Request for Proposal:  RFP-KD-071I9200125
Addendum Number 8 - Posted 5/14/09
Question and Answers:  Comprehensive Health Care Program

Introduction:

This addendum includes responses to rate related questions received by DMB by the 5/6/2009 deadline and non-rate related clarification questions received by DMB by the 5/8/09 deadline.  

The following conventions were used in responding to questions proposed by potential Bidders responding to RFP-KD-071I9200125:
· Like questions were summarized or combined to form a single question;

· Questions were included under the most appropriate section heading as contained in the RFP and its attachments;

· “What if” questions were not responded to or were revised to ask a specific question;

· Questions that ask for an evaluation or comments on specific proposals were not responded to.  This is a function of the evaluation process;

· Proper names of potential Bidders were not included in questions or responses;

· Questions that asked for additional information which is generally available were not responded to;

· Terminology that is general usage within the health care or managed care community were not defined as Bidders are expected to be, or to become familiar with these terms; 

· Questions that would require the development of a portion of the required response were not answered; and

· The State did not generally respond to “why” questions.  The purpose of the RFP has been described in the RFP document. 

The questions and responses are divided into two (2) sections:

Section I:  
Rate related questions

Section II:
Non-rate related question clarification
Section 1:  Rate-Related Questions and Responses 
1. Why do the trend rates vary between the different program types and what are the underlying values of the trend rates?

The values shown for the trend rates were developed from several different sources.  The sources included the submitted encounter data, the utilization and the cost-per-unit and per-member-per-month values, health plan financial statements, as well as the observed trends in the residual fee-for-service population with regard to changes in cost, primarily. The two larger components with regard to the establishment of trends were the health plan financial statements for the last several years and the health plan encounter data utilization, cost per unit and per-member-per-month values. The trend values include both utilization and mixed intensity cost-per-unit. There were no explicit changes by provider such as an increase or decrease in the physician fee schedule, or hospital inpatient or outpatient services. 

2. The Community Health Automated Medicaid Processing System (CHAMPS) appears to be a big methodology change.  There is a statement that the age/sex factors are consistent for different region groupings.  Are the age/sex relationships between rates the same for all regions? 

Please refer to the April 24th draft rate certification letter. Please review Enclosure 1, page 3, which lists the age/gender factors for Temporary Assistance to Needy Families (TANF) and Program L populations separately for Regions 1, 9 and 10, versus 2 through 8.  The age/gender curves are consistent with the previous rate development and certification process. 

3. It appears that FY 2010 will not be a new basing year. Is there expectation for FY 2011 to be a new basing year? The FY 2010 rates use the base period data that starts somewhere in 2004 and ends in 2006, which is far removed at this point.  

FY 2010 will not be a new basing year.  It is expected that FY 2011 will be a rebasing year. 

4. Has the State or its Actuary identified data credibility issues with regard to financial statements or encounter data, and what was used as the primary source in the rate development process?  

The health plan financial statements for the previous five years were reviewed for trend rate experience. In addition, the health plan statutory financial statement data was reviewed.  In addition, 36-48 months of encounter data utilization experience was used in helping to establish a trend rate.  

Some individual health plan data for selected categories of utilization was excluded in the process of establishing our trend rates. With regard to this year, every region was well represented.  The number of exclusions was minimal.  Data was excluded if it was not reported or if a significant change from month to month or year to year in a particular health plan was observed. 

5. Based on encounter data utilization patterns, has the State observed any data distortions due to methodology changes that were occurring since the base period of 2004 to 2006, such as Diagnosis Related Group (DRG) and Ambulatory Payment Classification (APC) changes?  Have you had to make adjustments for that?  

No, the State has not observed significant changes in the inpatient and outpatient utilization statistics, reflected in the aggregate utilization of medical, surgical, non-maternity  admits and days.  However, during the FY 2008 Rate Setting, the Outpatient Prospective Payment System was applied.
6. Between the two data sources, the statutory filings and the encounter data, which source does the State predominantly use?  

The State primarily uses the encounter data for utilization information.

7. All states use the statutory filings although this is limited as it is not normalized for age/sex mix or any population. How do you address this because it seems like you're using it for trend values on the cost side, not just for the administrative component?

