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April 25, 2014

***NOTICE OF AWARD***

A Notice of Award discloses the selected vendor(s) and the intended contract terms resulting from a

State issued solicitation document.  Contract for the services of an independent contractor do not 

become effective unless and until approved by the Board of Examiners.


		RFP:

		3086





		For:

		Third Party Administrator





		Vendor:

		Hometown Health Providers Insurance Company, Inc.





		Term:

		July 1, 2014 – June 30, 2018 (Four Years)





		Awarded Amount:

		$1,606,365.00





		Using Agency:

		Nevada Department of Corrections





************************************************************************************


This Notice of Award has been posted in the following locations:


		State Library and Archives

		100 N. Stewart Street

		Carson City



		State Purchasing

		515 E. Musser Street

		Carson City



		Nevada Department of Corrections

		5500 Snyder Avenue, Bldg. 89

		Carson City





Pursuant to NRS 333.370, any unsuccessful proposer may file a Notice of Appeal


 within 10 days after the date of this Notice of Award.


NOTE:  This notice shall remain posted until May 5, 2014

Revised as of 10/05/11
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CERTIFICATE OF REGISTRATION
OF



FOREIGN LIMITED LIABILITY COMPANY



I, ROSS MILLER, the duly elected and qualified Nevada Secretary of State, do hereby certify that 
I am the legal custodian of the records pertaining to Limited Liability Companies, and that I am the 
proper officer to execute this certificate.



I further certify upon said records that VESTICA HEALTHCARE, LLC, a Limited Liability 
Company organized under the laws of the State of Wisconsin did, on December 18, 2012 qualify 
pursuant to the provisions of the Nevada Revised Statutes and is currently registered to transact 
business in this State as a Limited Liability Company.



Certified By: G Ramos
Certificate Number: C20121219-0974
You may verify this certificate 
online at http://www.nvsos.gov/



IN WITNESS WHEREOF, I have hereunto set my 
hand and affixed the Great Seal of State, at my 
office on December 19, 2012.



ROSS MILLER
Secretary of State











ROSS MILLER
Secretary of State
202 North Carson Street
Carson City, Nevada 89701-4201
(775) 684-5708
Website: www.nvsos.gov



 ATTENTION: You may now file your initial or annual list online at www.nvsos.gov
 IMPORTANT:  READ ALL INSTRUCTIONS CAREFULLY BEFORE COMPLETING FORM.
ATTENTION Entities that are required to file an initial or annual list of officers with the 
Secretary of State are now required to file for the State Business License at the time their list is 
due as part of the annual list filing, unless specifically exempt.  The State Business License fee 
is $200.00.  A penalty of $100.00 is required for late business license renewals.
TYPE or PRINT the following information on the Initial List and Registered Agent Form:



1. The NAME and FILE NUMBER of the entity EXACTLY as it is registered with this office.



2. The FILING PERIOD is the month and year of filing TO the month and year 12 months from
that date.  Example: if the entity date was 1/12/99 the filing period would be 1/1999 to 1/2000.



3. The name and address of the REGISTERED AGENT and OTHER names and addresses as required on
The list should be entered in the boxes provided on the form.  Limited-Liability Companies MUST
Indicate whether MANAGER or MANAGING MEMBER is being listed.



4. If qualified for a statutory exemption from the State Business License, enter the applicable code in
the area provided.  If claiming exemption, a Declaration of Eligibility for State Business License
Exemption must accompany initial list.



5. The SIGNATURE, including his/her title and date signed MUST be included in the areas provided at the
bottom of the form.



6. Completed FORM, FEES and applicable PENALTIES must be returned to the Secretary of State.
Pursuant to NRS 225.085, all Initial and Annual Lists must be in the care, custody and control of the
Secretary of State by the close of the business on the due date.  Lists received after the due date will
be returned unfiled, and will require any associated fees and penalties as a result of being late.
Trackable delivery methods such as Express Mail, Federal Express, UPS Overnight may be acceptable
if the package was guaranteed to be delivered on or before the due date yet failed to be timely
delivered.



The filing fee for an initial list is $125.00, in addition to the State Business License fee. Nonprofit corporations and 
corporations sole are not required to maintain a State Business License or pay the additional fee.   Nonprofit 
corporation initial lists are $25.00.



ADDITIONAL FORMS may be obtained on our website at www.nvsos.gov or by calling 775-684-5708.



FILE STAMPED COPIES: To receive one file stamped copy, please mark the appropriate check box on the list.  
Additional copies require $2.00 per page and appropriate order instructions.



CERTIFIED COPIES: To order a certified copy, enclose an additional $30.00 and appropriate instructions.   A copy fee 
of $2.00 per page is required for each copy generated when ordering 2 or more certified copies.  



EXPEDITE FEE: Filing may be expedited for an additional $125.00 fee for 24-hour service, $500.00 for 2-hour service 
and $1000.00 for 1-hour service.



Filing may be submitted at the office of the Secretary of State or by mail at the following addresses:  



Instructions for Initial List, 
Registered Agent and State 



Business License Application 



MAIN OFFICE:  
Regular and Expedited Filings 



SATELLITE OFFICE:
Expedited Filings Only



Secretary of State
Status Division



202 North Carson Street
Carson City NV  89701-4201



Phone: 775-684-5708
Fax: 775-684-7123



Secretary of State – Las Vegas
Commercial Recordings Division



555 East Washington Ave, Suite 5200
Las Vegas NV  89101
Phone: 702-486-2880



Fax: 702-486-2888











MANAGER MANAGING MEMBER



MANAGER MANAGING MEMBER



MANAGER MANAGING MEMBER



MANAGER MANAGING MEMBER



VESTICA HEALTHCARE, LLC



DEC, 2012 DEC, 2013.  Due by Jan 31, 2013



REGISTERED AGENT SOLUTIONS, INC.
4625 WEST NEVSO DR SUITE 2 
LAS VEGAS NV 89103



Return one file stamped copy. (If filing not accompanied by order instructions, file stamped copy will be sent to registered agent.)



 Pursuant to NRS Chapter 76, this entity is exempt from the business license fee.  Exemption code:



INITIAL LIST OF MANAGERS OR MANAGING MEMBERS AND REGISTERED AGENT AND 
STATE BUSINESS LICENSE APPLICATION OF: FILE NUMBER



NAME OF LIMITED-LIABILITY COMPANY



FOR THE FILING PERIOD OF TO



**YOU MAY FILE THIS FORM ONLINE AT www.nvsos.gov**
The entity's duly appointed registered agent in the State of Nevada upon whom process can be served is:



A FORM TO CHANGE REGISTERED AGENT INFORMATION IS FOUND AT:  www.nvsos.gov



USE BLACK INK ONLY - DO NOT HIGHLIGHT ABOVE SPACE IS FOR OFFICE USE ONLY



IMPORTANT: Read instructions before completing and returning this form.
1. Print or type names and addresses, either residence or business, for all manager or managing members.  A Manager, or if none, a Managing Member of the LLC must sign
the form.  FORM WILL BE RETURNED IF UNSIGNED.
2. If there are additional managers or managing members, attach a list of them to this form.
3. Return completed form with the filing fee of $125.00.  A $75.00 penalty must be added for failure to file this form by the deadline.
4. State business license fee is $200.00.  Effective 2/1/2010, $100 must be added for failure to file form by deadline.
5. Make your check payable to the Secretary of State.  
6. Ordering Copies: If requested above, one file stamped copy will be returned at no additional charge.  To receive a certified copy, enclose an additional $30.00 per certification.   
A copy fee of $2.00 per page is required for each additional copy generated when ordering 2 or more file stamped or certified copies.  Appropriate instructions must 
accompany your order.
7. Return the completed form to:  Secretary of State, 202 North Carson Street, Carson City, Nevada 89701-4201, (775) 684-5708.
8. Form must be in the possession of the Secretary of State on or before the last day of the first month following the incorporation/initial registration date.  (Postmark date is not 
accepted as receipt date.)  Forms received after due date will be returned for additional fees and penalties.  Failure to include initial list and business license fees will result in 
rejection of filing.



FILING FEE: $125.00 LATE PENALTY: $75.00 BUSINESS LICENSE FEE: $200.00      LATE PENALTY: $100.00



CHECK ONLY IF APPLICABLE AND ENTER EXEMPTION CODE IN BOX BELOW NRS 76.020 Exemption Codes
001 - Governmental Entity
005 - Motion Picture Company
006 - NRS 680B.020 Insurance Co.



NAME (DOCUMENT WILL BE REJECTED IF TITLE NOT INDICATED)



ADDRESS CITY STATE ZIP CODE



NAME (DOCUMENT WILL BE REJECTED IF TITLE NOT INDICATED)



ADDRESS CITY STATE ZIP CODE



NAME (DOCUMENT WILL BE REJECTED IF TITLE NOT INDICATED)



ADDRESS CITY STATE ZIP CODE



NAME (DOCUMENT WILL BE REJECTED IF TITLE NOT INDICATED)



ADDRESS CITY STATE ZIP CODE



I declare, to the best of my knowledge under penalty of perjury, that the above mentioned entity has complied with the provisions of NRS Chapter 76 and 
acknowledge that pursuant to NRS 239.330, it is a category C felony to knowingly offer any false or forged instrument for filing in the Office of the Secretary of 
State.



X Title Date



Signature of Manager or Managing Member Nevada Secretary of State Initial List ManorMem
  Revised: 3-9-12



*E0650182012-4*



E0650182012-4



100401



*100401*



NOTE:  If claiming an exemption, a notarized Declaration of Eligibility form must be attached.  Failure to attach the 
Declaration of Eligibility will result in rejection, which could result in late fees.











 



  *270102*
*270102*



Yes No
Yes No



Yes No



ROSS MILLER
Secretary of State



ATTACH FORM ONLY IF CLAIMING A 
STATE BUSINESS LICENSE EXEMPTION



202 North Carson Street
Carson City, Nevada 89701-4201
(775) 684-5708
Website:  www.nvsos.gov



Declaration of Eligibility for State 
Business License Exemption



(This form must be notarized)



USE BLACK INK ONLY - DO NOT HIGHLIGHT ABOVE SPACE IS FOR OFFICE USE ONLY



This form must accompany the List of Officers only if claiming exemption from the State Business License.  Please provide 
the information requested only for the exemption for which you claim eligibility.  Failure to provide the requested information 
or to notarize this document will result in a rejected filing, which could result in late fees.



Entity Name: NV Business 
I.D. Number:



001 - Governmental Entity
This entity is an incorporated or unincorporated agency or instrumentality of the United States government or any 
state government; a corporation wholly owned by the United States government; or county, city, district, or other 
political subdivision of a state.



002 - 501(c) Nonprofit Entity
This entity is qualified as a 501(c) Nonprofit Entity pursuant to Title 26 U.S.C. Section 501(c).  Please provide the 
Internal Revenue Service (IRS) issued Federal Employer Identification Number (FEIN) 



005 - Motion Picture Company
Is the primary purpose of this entity to create or produce motion pictures, as defined in NRS 231.020?
If yes to above question, does the creation or production of motion pictures occur in Nevada?
If so, please provide Nevada Film Office registration number:



006 - NRS 680B.020 Insurance Company
Are the activities of this entity regulated through a license or certificate of authority granted by the Division of Insurance 
pursuant to NRS Title 57?



If yes, provide license or certificate of authority number



I declare under penalty of perjury, as a representative authorized by statute to file on behalf of the above named 
entity, that the declarations indicated above are true and correct.



X
Signature Title Date



State of County of



Subscribed and sworn to before me the 20



by
(Print name of Signer)



Notary Signature
Nevada Secretary of State Exemption Declaration



Revised:  3-9-12
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CA-1000 | System Claim Entry – Manual Processing 



Claim Intake/Audit Department Claim Intake/Audit 



Initial Approval Date June 22, 2009 Last Revision/Approval Date July 18, 2013 



Approval Signature 



 



Thomas P. Conjurski, Chief Operating Officer 



Purpose 



To ensure clean claims are entered timely and accurately. 



Policy 



 



After paper claims and associated documents are scanned into the document imaging system (OS – 1100), 



the claim processor will review and enter the required data entry elements into data entry module within the 



Enterprise System.  



DEFINITION OF CLEAN CLAIM: 



A "clean claim" means a claim that does all of the following: 



 Identifies the health care provider that provided service sufficiently to verify, if necessary, affiliation 



status and includes any identifying numbers. 



  Sufficiently identifies the patient and health plan subscriber. 



 Lists the date and place of service. 



 Is a claim for covered services for an eligible individual. 



 If necessary, substantiates the medical necessity and appropriateness of the service provided 



 If prior authorization is required for certain patient services, contains information sufficient to 



establish that prior authorization was obtained. 



 Identifies the service rendered using a generally accepted system of procedure or service coding. 



 Includes additional documentation based upon services rendered as reasonably required by the 



health plan. 



A clean claim has no defect, impropriety or special circumstance including incomplete documentation that 



delays timely payment. A provider must submit a clean claim by providing the required data elements above on 



the standard claim form, along with any attachments and additional elements, or revisions to data elements, 



attachments and additional elements, of which the provider has knowledge.   



Providers must submit claims with the necessary information needed within the timely filing guidelines of the 



Plan or the claim will not be paid.   



NOTE:  Claim information is accepted from any reliable source.  Medical records are not routinely required to 



process claims.  
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Procedure 



1 Paper claim forms and supporting documentation, will be retrieved for processing from the document 



management imaging system.  



2 Information on the scanned paper claim forms (CMS-1500 and/or UB-04) will be entered into the 



Professional Claim Capture Module (PCCM) or Facility Claim Capture Module (FCCM) per client business 



rules. 



3 In order for a claim to be entered, it must be submitted on the Standard CMS 1500 claim form or UB04 



form. The claim must be complete, legible and accurate. The CMS -1500 is for use by outpatient providers.  



The UB-04 form captures essential data elements for provider of services in institutional/inpatient/facility 



settings. 



4 The following information is captured on the claim when applicable:   



CMS 1500: 



•    Subscriber’s/patient’s plan ID number (required) 



•    Patient’s name and date of birth (required) 



•    Patient’s date gender  



•    Subscriber’s name   



•    Patient’s address (street or P.O. Box, city, zip)  



•    Patient’s relationship to subscriber  



•    Subscriber’s address (street or P.O. Box, City, Zip Code)  



•    Whether patient’s condition is related to employment, auto accident, or other accident 



•    Subscriber’s policy number 



•    Subscriber’s birth date and gender 



•    HMO or preferred provider carrier name  



•    Disclosure of any other health benefit plans  



•    Patient’s or authorized person’s signature or notation that the signature is on file with the 



physician or provider 



•    Subscriber’s or authorized person’s signature or notation that the signature is on file with the 



physician or provider 



•    Date of current illness, injury, or pregnancy  



•    First date of previous, same or similar illness  



•    Name of Referring Provider or Other Source (required) 



•    Referring Provider NPI Number (required) 



 Diagnosis  code 



 Procedure code 



 Coordination of benefits if applicable   



 



UB-04: 



 Provider’s name, address and telephone number   



 Patient control number (required)  



 Type of bill code (required) 



 Provider’s federal tax ID number (required) 



 Statement period (beginning and ending date of claim period)  



 Patient’s name (required) 



 Patient’s address  



 Patient’s date of birth(required) 



 Patient’s gender 



 Date of admission  
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 Admission hour  



 Type of admission (e.g. emergency, urgent, elective, newborn) 



 Source of admission code   



 Patient-status-at-discharge code  



 Value code and amounts  



 Revenue code (required) 



 Revenue/service description  



 HCPCS/Rates (required)  



 Service date , (required for each date of facility-based non-inpatient services or itemization in a 



separate attachment is required);  



 Units of service  (required) 



 Total charge (required) 



 HMO or preferred provider carrier name 



 Type 2 main NPI number  



 Subscriber’s name 



 Patient’s relationship to subscriber  



 Insured’s Unique ID (required) 



 Principal diagnosis code (current ICD-9 codes are required) 



 Rendering provider Type 1 NPI (required) 



 Attending physician ID (required) 



 Coordination of benefits if applicable   



5.  Processors will select claims from assigned client entry work queues and ensure all information including 



supporting documentation is entered accurately per client business rules.  



** The received date is the date the paper claim was received at Scion.  Claims are backdated only 



per client request.   



6.   After submitting the claim in CCM, the processor will then route the scanned claim to the entered queue in 



the imaging system.  



7. If a claim cannot be entered due to missing or invalid information the claim processor will route the claim 



to the appropriate queue within the imaging document system for further review by a specialist. 



8. The Specialist will determine if the claim can be entered.  



a. If the Specialist validates that the claim can be entered, the claim is annotated and returned to 



the processing queue to be entered by a processor.  



b. If the claim cannot be entered due to missing information, is illegible, or is not submitted on the 



standard claim form, the Specialist will enter as much of the data as possible, and then move the 



claim record out of the data entry module and into an offline claim inventory database. Once a 



claim record is moved into inventory, it is no longer available for viewing or editing in the data 



entry module. 



c. Once logged into inventory control, a letter is mailed to the provider within 5 business days 



referencing the encounter ID and Member name indicating the reason as to why the claim or 



authorization could not be entered.  



9. All Claim entry will be completed in accordance to client specific adjudication timeframes and payment 



schedules.     



10. To obtain status of a claim that was submitted via paper, the provider and/or member should contact 



Customer Service by dialing the designated 800 number per client or the number on the back of the 



Member Id card.   
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CA-1005 | Non-English Claim Submission  



Customer Care Department Customer Care 



Initial Approval Date August 19, 2013 Last Revision/Approval Date August 19, 2013 



Approval Signature 



 
Thomas P. Conjurski, Chief Operating Officer 



Purpose 



To provide address non-English language dental claim submissions. 



Policy 



Vestica Healthcare follows industry standards by utilizing and requiring the Centers for Medicare & Medicaid 



Services (CMS) form 1500 and the Nation Uniform Billing Committee (NUBC) form UB-04. Vestica Healthcare 



also requires that each required form is completed utilizing the American Medical Association (AMA) CPT 



codes. All form and code content is controlled and/or monitored, to the extents of any applicable laws, by the 



respective authoring and/or owning legal entity and are provided in English. Claims submitted in non-English 



will be processed in compliance with CMS form 1500, NUBC form UB-04, and AMA CPT codes requirements, as 



well as any applicable governing and contractual requirements. Should any non-English submitted claims not 



meet CMS, NUBC, AMA, governing, or contractual requirements, Vestica Healthcare shall notify the claim 



submitting party that the claim(s) submitted are denied or rejected due to lack of requirement compliance.  



Vestica Healthcare shall make every reasonable effort to support any party submitting a non-English claim that 



does not meet required standards, including but not limited to providing direction on converting claims to a 



compliant format and submission. 
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CA-1010 | Manual Processing of Claims with Explanation of Benefits 



Forms 



Claim Intake/Audit Department Claim Intake/Audit 



Initial Approval Date August 19, 2013 Last Revision/Approval Date August 19, 2013 



Approval Signature 



 



Thomas P. Conjurski, Chief Operating Officer 



Purpose 



To ensure accuracy and consistency when entering coordination of benefits (COB) information from an 



explanation of benefits (EOB) form. 



Policy 



The primary payer information from the EOB will be captured in the Professional Facility Claim Capture Module 



(PCCM) and/or the Facility Claim Capture Module (FCCM) in the Enterprise System. 



Procedure 



The claim processor will enter claims per policy CA-1000 in the appropriate claim module (PCCM or FCCM).   If 



an EOB is included with the claim submission, the processor will review the EOB and process according to the 



guidelines below: 



1. The “EOB Present” box on the main entry screen must be checked to indicate that there is an EOB 



included with the claim.   



2. The following information from each service line of the EOB will be entered into the fields below. 



 COB – Enter the paid amount 



 Collected Amount – Write off amount 



 Allowed Amount – Allowed or amount approved 



 Deductible Amount – Amount applied to the deductible 



 Coinsurance Amount – Amount considered the coinsurance 



 Copay Amount – Amount of the copay 



 Paid Date – Date of the EOB 



3. The information will be saved and the claim submitted. 



Related Documents 



See also: 



 CA-A:1010.1 Explanation of Benefits 
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CA-1030 | Web Portal Claim Handling 



Office Services Department Office Services 



Initial Approval Date September 7, 2011 Last Revision/Approval Date April 8, 2013 



Approval Signature 



 



Thomas P. Conjurski, Chief Operating Officer 



Purpose 



To ensure claims entered via the web portal are handled timely. 



Policy 



Claim Specialists will import and validate claims entered via the Provider Web Portal (PWP) daily.  Claims that 



can be made complete will be included in the weekly transport.  Claims that cannot be made complete will be 



rejected. 



Procedure 



1. In the Claim Validation Module (CVM), the Claim Specialist will: 



 Check the Web Claims button and click on the Date Received tab. 



 Choose yesterday’s date.  



o If Monday, check received dates for Friday, Saturday and Sunday. 



 Click on the Update button 



o Numbers should match 



 Click on the Validate button. 



 Only pay attention to report listed on top that says Web 



 Click on the Incomplete button 



o Save output to PDF with date in file name: 



 Ex. 20110801_WPS_CVMJOBID_Incomplete Claims.pdf 



o Save file in T:\Operations\Claims\WEB Incomplete Claims Reports 



2. An email with the received date and the number of claims that were validated, clean and incomplete 



will be sent to the other Claim Specialists. 



3. The report will be handled as per CA-10XX Electronic Claim Reject Report Handling. 
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CA-1200 | Provider Not Found  



Claim Intake/Audit Department Claim Intake/Audit 



Initial Approval Date June 22, 2009 Last Revision/Approval Date July 18, 2013 



Approval Signature 



 



Thomas P. Conjurski, Chief Operating Officer 



Purpose 



To ensure organized handling of claims in which the providers are not supported in the system. 



Policy 



Specialist and designated Provider Services staff will attempt to resolve all provider data discrepancies on 



paper or electronic claims and authorizations. Designated individual will add providers “on the fly” via the 



Professional Claim Capture Module (PCCM) if the provider is not supported in the system. 



 



Procedure 



1 Upon claim/auth entry, the processor will attempt to locate the provider by entering the Tax ID Number 



(TIN) or National Provider Identification (NPI) Number.  



2 If the provider cannot be located, the Processor will route the image to the Exception – Provider Not 



Found (PNF) queue. 



3 Provider Services will attempt to resolve the discrepancy.  



 If the provider can be found, the claim will be annotated with the appropriate provider information 



and returned to the entry queue to be entered by a claims processor.  



 If the provider cannot be found, Provider Services will either add the “provider on the fly” (POTF) into 



the Enterprise System.  



4 The claim will then be returned to the processing queue for entry or rejection. If the claim is rejected,  If 



the Specialist will enter as much of the data as possible, and then move the claim record out of the data 



entry module and into an offline claim inventory database. Once a claim record is moved into inventory, 



it is no longer available for viewing or editing in the data entry module. 



5 Once logged into inventory control, a letter is mailed to the provider within 5 business days referencing 



the encounter ID and Member name indicating the reason as to why the claim or authorization could not 



be entered.  
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CA-1210 | Member Not Found  



Claim Intake/Audit Department Claim Intake/Audit 



Initial Approval Date June 22, 2009 Last Revision/Approval Date July 18, 2013 



Approval Signature 



 



Thomas P. Conjurski, Chief Operating Officer 



Purpose 



To ensure organized handling of claims in which the members are not supported in the system. 



Policy 



Specialist will attempt to resolve all member data discrepancies on paper or electronic claims.  



Procedure 



1 Processors will attempt to locate the member by searching by member ID, name and/or date of birth.   



2 If a match cannot be located, the Processor will route processor will route the claim to the appropriate 



queue within the imaging document system for further review by a specialist.  



3 The Specialist will attempt to resolve the discrepancy by researching the member data in the Customer 



Service Module (CSM). 



 If the member is located, the image is annotated and returned to the processing queue to be 



entered by the processor. 



 If the claim cannot be entered due to missing information or not legible, the Specialist will enter as 



much of the data as possible, and then move the claim record out of the data entry module and into 



an offline claim inventory database. Once a claim record is moved into inventory, it is no longer 



available for viewing or editing in the data entry module. 



 Once logged into inventory control, a letter is mailed to the provider within 5 business days 



referencing the encounter ID and Member name indicating the reason as to why the claim or 



authorization could not be entered.  
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CA-1300 | Rejected Claims  



Claim Intake/Audit Department Claim Intake/Audit 



Initial Approval Date June 22, 2009 Last Revision/Approval Date July 9, 2013 



Approval Signature 



 



Thomas P. Conjurski, Chief Operating Officer 



Purpose 



Vestica Healthcare to ensure rejected claims are accounted for and providers are appropriately notified. 



Policy 



All claims with invalid or missing required fields will be rejected. 



Procedure 



 



5 If a claim cannot be entered it will be routed to the Exception – Unused queue. 



6 The individual responsible for handling Unused claims will review to determine that the claim cannot 



be entered. 



 If the information is valid, the image will be annotated and returned to the processing queue.  



 If the claim cannot be processed the following steps will be taken: 



o Claim will be routed to the rejected queue. 



o Claim will be logged into the inventory control interface in the Professional Claim Capture 



Module (PCCM) or the Facility Claim Capture Module (FCCM).   



o Claim will be routed to the Return Claims queue and a rejection letter will be mailed to 



the provider within five business days. 



 



Provider must submit a corrected claim and/or the necessary information needed to resolve the claim within 



the timely filing guidelines of the Plan or the claim will not be paid. 
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CA-1410 | Claims Training Process 



Claim Intake/Audit Department Claim Intake/Audit 



Initial Approval Date January 1, 2011 Last Revision/Approval Date May 1, 2013 



Approval Signature 



 



Thomas P. Conjurski, Chief Operating Officer 



Purpose 



To provide comprehensive training to all processors. 



Policy 



Processors will be trained to follow client specific claim and authorization processing guidelines in accordance 



to defined production and accuracy standards.    See below for accuracy and production standards.   



Procedure 



The team lead, manager or designated trainer is responsible for department training. The trainer will provide 



comprehensive instruction and education on the following:  



 Document Imaging System functionality  



 Functionality of the Enterprise System, Claim Capture Module (CCM), and Authorization Capture 



Module (ACM) in which claims and authorizations are entered.   



 Processing guidelines and workflows. 



 Audit process 



 Production and accuracy standards 



 Assist the team member by answering claim and authorizations related questions. 



 



For the first 30 days, 100% of claims and authorizations entered by the processor will be audited.  The auditor 



will provide feedback to the trainer of processor’s results.  After the processor has met the required accuracy 



percentages, the percent of claims/authorizations being audited will be reduced according to department 



performance expectations.   



Performance Management:  Processor receives production and accuracy results daily.   Management meets 



with employees monthly to review their ongoing performance results. 
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SCION PROCESSORS PRODUCTION AND ACCURACY GOALS 



 



New Employee Goal- 90 Day Benchmark  



 



  



 Accuracy Claim Production Auth Production 



 Exceeds Expectations 99.50% and Higher 60+ 60+ 



Meets Expectations * 97.00% - 99.49% 50 - 60 50 - 60 



Needs Improvement 95% - 96.99% 40 - 50 40 - 50 



Does Not Meet Expectations Below 95% Below 40 Below 40 



    Veteran Employee  



   



 Accuracy Claim Production Auth Production 



 Exceeds Expectations 99.50% and Higher 90+ 90+ 



Meets Expectations 99.00% - 99.49% 75-90 75-90 



Needs Improvement 97.00% - 98.99% 60-75 60-75 



Does Not Meet Expectations Below 97% Below 60 Below 60 
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CA-1700 | Data Accuracy Review and Audit Process 



Claim Intake/Audit Department Claim Intake/Audit 



Initial Approval Date August 7, 2009 Last Revision/Approval Date April 8, 2013 



Approval Signature 



 



Thomas P. Conjurski, Chief Operating Officer 



Purpose 



To ensure accuracy and consistency in claims processing to provide our clients with quality service 



Policy 



All claims selected for audit will be reviewed thoroughly. 



Procedure 



To ensure accuracy at data entry, claims are reviewed via the following methods. 



 Daily review of the Nightly Audit Report (NAR). 



o The NAR is a system generated report which identifies all claims with potential errors or 



illogical data that were entered the previous day.  



o Claims listed on the report are reviewed to ensure accuracy. 



o Claims with errors are corrected by the auditor and feedback is sent to the processor and 



manager. 



o Claims without errors are retained in the Completed Claim queue. 



 



 Daily audit of claims entered by processors  



o Claims are reviewed for accuracy according to the Processor’s predetermined audit percentage 



Audit percentages are determined off of employee tenure and historical accuracy results 



o Audit percentages are programmed into the imaging system and systematically routed to the audit 



queue.  



o Auditors will review claims in priority order as determined by the adjudication and payment 



schedules 



o Accurate claims will be routed to the Completed Claim queue. 



o Claims that require updating will be corrected by the auditor and tracked per processor.  



Feedback will be provided to the original processor and the manager on a daily basis and monthly 



summary.   



o The manager will track the errors to assist in determining accuracy and trends and to address any 



performance management issues.   
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SEE RELATED DOCUMENTS  



 



SCION PROCESSORS PRODUCTION AND ACCURACY GOALS 



 



New Employee Goal- 90 Day Benchmark  



 



  



 Accuracy Claim Production Auth Production 



 Exceeds Expectations 99.50% and Higher 60+ 60+ 



Meets Expectations * 97.00% - 99.49% 50 - 60 50 - 60 



Needs Improvement 95% - 96.99% 40 - 50 40 - 50 



Does Not Meet Expectations Below 95% Below 40 Below 40 



    Veteran Employee  



   



 Accuracy Claim Production Auth Production 



 Exceeds Expectations 99.50% and Higher 90+ 90+ 



Meets Expectations 99.00% - 99.49% 75-90 75-90 



Needs Improvement 97.00% - 98.99% 60-75 60-75 



Does Not Meet Expectations Below 97% Below 60 Below 60 
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CA-1600 | Claim Transport Preparation 



Claim Intake/Audit Department Claim Intake/Audit 



Initial Approval Date July 17, 2009 Last Revision/Approval Date April 8, 2013 



Approval Signature 



 



Thomas P. Conjurski, Chief Operating Officer 



Purpose 



To ensure the timely availability of claims for consideration of payment. 



Policy 



Notification of claim readiness for transport will be given to the Account Executive in a timely manner. 



Procedure 



1. The Claims Manager will inform the processing and auditing staff of upcoming transports. Claim 



volumes and encounter dates will be monitored closely by management to ensure claims due for 



transport will be processed and audited prior to the day of transport. 



2. Prior to informing the Claims Manager that the transport is ready, the Claims Processing Lead or a 



designated backup will ensure that all pre-transport reports are reviewed and the required steps are 



completed. These include: 



 Nightly Audit Report 



 Incomplete Claim Review 



 Claim Entry Report by Day 



 Provider on the Fly Activation 



 NAR on Demand (if applicable) 



3. Once the above steps have been finalized, the Lead or designated individual will complete the 



transport checklist, save it to the appropriate drive and inform the Claims Manager that the transport 



is ready. 



4. The Claims Manager will review the checklist and, if all steps have been completed, send the transport 



notification via e-mail to the Account Executive. 
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CA-1800 | Dual Eligible Member Claim Entry 



Claim Intake/Audit Department Claim Intake/Audit 



Initial Approval Date August 7, 2009 Last Revision/Approval Date May 1, 2013 



Approval Signature 



 



Thomas P. Conjurski, Chief Operating Officer 



Purpose 



To ensure Medicaid claims are entered for dual eligible members. 



Policy 



Claim Intake will enter Medicaid claims for dual-eligible claims that are identified on the Nightly Audit Report. 



Procedure 



Members can be eligible in both Medicare and Medicaid.  Claims must first be processed under Medicare 



when received (Medicaid is the payer of last resort).  After the Medicare claim is processed, a corresponding 



Medicaid claim must be entered.   



The Nightly Audit Report identifies the Medicare claims that require a Medicaid Claim entered. The Medicaid 



claims are entered by a designated claims processor.  The Medicaid claims are then transported in the regular 



adjudication schedule.  
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CA-A  Related Documents 



CA-A: 1010.1 | Explanation of Benefits ............................................................................................................................... 3-19 
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CA-A: 1010.1 | Explanation of Benefits 
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CA-R  Revision History 



Last Revision Date Summary 



Use the list below to see at a glance the date each policy and procedure in the document was last updated. 



 



CA-1000 | System Claim Entry – Manual Processing 



July 18, 2013 



CA-1005 | Non-English Claim Submission 



August 19, 2013 



CA-1010 | Manual Processing of Claims with Explanation of Benefits Forms 



August 19, 2013 



CA-1030 | Web Portal Claim Handling 



April 8, 2013 



CA-1200 | Provider Not Found 



July 18, 2013 



CA-1210 | Member Not Found 



July 18, 2013 



CA-1300 | Rejected Claims 



July 9, 2013 



CA-1410 | Claims Training Process 



May 1, 2013 



CA-1700 | Data Accuracy Review and Audit Process 



April 8, 2013 



CA-1600 | Claim Transport Preparation 



April 8, 2013 
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CA-1800 | Dual Eligible Member Claim Entry 



May 1, 2013 



 



 



 













Vendor Name: SCION DENTAL



Market: Medicaid



Report Date: 12/3/2013



Report Period: 11/2013



Report Frequency: Monthly



Measurement Description



Number of Calls Received 660



Number of Calls Handled 652



Abandonment Rate (%) 0.45%



Blocked Call Rate (%) 0%



Service Level (% answered within 30 seconds) 



answered by a live person in GA, TN, TX)
94.02%



Average Speed of Answer/Wait Time 10



Average Hold Time 121



Average Call Length 234



First Contact Resolution rate 82.12%



Number of Emails Received



Reason 1 Claims and Billing (I)



Reason 2 Enrollment (I)



Reason 3 Benefits and Services (I)



Reason 4 Referrals and Authorizations (I)



Reason 5 Other



Quality Results



TELEPHONE AND INTERNET ACTIVITY REPORT (PROVIDER)



Top Five Inquiry Types of Call Volume

































Claims  



 Today 



Claims Received 78 



% Electronic 100.0 % 



Avg Calendar Days - Service to Receipt 2.4 



  



Unprocessed Claim Count 4,878 



  



Processed Claims 0 



Processed Claims with Exception(s) 0 



% Processed Claims with Exception(s) 0.0 % 



  



Paid Claim Dollars (in thousands) $0 



Avg Amount Paid Per Claim $0.00 



Avg Calendar Days - Receipt to Payment 0.0 
 



 Prior Current Prior 



MTD Month YTD YTD 



527 6,494 78,577 79,431 



56.4 % 86.3 % 84.2 % 75.6 % 



19.9 18.0 20.9 32.7 



    



    



    
 



        



  



 
 



788 7,360 78,410 77,081 



32 413 5,708 7,419 



4.1 % 5.6 % 7.3 % 9.6 % 



    



$905 $2,328 $24,776 $23,129 



$1,147.84 $316.24 $315.98 $300.06 



22.3 21.3 20.7 20.7 
 



  



  



       



             



 



 
 



 



 
 



 



             



Results filtered by:  
 



 



Date=12/9/2013 and Insurer =  Department of Corrections 
 



 



Report run on:  
 



12/9/2013 5:42 PM 
 



 













 
     



 



Primary Call Reasons Today 



 Volume % 



 Claims and Billing (I) 6 100 % 



 Enrollment (I) 0 0 % 



 Referrals and Authorizations (I) 0 0 % 



 Other Reasons 0 0 % 



Total Calls / % Resolved 1st Call 6 100 % 
 



MTD Prior Month Current YTD 



Volume % Volume % Volume % 



67 96 % 176 88 % 2,299 89 % 



2 3 % 21 11 % 193 7 % 



1 1 % 1 1 % 20 1 % 



0 0 % 1 1 % 85 3 % 



70 99 % 199 87 % 2,597 88 % 
 



 



     



 



 
 



 



 
 



 



    



 
 



   



 



 
 



 



   



    



 



  



  



 



         



Results filtered by:  
 



 



Date=12/10/2013 and Insurer = Wisconsin Department of Corrections 
 



 



Report run on:  
 



 



12/10/2013 12:43 PM 
 



  



 
 













Payment 



Accuracy



Financial 



Accuracy



Claim Entry 



Accuracy Total Billed Total Paid



Total of 



Payment 



Errors



Total $ Pd 



Due to 



Statistical 



Errors



Number of 



Payment 



Errors



Number of 



Statistical 



Errors



Number of 



Claims 



Reviewed



Turn 



Around 



Time in 



Days 



(TAT)



Current Audit 100.00% 100.00% 96.67% $150,853.84 $38,381.78 $0.00 $0.00 0 1 30 16.83



Standard 99.00% 99.00% 98.00%



TAT Calculation:



Number of 



Claims Range



Percentage 



of Total



Running 



Percentage Goal



Current Audit 30 0-30 100.00% 100.00% 90.00%



0 31-90 0.00% 100.00% 99.00%



0 91-180 0.00% 100.00% 100.00%



0 >180 0.00% 100.00% 100.00%



30 100.00%













Service Performance Description Guarantee Time Frame



Penalty



 % of 



Adminstrative 



Fees at Risk Measurement/Verification 



Claim Financial Error Rate Percentage of audited dollars paid accurately.



Audit size example: 120 claims per month



99% Monthly 20% Total dollar amount of claims audited minus the dollar 



amount of payment errors divided by the total dollar 



amount of claims audited.       Verification: Enterprise 



System Claims Adjudication Module



Overall Claim Finacial Error Rate



(Additional Performance 



Guarantee)



Percentage of audited dollars entered and paid 



accurately. 



Audit size example: 120 claims per month



97% Monthly 10% Total dollar amount of claims audited minus the dollar 



amount of both entry and payment errors divided by 



the total dollar amount of claims audited.                                 



Verification: Enterprise System Claims Adjudication 



Module          



Claim Coding Accuracy - Procedural 



(Additional Performance 



Guarantee)



Accuracy of correct code applied for procedure. 99% Monthly 10% Accuracy of correct code applied for procedure 



excluding claims with incorrect coding. 



Claim Processing Percentage of all claims processesed without a 



payment error.



99% Monthly 20% The #  all claims processesed excluding claims with 



payment error.



Verification: Enterprise System Claims Adjudication 



Module



Claims Turnaround Time Claims processed within 14 working days 90% Monthly/On-Demand 



Real-Time Dashboard



20% Total # of clean claims processed within 14 days.



Verification: Enterprise System Claims Adjudication 



Module



All Claims Turnaround Time Claims processed within 30 working days 99% Monthly/On-Demand 



Real-Time Dashboard



20% Total # of processed claims within 30 working days 



excluding those with errors.



Verification: Enterprise System Claims Adjudication 



Module



Performance Standards and Guarantee's 



Payment Accuracy (3.6.38.1)



Claim Processing Accuracy (3.6.38.2)



Turnaround  Time (TAT) of Claims Processed(3.6.38.3)











Service Performance Description Guarantee Time Frame



Penalty



 % of 



Adminstrative 



Fees at Risk Measurement/Verification 



Performance Standards and Guarantee's 



Average Speed to Answer



(Additional Performance 



Guarantee)



Average time it takes to answer a new incoming 



call.



30 seconds Monthly/Real-Time 10% Total # of incoming calls



Measurement will be based on # of calls answered in 



<30 seconds.



Verification: Enterprise System Customer Service 



Module



Average Hold Time



(Additional Performance 



Guarantee)



Average time it takes for call to be answered 



once it's in queue.



300 seconds Monthly/Real-Time 10% Total number of calls that enter call queue.



Measurement will be based on length of time those 



caller spend in queue before being answered.



