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RFP 16-0024, Insurance, Group Dental Worksheet


WORKSHEET INSTRUCTIONS:  Answer the questions in the following worksheet as completely as possible.  Do not refer the reader to another section of your response, unless the question indicates that you may do so.  You may expand the spacing in the worksheet to accommodate your responses.

IMPORTANT:  In addition to printing this worksheet and including it in your proposal, you must return it in WORD format (not PDF) on two (2) CDs or USBs.  Please include the CDs or USBs in the proposal you mark “original.”

	Company Name:



	Address:



	RFP Contact Name:

	Contact Phone:

	Contact Email:

	Contact Fax:



	A.  Mandatory Minimum Qualifications
	Yes
	No

	1.  Proposer providing the insurance must have been licensed in the state of Florida to provide dental insurance products for at least the last five (5) years.
	
	

	2. Proposer providing the insurance must have at least three (3) years of experience insuring and servicing groups with 1,500 lives and above.
	
	

	3. A minimum two (2) year rate guarantee is required. Additional rate caps are recommended.
	
	

	4.  Proposer shall administer the plan’s benefit period (Deductibles and plan Maximum)on a plan year basis.
	
	



	B.  Administrative Services
	
	

	1. List the number of covered lives your company currently insures under dental PPO plans.
	Lake County
	Florida

	2. 
	
	

	3. List the number of covered lives your company currently insures under dental DHMO plans.
	Lake County
	Florida

	4. 
	
	



	5. Indicate your company’s retention of clients for dental PPO plans for the last 3 years:


	Lake 
	Florida

	
	 %

	%


	4. Indicate your company’s retention of clients for dental HMO plans for the last 3 years:
                                        


	Lake 
	Florida

	
	 %

 
	%



5.	Provide information regarding the personnel your company will assign to the County

	Function
	Name
	Location
	
	

	
Dental Director
	
	
	
	

	
Account/Service Manager
	
	
	
	

	
Implementation Manager
	
	
	
	

	
Annual Enrollment Support
	
	
	
	

	
	
	
	
	



6.	Confirm that you’ve completed Attachment 3, Team Composition Form, of the above personnel	
	Response




	Issue
	Response

	7.  Provide the location of customer service office and hours and days of operation.
	




	8. Current customer service telephonic performance.  

a. Average speed of answer
b. Call abandonment rate
c.   Claim turnaround time
	
a.

	9. 
	b.

	10. 
	c.

	11.  Confirm that no pre-existing condition limit will be applied to any current insured that has satisfied the pre-existing condition limit of the current carrier/administrator.
	

	12. Confirm that proposal shall include provisions for picking up previously disabled employees and dependents without regard to the “actively at work” requirement.
	

	13.  Confirm that you will accept participants with dental work in progress (transition of care) including but not limited to general dentistry and orthodontia.
	

	14.  Confirm that you will provide a toll free number for covered individuals to access member service and claims information
	

	15. Does your company issue member ID cards?  If yes, do you utilize identification numbers other than SSN on ID cards?
	

	16. Will you print and mail ID cards (if applicable), Provider Directories, and Certificates of Coverage to each covered employee’s home?
	

	17. Will you provide electronic copies (PDF) of the Certificate of Coverages for inclusion on the County website?
	

	18. Will you print and distribute enrollment materials and claim forms as outlined in the RFP at no additional cost to the County?
	

	19.  Confirm that you will participate in the annual enrollment by attending approximately fifteen locations within a two week period.
	


	20. Confirm that you shall provide experience reports on a quarterly basis that provide membership, premium and claims cost by service type.  Include samples of the reporting package you will provide under Tab—7 (Additional Information).
	

	21. Confirm that you conduct annual satisfaction surveys among actual County members who have utilized the plan and share the results with the County?
	

	22. Will you review your Lake County and Sumter County Area Provider Satisfaction Survey results with the County on an annual basis?  
	

	23. Confirm your ability to accept paper enrollment forms during annual enrollment via scanned email and/or via facsimile.  
	

	24. Confirm your acceptance of the County’s premium remittance/selfbilling process, outlined in the statement of work which includes monthly remittance and subscriber list?
	




	B.	PLAN DESIGN



1. Review the following plan design and list any deviations from this design including cost and Service Types.

	Current PPO
	In-Network
	Out-of-Network
	Deviations/Enhancements

	Deductible (Single/Family)
	$50/$150
	$50/$150
	

	Deductible - Waived for Type I
	Yes
	

	Annual Maximum
	$1,000
	

	Waiting Periods
	12 month waiting period for Type III services.  Credit for time served on preceding group dental plan applied.
	