The statutory filings are used to determine the overall profitability of the health plans in establishing the adequacy of the capitation rates and the general relativity of the trends such as the medical cost trends, the administrative trends on a per- member-per-month basis, and percentage of premium basis.  We do normalize for the distribution of health plans by picking an individual year of membership and using that common mix across multiple years so that you have the same mix of health plans from one year to the next. We do this to establish per-member-per-month expenditures and to help smooth out the variation that crosses regions.

8. It appears that in your trend summary for this year for practically every category of service and for both low and high trend estimates, trends are half a percent to a percent higher than in last year's FY 2009 rate development.  Could you comment on what are the causes of this?  

The initial trends were a little bit lower.  In reviewing other resources, such as the

Office of the Actuary trends, commercial health care trends over the last 24 to 36 months, trend rates are increasing and decreasing.  Right now trend rates are being increased. This is a projection of anticipated trend that is reflected in the rate range, set at high and low. 
9. Was there anything material in the encounter data that triggered and increase in the rates, and should the increase have been applied to prior years?

The overall profitability of the plans at 3 ½ percent profit for last year indicates trends were accurate.

10. On the administrative assumptions for the maternity, is it appropriate to include a high admin load for maternity?  Perhaps there should be an overall assessment of whether we have an appropriate admin for all the females of childbearing ages, so the health plan that actually delivers more is not disadvantaged by having a lower portion of the admin built in as a result.  Could you comment or consider a potential revision here?

The State does not anticipate changing the administration load specific to the maternity case rate.  The females of child-bearing age average per member per month are over $200.  With more months of coverage at a per-member- per-month value, more administration is being paid in that base amount for pregnant women enrolled with the health plans.  Essentially, the per-member-per-month value is going up by the same value in proposed rates. Therefore, at this time, the administration load is adequate even for pregnant women individually.

11. What specific managed care utilization adjustments did the State use by medical expense category in the rate-setting process?

Medical management adjustments were not applied for FY 2010.  All of the management adjustments are fully documented in prior years' rate setting.  The prior year rate setting documentation books are available on the website.
12. With regard to the APC adjustment factor, have you done an assumption yet for that for 2010?

The assumption for 2010 has not been developed.  However, we do anticipate the adjustment to be established using a budget neutral method.

13. The maternity trend rate seemed especially low.  How did you factor in the change that this new population coming into the program in this last fiscal year into that trend? 

The FY 2009 rate fully reflected the full enrollment of the pregnant women to have 25,000 births.  It is not anticipated that 25,000 additional births will occur this year.  So essentially, next year we should have the 25,000 births in the health plans and the base rates already include full accountability for the additional pregnant women coming into the program.  

14. Do you have an aggregate regional adjustment for the Aged, Blind and Disabled (ABD)?

An aggregate ABD is not reflected in the rate documentation; however, an approximation can be calculated by applying a 98 percent weight to the blind and disabled and a 2 percent weight to the aged.

15. Did the State make any pharmacy assumptions relative to Pharmacy Benefits Manager (PBM) pricing, generic fill rates, dispensing fees, or administrative fees?  

FY 2010 is trend rate adjustment.  No additional information was requested from plans with regard to the pharmacy assumptions. 

16. The aged, blind, disabled program considers the average case rates value to produce a unique case mix adjustment rate for each contractor.  As the State looks at FY 2010 and a new entrant comes into the market, what kind of risk adjustment factor or change are you going to make for that new entrant? 
The new entrant will receive the region average risk score for existing health plans specific to that region.

17. Please define “inadequate eligibility history “for purposes of exclusion from Chronic Illness and Disability Payment System (CDPS) calculations.  Please define frequency of adjustment for this risk factor and how this risk element is applied for new Contractors.

Adequate history for risk adjustment is six months of Medicaid eligibility. Risk adjustment scores are rebased annually with a remix occurring at the mid-point of the fiscal year (April 1).  For new plans coming into a region, the region average will be applied.

18. Is the State applying an area factor to maternity, whereas previously it had not? 

The concept is still the same. The State has previously utilized a region specific maternity case rate. Please refer to the FY 2009 rate development letter. For 2010, under the CHAMPS logic, we have established base rates for maternity and will be applying a region factor that is specific to this rate. Please refer to Enclosure 1 of the April 24, 2009 rate development letter for FY 2010.  