Verification: Enterprise System Customer Service 



Module



Abondonment Rate or Dropped 



Calls (>10 seconds)



(Additional Performance 



Guarantee)



Rate of call where caller drops the call without a 



CSR answering.



<5% Monthly/Real-Time 10% Total # number of dropped or abandoned calls. 



Measurement will be based on the # of  dropped or 



abandoned calls.



Verification: Enterprise System Customer Service 



Module



% calls answered within 30 seconds



(Additional Performance 



Guarantee)



The % of new incoming calls answered in <30 



seconds.



85% Monthly/Real-Time 10% Total # of incoming calls



Measurement will be based on % of calls answered in 



<30 seconds.



Verification: Enterprise System Customer Service 



Module



Customer Service Accessibility  (3.6.38.4)











Service Performance Description Guarantee Time Frame



Penalty



 % of 



Adminstrative 



Fees at Risk Measurement/Verification 



Performance Standards and Guarantee's 



Data Reportng (a) Deliver standard reports within 10 days of end 



of reporting period



(b) Deliver annual reports & regulatory 



documentation within 10 days of policy year-end.



100%



100%



Monthly



Monthly



20%



Implementation (a) Task(s) completed on time 20% As needed by NDOC 20%



Payment Penalties shall be paid before ninety (90) days 



from the end of the quarter



100% 20%



Overall Account Management (3.6.38.5)
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How claims move through 
the Enterprise System
Entering claim data into the system



Claim information can enter the Enterprise System in three different  ways. Claim data can be:



 l Manually entered and submitted electronically through the  Provider Web Portal.



 l Imported in HIPAA-compliant 837 transaction set format through the Electronic 



Transaction Module (ETM).



 l Manually entered from a paper claim or image through one of the data entry modules: 



Claim Capture Module (CCM) for dental claims, Professional Claim Capture Module 



(PCCM) for medical/professional claims, or Facility Claim Capture Module (FCCM)  for 



facility/hospital claims.



Claim process flow



Once claims enter the Enterprise System, they are:



 l Validated for completeness in the Claim Validation Module (CVM)(applies to claims 



submitted through the Provider Web Portal and imported through the Electronic 



Transaction Module (ETM)).



 l Transported for processing by the Claim Transportation Module (CTM).



 l Edited, adjudicated, and paid in the Claim Adjudication Module (CAM).
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Health Care Claim Transaction Set (837)



When electronic data files are imported into the Enterprise System in 837 transaction set 



format, the response or acknowledgement that is generated differs, depending on the file 



format version.



Version 5010
For 837 files that comply with version 5010 of the HIPAA electronic data import standards, the 



system automatically generates a Claim Acknowledgement (277CA transaction) and an 



accompanying Implementation Acknowledgement (999 transaction) when each file is imported. 



If a file import failure is detected in the Interchange Level, Functional Level, or Transaction Level, 



a 999 transaction is generated without a 277CA transaction.



Version 4010
For 837 files that comply with version 4010 of the HIPAA electronic data import standard, the 



system automatically creates a 997 Acknowledgement file. Claim status request/response 



transactions (276/277 transactions) can be set up and processed through the Electronic 



Transaction Module (ETM) or through Web Services. 
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How claims move through the Enterprise System











Data entry tips
The claim capture and authorization capture modules in the Enterprise System support data 



entry shortcuts to speed data entry. Before manually entering  paper claims or authorizations, 



review the list of tips below.



Sticky fields



Data entry modules in the Enterprise System include a feature called "sticky"  fields that can 



automatically populate certain fields on data entry forms. When  the "sticky" field feature is 



enabled, the field name is green, and the value in the field is retained  from one claim entry to the 



next.



 To enable the "sticky" field feature, click a field name. To  disable it, click the field name again.
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To automatically increment Encounter IDs for subsequent  claims or Authorization Numbers for 



subsequent authorizations, click the red Auto  Increment icon  to the right of the Encounter  
ID or Auth Number  field. When the Auto Increment icon  is green, the feature is enabled.



Moving between fields
To move from one field to the next, either press Enter or press Tab.



Entering dates



You can enter dates without slashes, and you can enter years with just two digits. For example, 



the system interprets an entry of 01512 as 01/05/2012 or an  entry of 11412 as 11/04/2012.



For dental claims, the system automatically uses the Service Date that you enter at the top  of 



the data entry page to fill the Service  Date column in the service line grid at the bottom of the 



page.



Entering provider and location



To narrow the search results when entering provider and  location information, enter the 



provider or location name in the data  entry field, then press Enter. If the system finds an exact 



match, it immediately updates the data entry form with the information. If the system finds 



several matches, it opens a targeted search window  and allows you to choose the appropriate 



entry.



If the system cannot find a match, it allows you to enter  new provider, location, and payee 



information, and then continue entering claim  or authorization information.



Entering service lines



For dental claims, you can enter dental procedure codes in  the service line grid without the "D" 



prefix or leading zeros. For example, the  system interprets an entry of 210  as D0210. The 



system automatically fills in the Description field based on the procedure code that  you enter.



If a dental procedure code requires a tooth, surface,  quad, or arch entry, the system prompts 



you to enter these fields in the service  line grid.
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Data entry tips











Enter dental claims
Use the Main page in the Claim Capture Module (CCM) to enter information from paper dental 



claims into the  Enterprise System.
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Entering a batch of dental claims
 1. On the Main page in  the Claim Capture Module (CCM), select the  market associated 



with the claims you plan to  enter.
The system automatically enters the current date in the  Entered Date field.



 2. In the Received Date  field, enter the date the claim was received.



 3. Enter the incremental number that matches the Encounter ID stamped on the paper  



claim.
The system automatically fills the first eight characters  with the received date and fills 



the ninth character with zero, indicating a  paper claim. To automatically increment the 



Encounter ID for subsequent claims,  click the Auto Increment icon .



 4. Enter the Service  Date from the claim.
The system automatically uses this date when you enter  service lines in the services 



grid at the bottom of the page. You can change the  service dates for individual service 



lines in the services grid.



 5. Enter the Member  ID.



 l If you enter the member's Social Security Number in the  SSN field, the system 



searches for  the member as soon as you press the Tab key. The search returns all 



enrollees  with that Social Security Number, as well as all enrollees whose policy 



holder  has the given Social Security Number. If the search results in a single match,  



the system automatically fills in the member information. If the search results  in 



multiple matches, select the appropriate member from the list.



 l To search for the Member ID, press Alt+S or click the Search icon . 
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Enter dental claims











 l The system automatically fills in the member's eligibility  span, benefit plan name, and 



insurer name.



 l If you enter a Member ID that does not match an existing  Member ID in the system, 



and you are certain the Member ID is correct, enter the  member's name, date of 



birth, and Member ID, and then click Force on the Member Search window. The 



system marks  the item as "incomplete" and allows it to be resolved later. 



 6. If the claim indicates that the member, rather than the payee, should receive payment, 



click the Pay Member check box. If the payee  should receive payment, leave the check 



box cleared.



 7. If an EOB (Explanation of Benefits) is attached to the claim,  click the EOB Present check 



box.  If an EOB is not attached, leave the check box cleared.
You will be required to enter information about additional  insurance in a later step.



 8. Enter Provider / Location /  Payee information.
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Enter dental claims











 l To search for the  Provider ID, press Alt+P or click the Search icon   next to the 
Provider field. If the  provider you select is associated with only one location, the 



system  automatically updates the Location, Payee Information, and Tax ID on the 



data  entry page. If the provider is associated with multiple locations, the system  



prompts you to select the location where services were performed. The system  then 



automatically updates the Payee Information and Tax ID, based on the  provider and 



location information you select.



 l To search for the  Location ID, press Alt+L or click the Search icon   next to the 
Location field. If the  location you select is associated with only one provider, the 



system  automatically updates the Provider, Payee Information, and Tax ID on the 



data  entry page. If the location is associated with multiple providers, the system  



prompts you to select the provider who performed the service. The system then  



automatically updates the Payee Information and Tax ID, based on the location  and 



provider information you select.



 l To search for  the Tax ID, type in the  Tax ID box, press Alt+T, or click the Search 



icon   next to either the Provider or  Location field. Select a Tax ID  from the Payee 
Search window. If the Tax ID you select is associated with only  one location and 



provider, the system automatically updates the Payee  Information, Provider, and 



Location on the data entry page. If the Tax ID is  associated with multiple providers 



and locations, the system prompts you to  select the appropriate entities. The 



system then automatically updates the Payee  Information, Provider, and Location 



on the data entry page.
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Enter dental claims











 l If the payee, provider,  or location on the claim cannot be found in the 
system, press Alt+F or click the Add icon  next to  Provider, and enter the missing 



information. The system marks the provider as  "suspended" and allows the new 



entries to be reviewed and verified later.



 l You may notice the data entry page flash several times as  the system checks the 



provider, location, and payee records in theEnterprise System database. You may 



need to pause for a moment before moving on to the next  data entry fields, as the 



system completes its checks and automatically  populates the Payee Information, Tax 



ID, Provider, and Location  fields.



 9. If the service was performed at a place other than "Office,"  select a Place of Service 



from the  list. (The default value is Office.)



 10. If the claim includes a Referral # or     Office Ref #, enter those values as  they appear on 



the claim, otherwise leave the fields blank.



 11. If the claim includes ancillary claim/treatment information in boxes 40 through 47, 



include that information in the Ancillary Claim Information Section of the page.



 12. In the service line grid at the bottom of the page, enter the  service line information from 



the claim.
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Enter dental claims











 l The system automatically uses the Service Date that you enter at the top  of the 



data entry page to fill the Service  Date column in the service line grid at the 



bottom of the page. You  can change this date if it is not correct.



 l You can enter dental procedure codes in the service line  grid without the "D" prefix 



or leading zeros. For example, the system interprets  an entry of 210 as D0210. The 



system automatically fills in  the Description field, based on  the procedure code 



that you enter.



 l If a dental procedure code requires a tooth, surface, quad,  or arch entry, the system 



prompts you to enter these fields in the service line  grid.



 l If you enter an invalid code, the system displays a warning  message. You can submit 



a claim with an invalid code, if the code you entered  accurately reflects the paper 



claim. The system handles invalid codes later when  it processes claims.



 13. If any notes accompanied the claim, click the Notes tab above the service line grid,  and 



type the notes. 



 14. If any electronic files, x-rays, or other documents accompanied  the claim, click the 



Attachments  tab and attach the documents.   



 15. If the EOB Present  check box is selected, press Alt+O  to open the Capture Other  
Insurance window. Enter coordination of benefits information from the  form attached 



to the claim, click Save, and then click OK.
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Enter dental claims











 16. When you finish your entries, press Alt+A or click Submit, and then click OK.
If the claim entry is complete, the system accepts the  claim; the data entry page is ready 



for the next entry.



If the claim entry is missing required information, the system  will not allow you to 



submit it. For example, if the paper claim you worked from is not legible or  is missing 



information, enter as much data as you can, and  then press Alt+I, or click Tools > Claim 
Inventory to move the claim out of claim entry and into a separate  claim inventory 



database where it can be worked later. 
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Enter professional claims
Use the Main page in the  Professional Claim Capture Module (PCCM) to enter information from 



medical and  professional claims into the Enterprise System.
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Entering a batch of medical/professional claims
 1. On the Main page in  the Professional Claim Capture Module (PCCM), select the  market 



and the Line of Business associated with the  claims you plan to enter.



 2. In the Received Date  field, enter the date the claim was received.



 3. Enter the incremental number that matches the Encounter ID stamped on the paper  



claim.
The system automatically fills the first eight characters  with the received date and fills 



the ninth character with zero, indicating a  paper claim. To automatically increment the 



Encounter ID for subsequent claims,  click the Auto Increment icon .



 4. Enter the Service  Date from the claim.



 5. Enter the Member  ID.



 l If you enter the member's Social Security Number in the  SSN field, the system 



searches for  the member as soon as you press the Tab key. The search returns all 



enrollees  with that Social Security Number, as well as all enrollees whose policy 



holder  has the given Social Security Number. If the search results in a single match,  



the system automatically fills in the member information. If the search results  in 



multiple matches, select the appropriate member from the list.



 l To search for the Member ID, press Alt+S or click the Search icon .  



 l The system automatically fills in the member's eligibility  span, benefit plan name, 
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Enter professional claims











and insurer name.



 l If you enter a Member ID that does not match an existing  Member ID in the system, 



and you are certain the Member ID is correct, enter the  member's name, date of 



birth, and Member ID, and then click Force on the Member Search window. The 



system marks  the item as "incomplete" and allows it to be resolved later. 



 6. If the claim indicates that the member, rather than the payee, should receive payment, 



click the Pay Member check box. If the payee  should receive payment, leave the check 



box cleared.



 7. If an EOB (Explanation of Benefits) is attached to the claim,  click the EOB Present check 



box.  If an EOB is not attached, leave the check box cleared.
You will be required to enter information about additional  insurance in a later step.



 8. Enter Provider / Location /  Payee information.
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Enter professional claims











 l To search for the  Provider ID, press Alt+P or click the Search icon   next to the 
Provider field. If the  provider you select is associated with only one location, the 



system  automatically updates the Location, Payee Information, and Tax ID on the 



data  entry page. If the provider is associated with multiple locations, the system  



prompts you to select the location where services were performed. The system  then 



automatically updates the Payee Information and Tax ID, based on the  provider and 



location information you select.



 l To search for the  Location ID, press Alt+L or click the Search icon   next to the 
Location field. If the  location you select is associated with only one provider, the 



system  automatically updates the Provider, Payee Information, and Tax ID on the 



data  entry page. If the location is associated with multiple providers, the system  



prompts you to select the provider who performed the service. The system then  



automatically updates the Payee Information and Tax ID, based on the location  and 



provider information you select.



 l To search for  the Tax ID, type in the  Tax ID box, press Alt+T, or click the Search 



icon   next to either the Provider or  Location field. Select a Tax ID  from the Payee 
Search window. If the Tax ID you select is associated with only  one location and 



provider, the system automatically updates the Payee  Information, Provider, and 



Location on the data entry page. If the Tax ID is  associated with multiple providers 



and locations, the system prompts you to  select the appropriate entities. The 



system then automatically updates the Payee  Information, Provider, and Location 



on the data entry page.
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Enter professional claims











 l If the payee, provider,  or location on the claim cannot be found in the 
system, press Alt+F or click the Add icon  next to  Provider, and enter the missing 



information. The system marks the provider as  "suspended" and allows the new 



entries to be reviewed and verified later. 



 l You may notice the data entry page flash several times as  the system checks the 



provider, location, and payee records in the Enterprise  System database. You may 



need to pause for a moment before moving on to the next  data entry fields, as the 



system completes its checks and automatically  populates the Payee Information, Tax 



ID, Provider, and Location  fields.



 9. Enter all other information from the paper claim, including at  least one diagnosis code.



 10. In the service line  grid at the bottom of the page, enter the service line information 



from the  claim.
If you enter an invalid code, the system displays a warning  message. You can submit a 



claim with an invalid code, if the code you entered  accurately reflects the paper claim. 



The system handles invalid codes later when  it processes claims.



Use the Diagnosis Codes column to refer back to corresponding Diag codes for each 



service line. This column allows you to reference diagnosis codes without re-entering 



them for each corresponding service line, and it allows you to reference multiple codes 



for each service. You can reference up to eight previously entered Diag codes per service 



line.



For example, suppose a member visits an optometrist due to eye irritation. The 



optometrist then conducts a routine examination, notes the irritation, and removes a 



foreign body from the member's eye. In the Diagnosis Code column below for service 



line 1 (REMOVAL FB), the numbers 2 and 3 are entered, referring back to both Diag 2 and 



Diag 3. Service line 2 (OPHTH SERV: MED), which corresponds to the vision examination, 



has 1 entered in the Diagnosis Codes column to refer back to Diag 1.
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 11. If any notes accompanied the paper claim, click the  Notes tab, and type the notes. To 



switch  between the service line grid and the Notes tab, press Alt+V. 



 12. If the EOB Present  check box is selected, press Alt+O  to open the Capture Other  
Insurance window. Enter coordination of benefits information from the  form attached 



to the claim, click Save, and then click OK.



 13. If extended information applies to this claim, for example, if  this claim is related to a 



work-related accident, auto accident, or other  accident, press Alt+X to open the  



Extended Claim Entry window. Enter  the additional claim information, and then click 



Save and OK.
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Enter professional claims











 14. When you finish your entries, press Alt+A or click Submit, and then click OK.
If the claim entry is complete, the system accepts the  claim; the data entry page is ready 



for the next entry.



If the claim entry is missing required information, the system  will not allow you to 



submit it. For example, if the paper claim you worked from is not legible or  is missing 



information, enter as much data as you can, and  then press Alt+I, or click Tools > Claim 
Inventory to move the claim out of claim entry and into a separate  claim inventory 



database where it can be worked later. 
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Enter professional claims
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Enter facility claims
Use the Main page in the  Facility Claim Capture Module (FCCM) to enter information from facility 



claims  into the Enterprise System.
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Entering a batch of facility claims
 1. On the left navigation pane in the Facility Claim Capture Module (FCCM), select the   



market and the line of business associated with the  claims you plan to enter.



 2.  In the Received  Date field, enter the date the claim was received.
The system automatically enters the current date in the  Entered Date field.



 3. Enter the incremental number that matches the Encounter ID stamped on the paper  



claim.
The system automatically fills the first eight characters  with the received date and fills 



the ninth character with zero, indicating a  paper claim. To automatically increment the 



Encounter ID for subsequent claims,  click the Auto Increment icon .



 4. Enter the Member  ID.



 l To search for the Member ID, press Alt+S or click the Search icon .



 l The system automatically fills in the member's eligibility  information.



 l If the Member ID listed on the claim does not exist in the  system, enter the 



member's name, date of birth, and Member ID, and then click  Force on the 



Member Search window. The system marks  the claim as "incomplete" and allows it 



to be resolved later. 
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Enter facility claims











 5. Enter the information provided on the claim form. Press Tab or Enter to move from 



field to field.



 6. To enter service line information, click Enter Services to open the Facility Services 
Rendered  window.
To move to the Prior Payments spreadsheet, press Alt+Y. To move back to the Services 



spreadsheet, press Alt+S.



 7. When you finish service line entries, press Alt+A or click Accept.



 8. If documents were submitted with the claim, select the type of  document from the Docs 
Attached list.



 9. If an EOB (Explanation of Benefits) is attached to the claim,  click the EOB Present check 



box,  and then enter additional insurance information. If an EOB is not attached,  leave 



the check box cleared.



 10. When you finish your entries, press Alt+A or click Submit, and then click OK.
If the claim entry is complete, the system accepts the  claim; the data entry page is ready 



for the next entry.
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Enter facility claims











If the claim entry is missing required information, the system  will not allow you to 



submit it. For example, if the paper claim you worked from is not legible or  is missing 



information, enter as much data as you can, and  then press Alt+I, or click Tools > 
Claim Inventory to move the claim out of claim entry and into a separate  claim 



inventory database where it can be worked later. 
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Enter other insurance 
information
If a claim is submitted with an EOB (Explanation of Benefit) or other COB  (Coordination of 



Benefits) documentation, click the EOB Present check box during claim entry. Before submitting 



the claim, press Alt+O to open a new data entry window, and then enter and save information 



about the other insurance.



Tips



 l These steps apply to Claim Capture Module (CCM) and Professional Claim Capture 



Module (PCCM).



 l To enter extended information for a professional claim, in  the Professional Claim 



Capture Module (PCCM), press Alt+X to open the Extended Claim Entry page.



Entering other insurance information
 1. On the  Main page in  data entry module, begin entering claim information.



 2. If other insurance information exists for this claim, click the  EOB Present check box.



 3. Finish entering claim information, including service line  details.



 4. Before submitting the claim, press Alt+O to open the Other Insurance Information  



page.



© Wonderbox Technologies, LLC | Version 5.1.1 | 7/24/2012 Claim Entry | 25











If you attempt to submit a claim that has the EOB Present  check box selected, the 



system displays a warning message and prompts you to  enter other insurance 



information.



The Other Insurance Information page lists the procedure  codes entered in the claim's 



service line grid.



 5. Enter the other insurance information submitted with the claim.  Click Save, and then 



click OK.



 6. If you are entering a dental claim, go on to the next step.
To enter extended claim information for a medical professional/vision claim, press 



Alt+X to open the Extended Claim Entry window. Enter details about the insured and 



the patient, and then click Save.



 7. To submit the claim, press Alt+A or click Submit, and then click OK.
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Attach documents during 
data entry
If a claim or authorization includes electronic documents or images, attach  the documents as 



part of entering or editing the claim or authorization. The  attachments become a part of the 



record and are available for review in the  Customer Service Module (CSM) after the claim or 



authorization is processed.



Tips



 l To review documents attached to claims, use the Customer Service Module (CSM). To 



view documents attached to authorizations, use the  Authorization Determination 



Module (ADM).



 l To set up document storage locations and rules, use the  Document Management 



Module (DMM).   



Attaching documents to a claim or authorization 
during data entry



 1. You can attach documents as part of entering or editing a claim or  authorization in the 



data entry module. To attach documents as part  of:



 l Entering a claim or authorization, click Main in the data entry  module, and then 



begin entering information.



 l Editing a claim or authorization, press Alt+E or click Edit > Edit a 
Claim/Authorization.  Search for and select the appropriate claim or authorization.



 2. To attach a document, click the Attachments tab, and then click Attach Documents.
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 3. Select the type of  document you are attaching, enter a description, and then click 



Browse.



 l If you omit a description, the system uses the file name as  the description.



 l If you select the document type "Unknown," the document can  be viewed by 



anyone logged into the system who has rights to view documents of  any type.



 4. Search for and select the document you want to attach, and then  click Attach 
Document.



 5. When you finish attaching documents, click Close.



 6. To display the service line grid again, click the Services tab.To add or update a note  on 



the claim, click the Notes tab.  To switch from one tab to the next, press Alt+V. 



 7. When you finish:



 l Entering a claim or authorization, press Alt+A or click Submit, and then click OK.



 l Editing a claim or  authorization, press Alt+U or click Update, and then click OK.
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What if a member can't be 
found in the system?
If you discover during data entry that the patient information on a claim or  authorization does 



not exist in the system, you can enter the patient's name,  date of birth, and Member ID, and 



then force the information through to the  claim or authorization data entry page. The system 



marks the claim or  authorization as "incomplete" and allows it to be resolved later. 



Tips



 l These steps apply to all claim and authorization data  entry modules: Claim Capture 



Module (CCM), Facility Claim Capture Module (FCCM),  Professional Claim Capture 



Module (PCCM), Authorization Capture Module (ACM),  Professional Authorization 



Capture Module (PACM).



 l If you "force" member information through an authorization  data entry page, you 



cannot submit the authorization with the Individual Mode check box selected.



Example: Submitting a claim for a patient who 
does not have a member  record



In this example, suppose we're entering a claim for Annette Quarles, but an  eligibility record has 



not yet been entered into the system for Annette. To  handle this situation, we can enter 



Annette's information from the paper claim  into the Member Search window, and then force that 



information into the data  entry window, where we can continue entering her claim. Later, we can 



retrieve  and edit Annette's claim with updated eligibility information.



 1. On the Main page in  the data entry module, begin entering claim  information.
In this example, we enter claim information for Annette  Quarles.
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 2. To open the Member Search window, press Alt+S or click the Search   icon.



 3. Search for the patient indicated on the claim.
In this example, we search for Annette Quarles. When the  system cannot find a match, 



it displays a message, "No matching records found,"  and it updates the Member Search 



window with a "Force" button.



 4. To close the "No matching records found" message, press Enter or click OK.



 5. On the Member Search  window, enter the patient's first  name, last name, date of 
birth, and member ID as shown on the paper claim,  and then click Force.



Social Security Number and Group Name are optional; enter  this information if it is 



provided on the claim.



The system updates the data entry page with the member name  and ID that you 



entered, leaves the eligibility information blank, and marks the  claim as "incomplete."
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What if a member can't be found in the system?











 6. Continue entering claim information, and then submit the claim  entry. To work with 



incomplete claims later, use the Tools > Manage Incomplete Claims  menu. 
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What if a provider, location, 
or payee can't be found?
If  provider, location, or payee  information on a claim or authorization does not exist in the 



system during data entry, the information can be entered on the fly. The system creates new 



records automatically, marks  them as suspended, and allows them to be reviewed and approved 



later.  



Tips



 l These steps apply to the following claim and authorization  data entry modules: Claim 



Capture Module (CCM), Professional Claim Capture Module (PCCM), Authorization 



Capture Module (ACM), Professional Authorization Capture Module (PACM).



 l Wonderbox Technologies offers its clients the option of automatically verifying postal 



addresses against the United States Postal Service (USPS) standard, using the Coding 



Accuracy Support System (CASS)     software and Delivery Point Validation (DPV).    



 l To enable the validation service and take advantage of the  Coding Accuracy Support 



System (CASS)     software and  Delivery Point Validation (DPV) process, work with the 



Wonderbox Technologies  Technical Support Team.



 l When the address validation service is enabled, it automatically validates location, 



payee, and tax entity addresses that are entered through the Enterprise System user 



interface. Addresses that are successfully validated are then automatically formatted to 



meet CASS standards. If an address fails validation, users still have the option of saving 



the address through the user interface, but it is not formatted to meet CASS standards.
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Example: Submitting a claim for a new provider



In this example, suppose we're entering a claim submitted by Dr. Anita Tomlin, but a provider 



record has not yet been set up in the system for Dr. Tomlin. To handle this situation, we can 



enter Dr. Tomlin's information from the  paper claim into a data entry window, and then 



continue with the claim data  entry. Later, Dr. Tomlin's new provider record and network 



participation  information can be reviewed and verified.



 1. On the Main page in  the data entry module, begin entering claim or authorization  



information.
In this example, we enter claim information submitted by  Dr. Anita Tomlin. When we 



search for a provider record, we find it does not yet  exist in the system.



 2. To open the Setup window, press Alt+F or click the Add  icon.
If the Setup window does not open and you see the message,  Participation defaults 
have not been defined  for any Networks in this market, it is because default 



settings have  not yet been defined for at least one network in this current market. To 



resolve  this situation, define default network settings in the Provider Contracting 



Module (PCM).   



 3. In the Setup window, enter the provider information from the claim  or authorization.



 4. In the Location and  Payee sections of the window,  click Find to determine whether  



the location and payee associated with the provider have been entered into the  



system.
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What if a provider, location, or payee can't be found?











If the system finds a match, select the appropriate entry.  If not, enter the location and 



payee information from the claim or  authorization. If a new payee uses the same name 



and address as the location,  click Copy Location to copy the  Location information into 



the Payee fields.



 5. When you finish your entries, click Create.
If the Delivery Point Validation (DPV) service is enabled, the system validates the address 



you have entered against the US Postal Service database.   
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What if a provider, location, or payee can't be found?











 6. Continue entering claim or authorization information, and then  submit the entry.   Use 



the Participation > Activate  Providers page in the Provider Contracting Module 



(PCM) to review and  approve new providers, clinic locations, and payees added during 



data entry.  



Tip



When providers, locations, and payees are added during  data entry, the system marks the 



new records as suspended until they are  manually reviewed and approved. Search windows 



display suspended records with red  text.



36 | Claim Entry © Wonderbox Technologies, LLC | Version 5.1.1 | 7/24/2012



What if a provider, location, or payee can't be found?











What if claim information is 
missing?
If you discover during manual data entry that required information is missing from a  claim form 



or is not legible, enter as much of the data as you can, and  then move the claim record out of the 



data entry module and into an offline  claim inventory database where it can be worked later.



Once a claim record is moved into inventory, it is no longer available for  viewing or editing in the 



data entry module. A user interface for working with  claims in the inventory is not currently 



available through the Enterprise System. Contact the Wonderbox Technologies  Technical 



Support Team support team for details  about working with claim records in the claims inventory 



database.



Tip



These steps apply to all claim data entry modules:Claim Capture Module (CCM), Facility Claim 



Capture Module (FCCM), Professional Claim Capture Module (PCCM).



Example: Handling a claim with missing 
procedure codes



In this example, suppose we're entering a dental claim for Mary Jackson and  realize that whoever 



typed the paper claim form inadvertently omitted all of the  service line information. The system 



will not allow us to submit the partial  claim, because service line information is required. To 



handle this situation,  we can move the claim record into inventory and set the paper claim aside 



in an  "inventory" file. Later, someone from our office can contact the provider and  manually 



complete the missing claim information.
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 1. On the  Main page in  the data entry module, enter as much claim information as you 



can.
In this example, we enter claim information for Mary  Jackson.



 2. After entering all of the legible claim information, press Alt+I or click Tools > Claim 
Inventory.
The system opens a Claim Inventory window and fills it with  the claim information 



we've entered so far for Mary Jackson.



 3. On the Claim  Inventory window, identify the problem with the claim.



In this example, we select Miscellaneous in the Claim Problem Type section of the  



window, and then select Procedure Code  Missing.



 4. To move the claim entry out of the data entry and into an offline  claim inventory 



database, click Accept, and then press Enter or click OK.
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View and edit claims
Use the Edit > Edit a Claim  menu in a data entry module to display and edit claims that have 



not yet been  transported into the Enterprise System for processing. Once the Claim 



Transportation Module (CTM) transports a claim, it is no longer available from  the data entry 



module.



Before you begin



The claim search feature is always restricted to return only claims  associated with the current  



market. To display claims from a different market,  select another market from the list in the 



Select Market box at the top of the Main  page before searching for  claims.



These steps apply to Claim Capture Module (CCM) and  Professional Claim Capture Module 



(PCCM).



Viewing and editing claims
 1. In the data entry module, press Alt+E or click Edit > Edit a Claim to open a Claim  



Search window.



© Wonderbox Technologies, LLC | Version 5.1.1 | 7/24/2012 Claim Entry | 39











 2. Enter criteria to narrow the claim search results, and then press  Enter or click Search.



 l The system always uses the current market in its search.



 l If you leave all of the search fields blank, the system  returns all available claims 



associated with the current market. This type of  search can take a long time to 



complete.



 l To return only incomplete claims, click the Incomplete Claims Only check box. 



The  system returns only claims that have been marked as "incomplete." Valid claims  



are not returned.



 l If you do not see the results you expect, it could be  because the claims have been 



transported for processing. Once claims have been  transported, or moved into the 



claim inventory database, they are no longer  available in the data entry module for 



viewing or editing.



 3. Use the Up Arrow and  Down Arrow keys on your keyboard  to move through the list 



of returned claims. To select a claim, highlight it and  press Enter, or double-click  it.
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If only one eligibility span is associated with the  selected patient, the system 



automatically fills the  Main page with claim information. Go on  to the next step.



If more than one eligibility span is associated with the  selected patient, a Member 
Search  window opens.



 l Use the Up  Arrow and Down Arrow  keys on your keyboard to review the member's 



benefit plan eligibility  information.



 l To select one of the records, highlight it, and then press  Enter or click it. The system 



then  fills the  Main page with claim  information based on your selection.



 4. On the Main page,  you can now edit the displayed claim. When you finish your changes, 



click Update, and then press Enter or click OK.
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 5. To page through claims in Encounter ID order, press Alt+J to move the cursor from the  



service line grid to the claim entry section of the page, and then press  the Page Up and 



Page Down keys on your  keyboard.



 l To view claims entered by any user in  this market, select the Audit Mode  check 



box.



 l To view only the claims entered by the currently logged in  user in this market, clear 



the Audit  Mode check box.



 l When you press Page Down, the system attempts to load the  next consecutive 



Encounter ID. For example, suppose Encounter ID 20080119000003  is currently 



displayed. When you press Page Down, the system checks for  20080119000004, 



20080119000005, 20080119000006, and so on. If it cannot find a  consecutive 



Encounter ID after 50 tries, a message box prompts you to either  cancel or continue 



searching through the next 50 Encounter IDs.



 6. Use the tabs at the bottom of the window to review:



 l Services.  Lists details about the services on the claim.



 l Notes.  Displays notes that were typed during claim entry. 



 l Attachments.  Allows you to attach documents to the claim. 



 l Extended Claim  Information. If a claim was entered as part of an electronic  file 



import, this tab displays any extended information about the member or  other 



insurance that was included as part of the claim file. If electronic claim  information 



(EDI) does not apply, the fields on this tab are blank. This  information is available 



only for review and cannot be  edited.



42 | Claim Entry © Wonderbox Technologies, LLC | Version 5.1.1 | 7/24/2012



View and edit claims











Manage incomplete claims 
and authorizations
Use the Tools > Manage Incomplete Claims or Tools > Manage Incomplete  Auths menu 



in any of the data entry modules to work with  claims and authorizations that the system has 



marked as "incomplete." An entry  is "incomplete" if the member identified on the claim or 



authorization does not  exist in the system.



The system may also mark claims and authorizations as "incomplete" during the  validation 



process in the Claim Validation Module (CVM) and Authorization Validation Module (AVM). A 



claim or authorization is considered incomplete  if:



 l Provider is not found.



 l Location is not found.



 l Provider/Location combination is not valid.



 l Member is not found.



 l Dates are in error (for example, date of birth or date of  service).



 l Procedure code is not valid or is missing.



 l Patient name contains illegal characters.



 l Tooth ID is longer than 2 characters.



Incomplete claims and authorizations are not recognized by the Claim Transportation Module 



(CTM) or Authorization Transportation Module (ATM) and  cannot be processed unless they are 



forced through or corrected in a data entry  module.
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To handle an incomplete claim or authorization, you can:



 l Edit it in a data entry module and submit it with updated  information. (If a claim is 



missing only the member name, you may be able to  force the incomplete claim 



through the system and allow it to be processed by  the Claim Adjudication Module 



(CAM).



 l Return the electronic file to the provider for  corrections.



Tips



 l These steps apply to all claim and authorization data  entry modules: Claim Capture 



Module (CCM), Facility Claim Capture Module (FCCM),  Professional Claim Capture 



Module (PCCM), Authorization Capture Module (ACM),  Professional Authorization 



Capture Module (PACM).



 l When searching for claims or authorizations,  click the Incomplete Claims Only  or 



Incomplete Auths Only check box  to return only incomplete claims or 



authorizations.
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Managing incomplete claims and authorizations
 1. In the data entry module, click Tools > Manage Incomplete Claims or Tools > 



Manage Incomplete  Auths.



 2. To edit a claim or authorization in the list, double-click  it.



 3. To check for any additional claim information, click the Extended Claim Information 



tab. If a  claim was entered as part of an electronic file import, this tab displays any  



extended information about the member or other insurance that was included as  part 



of the claim file. If electronic claim information (EDI) does not apply,  the fields on this tab 



are blank. This information is available only for review  and cannot be edited.
Additional provider, location, and payee information may  also have been captured with 



an electronic claim import. If historical claim  import data exists, it is stored in an 



electronic claims import database.  Consult with the Wonderbox Technologies  Technical 



Support Team if you need  access to this database.



 4. If you are unable to complete a claim or authorization, but want  to send it through for 



processing, select its Force check box, and then click Force Checked Items.
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Audit claims
Use the   Edit > Edit a Claim menu in a claim data entry module to review a batch of claims 



entered by any  user for the current  market. Claims available for auditing are limited to those 



entered for the selected market that have not yet been transported for processing. To page 



through claims in sequence, search for and select a claim, and then click the Audit Mode check 



box on the data entry page. 



Tips



 l These steps apply to Claim Capture Module (CCM) and Professional Claim Capture 



Module (PCCM).



 l While auditing and editing claims, you can recognize those  that are incomplete because 



eligibility information is missing.
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Auditing claims
 1. In the claim data entry module, press Alt+E or click Edit > Edit a Claim.



 2. Search for and select a claim.   
The search results are restricted to claims entered for the  selected market that have 



not yet been transported for processing.



 3. When a claim loads, click Audit  Mode check box on the data entry page. This allows 



you to page  through claims entered by any user in the current market.



 4. Use the tabs at the bottom of the window to review:



 l Services.  Lists details about the services on the claim.



 l Notes.  Displays notes that were typed during claim entry. 



 l Attachments.  Allows you to view documents attached to the claim as well as 



attach additional documents.



 l Extended Claim  Information. If a claim was entered as part of an electronic  file 



import, this tab displays any extended information about the member or  other 



insurance that was included as part of the claim file. If electronic claim  information 



(EDI) does not apply, the fields on this tab are blank. This  information is available 



only for review and cannot be  edited.



 5. When you finish reviewing or editing the first claim, press Alt+J to move the cursor 



from the  service line grid to the claim entry section of the page, and then press Page 
Down to display the next claim in  sequence.
When you press Page Down, the system attempts to load the  next consecutive 



Encounter ID. For example, suppose Encounter ID 20080119000003  is currently 



displayed. When you press Page Down, the system checks for  20080119000004, 



20080119000005, 20080119000006, and so on. If it cannot find a  consecutive Encounter 



ID after 50 tries, a message box prompts you to either  cancel or continue searching 



through the next 50 Encounter IDs.
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Validate 
claims/authorizations
Use the  Main > Validation Selection page in the Claim Validation Module (CVM) to select and  



validate claims submitted through the Provider Web Portal or to validate claims and/or 



authorizations submitted through electronic files.



 To  avoid processing conflicts, validate only one electronic file at a time. Wait  until the 
validation status is FINISHED before validating the next file.  Validating multiple files 



simultaneously may have unexpected results or cause  the validation process to fail.
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Validation process



The validation process checks the integrity of claims and authorizations, including:



 l Existence of at least one service line.



 l Valid provider and location IDs.



 l Valid combinations of providers and locations.



 l Valid dates.



 l Valid member eligibility. The Claim Validation Module (CVM) attempts to identify 



member on claims and authorizations and update any missing  information from the 



enrollment records. For details about values the system  inserts into claims and 



authorizations automatically, see the Auto Correct report on the Status tab.



Claims and authorizations that cannot be validated are marked as "incomplete."



For details about incomplete claims and authorizations, see the Incomplete Report on the 



Status tab.



All validated claims and authorizations, including those marked as "incomplete," join claims from 



the claim and authorization data entry modules  to be transported to production. Claims are 



then processed by the Claim Adjudication Module (CAM), and authorizations are determined in 



the Authorization Determination Module (ADM).



Validating claims
 1. On the  Main > Validation Selection tab, select either Electronic Claims or Web 



Claims.



 l To validate claims and/or authorizations imported through the Electronic 



Transaction Module (ETM), click Electronic  Claims.



 l To validate claims submitted online through the Provider Web Portal, click Web  
Claims.



 2. In the Claim Type  box, select the type of claims/authorizations to be validated.
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 3. Select the check box next to the file you want to validate, and  then click Update to view 



the number of records to be validated.



 l To avoid processing conflicts, validate only one file at a  time.



 l If you are validating web claims, you can use the Insurer,  Date Received, Provider, and 



Location tabs to narrow the set of selected  claims.



 l To check for any files added since you started the selection  process, click Refresh 
List. This resets any check boxes you've selected.



 4. To start the validation process, click Validate.



 5. To review the status of the validation process, click the Status tab.   



The currently logged in user receives an email from the  system with a message confirming the 



success or failure of the validation. Email  server information must be configured in the Security 



Configuration Module (SCM). User email addresses must be configured in the Enterprise Security 



Module (ESM).
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Check the status of validated 
claims/authorizations
Use the Main > Status  page in the  Claim Validation Module (CVM) to check the status of 



validated electronic files that contain only claims or both claims and authorizations.



If a validated electronic file contains only authorizations and does not include any claims, the 



status is displayed on the Main > Status page in the Authorization Validation Module (AVM).



