvement, discuss industry trends and develop action plans to address deviations from established goals. 
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	2. 
	Customer Service Representatives must have the following information available on-line:

a. Call Tracking And Reporting System

b. Patient Profile

c. Utilization History

d. Plan and Coverage Provisions

e. Claims Procedures

f. Claim coinsurance amount

g. Pharmacy Network Access

h. Claims Status

i. Status of Prior Authorizations

j. Status of Claims Appeals

k. Explanations of Benefits

l. Explanations of Prior Authorization And Clinical Programs

m. Mail Order Prescriptions and Claims
n. Mail Order Processing Status

o. Specialty Pharmacy Prescriptions and Claims

p. Specialty Pharmacy Processing Status
	a.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

b.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

c.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

d.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

e.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

f.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

g.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

h.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

i.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

j.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

k.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

l.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

m.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

n.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

o.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

p.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	3. 
	Will MHTC have its own dedicated customer service toll-free telephone number?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	4. 
	Will the customer service unit be available to answer calls from members during open enrollment and the month(s) prior to the 1-1-2010 effective date?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	5. 
	Can you provide call stat reports by group designation to MHTC monthly?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	6. 
	Are registered pharmacists available to discuss clinical issues 24 hours a day 7 days a week?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	7. 
	Required special services:

a. TDD capability for deaf
b. Snap caps for elderly/disabled
c. Translation services
	a.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 

b.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

c.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	8. 
	The PBA is required to have a call tracking and call quality-monitoring system.
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	9. 
	Will all written inquiries be properly received, logged into the on-line call tracking system and resolved to MHTC’s satisfaction within five (5) workdays of the date of receipt?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	10. 
	Do you have one call center that handles and resolves the network, direct reimbursement and mail service pharmacy member calls?

If not, do mail service customer service agents and network customer service agents have access to the same on-line plan, eligibility and claims information?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	11. 
	Does your organization conduct periodic customer service performance and member satisfaction surveys?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	12. 
	Does your call tracking system require logging for each member or client inquiry?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	13. 
	Does the member portal of your organization’s website provide participant specific cost information? 
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	14. 
	Are participants able to view deductible and out-of-pocket accumulators on the web site?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


Please provide comments to the above questions if appropriate:       
A. Fully describe your customer service and provider relations activities.

a. Where are your call centers located?       
b. What location would handle the majority of MHTC calls?       
c. What qualifications do you require for customer service agents?       
d. Describe the duration and scope of the training program for customer service agents.       
e. Describe your customer services representative (CSR) call monitoring processes including the number of calls each agent is monitored monthly.       
f. Please provide a description of your resources for effective, timely customer service and fully documented call tracking system.       
g. What authority has been placed with the CSR to empower them to resolve issues during the member’s first call to the unit?  
     
h. Describe your ability to provide comparative pricing estimates to participants for both mail and network claims for a client that has a coinsurance plan design.      
i. Please provide a description of your resources committed to pharmacy provider relations.  Also describe the interface Customer Service has with Provider Relations in resolving member and service related issues with providers.      
j. MHTC requires a response and ongoing prior authorization process for specific drug classes, and new drugs, to be administered by the PBA.  Describe your prior authorization process, staffing levels and interface with customer service and provider relations.      
B. Please specify your customer service units’ 1st Quarter 2009 call statistics and a description of how the item is measured for the following:

	
	Active Population
	Medicare Population
	Combined Population
	Describe How The Item Is Measured

	Average Speed Of Answer
	
	
	
	

	Call Abandonment Rate
	
	
	
	

	Call Blockage Rate
	
	
	
	

	% Of Issues Resolved On First Call
	
	
	
	

	Time To Respond To Changes In Call Volume
	
	
	
	

	Average Handle Time
	
	
	
	

	Personnel Turnover Rate
	
	
	
	

	% Of Calls Monitored By A Supervisor
	
	
	
	

	% Of Calls Monitored By A Quality Assurance Team
	
	
	
	

	Turnaround Time For A Claim Appeal
	
	
	
	

	Turnaround Time For A Claim Requiring Prior Authorization
	
	
	
	


C. Access to plan information is important to MHTC and its participants.  Please provide for the client’s review a link to your website as well as a “dummy” login ID for the member portal.       
D. Provide sample welcome kit materials.

X. MEDICARE EMPLOYER/UNION PDP ADMINISTRATIVE REQUIREMENTS
The following requirements are the essential services and responsibilities to be evaluated by MHTC.  Please provide your response in the fields provided or check whether you can meet the requirement(s).