19. With the transition to the CHAMPS processing system, it is my understanding that we will no longer receive composite rate sheets, is that correct? 

Health plan Contractors will continue to receive composite rate sheets. 

20. In your rate examples, sometimes you use the high trend, sometimes you use the low trend.  Are we going to get something specific?

The State will research the possibility of sharing the CHAMPS template pricing spreadsheet with the Contractors, once it has been finalized.  At this time, the plan can utilize the rate certification to calculate plan specific rates using the high or low trend rate.  The State has not established the final rate at this point in time.

21. When the rates are certified for actuarial soundness, does that apply before or after the bonus withhold?

The actuarial soundness criteria includes a certification to the rate before the reduction for the withhold amount and also a certification that withhold amount is actuarially sound. The Actuary certifies the withhold percent is appropriate for the capitation rates and that it is an actuarial sound method of having that withhold.  The actuarial certification is both with and without the withhold and that the withhold methodology is an actuarially sound withhold methodology.  

22. The State of Michigan is expected to announce an Executive Order that includes changes that may impact rates or the fee schedule.  When do you think that will be known and finalized and reflected into the rates?

The Executive Order includes a 4 percent reduction in the fee for service provider rates and the elimination of some optional services for some beneficiary groups. The reductions and service eliminations will require adjustment of the FY 2009 rates and will likely continue for FY 2010, requiring adjustments for the FY 2010 rates as well.  The final rate determination is not known at this time. 

23. Which period of encounter data do you plan on using when you do the new CDPS methodology?

The State will use encounter data from the period March 1, 2008 through February 28, 2009 by date of service. 

24. Can the State break out the mental health portion or give the plans access to the mental health data that you receive for the region?

The State can provide the CDPS output for all the members, and from that, the plan can identify which members have an associated mental health diagnosis.       

25. If a plan wanted to do CDPS calculations with the new methodology, it would require the mental health data. Can the State provide the mental health data to allow the plan to perform its own CDPS modeling? 

The State will research the possibility of providing the applicable mental health data to allow for CDPS modeling. 

26. Do you use a regional adjustment factor for TANF in Region 1 and Region 2? 

Please refer to the April 24, 2009 rate certification letter. The second page of the certification has area relativities for Regions 1 through 10.

27. In the new CDPS methodology, does the Pharmacy data include both the health plan data as well as the Carve-out Rx data?  

Yes. 
28. Is the State going to continue to run the prospective model as they have done in the past (versus running the concurrent model which some states are doing)?

The State will continue with the prospective model.


29. In the past, children have been combined and included as adults for the ABD population.  Is this going to still be the case, or will they have a different aid category for ABD Child?  The disease category weights are the same for ABD Adult and ABD Child, but the demographic weights are different.  Also, if there is a different aid category for ABD Child, there are child interactions that would apply for some disease conditions that would impact the member's risk score.

There is no change in how the disabled population is categorized. The Aged, Blind and Disabled (ABAD) population remains a single aid category.

30. Is the State going to use the same age and gender categories and weights as CDPS 5.0 from University of California San Diego (UCSD)?  The current demographic categories do not follow the CDPS model (MI uses only 4 demographic categories: Male < 40, Male > 40, Female < 40, Male > 40, whereas the CDPS model has 11 different age/gender categories).  The slide indicates the category weights are the standard weights produced by CDPS, but it doesn't specifically say that the demographic categories and the demographic weights will also be the same as CDPS.

Milliman utilized the standard CDPS 5.0 model including demographic categories.

31. Are all of the disease category hierarchies going to be identical to CDPS + Rx 5.0, or is MDCH going to make some adjustments to that?

MDCH will not be modifying CDPS + Rx 5.0.

32. Will Executive Order 2009-22 issued May 5, 2009 impact the Comprehensive Health Care Program - MDCH Capitation Rate Documentation released on April 28, 2009 and to what extent?