Listing the status of validated claims
To control which validation jobs are listed on the Status tab, use the Date Range and Auto 
Update options.



 l The Date  Range field defaults to today's date. If you do not see the  information you 



are expecting on the Status tab, try changing the date range to  a longer date span, and 



then click Refresh.  If a validated electronic file contains only authorizations and does 



not include any claims, the status is displayed on the Main > Status page in the 



Authorization Validation Module (AVM).
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 l The Auto  Update option is enabled by default. When Auto Update is enabled, the  



Status page immediately displays the results of claim and/or claim and authorization 



validations. To display  results manually, clear the Auto Update check box, and then click 



Refresh. 



Generating reports about validated claims
To view and print reports about validated claims, click the links on  the  Main > Status page.



 l Details.  Lists the number of valid, invalid, and total claims for a job on the Claim 



Validation Detail Log. 



 l Incomplete. Lists incomplete claims along with messages reporting what is missing. 



 l Preview.  Displays complete information for the import on the Claim Import Data 



Preview report. Once a job has been  validated, the Preview button is  no longer 



available, because the data has been moved out of the import  database. 



 l Not Found. Displays a summary of reasons why entities were not found in the system 



on the Provider, Location & Member Not Found report. In addition, each Claim/Auth ID 



on the report can be expanded to display full details about the advanced logic that was 



used in an attempt to match the imported information against entities in the system. 



This option does not apply to web service transactions. 



 l Auto  Correct. Lists any values the Enterprise System has automatically inserted into 



claim/authorization records during the validation. 
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View a summary of validated 
claims
Claim Validation Summary
Use the  Main > Summary page in the Claim Validation Module (CVM) to view, save, and print a 



Claim Validation Report Summary.



The report lists the claim/authorization validation jobs processed during a specified  period of 



time. The report includes the job ID, the date and time the validation  job started and finished, the 



name of the validated claim file, and the job  status.



 l To change which validation jobs are listed on the report,  change the dates in the Date 
Range  field.



 l To save and print a report, first export it as a PDF, and then print it from the Adobe 



Reader. 
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Transport claim records
Use the  Main > Transportation  Selection tab in the Claim Transportation Module (CTM) to 



select and transport a set of  claims.



 1. On the Main > Transportation  Selection tab, select Electronic  Claims, Web  
Claims, or Claim  Capture Claims.
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 l To transport claims imported through the Electronic Transaction Module (ETM), click 



Electronic  Claims.



 l To transport claims submitted online through the Provider Web Portal, click Web  
Claims.



 l To transport claims entered through the Claim Capture Module (CCM), click Claim 
Capture  Claims.



 2. In the Claim Type  box, select the type of claims to be transported.



 3. Use the tabs on the page to select which claims you want to transport into the 



Enterprise System. 



 4. Use the check boxes, Select  All, and De-Select All  buttons to select which claim files 



you want to transport.
To check for any files added since you started the selection  process, click Refresh List. 



This resets any check boxes you've selected.



 5. After selecting claims, click the Update button to view the number of  records to be 



transported.



 6. When you finish selecting a set of claims, click Transport.



 7. To review the status of the transportation process, click the  Status tab. 
When claims are transported, the currently logged in user receives an email from the  



system with a message confirming the success or failure of the transport. User email 



addresses must be set up in the Enterprise Security Module (ESM).



Check the status of transported claims
Use the Main > Status page in the Claim Transportation Module (CTM) to check the status  of 



transported claim files.
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Listing the status of transported claims
To control which transportation jobs are listed on the Status tab, use the  Date Range and Auto 
Update options.



 l The Date  Range field defaults to today's date. If you do not see the  information you 



are expecting on the Status tab, try changing the date range to  a longer date span, and 



then click Refresh.



 l The Auto  Update option is enabled by default. When Auto Update is enabled, the  



Status page immediately displays the results of claim validations. To display  results 



manually, clear the Auto Update check box, and then click Refresh.



Generating reports about transported claims
To view and print reports about transported claims, click the report links on the Main > Status 



tab.



 l Details. 



 l Log  (available only when a transport process fails). 



Transportation Summary
Use the Main > Summary page in the Claim Transportation Module (CTM) to  view, save, and 



print a Claim Transportation  Report Summary.
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The report lists the claim transportation jobs processed during a specified  period of time. The 



report includes the job ID, the date and time the  transportation job started and finished, the 



name of the transported claim file,  and the job status.



To change which transportation jobs are listed on the  report, change the dates in the Date  
Range field.
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Vestica Healthcare, LLC  



Section 3: 



Technical Requirements 



3. SCOPE OF WORK  



The successful vendor will process non-Medicaid medical and dental claims for inmates who have had health 



care services and/or treatments outside the prison or from outside providers.  The claims will be paid from an 



account funded by NDOC.  The vendor will coordinate with NDOC and NDOC’s Preferred Provider Organization 



(PPO) Network(s). The current PPO networks used by NDOC are Multiplan for southern Nevada and Hometown 



Health for northern Nevada.  NDOC currently provides its own Utilization Review.  Coordination with NDOC will 



include receiving participant eligibility dates and service authorization information to determine eligibility.   



The successful vendor may be required to appear before necessary legislative governmental meetings, and 



possibly, the Interim Finance Committee of the Nevada State Legislature. 



3.1 GENERAL VENDOR REQUIREMENTS 



Prospective vendors must agree to comply with listed minimum requirements.   



3.1.1 Vendor shall provide all usual services incident to the settlement of claims in accordance with plan 



provisions, including but not limited to: 



 3.1.1.1 Providing appropriate forms; 



3.1.1.2 Limited medical review; 
3.1.1.3 Adjudication; 



3.1.1.4 Records retention; 
3.1.1.5 Check issuance; 



3.1.1.6 Overpayment recovery; 
3.1.1.7 Resolution of provider inquiries; and 



3.1.1.8 Payment discrepancies. 



Vestica Healthcare will provide these services. 



3.1.2 NDOC prefers that the selected TPA vendor have an office in Nevada, but it is not required by law.  If 



selected, where would the claims be paid by the vendor?   



Vestica Healthcare will process and pay the State of Nevada Department of Prisons Medical Plan 



claims from our headquarters located at: 



 N92 W14612 Anthony Avenue 



Menomonee Falls, WI 53051-3140 



 



Vestica can meet with NDOC personnel in person as requested. 
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3.1.3 Vendors shall provide a copy of all appropriate State/County/City licensure with their response. 



Vestica Healthcare will apply for a business license upon award of the NDOC contract. 



3.1.4 Vendor shall have a Third Party Administrator’s license issued by the Nevada Division of Insurance prior 



to approval by the Nevada State Board of Examiners.  



Vestica Healthcare has a State of Nevada third party administrator’s license.  The license number is 



922729.  A copy of our third party administrator’s license has been included in Tab IV: State 



Documents, for your records. 



3.1.5 Vendor shall have a Nevada Third Party Administrator’s bond in an amount required by the Division of 



Insurance.   



Vestica Healthcare has a Nevada Third Party Administrator’s bond in an amount required by the 



Division of Insurance.  A copy of our insurance bond has been included in Tab IV: State Document, for 



your records. 



3.1.6 Vendor shall have the capability of interfacing with the PPO to electronically re-price claims. 



Vestica Healthcare has the capability and experience of interfacing with the PPO to electronically re-



price claims.   



3.1.7 Vendor shall provide Internet or other acceptable access for use by authorized NDOC staff when 



accessing vendor’s claims processing system and printing information concerning NDOC inmate 



acclaims an status information. 



Vestica Healthcare’s information system is a web-based tool which is accessible via the internet, 



allowing for secure system access from any location with high-speed internet access.  NDOC 



personnel with appropriate security permissions can view real time claims information on any 



computer with internet connection and Internet Explorer web browser.  



3.1.8 Vendor’s customer service representatives shall be available by calling a toll-free, national telephone 



number between the hours of 8:00 a.m. and 5:00 p.m. Pacific Time, Monday through Friday, except 



State-recognized holidays. 



Vestica Healthcare will have a dedicated toll-free number and staff available to address Customer 



Care questions upon contract award.  The Customer service department will be available from 8:00 



a.m. to 5:00 p.m. Pacific Time, Monday through Friday, except State-recognized holidays.  To better 



accommodate callers, we utilize an automated phone system that allows providers to call in and 



obtain information at any time, whether it is after hours, weekends or holidays.  The Integrated Voice 



Response (IVR) automated system is available 24/7 and is currently accessible in both English and 



Spanish.  Providers have the ability to access, amongst other things; benefit level details, enrollment 



information, eligibility verification and a “Find a provider” search directory.  These self-servicing 



options increase provider satisfaction rates and improve program efficacy.  



After-hours callers who wish to speak to a live CSR have the ability to leave a voicemail for a return 



call the next business day and can specify at what time and number that return communication is to 



take place.  All messages that do not specify a call-back time are returned the following business day.  



After-hours callers are always instructed to hang up and dial 911 in the case of an emergency. 



In addition, Vestica can also provide a provider web portal that will allow registered providers to 



access claim and remittance information online and in real time instead of calling the support line.  



The provider web portal can also be used to submit claims online.   
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3.2 ELIGIBILITY SYSTEM REQUIREMENTS 



3.2.1 Vendor’s eligibility system must store, at a minimum, the following information for each inmate: 



3.2.1.1 Name; 



3.2.1.2 Birth date; 



3.2.1.3 Location; 



3.2.1.4 NDOC ID Number; 



3.2.1.5 Effective date; 



3.2.1.6 Termination date;  



3.2.1.7 Boarder status effective date; and   



3.2.1.8 Boarder status termination. 



Vestica Healthcare has been the TPA for the Wisconsin Department of Correction since 2005 and has 



these requirements already in place.   



Vestica Healthcare uses the Wonderbox Technologies Enterprise System software platform to manage 



inmate eligibility.  The Enterprise System can support data file extracts from external systems and can 



receive and upload incoming files in either proprietary or HIPAA-compliant formats. The Enterprise 



System can, and has been, successfully integrated with numerous other third-party external systems. 



3.2.2 Awarded vendor’s eligibility system must be available with online access.   



3.2.2.1 Eligibility for each prison inmate is determined by the value in an “eligibility field,” which is 



contained on the inmate identifier record.  



3.2.2.2 The inmate identifier record is stored electronically and updated daily and/or weekly by the 



NDOC Division of Offender Management.   



Vestica Healthcare has been the TPA for the Wisconsin Department of Correction since 2005 and has 



these requirements already in place. 



3.2.3 Awarded vendor’s systems environment must accept daily and/or weekly electronic transmission of an 



updated inmate identifier file, which contains changes and updates to NDOC inmate eligibility status.  



Vendor’s eligibility system must be integrated with the claims system so that eligibility is automatically 



checked on every claim. 



Vestica Healthcare has been accepting Wisconsin Department of Corrections inmate identifier data 



files since 2005 and is fully able to comply with this requirement.  



Vestica Healthcare’s technical staff has over 20 years of experience handling EDI files.  Our 



experience encompasses generating and transmitting encounter reporting; importing, processing, 



and managing claim/authorization EDI files and Medicaid/Medicare eligibility EDI files; and 



understanding and applying different electronic file formats required by each state. 



The Wonderbox Technologies’ Enterprise System is comprised of over 35 distinct, yet integrated 



modules; each module is designed to handle a subset of benefit management. The Enterprise System 



offers fully integrated claims processing, authorization processing, case management, analytical 



reporting, and customer service tools, among many other features. With its integrated database, 



information is stored just once, and then referenced throughout the system, wherever it is needed. 



The Enterprise System is entirely web-based, with users needing only a supported web browser to 



securely access system features. 
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3.2.4 Awarded vendor’s system must be capable of identifying eligibility exceptions, i.e., claim payment 



denials due to participant ineligibility. 



 Vestica Healthcare will comply with this requirement. 



Working together, Vestica Healthcare and NDOC  plan and implement a custom configuration of the 



Enterprise System to accommodate edits, and manage the NDOC and contract-specified restrictions 



on conditions that must be met for claims to be paid across multiple benefit packages. 



Within the Enterprise System, the Claim Adjudication Module (CAM) edits, adjudicates, and pays 



claims based on client-defined rules.  The Edit Cycle runs a series of edits against claims and services 



in the batch and marks exceptions for review. Exceptions include both an exception code and a 



detailed exception message that identifies the error and its cause. Client edits can be configured to 



meet NDOC or contract-specified restrictions. 



Client-defined rules in the Claim Adjudication Module directly influence whether a claim is 



systematically adjudicated without review and either paid or denied based on processing rules, or 



“pended” and held back from further processing pending manual review. 



Client-specific settings and client edits are commonly defined and developed during the 



implementation phase for each client in order to address their unique business objectives. Client edits 



are set up by our Client Support Service (CSS) department and do not require a programming change 



to the Enterprise System. 



3.2.5 Awarded vendor’s eligibility system must store historical information.  The system shall indicate all past 



eligibility effective dates and termination dates, not just positive records. 



Vestica Healthcare’s Enterprise System will comply with this requirement. 



Each inmate and each provider is assigned a unique internal identification number (an Enrollee ID for 



inmates, a Provider ID for providers) that the Enterprise System uses for all internal functions. 



Additional entity ID numbers, such as a Medicaid ID for recipients, or an NPI for a provider, are helpful 



for searching and historical reference, but the Enterprise System uses the internal ID numbers for 



actual processing, since “external” numbers, such as Medicaid IDs, may change over time. Enterprise 



System internal IDs do not change and persist for the entire history of the inmate and provider. 



When eligibility reference data is updated, referential integrity is maintained in the Enterprise System 



databases to allow all historical information to be accessible. This is accomplished by using effective 



and termination dates on the eligibility spans. Historical data is only purged from the system per the 



client’s direction. Eligibility effective and termination dates are captured for every member. 



 Vestica Healthcare maintains a complete audit trail of the information that is used to edit and 



adjudicate claims at the point in time when they were originally processed. 



3.2.6 Boarder Status effective date and termination date is an identifier field which indicates an inmate is 



being housed in an NDOC facility under an Interstate Compact or other inter-jurisdictional agreement. 



Vestica Healthcare will comply with this requirement. 



The Enterprise System gives Vestica Healthcare tremendous flexibility in defining business rules 



tailored to the specific requirements of the contracting organization. 



3.2.7 Awarded vendor shall receive and maintain a claims history database.   



Vestica Healthcare will comply with this requirement. 
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The Enterprise System tracks each claim, using its unique numbering system, from entry to payment, 



and maintains complete claim history records. Given proper security access, claim data is available 



through the Client Web Portal and the Provider Web Portal. The Client Web Portal allows authorized 



NDOC users the ability to monitor claim history and activity through the Customer Service Module. The 



Provider Web Portal allows registered providers to monitor their own claim history and activity. Claim 



information that can be tracked through the Enterprise System includes, but is not limited to: 



 Current claim status 



 Claim history 



 Payment history by offender 



 Claim adjustments 



 Payment refunds 



3.2.7.1 The database will be accessible by NDOC personnel online via secure website to view individual inmate 



claims history or specific claim information.   



Vestica Healthcare will comply with this requirement. 



Vestica has a number of sophisticated online tools available for executive-level monitoring, analysis, 



and forecasting. 



Vestica will provide a Client web portal that will allow authorized NDOC users the ability to access 



claim status information on a real-time basis. 



3.2.7.2 The awarded vendor shall provide the State with a copy of the documentation that explains the 



definitions, interactions, relationships, calculations, and derivations of fields and records for vendor’s 



claim system.   



If chosen as the preferred vendor, Vestica Healthcare will provide the NDOC with appropriate system 



documentation.   



3.2.8 The awarded vendor shall provide real-time report generation capability for the claims history database.  



Reports should be available in PDF format or downloadable to an Excel spreadsheet.  Standard reports 



should include:  



3.2.8.1 Administrative Reports 



A. Check register reconciliation; 



B. Outside medical and dental expenses; 



C. Check Detail Reports; 



D. Check register reports by patient name; 



E. Check register reports by provider ID; 



F. Check adjustment reports; and 



G. Boarder Status. 



3.2.8.2 Refund reports 



3.2.8.3 Overpayment reports 



3.2.8.4 Claim Detail Reports 
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A. Claim reports by location; 



B. Claim reports by diagnosis; 



C. Claim reports by patient ID; 



D. Claim reports by provider ID; and 



E. Claim reports by DOS. 



3.2.8.5 Claim Summary Reports 



A. Claim turn around; 



B. Cost of benefit by location; 



C. Denied claims; 



D. Hospitalization summary; 



E. Paid claims by month; 



F. Paid claims by paid date; and 



G. Paid claims by provider. 



3.2.8.6 Dental Claims 



A. Denied dental claims; 



B. Closed out dental claims; 



C. Paid dental claims by month; 



D. Paid dental claims by paid date; and 



E. Paid dental claims by provider. 



3.2.8.7 Recap Summary Reports 



A. Age and sex recaps; 



B. Dental procedure recaps; 



C. Diagnosis code recaps; 



D. Explanation code recaps; 



E. Plan recaps; 



F. Procedure code recaps; 



G. Provider recaps; and 



H. Service code recaps. 



3.2.8.8 Vendor must allow reports to be generated with user-definable search criteria such as (but not 



limited to) dates of service, dates of payment, and institution (inmate location).  Vendor will 



provide at no extra cost custom reports that are not available within the standard query.  



Vestica Healthcare has been the TPA for the Wisconsin Department of Correction since 2005 and 



already has these report requirements in place. We will also meet the needs of additional NDOC 



business requirements as needed. 



The words—real-time, online, anytime—sum up our innovative approach for putting the analytical 



power of the system into the hands of our clients. Our clients can log on to our Client Web Portal and 



instantly monitor financial trends and claim liability; track Call Center activity; generate up-to-the 



minute provider profiling; review claim and authorization volumes, processing status, and turnaround 



times; run detailed statistical analysis against paid claim data; and much more.  



Analytical tools include Executive Dashboards, Provider Profiling tools, Paid Claim Analysis tools, 



Quick List reports with linked Profile data, and the Enterprise Business Intelligence System (eBIS). All 



of these tools are customizable through the user interface, with advanced filtering options that allow 
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flexible, focused analysis without programming. All data exposed through the Client Web Portal is real-



time data, drawn directly from Enterprise System databases. On-demand reports generated with 



these analysis tools can be exported in a variety of file formats, including PDF, CSV, XML, and Excel. 



Our clients have hands-on oversight into program financials and operating metrics—anytime from 



anywhere—by simply logging on to a website. 



Report Development. In addition to Enterprise System analysis and reporting tools available on-



demand through the user interface, any data stored in the Enterprise System databases can easily be 



extracted to create scheduled reports that meet client requirements for data, layout, and file format 



without a programming change to the system. Client requirements for custom reports are typically 



defined and developed by Vestica Healthcare Account Managers and Customer Support Solutions 



(CSS) teams during the implementation process. After go-live, Account Managers work with clients to 



define requirements to meet changing business needs and then collaborate with our technical staff to 



design, develop, and deliver client-defined reports. [Because clients have online access to 



dashboards and other analytical tools, dependence on customized reports is minimized. 



3.2.8.9 Vendor’s claims payment system must automatically edit for the following: 



A. Hospital pre-admission authorization; 



B. Authorized Length of Stay (LOS); and 



C. Authorized procedures. 



Vestica Healthcare will comply with this requirement. 



The Enterprise System has the ability to automatically link claims to specific pre-authorized services 



and decrement (consume) prior authorizations based on specific encounter data submitted by the 



provider. The rules for matching claims to specific pre-authorized services are tailored to the client’s 



specific requirements through the Authorization Requirements Module (ARM). 



When the system cannot match a service that requires pre-authorization against an open 



authorization, an exception is recorded on the service. The NDOC can review these exceptions before 



final adjudication of the claim. 
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3.3 UTILIZATION REVIEW REQUIREMENTS 



Provider must include the following services: 



3.3.1 The system must provide NDOC staff the ability to issue payment authorization or denial by incident 



and/or dollar amount. 



Vestica Healthcare will provide NDOC staff the ability to issue payment authorization or denial by 



incident and/or dollar amount.   



We can configure the Enterprise System to pay or deny claims and/or services based on NDOC 



business rules.  These client-defined rules directly influence whether a claim is systematically 



adjudicated without review and either paid or denied based on processing rules, or “pended” and held 



back from further processing pending manual review. 



The Enterprise System provides many ways to accomplish business requirements for setting limits 



and restrictions on benefit packages. The Enterprise System’s flexibility promotes Vestica 



Healthcare’s goal of 100% auto adjudication of claims whenever possible. 



3.3.2 The system must be flexible enough to hold NDOC information necessary for statistical information, such 



as, but not limited to: 



3.3.2.1 Number of inmates referred to outside consultants by each staff physician; 



3.3.2.2 Number of inmates attending each on-site clinic each month; and 



3.3.2.3 List of inmates by authorization code. 



The Enterprise System has the capability to hold the information necessary for statistical information.   



Please refer to section 3.2.8.8 for a detailed response. 



3.3.3 The system must allow access to provider’s database for UR determinations. 



Vestica Healthcare will comply with this requirement. 



Please refer to section 3.2.8.8 for a detailed response. 



3.3.4 The system must allow access to PPO information. 



Vestica Healthcare will provide access to PPO information. 



3.3.5 The system must provide NDOC staff the ability run daily, weekly, and monthly reports which include, but 



are not limited to: 



3.3.5.1 Average length of stay; 



3.3.5.2 Dates of service; and 



3.3.5.3 A follow-up listing for concurrent review. 



Vestica is in agreement with this requirement and can provide these reports. 



Please refer to section 3.2.8.8 for a more detailed response. 



  











Section 3: Scope of Work 
Request for Proposal 3086    State of Nevada, Department of Corrections 



 



Vestica Healthcare, LLC Copyright © 2013 Page 10 of 60 



 



  











Section 3: Scope of Work 
Request for Proposal 3086    State of Nevada, Department of Corrections 



 



Vestica Healthcare, LLC Copyright © 2013 Page 11 of 60 



 



 



3.4 HIPAA REQUIREMENTS 



The Health Insurance Portability and Accountability Act (HIPAA) was enacted in 1996. HIPAA’s Administrative 



Simplification provisions address several issues concerning health care transactions including: 



3.4.1 Electronic Data Interchange (EDI) Standards for electronic health care transactions; 



3.4.2 Standards for medical data code sets; and 



3.4.3 Unique identifiers for providers and individuals. 



3.4.4 HIPAA’s other provisions include:  



3.4.4.1 Security standards for all - 1) health information that is maintained or transmitted 



electronically, and 2) electronic signatures; and 



3.4.4.2 Regulations protecting the privacy of individually identifiable health information. 



3.4.5 Proposing vendors must specify vendor’s state of compliance with all HIPAA requirements. 



Answers to 3.4.1 through 3.4.5 follow below: 



Vestica is fully compliant with all HIPAA requirements.   



Vestica Healthcare has well-established HIPAA privacy and security policies in place to safeguard 



Protected Health Information (PHI) and electronic Protected Health Information (ePHI). Vestica 



Healthcare also develops additional customized policies and procedures to ensure compliance within 



the terms and conditions of any client-specific contract. Additional PHI and ePHI security measures 



include (but are not limited to): 



Secure Data Center:  



Vestica’s sister company, Wonderbox Technologies, owns and operates two data centers in highly 



secure environments that are configured to operate independently for disaster recovery and business 



continuance purposes. 



Data Back Up/Recovery Policy and Procedure. 



Formal policies and procedures outline system backup schedules and processes, including where the 



information is stored and who has access. 



Security Policies and Procedures.  



Formal policies address issues such as the issuance and revocation of user passwords to both the 



network and Enterprise System deployments. Only authorized users are given access to networks and 



systems.  



Firewall/Antivirus.  



Outlined in the Security Policies and Procedures, the company utilizes software antivirus solutions 



and also has a firewall in place. 



Data Encryption.  



All outgoing emails are encrypted utilizing Transport Layer Security (TLS).  



Database foreign key constraints.  



These constraints deny improper data alteration.  
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Claim Audit Procedures.  



Claims are reviewed by internal system checks and manual review.  



Data Reconciliation.  



Enrollment Reconciliation is performed with clients and/or appropriate state agencies or third-party 



data vendors. Revenue Reconciliation is performed with clients. Reports, both summary and detail, 



are provided to clients regularly. 



Audits. 



Audits with governing bodies are conducted regularly. 



HIPAA Transaction Set Formats.    



The Enterprise System supports the following HIPAA-compliant ANSI X12 Version 5010 Transaction 



Sets: 



 EDI Health Plan Enrollment, Disenrollment and Maintenance Transaction Set (834). 



 Eligibility Status Request (270), Eligibility Status Response (271). 



 EDI Health Care Claims or equivalent Encounter Information Transaction Sets (837D, 837I, 



837P). 



 EDI Health Care Claim Payment/Remittance Advice Transaction Set (835). 



 Health Care Claim Status Request (276), Health Care Claim Status Response (277) 



Transaction Sets. 



 Claim Acknowledgement (277CA) Transaction Set. 



 EDI Functional Acknowledgement (997). 



 Implementation Acknowledgement (999). 



3.4.6 Vendor must be able to process transactions using ICD-10-CM Diagnosis Codes, CPT Procedure Codes, 



HCPCS Procedure Codes, NDC Drug Codes and ADA Code on Dental Procedures and Nomenclature for 



dental services which have been identified in the HIPAA regulations.   



Vestica Healthcare is able to process transactions using these codes and adheres to all standard 



coding for ICD-9, CPT/HCPCS, NDC Drug Codes, ADA and modifiers within its claim adjudication 



module. 



Design and development are in progress for ICD-10 compliance, with a June, 2014 target release 



date.  This date is more than three (3) month prior to the mandated implementation date of October 



1, 2014. 



3.4.7 Vendor must specify what data content, conditions, codes, and formats their system currently supports 



and/or uses, if different from those specified in 3.4.6. 



The Enterprise System is designed to be HIPAA and (ARRA) HITECH security compliant. Vestica 



Healthcare use HTTPS protocol for all Internet-based transactions.  
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3.5 SECURITY STANDARDS 



3.5.1 Does the system have ID and password protection to guard against incorrect internal use or access to 



the data?  



Yes.  The Enterprise System’s integrated security is modeled after a domain-based security system. 



Individual system users are assigned to one or more Groups, and they inherit the rights (or policies) of 



the Group(s) that they belong to. The Group/User security access rights are configurable down to the 



individual features within each of the Enterprise System modules (or components). 



The Enterprise System’s security system is built on top of ASP.NET Authentication and implements a 



derivation of ASP.NET Membership Services, using the System’s database as the data source. User 



credentials are stored in the Enterprise System’s proprietary database, with passwords stored as 



encrypted values and usernames as clear text. 



The Enterprise System has several external facing Web Portals that give specific  



external “user profiles” access to a predefined set of features. First-time external users such as 



Providers, Service Location Representatives, and Payees must register via a predefined web-based 



registration process. Once users are registered, their user credentials are maintained with the same 



security infrastructure as internal users. 



3.5.2 Have plans been made for the system to produce sufficient audit trails to satisfy the HIPAA Privacy and 



Security regulations?  



Yes.  Every action associated with a claim and authorization is tracked from the time it is received and 



entered including information tracking who entered the data, what edits or comments were applied, 



which pricing rules were applied during processing, as well as any manual changes, approvals, or 



denials. All actions are recorded in an audit log during each processing stage, allowing a complete 



audit trail that traces the claim or authorization from the moment Vestica Healthcare receives it 



through its final determination. The change history and audit log are accessible through various 



modules in the Enterprise System with appropriate security permissions. 



3.5.3 Please explain how security is set up in the system, as well as the different levels of security. 



The Enterprise System’s integrated security is modeled after a domain-based security system. 



Individual system users are assigned to one or more Groups, and they inherit the rights (or policies) of 



the Group(s) that they belong to. The Group/User security access rights are configurable down to the 



individual features within each of the Enterprise System modules (or components). 



As described above in 3.5.1, the Enterprise System’s security system is built on top of ASP.NET 



Authentication and implements a derivation of ASP.NET Membership Services, using the System’s 



database as the data source. User credentials are stored in the Enterprise System’s proprietary 



database, with passwords stored as encrypted values and usernames as clear text. 



The Enterprise System has several external facing Web Portals that give specific  



external “user profiles” access to a predefined set of features. First-time external users such as 



Providers, Service Location Representatives, and Payees must register via a predefined web-based 



registration process. Once users are registered, their user credentials are maintained with the same 



security infrastructure as internal users. 
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Vestica Healthcare and Wonderbox Technologies regularly participate in independent, third-party 



security audits, including Web Application Security scans of the Enterprise System and Vulnerability 



Security Scans against our data center. In addition, Wonderbox Technologies participates in annual 



SOC 1 Type II Audits. 



Vestica Healthcare and Wonderbox Technologies utilize HTTPS protocol for all Internet-based 



transactions and recommends that our customers utilize VeriSign SSL Certifications with 256-bit 



encryption at a minimum. We also recommend that our clients implement TLS encryption for SMTP 



protocol to secure automated email messages initiated from the Enterprise System, as well as 



encryption for all secure FTP (FTPS) protocol data file exchanges. 



Wonderbox Technologies is a voting member of the Accredited Standards Committee (ASC) x12. We 



support Strategic National Implementation Process (SNIP) tests for data validations. Members of our 



technology team hold multiple certifications, including Microsoft Certified Technology Specialist – SQL 



Server and the extremely rigorous Microsoft Certified Master of SQL Server. 
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3.6 CLAIMS PROCESSING SERVICES 



This section contains additional specifications the awarded vendor should provide to fulfill the requirements of 



the contract.  Please indicate your company’s ability to meet the specifications.  If your ability to meet a 



specification differs from the description offered, please indicate your method or provision and note such on 



Attachment B of this RFP.  Some items request specific information about your claims processing system.  Please 



provide any information requested. 



3.6.1 Preferred Provider Organization System Interaction 



3.6.1.1 List all PPO networks for which you currently process claims. 



Vestica and its family of companies are Third Party Administrators for many payer clients who each 



have many PPO networks that they utilize.  These networks are all set up in our software system.  A 



sampling of clients is below: 



 Wisconsin Department of Corrections 



 MedStar – MD and DC 



 Aetna – CO, KS City, TX, OK, and FL 



 Amerigroup – GA, NV, KS, WA, and NY 



 CareSource 



 Coventry  



 Horizon Blue Cross, Blue Shield of NJ 



 Keystone First 



 United Concordia 



 United Healthcare  



3.6.1.2 Describe any differences between how your system is updated/ claims are processed for your 



own PPO network and how claims are processed outside your network. 



Vestica uses the Provider Contracting Module (PCM), part of Wonderbox Technologies’ Enterprise 



System, to maintain provider demographics. The data that is included,, but not limited to, is NPI 



number, contract effective dates, and client-specific rate information necessary to process claims.  



Vestica Healthcare loads the contracted fee schedules provided to us by the NDOC.  In the software, 



we assign these fee schedules to the appropriate providers and hospitals. When claims are 



processed, the adjudication process assigns the appropriate fees to the services being rendered.   



The Enterprise System claim processing functionality allows for claims that meet certain criteria 



defined by NDOC, including provider network restrictions. The critieria will indicate if the claim is to be 



processed and/or paid automatically. Exceptions to these business rules (criteria) can be routed to 



work queues for assignment to appropriate individuals to review and determine how to handle these 



claims.   



3.6.1.3 Describe how the system will flag PPO providers and apply negotiated PPO rates during claims 



processing.   
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As described in 3.6.1.2, when a claim is edited, its services are identified as “in” or “out of network,” 



based on the provider and the business rules set up in the system. The Enterprise System 



automatically links NDOC PPO provider negotiated rates to incoming claims. If a claim does not meet 



NDOC pre-defined business requirements, such as an unknown inmate, the claim is recorded in 



Vestica Healthcare’s image scanning and inventory control system and a letter to the provider is 



generated. These letters inform the provider of key details such as incomplete or inaccurate 



information, why the claim was not accepted and processed and the next steps the provider must 



take. 



Data entry controls prevent claims with missing information from being submitted. Claims that have 



been submitted through the web portal or imported through electronic files are validated for quality 



and completeness. Any errors with the claim validation process are itemized back to sender through 



an ANSI 997 Acknowledgement report. 



Once all claims are converted to electronic format and validated, they move systematically through an 



edit, adjudication, and payment process. During the edit process, the system automatically applies 



pre-defined business rules. Claims and services requiring manual review are identified. 



All other claims that are successfully edited move to the adjudication cycle, where they are priced and 



prepared for payment. 



Once payment reports generated by the adjudication cycle are reviewed and approved, the payment 



cycle generates checks, electronic payment files, and remittances. 



3.6.1.4 Describe the extent to which claims examiners will apply manual processing steps to 



adjudicate claims from these providers. 



Vestica Healthcare’s approach to claims payment is cutting edge. Rather than manually processing 



payments one claim at a time, we systematically process batches of claims. To do this, we invest a 



significant amount of time during implementation to learn and understand all aspects of our client’s 



benefits, authorization rules, and provider reimbursements, so that we can customize our system for 



your individual needs. This not only allows efficiencies in our processing, but also more consistent, 



accurate results. In our mature client relationships, such as Wisconsin Department of Corrections, we 



typically encounter auto adjudication rates of up to 95%. 



In the event that manual processing is necessary, claim examiners will apply the appropriate fee 



schedules and reimbursements to the claims. 



3.6.2 Vendor shall settle all claims received after the proposed effective date of July 1, 2014.  Although it is 



anticipated the current administrator will pay the run-out claims, the awarded vendor must provide a 



separate, per-claim cost for run-in services (see Section 5,  Cost). 



Vestica will comply with this request.  Please refer to Part II, Tab II: Cost Proposal, for our run-in 



services per-claim cost.   



3.6.3 The vendor shall provide an eligibility exception report of records that do not match the vendor’s existing 



data.   



3.6.3.1 Exception reports must be reconciled weekly with the NDOC.   



3.6.3.2 Eligibility information shall also be forwarded to the Utilization Review Section each week. 



Vestica will comply with these requirements and provide an eligibility exception report of records that 



do not match our records, according to the weekly schedule you require.   



3.6.4 Specify the details of the software system you currently use.  Explain the following: 
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Vestica Healthcare uses the Enterprise System software from its sister company Wonderbox 



Technologies. As described in 3.2.3, the Enterprise System is comprised of over 35 distinct, yet 



integrated modules; each module is designed to handle a subset of benefit management. The 



Enterprise System offers fully integrated claims processing, authorization processing, case 



management, analytical reporting, and customer service tools, among many other features. With its 



integrated database, information is stored just once, and then referenced throughout the system, 



wherever it is needed. The Enterprise System is entirely web-based, with users needing only a 



supported web browser to securely access system features. 



The Enterprise System software platform offers hundreds of customizable features designed to lower 



costs for the State of Nevada. Some key features and benefits include: 



Program transparency and oversight.  



Because transparency and oversight are crucial components of any well-managed healthcare 



program, our software platform includes numerous real-time dashboards and customizable on-



demand reports that provide our clients with an unprecedented level of transparency into program 



operations.  



On-demand provider profiling and analysis reports.  



The Enterprise System includes an innovative Provider Profiling tool to assess practice patterns and 



identify outliers. The Enterprise Business Intelligence System (eBIS) provides access to hundreds of 



customizable, ad hoc data analysis reports to help manage benefit costs and identify areas of 



potential utilization management review. In addition, on-demand Provider Profiling reports compare 



services performed by selected providers against services performed by peer groups. These reports 



are designed to help clients analyze provider performance by identifying service frequencies, service 



comparisons expressed as ratios, performance rankings, and provider trends. Service frequency and 



ratio reports can also be made available through the web portal, so providers can easily measure 



their own performance against their peer group. 



Electronic provider relationships.  



A key tactic for lowering administrative costs is educating providers to use self-service web portals to 



handle their own administrative tasks. With our Contracting Portal, providers can review contract 



documents and sign up to join a network with just a few clicks—no faxing, photocopying, or mailing 



required. With our Credentialing Portal, providers can submit required verification documents online 



quickly and easily, lessening the paperwork burden for both providers and credentialing staff.  



The full-featured Provider Web Portal offers providers real-time access to the data and functionality 



they need most often, including quick and easy claim and authorization submission and processing 



status updates, instant patient eligibility verification, patient treatment history, online remittance 



advices, and much more. Every transaction completed through a web portal, rather than over the 



phone, fax, or by postal mail, saving significant time and money for providers and benefit 



administration staff. 



Flexible provider reimbursement methods.  



The Enterprise System supports a wide range of provider reimbursement methods. Also, 



reimbursement tools include global budgeting to help manage risk, capitation and encounter fees 



(rate per date of service), as well as the ability to vary the reimbursement method by provider, 



location, benefit plan, and procedure code. Allowable calculation rules can compare rates and return 



values that determine how a particular service should be reimbursed. 



Streamlined provider network management.  



With integrated provider contracting management tools, our clients can easily maintain multiple 



provider networks, link participating providers and locations across multiple networks without 
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duplicating records, and associate different reimbursement rules with different provider/location 



pairs within the same network or across different networks. 



Customizable benefit plan designs.  



The Enterprise System offers highly flexible benefit plan features, including service limitations, 



exclusions, coverage rules, waiting periods, multiple benefit levels, and alternate benefits based on 



patient age and provider specialties, plus many other options.  



Another benefit plan feature allows complex rules to exclude or include coverage. When claims are 



processed, these rules are applied in sequence to determine proper coverage. In addition, specific 



procedure codes can be excluded from benefit plan coverage or excluded and replaced with 



alternative benefits.  



Proprietary medical edits and flexible business rules.  



The Enterprise System includes a full set of built-in proprietary system edits and can easily 



incorporate client-defined edits and adjudication rules to meet unique business requirements and 



cost containment objectives. The system uses these edits and rules to identify and automatically 



approve or deny services for administrative reasons (where appropriate) and to trigger exceptions for 



review during claim and authorization processing cycles. 



Fully integrated customer service features.  



Customer service features integrated into the Enterprise System are designed to provide call center 



representatives all the information they need—all in one place—to resolve each inquiry as quickly as 



possible. Features include complete call history on a single page, online access to patient and 



provider documents and real-time data, claim and authorization details, benefit plan and service 



history details, follow-up work queues and email notifications, and monitoring reports. 



3.6.4.1 Who wrote the system?  



Vestica Healthcare’s sister company, Wonderbox Technologies, owns and develops the Enterprise 



System in its entirety.   



3.6.4.2 When was the system implemented? 



Vestica Healthcare has been utilizing the Enterprise System since October 9, 1997. 



3.6.4.3 When was the system last updated?  



The Enterprise System software platform has been continuously updated and enhanced, with multiple 



releases each year, since its inception 20 years ago. Software releases often incorporate changes 



that are a result of client requests as well as new or updated HIPAA regulations and other government 



compliance standards. 



The current Enterprise System version 5.4 was release on August 8 2013.  



3.6.4.4 How are maintenance functions for claims history performed?  



As mentioned in 3.5.2, every action associated with a claim and authorization is tracked from the 



time it is received and entered including information tracking who entered the data, what edits or 



comments were applied, which pricing rules were applied during processing, as well as any manual 



changes, approvals, or denials. All actions are recorded in an audit log during each processing stage, 



allowing a complete audit trail that traces the claim or authorization from the moment Vestica 



Healthcare receives it through its final determination. The change history and audit log are accessible 



through various modules in the Enterprise System with appropriate security permissions. 



3.6.4.5 How soon after plan changes are implemented is the system is updated to reflect those 



changes? 
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The Enterprise System is built on an integrated, real-time database. All data changes and processing 



results are updated immediately in the system and are available to all modules for immediate, real-



time access by users with appropriate security permissions. 