	#
	Requirement
	Confirmation

	
	Does your company currently function as the PBA of a Medicare PDP?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	1. 
	Does your company administer the prescription drug portion of any Medicare Advantage Prescription Drug Plans (MAPD)?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	2. 
	Do you currently administer any Employer Group Waiver PDP contracts?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	1. 
	Do you currently administer any Direct Contracted Employer Group PDP contracts?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	2. 
	If you administer a Medicare plan, are any enhanced alternative plan designs?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	3. 
	Do your current systems and/or programming allow for the administration of an enhanced alternative plan design?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	4. 
	Do your current systems and/or programming allow for the administration of separate member out-of-pocket (OOP) and True out-of-pocket (TrOOP) accumulators?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	5. 
	Can you administer a plan where member costs are accumulated differently to meet the member OOP versus the TrOOP?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 

	6. 
	Do your current systems and/or programming allow for the administration of an open formulary?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	7. 
	Do you currently administer a Medicare Plan with an open formulary?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	8. 
	Would you provide P&T Committee Services to support an open formulary?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	9. 
	Would you provide P&T Committee Services to support custom P/A, Step Edits and Quantity Limits?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	10. 
	Will you support a web accessible formulary and DUR look-up tool?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	11. 
	Do you currently submit enrollment to CMS and manage the eligibility process for any PDP or MAPD?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	12. 
	Will you support a plan that allows network pharmacies to provide coverage for up to a 90-day supply for Medicare beneficiaries?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	13. 
	Do you have a specific 90-day supply contracted network of retail providers? 
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	14. 
	Would you allow a 90-day supply to be dispensed at any networked retail pharmacy? 
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	15. 
	Do you currently have a Medication Therapy Management (MTM) Program in operation that meets the CMS 2010 requirements?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	
	a. Can you support a customized MTM program?

b. Can you support a separate MTM contracted vendor?
	a.  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

b.  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	16. 
	Would you provide P&T services to support custom clinical programs?  
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	17. 
	Do you utilize one common claims adjudication platform to process claims for MHTC’s active and Medicare benefits?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	18. 
	Can your systems transfer claim and payment history for members moving mid-year from an active benefit to a Medicare benefit?

Can your system transfer claim history to or from another PDP due to an enrollment error or beneficiary transfer?   
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	19. 
	Does your company provide dedicated, fully trained PDP/MAPD support staff in the following areas? 

a. Implementation

b. Account Management

c. Customer Service

d. Eligibility

e. IT (technical staff)
	a.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
b.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
c.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

d.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

e.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No



	20. 
	Do you provide individual client dedicated toll-free customer service phone lines for Medicare beneficiaries?  If not, can you please provide your willingness to provide this service at no additional charge in the comments section below?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No



	21. 
	Will the dedicated customer service line be available during the designated CMS open enrollment period?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	22. 
	Can you provide call stat reports by benefit to MHTC monthly?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	23. 
	Is there currently a process in place for the transition of enrollment and claims information in accordance with CMS requirements?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	24. 
	Does your company outsource any portion of their Medicare services and processes?  If yes, please describe in the comments section below.
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


A. Please describe your P&T Committee process and frequency of meetings. 
XI. SERVICE MEASUREMENT GOALS
MHTC Key Service Measurement Goals must include the following performance goals (please identify whether you can meet the following measurement goals):

MEMBER SERVICES
	Measurement
	Goal
	Confirmation
	Proposed Financial Penalty

	Call Resolution Rate 

(On Initial Call)
	97%
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

 FORMTEXT 
     

	Average Speed of Answer
	15 Seconds
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

 FORMTEXT 
     

	Calls Abandoned Rate
	<2%
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

 FORMTEXT 
     

	Five-Day Written Response Rate for Written Complaints
	100%
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

 FORMTEXT 
     

	Member Satisfaction Rate
	95%
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

 FORMTEXT 
     


CLAIMS PROCESSING

	Measurement
	Goal
	Confirmation
	Proposed Financial Penalty

	On-Line Claims Processed
	99%
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

 FORMTEXT 
     

	Member Submit Claims Adjudicated In Five Days
	100%
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

 FORMTEXT 
     

	Rejected Claims Adjudicated In Seven Days of Rejection
	100%
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

 FORMTEXT 
     

	Clerical Accuracy Rate
	99%
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

 FORMTEXT 
     

	Financial Accuracy Rate
	99%
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

 FORMTEXT 
     


PRIOR AUTHORIZATION

	Measurement
	Goal
	Confirmation
	Proposed Financial Penalty

	Prior Authorization (PA) Requests Reviewed And Determination Made Within 48 Hours Of Receipt
	98%
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

 FORMTEXT 
     

	Member And Physician Notification Within 48 Hours Of PA Final Determination
	100%
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

 FORMTEXT 
     


ACCOUNT SERVICES

	Measurement
	Goal
	Confirmation
	Proposed Financial Penalty


	4 Meetings per year with MHTC Board or as requested by MHTC
	100%
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

 FORMTEXT 
     


NETWORK ACCESS

	Measurement
	Goal
	Confirmation
	Proposed Financial Penalty

	Geographic Network Access 
	95% within 1 mile for urban areas and 95% w/in 5 mi for rural areas
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