Yes. Rates will be reduced effective July 1, 2009 to accommodate the impact on health plan payment obligations that will result from a 4% reduction in fee for service rates and fee screens that is mandated by Executive Order (EO) 2009-22. It is expected that these reductions will carry forward into the next fiscal year; however, it is not clear at this time as to how Michigan’s budget situation will ultimately impact health plan funding and rates for FY 2010.

33. Milliman’s representation of rate development indicates the for-profit adjustment factor of 1.007 for the MI Business Tax (MBT) is not applied to the Family Planning benefit “add-on” rates.  That representation by Milliman seems to understate the total rate required by for-profit health plans.  Will an adjustment be made by Milliman to apply the factor of 1.007 to all components of the rate development so margins for-profit health plans will not be adversely impacted by the MBT legislation?

The family planning “add-on” has been established outside of the base rate in order to facilitate the establishment of a monthly federal claim at the more favorable 90/10 match rate for family planning services provided to Medicaid health plan enrollees. MDCH interprets federal law as requiring that this be a “clean” claim which is not impacted by adjustments and add-ons. Furthermore, the “loss” that results to the for-profit plans is very small and thus not sufficiently material to warrant any change to the rate structure.

34. What is the time frame for the claim experience for mental health claims from the PHIPs that will be used in the CDPS risk score methodology for 2010?  Example; for medical claims it is from October 2004 through September 2006.
The claim experience for mental health claims will be consistent with the other diagnosis and pharmacy experience: March 1, 2008 through February 28, 2009.

35. What criteria will MDCH use in determining rural county payments in FY 2010 and how will regional rates be impacted?  What criteria will MDCH use in determining rural county payments? Is this criterion different from the actuarially sound standards applied to other counties?

Michigan’s Medicaid health plan rates do not make any specific adjustments for rural counties.
36. How is the Statewide average payment referred to in Section 1.022 A (10) developed?
Statewide rates are calculated by rate cell using a weighted average of enrollment multiplied by the specific rate. For each individual rate cell, enrollment for each plan is multiplied by the effective rate. The products are then summed and divided by the aggregate number of beneficiaries in that same rate cell for all plans. Enrollment is based on mid-year estimates for the rate year.
37. For the pharmacy carve-out drugs, MDCH agrees to use the payment files to reimburse the Contractor for 60% of the Medicaid fee according to the Medicaid pharmaceutical reimbursement policy. Would the State please share its analysis that supports the 60% level of reimbursement?
Historical experience has indicated that between 40% and 50% of scripts for anti-depressant and other non-anti psychotic psychotropic drugs are written by physicians within the provider networks of health plans. Therefore, 40% of the cost of these drugs is incorporated into the rates. When administration is factored in, health plans are reimbursed for approximately half of the cost of these drugs.
38. In the rate book, it appears the withhold amount includes the pass thru dollars.  Is this correct?  If so, why does the withhold include dollars the Health Plans have no control over – and isn’t it understating the true withhold, at risk amount for the Health Plans?  How is it actuarially sound to include the pass thru dollars in the withhold?
It is correct that the withhold factor is applied to all components of the rate, including those that are attributable to supplemental payments. In addition to the fact that all rate components, including which are those based on supplemental payments, support the provision of services to enrollees. Furthermore, regardless of which components of the rate are subject to withhold, the intent is to apply a withhold factor that achieves an aggregate target withhold amount. MDCH had targeted a total withhold pool of approximately $18 million.
39. If MDCH determines that the policy changes significantly affect the overall cost to the Comprehensive Health Care Program (CHCP), MDCH will adjust the fixed price per covered member to maintain the actuarial soundness of the rates. Is the State willing to quantify or define what constitutes significantly relative to when the rates will change, i.e. 1%, 5% etc.?

Rates will always be adjusted if a policy change results in a positive or negative impact that is equal to or greater than half a percent. Whether or not to modify rates for any policy change with an aggregate impact of less than one half a percent is at the discretion of the State.  