3.6.5 Explain how checks/drafts, explanations of benefits (EOBs), and/or letters are produced by the system:   



3.6.5.1 Where are these produced and from where are they mailed? 



As part of every check run, the Claim Adjudication Module (CAM) produces numerous summary and 



detail reports including but not limited to: 



 Check registers 



 Individual remittance advice 



 Summary-level financial information 



 Recipient explanation of benefits/letters 



 Client reports formatted to the contracting organization’s specifications 



All correspondence is quality assured and mailed from our Menomonee Falls, WI office.  



3.6.5.2 Is the system capable of suppressing the distribution of EOBs and/or letters?  



Yes, the Enterprise System is capable of suppressing the distribution of EOBs and/or letters per client 



request. 



3.6.5.3 How often are checks produced and mailed to providers? 



Vestica Healthcare works closely with each client to develop a payment schedule that meets the 



unique needs of that client.  The Enterprise System can pay claims at any frequency determined by 



NDOC.  



Our current client, Wisconsin DOC, requires two professional and two facility payment remittances per 



month for each entity. 



3.6.6 Describe how the system provides diagnosis-related group information, and if it is capable of 



segmenting hospital charges and length of stay. 



Vestica Healthcare utilizes Encoder Plus software to price acute, inpatient claims. This software 



enables claim pricing using the latest Medicare DRG standards, with adjustments as needed for 



outliers. The Encoder Plus software uses information (age, gender, length of stay, diagnosis, surgical 



procedure codes, billing facility, and billed amounts) from the claim to determine the DRG.   



 The Enterprise System has the ability to segment hospital charges based on days of stay.  



3.6.7 Will the system link interim hospital bills processed separately for data reporting and/or analysis? 



Yes, the Enterprise System will process the interim bill and later process the final bill paying the 



difference if there is any.   



3.6.8 Describe the current procedure for overpayment recovery administration and explain how it affects claim 



history. 



Vestica Healthcare offers multiple workflows for handling outstanding receivables due from providers. 



If NDOC requires it, a provider can be sent a notification with recipient service-level details when a 



refund is due. This notification can be sent prior to the automatic offset of the outstanding balance 



with future claims.  



Alternately, Vestica can offset provider payments to recoup receivables due from that provider at the 



recipient service level and notify providers that refunds are due as part of routine claim processing 











Section 3: Scope of Work 
Request for Proposal 3086    State of Nevada, Department of Corrections 



 



Vestica Healthcare, LLC Copyright © 2013 Page 20 of 60 



 



through the Claim Adjudication Module (CAM). As part of payment processing, receivables can 



automatically be recouped from providers with an itemized remittance advice that details the 



recoupment at the recipient service level. If a receivable is due from a provider, the provider receives 



a remittance advice with every check run notifying them of the amount still due. 



While the system is capable of real-time adjudication, Vestica Healthcare uses more efficient batch 



processing in its daily operations. As batches of claims enter the system from electronic file imports, 



the system can adjudicate the batch of claims faster than processing each claim in real-time. Batch 



processing allows us to process and pay “cross over” claims for dual eligible members as primary and 



secondary in the same check run. In addition, the system can perform cross-claim comparisons (such 



as running edits to check for appropriateness of care) more efficiently. Our goal is to identify 



inappropriate claims and services before they are paid, avoiding a costly “pay and pursue” approach. 



For our current clients, Vestica Healthcare uses the “pay and chase” method of overpayment 



recovery.  We will enter the amount overpaid into the system (applied directly to the overpaid claim).   



The provider’s next payment would be reduced by the amount of the overpayment until the debt is 



resolved.  We have the ability to use other methodology for overpayment recovery.  This is an item 



that would be decided upon during implementation.   



As described in 3.6.4.4, claim history is updated immediately for real-time access as soon as changes 



are made. 



3.6.9 Describe the procedures for uncashed checks. 



Vestica Healthcare works closely with each contracting organization to establish business rules and 



define the processes to follow for voiding, stopping, replacing, stale dating, and reissuing payments 



and refunds. Once the procedures are defined and documented, users with the appropriate security 



permissions use the Claim Adjudication Module (CAM) to follow those procedures to void, replace, 



stale date, and reissue payments and refunds per the contracting organization’s instructions. To 



handle stop payments, we follow the procedures defined by the contracting organization for 



contacting and working directly with the appropriate financial institution or notifying the contracting 



organization. 



If a voided check is replaced and reissued, a link to the original check is automatically recorded on 



the replacement check. All refunds are recorded in the system with the refund check number, date of 



refund, amount of refund, and issuer of the check. Any adjustments to claims as a result of voids or 



refunds are reflected accordingly in the claim details, so a complete audit history is maintained to 



allow accurate financial reporting. 



The process we use for current client, the Wisconsin Department of Corrections, is Vestica 



Healthcare’s finance department is contacted through our follow-up system that a check is 



outstanding.  Once verified that a check is outstanding, a stop pay is placed and the account 



executive makes an adjustment to the original claim that results in a new check being reissued.  If the 



live check is returned to us, we void the check and the account executive makes an adjustment to the 



original claim that results in a new check being reissued.   



3.6.10 Can the system issue multiple payments on a single transaction?  If so, please describe. 



The Enterprise System is highly customizable. Based on the client’s business needs, a custom 



process can be easily created to automatically clone the claim to generate more than one payment 



for a given claim. For example, for a dual eligible Medicare and Medicaid member, the processor 



must manage both payments. A custom rule can be built so that the system automatically creates two 



claims. The first would be created as the “primary” claim for Medicare and the second would be 



created as the “secondary” claim for Medicaid.  
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Typically, the need for this type of custom process is identified and addressed during the initial 



implementation process. However, a custom process does not require a programming change to the 



system and can be implemented at any time. 



The Enterprise System can generate a single Remittance Advice (RA) with detailed information for 



multiple providers under the payee’s tax identification number. Please reference the sample RA in 



Tab IX: Other Informational Material.  These RAs can be customized to fit the NDOC’s desired format 



and content. 



 3.6.11 Are there maximum and minimum dollar limits on checks issued?  If so, please describe. 



Yes, the maximum and minimum dollar limits on checks issued is based on the contracting 



organizations specific requirements.  The Claim Adjudication Module (CAM) processes every 



transaction for every claim and service, regardless of its dollar amount, and generates a remittance 



advice for distribution to each provider. If transactions result in a zero dollar payment to a provider, no 



check is issued. The remittance advice is still submitted, so the provider can reconcile their 



outstanding transactions. If a contracting organization requires a separate report for zero dollar 



payment transactions, Vestica can develop and implement a report that meets the contracting 



organization’s requirements. 
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3.6.12 Explain how the system cross-references “Inmates” and “Providers.” 



When Provider records and Inmate records are created in the system, each is automatically assigned 



an unchangeable internal ID that remains with the record and uniquely identifies it throughout the 



system, regardless of any name changes or other external IDs associated with the record. As names 



and external identifiers change for providers and inmates, the internal ID remains constant and is 



always automatically linked to the provider or inmate record wherever that record is used in the 



system. In this way, internal provider and inmate IDs are always automatically linked to care plans, 



assessments, and authorizations. This allows a complete historical audit trail that can be accessed 



under current or historical names and historical external identification numbers. 



3.6.13 Describe the system’s audit trails. 



All transactions that occur throughout the Enterprise System are recorded and maintained in a 



system-wide audit log. Significant events in the Enterprise System are recorded and logged in a 



central repository called the Application Log.  



For those interventions and problem solutions that are tracked in the Customer Service Module, the 



complete audit trail including date and timestamps, as well as user creating the update, are viewable. 



For claim-specific audit trails, every action taken with a claim is tracked from the time the claim 



enters the system until it is paid. Pricing rules applied during processing, all edit/exception activities, 



as well as any manual changes, approvals, or denials are logged. Records are kept in an audit log 



during each processing stage, allowing a complete audit trail. The change history and audit log are 



viewable from various modules in the Enterprise System for users with appropriate security 



permissions. 



The Enterprise System claim processing functionality allows for claims that meet certain criteria (this 



criteria is defined by the Client), to be processed and/or paid automatically.  Exceptions to these 



business rules can be routed to claim work queues that can then be assigned to appropriate 



individuals to review and determine how to handle these claims.  Our system has the ability to 



process all claims electronically.  Those that do not meet certain business rules (can be defined by 



the Client) can be sorted into claim exception bins and then reviewed/reprocessed as necessary. 



During claim processing, the Enterprise System performs automated reviews by applying hundreds of 



proprietary, medical and dental specific business rules against each claim and its services during the 



claim processing Edit Cycle.  The system uses these rules to identify (pending status), and 



automatically deny services for administrative reasons where appropriate, such as “pending for 



authorizations”, “pending for potentially eligible for NV Medicaid” or “pending for medical 



review/internal review.”  All of these edits are able to be reviewed and modified easily by working with 



a Vestica Account Executive.  These edits are configured through the user interface in our system and 



do not require assistance from the IT department to place into service.  Thus, adding, modifying and 



deleting edits can take place very quickly, if desired. 



Audits are performed at virtually every level of pre- and post-claim adjudication.  



At the initial setup level, all Providers and fee schedules are reviewed both systematically through 



various reviews for completeness, logical accuracy and reasonableness, and manually for outliers. In 



addition, a Nightly Audit Report identifies any changes to Provider and/or fee schedule data made 



during the day. This report is reviewed each day for appropriateness of any changes. 



Electronically received claims are systematically checked for completeness prior to loading into the 



processing system. Claims missing data are returned to obtain the proper information. Paper claims 



are scanned upon receipt and then entered into the system, generally the same day. All claims 



entered into the system, either electronically or manually, are subjected to a nightly audit process, 
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checking for illogical information (quantities, amounts, etc.). The resulting Nightly Audit Report is 



reviewed each morning when any necessary corrections are made.  During the adjudication process, 



claims are subjected to hundreds of native and client-specific edits, designed to provide the most 



accurate payment of true claims. Edits include searches for unbundling, frequency of codes per 



patient, age specific codes and other items as defined by both Vestica Healthcare and our client-



specific programs. The system provides automatic denials of certain items (frequency, etc.), 



automatic updating (re-bundling) and if needed reports on other questionable items which can be 



reviewed and adjusted as needed prior to final adjudication. The level of sophistication in the system 



provides for nearly 100% auto-adjudication. 



Once claims are processed, the Vestica Healthcare Audit Department audits each individual Check 



Run as a final verification of accuracy. Sample sizes are based upon a statistical calculation providing 



no less than a 95% confidence level and a 5% tolerable rate. Claims are reviewed for accuracy of 



Provider information, Member information, eligibility, fee schedules, input accuracy for paper claims, 



eligibility of services performed, payment amount and timeliness of payment. The Vestica Healthcare 



accuracy rate across all markets over the past twelve months exceeds 99.5%. 



3.6.14 Are examiners alerted of errors automatically?  How are errors rectified? 



Yes, the Enterprise System sends a report of all exemptions/denials as well as an error report during 



the running of our edit, adjudication and pay cycles.  



To proactively prevent errors, every Enterprise System module has built-in edits and data validation 



checks to ensure referential integrity. For example, a claim cannot be entered or received 



electronically if it does not include a known recipient and provider of service. If required information is 



missing from claims, the provider or sender of the claim information is notified. 



In addition, every module in the Enterprise System includes a series of edits that identify errors and 



prevent unauthorized transactions from occurring in the system. For example, when a claim is edited, 



hundreds of business rules are applied to identify inappropriate and/or incorrect claim and service 



data. 



To ensure the validity of all entered claims, edits are performed at multiple levels within the Enterprise 



System. At data entry, specific validity checks and “complete claim” edits are performed as claims are 



entered into the system. After entry, audit reports are generated to check for client edits defined by 



the contracting organization, based on NDOC specifications. When claims are adjudicated in the 



Claim Adjudication Module (CAM), the system runs edits against claims to verify complete, accurate, 



and appropriately authorized service data.  



Client-specific settings and client edits are commonly defined and developed during the 



implementation phase for each contracting organization to address their unique business rules. Client 



edits are set up by Vestica Healthcare’s Client Support Service (CSS) department and do not require a 



programming change to the Enterprise System. 



Errors are corrected by the account executive if they are not able to resolve the error, then the error is 



sent to our technical department. 
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3.6.15 Indicate by a “yes” or “no” which positions have the authority to perform the following functions:  



 



 



Position Pay Claims Add/change employees Add/change providers 



Claims manager No Yes Yes 



Claims supervisor No No Yes 



Customer service 



supervisor 



No No No 



Claims examiner No No Yes 



Customer service 



representative 



No No No 



Provider relations 



representative 



No No Yes 



 



The Account Executive is responsible for adjudicating all check runs, a part of the Account Executive 



duties includes creation of all check and remittances.   



3.6.16 Explain how the system automatically identifies duplicate data entries and duplicate claims.  Describe 



the criteria used to edit for duplicates. 



To ensure accurate adjudication and payment, claims data is automatically cross-referenced and fully 



integrated with member enrollment/eligibility data, benefit plans, providers and locations, and 



reimbursement rules. Data is shared and available throughout the integrated system for real-time 



online access. 



The Enterprise System supports highly flexible claim processing workflows. A fully automated process 



eliminates all manual intervention between claim import, adjudication, and claims payment. 



Configurable business rules automatically route claims that require special handling to work queues, 



where they are reviewed and resolved by Account Executives. 



The Enterprise System includes a set of predefined edits and related exception messages that are 



applied during claim editing. Any edit can be turned on or off, corresponding exception messages can 



be customized, and client-defined edits and exception messages can be incorporated into processing 



steps through the user interface, without requiring a programming change to the system. A key 



objective of the claim editing/exceptions process is to validate that a service is clinically appropriate 



and to identify illogical or inappropriate billing across any health care setting. To help maintain 



business rules for unbundling, downcoding, and appropriate care, Vestica subscribes to Ingenix and 



receives quarterly updates for Medicare-specific edits, such as the National Correct Coding Initiative 



(NCCI) Edit. 



In addition to standard industry rules that are applied during claims processing, Vestica Healthcare 



has developed additional edits to identify potential unbundling or recoding scenarios. For example, 



one of our edits caught a situation in which a provider office billed services for the same recipient on 



the same date of service with slightly different procedure codes from different providers of the same 



specialty, but associated with the same patient account number. Further investigation identified this 
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scenario as inappropriate, and therefore, the second claim was denied as a duplicate requiring 



further documentation from the provider office. Any services that are flagged as illogical or 



inappropriate trigger exceptions which are reviewed, if appropriate, to determine whether any action 



is warranted, such as reporting potential fraud or abuse to the client. 



The system can automatically deny claims and services with these types of exceptions, based on 



guidelines defined by NDOC. Exceptions that are upheld (denied) are reflected on the payee’s 



Remittance Advice. Complete exception details are stored with the claim record and are available for 



online review. The system’s customizable edits/exception processing capabilities can automatically 



identify inappropriate services before claims are paid—which allows Vestica Healthcare to significantly 



lower medical benefit costs. 



3.6.17 Describe how claims are identified in the system.  When is the claim ID number assigned and who 



assigns the claim number?  How is the claim ID entered into the system? 



We receive claims and authorizations from a variety of sources, including medical providers, non-



traditional community care providers, billing services, contracting organizations, Medicare carriers 



and intermediaries, and coordination of benefits contracts, in three different formats: 



 Paper.  



We scan all paper claims and attached documents, and then manually enter the data into 



the Enterprise System software. We use third-party image processing software to 



systematically attach related documents to claims and to manage claim inventory. 



 Web portal.  



We train and encourage providers to submit their own claims through a self-service web 



portal.  



 EDI files.  



We can accept claim files submitted in either HIPAA-compliant 837 format or in a proprietary 



format.  



When claim data enters the system, it is automatically assigned an internal control number called an 



“Encounter ID.” This number becomes part of the permanent claim record within the Enterprise 



System database.  The Encounter Number is a 14-digit number that uses a Julian dating 



nomenclature, with the first 8 digits for the year (4 digits), month (2 digits) and day (2 digits), followed 



by a single digit for paper vs. electronic, then finally 5 digits reserved for the individual claim identifier. 



For example, the first paper claim received on July 1, 2009 would be assigned an Encounter Number 



of 20090701000001.  At any point in time, we can track the inventory of claims at each stage of the 



claims workflow using a real-time claims dashboard. 



3.6.18 Explain the cross-reference of continuing claims in the system.  Continuing claims refer to multiple visits 



to different outside providers related to the same condition.  It is sometimes necessary to track 



information/costs related to the multiple visits.  For example, if an inmate is attacked by another 



inmate, the costs of medical care would be charged to the attacking inmate.  It is necessary to track all 



costs of a continuing claim over time and across multiple providers. 



As described in 3.6.4.4, The Enterprise System maintains all claims history. The system maintains all 



history for each inmate with a unique, unchanging system-assigned enrollee ID.  This unchanging 



enrollee ID is automatically linked to each external ID assignment, including Social Security Number, 



Medicaid ID, Medicare ID, and any number of other identifiers. This ensures that all of a member’s 



history can be retrieved by any of the member’s ID assignments, even if external identifiers change.  



Our customer care or the Account Executive can run a report to show the cost involved regarding any 



incident. We maintain all data associated with claims. Therefore, we can supply both the billed 
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amounts and the paid amounts.  Also, as a Vestica Healthcare client, NDOC would have access to the 



Enterprise System’s Client Web Portal to run these types of reports 24/7. 



3.6.19 Are procedural claim restrictions and dollar limitations provided for in the software program? 



As mentioned in 3.6.4, the Enterprise System supports a wide range of provider reimbursement 



methods. Also, reimbursement tools include global budgeting to help manage risk, capitation and 



encounter fees (rate per date of service), as well as the ability to vary the reimbursement method by 



provider, location, benefit plan, and procedure code. Allowable calculation rules can compare rates 



and return values that determine how a particular service should be reimbursed. 



 In addition, the Enterprise System offers highly flexible benefit plan features, including service 



limitations, exclusions, coverage rules, waiting periods, multiple benefit levels, and alternate benefits 



based on patient age and provider specialties, among many other options.  



Another benefit plan feature allows setting up complex rules for excluding or including coverage. 



When claims are processed, these rules are applied in sequence to determine proper coverage. In 



addition, specific procedure codes can be excluded from benefit plan coverage or excluded and 



replaced with alternative benefits 



The Enterprise System uses National Correct Coding Initiative (NCCI) software to insure that we are 



not paying for services that should not be billed together.  The restrictions for NDOC would be 



discussed during the implementation process.   



3.6.20 Describe your internal fraud control procedures. 



Our goals are to detect fraud, stop fraud when it occurs, assist in the appropriate recovery of losses, 



assist in the apprehension and prosecution of the offenders, and to educate our employees, 



providers, clients, and members of potential problems. 



Fraud detection includes determining medical necessity for services and ensuring payments are 



made only to members and providers who are eligible to receive payment under existing law and 



contractual arrangements. 



The Vestica Healthcare Audit Department audits each individual Check Run as a final verification for 



accuracy.  Sample sizes are based upon a statistical calculation providing no less than a 95% 



confidence level and a 5% tolerable rate.  Claims are reviewed for accuracy of Provider information, 



Inmate information, eligibility, fee schedules, input accuracy for paper claims, eligibility of services 



performed, payment amount, and timeliness of payment.  Vestica Healthcare accuracy rate across all 



markets over the past twelve months exceed 99.6%.   



Vestica Healthcare has a separate audit department that audits a set percentage of claims for 



accuracy.  The Audit team scrutinizes the claim to verify that the claim(s) are paid correctly.  



 Here are a few of the typical errors that they review (not all inclusive): 



• Duplicates 



• Place of Service issues 



• Timely Filing 



• Eligibility 



• Other coverage 



• Fee Schedule (procedure and Pay rate) 
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The Enterprise System has developed a number of technology tools to combat fraudulent practices 



and abusive, unnecessary services and reimbursements. These tools include: 



 Dental and medical specific edits and business rules, applied at various workflow intervals, 



are designed to automatically evaluate and validate authorizations and claims.  



 Customizable, dental and medical specific clinical algorithms/authorization guidelines are 



designed to determine whether a particular service meets defined requirements for medical 



necessity. 



 Provider profiling identifies outliers by comparing providers against a panel of their peers. 



We use Enterprise System software tools to detect fraud, abuse and excessive billing patterns. For 



example, the Enterprise Business Intelligence System (eBIS) includes numerous report templates that 



allow executives and managers with appropriate security permissions to monitor cost trends, abusive 



services, outlying providers and recipients, as well as generate provider profiling reports using up to 



five different measurements. 



Along with extensive reporting capabilities, Vestica Healthcare can also flag specific providers, 



services, procedures, diagnoses, and/or recipients as required for further review during the claims 



editing process. The Claim Adjudication Module (CAM) automatically runs a series of edits against 



claims and services in each processing batch and marks exceptions for review, including claims and 



services suspected of fraud or abuse. Exceptions include both an exception code and a detailed 



exception message that identifies the error and its cause. Exception summary reports allow users to 



click online links to drill down into specific services to review exceptions and their reasons. Client 



edits and customized exception messages can be configured to meet NDOC or contract-specified 



restrictions. 



For those providers that require additional review, whether related to suspected fraud, abuse or any 



other reasons identified by the contracting organization, Vestica Healthcare can apply tailored prior 



authorization requirements down to the level of an individual provider at a specific location for a 



specific target population. 



Vestica has designed its workflows and organizational structure to prevent fraud and abuse by its own 



employees or any temporary contracted employees. For example, workflows ensure an appropriate 



division of responsibility so that those who enter claims cannot edit and adjudicate claims. Similarly, 



those responsible for editing and adjudicating claims cannot generate final payments to providers nor 



can they update provider information. 



To further guard against fraud and abuse by either Vestica Healthcare employees or the contracting 



organization, we prefer to outline fraud and abuse provisions in the agreement with the contracting 



organization. These provisions outline expectations and define the processes for appropriate 



communication and actions when fraud or abuse is suspected by either organization. 



3.6.21 Explain how group practices, hospital associations, clinics, and other provider groups utilizing the same 



tax identification are handled by the system. 



Once awarded the contract, Vestica Healthcare will request the Provider file from NDOC. Once we 



receive the file, we will load it into our system and begin validating the information that has been 



provided.  



Provider data management in Vestica Healthcare’s Enterprise System is modeled to reflect “real 



world” scenarios where one provider may practice at multiple locations, in multiple states, in various 



networks, with differing reimbursement methods and fee schedules—all without duplicating any data. 
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The Enterprise System has numerous data validation edits, matching formulas, and other controls in 



place to monitor both data feeds and manual entry to prohibit duplicated data. 



A benefit level customizes a benefit plan with different formulas and rules for calculating patient 



responsibility amounts and benefit maximums. A benefit plan can have any number of benefit levels, 



and each benefit level can be associated with any number of networks. 



In the context of the Enterprise System, a network is a group of provider/location combinations. 



Providers in a network typically share a common reimbursement schedule and/or authorization 



schedule. Networks minimize maintenance while maximizing flexibility to handle specific exceptions 



associated with individual provider/location pairs for particular benefit plans. Each benefit plan is 



typically associated with at least two benefit levels, and each benefit level is assigned to at least one 



network. 



Information for each provider and practice location is not duplicated in the system. The Enterprise 



System includes numerous data validation edits, matching formulas, and other controls to monitor 



data feeds and manual input and to prohibit duplicated data.  



A particular provider can be paired with any number of practice locations, and each provider/location 



pair can be associated with any number of different networks.  



Each provider/location pair is associated with a network through a network participation record. This 



record includes information about the provider’s patient access status, provider and location directory 



information, primary care provider information, and authorization correspondence address. Each 



network participation record is further associated with a reimbursement record that includes effective 



and termination dates. 



3.6.22 How are preferred providers identified by the system? 



When preferred provider data is loaded into the system during implementation, the associated 



taxonomy/specialties are noted so the appropriate business rules can be applied. See 3.6.21 above 



for more details. 



 
3.6.23 Describe the type of coding used for the following: 



Unlike many benefit administration systems, which simply tie procedure codes to fee schedule values, 



the Enterprise System uses the more flexible concept of a reimbursement schedule, which applies 



reimbursement methods and allowable calculation rules to associated fee schedules. Together, these 



rules determine how much to pay a particular provider for performing a particular service.  



A fee schedule encompasses a defined set of procedure codes and can be comprised of multiple 



reimbursement methods, including: Encounter Fees, Capitation Rates (that vary based on patient age 



minimum/maximum or gender), Fee for Service (based on procedure codes including revenue codes, 



DRGs, APCs, CPT4, HCPCS, NDC, and ADA codes). Rates can vary based on modifier, patient age 



minimum/maximum, range of units, and place of service (non-facility or facility). A fee schedule can 



be associated with any number of reimbursement schedules. 



Vestica Healthcare interfaces with the Encoder Plus by Micro-dyn to systematically calculate and price 



Medicare inpatient and outpatient services. Vestica downloads the professional fee schedules for 



Medicare Part B from CMS and systematically loads the values into the fee schedule structure 



described above. Fee for Service rates maintained in the Enterprise System software platform can be 



applied to any type of procedure code, including revenue codes, DRGs, APCs, CPT4, HCPCS, NDC and 



ADA codes. 
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Vestica Healthcare subscribes to Ingenix for current approved CMS codes. We receive and load these 



code updates quarterly. Codes that we receive and update include but are not limited to HCPCS 



procedure codes, ICD-9-CM diagnosis and procedure codes (and ICD-10 codes as of June 2014), CDT 



procedure codes, revenue codes, and Diagnostic Related Groups (DRG). Vestica obtains the quarterly 



NDC codes updates from Thomson Reuters, and we obtain CDT procedure codes from the American 



Dental Association’s published list of codes and descriptions. The Enterprise System includes a 



Universal Codes Module that provides a user interface for maintaining and updating code sets, 



including non-traditional, atypical, and user-defined codes. ANSI codes are maintained as part of the 



encounter reporting process. System and user-defined exception codes (denial codes) are mapped to 



ANSI codes to be used by those encounter files and reports that require the ANSI code. 



3.6.23.1 Medical/surgical; 



The Enterprise System uses CPT and HCPCS, including all modifiers. 



3.6.23.2 Diagnosis;  



The Enterprise System uses ICD-9-CM. 



Design and development are in progress for ICD-10 compliance, with a June, 2014 planned, which 



our target release date is more than three (3) month prior to the mandated implementation date of 



October 1, 2014. 



3.6.23.3 Dental. 



The Enterprise System uses ADA and modifiers. 



3.6.24 Specify the types of claims on which you require ICD-10th revision and CPT-2013 coding prior to 



completing processing.   



Vestica Healthcare utilizes Medicare guidelines for processing claims.  All claims require appropriate 



coding unless specified by NDOC.  A key objective of the edits that are applied to claims during the 



claim edit process is to validate that a service is clinically appropriate and to identify illogical or 



inappropriate billing across any health care setting. Any services that are flagged as illogical or 



inappropriate trigger exceptions which are reviewed, if appropriate, to determine whether any action 



is warranted, such as reporting potential fraud or abuse to the contracting organization. The system 



can automatically deny claims and services with these types of exceptions, based on specific 



guidelines defined by the contracting organization. 



In addition, selected services can require prior authorization in order to be paid. These rules are 



defined by the NVDOC and can be customized down to the provider, office location, benefit plan, and 



member age. 



As described in 3.6.23, Vestica Healthcare adheres to all standard coding for ICD-9, CPT/HCPCS, ADA 



and modifiers within its claim adjudication system. ICD-10 will be supported as of June, 2014. 



3.6.24.1 What happens when a claim submission does not include a procedure code?   



Vestica Healthcare utilizes Medicare guidelines for processing claims.  A typical client process rejects 



any paper claim where the provider or member is not identifiable, or which does not include at least 



one service line. For claims that cannot be loaded into the system, the provider receives a letter for 



paper claims and a file for electronic claims that itemize the reasons for the rejection.  



When a claim is edited, applicable business rules are applied. A claim or service that is denied or 



requires further review and is marked with one or more exception codes. Based on client-defined 



business rules, exception codes can auto-advance on to the next step (adjudication) or be flagged for 



additional review. 
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There may be instances when the NDOC may request that Vestica Healthcare accept claims without 



procedure codes. In these instances, we are capable of handling those requests.   



3.6.24.2 What guidelines are used to differentiate among similarly written descriptions in order to 



assign an accurate code?   



As described in 3.6.23, Vestica Healthcare adheres to all standard coding for ICD-9, CPT/HCPCS, ADA 



and modifiers within its claim adjudication system.  When there is a questionable code, the claim is 



returned to the provider for further clarification.  Per URAC guidelines, we do not alter claims received 



from providers.   



Vestica sets internal accuracy standards for each of its departments, monitors daily activity, and 



regularly measures results.  Vestica Healthcare participates independently in annual SSAE #16 



audits, client audits, and third-party security audits. 



As described in 3.6.24.1, these letters inform the provider of key details about what information was 



incomplete or inaccurate, and why the claim was not able to be accepted and processed.  There may 



be instances when the NDOC may request that Vestica accept claims without procedure codes. In 



these instances, we are capable of handling those requests.   



3.6.24.3 Are codes entered by claims examiners or special data entry staff?  Please explain. 



Per URAC guidelines, we do not alter claims received from providers. 



When entering paper claims into the system, Vestica has dedicated claims entry staff that will enter 



the claim information, including the associated codes.   



As described in 3.6.23, Vestica also subscribes to Ingenix for current approved CMS codes.  We 



receive and load these code updates quarterly.  The codes that we receive and update are approved 



versions of HCPCS procedure codes, ICD-9-CM diagnosis and procedure codes, CDT procedure codes, 



revenue codes, and Diagnostic Related Groups (DRG). Vestica obtains the quarterly NDC codes 



updates from Thomson Reuters. Vestica obtains CDT procedure codes from the American Dental 



Association’s published list of codes and descriptions.  We systematically interface with Encoder Plus 



for Medicare pricing and computation of the DRG Medicare Codes.   



The Enterprise System includes a Universal Codes Module (UCM) that provides a user interface for 



maintaining and updating code sets, including non-traditional, atypical, and user-defined codes. 



If necessary, the NDOC dedicated Account Executive from Vestica Healthcare can also modify the 



code table. 



3.6.25 Please describe your procedure for verification of the accuracy of provider coding. 



To ensure the accuracy of provider coding, the Enterprise System includes a Universal Codes Module 



that provides a user interface for maintaining and updating code sets, including non-traditional, 



atypical, and user-defined codes. ANSI codes are maintained as part of the encounter reporting 



process. System and user-defined exception codes (denial codes) are mapped to ANSI codes to be 



used by those encounter files and reports that require the ANSI code.  



Vestica Healthcare subscribes to Ingenix for current approved CMS codes. We receive and load these 



code updates quarterly. Codes that we receive and update include but are not limited to HCPCS 



procedure codes, ICD-9-CM diagnosis and procedure codes (and ICD-10 codes as of June 2014), CDT 



procedure codes, revenue codes, and Diagnostic Related Groups (DRG). Vestica obtains the quarterly 



NDC codes updates from Thomson Reuters, and we obtain CDT procedure codes from the American 



Dental Association’s published list of codes and descriptions.  
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To ensure the validity of all entered claims, edits are performed at multiple levels within the Enterprise 



System software. At data entry, specific validity checks and “complete claim” edits are performed as 



claims are entered into the system. After entry, audit reports are generated to check for client-defined 



edits designed to meet specific client requirements. When claims are adjudicated, the system runs 



hundreds of business rules to verify complete, accurate, and appropriately authorized service data. 



3.6.26 Describe your quality review procedures and how claims are selected for review:   



The Enterprise System automatically validates all claim form fields (e.g. valid procedure codes, billed 



charges) for accuracy when a claim enters the system, regardless of whether the entry is manual or 



electronic. Data entry accuracy is audited using the following tools: 



 A warning message is displayed to the examiner during data entry (e.g. invalid diagnosis 



code). 



 Random data entry audits are performed prior to payment. 



 A nightly audit report (customizable by client) checks for validity and potential entry errors. 



Potential errors are reviewed and corrected (if necessary) by the auditors. 



 During claim editing, invalid data is identified with an exception code for review, and if 



appropriate, ultimate denial. 



 During automated claim editing and adjudication, business rules automatically validate the 



accuracy of claim payments. 



 Post payment audits are performed to monitor claim payment accuracy and timeliness. 



Every action taken with a claim is tracked from the time the claim enters the system until it is paid. 



Pricing rules applied during processing, all edit/exception activities, as well as any manual changes, 



approvals, or denials are logged. Records are kept in an audit log during each processing stage, 



allowing a complete audit trail. The change history and audit log are viewable from various modules in 



the Enterprise System for users with appropriate security permissions. 



Once a claim enters the system, its processing status is monitored using a number of methods. An 



online Claims Dashboard provides real-time statistics on the number of outstanding claims and their 



current states. Online work queues display visual alerts when claims exceed defined thresholds for 



timeliness—allowing Account Executives and management staff to focus immediate attention on 



claims requiring manual intervention. Accessing the Executive Dashboard from a web browser, client 



staff can monitor the volume and timeliness of claim payments and performance metrics. In addition, 



Vestica Healthcare generates monthly management reports to monitor claims turnaround, claim 



payment results, and customer care telephone statistics for its clients. Other management reports 



include but are not limited to claim financial and procedural accuracy audits for pre-payment 



(generated daily) and post-payment (generated as scheduled by each client). 



Business rules defined by NDOC during implementation determine what claims will be selected for 



review.  Vestica can and has generated claim exception reports to identify outliers, high dollars, and 



high units based on the specifications of our clients. Vestica Healthcare anticipates this requirement 



for any new contracting organization.  



Vestica Healthcare (and sister company Scion Dental) are the first (currently the only) companies to 



have achieved URAC full accreditation for Claims Processing Administration with Claims Review and 



Appeals, Version 4.0. 
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URAC’s Claims Processing Administration Accreditation is designed to improve operations, protect 



consumers and providers, and lower risk and cost for health care organizations. URAC’s Claims 



Processing Administration with Claims Review and Appeals Accreditation is applicable to claims 



processing covering utilization review and appeals of health care claims. 



URAC is an independent, nonprofit healthcare accrediting organization, dedicated to promoting 



healthcare quality through accreditation, certification, and commendation. The URAC accreditation 



process demonstrates a commitment to quality and serves as a framework to improve business 



processes, through benchmarking organizations against nationally recognized standards. 



3.6.26.1 What percentages of claims per examiner and per data entry clerk are reviewed on a daily 



basis to ensure accuracy of payment?   



The Vestica Healthcare Audit Department audits each individual Check Run as a final verification for 



accuracy.  Sample sizes are based upon a statistical calculation providing no less than a 95% 



confidence level and a 5% tolerable rate.  Claims are reviewed for accuracy of Provider information, 



Inmate information, eligibility, fee schedules, input accuracy for paper claims, eligibility of services 



performed, payment amount, and timeliness of payment.  Vestica Healthcare accuracy rate across all 



markets over the past twelve months exceed 99.6%.   



Vestica Healthcare has a separate audit department that audits a set percentage of claims for 



accuracy.  The Audit team scrutinizes the claim to verify that the claim(s) are paid correctly.  



 Here are a few of the typical errors that they review (not all inclusive): 



 Duplicates 



 Place of Service issues 



 Timely Filing 



 Eligibility 



 Other coverage 



 Fee Schedule (procedure and Pay rate) 



As described in 3.6.26, to ensure the validity of all entered claims, edits are performed at multiple 



levels within the Enterprise System software.   



To ensure the accuracy of claims entered by claims examiners through the Enterprise System user 



interface, data entry accuracy is audited through the following measures: 



 Data integrity is automatically checked during data entry, and a system-generated warning 



message is displayed to the examiner during data entry (e.g. invalid diagnosis code). 



 Vestica managers conduct random data entry audits prior to payment. 



 A nightly audit report checks for validity and any potential entry errors. This audit report is 



customizable by client. Potential errors are reviewed and corrected (if necessary) by Vestica 



auditors the next day. 



 During claim editing, the Enterprise System automatically identifies invalid data with an 



exception code and routes the claim to a work queue for review, and if appropriate, ultimate 



denial. 
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 Manual audits are done on a sampling of claims for experienced claims examiners, while 



100% of the claims entered by newly hired claims examiners are audited. For both types of 



audits, the quality and type of errors are tracked and monitored. 



3.6.26.2 Can the percentage be increased upon client request? 



Vestica can increase the percentage if requested by NDOC. 



3.6.27 Describe how your quality review result reports produced.   



3.6.27.1 How frequently and under what circumstances?   



3.6.27.2 Are the results maintained by individual?  By client?  By office?   



3.6.27.3 How are results used? 



Vestica Healthcare works closely with each client to develop customizable reports that meets the 



unique needs of NDOC.  As described in 3.6.26, The Enterprise System automatically validates all 



claim form fields (e.g. valid procedure codes, billed charges) for accuracy when a claim enters the 



system, regardless of whether the entry is manual or electronic. 



Additionally, our Enterprise System provides the ability for staff and executives at NDOC to access 



reports in real-time through our robust reporting capabilities using the Client Web Portal. 



Because transparency and oversight are crucial components of any well-managed healthcare 



program, our software platform includes numerous real-time dashboards and on-demand analytical 



reports that will provide NVDOC with an unprecedented level of transparency into program operations. 



With real-time statistics and metrics available 24x7, NVDOC managers and directors will have the 



tools and information they need to continuously monitor program success and ensure that all 



program objectives are consistently achieved.   



3.6.28 What is the ratio of quality reviewers to claim examiners? 



Data entry processors: 



 Fifteen (15) processors to two (2) auditors 



Account Executives: 



 One (1) AE and one (1) AC to one (1) auditor 



3.6.29 Please describe your review process.  What triggers review by a higher supervisory authority?   



The number of claims reviewed is determined by NDOC during the implementation phase.  Vestica 



can and has generated claim exception reports to identify outliers, high dollars, and high units based 



on the specifications of our clients. Vestica anticipates this requirement for any new contracting 



organization.  



Vestica conducts post check-run reviews for payment accuracy.  If any errors or review triggers are 



found, the root of the error or review trigger is identified and then corrected immediately.  



Another manner in which claim reviews happen is by way of high dollars paid to a particular payee.  If 



it is determined that a particular payee is being paid more than what Vestica or NDOC expects to pay, 



Vestica will review claims for this payee to verify that there aren’t any issues.  The kickoff for this 



process starts with Vestica and NDOC agreeing that an in-depth review needs to be started. 



NDOC will have access to real-time online dashboards to perform utilization review and monitor 



financial viability.   
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 NDOC will have access to web-based analytical reporting tool that allows performing post-utilization 



review to monitor cost trends, abusive services, outlying providers and offenders, and generating 



provider profiling reports. 



3.6.30 What types of internal audits are in place to monitor claims administration, e.g., Internal Audit, Quality 



Assurance, Corporate Review?  What is the frequency and who performs them? 



In addition to The Enterprise Systems internal claims auditing capabilities, as described in section 



3.6.16 and 3.6.26, Vestica Healthcare has a separate audit department that audits a set percentage 



of claims for accuracy.  The Audit team scrutinizes the claim to verify that the claim(s) are paid 



correctly. 



Vestica is prepared to support any external audit programs conducted by the contracting organization 



and any state and federal agencies. Vestica has routinely participated in such audits in its normal 



course of business over more than 16 years. Vestica will provide audit support to include but not 



limited to: claim information; payment, partial payment, and recoupment information; potential 



duplicate claims information; eligibility and enrollment information; and other insurance information 



Vestica Healthcare (and sister company Scion Dental) are the first (and currently the only) companies 



to have achieved URAC full accreditation for Claims Processing Administration with Claims Review 



and Appeals, Version 4.0. 