 FORMTEXT 
     

	Provide A Network Provider Contract To A Requesting Pharmacy Within 2 Business Days Of Request
	100%
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

 FORMTEXT 
     


MAIL SERVICE/SPECIALTY PERFORMANCE
	Measurement
	Goal
	Confirmation
	Proposed Financial Penalty

	Mail Service Order Shipping Turnaround 5 Days For All Orders Received
	100%
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

 FORMTEXT 
     

	Mail Service Order Fill Accuracy
	99.9%
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

 FORMTEXT 
     

	Mail Service Pharmacist Action On System Generated DUR Messages Of A Medium To Significant Severity
	100%
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

 FORMTEXT 
     

	Mail Service Will Split Orders And Send All Available Items Within 3 Days Of Order Receipt if One Or More Items Are Not Able To Be Filled and Shipped
	100%
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

 FORMTEXT 
     

	Specialty Pharmacy Fill Accuracy
	100%
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

 FORMTEXT 
     

	After-Hours Inquiries Responded To Within 1 Business Day
	100%
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

 FORMTEXT 
     


SYSTEM DOWNTIME PERFORMANCE

	Measurement
	Goal
	Confirmation
	Proposed Financial Penalty

	Claims Adjudication System Availability, Including Scheduled Maintenance Time
	99.5%
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

 FORMTEXT 
     


OTHER PERFORMANCE

	
Measurement
	Goal
	Confirmation
	Proposed Financial Penalty

	Timeliness of Report Delivery—Within 30 Days of the End of the Quarter or Other Period Designated by MHTC
	100%
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

 FORMTEXT 
     

	Timeliness of Project Delivery—Within Agreed Upon Delivery Time
	100%
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

 FORMTEXT 
     

	Timeliness of ID Card Production and Mailing for Receipt 2 Weeks Prior to “Go Live” date.
	100%
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

 FORMTEXT 
     


 Please comment on the above questions/goals if appropriate.       
XII. COST AND PRICING REQUIREMENTS
The following requirements are the essential services and responsibilities to be evaluated by MHTC.  Please provide your response in the fields provided or check whether you can meet the requirement(s).

	#
	Requirement
	Confirmation

	1. 
	All Inclusive Administrative Fee
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


	2. 
	Financial Performance Guarantees
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	3. 
	Service Level Performance Guarantees
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	4. 
	Formulary And Manufacturer Rebates Handling And Level Of Reimbursement
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	5. 
	Willingness To Guarantee That MAC Pricing Will Be Used For All Generics And Multi-Source Brands Dispensed For Both Mail And Retail Claims
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	6. 
	Proposed Pricing Arrangement Utilizes Transparent/Pass Through Formula With Guaranteed Net Effective Discount And Rebate Amounts
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	7. 
	Proposed Pricing Arrangement Utilizes “Lower Of” Formula Contract Price Or “Usual And Customary” For Both Brands And Generics
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	8. 
	Proposed Pricing And Contractual Arrangement That Includes Full Disclosure Of All Cost And PBA Financial Margin Elements Subject To Audit By An Auditor Of MHTC’s Choosing 
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	9. 
	Are You Offering An Implementation Credit?

If Yes, Please Describe Below
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	10. 
	Will You Facilitate Full Disclosure Auditing Of All Pricing Elements And Sources Of This Information By MHTC Or Its Designated Auditors?

Describe Below If There Are Limitations To This Requirement.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No



Please provide comments to the above questions where appropriate following the requirement number to which you are clarifying your response.      
A. Which AWP pricing publication is utilized by your organization?  How often is the guide updated?       
B. Describe your process for handling provider pricing and client contract pricing when AWP is no longer published?  Have you already re-negotiated your provider contracts to account for this event?      
C. How many MAC pricing lists do you have?   If you offer more than one list, describe the differences and identify which one will apply to this contract.       
D. How often do you update your MAC pricing discounts?       
E. During calendar year 2008, what was the average discount off average wholesale price when utilizing the “lower of” feature?       
F. For mail service pricing, is the AWP used to determine the contracted discount amount based on the NDC of the actual package size?        

G. If you repackage products and assign your own NDC numbers, under what circumstances and how do you determine the NDC and AWP for these products?       
H. If MHTC will benefit from manufacturer revenue beyond the guarantee quoted in the Request for Quote, please describe and provide an estimated quarterly value of those proposed supplemental rebate payments.       
I. Describe pass-through and full disclosure of rebates, discounts, network contracts and all financial terms as your organization defines them.      
Missouri Highways and Transportation Commission
Section II

Request for Proposal and Quote

To Provide Medicare Part D Direct Contract Employer Group Waiver Plan Benefit Administrative Services

Release Date April 1, 2009

MEDICARE EMPLOYER GROUP WAIVER PDP REQUIREMENTS
The following requirements are the essential services and responsibilities to be evaluated by MHTC.  Please provide your response in the fields provided or check whether you can meet the requirement(s).