	Type I - Preventative Services
Oral Examination
Prophylaxis
Topical Fluoride
X rays
Sealants
Space Maintainers
	100% 
	100% 
	

	Type II - Basic Services
Simple Restorative (amalgam, synthetic, or composite filings)
Emergency Palliative Treatment
Tooth Extraction
Endontics
	  80% 
	  80% 
	

	Type III - Major Services
Major Restorative (crowns/inlays/onlays)
Periodontics
Bridge and Denture Repair
Prosthetics
	  50% 
	  50% 
	

	Type IV - Orthodontics
	None
	None
	

	Out of Network Reimbursement
	Fee Schedule
	

	Balance Billing
	None for participating Providers.  
	





2.   Complete the chart below indicating the co-payment amounts and additional charges for the services listed.  

	
	
	Low Option DHMO
	Middle Option DHMO (if applicable)

	ADA Code
	Services
	Current
DHMO
CS 150
	Your Plan Co-payments
	Current Advantage Plan
	Your Plan Co-payments

	9430
	Office Visit
	$5
	
	$ 5 GP, $15 Specialist
	

	D0120
	Periodic oral evaluation
	No Charge
	
	No Charge
	

	D0210
	Intraoral - complete series (including bitewings)
	No Charge
	
	No Charge
	

	D0272
	Bitewings - two films 
	No Charge
	
	No Charge
	

	D1110
	Prophylaxis - adult
	No Charge
	
	No Charge
	

	D1201
	Topical application of fluoride
	No Charge
	
	No Charge
	

	D2140
	Amalgam - one surface, primary or permanent 
	No Charge
	
	No Charge
	

	D2330
	Resin-based composite - one surface, anterior
	$35
	
	No Charge
	

	D2391
	Resin-based composite - one surface, posterior
	$60
	
	No Charge
	

	D2752
	Crown - porcelain fused to noble metal
	$280 plus metal cost
	
	$445
	

	D2954
	Prefabricated post and core in addition to crown
	$90
	
	$139
	

	D3330
	Root Canal - Molar 
	$250 excluding final restoration
	
	$497
	

	D4260
	Osseous Surgery -4 or more/quad
	$350
	
	$680
	

	D4341
	Periodontal scaling and root planing - four /quad
	$50
	
	No Charge
	

	D4910
	Periodontal maintenance
	$50
	
	No Charge
	

	D5110
	Complete denture - maxillary
	$300+Lab
	
	$642
	

	D6750
	Crown - porcelain fused to high noble metal
	$280 plus metal cost
	
	$486
	

	D7140
	Extraction, erupted tooth or exposed root 
	No Charge
	
	No Charge
	

	D7240
	Removal of impacted tooth - completely bony
	$85
	
	$211
	

	D8080
	Child Orthodontic Treatment
	Consultation:
 No Charge
Evaluation:     
 $35
Records/Treatment Planning:
  $250
Treatment: $1,800.00
	
	Consultation:
 No Charge
Evaluation:     
 $35
Records/Treatment Planning:
  $250
Treatment: $2,100.00
	




3.	Complete the following chart indicating the PPO Network Reimbursement maximum allowable amounts before applying any co-insurance amounts and the Benefit Type (Type I, II, III, IV).  Include with your proposal a complete Schedule of Benefits with the PPO Network Reimbursement amounts for the PPO Plan.
	Code
	Description
	PPO Maximum Allowable Amount
	Type I, II, III, IV

	120
	Periodic Oral Exam
	
	

	272
	Bitewing X-ray - Two Films
	
	

	274
	Bitewing X-ray - Four Films (1 series per 6 months
	
	

	1110
	Prophylaxis (cleaning) Adult (1 per 6 months)
	
	

	2150
	Amalgam Two Surfaces 
	
	

	2330
	Resin Based Composite One Surface Anterior
	
	

	2391
	Resin Based Composite One Surface Posterior
	
	

	2750
	Crown - Porcelain with High Noble Metal
	
	

	2752
	Crown - Porcelain Fused to Noble Metal
	
	

	3330
	Root Canal - Molar (excluding final restoration)
	
	

	4341
	Periodontal Scaling & Root Planing (4 quads during any 12 consecutive months)
	
	

	4910
	Periodontal Maintenance (1 per 6 months)
	
	

	5213
	Partial Denture - Metal Framework
	
	

	6240
	Pontic - Porcelain Fused to High Noble Metal
	
	

	6242
	Pontic - Porcelain Fused to Noble Metal
	
	