Vestica participates in annual SSAE #16 audits, client audits, and third-party security audits.  



3.6.31 Please explain how you will measure or review quality within your office for the unit handling the State. 



Vestica Healthcare provides a dedicated account executive to each of its clients. Each account 



executive is responsible for the day-to-day operations of the account including any client requests 



related to ongoing account activities. The account executive also stands as the first point of contact 



for the client; however, each client has our entire executive team at their disposal. Each account 



executive has a staff comprised of dedicated account coordinators who support all of the account 



executive’s activities. 



As describe in, 3.6.16, 3.6.26 and 3.6.30, Vestica has internal claims auditing capabilities as well as 



a separate audit department that audits a set percentage of claims accuracy.   



This account executive will be responsible for reviewing the quality reports and working with NDOC on 



a regular schedule to review outstanding issues and action steps being taken. 



 



  











Section 3: Scope of Work 
Request for Proposal 3086    State of Nevada, Department of Corrections 



 



Vestica Healthcare, LLC Copyright © 2013 Page 35 of 60 



 



3.6.32 Please complete the following for the office that will process the State’s claims and submit 



documentation in support of your responses. 



 



 



 Claim Processing Accuracy  



(number of claims)(2) 



 Financial 



Payment 



Accuracy 



(Dollars)(1) 



 



Payment 



Accuracy 



Rate 



 



Procedural 



Accuracy  



Rate 



 



Coding 



Accuracy 



 Rate 



 



Overall 



Accuracy 



 Rate 



2011 Objectives 99.00% 99.00% 98.00% 98.00% 98.00% 



2011Results 99.79% 99.13% 99.64% 99.64% 99.79% 



2012 Objectives 99.00% 99.00% 98.00% 98.00% 98.00% 



2012 Results 99.68% 98.92% 99.69% 99.69% 99.68% 



2013 Objectives 99.00% 99.00% 98.00% 98.00% 98.00% 



2013 Results  99.46% 99.43% 99.87% 99.87% 99.46% 



2014 Objectives 99.00% 99.00% 98.00% 98.00% 98.00% 



2014 Results YTD      



(1) Percentage of audited dollars paid accurately = overpayments plus underpayments divided by the audited 



paid dollars (do not subtract underpayments from overpayments). 



(2) Percentage of audited claims processed accurately.  Show overall and breakout payment, procedural and 



coding results.  Procedural and coding errors may or may not result in payment error. 



 



Documentation of our Claim Processing Accuracy is under Tab IX: Other Informational Material 



3.6.33 Explain how claim inventory (unprocessed claims) is monitored and managed. 



As described in 3.6.17,  upon arrival at Vestica Healthcare, each claim (paper or electronic) is 



assigned a unique internal control number (ICN) which references both the date received and the 



sequential serial stamp, and is then batched and inventoried into the Enterprise System. Claim 



inventory information is then instantly accessible throughout the Enterprise System, including to 



customer service through the Customer Service Module, to providers through the Provider Web Portal, 



and to clients through the Client Web Portal. 



The system tracks the batch throughout the process. At each step in our process, from claims entry to 



claims payment, the Enterprise System mandates that all claims be continually accounted for. Once 
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assigned an ICN, paper claims are put in the queue for same-day entry. The Enterprise System is 



capable of automated, real-time adjudication of individual claims.   



Vestica Healthcare supports HIPAA compliant 276/277 transactions. Providers can also access claim 



status online through the Provider Web Portal. This allows them to not only check claim status, but 



with the capability of generating claims reports, they can support payment business decisions with 



real-time information. 



The NDOC will also have a dedicated toll-free telephone number that providers can call to check claim 



status. Phone inquiries are immediately responded to by our customer service team, who retrieve the 



requested information from the Enterprise System. 



NDOC also will have  the capability to check claim status through the Client Web Portal. This allows 



clients to view all claims for specific providers/facilities and check runs so that they can get an overall 



picture of their program’s financial status. 



Once claims have been received, inventoried, and batched, they are then run through an edit process. 



The edit process determines which claims will be paid and consists of duplicate claim look up, 



offender eligibility look up, timely filing, provider eligibility, any Medicare edits such as the correct 



coding initiative (CCI), and any client-defined edits.  Any service that is denied is reported to an 



account executive and then verified for accuracy. Most denials have the ability to be overridden. 



Once satisfied with the edit cycle, the claim information is then delivered to the adjudication cycle 



where corresponding payments are assigned to claims. The Enterprise System automatically assigns 



pricing to claims that have been approved according to predetermined fee and reimbursement 



schedules that have been negotiated by the state with the providers. The adjudication cycle also 



prepares the claims for the payment cycle. 



3.6.34 Describe how turnaround time (TAT) is monitored and managed.   



3.6.34.1 What are your claim TAT standards?   



3.6.34.2 Will you be able to provide computer-produced reports at no additional charge to the State that 



document your TAT on the NDOC claims?  Please provide a sample report on CD. 



Historically, Vestica Healthcare has achieved 99.9% of clean claims paid within 30 days for all clients 



in all markets. 



Vestica Healthcare’s Enterprise System tracks each claim, using its unique numbering system, from 



the moment of claim entry to payment, and maintains complete claim history records.  The Enterprise 



System mandates that all claims be continually accounted for.  



Vestica has a number of sophisticated online tools available for executive-level monitoring, analysis, 



and forecasting to authorized users with appropriate security permissions: 



 The Claim Adjudication Module (CAM) Dashboard provides real-time claim statistics, including 



turnaround trends and claim volumes. 



 Client Web Portal, NDOC will have access to a variety of proven, industry-leading tools, 



including the Executive Dashboard, which has tabs that cover claims, authorizations, 



customer service center metrics, access to care, and financials. Each tab contains 



comprehensive, real-time information of activities within your program, including detailed 



charts and graphs. Every page is exportable to Excel or other formats for instant analysis and 



sharing. 



 The Enterprise Business Intelligence System (eBIS). eBIS is another web-based tool that 



serves as a data warehouse, accessing all historical paid claims data. The intuitive user 
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interface has dozens of standard templates, and filter options produce thousands of 



variations of instant, ad hoc reports, including provider profiling and cost trend reports. 



For clean claim TAT – 15 to30 days. This is typically dictated by our customer’s business rules – we 



can comply with most any turnaround time requirements as a result of the functionality in our claims 



software from Wonderbox Technologies. 



Vestica generates monthly management reports to monitor claims turnaround, claim payment results, 



and customer care telephone statistics for its clients and contracting organizations. Other 



management reports include but are not limited to claim financial and procedural accuracy audits for 



pre-payment (generated daily) and post-payment (generated as scheduled by each contracting 



organization). 



Vestica can provide NDOC computer-produced reports at no additional charge that documents our 



TAT on the NDOC claims.  A sample of our real time, on-demand Turnaround Time Report and Claims 



Dashboard are under Tab IX: Other Informational Material 



3.6.35 Explain measurement of your TAT.   



3.6.35.1 When are claims considered “processed” for turnaround measurement purposes?   



3.6.35.2 When is a claim considered received?   



As described in 3.6.17, Vestica receives claims from the different sources and is assigned an ICN that 



Vestica calls an “Encounter Number.”  Once entered, the claim is automatically processed based on 



the business rules set up for the client. Depending on the number of edits associated with the client, 



the Enterprise System will accurately and consistently edit 1000 claims in five minutes. 



3.6.36 Explain how the following claims are treated when measuring TAT: 



3.6.36.1 Processed without delay; 



Vestica Healthcare measures Turnaround Time (TAT) from date of receipt of a clean claim to payment.   



3.6.36.2 Internal office referrals; 



Internal office referrals would still fall under the criteria of a clean claim as referenced in 3.6.36.1. 



3.6.36.3 External home office referral; and 



3.6.36.4 Pended claims (awaiting receipt of additional information). 



External home office referral and pended claims would obtain a new received date once the missing 



information is received.  Expectations for claim processing standards are typically part of the 



individual agreement with each contracting organization as described in section 3.6.41. 
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3.6.37 Please complete the following for the office that will process the NDOC’s claims. 



 



 



Turnaround Time Percent of Claims Processed 



 In 0-14 calendar 



days 



In 0-30 calendar 



days 



2011 Objective - 99.0% 



2011 Results - 99.7%  



2012 Objective - 99.0% 



2012 Results - 99.9%  



2013 Objective - 99.0%  



2013 Results  - 98.3%  



2014 Objective - 99.0% 



2014 Results YTD - - 



 



Our contractual Service Level Agreements do not include a fourteen (14) calendar day turnaround, 



however, if agreed upon we can include it in our objectives for reporting purposes. 



Our performance standard with the Wisconsin Department of Correction is 90% processed claims 



within fifteen (15) working days since 2005.   



3.6.38 Please specify any performance guarantees that you are offering that differ from those set forth in 



Section 3.10 regarding the following:   



 



3.6.38.1 Payment accuracy; 



3.6.38.2 Claim processing accuracy; 



3.6.38.3 Turnaround time; 



3.6.38.4 Customer service accessibility (average speed of answer, hold time, abandonment rate); and 



3.6.38.5 Overall account management. 



Please refer to Tab IX: Other Information Material for Additional Performance Guarantees. 



3.6.39 Please describe in detail your proposed performance standards, guarantees, method of measurement 



and amount at risk.  Include in your proposal a sample report available to verify your performance.  This 



report is subject to audit and verification by the State.  Your response to this section should be 



submitted with Section 3.10. 



Please refer to Tab IX: Other Information Material for details of Vestica Healthcare’s Additional 



Performance Guarantee.  Sample reports are also included to verify Vestica’s performance.    



3.6.40 Describe the claim processing workflow from point of claim receipt to issuance of a claim draft. 



Once all claims are converted to electronic format and validated, as described in 3.6.17, they move 



through Edit, Adjudicate, and Payment Cycles. The Enterprise System is designed to automatically 
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adjudicate nearly 100% of all claims. All units of coverage are defined as part of each benefit plan 



and automatically applied and validated when claims are edited. The system automatically 



determines whether a service should be paid or denied, based on both the benefit plan rules and the 



patient’s service history. Using the Enterprise System as its claim processing platform, Vestica 



Healthcare nearly always achieves auto-adjudication rates in excess of 99%. 



The Enterprise System performs automated reviews by applying hundreds of proprietary, medical and 



dental-specific business rules against each claim and its services during the claim processing Edit 



Cycle. The system uses these rules to identify and automatically deny services for administrative 



reasons where appropriate, such as “member ineligible” or “service not covered.”  



Those services that do not require further review can automatically advance from the Edit Cycle to the 



Adjudicate Cycle, where they can be adjudicated and either paid or denied (rather than held back in 



the Edit Cycle with other claims that do require review and manual intervention). The auto advance 



feature can be enabled or disabled for each denial reason. 



One of the strengths of the Enterprise System is its ability to automatically link claims to specific pre-



authorized services and decrement (consume) prior authorizations and service items based on 



specific encounter data submitted by the provider. Vestica Healthcare tailors the rules for matching 



claims to specific pre-authorized services to each client’s specific requirements. Links between real-



time claim details and corresponding authorizations are available through the Enterprise System user 



interface. 



When the system cannot match a service that requires pre-authorization against an open 



authorization, an exception is recorded on the service. These exceptions can be reviewed and 



resolved before the claim is adjudicated. When a claim is adjusted, the authorization consumption is 



also automatically updated accordingly, if appropriate. 



The claim processing Payment Cycle generates payments for Providers (and Beneficiaries, if 



applicable) and also generates payment reports, including Remittance Advices for Providers, as well 



as Explanation of Benefits (EOB) and Explanation of Payment (EOP) reports for Beneficiaries. After the 



Payment Cycle is confirmed, the system automatically posts payment reports to web portals where 



the appropriate documents can be accessed online by Providers and Beneficiaries. If configured, the 



system can also send automated email messages to Providers and Beneficiaries when new payment 



reports are posted to the portals. 



Providers can receive either EFT payments or paper checks. Vestica Healthcare’s Finance Department 



obtains check stock from a secured location and prints paper checks in- house. The Finance 



Department also sends EFT files to the appropriate banks. For security purposes, Vestica Healthcare 



physically secures all check stock and allows only authorized users the ability to finalize the Payment 



Cycle, issue electronic payments, and print checks. 



Vestica Healthcare can process and pay Provider claims on any schedule that meets NDOC needs. 



Office Services are performed by experienced staff members who follow detailed schedules that 



identify when individual tasks are due. This allows each client’s Account Executive to meet scheduled 



check runs and other client deadlines on time. The Office Services department has clear 



expectations, well-defined processes, and careful oversight and monitoring. Workloads are managed 



and additional resources are assigned as necessary to ensure every client deadline is met. 
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3.6.41 Describe your procedures for tracking pended claims.   



3.6.41.1 Are they maintained on the system?   



3.6.41.2 Are periodic status reports generated?   



3.6.41.3 When is a claim considered “closed”? 



The Enterprise System uses numerous set-up modules to apply specific business rules for each client 



to achieve 100% auto adjudication of claims. The set up and configuration flexibility and integrated 



database architecture allow the claim processing system to perform automated crosschecks and 



relationship edits, and audits on all claims, based on each client’s unique requirements. 



All claims are edited during claims processing in a batch mode in the Claim Adjudication Module 



(CAM). Each batch, no matter the size, is defined as a Claim Processing Group depending on the 



selection criteria defined by the Vestica Account Executive. Processing groups define sets of rules for 



which claims and services should be pended or denied based on “auto advance” rules. The “auto 



advance” feature allows certain edited claims to proceed automatically from the Edit Cycle directly to 



the Adjudication Cycle where they are adjudicated and either paid or denied, rather than held back in 



the Edit Cycle with claims requiring review and manual intervention. The “auto advance” feature can 



be enabled or disabled for each exception or denial reason. 



The Enterprise System performs automated reviews by applying hundreds of proprietary, medical and 



dental specific business rules against each claim and its services during the claim processing Edit 



Cycle.  The system uses these rules to identify (pending status), and automatically deny services for 



administrative reasons where appropriate, such as “pending for authorizations”, “pending for 



potentially eligible for NV Medicaid” or “pending for medical review/internal review.”  



All customization is pre-established in the Enterprise System user interface and automatically applied 



during processing – additional attention or response is not required.  As with the business rules, 



these system edits are pre-established directly in the Enterprise System, customized for the client and 



plan, and are automatically applied during processing. These edits allow for increased accuracy in our 



claims adjudication process, decreased claims turnaround times, and provide Vestica Healthcare with 



real-time monitoring for behavioral patterns indicative of aberrant practices.   



Vestica Healthcare can customize the pending or withholding of payments as directed by NDOC.  



Business rules can be established to pend or withhold payments on adjudicated claims and 



transactions based on a number of variables including but not limited to: 



 Claim type 



 Media 



 Payee type and identification number 



 Amount 



 Fund code 



 Category of service 



Any variable related to the recipient of service, the provider of service, or the service being provided 



can be used to customize these business rules without requiring a programming change to the 



Enterprise System. Users with the appropriate security permissions, defined in the Enterprise Security 



Module (ESM), can pend or withhold payments on adjudicated claims and transactions, according to 



the contracting organization’s policies, procedures, and/or requests. 
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Vestica’s practice is not to pend claims but to resolve claim issues before adjudication, so that 



payment determination can be made as soon as possible. To reduce  the need to pend claims, 



Vestica works closely with NDOC to establish expectations about medical determinations and other 



workflows to ensure medical determinations and claims reviews are completed within an agreed upon 



timeframe. If a claim is held back from one check run, it is automatically picked up in the next check 



run unless the user manually withholds the claim. 



Vestica generates reports daily, tracked in the Client Web Portal. 



Claims are considered closed when paid during the payment cycle. 



3.6.42 What procedure do you use to handle services delivered that were not pre-authorized by the client?   



If no authorizations are found based on defined matching rules, an exception is triggered on the claim 



service line. NDOC can choose to review these exceptions for final determination, or the system can 



automatically deny the service with the appropriate denial message, which prints on the provider 



remittance advice.  As a last resort, changes can be communicated to Vestica staff and they could 



make edits to the system directly on behalf of NDOC.   



The Enterprise System has built in authorization functionality that can control the claim processing 



functions, if enabled.  When a claim is processed where the provider is required to have a pre-



authorization, the system will automatically check for a valid authorization and then will “consume” he 



authorization with the amount (dollars, units) of the claim.  For those services that are pre-authorized, 



specific grievance, appeal, and other regulatory references are defined for a benefit package and 



determination reason. This allows the appropriate message to be printed on the prior authorization 



letters for each specific service code, if applicable. 
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3.6.43 Please indicate the percentage of automation for the items listed below, according to the following 



categories: 



Automated:  The data is accessed and adjudicated automatically by the computer in processing the 



claim. 



Mixed:  Data is accessed by the processor and manually entered into the computer, which then 



completes processing. 



 



Manual:  Data is accessed by the processor and processor completes the benefit calculation.  Computer 



not involved or involvement limited to updating claim history. 



 



 



 
  



Claim Processing Procedure % Automated % Mixed % Manual 



Provider verification 100%   



Eligibility verification 100%   



Plan specifications 100%   



 Current 100%   



 Prior 100%   



COB data 100%   



Duplicate bills 100%   



Negotiated reimbursements 100%   



 Per diems 100%   



 Per case 100%   



 Per DRG 100%   



 Physician fee schedules 100%   



 Discount off charges 100%   
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3.6.44 Describe your techniques for identifying and resolving questionable provider billing practices, including 



“unbundling” of services. 



Vestica Healthcare has a number of tools available to detect questionable billing practice, abuse and 



excessive billing patterns. For example, the Enterprise Business Intelligence System (eBIS) includes 



numerous report templates that allow executives and managers with appropriate security 



permissions to monitor cost trends, abusive services, outlying providers and recipients, as well as 



generate provider profiling reports using up to five different measurements. 



Along with extensive reporting capabilities, Vestica Healthcare can also flag specific providers, 



services, procedures, diagnoses, and/or recipients as requiring further review during the claims 



editing process. The Claim Adjudication Module (CAM) automatically runs a series of edits against 



claims and services in each processing batch and marks exceptions for review, including claims and 



services suspected of fraud or abuse. Exceptions include both an exception code and a detailed 



exception message that identifies the error and its cause. Exception summary reports allow users to 



click online links to drill down into specific services to review exceptions and their reasons. Client 



edits and customized exception messages can be configured to meet NDOC or contract-specified 



restrictions. 



Edits are grouped into the following categories: 



 Code Standardization 



 Code Validation 



 Collect Additional Information 



 Determine Risk Allocation 



 Data Integrity 



 Illogical Patient Service 



 Coverage 



 Appropriate Care 



 Downcoding 



 Unbundling 



To help maintain some of these business rules, Vestica Healthcare subscribes to Ingenix and receives 



quarterly updates for Medicare-specific edits, such as the NCCI (National Correct Coding Initiative) 



Edit. In addition to standard industry rules that are applied during claims processing, Vestica has 



developed additional edits to identify potential unbundling or recoding scenarios. For example, one of 



our standard edits caught a situation in which a provider office billed services for the same recipient 



on the same date of service with slightly different procedure codes from different providers of the 



same specialty but associated with the same patient account number. Further investigation identified 



this scenario as inappropriate, and the second claim was denied as a duplicate requiring further 



documentation from the provider office. 



For those providers that require additional review, whether related to suspected fraud or abuse or for 



any other reasons identified by the contracting organization, Vestica can apply tailored prior 



authorization requirements down to the level of an individual provider at a specific location for a 



specific target population. 
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Vestica assigns an Account Executive (AE) and an Account Coordinator (AC) to each client. The AE and 



AC perform the edit and adjudication processes in the Claim Adjudication Module (CAM). Through this 



process, the AE and AC evaluate claims submissions and identify additional edits, unbundling rules, 



and other business rules for consideration and approval by the contracting organization. Once 



approved, the updated business rules and edits can be applied without a programming change to the 



Enterprise System. 



3.6.45 Briefly describe the system documentation requirements (procedures and timing) for other coverage 



information. 



Vestica Healthcare uses the Enterprise System as its platform for maintaining all third-party resource 



information at the recipient level, providing data for third-party coverage investigation, and storing the 



results of queries to proactively update recipients’ other insurance information. 



The Enrollment Module (EM) captures the eligibility information for each recipient. Third-party liability 



details specific to the recipient are maintained with the recipient enrollment/eligibility record 



including but not limited to names, identifiers, unlimited number of other insurance plans, policy and 



group numbers, coverage dates, sources, services, and payers. A single recipient can be assigned an 



unlimited number of benefit packages. The information can be entered or updated manually through 



the Enrollment Module user interface, or a TPL file can be loaded through an electronic feed. 



Updates can occur as often as needed; Vestica Healthcare has no limitation or boundary established 



for update frequency. Updates typically occur daily, weekly, bi-monthly, or monthly.  



Third-party liability details are also captured at claim entry when received with a claim. In addition to 



using this information for processing claims, this information may also be used as updates to missing 



records and communicated to the State or contracting organization. 



Vestica can develop and implement client reports, based on the client’s specific requirements, to 



address/provide third-party coverage investigation based on injury-related diagnoses. Client reports 



are commonly defined and developed during the implementation phase for each contracting 



organization to address their unique business rules. Client reports are set up by Vestica Healthcare’s 



Client Support Service (CSS) department and do not require a programming change to the Enterprise 



System. 



In addition, as new third-party coverage is identified for recipients, the COB and other insurance 



information can be updated in the Enterprise System immediately, where it is instantly available to all 



modules across the system, including the Claim Adjudication Module (CAM), allowing for a proactive, 



rather than a reactive. response. 



3.6.46 How do you investigate for potential workers’ compensation claims? 



Vestica Healthcare has the flexibility to coordinate with multiple insurance benefits, such as workers 



compensation claims, as defined by NDOC. 



Vestica uses the TPL information captured from multiple sources and other information captured on 



the claim, if any, to edit and adjudicate claims in the Claim Adjudication Module (CAM) according to 



the rules and criteria defined by NDOC or contracting organization. The claim adjudication edits are 



tailored to benefit packages and third-party business rules defined by the contracting organization. 



Vestica can produce reports for NDOC to perform subrogation activities related to accident or 



worker’s compensation. 
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3.6.47 How do you investigate for potential subrogation or other third-party liability claims? 



Vestica Healthcare has the flexibility to coordinate with multiple insurance benefits, such as workers 



compensation claims, as defined by NDOC. 



Vestica uses the TPL information captured from multiple sources and other information captured on 



the claim, if any, to edit and adjudicate claims in the Claim Adjudication Module (CAM) according to 



the rules and criteria defined by NDOC or contracting organization. The claim adjudication edits are 



tailored to benefit packages and third-party business rules defined by the contracting organization. 



Vestica can produce reports for NDOC to perform subrogation activities related to accident or 



worker’s compensation. 
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3.7 OVERPAYMENT PROTOCOL 



3.7.1 The vendor must credit back to the State any recovered overpayments.  All accumulators must be 



updated accordingly.  In the event the vendor’s company is responsible for an overpayment that cannot 



be recovered, the vendor must agree to indemnify the State for the full amount of the overpayment. 



Vestica Healthcare will comply with this requirement. 



3.7.2 The vendor’s claim system must “remove” overpayments from the system and all affected reports at the 



time the overpayment is identified.  All online accumulators and payment reports must be updated to 



reflect the amount that should have been paid. 



Vestica Healthcare will comply with this requirement. 



3.7.3 The following requirements apply to identification of mispayments. 



3.7.3.1 The awarded vendor shall randomly audit not less than 4% of daily processed claims. 



Vestica Healthcare will comply with this requirement. 



3.7.3.2 The awarded vendor shall log and account for all mispayments found from internal audit and 



other sources. 



Vestica Healthcare will comply with this requirement. 



3.7.3.3 The NDOC may require additional audits, including, but not limited to, quality control audits by 



the NDOC and/or other contracted auditors at the contracted vendor’s expense. 



Vestica Healthcare will comply with this requirement. 



3.7.3.4 All mispayments in excess of $3,000 will be reviewed by the awarded vendor’s supervisory 



personnel and reported to the NDOC on a monthly basis at the time the mispayment is 



identified. 



Vestica Healthcare will comply with this requirement. 



3.7.4 The following requirements apply to mispayment correction. 



3.7.4.1 Underpayments will be adjusted or reimbursed to the appropriate payee in a reasonable time 



after discovery. 



Vestica Healthcare will comply with this requirement. 



3.7.4.2 Unless the payee’s PPO or provider agreement allows for set-off adjustment of overpayments 



against any outstanding claim, overpayments will only be adjusted out of those other claims 



that are from the same provider in the same State of Nevada fiscal year. 



Vestica Healthcare will comply with this requirement. 



3.7.4.3 The awarded vendor’s overpayment log shall include all collection history, including phone 



collection efforts. 



Vestica Healthcare will comply with this requirement. 



3.7.4.4 Within 10 days after discovery, the awarded vendor shall provide the payee with a written 



notice of overpayment and request for reimbursement. 



Vestica Healthcare will comply with this requirement. 



3.7.4.5 After 30 days of non-payment after the first notice, the awarded vendor shall provide the payee 



a second written notice of request for reimbursement. 
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Vestica Healthcare will comply with this requirement. 



3.7.4.6 After 45 days of non-payment after the first notice, the awarded vendor will refer the matter 



back to the NDOC to pursue collection in accordance with NRS Chapter 353C via the State 



Controller’s Office. 



Vestica Healthcare will comply with this requirement. 



3.7.4.7 The awarded vendor’s collection agency must comply with state and federal debt collection 



laws, and its fees shall be at the successful vendor’s expense.  If overpayment or mispayment 



was made due to NDOC staff direction or approval, the fees shall not exceed 20% of the 



amount collected without obtaining prior approval from the State. 



Vestica Healthcare will comply with this requirement. 



3.7.4.8 The awarded vendor shall require regular reporting by its collection agency that will be shared 



with the NDOC. 



Vestica Healthcare will comply with this requirement. 



3.7.4.9 Neither the awarded vendor nor its collection agency may bring legal action against a provider 



to collect an overpayment. 



Vestica Healthcare will comply with this requirement. 



3.7.4.10  Any unsuccessful collection matter that requires legal action shall be referred to the NDOC for 



assessment and consultation with the Office of the Attorney General. 



Vestica Healthcare will comply with this requirement. 



3.7.4.11  The awarded vendor shall internally audit the mispayment logs, and make both the logs and 



any internal audit report available to the NDOC’s auditors upon request. 



Vestica Healthcare will comply with this requirement. 
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3.8 CLAIMS EXAMINER SPECIFICATIONS 



3.8.1 Describe the required minimum qualifications to be employed by your company as a claim examiner.   



As described in 3.6.31, Vestica Healthcare provides a dedicated account executive to each of its 



clients. Each account executive performs the edit and adjudication processes and is responsible for 



the day-to-day operations of the account including any client requests related to ongoing account 



activities.  



Minimum Qualifications: 



 Required Level of Education, Licenses, and/or Certificates 



o High School Diploma 



 Required Level of Experience 



o 2 years of prior job related experience (health or dental insurance, including 



managed care operations, accounts receivable and or billing) 



 Required Knowledge, Skills, and Abilities  



o Excellent oral and written communication skills. 



o Ability to manage multiple priorities and remain organized with multiple interruptions. 



o Knowledge of Microsoft Office products (Word, Excel, PowerPoint). 



o Knowledge of health or coding and terminology.  



 Competencies 



o Fostering Teamwork: As a team member, the ability and desire to work cooperatively with 



others on a team; as a team leader, the ability to demonstrate interest, skill, and success 



in getting groups to learn to work together. 



o Written Communication: The ability to express oneself clearly in business writing. 



o Analytical Thinking: The ability to tackle a problem by using a logical, systematic, 



sequential approach. 



o Detail Oriented: Ensuring that one's own and/or others' work and information are 



complete and accurate; carefully preparing for meetings and presentations; following up 



with others to ensure that agreements and commitments have been fulfilled. 



o Fostering Innovation: The ability to develop, sponsor, or support the introduction of new 



and improved method, products, procedures, or technologies. 



o Time Management: The ability to manage several competing tasks at once effectively 



while still meeting deadlines. 



3.8.1.1 Are prospective employees required to possess training in medical terminology? 



Yes, 2 years of prior job related experience (health or dental insurance, including managed care 



operations, accounts receivable and or billing) 
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3.8.1.2 Are prospective employees required to possess training in the coding and interpretation of 



information on medical bills? 



Yes, 2 years of prior job related experience (health or dental insurance, including managed care 



operations, accounts receivable and or billing) 



3.8.1.3 Describe your internal claim examiner training, program content, timing, and performance 



requirements. 



Policy for Data Entry Processors: 



Data Entry Processors will be trained for three to five weeks to follow client specific claim and 



authorization processing guidelines in accordance to defined production and accuracy standards. 



Each employee receives, within the first five (5) business days of their effective date for the position: 



1. Orientation and/or training to cover all active Claims Processing guidance documents 



(policies, procedures, and processes). 



2. Training courses that meet applicable regulatory and accreditation standards and 



requirements. A copy of all training acknowledgments, certificates, and test scores are filed 



within the employee’s personnel file and/or training log..  



As required by the URAC Claims Processing Accreditation, applicable employees shall receive initial 



and ongoing training on all Claims Processing related URAC requirements, and such training is 



documented within each employee’s personnel file.  



Upon the release of any new Claims Processing guidance documents, employees must complete the 



review and training of such documents prior to the effective date. When circumstances require a 



Claims Processing guidance document to have an immediate effective date, as determined by 



management staff, employees must complete the review and training of such documents within ten 



(10) business days of the effective date.  



Ongoing training of all Claims Processing related guidance documents and training courses are 



provided to each employee on an annual basis, to be completed in no more than thirteen (13) months 



after the date each employee last completed training for each respective guidance document and 



training course. 



Initial Training: 



1. Each supervising manager (or delegate – Human Resources, Training Instructor, etc.) shall 



provide the new employee with a copy (electronic or paper) of all relevant Claims Processing 



standards and guidance documents, along with any supportive training. The trainer will 



provide comprehensive instruction and education on the following: 



a) Document Imaging System Functionality  



b) Functionality of the Enterprise System  



c) Claim Capture Module (CCM), and Authorization Capture Module (ACM) if applicable 



in which claims and authorizations are entered  



d)  Processing guidelines and workflows  



e) Audit process  



f) Production and accuracy standards 
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2. For newly created Claims Processing standards, guidance documents and trainings, each 



supervising manager (or delegate) shall disseminate such Claims Processing materials to 



each employee prior to the document effective date, or within two (2) business days of the 



effective date for circumstances that require immediate effective dates. 



All URAC Claims Processing Accreditation requirements must be specifically identified within the 



training materials. 



3. Upon completing the review and training the supervising manager (or delegate) shall provide 



the employee with an acknowledgment form, certificate of training or participation, or 



training test scores to validate the employee’s completion of the training on Claims and 



Authorization Processing standards and guidance documents.  



4. The supervising manager shall then submit a copy of the employee’s review/training 



acknowledgement, certificate, or test score to the Human Resource Department to be filed 



within the employee’s training folder within the respective employee’s training folder within 



their personnel file, with any URAC Claims Processing Accreditations requirements 



acknowledged in the documentation. 



Ongoing Claims Processing Training: 



1. At least one (1) time during each calendar year, and no more than thirteen (13) months since 



the last completed review and training, each supervising manager (or delegate) shall notify 



their applicable permanent and contract/temporary employees that ongoing Claims 



Processing standards and guidance document review and training must be completed. The 



completion date for each review and training shall also be provided to each applicable 



employee 



All URAC Claims Processing Accreditation requirements must be specifically identified within all 



training materials 



2. The supervising manager (or delegate) will then provide aid to each of their applicable 



employees to schedule their Claims Processing standard and guidance document reviews 



and trainings. Both supervising manager and applicable employee are responsible for 



monitoring the progress for completing such reviews and trainings.  



3. After completing the review and training for each Claims Processing standard and guidance 



document, the supervising manager (or delegate) submits documentation to the Human 



Resource Department for filing within the employee’s training folder of their personnel file, 



with any URAC Claims Processing Accreditation requirements acknowledged in the 



documentation. 



For the first 30 days, 100% of claims entered by the data entry processor will be audited. The auditor 



will provide feedback to the trainer of processor’s results. After the processor has met the required 



accuracy percentages, the percent of claims/authorizations being audited will be reduced according 



to department performance expectations. 



Performance Management: Data entry processor receives production and accuracy results daily.  



Management meets with employees monthly to review their ongoing performance results. 



 Claims are reviewed for accuracy according to the Processor’s predetermined audit 



percentage.  Audit percentages are determined off of employee tenure and historical 



accuracy results. 
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 Audit percentages are programmed into the imaging system and systematically routed to the 



audit queue. 



3.8.1.4 What is the average length of employment for examiners who will handle the NDOC’s claims? 



The Account Executive and Account Coordinator that will be assigned to NDOC  has been employed at 



Vestica Healthcare for twelve (12) years.  Both have been managing our current client, Wisconsin 



Department of Correction relationship for eight (8) years.   



3.8.1.5 What is your employee turnover rate in the past 12 months in the claims area for the office 



that will handle the NDOC’s claims? 



Vestica Healthcare has had zero (0) turnover in the past 12 months. 



3.8.1.6 Are claim production incentives utilized?  What is the expected productivity level for medical 



claims? (Distinguish between claim examiners and data entry personnel. 



Vestica Healthcare develops, maintains, and uses a number of different internal quality control 



procedures to monitor daily operations, data-entry, and processing accuracy for all functional areas 



across the company. 



Production incentives are not utilized for the data entry processors; instead their performance is 



measured by a combination of production and accuracy.  The production performance standard for a 



data entry processor is dependent on the size and type of paper claim submitted.  On average, a data 



entry processor production is 25 to 30 facility claims per hour or 40 to 45 professional claims per 



hour at a 99% accuracy rate. 



NDOC has the option of allowing providers to submit claims and attach documents through a secured 



web service portal. 



3.8.1.7 Include sample company policy manuals with your proposal. 



The Enterprise System includes built-in comprehensive online help, reference guides, and embedded 



learning videos which include step-by-step instructions for a wide range of topics.  Our robust online 



help will make learning fun and easy for authorized NDOC users with access to the Client Web Portal 



and Dashboards.  A copy of a Getting Started manual has been included in Tab IX: Other 



Informational Material, for your review.   



The account executive and account coordinator have account specific processing procedures to be 



utilized during claim adjudication.  Please see sample professional claims processing procedures 



from our current client, Wisconsin Department of Corrections, under Tab IX: Other Informational 



Material, for your review. 



3.8.1.8 Include a list of resource tools used by claims examiners.  Indicate tools provided to examiners 



on their desks and those located in a central location. 



Data Entry Processors: 



 Imaging System Software  



 Enterprise System Modules 



 Training Documentation and Resource Guides 



 



Account Executives: 



Located at the Desk by way of software: 
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 Current CPT 



 ICD-9 and ICD-10 



 HCPCS 



 Enterprise System Manual – online 



Central Location 



 PDR 



 Dictionary 



3.8.1.9 Is the vendor’s claim system able to adjudicate claims based Medicare rates in the event that 



reimbursement rates are predicated on Medicare rates? 



Vestica Healthcare utilizes Medicare guidelines for processing claims and can load Medicare rates 



into the Enterprise System. 



Vestica utilizes Medicare’s most current fee schedules to price: 



 outpatient surgery 



 professional claims 



 RVU’s, including physician services, lab and radiology professional interpretation services, 



technical components, mid-level provider services, physical therapy, occupational therapy, 



and speech therapy 



 DME 



 ambulance services 



 Long Term Care Hospital (LTCH), and other ancillary medical claims 



Vestica prices critical access hospital claims using the latest information provided to the hospital from 



CMS. 



Vestica also has the ability to price claims using percentage of billed and other variations of claim 



payments. 
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3.9 CUSTOMER SERVICE 



3.9.1 Is Customer Service administered by a separate unit? 



Yes, Vestica will have a dedicated toll-free number and staff available to address Customer Care 



questions from NDOC providers and employees.   



3.9.2 What claims history information may a customer service representative access in response to an inquiry 



on processed and pending claims? 



As described in 3.2.7, The Enterprise System maintains complete claim history records. 



The Customer Service system is designed to give Customer Service Representatives (CSRs) all of the 



information they need all in one place, so they can quickly and efficiently answer each inquiry at the 



initial point of contact. Because the Enterprise System software platform is fully integrated, real-time 



data is shared and available across the entire system. Hot links on the Call Processing page allow 



CSRs to access complete details about members, providers, locations, benefits, medical history, and 



much more, with just a click. Clients can monitor first call resolution metrics 24/7 from the online 



Executive Dashboard. 



Authorized State of Nevada representatives will have access to the Customer Service System to view 



the same information as the customer services reps.   



3.9.3 Please describe how customer service inquiries are monitored. 



Vestica Healthcare utilizes the Customer Service Module (CSM), a part of the Enterprise System, to 



log, track, and assign case follow-ups to appropriate staff. Cases requiring further review and follow-



up can be assigned to an entire department or to specific individuals. Authorized users can monitor 



all complaint and appeal activity in real-time, ensuring a quicker and more thorough resolution. 



The Customer Service Module can track, but is not limited to, the following information: 



 Time and date of call or contact 



 Provider name and identification number 



 Caller name 



 Relationship between the caller and recipient 



 Nature and details of the call or contact 



 Type of inquiry (e.g., phone, written, face to face, internet, email) 



 Length of call (for a phone contact) 



 Recipient ID number and corresponding information about the recipient such as recipient’s 



name and county 



 Customer service correspondent name and identification number 



 Response given by customer service correspondent, which provider the caller was referred 



to, and the format in which the response was given (e.g., written, telephone, email) 
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 Status of inquiry (e.g., closed, follow-up needed, or request for assistance in locating a 



specialized provider) 



 Capacity for free form text for 4,000 characters to describe problems and resolutions 



The Customer Service Module (CSM) includes a number of standard reports that contain summary 



information on all calls and contacts received during a specified timeframe.  Any of the information 



stored in the Customer Service Module can be repackaged into a report format specified by NDOC. 



In addition, executive dashboard’s customer service tab provides real-time key call statistics, 



including categories of calls, call volumes, and the number of calls resolved on first contact.  



See below for an example: 



 



 



3.9.4 Do customer service representatives process adjustments to claims online?  Is the claim system 



updated immediately?  How do the customer service representatives interact with your claims system to 



handle claim inquiries? 



Customer service representative has the capability to process adjustments to claims online.  However, 



Vestica assigns an Account Executive (AE) and an Account Coordinator (AC) to every client. The AE 



and AC are responsible for the efficiency and accuracy of the claims process. Their intimate 



knowledge of the contracting organization’s business rules, and their daily hands-on approach to 



claims processing helps them identify enhancements and efficiencies. The Account Executive is in 



contact with the contracting organization on a regular basis and informally recommends changes to 



edits and audits to enhance the efficiency of claims processing. Vestica also holds scheduled 



meetings that include formal recommendations for changes to edits and audits to improve the quality 



and efficiency of claims payment.  
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 Any adjustment made to a claim is updated immediately in the Enterprise System.  If an exception is 



manually approved, the edit details associated with the claim are updated to include what was 



approved, when it was approved, a reason code and optional note about why it was approved, and the 



name of the processor who approved the exception are captured and recorded.   



A complete online audit trail of all exception processing is available for immediate online retrieval and 



review through the Claim Adjudication Module. 