I. GENERAL REQUIREMENTS
Please check whether you can meet the requirement(s) where confirmation is required.  To clarify your response as needed, please provide additional information to specific requirements in the fields provided.

	#
	Requirement
	Confirmation

	1. 
	Do you currently administer any Direct Contract Employer Group Waiver Prescription Drug Plans (EGWPDP)?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	2. 
	If you administer a Medicare plan, are any enhanced alternative plan designs?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	3. 
	Do your current systems and/or programming allow for the administration of an enhanced alternative plan design?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	4. 
	Does your system have the capability to flag enhanced covered drugs in the claims system so these claims are reported correctly in Prescription Drug Event (PDE) Data?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	5. 
	Does your organization currently submit to CMS PDE data? 
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	6. 
	Does your company provide dedicated, fully trained PDP/MAPD support staff in the following areas? 

a. Implementation

b. Account Management

c. Customer Service

d. Eligibility

e. IT (technical staff)
	a.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
b.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
c.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

d.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

e.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No



	7. 
	Does your company outsource any portion of their Medicare services and processes?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	8. 
	If you answered “yes” to the previous question, please confirm the services included in these agreements:

a. Claims Adjudication

b. Mail Pharmacy Services

c. Specialty Pharmacy Services

d. ID Card Production

e. Eligibility Management

f. Monthly Medicare EOB’s

g. Pharmacy Network 

h. Customer Service
i. Manufacturer Rebate Services

j. P & T Services
k. Medication Therapy Management Services
l. Plan to Plan Administration
m. Claims Restatements
n. PDE production
o. Other (Specify)
______________________________________

At the end of this section, please provide the entity name, location and description of services for each subcontractor your organization will utilize to provide EGWPDP services for MHTC.
	a.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
b.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
c.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

d.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

e.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

f.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

g.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

h.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

i.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
j.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
k.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
l.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
m.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
n.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


	9. 
	Are you willing to provide information related to manufacturer rebates, discounts and other price concessions according to CMS guidelines?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	10. 
	Are you willing to provide these Medicare Part D support services independent, or carved out, of the traditional PBA administrative services?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


Please provide comments to the above questions where appropriate.  List the question number before each comment or qualifying statement.       
II. EOB PRODUCTION & DISTRIBUTION/BENEFICIARY COMMUNICATIONS
Please check whether you can meet the requirement(s) where confirmation is required.  To clarify your response as needed, please provide additional information to specific requirements in the fields provided.

	1. 
	Does your organization currently produce monthly EOB’s in accordance with CMS EGWPDP guidelines?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	2. 
	Can your organization provide Part D EOB’s that exclude non-Part D covered medications from the Part D accumulators (TrOOP and Catastrophic Coverage level tracking)?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	3. 
	Do your systems support the capability to provide Part D EOB’s to provide a deductible accumulator for both enhanced and Part D covered drugs? 
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	4. 
	Does your organization currently provide marketing and beneficiary communication services, including distribution of Annual Notices of Change, formulary changes, transition letters, etc. in accordance with EGWPDP CMS guidelines?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


Please provide comments to the above questions where appropriate.  List the question number before each comment or qualifying statement.       
III. CLAIMS ADJUDICATION AND ADMINISTRATION
Please check whether you can meet the requirement(s) where confirmation is required.  To clarify your response as needed, please provide additional information to specific requirements in the fields provided.
	1. 
	Do your current systems and/or programming allow for the administration of separate member out-of-pocket (OOP) and True out-of-pocket (TrOOP) accumulators?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No



	2. 
	Can you administer a plan where member costs are accumulated separately for member deductibles, OOP and TrOOP?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 

	3. 
	Do your current systems and/or programming allow for the administration of a CMS compliant open formulary with client specific clinical interventions?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	4. 
	Do you currently administer a Medicare Plan with an open formulary of this type?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	5. 
	Would you provide P&T Committee Services to support a CMS compliant open formulary?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	6. 
	Are there additional charges for maintaining a CMS compliant open formulary?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	7. 
	Do you utilize one common claims adjudication platform to process claims for MHTC’s active and Medicare benefits?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No



	8. 
	Can your systems transfer claim and payment history for members moving mid-year from an active benefit to a Medicare benefit?