40. What has been the enrollment through the first six months of FY 2009 of mandatory enrolled pregnant moms and how has that enrollment differed than projected for FY 2009?  How has the actual enrollment by county and region differed than what was expected?
Enrollment estimates that were used to construct rates for FY 2009 assumed that 25,000 deliveries would convert from fee for service to managed care, with some phase-in. Based on experience to date for FY 2009, it is now estimated that approximately 15,600 additional deliveries will be paid for by Medicaid health plans. It should be noted, however, that reporting lags for deliveries make it extremely difficult to accurately predict the number of deliveries that will ultimately transition to health plans during the current fiscal year. For FY 2010, the transition process will be complete, and the rates assume that managed care will handle approximately 45,000 – 50,000 deliveries, which is an increase of 25,000 above FY 2008 levels, that have transitioned as a result of the mandatory enrollment of pregnant women into managed care.
41. Were the regional adjustments as reflected for Blind / Disabled versus Aged in Milliman’s rate methodology a precursor to an anticipated policy change to include mandatory enrollment of duals?
No.
42. What was the weight of Fee-for-service (FFS) versus Encounter experience used for Oct 2004-Sept 2006 period?  Why was this data not used for FY 2007 and FY 2008?  Overall, in the FY 2010 rate setting process, what were the respective weights used for each of the following factors -  FFS, Encounter Data, Health Plan National Association of Insurance Commissioners (NAIC) Financial Statement Filings and Milliman Medicaid Cost Guidelines?  How were these weights deemed to be actuarially sound?
The underlying rate base uses historical encounter data utilization as reported by the health plans through the encounter reporting system.  The encounter data was used to establish starting utilization rates, which were further adjusted for managed care enhancements.  The cost per unit was based on health plan reported provider contracted rates.  For FY 2010 rates, Milliman used several data sources for the establishment of trend rates.  Milliman did not apply explicit weights to the trend data sources. 

43. Is the State considering going to risk adjusted rates for the TANF population?  If not, why not?

Risk adjustment is currently represented as 50% of the region factor for the TANF group. No further adjustment for risk will be applied to this population.
44. In FY 2010, the impact of the ABAD Regional Adjustment Factors is to have Regions 2-8 subsidize rates for Regions 1, 9, 10.  This is consistent with the factors used for FY 2009.  How were these factors determined to be actuarially sound for FY 2010 for Regions 2-8?

Regions 1, 9, and 10 rates are not subsidizing rates for Regions 2-8.

45. If possible, please describe in additional detail the Target Performance Incentive Award. How much money will be available to Medicaid Health Plans (MHPs)? Are the available funds from the withhold? What are the criteria for making the award? How frequent will awards be made?

The Target Performance Incentive Award will distribute $2.5 Million.  This award will not be a part of the funds available from the Performance Bonus withhold.  MDCH will establish criteria for awards and distribution on an annual basis.  

46. Re: 5% cap on withhold – How have the withhold monies been distributed by Health Plan for FY 2008 and prior years?  Why was the 5% cap instituted in FY 2010?  Will the State impose the inverse as well - a minimum withhold payment of 95% of the withhold amount to each of the Plans?

The Performance Bonus withhold amount is 0.5% of the capitation rate.  The Performance Bonus withhold was instituted in 2001 and has held constant since that time.   In order to promote the performance and accountability of the health plans, the withhold amount has been increased for FY 2010.  
47. In the Executive Summary, it is noted that Milliman adjusted the capitation rates for the following policy or program changes and specifically mentions the Incentive Arrangements, but then on page 5 regarding Incentive Arrangements a sentence reads "The capitation rates shown in this letter do not reflect the withhold provision."  Please clarify.

Milliman is certifying that the rates, including the withhold is actuarially sound.  However, Milliman is clarifying that the values shown in the enclosure to the certification letter have not been reduced by the 0.5% withhold. 

48. The Third Party Liability Adjustment section on page 4 notes that Milliman applied a 0.975 factor, consistent with the prior rate setting process, to reflect third party liability recoveries in the managed care health plans.  If our starting point was the current rates and the 0.975 was applied in the prior year, why does this factor need to be applied again?

In the development of the FY 2010 capitation rates, Milliman starts with the base claim cost from FY 2009.  The base claim cost has not been adjusted for Third Party Liability (TPL).  Milliman trends the base claim cost forward to FY 2010 and then applies the TPL adjustment factor.     