3.9.5 Describe how and when customer service representatives interact with the claims examiners. 



Customer service representative utilizes the Customer Service Module (CSM) to forward issues and 



inquiries for follow up to the dedicated account executive and account coordinator as described in 



section 3.9.4.  In addition, customer service can forward an inquiry for follow up to authorized NDOC 



users of the CSM.  Any communications performed as a result of the follow up can also be logged. 



Any follow up recorded in the Customer Service Module (CSM) can be redirected and escalated as 



required by the contracting organization. All follow ups are monitored to ensure timely and proper 



resolution. Vestica works with each contracting organization to develop customer service policies, 



procedures, and workflows regarding inquiry routing and escalation procedures. 
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3.10 PERFORMANCE STANDARDS AND GUARANTEES 



3.10.1 Service Performance Standards   



In addition to the general and special damages that may result from a breach, the measure of damages 



to daily State operations in the event of a failure of performance by the awarded vendor may be difficult 



or impossible to calculate, depending on the nature of the default.  In the event the awarded vendor 



fails to perform services or complete deliverables in accordance with the response times required in this 



RFP, or as specified or negotiated in the successful proposal, additional performance guarantee 



liquidated damages may be calculated with or without declaration of default or breach. 



The following requirements are areas wherein the awarded vendor will guarantee performance.  Failure 



to meet the required standards will result in the assessment of liquidated damages.  Liquidated 



damages will be enforced by reducing a percentage of the administrative fees due to the awarded 



vendor.  Prompt resolution of problems or issues is expected, but will not reduce or eliminate any 



liquidated damages imposed due to failure to meet the performance standards outlined below.  



Proposing vendors should indicate other guarantees they you are willing to include as part of the 



contract. 



 



Service Performance Description Guarantee 



Claims financial error rate  
The dollar amount of claims paid accurately 



divided by total dollars paid. 
 



99% 



Turnaround time (TAT) of 



claims processed 
Claims processed within 14 working days.  



90% 



Data Reporting 



(a) Deliver standard reports within 10 days 
of end of reporting period 



(b) Deliver annual reports & regulatory 



documentation within 10 days of policy 
year-end. 



 
100% 



 



 
100% 



Payment 
Penalties shall be paid before ninety (90) 



days from the end of the quarter 
 



100% 



 



Vestica Healthcare agrees to these performance standards and guarantees.  We have met or exceeded similar 



standards with our current client, Wisconsin Department of Corrections throughout the eight years we have 



provided services. Please see Tab IX: Other Information Material for Performance Guarantee Summary for 



additional guarantees we are willing to include in the contract.  
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3.10.2 Service Performance Penalties 



Liquidated damages will be enforced by a measured guarantee.  Prompt resolution of problems or 



issues is expected but will not reduce or eliminate any liquidated damages imposed due to failure to 



meet the performance standards. 



 



 



 



 



 



 



 



 



 



 



 



 



In their proposals, vendors should submit a chart similar to the one shown above with proposed 



Performance Guarantees and Fee Reduction rates.  Vendors should describe in detail their proposed 



performance standards, guarantees, method of measurement, and amount at risk.  Include in the 



proposal a sample report available to verify performance.  This report is subject to audit and verification 



by the State. 



Vestica Healthcare agrees to these performance standards and guarantees.  We have met or 



exceeded similar standards with our current client, Wisconsin Department of Correction throughout 



the eight years we have provided services. Please see Tab IX: Other Information Material for 



Performance Guarantee Summary 



 



Service Performance 



Standard 



 



Description 



 



Penalty 



 
Claims financial error rate  



The dollar amount of claims paid 



accurately divided by total dollars paid. 



20% of 
Administrative 



fees 



 
Turnaround time (TAT) of 



claims processed 



 
Claims processed within 14 working 



days. 



20% of 



Administrative 
Fees 



Implementation 



(a) Task(s) completed on time 
(b) Problem resolution – problems 
documented within two business days 



and resolution within 10 business days 



20% of 



Administrative 



Fees 



Data Reporting 



(a)  Deliver standard reports within 10 



days of end of reporting period 
(b)  Deliver annual reports, regulatory 



documentation within 10 days of policy 



year-end. 



 
20% of 



Administrative 



fees 
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Vestica Healthcare, LLC 



Section 4: 



Company Background and References 



4.1 VENDOR INFORMATION 



4.1.1 Vendors must provide a company profile in the table format below. 



 



Question Response 



Company name: Vestica Healthcare, LLC 



Ownership (sole proprietor, partnership, etc.): Limited Liability Corporation 



State of incorporation: Wisconsin 



Date of incorporation: October 9, 1997 



# of years in business: 16 years  



List of top officers: Craig Kasten-CEO,  



Darrin Haehle-CIO,  



Thomas Conjurski-COO 



Lisa Sweeney-CFO 



Michelle Spencer-CAO 



Location of company headquarters: N92 W14612 Anthony Avenue 



Menomonee Falls WI 53051 



Location(s) of the company offices: 10201 N Port Washington Road 



Mequon WI 53092 



N92 W14612 Anthony Avenue 



Menomonee Falls WI 53051 



Location(s) of the office that will provide the 



services described in this RFP: 



N92 W14612 Anthony Avenue 



Menomonee Falls WI 53051 
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Question Response 



Number of employees locally with the 



expertise to support the requirements 



identified in this RFP: 



No employees in Nevada 



Number of employees nationally with the 



expertise to support the requirements in this 



RFP: 



330 



Location(s) from which employees will be 



assigned for this project: 



1000 West Donges Bay Road 



Mequon WI 53092 



N92 W14612 Anthony Avenue 



Menomonee Falls WI 53051 



10201 N Port Washington Road 



Mequon WI 53092 



 



4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of another 



state must register with the State of Nevada, Secretary of State’s Office as a foreign corporation before 



a contract can be executed between the State of Nevada and the awarded vendor, unless specifically 



exempted by NRS 80.015. 



Vestica Healthcare’s certificate of registration of foreign limited liability company number is 



E06501820124.  Please see Tab IV: State Documents for a copy.  



4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately licensed by 



the State of Nevada, Secretary of State’s Office pursuant to NRS76.  Information regarding the Nevada 



Business License can be located at http://sos.state.nv.us. 



 



 



 



 



 



 



  



Question Response 



Nevada Business License 



Number: 



Will be provided upon the award of the 



contract 



Legal Entity Name: Vestica Healthcare, LLC 





http://sos.state.nv.us/
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Is “Legal Entity Name” the same name as vendor is doing business as? 



 



 



 



If “No”, provide explanation. 



4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  Vendors shall be 



proactive in verification of these requirements prior to proposal submittal.  Proposals that do not contain 



the requisite licensure may be deemed non-responsive. 



4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency? 



 



 



 



If “Yes”, complete the following table for each State agency for whom the work was performed.  Table 



can be duplicated for each contract being identified. 



 



Question Response 



Name of State agency:  



State agency contact name:  



Dates when services were performed:  



Type of duties performed:  



Total dollar value of the contract:  



 



4.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, or any of 



its agencies, departments, or divisions? 



 



 



If “Yes”, please explain when the employee is planning to render services, while on annual leave, 



compensatory time, or on their own time? 



If you employ (a) any person who is a current employee of an agency of the State of Nevada, or (b) any 



person who has been an employee of an agency of the State of Nevada within the past two (2) years, 



and if such person will be performing or producing the services which you will be contracted to provide 



under this contract, you must disclose the identity of each such person in your response to this RFP, and 



specify the services that each person will be expected to perform. 



Yes   No  



Yes  No   



Yes  No   
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4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal 



litigation in which the vendor has been alleged to be liable or held liable in a matter involving a contract 



with the State of Nevada or any other governmental entity.  Any pending claim or litigation occurring 



within the past six (6) years which may adversely affect the vendor’s ability to perform or fulfill its 



obligations if a contract is awarded as a result of this RFP must also be disclosed. 



Does any of the above apply to your company? 



 



 



 



4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule for RFP 



3086.  Does your organization currently have or will your organization be able to provide the insurance 



requirements as specified in Attachment E. 



 



 



 



Any exceptions and/or assumptions to the insurance requirements must be identified on Attachment B, 



Technical Proposal Certification of Compliance with Terms and Conditions of RFP.  Exceptions and/or 



assumptions will be taken into consideration as part of the evaluation process; however, vendors must 



be specific.  If vendors do not specify any exceptions and/or assumptions at time of proposal 



submission, the State will not consider any additional exceptions and/or assumptions during 



negotiations.  



Upon contract award, the successful vendor must provide the Certificate of Insurance identifying the 



coverages as specified in Attachment E, Insurance Schedule for RFP 3086. 



4.1.9 Company background/history and why vendor is qualified to provide the services described in this RFP.  



Limit response to no more than five (5) pages. 



Vestica Healthcare (Vestica) provides Third Party Administration (TPA)/Business Process Outsourcing 



(BPO) using the Enterprise System software platform developed and hosted by its sister company, 



Wonderbox Technologies. 



Wonderbox Technologies, Vestica Healthcare, Scion Dental, American Therapy Administrators (ATA), 



and Ocular Benefits are united through a team of passionate, experienced leaders and employees, 



working together as a fully integrated family of companies. All five companies are proud leaders in the 



delivery of benefit management through state-of-the-art technology and best-in-class benefit 



administration. Collectively, our companies administer benefits for over 7 million lives across the USA. 



Services Summary 



Vestica Healthcare brings state-of-the-art administrative services to managed care organizations, 



health plans, government organizations, and third-party administrators, including: 



 Medicare and Medicaid programs 



 Bundled payment programs 



Yes  No 
  



Yes   
No  
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 Accountable care organizations 



 Physician hospital organizations 



 Correctional Healthcare 



 Long-term care programs 



Both Vestica Healthcare and Wonderbox Technologies are owned by the same ownership group and 



managed by the same executive management team.  Vestica has processed over 13 million 



healthcare claims in the past 10 years at over 99.9% accuracy. 



In 1992, Craig Kasten developed an initial blueprint for a healthcare core administrative technology 



and decided to use revenues generated from newly formed specialty healthcare management firms to 



fund the design and development of a new kind of software system for administering dental benefits. 



One such specialty management venture was Doral Dental, formed to meet challenges in the dental 



benefits industry. Doral Dental, named one of the fastest growing companies in America several years 



later, put to the test the notion that microcomputer technology can best be used to administer 



healthcare benefits. Doral Dental grew from its inception in 1995 to an enrollment of nearly 6.5 



million lives by the time of its sale to DentaQuest Ventures (DQV) in 2004.  



As part of the sale to DentaQuest Ventures (DQV) in 2004, the owners gave up the use of the name 



“Doral” and provided DQV with a 5-year royalty-free exclusive software license for the Enterprise 



System. We maintained ownership of our greatest advantage – our software company, Wonderbox 



Technologies. Because we own our administrative software, we have unmatched flexibility to create 



individualized relationships with our clients and deliver customized solutions that meet each client’s 



specific needs. 



After tremendous success administering and managing Medicaid dental programs on behalf of 



government and commercial entities, founders Craig Kasten and Gregory Borca saw an opportunity to 



expand their services in the medical arena. In 1997, Mr. Kasten and Mr. Borca opened Vestica 



Healthcare as a web-based managed care third-party administrator working with government 



programs.  



Building from the existing concepts in the Enterprise System, an administrative and reporting platform 



was tailored to specifically meet all of the nuances of a medical program. Vestica Healthcare’s new 



system provided consistent and accurate processes, automation, web-based access, intuitive 



dashboards, and robust reporting capabilities. 



As described in section 3.6.24.2, Vestica Healthcare and sister company Scion Dental are the first, 



and currently the only, companies in the United States to have been awarded URAC full accreditation 



for Claims Processing Administration with Claims Review and Appeals, Version 4.0. 



Vestica Healthcare offers its clients a full range of flexible benefit management services. As business 



objectives change, we work with our clients to adjust the mix of bundled services to align with their 



current business goals and strategic direction.  TPA/BPO services include: 



 Enrollment/eligibility management  



 Claims processing  



 Prior authorization management  



 Post authorization utilization review  
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 Fee schedule management  



 Provider network management  



 Regulatory compliance services, fraud and abuse oversight 



 COB/TPL data management and reporting 



 Medical management support (case management, disease management) 



 Provider and member call center services 



 Data management, reporting, and online program oversight tools 



Experience with Correctional Healthcare 



Our family of companies has extensive knowledge of high-volume claims management and customer 



service as evidenced by the over 7 million health plan members and inmates currently being served 



by our entire organization. In a complex and rapidly changing regulatory environment, it’s our level of 



experience that makes the difference. 



Vestica Healthcare and its sister companies are both competent and committed to working with 



NDOC to continue their TPA relationship. We successfully managed a similar situation for one of our 



current clients. In 2004, Vestica Healthcare was contacted by the State of Wisconsin Department of 



Corrections to help with their inmate medical claims. The State of Wisconsin was paying 100% of all 



billed claims, their cost for inmate healthcare consistently exceeded budget, and they lacked the 



general oversight to determine the delivery of appropriate care and avoid paying for fraudulent or 



abusive services. 



At that time, Vestica Healthcare was administering Medicaid medical programs in New York, 



Wisconsin, Tennessee, Puerto Rico, and Pennsylvania, but it had not yet performed services for any 



state correctional client. However, Vestica Healthcare was certain that we could provide the services 



needed by the State of Wisconsin and bring costs under control as well as provide program oversight. 



In 2005, Vestica Healthcare signed with and began administering the State of Wisconsin’s 



Department of Corrections program. 



After its first year of administration, Vestica Healthcare analyzed the program performance by 



examining paid versus billed amounts. 



In 2005, our first year working together, Vestica Healthcare saved the 
State of Wisconsin Department of Corrections program $30 million. 



Vestica Healthcare traced its success to two sources: 



1. Systematic processes.  



Vestica Healthcare implemented a systematic approach to examining and adjudicating claims. By 



standardizing processes and leveraging our proprietary administrative software—the Enterprise 



System, which was built in-house by our sister company Wonderbox Technologies—Vestica 



Healthcare not only provided consistent and accurate claim examination and payment, but also 



automated many of the processes that other third-party administrators would have done 



manually. With the Enterprise System technology tools, Vestica Healthcare then tracked all 



program trends and metrics, providing insight into the program’s financial health, and began 



working on program improvement opportunities. 
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2. A strong, communicative relationship.  



Vestica Healthcare developed a strong relationship with the State of Wisconsin. Our team was in 



constant communication with the State, discussing the trends of their program, providing them 



with supporting reports, and offering feedback regarding potential problem areas and what 



courses of action the State might take to alleviate those issues. 



For example, in the first year, Vestica Healthcare exposed a series of fraudulent and abusive 



behaviors committed by several providers. Vestica Healthcare alerted the State and advised they take 



action. The State responded and banned those providers from any further business with the 



Department of Corrections program. The coordinated effort to reduce these activities brought much of 



the savings realized in the first year. 



Today, Vestica Healthcare continues to manage the Department of Corrections program for the State 



of Wisconsin, and each year since 2005 we have saved the State an average of $7 million, or 



approximately $320 per offender per year. Vestica Healthcare not only continues its systematic 



approach to administering healthcare benefits, but also continues to build on its already positive 



relationship with the State of Wisconsin by offering oversight and advice so the State can continually 



improve the management of  its Correctional Healthcare spend while always providing quality 



healthcare services. 



System Summary 



Wonderbox Technologies develops and hosts the Enterprise System software platform to provide 



software and services to benefit administrators. 



The Enterprise System is comprised of over 35 distinct, yet integrated modules; each module is 



designed to handle a subset of benefit management. The Enterprise System offers fully integrated 



claims processing, authorization processing, case management, analytical reporting, and customer 



service tools, among many other features. With its integrated database, information is stored just 



once, and then referenced throughout the system, wherever it is needed. The Enterprise System is 



entirely web-based, with users needing only a supported web browser to securely access system 



features.  



Wonderbox Technologies follows an agile software development methodology that allows us to define, 



develop, test, and deploy enhancements to the Enterprise System quickly and efficiently. We release 



four Enterprise System software upgrades every year to stay current with the ever-changing dynamics 



of healthcare standards. Software releases typically incorporate new functionality requested by our 



clients as well as enhancements to meet new or updated state and federal regulations. Each software 



release includes both functional and technical enhancements. 



Vestica Healthcare offers the advantages of the Enterprise System integrated benefit administration 



features as part of its TPA/BPO services. The Enterprise System also serves as the software platform 



across our family of companies that manage benefits across a wide range of markets, including 



Medicaid dental, medical, and vision benefits as well as commercial dental, vision, and therapy 



administration. In addition, Wonderbox Technologies licenses its software platform to external clients 



for managing Medicaid dental and vision benefits as well as commercial dental and vision plans. 



Strategic Mission, Vision & Long-Term Strategy 



Since our formation in 1997, Vestica’s corporate mission has remained a constant: to fully exploit 



emerging technologies (Internet, imaging, hardware, software, and telecommunications) that foster 



the formation of the most efficient and effective health plans in the world. By “efficient,” we mean 



operating at the lowest administrative cost; by “effective,” we mean focused primarily on utilizing real-



time information to truly manage healthcare costs and produce better outcomes for patients. 
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At the heart of our strategy is the Wonderbox Technologies Enterprise System. Representing over 



$100 million in accumulated development costs, the Enterprise System has made it possible for us to 



simultaneously operate new effective and efficient managed care companies that dominate their 



respective market niches. Wonderbox Technologies is part of our family of companies that include our 



four service companies, Vestica Healthcare, Scion Dental, American Therapy Administrators, and 



Ocular Benefits. All five companies together embody our corporate mission.  



For Wonderbox Technologies, the success of these niche companies has meant the ability to fund all 



software development without the need for injecting destabilizing venture capital. The company is 



completely unencumbered and is free to choose only those client opportunities that best fit its 



mission and priorities. For the first time, in 2014, Wonderbox Technologies will receive the majority of 



its operating revenues from unaffiliated companies. This is a major milestone that reflects our 



commitment, determination, and perseverance—and our long-term stability. 



Although it was not our original plan, we have found that the Medicaid sector offers the greatest 



opportunity for us to hone our capabilities and accomplish our mission—because we believe that the 



demands of Medicaid program administration align precisely with the goals of our corporate mission.    



Vestica Healthcare’s focus is on government healthcare program administration, principally State 



Medicaid benefits and Corrections. The company also plans to support hospital insurance risk 



management and currently performs administration for a Physician Hospital Organization (PHO) for a 



large east coast hospital system. Our Enterprise System is an ideal tool for hospital organizations that 



want to manage capitated risk.   



Going forward, our mission will remain the same for the next decade. We anticipate substantial 



growth in all of our service companies as insurers find it necessary to upgrade their technology in 



order to remain competitive in a dramatically changing marketplace. Our goal for Wonderbox 



Technologies is for the Enterprise System to be recognized as one of the top healthcare benefit 



administration platforms in the world. Again, we will seek the opportunity to lead. 



Implementation Capacity and Resources 



Our Implementation team has extensive experience implementing large blocks of Medicaid, Medicare, 



and commercial business. For example, since 2009, we have completed 63 total implementations 



(41 Medicaid (including SNP, LTC, Duals), 22 Medicare or commercial), and we currently have 20 



implementations in progress (15 Medicaid, 1 Medicare, 4 commercial). 



Our implementation approach begins with a standard project plan, which we customize to meet each 



client’s requirements and timelines. From there, we determine appropriate staffing levels and assign 



resources to each project task. 



Our Implementation teams typically include the following roles: dedicated Project Manager, Project 



Coordinator, Implementation Specialists, Client Services Representative, Data Analysts, Business 



Analysts, Database Administrator, Network Administrator, and a lead representative from each 



relevant operational area. The Implementation team also includes subject matter experts and 



technical experts from each of the client’s key operational areas.  



We handle change management and ongoing risk assessment and management through frequent, 



ongoing communication across the entire project team, supplemented by a dedicated Project 



Manager who reports directly to the Executive Sponsor Committee. Our goal is to minimize surprises 



and address possible risk factors immediately, before small questions become big issues. 



Typically, the project team meets at least once a week during the implementation period, with 



operational task teams meeting more frequently, as needed. Weekly meetings continue as long as 
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necessary after the go-live date, taper off to every other week, and then to monthly meetings, as 



requested and directed by the client. The Executive Sponsor Committee typically meets once a month, 



unless an elevated circumstance requires more immediate attention. All of the resources on our 



Implementation teams are located in the Milwaukee metropolitan area. We use both on-site visits and 



conference call capabilities to interact with client team members. 



Our technical team has extensive experience handling a variety of integrations and data exchanges 



with existing systems and services. This experience includes developing and implementing integration 



points based on exposed Web Services, as well as experience using SSIS-based processes to import 



EDI files into Enterprise System databases and to create outbound data extracts. 



The Technology Leadership team that supports our implementation efforts includes two executive 



officers and eight director-level managers. The average tenure for these leaders at our technology 



company (Wonderbox Technologies) is 12 years, while the average level of industry experience is 



nearly 22 years per person. Education includes BS, BA, and MBA degrees in varied fields, including 



Information Technology, Engineering, Computer Science, Accounting, and English. Members of our 



Technology Leadership team also hold multiple certifications, including Microsoft Certified Master of 



SQL Server, Microsoft Certified Technology Specialist – SQL Server, and Certified Public Accountants. 



Detailed job descriptions for leadership roles and staff roles included on our implementation project 



teams are available upon request. 



Implementation Experience 



The scale of each implementation has varied from very small (several thousand members) to large 



(over 1 million members). A very large implementation currently in progress (scheduled to go live 



February 2014) has approximately 16 million members. 



Most of the implementations have been based on a Service & System Solution (BPO) model. A few of 



the implementations are based on a System Only Solution, with all but one of those deployed on an 



Application Service Provider (ASP) basis, with the Enterprise System software platform hosted and 



maintained by Wonderbox Technologies. 



Most implementations are completed within the proposed timelines without exceeding planned 



budgets. In some cases, clients have requested a timeline extension, to allow for additional client-side 



testing, training, and new workflow development. Other implementations have been delayed because 



a state has modified the go-live date. 



From our experience, we know that a few key factors can significantly affect the implementation 



timeline: (1) Availability of Client SMEs and technical experts (2) Support from Client Executive 



Sponsors (3) Amount of historical data that must be converted, accuracy and completeness of Client 



historical data and (4) Number and complexity of required integration points. 
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4.1.10 Length of time vendor has been providing services described in this RFP to the public and/or private 



sector.  Please provide a brief description. 



Vestica Healthcare has provided government entities with medical benefit program administration 



and management for correctional healthcare programs, Medicare, Medicaid, long-term care and 



physician hospital organizations since 1997  Below are a few highlights of accomplishments since 



that time: 



In 2000, Vestica Healthcare took the lead to help a start-up organization in Puerto Rico form a new 



Medicare Advantage plan. Once the start-up organization grew to a significant size and gained 



enough hands-on experience, we transferred the claims processing to the plan to manage in-house. 



This Medicare plan currently serves over 100,000 members. 



In 2004, Vestica Healthcare began processing Medicaid claims for more than 35,000 members in the 



State of Maryland for MedStar Family Choice. Vestica Healthcare provides full TPA claims processing, 



customer service, encounter file generation, eligibility processing, TPL, comprehensive case 



management and outreach, and client-specific reporting. As a result of our strong relationship with 



Medstar Family Choice, Vestica Healthcare was asked to provide bundled payment administration for 



a sister company, Washington Health Center. We have been providing these BPO services 



successfully since 2007.  



Our services for Medstar have resulted in multiple awards and recognition. In 2008, Vestica 



Healthcare’s services assisted MedStar in their NCQA certification.  In 2012, MedStar Family Choice 



was awarded a Medicaid contract for the Washington, D.C. area. Vestica worked with Medstar to 



accept new and transferred members from other MCOs and now serves those additional 37,000 



members. At the beginning of 2014, we will begin our 10th year of successful service to Medstar 



Family Choice. 



In 2005, Vestica Healthcare began processing all healthcare claims for more than 22,000 inmates in 



the Wisconsin Department of Corrections (WDOC). During the eight years we have continuously 



managed this program, Vestica Healthcare has saved the State of Wisconsin approximately $86 



million dollars. On average, Vestica Healthcare saves WDOC approximately $7 million each year, or 



$320 per inmate each year, on reimbursement rates for off-site medical services. We process an 



average of 7,000 claims per month with over 99.9% accuracy. 



In February 2007, Vestica Healthcare began processing Bundled Payment/Episodes of Care for 



Washington Hospital Center. We provide a variety of services including full TPA claims adjudication 



and processing, customer service, eligibility processing, verification and full accounts receivable 



handling (billing, collections and management). The number of Bundled/Episodes of Care payment 



claims processed in the past 4 years is approximately 40,000. The types of bundled or episodic 



claims payments we have adjudicated are: 



 Coronary Artery Bypass Graft Surgery 



 Transplant – Kidney and Liver 



 Major Joint Replacement of the Lower Extremity 



 Coronary Angioplasty 



 Cardiac Defibrillator 
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 Cardiac Valve 



 Major Cardiovascular Procedure 



 Double Joint Replacement of the Lower Extremity 



 Revision of the Hip or Knee 



 Atherosclerosis (Only if it will lead to one of our procedures, DRG) – Thickening of artery walls 



 Chest Pains (Only if it will lead to one of our procedures, DRG) 



 Syncope and Collapse (Only if it will lead to one of our procedures, DRG) – Fainting Spells 



 Renal Failure (Only if it leads to a Kidney Transplant) 



In 2009, UnitedHealthcare began their relationship with our family of companies as their Medicaid 



Dental administration services provider. UnitedHealthcare chose us based on our previous track 



record in the Medicaid program, our technology, history, experience, and expertise. We began 



migrating business from their own dental company in September 2009, and are still migrating 



additional markets today. We have implemented 27 different Medicaid and Medicare plans/markets 



in the past 4+ years, which encompasses over 2 million members. Based on our performance in the 



Medicaid Dental program, especially our utilization management — automatically matching claims/x-



rays against authorizations in the system — UnitedHealthcare began transitioning their commercial 



claim reviews to us. Our average claim review volume is now nearly 20,000 claims per month. Most 



recently, UnitedHealth Group was so impressed with our technology and the expertise of our technical 



staff that they also selected our company and our Enterprise System for a unique implementation 



within their commercial vision business, consisting of 16 million members. 



Starting in July 2012, Vestica Healthcare began processing vision claims for the state of Washington 



and Kansas. Vestica provides full TPA claims processing, customer service, encounter file generation, 



eligibility processing, comprehensive case management and outreach, client-specific reporting. The 



number of claims processed since July 2012 is over 23,000. 



In 2013, Vestica Healthcare was awarded an additional five year contract to continue providing 



claims processing, utilization management, and case management services for WDOC. 



Our family of companies has enjoyed tremendous success in the past few years. A few of these 



successes are as follows: 



 Scion Dental, formed in May 2009, has grown to administer dental benefits for over 4.5 



million members nationwide within its first three years of operations. It will reach 7 million 



members nationwide by the end of its fourth year of operations.  



 Since its inception in 2009, Scion Dental has delivered an initial fully compliant provider 



network for every recruitment campaign on behalf of a client. 



 For over 35 different markets, Scion Dental has averaged just 45 days to build fully compliant 



networks. 



 Wonderbox Technologies is currently implementing a dental benefit software system for 2.5 



million commercial insured lives. Our software was picked in a competitive bid and will result 



in the client retiring over 90 internal software applications once the system is fully 



implemented. 



 In 2008, Wonderbox Technologies developed in 6 months a fully integrated Care 



Management Module for the State of Wisconsin IRIS (Include, Respect, I Self Direct) vendor. 
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We continue to provide support for this program which has grown from start-up to over 8,000 



enrollees.  



 Companies that have chosen to work with our family of companies in the past 2 years include 



Aetna, UnitedHealthcare, Coventry, United Concordia, Horizon BCBS of New Jersey, Principal 



Financial Group, MedStar Health and Amerigroup Corporation. All of these companies use 



our Enterprise System software in some manner. 



 Less than 60 days after Scion Dental opened for business, UnitedHealthcare – the largest 



Medicaid management company in America – agreed to a national relationship with our new 



venture. The result for UnitedHealthcare was a 50% reduction in administrative costs, clinical 



reviews reduced by $150 per review and program costs reduced by millions of dollars. 



 



4.1.11 Financial information and documentation to be included in Part III, Confidential Financial Information of 



vendor’s response in accordance with Section 9.5, Part III – Confidential Financial Information.  



 



4.1.11.1 Dun and Bradstreet Number  



161438945 



4.1.11.2 Federal Tax Identification Number 



39-1910147 



4.1.11.3 The last two (2) years and current year interim: 



A. Profit and Loss Statement  



B. Balance Statement 



Please see Part III, Confidential Information, and Tab II: Financial Information and Documentation for 



our Profit and Loss Statement and Balance Statement. 
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4.2 SUBCONTRACTOR INFORMATION 



4.2.1 Does this proposal include the use of subcontractors? 



 



 



 



Yes  No   
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4.3 BUSINESS REFERENCES 



4.3.1 Vendors should provide a minimum of three (3) business references from similar projects performed for 



private, state and/or large local government clients within the last three (3) years. 



4.3.2 Vendors must provide the following information for every business reference provided by the vendor 



and/or subcontractor: 



The “Company Name” must be the name of the proposing vendor or the vendor’s proposed 



subcontractor.   



Reference #: RFP 3086 



Company Name: Vestica Healthcare, LLC 



Identify role company will have for this RFP project 



(Check appropriate role below): 



  VENDOR  SUBCONTRACTOR 



Project Name: Wisconsin Department of Corrections - Third Party Health 



Claims Administration Services 



Primary Contact Information 



Name:  Jim Greer 



Street Address:  3099 E. Washington Avenue 



City, State, Zip Madison, WI 53074 



Phone, including area code: 608-240-5100 



Facsimile, including area code: 608-240-3311 



Email address: James.greer@wisconsin.gov 



Alternate Contact Information 



Name:  



Street Address:  



City, State, Zip  



Phone, including area code:  
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Facsimile, including area code:  



Email address:  



Project Information 



Brief description of the 



project/contract and description of 



services performed, including technical 



environment (i.e., software 



applications, data communications, 



etc.) if applicable: 



Provides full TPA claims processing for 



22,000 inmates, customer service, 



encounter file generation, eligibility 



processing, comprehensive case 



management and outreach, client-



specific reports. Coordinate with 



Medicaid for inmate eligibility and 



enrollment. 
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Original Project/Contract Start Date: 1st May 2005, 2nd Oct 2008, 3rd Nov 



2013 



Original Project/Contract End Date: 1st Dec 2008, 2nd Oct 2013, 3rd Nov 



2015 with Three optional one year 



renewals  



Original Project/Contract Value: Vestica did not increased its PMPM fee 



for the life of the contract 



Final Project/Contract Date: Vestica has won the contract three times 



Was project/contract completed in time 



originally allotted, and if not, why not? 



Yes for the first and second contract 



award. 



Was project/contract completed within 



or under the original budget/ cost 



proposal, and if not, why not? 



Yes for the first and second contract 



award 
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Reference #: RFP 3086 



Company Name: Vestica Healthcare, LLC 



Identify role company will have for this RFP project 



(Check appropriate role below): 



  VENDOR  SUBCONTRACTOR 



Project Name: MedStar Family Choice – State of Maryland Medicaid Third 



Party Claims Administrator  



Primary Contact Information 



Name: John Dell’Erba 



Street Address: 8094 Sandpiper Place, Suite O 



City, State, Zip Baltimore, MD 21236 



Phone, including area code: 410-993-2246 



Facsimile, including area code: None provided 



Email address: John.m.dellerba@medstar.net 



Alternate Contact Information 



Name:  



Street Address:  



City, State, Zip  



Phone, including area code:  



Facsimile, including area code:  



Email address:  



Project Information 



Brief description of the 



project/contract and description of 



services performed, including technical 



environment (i.e., software 



applications, data communications, 



etc.) if applicable: 



Provides full TPA claims processing for 



34,845 Medicaid members.  Additional 



services include customer service, 



encounter file generation, eligibility 



processing, TPL, comprehensive case 



management and outreach, and client-



specific reporting. 



Original Project/Contract Start Date: December 2004 
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Original Project/Contract End Date: Ongoing 



Original Project/Contract Value: PMPM rate as agreed with Medstar 



Final Project/Contract Date: Ongoing 



Was project/contract completed in time 



originally allotted, and if not, why not? 



Yes, however the  project is still ongoing 



Was project/contract completed within 



or under the original budget/ cost 



proposal, and if not, why not? 



Yes, however the project is still ongoing 
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Reference #: RFP 3086 



Company Name: Vestica Healthcare, LLC 



Identify role company will have for this RFP project 



(Check appropriate role below): 



  VENDOR  SUBCONTRACTOR 



Project Name: MedStar Family Choice – Washington DC Medicaid Third Party 



Claims Administrator 



Primary Contact Information 



Name: Sheryl-Anne Murray 



Street Address: 901 D Street, Suite 1050 



City, State, Zip Washington DC, 20024 



Phone, including area code: 202-243-5408 



Facsimile, including area code:  



Email address: Sheryl-Anne.P.Murray@medstar.net 



Alternate Contact Information 



Name:  



Street Address:  



City, State, Zip  



Phone, including area code:  



Facsimile, including area code:  



Email address:  



Project Information 



Brief description of the 



project/contract and description of 



services performed, including technical 



environment (i.e., software 



applications, data communications, 



etc.) if applicable: 



Provides full TPA claims processing for 



34,253 Medicaid members.  Additional 



services include customer service, 



encounter file generation, eligibility 



processing, TPL, comprehensive case 



management and outreach, and client-



specific reporting. 



 











Section 4:  Company Background and References 
Request for Proposal 3086    State of Nevada, Department of Corrections 



Vestica Healthcare, LLC Copyright © 2013 Page 21 of 23 



Original Project/Contract Start Date: July 2012 



Original Project/Contract End Date: Ongoing 



Original Project/Contract Value: PMPM rate as agreed by Medstar 



Final Project/Contract Date: Ongoing 



Was project/contract completed in time 



originally allotted, and if not, why not? 



Yes, however the project is still ongoing 



Was project/contract completed within 



or under the original budget/ cost 



proposal, and if not, why not? 



Yes, however the project is still ongoing 



 



4.3.3 Vendors must also submit Attachment F, Reference Questionnaire to the business references that are 



identified in Section 4.3.2.   



4.3.4 The company identified as the business references must submit the Reference Questionnaire directly to 



the Purchasing Division.  



4.3.5 It is the vendor’s responsibility to ensure that completed forms are received by the Purchasing Division 



on or before the deadline as specified in Section 8, RFP Timeline for inclusion in the evaluation process.  



Reference Questionnaires not received, or not complete, may adversely affect the vendor’s score in the 



evaluation process.   



4.3.6 The State reserves the right to contact and verify any and all references listed regarding the quality and 



degree of satisfaction for such performance. 
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Section 4:  Company Background and References 
Request for Proposal 3086    State of Nevada, Department of Corrections 



Vestica Healthcare, LLC Copyright © 2013 Page 23 of 23 



 



 



4.4 VENDOR STAFF RESUMES 



A resume must be completed for each proposed key personnel responsible for performance under any contract 



resulting from this RFP per Attachment G, Proposed Staff Resume. 



Please see Tab VIII: Attachment G – Proposed Staff Resume for Vestica Healthcare’s key personnel 



responsible for performance under any contract resulting from this RFP.  
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PROPOSED STAFF RESUME 
 



A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 



COMPANY NAME: Vestica Healthcare, LLC 



Contractor Subcontractor 



Name: Thomas Conjurski Key Personnel 



Classification: Staff # of Years in Classification: One 



Brief Summary: of 



Experience: 



Over 23 years of operational and financial experience in the insurance 



industry. With strategic planning, dashboard/metric delivery, and P&L 



management skills, Mr. Conjurski assesses our operations to provide 



strategic and financial value to our clients. His work history has 



demonstrated his ability to leverage the talents of a diverse group of staff to 



achieve these initiatives. 



# of Years with Firm: One 



RELEVANT PROFESSIONAL EXPERIENCE 



Required Information: 



 



MMYYYY to Present: 



Vendor Name: 



Client Name: 



Client Contact Name: 



Client Address, Phone Number, Email: 



Role in Contract/Project: 



Details and Duration of Contract/Project: 



2012 - present  



Vestica Healthcare, LLC & Scion Dental, LLC, 



Menomonee Falls, WI   



Chief Operating Officer 



Oversees all Vestica Healthcare operations, including 



Claims Entry, Claims Adjudication, Utilization Review, 



Network Development, Provider Services, and 



Customer Service. Determines key strategic initiatives 



and key performance indicators for success. Aligns 



direct reports for success of initiatives. Enhances client 



value through improved efficiencies and results. 



Required Information: 



 



MMYYYY to MMYYYY: 



Vendor Name: 



Client Name: 



Client Contact Name: 



Client Address, Phone Number, Email: 



Role in Contract/Project: 



Details and Duration of Contract/Project: 



2005 – 2012 



Bakersfield Family Medical Center/Coastal 



Communities Physician Network, Bakersfield, CA  



Chief Financial Officer 



Developed strategies to achieve financial, operational, 



and clinical goals for seven campuses. Directed annual 



planning and budgeting process. Established key 



metrics for growth and profitability. Maintained 



responsibility for P&L. 



Required Information: 



 



MMYYYY to MMYYYY: 



Vendor Name: 



Client Name: 



Client Contact Name: 



Client Address, Phone Number, Email: 



Role in Contract/Project: 



Details and Duration of Contract/Project: 



2002 - 2005 



CIGNA Health Care, Eden Prairie, MN   



AVP of Finance 



Developed strategies to achieve financial and 



operational goals. Developed financial models and 



financial analysis for plans, products, projects, and 



business ventures. Established metrics for growth and 



profitability. Directed annual planning and budgeting 



process. 



EDUCATION 
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Institution Name: 



City: 



State: 



Degree/Achievement: 



Certifications: 



Cardinal Stritch University, Master of Business Administration 



Milwaukee, WI 



University of Wisconsin–Milwaukee, Bachelor of Business Administration, 



Accounting 



Milwaukee, WI 



REFERENCES 



Minimum of three (3) required, including name, title, 



organization, phone number, fax number and email 



address 



Please see section 4.3.2 - Business References 



for Vestica Healthcare’s references. 
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PROPOSED STAFF RESUME 
 



A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 



COMPANY NAME: Vestica Healthcare, LLC 



Contractor Subcontractor 



Name: Darrin P. Haehle Key Personnel 



Classification: Staff # of Years in Classification: 17 



Brief Summary: of 



Experience: 



Oversees and leads all Information Technology and Data Center 



operations, including software design and development, network 



administration and security, data center operations, and disaster 



recovery/business continuance processes. Serves as a technology expert for 



clients. Hires and aligns staff to continuously develop and deploy innovative 



technology solutions. 



# of Years with Firm: 17 



RELEVANT PROFESSIONAL EXPERIENCE 



Required Information: 



 



MMYYYY to Present: 



Vendor Name: 



Client Name: 



Client Contact Name: 



Client Address, Phone Number, Email: 



Role in Contract/Project: 



Details and Duration of Contract/Project: 



2009 - present 



Scion Dental, LLC, Menomonee Falls, WI  



Chief Information Officer 



Oversees and leads all Information Technology and 



Data Center operations, including software design and 



development, network administration and security, 



data center operations, and disaster recovery/business 



continuance processes. Serves as a technology expert 



for clients. Hires and aligns staff to continuously 



develop and deploy innovative technology solutions. 