Can your system transfer claim history to or from another PDP due to an enrollment error or beneficiary transfer?   
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	9. 
	Is there currently a process in place for the transition of enrollment and claims information in accordance with CMS requirements?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	10. 
	Are you able to provide TrOOP information to beneficiaries who disenroll or change plans during the plan year and within the timeframe established by CMS?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	11. 
	Do you currently manage Medicare Part B versus D covered medications, with appropriate prior authorization processes or other processes, through your adjudication systems?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	12. 
	Are you able to administer the CMS defined benefit for individuals identified as eligible for low income cost share subsidy (LICS)?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	13. 
	Are you able to include enhanced covered drugs in the low income benefit?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	14. 
	Do you have a systematic process to adjust claims due to retroactive or retro termination of LIS eligibility?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	15. 
	Are you able to report PDE data correctly when the LIS benefit applies to all covered drugs, both Part D covered and enhanced?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


Please provide comments to the above questions where appropriate.  List the question number before each comment or qualifying statement.       
a. Describe your process for handling reimbursements for retro LIS enrollments where the reprocessed claims reveal member overpayment.       
b. Describe your process for correcting EOB’s for retro LIS enrollments where reprocessing is required.       
Describe your process for correcting PDE records for retro LIS enrollments where reprocessing is required.       
IV. ENROLLMENT/DISENROLLMENT REQUIREMENTS
Please check whether you can meet the requirement(s) where confirmation is required.  To clarify your response as needed, please provide additional information to specific requirements in the fields provided.
	#
	Requirement
	Confirmation

	1. 
	Do you currently submit enrollment to CMS and manage the eligibility process for any PDP or MAPD?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	2. 
	Are you able to handle both electronic and manual (paper) enrollment forms?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	3. 
	Do you provide online capability to the client or its designee for managing and updating eligibility in real time?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	4. 
	Does your system allow retention of more than one ID number?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	5. 
	Can you accept a unique ID number from the client and use it for claims processing and reporting?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	6. 
	Does your system have the capability to exchange payment information and coordinate benefits with other health insurance?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


Please provide comments to the above questions where appropriate.  List the question number before each comment or qualifying statement.       
V. MEDICARE PART D REPORTING REQUIREMENTS
Please check whether you can meet the requirement(s) where confirmation is required.  To clarify your response as needed, please provide additional information to specific requirements in the fields provided.
	#
	Requirement
	Confirmation

	1. 
	Do you agree to provide reports necessary to meet both the client’s and CMS reporting requirements?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	2. 
	Do you have data management processes and data systems capable of accomplishing performance of data edit and quality control procedures to ensure accurate and complete prescription drug data?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	3. 
	Do you have data management processes and data systems capable of accomplishing correction of all data errors identified by CMS?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	4. 
	Can you report rebate dollars on a quarterly basis at the manufacturer/drug name level (unique strength and package size not required) in the manner specified by CMS?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	5. 
	Do you have accounting systems capable of accomplishing the production of financial reports to support rebate accounting? The rebate accounting must allow for step-down cost reporting in which rebates received at the aggregate level may be apportioned down to the level of plan enrollees.
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	6. 
	Are you able to report Long-Term Care pharmacy rebate dollars on a quarterly basis at the manufacturer/brand name level (unique strength and package size not required) in a manner specified by CMS?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


Are you able to report direct and indirect remuneration (DIR) dollars for payment

	 reconciliation on an annual basis at the Plan Benefit Package (PBP) level/plan level in the manner specified by CMS?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	


Please provide comments to the above questions where appropriate.  List the question number before each comment or qualifying statement.       
VI. BENEFICIARY AND PHARMACY SERVICES
Please check whether you can meet the requirement(s) where confirmation is required.  To clarify your response as needed, please provide additional information to specific requirements in the fields provided.
	#
	Requirement
	Confirmation

	1. 
	Do you provide individual client dedicated toll-free customer service phone lines for Medicare beneficiaries and for statistical reporting?  If not, can you please provide your willingness to provide this service at no additional charge in the comments section below?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	2. 
	Will the dedicated customer service line be available during the designated CMS open enrollment period?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	3. 
	Does your organization provide a Toll-free Pharmacy Help call Center to respond to inquiries from pharmacies and providers regarding Medicare prescription drug benefits?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	4. 
	Do you operate a toll-free Appeals Call Center to respond to physicians and other providers for information related to exceptions, prior authorizations and beneficiary appeals?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	5. 
	a. Do you have procedures in place to notify beneficiaries, physicians and pharmacies at least 60 days prior to removing a covered Part D drug from formulary or making any negative changes to utilization management?

b. If not, can you allow up to a 60 day supply of the Part D drug under the previous terms until the beneficiary has received the prior written notice?
	a.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

b.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	6. 
	Are clients able to customize beneficiary communications including welcome packets and EOB’s?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	7. 
	Can you provide call stat reports by benefit to MHTC monthly?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


Please provide comments to the above questions where appropriate.  List the question number before each comment or qualifying statement.       
VII. CLINICAL PROGRAMS AND DUR
Please check whether you can meet the requirement(s) where confirmation is required.  To clarify your response as needed, please provide additional information to specific requirements in the fields provided.
	#
	Requirement
	Confirmation

	1. 
	 Do you currently have a Medication Therapy Management (MTM) Program that meets the CMS 2010 requirements for MTM as specified by CMS?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	2. 
	a. Can you support a customized MTM program?