	6750
	Crown - Porcelain Fused to High Noble Metal
	
	

	6752
	Crown - Porcelain Fused to Noble Metal
	
	

	7140
	Extraction – Simple
	
	

	7240
	Extraction – Surgical
	
	

	9972
	Teeth Whitening (bleaching) Per Arch
	
	



4.	Indicate the following coverage limitations and/or exclusions for your company’s proposed plan.

	ADA Code
	Procedure
	Limitation/Exclusion

	
	
	Low Option DHMO
	Middle Option DHMO (if applicable)
	PPO

	272
	Bitewing X-Rays
	
	
	

	1110
	Prophylaxis
	
	
	

	1201
	Fluoride Application
	
	
	

	2391
	Resin Based Composite One Surface Posterior
	
	
	

	4910
	Periodontal Treatments
	
	
	

	
	Pre-Existing Conditions
	
	
	

	
	Out of Area Emergency Treatment
	
	
	

	
	Prosthetics for Previously Missing Teeth
	
	
	



5.	Describe available discounts for the following procedures.  

	Procedure
	Low Option DHMO
	Middle Option DHMO (if applicable)
	PPO

	Teeth Whitening
	
	
	

	Implants
	
	
	

	Orthodontics
	
	
	


	

	6. Increased Annual Maximums:  Does your plan have a feature that allows members to increase their annual maximum amount for the following year?  If so, please describe in detail.
	

	7. Describe any value added benefit design features in your proposed plan.
	

	8. Include a complete copy of your plan design with your proposal.
	



9.  Certificate of Coverage Deviations:  Please list any deviations in coverage not previously listed when comparing your proposed coverage to the Comp Benefits/ Humana certificates

	Certificate of Coverage Deviations
	Low Option DHMO
	Middle Option DHMO
	PPO

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



	C.	NETWORK



1.  Indicate the number of specialist dentists in your network having offices in Lake and Sumter Counties.  Only count a dentist with multiple offices once.

	Specialist Dentists in Lake County
	DHMO
	PPO

	Pediatric dentists
	
	

	Endodontists
	
	

	Oral Surgeons
	
	

	Orthodontists
	
	

	Prosthodontists
	
	



	Issue
	Response

	2. 	Complete the network provider spreadsheet (Attachment 6) for the Lake County A listing of current DHMO and PPO providers has been attached in Excel format to this proposal.  Place an “X” next to all providers currently in your DHMO and PPO network.  If your network has additional providers not in the current carrier’s network, list those on the worksheet tab labeled “Additional Providers.”  The completion of this network spreadsheet is mandatory.  
	

	5.   	Indicate the availability of network providers on a statewide and national basis for your DHMO and PPO plan.
	

	6.  	How will you provide members with in-network benefits in areas where no specialists are in-network?   
	




	D.	COST AND PERFORMANCE GUARANTEES 
PY October 1 – September 30

	Low Option DHMO
	2016 PY
	2017 PY
	2018 PY

	Employee Only
	
	
	

	Employee + One
	
	
	

	Employee + Family
	
	
	

	
	
	
	

	Middle Option DHMO (if applicable)
	2016 PY
	2017 PY
	2018 PY

	Employee Only
	
	
	

	Employee + One
	
	
	

	Employee + Family
	
	
	

	
	
	
	

	PPO
	2016 PY
	2017 PY
	2018 PY

	Employee Only
	
	
	

	Employee + One
	
	
	

	Employee + Family
	
	
	



	1.	Please indicate the tolerable loss ratio assumed in the guaranteed premiums above and indicate the tolerable loss ratio to be used for renewals.  Please indicate any variances by product.
	

	2.	Disclose any underwriting assumptions and limitations that were used to establish your proposed rates per product
	

	3.	The County has requested dental proposals to be net of commissions.  
	



4.	Indicate the Performance Standards and Financial Penalties your Company will include in your contract with the County.

	Category
	Performance Standard Proposed.  See performance guarantee guidelines within RFP Statement of Work
	Financial Penalties

	Network Turnover
	
	

	Claim Processing Turnaround Time
	
	

	Claim Processing Accuracy
	
	

	Customer Average Speed of Answer
	
	

	Customer Call Abandonment Rate
	
	

	Distribution of SPD’s, Directories, and ID Cards
	
	

	Other (Please list)
	
	


As an officer of the company, I certify that the information contained in our proposal is accurate, and our company will be bound by the contents of our proposal.
  
_________________________________________________
Signature

_________________________________________________  	Date_______________________
Printed Name/Title
Company Name		9 of 9