Required Information: 



 



MMYYYY to MMYYYY: 



Vendor Name: 



Client Name: 



Client Contact Name: 



Client Address, Phone Number, Email: 



Role in Contract/Project: 



Details and Duration of Contract/Project: 



2005 - present  



Vestica Healthcare, LLC, Menomonee Falls, WI  



Chief Information Officer 



Oversees and leads all Information Technology and 



Data Center operations. Hires and aligns staff to 



continuously develop and deploy innovative technology 



solutions. 



Required Information: 



 



MMYYYY to MMYYYY: 



Vendor Name: 



Client Name: 



Client Contact Name: 



Client Address, Phone Number, Email: 



Role in Contract/Project: 



Details and Duration of Contract/Project: 



2004 - present 



Wonderbox Technologies, LLC, Mequon, WI  



President and Chief Information Officer 



Responsible for the design, development, and delivery 



of web-based benefits administration software systems. 



Supervises all personnel and manages client 



contracting and client relationships. 



EDUCATION 
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Institution Name: 



City: 



State: 



Degree/Achievement: 



Certifications: 



University of Wisconsin–Milwaukee 



Milwaukee WI 



Bachelor of Science, Electrical Engineering and Computer Science 



REFERENCES 



Minimum of three (3) required, including name, title, 



organization, phone number, fax number and email 



address 



Please see section 4.3.2 - Business References 



for Vestica Healthcare’s references. 
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PROPOSED STAFF RESUME 
 



A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 



COMPANY NAME: Vestica Healthcare, LLC 



Contractor Subcontractor 



Name: Robert Dodds Key Personnel 



Classification: Staff # of Years in Classification: 12 



Brief Summary: of 



Experience: 



Over 15 years of managing medical administrative operations. Mr. Dodds is 



responsible for building client relationships and establishing consistent and 



accurate claims processing. His experience resolving complex payment 



inquires and leading his department has provided Vestica Healthcare with 



outstanding client care.  



 



Before joining Vestica Healthcare, Mr. Dodds served as a supervisor for a 



third-party administrator in the medical industry. There, he specialized in 



healthcare related medical claims. That experience has enriched his ability 



to perform at Vestica Healthcare. 



# of Years with Firm: 12 



RELEVANT PROFESSIONAL EXPERIENCE 



Required Information: 



 



MMYYYY to Present: 



Vendor Name: 



Client Name: 



Client Contact Name: 



Client Address, Phone Number, Email: 



Role in Contract/Project: 



Details and Duration of Contract/Project: 



2001-present 



Vestica Healthcare, LLC 



Account Executive  



Responsible for day-to-day operations for medical 



claims processing focused on correctional healthcare 



administration. Builds advisory relationships with 



clients and suggests program improvement 



opportunities. Analyses historical data for trends in 



program performance. Manages and maintains all 



customer fee and reimbursement schedules. Trains 



clients and providers on how to maximize web portal 



use and improve general program efficiencies.  



Required Information: 



 



MMYYYY to MMYYYY: 



Vendor Name: 



Client Name: 



Client Contact Name: 



Client Address, Phone Number, Email: 



Role in Contract/Project: 



Details and Duration of Contract/Project: 
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Required Information: 



 



MMYYYY to MMYYYY: 



Vendor Name: 



Client Name: 



Client Contact Name: 



Client Address, Phone Number, Email: 



Role in Contract/Project: 



Details and Duration of Contract/Project: 



 



EDUCATION 



Institution Name: 



City: 



State: 



Degree/Achievement: 



Certifications: 



Capitol College  



Laurel 



Maryland 



Bachelor of Arts, Electronic Engineering Technology 



 



REFERENCES 



Minimum of three (3) required, including name, title, 



organization, phone number, fax number and email 



address 



Please see section 4.3.2 - Business References 



for Vestica Healthcare’s references. 
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PROPOSED STAFF RESUME 
 



A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 



COMPANY NAME: Vestica Healthcare, LLC 



Contractor Subcontractor 



Name: Diana Schneider Key Personnel 



Classification: Staff # of Years in Classification: 2 



Brief Summary: of 



Experience: 



Over 20 years of experience to the role of Manager of Customer Care. Ms. 



Schneider’s extensive experience in leading teams dedicated to customer 



care has allowed her to develop effective, efficient, and customer-focused 



solutions for our clients. Her continued focus on development and training 



of her staff has translated into customer satisfaction for both members and 



providers.  



 



Prior to joining Vestica Healthcare and its sister companies, Ms. Schneider 



worked for 12 years at a local communications organization. In this role, 



she focused heavily on customer retention and continually improving the 



quality of the customer experience. Her progressively responsible positions 



prior to this role have allowed her to continue to build methods effective at 



leading, motivating, and developing large teams while still maintaining a 



connection to each individual that is so crucial in effective call centers. 



# of Years with Firm: 2 



RELEVANT PROFESSIONAL EXPERIENCE 



Required Information: 



 



MMYYYY to Present: 



Vendor Name: 



Client Name: 



Client Contact Name: 



Client Address, Phone Number, Email: 



Role in Contract/Project: 



Details and Duration of Contract/Project: 



2012 - present  



Vestica Healthcare, LLC & Scion Dental, LLC., 



Menomonee Falls, WI 



Manager of Customer Care 



Oversee staff responsible for providing assistance to 



members and providers on issues including eligibility, 



benefits, locating providers, and researching claims. 



Create and maintain performance metrics to effectively 



evaluate representative’s performance and quality. 



Create and maintain programs designed to assess call 



quality for each member. Design and implement 



training designed to improve representative knowledge 



and skill in dealing with member and provider 



concerns. Utilize various performance management 



and coaching techniques to individually develop 



representatives. Assess and work collaboratively with 



internal staff in ensuring telephony systems that can 



meet company needs. Create and maintain detailed 



staffing model to allow for proactive staffing to client 



needs. 
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Required Information: 



 



MMYYYY to MMYYYY: 



Vendor Name: 



Client Name: 



Client Contact Name: 



Client Address, Phone Number, Email: 



Role in Contract/Project: 



Details and Duration of Contract/Project: 



1998 - 2012  



Charter Communications, Fond du Lac, WI  



Customer Care Manager 



Oversee day to day operations of 240 person customer 



retention department. Manage metrics and company 



goals focused on service levels and quality of call. 



Develop processes to improve call quality and customer 



experience through increased training, coaching, 



monitoring, and development of quality team. Focus 



on increasing morale of department through 



coordination of group activities and employee 



recognition based events. 



Required Information: 



 



MMYYYY to MMYYYY: 



Vendor Name: 



Client Name: 



Client Contact Name: 



Client Address, Phone Number, Email: 



Role in Contract/Project: 



Details and Duration of Contract/Project: 



1990 – 1996  



Medical Associates Health Care Menomonee Falls, WI  



Patient Services Supervisor 



Manage team of 12 representatives focused on patient 



satisfaction. Manage staffing schedules to account for 



call volume and ensure goals surrounding 



responsiveness were met. Developed processes to 



collaborate effectively with nursing staff to ensure 



appropriate level of detail and efficiency in patient 



schedules and appointments. 



EDUCATION 



Institution Name: 



City: 



State: 



Degree/Achievement: 



Certifications: 



 



REFERENCES 



Minimum of three (3) required, including name, title, 



organization, phone number, fax number and email 



address 



Please see section 4.3.2 - Business References 



for Vestica Healthcare’s references. 
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PROPOSED STAFF RESUME 
 



A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 



COMPANY NAME: Vestica Healthcare, LLC 



Contractor Subcontractor 



Name: Tina Trester Key Personnel 



Classification: Staff # of Years in Classification: 2 



Brief Summary: of 



Experience: 



Over 30 years of experience to the role of Manager of Claims. Ms. Trester’s 



extensive experience in the arena of health care has allowed her to easily 



assess both client, member, and provider needs and concerns and determine 



appropriate solutions. Ms. Trester’s experience in the operational aspects of 



insurance based organizations has also allowed her to continue to focus on 



bringing efficiencies to our daily operations ensuring client satisfaction 



with timeliness and accuracy. 



 



Prior to joining Vestica Healthcare and its sister companies, Ms. Trester 



worked for a large organization managing the admission processes, order 



entry, and customer service for the respiratory and home medical 



equipment segment. Her role allowed her to focus on developing metrics to 



manage individual results. She also utilized her project management skills 



in assessing large scale issues and developing plans for solution 



implementation. 



# of Years with Firm: 2 



RELEVANT PROFESSIONAL EXPERIENCE 



Required Information: 



 



MMYYYY to Present: 



Vendor Name: 



Client Name: 



Client Contact Name: 



Client Address, Phone Number, Email: 



Role in Contract/Project: 



Details and Duration of Contract/Project: 



2012 - present  



Vestica Healthcare, LLC & Scion Dental, LLC., 



Menomonee Falls, WI  



Manager of Claims 



Oversee staff responsible claims entry and auditing 



processes to ensure accurate and timely processing of 



all dental claims. Create and maintain performance 



metrics to effectively evaluate representative’s 



performance and quality. Create and maintain 



programs designed to audit representative’s work 



according to client and internal requirements. Design 



and implement training designed to improve 



representative knowledge and skill in accurately 



processing unique claims. Utilize various performance 



management and coaching techniques to individually 



develop representatives. Assess and work 



collaboratively with internal staff in ensuring 



continued developments of efficiencies in our systems. 



Create and maintain detailed staffing model to allow 



for proactive staffing to client needs. 
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Required Information: 



 



MMYYYY to MMYYYY: 



Vendor Name: 



Client Name: 



Client Contact Name: 



Client Address, Phone Number, Email: 



Role in Contract/Project: 



Details and Duration of Contract/Project: 



1994-2011  



Walgreens Respiratory and Infusion Services, 



Wauwatosa, WI  



Patient Services, Documentation and Call Center 



Manager 



Oversee day to day operations large team tasked with 



ensuring accurate and effective admission, order entry, 



insurance verification, documentation and 



reimbursement processes. Focused on development of 



a quality assurance program to evaluate and improve 



representative results. Worked directly with compliance 



based activities such as auditing to ensure 



governmental compliance. Worked on process 



improvements to reduce backlog of billing files from 



2.1 million to 60K in one year. 



Required Information: 



 



MMYYYY to MMYYYY: 



Vendor Name: 



Client Name: 



Client Contact Name: 



Client Address, Phone Number, Email: 



Role in Contract/Project: 



Details and Duration of Contract/Project: 



1990 – 1996  



HME/UPC, Milwaukee, WI  



Customer Service Supervisor 



Managed team responsible for daily incoming calls 



and order processing. Ensured customer satisfaction 



with service and resolutions. Assisted in home medical 



equipment evaluations and fittings. 



EDUCATION 



Institution Name: 



City: 



State: 



Degree/Achievement: 



Certifications:  



REFERENCES 



Minimum of three (3) required, including name, title, 



organization, phone number, fax number and email 



address 



Please see section 4.3.2 - Business References 



for Vestica Healthcare’s references. 
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PROPOSED STAFF RESUME 
 



A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 



COMPANY NAME: Vestica Healthcare, LLC 



Contractor Subcontractor 



Name: Lisa Sweeney Key Personnel 



Classification: Staff # of Years in Classification: 12 



Brief Summary: of 



Experience: 



Over 17 years of experience in high-level financial management and 



analysis and over 12 years of experience working in the managed care 



industry. Ms. Sweeney actively participates in strategic planning for Scion 



Dental and its sister companies while overseeing all financial operations, 



licensures, audits, and regulatory compliance. Ms. Sweeny has significant 



experience with unique provider reimbursement strategies, including 



capitation, global budgeting, and bonus pools. With her strong analytical 



skills and experience with Medicaid programs, Ms. Sweeney oversees and 



continually enhances the effectiveness of the organization’s fraud and 



abuse detection and prevention efforts. 



# of Years with Firm: 12 



RELEVANT PROFESSIONAL EXPERIENCE 



Required Information: 



 



MMYYYY to Present: 



Vendor Name: 



Client Name: 



Client Contact Name: 



Client Address, Phone Number, Email: 



Role in Contract/Project: 



Details and Duration of Contract/Project: 



2009 – present  



Scion Dental, LLC., Menomonee Falls, WI  



Chief Financial Officer 



Leads and oversees all accounting and finance 



functions for Scion Dental and three sister companies. 



Oversees all fraud and abuse activities and ensures 



appropriate analytical models are used to identify 



aberrant behavior. Oversees claim audits and ensures 



accurate, timely provider payments. Directs provider 



reimbursement strategies designed to attract and retain 



key provider relationships while maintaining 



profitability. Participates in strategic planning for the 



organizations and offers insight into industry trends 



and opportunities. 



Required Information: 



 



MMYYYY to MMYYYY: 



Vendor Name: 



Client Name: 



Client Contact Name: 



Client Address, Phone Number, Email: 



Role in Contract/Project: 



Details and Duration of Contract/Project: 



2005 – present  



Wonderbox Technologies, LLC, Mequon, WI 



Chief Financial Officer 



Leads and oversees all company financial operations, 



auditing, regulatory compliance, and human 



resources. Participates in strategic planning for the 



family of companies. 
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Required Information: 



 



MMYYYY to MMYYYY: 



Vendor Name: 



Client Name: 



Client Contact Name: 



Client Address, Phone Number, Email: 



Role in Contract/Project: 



Details and Duration of Contract/Project: 



2001 – 2005  



Doral Dental, LLC, Mequon, WI 



Chief Financial Officer 



Directed accounting and finance functions for three 



managed care organizations in both government and 



private sectors. Ensured accurate and timely financial 



reporting. Accountable for leadership and 



performance of Finance, Human Resources, and 



Claims Adjudication departments. 



EDUCATION 



Institution Name: 



City: 



State: 



Degree/Achievement: 



Certifications: 



Marquette University, Master of Business Administration 



University of Wisconsin–Madison, Bachelor of Business Administration, 



Accounting and Information Systems 



Licenses: 



Certified Public Accountant 



Certified Management Accountant 



Certified Financial Manager 



REFERENCES 



Minimum of three (3) required, including name, title, 



organization, phone number, fax number and email 



address 



Please see section 4.3.2 - Business References 



for Vestica Healthcare’s references. 
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December 12, 2013 



On behalf of Vestica Healthcare, I would like to thank the State of Nevada for the opportunity to respond to 



your Request for Proposal (RFP) for Third Party Administrative Services. We believe our experience and unique 



skill set as a technology driven, managed care third-party administrator makes us a perfect partner to help you 



manage your correctional healthcare program. The executive team at Vestica Healthcare has been committed 



to improving correctional medical programs for the last eight years through our identical work with the State of 



Wisconsin Department of Corrections who recently chose Vestica for a 3rd consecutive TPA contract.  



Throughout this time, we have taken critical steps designed to establish ourselves as an industry leader in this 



challenging niche market. 



Our approach will result in complete transparency into all program activities and bring standardization to the 



billing process. Vestica Healthcare will save your tax payers money, and improve your program’s effectiveness. 



Together we will develop a lasting relationship with the shared goal of constantly improving the State of 



Nevada Department of Corrections healthcare program.  



In addition to our team, one of our greatest advantages—provided by our sister company, Wonderbox 



Technologies—is our administrative software system, the Enterprise System. Developed in-house and 



representing over $100 million dollars of development, this system is a full-featured, web-based benefit 



administration software application that facilitates automated claim processing and adjudication and equips 



program managers with all of the reporting measures needed to provide strong administrative oversight. 



We are very excited about this opportunity because your expressed needs are a perfect match with our 



organizational strengths: 



 



1. Correctional Healthcare Specialization – As mentioned above, we have over 8 years of experience 



managing a Correctional Healthcare program for the State of Wisconsin.  During the eight years we 



have managed this program, Vestica Healthcare has saved the State of Wisconsin approximately $86 



million dollars. On average, Vestica Healthcare saves the State of Wisconsin Department of 



Corrections approximately $7 million each year, or $320 per inmate each year from off-site medical 



services. We process an average of 7,000 claims per month with over 99.9% accuracy.  Vestica 



Healthcare has been able to achieve this level of success by means of: 



 Systematic processes to evaluate, adjudicate, and pay claims. 



 A strong, communicative relationship with the WDOC. 



 Leveraging in-house technology to support administrative processes and in-depth reporting 



and analysis. 



We will utilize this experience to collectively improve the State of Nevada’s correctional healthcare 



program and decrease associated costs. 



 



2. Technological Innovation – Wonderbox Technologies is recognized as one of the leading technology 



companies in the healthcare administration space. Recent innovations such as online provider 
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profiling delivered via our Provider Web Portal and real-time, continuous automated processing are 



just two of the most recent examples. You will find many more. There is a quote on the wall outside my 



office that reads: “Innovation distinguishes between a leader and a follower.” We seek to lead.  



 



3. Automation – Our corporate vision from our formation 20 years ago to this day remains the same: To 



facilitate the formation of new managed care entities that (1) fully exploit emerging technology to 



generate the lowest possible administrative cost and (2) concurrently deliver 24/7 access to critical, 



filterable information essential to effectively manage healthcare benefit costs. Our simple and 



straightforward game plan includes the following tactics: 



 Reduce incoming mail by promoting the electronic receipt of claim and authorization data.  



 Edit all incoming data at the point of capture to ensure that it is both complete and valid.  



 Scan, electronically store, and destroy any paper received; convert paper submitters to 



electronic submitters.  



 Deploy robust provider, client, and member web portals to continuously reduce call volumes 



and lower call center expenses. 



 Automate 100% of all claim edits, pricing, and benefit determination computations. 



 Eliminate file cabinets and allow authorized users to access electronic documents online, 



24/7. 



 Promote operational transparency by providing filterable online access to dashboards with 



important plan operating performance metrics. 



 



4. Flexibility – Wonderbox Technologies provides all of its clients with four major software updates each 



calendar year. Most quarterly updates include a technology component in addition to new functionality 



and numerous new features that benefit all users. As a true software services and development 



company (different from a software vendor), we are continuously upgrading our product to satisfy new 



client business requirements. In addition, our Enterprise System software platform is purposely 



engineered to allow users to design customized workflows that best meet their needs. Users are 



empowered to configure the system and establish processing rules without needing support from their 



IT group. One important attribute often overlooked by prospective clients is our prowess in system 



integrations. Many of our clients seek to develop complex interfaces with their legacy systems or 



provide detailed encounter reporting. Our experience in successful system integration is another 



differentiating factor that sets us apart from software vendors. 



 



5. Compliance – such as HIPAA 5010 transaction sets and ICD-10 coding. We are regarded by industry 



experts as the “safe choice” when it comes to compliance with new regulatory and/or client business 



requirements that require innovation. Our track record shows that we have consistently completed 



new regulatory requirements well in advance of their effective dates. We can guarantee that you will 



remain in regulatory compliance.  



In addition to the above important factors, I would be remiss if I did not mention our most valuable strategic 



asset: Our dedicated team of professionals. Nothing is more vital to our ongoing success than our team. No 



matter the challenges put before them, be assured that you will receive a level of attention and dedication 



second to none.  
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There are many other Vestica Healthcare advantages detailed in this RFP response. We hope that our 



experience, professionalism, and innovation stand out to you. We promise to deliver on all contract 



requirements within the timeframes set by the State, and we are inspired to make a measureable impact on 



your healthcare program. Thank you for your time and consideration. We look forward to continuing our 



conversations and the opportunity to further discuss our services and technology with you. 



Sincerely, 



 
 



Craig R. Kasten 



Managing Partner & Chief Executive Officer 
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Attachment I - Cost Schedule 



 



 



 



 



 



 



 
 



 



 



Vendor Name: Vestica Healthcare, LLC 
 



 



 



 
 



 



 



 



 



 



 



 



 



Section 3.6.2: 
 



Per-Claim Cost for Run-In Services:  $6.75 



Fiscal Year FY15 FY16 FY17 FY18 



Per Inmate Per 



Month (PIPM) 



Cost 



- - - - 













Attachment I - Cost Schedule 



 



 



 



 



 



 



Vendor Name: Vestica Healthcare, LLC 



 



 



 



 Fiscal Year FY15 FY16 FY17 FY18 



Per Inmate Per 



Month (PIPM) 



Cost 



$1.95 $2.00 $2.05 $2.10 



















 
ATTACHMENT I – COST SCHEDULE 


 
 
 


 
Vendor Name:  Zenith American Solutions 


 
 


Fiscal 
Year 


FY15 FY16 FY17 FY18  


Per 
Inmate 


Per Month 
(PIPM) 


Cost 


 
$2.24 PIPM 


 
$2.31 PIPM 


 
$2.39 PIPM 


 
$2.47 PIPM 


 
Vendors MUST use this format for Part II of the Cost Proposal, providing a fixed 
price per inmate per month by fiscal year for all costs associated with the 
responsibilities and related services.  The number of inmates will be defined as the 
monthly average in-house population of the NDOC.  The fiscal year runs from July 1 to 
June 30.  The new contract will begin July 1, 2014, and will cover fiscal years FY15, 
FY16, FY17, and FY18.  Please provide a fixed price per inmate per month for each 
applicable fiscal year.  


Zenith American Solutions Alternate Pricing Option: 
In an effort to both control costs and possibly reduce costs to the 
NDOC, and based on current claims volumes, we are proposing the 
following schedule in lieu of the standard PIPM rate proposed above, 
with no standard increase for the next four years 
 


Fiscal 
Year 


FY15 FY16 FY17 FY18  


Per 
Inmate 


Per 
Month 
(PIPM) 


Cost 


$1.72 PIPM 
Minimum or 


$8.00 per claim 
(whichever is 


higher) 


$1.72 PIPM 
Minimum or 


$8.00 per claim 
(whichever is 


higher) 


$1.72 PIPM 
Minimum or 


$8.00 per claim 
(whichever is 


higher) 


$1.72 PIPM 
Minimum or 


$8.00 per claim 
(whichever is 


higher) 
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December 11, 2013 


Ms. Marcy Troescher 
Procurement Staff Member 
515 E. Musser Street, Suite 300 
Carson City, NV  89701 
 
RE:  Request for Proposal #3086 
 Third Party Administrative Services 
 Nevada Department of Corrections 
 
Dear Ms. Troescher; 


On behalf of Zenith American Solutions, I am pleased to submit our proposal for continued 
Administrative Service to the Nevada Department of Corrections. 


It has been our privilege to provide claims administration services to NDOC.  Over the past 10+ years we 
have enjoyed a close working relationship with the NDOC Representatives and have become very 
knowledgeable with the unique claims management requirements of your program.  Additionally, our 
systems are programmed, our staff is trained and your networks are in place to continue to provide 
ongoing services without program disruption. It is our commitment to work with the NDOC leadership to 
continue to improve our services.  We look forward to continuing our relationship far into the future. 


Please do not hesitate to contact me should you have any questions or need any additional information. 


 


Warm Regards, 


 


 


Annette M. English 


Senior Vice President 


SW Region 
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			State of Nevada


			








			Brian Sandoval





			Department of Administration


			


			Governor





			


			


			





			Purchasing Division


			


			Jeff Mohlenkamp





			


			


			Director





			515 E. Musser Street, Suite 300


Carson City, NV  89701


			


			





			


			


			Greg Smith





			


			


			Administrator














			State of Nevada





			Purchasing Division





			Request for Proposal:  3086





			For





			Third Party Administrative Services




















			Release Date:	October 24, 2013





			Deadline for Submission and Opening Date and Time:	December 12, 2013 @ 2:00 PM





			Refer to Section 8, RFP Timeline for the complete RFP schedule

















			For additional information, please contact: 





			Marcy Troescher, Purchasing Officer





			State of Nevada, Purchasing Division





			515 E. Musser Street, Suite 300





			Carson City, NV  89701





			Phone:	775-684-0199





			Email address:	  mtroescher@admin.nv.gov 





			(TTY for Deaf and Hard of Hearing:	1-800-326-6868


Ask the relay agent to dial:	1-775-684-0199/V.)

















			Refer to Section 9 for instructions on submitting proposals
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4.1 VENDOR INFORMATION





1. 


2. 


3. 


4. 


4.1 


Vendors must provide a company profile in the table format below.





			Question


			Response





			Company name:


			Zenith American Solutions





			Ownership (sole proprietor, partnership, etc.):


			Zenith American Solutions is a subsidiary of a parent firm.





			State of incorporation:


			Maryland





			Date of incorporation:


			June 13, 1988 (name change on 1/1/2012)





			# of years in business:


			69





			List of top officers:


			Board of Directors – Jeffery W. Bak, Arthur T. Schultz, Stephen M. Saft.


Officers – Joann M. Kaminski, CFO, Jeffery W. Bak, EVP, Arthur T. Schultz, CEO, Stephen M. Saft, EVP, CAO & Treasurer, Karen Mulroe, Secretary & SVP, Gregory C. Fisher, SVP, Controller & Assistant Secretary.





			Location of company headquarters:


			Our corporate headquarters are located at:


3501 Frontage Road


Tampa, FL 33607





			Location(s) of the company offices:


			•	Phoenix, Arizona


•	Arcadia, California


•	Covina, California


•	San Francisco, California


•	Arvada (Denver), Colorado


•	Miami, Florida


•	Tampa, Florida


•	Mokena (Chicago, Illinois


•	Indianapolis, Indiana


•	Louisville, Kentucky


•	Metairie, Louisiana


•	Columbia, Maryland


•	Springfield, Massachusetts


•	Mendota Heights, Minnesota


•	Earth City, Missouri


•	Kansas City, Missouri


•	Las Vegas, Nevada (3)


•	Albuquerque, New Mexico


•	Oklahoma City, Oklahoma


•	Pittsburgh, Pennsylvania


•	Dallas, Texas


•	Houston Texas


•	Washington, DC


•	Seattle Washington


•	Spokane, Washington


•	DeForest, Wisconsin


•	Milwaukee, Wisconsin





			Location(s) of the office that will provide the services described in this RFP:


			Las Vegas, Nevada





			Number of employees locally with the expertise to support the requirements identified in this RFP:


			Zenith American Solutions Las Vegas offices have 195 employees, 75 are specialized in claims processing.





			Number of employees nationally with the expertise to support the requirements in this RFP:


			Zenith American Solutions employs over 1,200 employees to administer our client’s plans.








			Location(s) from which employees will be assigned for this project:


			9121 W. Russell Road


Suite 219


Las Vegas, NV  89148


Phone: (702) 650-6596














Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of another state must register with the State of Nevada, Secretary of State’s Office as a foreign corporation before a contract can be executed between the State of Nevada and the awarded vendor, unless specifically exempted by NRS 80.015.





The selected vendor, prior to doing business in the State of Nevada, must be appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76.  Information regarding the Nevada Business License can be located at http://sos.state.nv.us. 





			Question


			Response





			Nevada Business License Number:


			Clark County License #2001831-543





			Legal Entity Name:


			Zenith American Solutions, Inc.











Is “Legal Entity Name” the same name as vendor is doing business as?





			Yes


			X


			No


			











If “No”, provide explanation.





Vendors are cautioned that some services may contain licensing requirement(s).  Vendors shall be proactive in verification of these requirements prior to proposal submittal.  Proposals that do not contain the requisite licensure may be deemed non-responsive.





Has the vendor ever been engaged under contract by any State of Nevada agency?  





			Yes


			X


			No


			











If “Yes”, complete the following table for each State agency for whom the work was performed.  Table can be duplicated for each contract being identified.





			Question


			Response





			Name of State agency:


			Nevada Department of Corrections





			State agency contact name:


			Chuck Schardin, Chief of Medical Fiscal Services





			Dates when services were performed:


			Current contract June 2012 - 2014





			Type of duties performed:


			Claims administration





			Total dollar value of the contract:


			$815,000











Are you now or have you been within the last two (2) years an employee of the State of Nevada, or any of its agencies, departments, or divisions?





			Yes


			


			No


			X











If “Yes”, please explain when the employee is planning to render services, while on annual leave, compensatory time, or on their own time?





If you employ (a) any person who is a current employee of an agency of the State of Nevada, or (b) any person who has been an employee of an agency of the State of Nevada within the past two (2) years, and if such person will be performing or producing the services which you will be contracted to provide under this contract, you must disclose the identity of each such person in your response to this RFP, and specify the services that each person will be expected to perform.





Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal litigation in which the vendor has been alleged to be liable or held liable in a matter involving a contract with the State of Nevada or any other governmental entity.  Any pending claim or litigation occurring within the past six (6) years which may adversely affect the vendor’s ability to perform or fulfill its obligations if a contract is awarded as a result of this RFP must also be disclosed.





Does any of the above apply to your company?





			Yes


			


			No


			X











If “Yes”, please provide the following information.  Table can be duplicated for each issue being identified.





			Question


			Response





			Date of alleged contract failure or breach:


			





			Parties involved:


			





			Description of the contract failure, contract breach, or litigation, including the products or services involved:


			





			Amount in controversy:


			





			Resolution or current status of the dispute:


			





			If the matter has resulted in a court case:


			Court


			Case Number





			


			


			





			Status of the litigation:


			











Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule for RFP 3086.  Does your organization currently have or will your organization be able to provide the insurance requirements as specified in Attachment E.





			Yes


			X


			No


			











Any exceptions and/or assumptions to the insurance requirements must be identified on Attachment B, Technical Proposal Certification of Compliance with Terms and Conditions of RFP.  Exceptions and/or assumptions will be taken into consideration as part of the evaluation process; however, vendors must be specific.  If vendors do not specify any exceptions and/or assumptions at time of proposal submission, the State will not consider any additional exceptions and/or assumptions during negotiations. 





Upon contract award, the successful vendor must provide the Certificate of Insurance identifying the coverages as specified in Attachment E, Insurance Schedule for RFP 3086.





Company background/history and why vendor is qualified to provide the services described in this RFP.  Limit response to no more than five (5) pages.





[bookmark: OLE_LINK5][bookmark: OLE_LINK6][bookmark: OLE_LINK7]Zenith American Solutions is the largest Taft-Hartley Third Party Administrator in the United States and currently operates 34 offices nationwide.  The original entity has been administering employee benefit plans since 1944. 


Our focus is providing the technologies, services, systems and support methodology to self-funded Plans so they may also respond to increasingly complex regulatory changes and need for cost effective solutions.  


Length of time vendor has been providing services described in this RFP to the public and/or private sector.  Please provide a brief description.





Since 1944.





Financial information and documentation to be included in Part III, Confidential Financial Information of vendor’s response in accordance with Section 9.5, Part III – Confidential Financial Information. 





Dun and Bradstreet Number 


Zenith DUNS Number:  19516-0247





Federal Tax Identification Number


Tax ID #52-159 0516









The last two (2) years and current year interim:


Profit and Loss Statement 


Balance Statement


Included in Part III, Confidential Financial Information, Tab II.





SUBCONTRACTOR INFORMATION





Does this proposal include the use of subcontractors?








			Yes


			


			No


			X











If “Yes”, vendor must:





Identify specific subcontractors and the specific requirements of this RFP for which each proposed subcontractor will perform services.





If any tasks are to be completed by subcontractor(s), vendors must:





Describe the relevant contractual arrangements;





Describe how the work of any subcontractor(s) will be supervised, channels of communication will be maintained and compliance with contract terms assured; and





Describe your previous experience with subcontractor(s).





Vendors must describe the methodology, processes and tools utilized for:





Selecting and qualifying appropriate subcontractors for the project/contract;





Ensuring subcontractor compliance with the overall performance objectives for the project; 





Ensuring that subcontractor deliverables meet the quality objectives of the project/contract; and





Providing proof of payment to any subcontractor(s) used for this project/contract, if requested by the State.  Proposal should include a plan by which, at the State’s request, the State will be notified of such payments.





Provide the same information for any proposed subcontractors as requested in Section 4.1, Vendor Information.





Business references as specified in Section 4.3, Business References must be provided for any proposed subcontractors.





Vendor shall not allow any subcontractor to commence work until all insurance required of the subcontractor is provided to the vendor.





Vendor must notify the using agency of the intended use of any subcontractors not identified within their original proposal and provide the information originally requested in the RFP in Section 4.2, Subcontractor Information.  The vendor must receive agency approval prior to subcontractor commencing work.





BUSINESS REFERENCES





Vendors should provide a minimum of three (3) business references from similar projects performed for private, state and/or large local government clients within the last three (3) years.


4.3.2 Response


Zenith American Solutions requested references from the following companies, all of whom have indicated they have submitted the form to the State of Nevada directly:


Public Employees Local 71


City of Richland


Culinary Health Fund





Vendors must provide the following information for every business reference provided by the vendor and/or subcontractor:





The “Company Name” must be the name of the proposing vendor or the vendor’s proposed subcontractor.  





			Reference #:


			





			Company Name:


			





			Identify role company will have for this RFP project


(Check appropriate role below):





			


			VENDOR


			


			SUBCONTRACTOR





			Project Name:


			





			Primary Contact Information





			Name:


			





			Street Address:


			





			City, State, Zip


			





			Phone, including area code:


			





			Facsimile, including area code:


			





			Email address:


			





			Alternate Contact Information





			Name:


			





			Street Address:


			





			City, State, Zip


			





			Phone, including area code:


			





			Facsimile, including area code:


			





			Email address:


			





			Project Information





			Brief description of the project/contract and description of services performed, including technical environment (i.e., software applications, data communications, etc.) if applicable:


			











			Original Project/Contract Start Date:


			





			Original Project/Contract End Date:


			





			Original Project/Contract Value:


			





			Final Project/Contract Date:


			





			Was project/contract completed in time originally allotted, and if not, why not?


			





			Was project/contract completed within or under the original budget/ cost proposal, and if not, why not?


			











Vendors must also submit Attachment F, Reference Questionnaire to the business references that are identified in Section 4.3.2.  





The company identified as the business references must submit the Reference Questionnaire directly to the Purchasing Division. 





It is the vendor’s responsibility to ensure that completed forms are received by the Purchasing Division on or before the deadline as specified in Section 8, RFP Timeline for inclusion in the evaluation process.  Reference Questionnaires not received, or not complete, may adversely affect the vendor’s score in the evaluation process.  





The State reserves the right to contact and verify any and all references listed regarding the quality and degree of satisfaction for such performance.





[bookmark: _Toc163539200]VENDOR STAFF RESUMES





A resume must be completed for each proposed key personnel responsible for performance under any contract resulting from this RFP per Attachment G, Proposed Staff Resume.





[bookmark: _Toc374530891]COST





Vendors MUST use the format included as Attachment I providing a fixed price per inmate per month by fiscal year for all costs associated with the responsibilities and related services.  The number of inmates will be defined as the monthly average in-house population of the NDOC.  The fiscal year runs from July 1 to June 30.  The new contract will begin July 1, 2014, and will cover fiscal years FY15, FY16, FY17, and FY18.  Please provide a fixed price per inmate per month for each applicable fiscal year (refer to Attachment I, Cost Schedule).





[bookmark: _Toc180917196][bookmark: _Toc374530892]FINANCIAL





PAYMENT





Upon review and acceptance by the State, payments for invoices are normally made within 45 – 60 days of receipt, providing all required information, documents and/or attachments have been received.





Pursuant to NRS 227.185 and NRS 333.450, the State shall pay claims for supplies, materials, equipment and services purchased under the provisions of this RFP electronically, unless determined by the State Controller that the electronic payment would cause the payee to suffer undue hardship or extreme inconvenience.





BILLING





The State does not issue payment prior to receipt of goods or services.





The vendor must bill the State as outlined in the approved contract and/or payment schedule.





Vendors may propose an alternative payment option.  Alternative payment options must be listed on Attachment J, Cost Proposal Certification of Compliance with Terms and Conditions of the RFP.  Alternative payment options will be considered if deemed in the best interest of the State, project or service solicited herein.





[bookmark: _Toc374530893]WRITTEN QUESTIONS AND ANSWERS





In lieu of a pre-proposal conference, the Purchasing Division will accept questions and/or comments in writing, received by email regarding this RFP.





QUESTIONS AND ANSWERS





The RFP Question Submittal Form is located on the Services RFP/RFQ Opportunities webpage at http://purchasing.state.nv.us/services/sdocs.htm.  Select this RFP number and the “Question” link.





The deadline for submitting questions is as specified in Section 8, RFP Timeline.





All questions and/or comments will be addressed in writing and responses emailed or faxed to prospective vendors on or about the date specified in Section 8, RFP Timeline.


[bookmark: _GoBack]
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PROPOSED STAFF RESUME


A resume must be completed for all proposed contractor staff and proposed subcontractor staff.


			COMPANY NAME:


			








			Contractor


			Subcontractor








			Name:


			Annette English


			 Key Personnel





			Classification:


			Senior Vice President


			# of Years in Classification:


			6 years





			Brief Summary: of Experience:


			Worked in Third Party Administration for 33 years. Joined current organization in July 2006 as VP Client Services. Promoted to SVP one year after joining the organization.  Responsible for both Client Services and Operations for all three Las Vegas offices, including approximately 160 staff.





			# of Years with Firm:


			





			RELEVANT PROFESSIONAL EXPERIENCE





			Required Information:



MMYYYY to Present:



Vendor Name:



Client Name:


Client Contact Name:



Client Address, Phone Number, Email:


Role in Contract/Project:


Details and Duration of Contract/Project:


			July 2006 – Present
Zenith American Solutions, Inc
Multiple;



Culinary Health & Welfare



Southern Nevada Bartenders Pension Trust



Plumbers & Pipefitters 525



IBEW 325



Teamsters #14 & #995



Bobbette Bond – Culinary – See below for contact information.



SVP SW Region – Responsible for all client services and operations supporting all Las Vegas clients.


Became SVP SW Region May 2012. Prior to that time was SVP Culinary Client Services, responsible for Culinary Health & Welfare Client Services and all operations supporting the client 









			Required Information:



MMYYYY to MMYYYY:



Vendor Name:



Client Name:



Client Contact Name:



Client Address, Phone Number, Email:



Role in Contract/Project:


Details and Duration of Contract/Project:


			

May 1995 to July 2006


Community Health Plan of Washington



Abie Castillo



720 Olive Way, Ste. #300



Seattle, WA  98101


(206) 613.8929


Abie.castillo@chpw.org


State Programs Manager



Responsible for managing all State Program contracts, representing 250,000 covered lives, including; Medicaid Managed Care, Washington Basic Health Plan, And Public Employees Benefits Board





			Required Information:



MMYYYY to MMYYYY:



Vendor Name:



Client Name:



Client Contact Name:



Client Address, Phone Number, Email:


Role in Contract/Project:



Details and Duration of Contract/Project:


			June 1988 to May 1995



Premera Blue Cross of Washington



Various Municipalities and Commercial



7002 220th St. SW



Mountlake Terrace, WA  98043



Operations Specialist promoted into Account Manager



As Operations Specialist, responsible for all accounts payable and receivable.  Responsible for maintaining eligibility records, tracking stoploss, and working with brokers.  As Account Manager responsible for contract compliance for state programs; Medicaid Managed Care and Washington Basic Health Plan.





			EDUCATION





			Institution Name:



City:



State:



Degree/Achievement:



Certifications:


			University of Phoenix
Mountlake Terrace
Washington
BA/Business Management
n/a





			REFERENCES





			Minimum of three (3) required, including name, title, organization, phone number, fax number and email address


			Tony Pino, Senior Vice President Managed Care
Ameritox
P (443) 769-1609


F (443) 769-1609


tony.pino@ameritox.com


Abie Castillo,  VP, Provider Services/Network Development


Community Health Plan of Washington



P (206) 613.8929



F (206) 613-5018 


Abie.Castillo@chpw.org


Bobbette Bond, Senior Director of Health Policy, Unite Here Health/
Culinary Health Fund
P (702)860-6089



F (702)735-1649


bbond@culinaryhealthfund.org
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VENDOR INFORMATION SHEET FOR RFP 3086 
 
Vendor Must: 
 


A) Provide all requested information in the space provided next to each numbered 
question.  The information provided in Sections V1 through V6 will be used for 
development of the contract; 


 
B) Type or print responses; and 


 
C) Include this Vendor Information Sheet in Tab III of the Technical Proposal. 