b. Can you support a separate MTM contracted vendor?
	a.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

b.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	3. 
	Are you able to support custom clinical programs such as step therapies and prior authorizations for Part D programs?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	4. 
	Would you provide P&T services to support client custom formulary and related clinical programs?  
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	5. 
	Does your organization provide a Drug Utilization Management program that establishes incentives to reduce costs when medically necessary?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	6. 
	Do you have Concurrent Drug Utilization Review (DUR) systems, policies and procedures to ensure a review of drug therapy is performed prior to each prescription being dispensed at point of service?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	7. 
	Do you have retrospective Drug Utilization Review (DUR) systems, policies, and procedures designed to ensure ongoing periodic examination of claims data and other records, through computerized drug claims processing and information retrieval systems, in order to identify patterns of inappropriate or medically unnecessary care among enrollees?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	8. 
	Are you able to provide information concerning your quality assurance measures and systems to reduce medication errors and adverse drug interactions and improve medication use?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	9. 
	Have you established and do you maintain an electronic prescription drug program (E-Prescribing) that complies with adopted standards?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	10. 
	Have you established processes for adjudicating online Part D drugs supplied and administered in a physician’s office?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	11. 
	Have you established a process to identify duplicate billings of vaccines and vaccine administration?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


Please provide comments to the above questions where appropriate.  List the question number before each comment or qualifying statement.       
1. If you answered yes to #12 above, please describe this process:       
VIII. COMPLIANCE
Please check whether you can meet the requirement(s) where confirmation is required.  To clarify your response as needed, please provide additional information to specific requirements in the fields provided.
	#
	Requirement
	Confirmation

	1. 
	Do your Medicare plans currently operate under an approved Medicare Compliance plan?

Please provide a copy of your Medicare Compliance Plan.
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	2. 
	Does your Compliance Plan include procedures for effective internal monitoring and auditing?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	3. 
	Do you currently provide different grievance & appeals procedures for ERISA and non-ERISA Medicare plans?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	4. 
	Does your organization maintain written policies and procedures that address all Part D statutes, regulations and program requirements?  Would your organization be able to provide these upon request?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	5. 
	Confirm your contracts with all subcontractors contain language that provides auditing rights to HHS, The Comptroller General as well as MHTC. 
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No



	6. 
	Is your organization able to provide evidence that subcontractor agreements (first tier, downstream and related entities) comply with CMS requirements for subcontractors as outlined in CMS Guidelines?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	7. 
	Does your organization have in place a comprehensive plan to detect, correct and prevent fraud, waste and abuse?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	8. 
	Are you able to maintain for 10 years all books, records, documents and other evidence of accounting and practices as required by CMS?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	9. 
	Do you have to capability to promptly and correctly determine and inform beneficiaries regarding grievance procedures?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	10. 
	Are you able to track and report to MHTC statistics related to enrollee grievances including but not limited to fraud and abuse, pharmacy access/network, marketing, customer service, confidentiality/privacy and quality of care?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	11. 
	Do you have arrangements with network pharmacies to post or distribute notices instructing enrollees to contact their plans to obtain a coverage determination or request an exception if they disagree with the information provided by the pharmacist?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	12. 
	Are you able to produce all requested evidence of compliance for a Part D compliance review by an independent party?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	13. 
	Does your organization have a defined process to develop corrective action plans and remedy issues when identified as a potential Part D compliance issue?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


Please provide comments to the above questions where appropriate.  List the question number before each comment or qualifying statement.       
IX. PHARMACY ACCESS
Please check whether you can meet the requirement(s) where confirmation is required.  To clarify your response as needed, please provide additional information to specific requirements in the fields provided.
	#
	Requirement
	Confirmation

	1. 
	Will you support a plan that allows network pharmacies to provide coverage for up to a 90-day supply for Medicare beneficiaries?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	2. 
	Do you have a specific 90-day supply contracted network of retail providers? 
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	3. 
	Would you allow a 90-day supply to be dispensed at any networked retail pharmacy? 
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	4. 
	Does your organization provide adequate access to vaccines and other covered Part D drugs that are appropriately dispensed and administered in a physician’s office?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	5. 
	Do you offer standard contracting terms containing all CMS required provisions and conditions to Indian Health Service, Indian Tribe and Tribal Organization and Urban Indian Organization (I/T/U) Pharmacies to all I/T/U pharmacies?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	6. 
	Do you offer standard contracting terms containing all CMS required provisions and conditions to Long-Term Care Pharmacies (LTC)?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	7. 
	Do you offer standard contracting terms containing all CMS required provisions and conditions to all Home Infusion pharmacies?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	8. 
	Do you provide reasonable access to enrollees to receive benefits, including an extended day supply of covered Part D medications and some retail pharmacies in addition to the mail order pharmacy?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	9. 
	Are you willing to offer contracts to additional pharmacies at MHTC’s request?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


Please provide comments to the above questions where appropriate.  List the question number before each comment or qualifying statement.       
X. SERVICE MEASUREMENT GOALS
MHTC Key Service Measurement Goals must include the following performance goals (please confirm whether you can meet the following measurement goals):