49. Can you describe the logic behind the change in the Old Age Assistance (OAA) Adjustment? (0.805 to 0.758)
The OAA factor is .758 for Regions 1, 9, and 10 and .848 for Regions 2-8.  This is consistent with previous rate filings.  Due to the limits of CHAMPS, an overall OAA factor had to be assigned.  An adjustment was made to the region factors for 2-8 to create the proper factor. 

50. Can you provide more information on the Information Technology (IT) Bonus?  How will it work?  What will the impact of the Executive Order be on the IT Bonus Program?   How will funds be distributed to the plans?
Please see response #45.  There will be no impact on the Target Performance Incentive Award (IT Bonus Program) with the Executive Order.  

51. When will the State be providing Bidders with the FY 2010 Performance Bonus Template?
The FY 2010 Performance Bonus Template will be provided to the successful Bidders. 
52. What Medicaid fee schedule increases is the State contemplating for FY 2010 and what is the impact of these in the overall rates for the Managed Care Organizations (MCO’s)?

There are no Medicaid Fee Schedule increases planned for FY 2010.

53. Please define how cost settlement option risk is applied between State and contractor. Please define specifics of cost settlement option and option of contractor to request and obtain this cost settlement alternative.   Please define if there is a time period limitation for this option. 

The State reserves the right to offer a cost settlement option if the successful Bidder meets the criteria established in the RFP.  Terms and conditions of this option will be discussed with the successful Bidder and will be based on fee for service rates in effect on the applicable dates of service.

Section 2:  Non-Rate Related Clarification Questions and Responses
1. Q & A clarification response # 9:  The requirement for 11-point font for all areas of the RFP would be difficult to place on all tabs due to the length of wording on specified tabs.  Does this requirement pertain to tabs and sub-tabs?

The 11-point font requirement does not pertain to tabs or sub-tabs.

2. Q & A clarification response # 10:  The response pertains to credentialing and re-credentialing.  Bidders are advised that they must submit their credentialing and re-credentialing policy with their proposal.  Under which tab in the bid proposal should this be included?  Also, where should the Quality Improvement (QI) Program be included?
Neither of these documents is required for bid submission.  However, MDCH reserves the right to request and review these documents prior to contract implementation.

3. Q & A clarification response # 10:  The State of Michigan response indicates that Bidders are required to include the credentialing and re-credentialing policies with the bid proposal, bid proposals submitted without these policies will be considered incomplete.  These policies were not included in Article 5 – Required Bidder Information as a required submission.  Are we to include these policies Under Section Heading, “Provider Network?”
See response to question # 2.

4. Q & A clarification response # 10:  The State indicates that credentialing and re-credentialing policies are required to be submitted with the bid proposals.  The below terms of Section 1.022(V) are not in the current FY 2009 MHP Contract under which the plans currently operate.  Are these terms expected to be included in the credentialing and re-credentialing policies submitted with the proposal:

(c) 
Review the provider’s record for fraud, waste, and abuse

(d) 
Verify that the provider is not debarred or suspended by any state or federal agency

(e) 
Require the provider to disclose criminal convictions related to federal healthcare programs

(f) 
Review the provider’s employees, covered under Section 1.022(L)(3), to ensure that these employees are not debarred or suspended by any state or federal agency

(g) 
Require the provider’s employees, covered under Section 1.022(L)(3) to disclose criminal convictions related to federal healthcare programs.

These terms must be included in the Bidder’s credentialing and re-credentialing policies on or before contract effective date.
5. Q & A response # 67:  The response advises Bidders to list all State of Michigan contracts.  Does this included contracts held by parent organization?

If the parent company holds a contract in the State of Michigan, include these contracts in your response.

6. Q & A response # 81:  Is there any constrictions on which 5% of claims get Explanation of Benefits (EOB) – or it is purely random?
Yes, there are constrictions.  MDCH will advise successful Bidders of the process for EOB submissions.

7. Q & A response # 113:  Are affiliates (i.e. an entity that controls, is controlled by or is under common control with the Bidder) considered employees or subcontractors?

If the Bidder holds a written contract with the affiliate to perform any work required under the contract, then the affiliate is considered a subcontractor.
8. Q & A response # 125:  The response pertains to the complete description of prior experience containing the financial revenue generated.  Please clarify if the Bidders are to list the revenue as listed on the contract notices?  If not, should they list the revenue generated minus the various pass through dollars?