	Measurement
	Goal
	Confirmation
	Proposed Financial Penalty

	Provide And Maintain Timely CMS Formulary Submission Files 
	PBA To Provide Required Files At Least Three Business Days Prior To CMS Delivery Date
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

 FORMTEXT 
     

	Customer Service Performance Metrics
	Average Wait Time 2 Minutes Or Less, Abandonment Rate Not To Exceed 5%
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

 FORMTEXT 
     

	Customer Service Performance Metrics
	Abandonment Rate Not To Exceed 5%
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

 FORMTEXT 
     

	Member Appeals Resolution
	Expedited Appeals Resolved Within 24 Hours, 7 Calendar Days For Standard Appeals 
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

 FORMTEXT 
     

	Member Coverage Determination Resolution
	Expedited Coverage Determinations Resolved Within 24 Hours, 72 Hours For Standard Coverage Determinations
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

 FORMTEXT 
     

	CMS Reporting Requirements
	Reports Delivered To Plan 5 Business Days Prior To CMS Deadline
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

 FORMTEXT 
     

	Prescription Drug Event Submission
	100% Of Paid Claims Submitted To CMS Within 90 Days Of Fill Date 
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

 FORMTEXT 
     

	Prescription Drug Event Error Resolution
	Less Than 0.5% Annual Total Error Rate For Errors Not Related To Enrollment Or LIS Levels.
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

 FORMTEXT 
     

	Member Explanation Of Benefits (EOB) Mailings
	98% Of All EOB's Accurate And Mailed To Members No Later Than The 15th Of The Month Following The Claim Incurred Date
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

 FORMTEXT 
     


Attachment A

PRICING PROPOSAL WORKSHEET

Excel Spreadsheet attached as separate file.

Complete the Request for Quote.xls spreadsheet and populate the appropriate cells with the elements of the proposed claims pricing arrangement and administrative fees.  The instructions for the completion of the spreadsheet are included on each tab of the file.

Attachment B

PLAN DESIGN
MHTC covers 100% of the reasonable and customary charges or contracted provider price, whichever is lower, for covered prescriptions submitted by contracted providers.  All prescription drug claims are to be priced in the same manner by the contract network pharmacies requiring the participant to pay the “lower of” MAC, U&C, pharmacy reimbursement rate or contracted discount rate up to the established participant share amount.  All paid or adjusted claims are to be contained in a common data file regardless of type (network, mail service, participant direct submission).

A. Deductibles

Each covered person (individual participant) is required to pay an annual $100 deductible for covered medications.  The claims contributing to the annual participant deductible will meet all the requirements of the program including network compliance, coverage requirements and provider contract pricing.

If a claim for a brand name medication is submitted when an equivalent generic medication is available, for any reason, the participants’ copayment will be the generic copay plus the difference in plan cost between the brand and generic item. 

B. Co-Insurance

$5 or 30% of the network and mail service pharmacies’ contract price for in-network services, whichever is greater, for each brand name and generic claim.  A select list of drugs receive a $50 maximum copay.

If a claim for a brand name medication is submitted when an equivalent generic medication is available, for any reason, the participants’ copayment will be the generic copay plus the difference in plan cost between the brand and generic item.

C. Standard Covered Prescriptions (see Attachment G for specifics)

1. Federal Legend Drugs - Any drug product which bears the legend, “Caution: Federal Law prohibits dispensing without a prescription, unless excluded below.

D. Standard Excluded Drugs

1. OTC products or over-the counter equivalents and state restricted drugs (unless specifically included).

2. Therapeutic devices or appliances (i.e. pulmo-aid pumps, mini-med pumps).

3. Immunization agents, biological serum, vaccines, biologicals. (Except Medicare Part D covered agents are covered for Medicare Retirees only.)

4. Implantable time-released medication (i.e. Norplant) unless otherwise noted (Zoladex is a Standard Covered Drug).

5. Experimental or investigational drugs; or drugs prescribed for experimental (non-FDA approved/unlabeled) indications (i.e. progesterone suppositories, Yocon, Erex).

6. Medicare Part B covered medications and devices excluded for Medicare Retirees only.

7. Drugs FDA approved for cosmetic use only (i.e. Renova, Propecia).

8. Extemporaneously prepared combinations of raw bulk chemical ingredients (i.e. progesterone, testosterone, or estrogen powders) or combinations of federal legend drugs in a non-FDA approved dosage form (i.e. capsules or suppositories made from DHEA, progesterone, testosterone or estrogen powders).