Bidders should utilize Annual Financial Statements as the source of revenue for reporting purposes.
9. Q & A response # 145:  The response states that certificates of insurance are to be provided for all subcontractors.  Does this include interpretation service Vendors?
Interpretation services Vendors are Administrative Subcontractors, type C and as such, have no flow down liability requirements.
10. Q & A response #145 and 146:  The response to # 145 advises Bidders to submit the insurance certificates for subcontractors with the RFP while # 146 advises that the insurance certificates are not required until after the award as a condition of award.  Please clarify which response should Bidders follow?

The Bidder must submit a statement that the Certificate of Liability Insurance documents will be provided as a condition of the award.  The actual Certificate of Liability Insurance must be provided to DMB upon approval of the contract.

11. Q & A response # 152:  This question references the RFP which indicates that when denying a claim due to other insurance, the Contractor must provide the other insurance carrier ID, if known, to the billing provider.  Does this information need to be provided on the remittance advice?  Also, when it states carrier ID, is this a unique Carrier ID supplied by MDCH?

If possible, the Contractor should provide the other insurance information on the remittance advice.  The carrier ID is the unique ID of the other insurance which may be provided by MDCH or may be provided by the other insurance carrier.  

12. Q & A response # 155:  The response pertains to the national recognition awards.  Can the award be received in 2008 for work completed in 2007 or does the actual award have to be received between October 1, 2004 and September 30, 2007?

The awards have to be received between October 1, 2007 and September 30, 2007.

13. Q & A response # 156:  The response pertains to the national recognition awards.  Please clarify that the award can be issued to the parent company in the State of Michigan on an initiative implemented through the parent company impacting the Medicaid product of the subsidiary.

The national recognition awards must be awarded to the Michigan Medicaid Plan for initiatives that impact the Medicaid population in Michigan.

14. Q & A response # 192:  The response pertains to Appendix 6 – Attestation.  Please clarify if the Attestation must be signed by the Contract Expediter or if it can be signed by other internal staff responsible for those respective areas?  Also, where should the materials be placed if the plan needs to provide additional documentation to show how they will be in compliance with a specified area found as an incomplete in the most recent site review?

The attestations must be signed by the Contract Expediter.  There should be no need for additional documentation.
15. Q & A response # 197 and 199:  The response discusses Public and Community Providers that are to be listed in Appendix 7.  For expansion purposes, are plans to have these types of agreements in place for any requested expansion counties prior to submission of the bid proposal?

In evaluating the adequate of public and community provider networks, the State will focus on existing service areas.  MDCH expects successful Bidders to expand the public and community provider agreements into any new expansion county.
16. Do School Based Health Programs meet the requirements for Appendix 7?

The deadline to submit new questions was March 30, 2009.  Therefore, this question can not be answered.

17. On the Certification and Representation form, what is the DMB definition for a small business concern relative to a health plan as asked in the following question:  
4.057 Small Business Representation - The Bidder represents and certifies that it IS____, IS NOT ____ a small business concern and that all ___, NOT ALL ___ end items to be furnished will be manufactured or produced by a small business concern in the US, its territories or possessions, Puerto Rico, or the Trust Territory of the Pacific Islands”.

The deadline to submit new questions was March 30, 2009.  Therefore, this question can not be answered.

18. Please clarify your response to Q. 109 pg. 17 dated April 13 and Q 112, regarding notarized disclosure statements.  Are you looking for a conflict of interest statement as to officers of the company and the parent corporation and the board of directors?  If others, please specify.  Can you define what you mean by "provider", "Bidder" and "entity"?  Can you give us an example of the kind of financial relationship you are referring to?
The Contractor must provide to MDCH, upon request, a notarized and signed disclosure statement fully disclosing the nature and extent of any contracts or arrangements between the Contractor or a provider or other person concerning any financial relationship with the Contractor and any one of the following:

· Providers – all contracted providers

· Provider employees – directors, officers, partners, managing employees, or persons with beneficial ownership of more than 5% of the entity’s equity 

· Contractor employees – director, officer, partner, managing employee, or persons with beneficial ownership of 5% or more of the entity's equity

19. The April 27th question #3 regarding clarification of question #12 does not specify where to place Addendum 1.  Please advise.