9. Nutritional supplements, unless otherwise noted.

10. Erectile Dysfunction Drugs.

11. Fertility Drugs.

12. Weight Loss Medications.
13. Emergency Contraceptives.

 STEP THERAPY PROTOCOL

	DRUG NAME/

CATEGORY 
	PROTOCOL

	COX-2 Inhibitors
	COX-2 Inhibitors will reject in all cases unless the member meets the below criteria:

· Previous therapy with a traditional NSAID within the last six months, 

****The contingent therapy protocol will be automatically managed through the claims processing system.  Appeals for initially denied COX-2 Inhibitors claims will be handled by the Clinical Department.



	Anti-hypertensive
	The Hypertension step therapy program will work as follows:

(1) All claims for diuretics (GPI 37) will pay unrestricted as they do today

(2) Anybody currently taking and maintained on any blood pressure medication (GPI 33, 34, 36) will continue to be able to receive those medications without restriction

(3) For those members with no history of blood pressure medications, the following criteria will apply:

a. Beta blockers (GPI 33), calcium channel blockers (GPI 34), antihypertensives (GPI 36) will pay only if one of the following criteria is met:

i. History of any of the following drugs in the member’s profile in the last 6 months for any day supply: 

· Diuretics (GPI 37)

· Anti-anginal drugs (GPI 32)

· Cardiac glycosides (i.e., digoxin) (GPI 31)

· Coreg GPI 3310000700****

· Diabetes drugs (GPI 27, 9720, 9094502000****)

· Cholesterol lowering drugs (GPI 39)

· Pressors (GPI 38)

· Prostate drugs (GPI 5685)

· Anticoagulants or blood thinners (GPI 83)

· Hematological agents including Plavix, Pletal, Trental (GPI 8515, 8520)

· Vitamins, specifically:

· Neprocaps GPI 78133000000100

· Rocaltrol GPI 7720203600****

· Hectorol GPI 3090504000****

· Migraine medications (GPI 67)

Compelling Indications and drugs that can be used as surrogate markers of such indications:

(1) Heart failure 

a. Digoxin

b. ACE inhibitors

c. Coreg GPI 3310000700****

(2) Postmyocardial Infarction

a. Coumadin

b. ACE inhibitors

c. Cholesterol lowering agent

d. Beta blocker

(3) High coronary disease risk

a. Beta blocker

b. ACE inhibitors

c. Cholesterol Lowering agents

d. Anti-anginal drugs

e. Aldosterone antagonists

(4) Diabetes

a. All oral anti-diabetes drugs including sulfonylureas, biguanides, insulin…

b. Blood glucose monitors, strips

c. Regranex gel GPI 9094502000****

(5) Chronic kidney disease

a. Certain vitamins such as Neprocaps GPI 78133000000100, Rocaltrol GPI 7720203600****, Hectorol GPI 3090504000****

(6) Recurrent stroke prevention

a. Plavix

b. Anticoagulants including heparin, LMWH and Coumadin

c. Pletal

d. Trental or generic equivalent

e. Aspirin



	Acid Peptic
	Acid Peptic Step Therapy Program

The Acid Peptic Step Therapy Program requires any patient receiving coverage for the treatment of their peptic ulcer disease to start with traditional medication treatment options first, before obtaining coverage for newer, less-proven treatments.  A covered person must receive coverage for at least one of the medications contained in the Step 1 list within the last 6 months and fail treatment with this drug before receiving coverage for those medications on the Step 2 list.  It is further recommended that a patient also monitor their diet in conjunction with the use of prescription medication.  

Step 1 List: medications have many benefits:

· Proven effective over time

· May have generics

Step 1 List - Includes Generic Only

 

Generic Name

Generic For:

Cimetidine**

Tagamet**

Famotidine**

Pepcid**

Nizatidine**

Axid**

Omeprazole**

Prilosec**

Ranitidine**

Zantac**

*A member must have tried one or more of the listed medications within six months prior to receiving Step 2 medications. Variations from this protocol will require a physician’s Prior Authorization. 

Step 2 List: some of these medications are newly released and are less proven than the Step 1 List.

Step 2 List - Brand Name

Brand Name

No Generic Equivalent Available

Generic Equivalent Available

Aciphex

Prilosec**

Nexium

 

Prevacid

 

Protonix

 

** -- Available Over-The-Counter (OTC)



	Advair Diskus
	ADVAIR DISKUS

Advair Diskus will be reserved as a second line of treatment for patients with severe persistent asthma. Members that are already using the Advair Diskus will be “grandfathered” so that they may continue to use the drug without PA intervention (including members outside the age range of 12-75). 

Operationally, the system will be able to perform this review at the point of service using the member’s prescription profile (“automated PA”). Upon receiving a transmitted claim for Advair, the system will:

(1)   Review the member’s profile for the previous six months for treatment with an inhaled corticosteroid (GPI 4440) or a long-acting inhaled beta2-agonist (GPI 44201058 or 44201027)

(2)   Review the member’s profile for current use of the Advair Diskus (GPI 442099027063**)

(3)   Check the member’s age is between 12 and 75




**** Letter of medical necessity from prescribing physician indicating medical need.
MHTC/MSHP PBA RFP
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