Please place Addendum # 1, Signature Authority, at the beginning of the bid proposal.
20. Are 3-ring binders acceptable for submitting documents with tabs indicated the specified headings/sections as noted in #12?  Are additional sub-tabs acceptable within the tabs defined for each required section?

The Bidder may use 3-ring binders and additional sub-tabs.

21. Disclosure Statements (previous questions # 109, 110, 111, 112):
Please clarify the following:  What disclosure form do you want us to use to inform you of for the persons who own > 5% of ownership of the entity’s equity.  (The current NIAC form cannot be used per your previous answers, and this form cannot be altered in anyway per the NIAC.  Centers for Medicare and Medicaid Services (CMS) form 1513 is no longer in use and very few parts of CMS-855A are pertinent.)  If there is no specific form, does a notarized statement that states the person’s name, relationship to the plan, their address, and their percent of ownership meet this requirement?

There is no specific form to be used for this disclosure.  You must include a notarized statement that includes all information required by the disclosure provisions in the RFP.
22. Clarification to the answer to Question 143:  if an entity is identified as a Subcontractor, even though it is not directly contracted with the Bidder, but because it performs the services as described in Section 2.070, does the Bidder then need to submit a copy of the contract with the Subcontractor along with the response to the RFP?  Or, does the Bidder need to submit this contract upon being awarded the contract?

If the entity performs services for the Bidder as described in Section 2.070, then the entity must be reported as a subcontractor of the Bidder.  MDCH would anticipate that the Bidder would have a contract with all such entities.
23. Clarification to the answers to Questions 16, 17, 145 and 146:  the answers to Questions 16, 17, and 146 indicate that the Certificate of Liability Insurance documents (both the Bidder and Subcontractors) must be submitted after the award of the contract, yet the answer to Question 145 states that Bidders are required to submit insurance certificates for subcontractors.  Please clarify if any Certificate of Liability Insurance documents (Bidder and/or Subcontractor) are required to be submitted by the Bidder as part of the response to the RFP.

The Bidder must submit a statement that the Certificate of Liability Insurance documents will be provided as a condition of the award.  The actual Certificate of Liability Insurance must be provided to DMB upon approval of the contract.
24. Bidders are instructed to sign the Attestations included in Appendix 6.  There are no requirements identified in the RFP document to indicate that any additional documentation related to these areas is required for submission.  The first set of Q&A’s responses to question # 190 and #191 state that if the Bidder can attest to all attestations listed in Appendix 6, no further document is required related to the sections covered under the attestation. However, the response provided in the Q&A Clarification questions more recently conflicts with this response.  Question #10 states that Bidders are required to include the credentialing and recredentialing policies with the bid proposal; bid proposals submitted without these policies will be considered incomplete.  Is it the State’s intent, to require Bidders to submit credentialing and recredentialing policies with the bid proposal even if the Bidder is attesting to this requirement? If so, are Bidders also required to submit documentation for other requirements (such as Management Information Systems (MIS), Governing Body, etc.) stated on Appendix 6.  Is it the State’s expectation that Bidders submit credentialing and recredentialing polices in Appendix 6?
Neither of these documents is required for bid submission.  However, MDCH reserves the right to request and review these documents prior to contract implementation.

25. Type B Administrative Subcontractors are Subcontractors that perform functions related to medical decisions such as credentialing, utilization management, or case management.  If the Bidder makes all final medical decisions for services performed by these Vendors should the Bidder still list these Vendors as Type B Administrative Subcontractors?
Yes.
26. Clarification to the answer to Question 12: the response to question # 12 does not reference Appendix 11 – Performance Bonus Template.  Is the Bidder required to provide any response to Appendix 11 – Performance Bonus Template?

No.
27. Clarification to the Answers to Questions 96, 98, and 99: please clarify that per the responses to questions 96, 98, and 99, that the Bidder is not required to submit any documentation or narrative in response to Article 3, Section 3.022, Step 2, #5 of the RFP, other than to submit the financial statement requirements per section 5.019?

The Bidder must submit the financial statements as required per section 5.019.