 


V1 Company 
Name 


CorrectCare-Integrated Health, Inc. 


 
V2 Street Address 366 South Broadway 


 
V3 City, State, 


ZIP 
Lexington, Kentucky 40508 


 


V4 
Telephone Number  


Area Code:  859 Number:  225-7999 Extension:   
 


V5 
Facsimile Number 


Area Code:  859 Number:  226-0554 Extension:   
 


V6 
Toll Free Number 


Area Code:  877 Number:  367-2067 Extension:   
 


V7 


Contact Person for Questions / Contract Negotiations, 
including address if different than above 


Name:  Linda Goins 
Title:  President 
Address: 


Email Address: 


 


V8 
Telephone Number for Contact Person 


Area Code:  859 Number:  225-7999 Extension:   
 


V9 
Facsimile Number for Contact Person 


Area Code:  859 Number:  226-0554 Extension:   
 
V10 Name of Individual Authorized to Bind the Organization 
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Name:  Linda Goins Title:  President 


 


V11 
Signature (Individual must be legally authorized to bind the vendor per NRS 


333.337)
Signature: Date: 
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State of Nevada  


 
 


Brian Sandoval 
Department of Administration Governor 
Purchasing Division  
515 E. Musser Street, Suite 300 Greg Smith 
Carson City, NV  89701 Administrator 


 
SUBJECT: Amendment 1 to Request for Proposal 3086 


RFP TITLE: Third Party Administrative Services 


DATE OF AMENDMENT: November 22, 2013 


DATE OF RFP RELEASE: October 24, 2013 


OPENING DATE: December 12, 2013 


OPENING TIME: 2:00 PM 


CONTACT: Marcy Troescher, Procurement Staff Member 


 
 
The following shall be a part of RFP 3086.  If a vendor has already returned a proposal and any of the 
information provided below changes that proposal, please submit the changes along with this 
amendment.  You need not re-submit an entire proposal prior to the opening date and time. 
 
 
1. Please identify the current TPA Fee.  


 
FY 14 rate is $2.66 per inmate per month based on an estimated 12,667 monthly average 
population. 
 


2. Please identify the reason for RFP - i.e. performance issues, service, etc.?  
 
The current contract amendment, extending the original contract, expires June 30, 2014. 
Contract lengths are defined in NRS Chapter 333, NAC Chapter 333 and SAM 0300.  There 
were no specific performance issues or service issues. 
 


3. Please identify the last month’s enrollment?  
 
Last month’s enrollment was 12,808. 


 
4. Please identify the number of claims processed in the current fiscal year?  


 
The current fiscal year (FY14) runs from 7/1/2013 to 6/30/2014.  17,006 claims have been 
processed year to date through 11/15/2013. 


 
5. Section 3.1.7 Is NVDOC policy to only use designated computers to access the claims system? 


Is there a policy for internet use? 
 







CorrectCare – Integrated Health 


Third Party Administrative Services RFP-3086 Page 11 


NDOC does have a policy for internet use; however, accessing claims systems through 
Department computers from contracted providers is a permitted use. 
 


6. Section 3.1.7 Our system is .net, any computer with a web browser can access our claims 
system. Does NVDOC require the vendor to pay for a dedicated line? 
 
See answer to #5.  NDOC does not require vendor to pay for a dedicated line. 
 


7. Sec 3.3.3 The system must allow access to provider's database for UR determinations. 
Question: Describe the UR determinations for which access to the database is required? 
 
The requirement was not stated completely.  The system must have a field for Utilization 
Review Panel authorization codes, and the system should be able to be queried by NDOC 
personnel by those codes for historical purposes. 
 


8. What is the current/estimated population to be served?  
 
Current projected population for FY 14 is 12,667 per month.  


 
9. Over the past two years what is the monthly enrollment and also the monthly total of claims 


paid for the covered population. Note, we are interested in claim count more that paid claim 
dollars.  
 
The average monthly population for FY12 was 12,428 and the total number of claims 
processed for the fiscal year was 40,096.  The average monthly population for FY 13 was 
12,605 and the number of claims processed for the fiscal year was 41,183. 
 


10. Who is the current administrator?   
 
Zenith American Solutions. 


 
11. What is the administrative fee and list of services currently in place?  


 
FY 14 fee is $2.66 per inmate per month.  The third party administrator (TPA) is required to 
process medical and dental claims for inmates who have had health care services and 
treatments outside the prison or from outside providers.  The TPA interfaces with the NDOC 
contracted Preferred Provider Organizations to re-price the claims and then pays the claims 
from an NDOC-funded bank account.  NDOC does its own utilization review.   
 


12. What is the State Department of Corrections looking to improve upon in considering a change 
in administrators? 
 
See #2 above. 
 


13. Is the State Department of Corrections interested in looking at network alternatives as well? 
 
Not at this time.   
 


14. Is integration with a PBM required? If so, who is the PBM? 
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No.  The Department has its own central pharmacy. 
 


15. Is integration with other vendors required?  If so, who are they and what is required of the 
TPA? 
 
Yes, integration with other vendors is required.  The current networks contracted by NDOC 
are Hometown Health in the northern region and Multiplan in the southern region.  The 
TPA must be able to exchange claims information and re-pricing data with the networks. 
 


16. Who will provide UR determinations? Is that to be included in the admin services? 
 
NDOC will do the UR determinations.  That is not to be included in the admin services. 
 


17. What is the current plan of medical and dental benefits? Is this a 100% of allowed amount 
benefit for both medical and dental? 
 
NDOC uses the Hometown Health and Multiplan networks for the northern region and 
southern region respectively, and uses their respective contracted rates with their network 
providers. 


 
18. Are any cost management programs utilized beyond UR Determinations? If so, who provides 


these? 
 
Yes.  The current TPA uses software to insure that unbundling does not occur. 
 


19. Section 3. Is Nevada participating in Medicaid expansion and/or will all inpatient stays be 
Medicaid eligible? 
 
Inmates are not eligible for Medicaid; however, if an inmate is admitted to a medical facility 
for more than 24 hours, then they are no longer considered an inmate for Medicaid 
purposes.  The Department will apply for Medicaid on their behalf if they are otherwise 
eligible for Medicaid.  Most inmates under the Affordable Care Act will fall into the 
expanded eligibility group for those inpatient stays in medical facilities. 
 


20. Claims statistics. Please provide three years of data separated by PPO. If the data cannot be 
separated by PPO, then three years of combined data will suffice. The following data is 
requested: (1) number of claims received further broken down into paid claims and no-pay 
claims ; (2) number of claims received by EDI versus paper; (3) and the number of institutional 
versus professional claims. 
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21.  


 
Calendar Year   Fiscal Year   


Year Adjustments 
EDI 


Claims 


Average % 
Auto 


Adjudicated Fiscal Year 
Total # of 


Claims Paid 
$ Amount of 
Claims Paid 


2011 1727 31318 58% FY12 
          
40,096  


 $ 
11,182,792  


2012 114 N/A 71% FY13 
          
41,183  


 $ 
12,319,487  


2013 (YTD) 199 22812 56% FY14 (YTD) 
          
17,006  


 $   
9,672,673  


 
In addition, 12% of all claims received are non-paid and 2.2% of all claims received are 
institutional and the balance is professional. 
 


22. Claims statistics. Please provide three years of the following combined data (not separated by 
PPO): (1) number of refunds processed; (2) number of supplemental payments to providers if 
any, requested by the NDOC; (3) percent of claims completely auto-adjudicated; and (4) 
percent of claims partially auto-adjudicated (i.e., started auto-adjudication but could not be 
completed without human intervention). 
 
Please see table in Question #20.  Refunds and supplemental payments are not tracked 
separately, but are included in adjustments.  Partially auto-adjudicated claims are not 
tracked separately. 
 


23. Please discuss and describe in as much detail as possible any significant changes anticipated by 
the NDOC in the annual claims volume and/or inmate count in the next four years due to 
increased Medicaid eligibility, legislation and/or operational or facility changes. 
 
The inmate count is anticipated to remain flat for the next four years.  There has been an 
average of 250 hospital stays per year for the past few years.  Due to the expanded eligibility 
of inmates in Medicaid for inpatient stays in medical facilities (as discussed in #19), there 
should be a lower number of claims processed for the next four years. 
  


24. Section 3.2.3. Please provide the layout of the inmate identifier file. 
 
The inmate identifier file is simply a list of all inmates, their identifying information, and 
their dates of incarceration, used by our current TPA to determine eligibility. The variables 
sent are: 
 
-Offender ID 
-First Name 
-Middle Name 
-Last Name 
-Birth Date 
-Gender 
-Race 
-Location 
-Booking Begin Date 
-Booking End Date 
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-Imprison Status 
-Imprison Status State 
 


25. Section 3.1.6. In regards to interfacing with the PPO to re-price claims, will the vendor have an 
actual electronic interface with each PPO to send and receive claims data for re-pricing, or will 
each PPO provide contracts to load into the vendor’s claims system, or will the vendor have to 
go out to a website provided by each PPO and manually enter claims data to obtain re-pricing? 
 
The NDOC TPA currently sends claims data electronically to Hometown Health for re-
pricing and is working on the same procedure with Multiplan.  Multiplan allows manual re-
pricing on their website. 
 


26. If the provider is out of network (non-par), how is the claim paid (% of Medicaid, % of 
Medicare, contracted rate, etc.)? What percent of claims are non-par? 
 
Out-of-network claims are covered by a wrap network or negotiated by the PPO.  If those 
options do not cover the claims, then Usual & Customary is used or finally billed charges. 
Non-par claims were 6.9% of the total. 


27. What clearinghouse(s) does the current vendor use to receive claims submitted electronically 
by providers? 
 
HCRnet, Emdeon, WebMD, LabCorp, Proxymed, Healthsmart, SSI 
 


28. Section 3.10. Claims processed within 14 working days.  Please provide a more detailed 
definition of claims processed.  For instance, is this service and performance standard just 
applicable for “clean” claims and if so, what is your definition of a “clean” claim? 
 
Definition of claims processed would be: Claim received by vendor, loaded into the system, 
re-priced, and check run presented to NDOC for approval.  This is applicable to all claims.  
The standard is 90% which would account for some variation in turnaround time.  A clean 
claim is a claim that has all applicable information loaded in the system and the claim is 
ready to pay – authorization on file, provider loaded, re-pricing attached. 
 


29. Section 3.10. Turnaround performance standard.  Please explain whether the end date for the 
turnaround time is when the claim is finalized and the register is sent to NDOC for approval or 
when the payment check is actually issued?  Does the same standard apply for denied claims 
with the end date being when the denial letter and EOP is sent? 
 
Turnaround time for the performance standard is defined by when the claim is finalized and 
the register sent to NDOC for approval.  The same standard applies for denied claims. 
 


30. Section 3.10.1. What is the incumbent’s average turnaround time of claims processing? 
 
The incumbent’s turnaround is: 90% of all claims have been paid within 30 days of receipt, 
which includes NDOC’s check register approval time.  
 


31. In section 3.3 Utilization Review Requirements, the RFP references data that needs to be stored 
in the TPA system.  Does NDOC have a document defining the data that will be provided from 
the Utilization Review system?  How often with the TPA be receiving data from the NDOC 
Utilization Review system? 
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The UR data is sent to the TPA via Excel spreadsheet once per week. 
 


32. In section 3.3 Utilization Review Requirements, please clarify what is meant by 3.3.2.3 List of 
inmates by authorization code. Typically there is one code for an episode (multiple claims) or 
encounter (one claim) but this requirement appears to suggest that there are multiple inmates 
associated with one authorization. 
 
In most instances, there is one authorization code per inmate per visit; however, for onsite 
clinics one authorization number is issued for each clinic. 
 


33. In section 3.3 Utilization Review Requirements, please provide more information on 3.3.5.3 – 
A follow up listing for concurrent review. Typically, the stay will be completed before the 
claim is received. Can you provide an example of how this is done currently or what 
information you are looking for on this listing? 
 
Please disregard Section 3.3.5.3. 
 


34. Please provide information on the claims payment process – from the submittal of a claims 
register by the vendor to NDOC to the funding by NDOC of a claims paying account. 
Furthermore, how frequently does NDOC expect a claims register, and how long does it take 
the NDOC to fund the account? Will NDOC fund the account by check sent through the mail or 
by ACH? 
 
The claims payment process occurs on a weekly cycle.  The current claims are processed 
Monday through Friday.  A check register is generated and released to NDOC for final 
approval the following Monday.  NDOC reviews and approves the check register during the 
week received. The account is funded concurrently with the approval process.  The account 
is funded through electronic funds transfer.   
 


35. Will Boarders be included in the monthly inmate population counts? 
 
Yes. 


 
36. For claims for Boarders, will the vendor just process those claims and mail them to the sending 


jurisdiction for payment? 
 
No. The vendor will process those claims.  NDOC will pay those claims and then seek 
reimbursement from the responsible jurisdiction  


 
37. Are there any special reporting, and/or reporting segregation requirements for Boarders? 


 
No. 


 
38. What historical claims information will the incumbent provide to the awarded vendor, and for 


what period of time? 
 
The incumbent will provide a file of all historical data to the awarded vendor. 


 
39. Please provide the inmate counts for the last three fiscal years that are used for calculating the 


administrative fee.  Also, provide any projected inmate counts.  
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Fees are based on the monthly population. FY 12 rate was $2.50 per inmate per month based 
on an average population of 12,428.  FY 13 rate was $2.58 per inmate per month based on 
an average monthly population of 12,605.  FY 14 is $2.66 per inmate per month based on an 
estimated monthly population of 12,667. 
 


40. Section 3.1.5. The amount of the TPA bond is dependent on the amount the awarded vendor 
will pay annually in claims. Please provide the dollar amount of claims that have been paid by 
the incumbent for the last two years. Furthermore, can the awarded vendor increase the amount 
of their TPA bond if necessary before the contract starts or does the amount of the TPA bond 
need to be in place before the proposal is submitted? 
 
See table in Question #21 for dollar amount of claims that have been paid by the incumbent 
for the past two years.  Yes, the awarded vendor can increase the amount of their TPA bond 
if necessary prior to the contract start date. 


 
 
 
ALL ELSE REMAINS THE SAME FOR RFP 3086. 


 
 


Vendor must sign and return this amendment with proposal submitted. 
 


Vendor Name: CorrectCare-Integrated Health, Inc. 


Authorized Signature:  


Title: Linda Goins, President Date:  
 
 
 
 


This document must be submitted in the “State 
Documents” section/tab of vendors’ technical proposal. 
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ATTACHMENT A – CONFIDENTIALITY AND CERTIFICATION OF 
INDEMNIFICATION 


 
Submitted proposals, which are marked “confidential” in their entirety, or those in which a significant portion of the submitted 
proposal is marked “confidential” will not be accepted by the State of Nevada.  Pursuant to NRS 333.333, only specific parts of the 
proposal may be labeled a “trade secret” as defined in NRS 600A.030(5).  All proposals are confidential until the contract is awarded; 
at which time, both successful and unsuccessful vendors’ technical and cost proposals become public information.   
 


In accordance with the Submittal Instructions of this RFP, vendors are requested to submit confidential information in separate binders 
marked “Part I B Confidential Technical” and “Part III Confidential Financial”. 
 
The State will not be responsible for any information contained within the proposal.  Should vendors not comply with the labeling and 
packing requirements, proposals will be released as submitted.  In the event a governing board acts as the final authority, there may be 
public discussion regarding the submitted proposals that will be in an open meeting format, the proposals will remain confidential.  
 
By signing below, I understand it is my responsibility as the vendor to act in protection of the labeled information and agree to defend 
and indemnify the State of Nevada for honoring such designation.  I duly realize failure to so act will constitute a complete waiver and 
all submitted information will become public information; additionally, failure to label any information that is released by the State 
shall constitute a complete waiver of any and all claims for damages caused by the release of the information. 
 
This proposal contains Confidential Information, Trade Secrets and/or Proprietary information as defined in Section 2 
“ACRONYMS/DEFINITIONS.”  
 
Please initial the appropriate response in the boxes below and provide the justification for confidential status. 
 


Part I B – Confidential Technical Information 


YES  NO X 
Justification for Confidential Status 


 


 


A Public Records CD has been included for the Technical and Cost Proposal 


YES X NO  
 


Part III – Confidential Financial Information 


YES X NO  


Justification for Confidential Status 
This section contains the company’s audited financial statements for 2011 and 2012 and the 


company’s interim financial statements through October 2013. Since CCIH is a privately held 
company, this information is not publicly available and any release of this information could 


seriously harm the company’s competitive position. 
 
Company Name:         CorrectCare-Integrated Health, Inc.  
    
Signature:    
    
Print Name:  Linda Goins, President   Date: 12/9/2013 
 


 This document must be submitted in Tab IV of vendor’s technical proposal 
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ATTACHMENT C – VENDOR CERTIFICATIONS 
 


Vendor agrees and will comply with the following: 
 
(1) Any and all prices that may be charged under the terms of the contract do not and will not violate any existing federal, State or municipal laws 


or regulations concerning discrimination and/or price fixing.  The vendor agrees to indemnify, exonerate and hold the State harmless from 
liability for any such violation now and throughout the term of the contract. 


 
(2) All proposed capabilities can be demonstrated by the vendor. 
 
(3) The price(s) and amount of this proposal have been arrived at independently and without consultation, communication, agreement or 


disclosure with or to any other contractor, vendor or potential vendor. 
 
(4) All proposal terms, including prices, will remain in effect for a minimum of 180 days after the proposal due date.  In the case of the awarded 


vendor, all proposal terms, including prices, will remain in effect throughout the contract negotiation process. 
 
(5) No attempt has been made at any time to induce any firm or person to refrain from proposing or to submit a proposal higher than this 


proposal, or to submit any intentionally high or noncompetitive proposal.  All proposals must be made in good faith and without collusion. 
 
(6) All conditions and provisions of this RFP are deemed to be accepted by the vendor and incorporated by reference in the proposal, except such 


conditions and provisions that the vendor expressly excludes in the proposal.  Any exclusion must be in writing and included in the proposal 
at the time of submission. 


 
(7) Each vendor must disclose any existing or potential conflict of interest relative to the performance of the contractual services resulting from 


this RFP.  Any such relationship that might be perceived or represented as a conflict should be disclosed.  By submitting a proposal in 
response to this RFP, vendors affirm that they have not given, nor intend to give at any time hereafter, any economic opportunity, future 
employment, gift, loan, gratuity, special discount, trip, favor, or service to a public servant or any employee or representative of same, in 
connection with this procurement.  Any attempt to intentionally or unintentionally conceal or obfuscate a conflict of interest will 
automatically result in the disqualification of a vendor’s proposal.  An award will not be made where a conflict of interest exists.  The State 
will determine whether a conflict of interest exists and whether it may reflect negatively on the State’s selection of a vendor.  The State 
reserves the right to disqualify any vendor on the grounds of actual or apparent conflict of interest. 


 
(8) All employees assigned to the project are authorized to work in this country. 
 
(9) The company has a written equal opportunity policy that does not discriminate in employment practices with regard to race, color, national 


origin, physical condition, creed, religion, age, sex, marital status, sexual orientation, developmental disability or handicap.   
 
(10) The company has a written policy regarding compliance for maintaining a drug-free workplace. 
 
(11) Vendor understands and acknowledges that the representations within their proposal are material and important, and will be relied on by the 


State in evaluation of the proposal.  Any vendor misrepresentations shall be treated as fraudulent concealment from the State of the true facts 
relating to the proposal. 


 
(12) Vendor must certify that any and all subcontractors comply with Sections 7, 8, 9, and 10, above. 
 
(13) The proposal must be signed by the individual(s) legally authorized to bind the vendor per NRS 333.337. 
 


CorrectCare-Integrated Health, Inc.  


Vendor Company Name  
    


Vendor Signature    
Linda Goins, President    
Print Name   Date 


 
This document must be submitted in Tab IV of vendor’s technical proposal 
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WLT SOFTWARE END USER LICENSE AGREEMENT
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3M SOFTWARE LICENSE AND SERVICES AGREEMENT 
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NEVADA STATE BUSINESS LICENSE 
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NV TPA LICENSE VERIFICATION 
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ATTACHMENT B, TECHNICAL PROPOSAL 
CERTIFICATION OF COMPLIANCE WITH TERMS AND 


CONDITIONS OF RFP 
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ATTACHMENT B – TECHNICAL PROPOSAL  
CERTIFICATION OF COMPLIANCE 


WITH TERMS AND CONDITIONS OF RFP 
 
I have read, understand and agree to comply with all the terms and conditions specified in this Request for 
Proposal.   
 


YES X I agree to comply with the terms and conditions specified in this RFP. 


 


NO  I do not agree to comply with the terms and conditions specified in this RFP. 


 
If the exception and/or assumption require a change in the terms in any section of the RFP, the contract, or 
any incorporated documents, vendors must provide the specific language that is being proposed in the tables 
below.  If vendors do not specify in detail any exceptions and/or assumptions at time of proposal 
submission, the State will not consider any additional exceptions and/or assumptions during negotiations.   
 
CorrectCare Integrated Health, Inc.  


Company Name  
    


Signature    
    
Linda Goins, President    
Print Name   Date 
 
 


Vendors MUST use the following format.  Attach additional sheets if necessary. 
 


EXCEPTION SUMMARY FORM 


EXCEPTION # RFP SECTION 
NUMBER 


RFP  
PAGE NUMBER 


EXCEPTION 
(Complete detail regarding exceptions must be 


identified) 
1 9.2.3.5 B 34 of 59 In order to obtain our Nevada TPA license, 


the Nevada Department of Insurance has 
required us to submit the attached addendum 
to the contract which incorporates certain 
Nevada Revised Statutes. 


    


    


 
 


ASSUMPTION SUMMARY FORM 


ASSUMPTION # RFP SECTION 
NUMBER 


RFP  
PAGE NUMBER 


ASSUMPTION 
(Complete detail regarding assumptions must 


be identified) 
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ASSUMPTION # RFP SECTION 
NUMBER 


RFP  
PAGE NUMBER 


ASSUMPTION 
(Complete detail regarding assumptions must 


be identified) 
    


    


    


 


This document must be submitted in Tab V of vendor’s technical proposal 
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CLAIMS ADMINISTRATION ADDENDUM 
 


THIS CLAIMS ADMINISTRATION ADDENDUM is entered into this the ___ day of 
_________, 2014, to be effective as of the _____day of ______, 2014 by and between 
CorrectCare-Integrated Health, Inc., 366 South Broadway, Lexington, Kentucky 40508, a 
Kentucky Corporation (“CCIH”) and the State of Nevada acting by and through the Nevada 
Department of Corrections (“NDOC”). 


WHEREAS, the NDOC has a constitutional requirement to provide medical care to 
inmates incarcerated in its penal institutions; and 


WHEREAS, the NDOC has directly contracted with preferred provider networks for the 
benefit of the NDOC (Preferred Provider Arrangement) in order to meet that constitutional 
requirement; and 


WHEREAS, CCIH is an entity that is capable of adjudicating and paying claims for 
health care services provided to inmate populations; and 


WHEREAS, CCIH is not an insurer, re-insurer, insurance policy issuer or insurance 
underwriter, nor does any insurance company have an ownership interest in CCIH; and 


WHEREAS, CCIH has been awarded a Contract for Third Party Administrative Services 
in response to the State of Nevada Purchasing Division Request for Proposal: 3086 (release date: 
October 24, 2013) to adjudicate and pay claims for health care services provided to NDOC 
inmate populations; and 


WHEREAS, the parties desire to amend the Contract for Services of Independent 
Contractor (“Agreement”) dated ___________________, 2014 to further clarify and codify 
CCIH’s obligations and responsibilities as a licensed Third Party Administrator in the State of 
Nevada (NRS 683A.0805 through NRS 683A.0893, inclusive). 


NOW, THEREFORE, in consideration of the mutual promises and covenants contained 
in this Addendum and other good and valuable consideration, the receipt and sufficiency of 
which are hereby acknowledged, the parties hereby agree as follows: 


WITNESSETH 


A. Duties and Responsibilities of CCIH 


1. CCIH shall furnish, staff and maintain an office with facilities and 
personnel adequate to perform the duties of claims processing, including payment of claims, and 
to answer the inquiries of the NDOC and medical providers with respect to the same.  CCIH’s 
office shall be open daily, Monday through Friday, during normal working hours except legal 
holidays.  CCIH shall furnish all necessary telephone service, and assume all routine daily 
mailing costs with respect to handling, processing, and payment of claims for the Preferred 
Provider Arrangement. 


2. CCIH may, but has no present intention to advertise its business with the 
NDOC.  In the event advertising should be necessary for CCIH to meet the obligations of the 
Agreement with the NDOC, CCIH will do so only after prior written approval has been received 
from the NDOC. 
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3. CCIH will maintain at its principal office adequate books and records of 
all transactions between CCIH, the NDOC, the inmates in the custody of the NDOC, and the 
preferred provider networks for the duration of this Addendum and five (5) years after the 
transaction to which they respectively relate.  Such books and records will be maintained in 
accordance with prudent standards of insurance recordkeeping and the regulations of the 
Commissioner of the Nevada Department of Insurance (“NDOI”). 


a. CCIH understands and agrees that all health files and all forms 
required for filing a claim which are maintained by it pursuant to this Addendum or otherwise for 
the NDOC shall be and remain the property of the NDOC and shall be delivered to the NDOC 
upon demand. 


b. The Commissioner of the NDOI may examine, audit and inspect 
the books and records maintained by CCIH under the provisions of this section to carry out the 
provisions of NRS 679B.230 to 679B.300, inclusive.  CCIH will provide any state or federal 
agency and/or office of insurance regulation access to all such books and records. 


c. The names and addresses of the NDOC inmates (“insured” persons 
of which addresses would be the NDOC prison facility in which the inmate was housed at the 
time of each claim) and any other material which is in the books and records of CCIH are 
confidential except as otherwise provided in NRS 239.0115 and except when used in 
proceedings against CCIH. 


d. The NDOC may inspect and examine all books and records to the 
extent necessary to fulfill all contractual and/or constitutional obligations to inmates, subject to 
restrictions if any in the written Agreement between the NDOC and CCIH. 


4. CCIH and the NDOC shall establish a checking account into which the 
NDOC will deposit funds and from which CCIH will disburse checks for inmate claims (“CCIH 
/ NDOC claims account”).  CCIH shall supply documentation to the NDOC of the claims 
processed.  The NDOC, after review of the claims processed by CCIH, shall authorize and 
transfer funds to the CCIH / NDOC claims account for disbursement by CCIH.  Upon 
verification of the NDOC’s deposit to the CCIH / NDOC claims account, CCIH shall disburse 
benefit checks and explanation of benefits to the physician or medical service facility (sometimes 
referred to herein as “claimants”), whichever is appropriate.  Claims payments forwarded by the 
NDOC to CCIH shall not be deemed to have been paid to the claimant until such payments are 
received by the claimant.  Nothing in this section limits any right of the NDOC against CCIH 
resulting from the failure of CCIH to make payments to the claimants. 


a. All insurance charges and premiums collected if any by CCIH on 
behalf of the NDOC (insurer) and return premiums if any received from the NDOC will by held 
by CCIH in a fiduciary capacity. 


b. Money will be remitted by CCIH within fifteen (15) days to the 
person or persons entitled to it, or be deposited within fifteen (15) days in one or more fiduciary 
accounts established and maintained by CCIH in a bank, credit union or other financial 
institution in the State of Nevada.  The fiduciary account(s) will be separate from the personal or 
business account(s) of CCIH. 


c. CCIH will maintain the CCIH / NDOC claims account as a 
separate claims paying account for the NDOC.  Charges or premiums collected for or on behalf 
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of another CCIH client will not be deposited into the CCIH / NDOC claims account, and in the 
event that should occur, CCIH will cause the bank, credit union or other financial institution 
where the fiduciary account is maintained to record clearly the deposits and withdrawals from 
the account on behalf of each client.  CCIH will take prompt measures to ensure against any such 
future reoccurrence. 


d. CCIH will promptly obtain and keep copies of the records of the 
CCIH / NDOC claims account clearly recording the deposits in and withdrawals from such 
account on behalf of the NDOC, and upon request from the NDOC, will furnish the NDOC with 
copies of the records which pertain to the NDOC. 


e. CCIH will not pay any claim by withdrawing money from the 
CCIH / NDOC claims account in which any premiums or charges may be deposited. 


f. Withdrawals from the CCIH / NDOC claims account will be made 
as provided in the Agreement between the NDOC and CCIH for any: 


i. Remittance to the NDOC. 


ii. Deposit in an account maintained in the name of the 
NDOC. 


iii. Transfer to and deposit in an account for the payment of 
claims. 


iv. Payment to a group policyholder, if any, for remittance to 
the NDOC if entitled to the money (no such payments should arise under the Agreement because 
there is no group policyholder). 


v. Payment to CCIH of the commission, fees or charges of 
CCIH (CCIH will only be paid a per inmate fee as set forth hereinbelow). 


vi. Remittance of return premiums, if any, to persons entitled 
to them. 


5. Providers shall complete and submit industry standard claim forms to 
CCIH.  CCIH shall check the claim forms and information submitted, and if necessary, use its 
best effort to obtain any missing information directly from the NDOC, the medical service 
facility or physician.  Upon receipt of complete information with respect to a claim, CCIH shall 
review eligibility and any other relevant authorizations, and process and re-price such claims in 
accordance with the NDOC’s then existing Preferred Provider Arrangements, contracts between 
Provider(s) and the NDOC, governmental requirements, or any combination thereof. 


a. Except as otherwise provided in subsection b. below, CCIH will 
approve or deny a claim within thirty (30) days after CCIH receives the claim.  If the claim is 
approved, CCIH will pay the claim within thirty (30) days after it is approved.  Except as 
otherwise provided in this section, if the approved claim is not paid within that period, CCIH will 
pay interest on the claim at a rate of interest equal to the prime rate of the largest bank in 
Nevada, as ascertained by the Nevada Commissioner of Financial Institutions, on January 1 or 
July 1, as the case may be, immediately preceding the date on which the payment was due, plus 
six percent (6%).  The interest will be calculated from thirty (30) days after the date on which the 
claim is approved until the date on which the claim is paid. 
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b. If CCIH requires additional information to determine whether to 
approve or deny a claim, CCIH will notify the claimant of its request for the additional 
information within twenty (20) days after receiving the claim.  CCIH will notify the provider of 
health care of all the specific reasons for the delay in approving or denying the claim.  CCIH will 
approve or deny the claim within thirty (30) days after receiving the additional information.  If 
the claim is approved, CCIH will pay the claim within thirty (30) days after receiving the 
additional information.  If the approved claim is not paid within that period, CCIH shall pay 
interest on the claim in the manner prescribed in subsection a. above. 


c. CCIH will not request a claimant to resubmit information that the 
claimant has already provided to CCIH, unless CCIH provides a legitimate reason for the request 
and the purpose of the request is not to delay the payment of the claim, harass the claimant or 
discourage the filing of claims. 


d. CCIH shall not pay only part of a claim that has been approved and 
is fully payable. 


e. CCIH understands and agrees that a court may award costs and 
reasonable attorney’s fees to the prevailing party in an action brought pursuant to this paragraph. 


f. CCIH understands and agrees that the payment of interest provided 
for in this paragraph for the late payment of an approved claim may be waived only if the 
payment was delayed because of an act of God or another cause beyond the control of CCIH. 


g. CCIH understands and agrees that the Commissioner of the NDOI 
may require CCIH to provide evidence which demonstrates that CCIH has substantially 
complied with the requirements set forth in this paragraph, including, without limitation, 
payment within thirty (30) days of at least ninety five percent (95%) of approved claims or at 
least ninety percent (90%) of the total dollar amount for approved claims. 


h. CCIH understands and agrees that if the Commissioner of the 
NDOI determines that CCIH is not in substantial compliance with the requirements set forth in 
this paragraph, the Commissioner may require CCIH to pay an administrative fine in an amount 
determined by the Commissioner.  Upon a second or subsequent determination that CCIH is not 
in substantial compliance with the requirements set forth in this paragraph, CCIH understands 
and agrees that the Commissioner may suspend or revoke the certificate of registration of CCIH. 


6. Each claim paid by CCIH from money collected for or on behalf of the 
NDOC will be paid by check or draft upon and as authorized by the NDOC. 


7. CCIH will provide with any payment(s) to a health care provider an 
explanation of services being reimbursed which includes, at a minimum, the patient’s name, the 
date of service, the procedure code, the amount of reimbursement, and the identification of the 
plan on whose behalf the payment is being made. 


8. CCIH shall cooperate fully with the NDOC as to any investigation, review 
or inquiry regarding a claim determination. 


9. CCIH shall maintain a record of any and all inquiries made with respect to 
a claim determination and the disposition of the same.  These records or summaries thereof shall 
be made available to the NDOC at such intervals as shall be established from time to time. 







CorrectCare – Integrated Health 


Third Party Administrative Services RFP-3086 Page 58 


10. CCIH agrees to execute, acknowledge, and deliver any and all instruments 
that may be deemed by the NDOC necessary in or to the premises, relative to this Addendum 
and/or its duties hereunder. 


B. Compensation to CCIH 


1. For performing the functions of claims processing for this Agreement and 
assuming the responsibilities of such functions, CCIH shall invoice the NDOC during the term of 
this Agreement at the end of each month in which services are rendered in an amount equal to 
_______ per inmate. 


a. Compensation to CCIH shall in no way be contingent on claims 
experience, or on the savings realized by CCIH in adjusting, settling or paying the losses covered 
by the NDOC. 


b. CCIH will deposit such invoiced amounts in its own account, 
separate from the CCIH / NDOC claims account or any other private claims account that it may 
maintain for either the NDOC or any other client. 


C. Term 


1. The term of this Addendum shall run concurrently with the initial and any 
renewal term of the Agreement and shall terminate in accordance therewith. 


D. Miscellaneous 


1. This instrument constitutes and contains the whole and exclusive 
agreement between the parties with respect to the subject premises, and no modification hereof 
or addition hereto shall be valid or enforceable unless evidenced in writing and signed by them 
both. 


2. Any notices to be given hereunder shall be deemed sufficiently given 
when sent by certified United States mail, postage prepaid. 


(a) To the NDOC as follows: 


_____________________________ 
_____________________________ 
_____________________________ 


(b) To CCIH as follows: 


CorrectCare-Integrated Health, Inc. 
366 South Broadway 
Lexington, Kentucky 40508 


Such addresses may be changed by either party by written notices as to the new address. 


3. The headings contained in this Addendum are for convenience only and 
shall not be interpreted to limit or otherwise affect the provisions of this Addendum. 


4. The parties shall comply with the terms of the Contract for Third Party 
Administrative Services let in response to the State of Nevada Purchasing Division Request for 
Proposal: 3086 (release date: October 24, 2013), or this Addendum, whichever is more stringent. 
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IN WITNESS WHEREOF, the parties hereto have caused this Addendum to be signed 
by their officers duly authorized on the day and year first above written, and for themselves, their 
successors and assigns, do hereby agree to the full performance of the covenants and agreements 
herein before set forth. 


CORRECTCARE-INTEGRATED  NEVADA DEPARTMENT OF CORRECTIONS 


HEALTH, INC. 


 


By: ________________________ By: ___________________________ 
Linda Goins, President   Name, Title
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Section 3 – Scope of Work 
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3. SCOPE OF WORK  
 


The successful vendor will process non-Medicaid medical and dental claims for inmates who have 
had health care services and/or treatments outside the prison or from outside providers.  The 
claims will be paid from an account funded by NDOC.  The vendor will coordinate with NDOC 
and NDOC’s Preferred Provider Organization (PPO) Network(s). The current PPO networks used 
by NDOC are Multiplan for southern Nevada and Hometown Health for northern Nevada.  NDOC 
currently provides its own Utilization Review.  Coordination with NDOC will include receiving 
participant eligibility dates and service authorization information to determine eligibility.   
 
The successful vendor may be required to appear before necessary legislative governmental 
meetings, and possibly, the Interim Finance Committee of the Nevada State Legislature. 
 
CorrectCare – Integrated Health (CorrectCare) proposes to process non-Medicaid medical and 
dental claims for NDOC inmates as described above, including receipt of eligibility and 
authorization information and coordination with PPO networks and NDOC Utilization Review.  


 
3.1 GENERAL VENDOR REQUIREMENTS9 


  
Prospective vendors must agree to comply with listed minimum requirements.   


 
3.1.1 Vendor shall provide all usual services incident to the settlement of claims in 


accordance with plan provisions, including but not limited to: 
 


Providing appropriate forms; 
Limited medical review; 
Adjudication; 
Records retention; 
Check issuance; 
Overpayment recovery; 
Resolution of provider inquiries; and 
Payment discrepancies. 


 
   CorrectCare will provide the above identified minimum requirements. 


 
3.1.2 NDOC prefers that the selected TPA vendor have an office in Nevada, but it is not 


required by law.  If selected, where would the claims be paid by the vendor? 
 


CorrectCare will process NDOC claims from its office in Sacramento, California.  
CorrectCare will issue checks from this same office from a bank located inNevada 
per its TPA licensure requirements.   


  
3.1.3 Vendors shall provide a copy of all appropriate State/County/City licensure with 


their response. 
 


All appropriate licensure is included with this submission. 
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3.1.4 Vendor shall have a Third Party Administrator’s license issued by the Nevada 
Division of Insurance prior to approval by the Nevada State Board of Examiners.  


 
CorrectCare is a licensed Third Party Administrator in the State of Nevada. 


 
3.1.5 Vendor shall have a Nevada Third Party Administrator’s bond in an amount 


required by the Division of Insurance.   
 


CorrectCare has a Nevada TPA bond in the amount designated by the DOI.  That 
amount will be increased if necessary. 


 
3.1.6 Vendor shall have the capability of interfacing with the PPO to electronically re-


price claims. 
 


CorrectCare has established and maintained electronic interfaces with both 
regional and national PPO Networks for its correctional clients.  Currently, 
CorrectCare interfaces with Health Net for California Correctional Health Care 
Services (CCHCS) and Healthlink for the Kentucky Department of Corrections.  
CorrectCare also interfaces with Prime Health Network for correctional clients in 
Texas, New Jersey, Florida, North Carolina, and Tennessee.  CorrectCare 
accesses Multiplan and Stratose as a wrap networks for non-participating 
providers. 


 
3.1.7 Vendor shall provide Internet or other acceptable access for use by authorized 


NDOC staff when accessing vendor’s claims processing system and printing 
information concerning NDOC inmate acclaims an status information. 


 
CorrectCare utilizes WLT software for its claims processing system.  The NDOC 
and Nevada healthcare providers will have access to claim status and history via 
the CorrectCare reports portal or the WLT provider portal.  Through the WLT 
portal, providers will only be able to view and print information related to their 
Tax Identification number while NDOC designated individuals will have access to 
all providers’ information.  NDOC personnel will have the ability to access 
additional reports and queries from the CorrectCare reports portal. 


 
3.1.8 Vendor’s customer service representatives shall be available by calling a toll-free, 


national telephone number between the hours of 8:00 a.m. and 5:00 p.m. Pacific 
Time, Monday through Friday, except State-recognized holidays. 


 
CorrectCare’s California business hours are 6:00 a.m. to 6:00 p.m. Pacific Time, 
Monday through Friday with the exception of the following holidays:  New Year’s 
Day, President’s Day, Memorial Day, Independence Day, Labor Day, 
Thanksgiving Day, Day after Thanksgiving, Christmas Day. CorrectCare 
personnel will be available for customer service and claim questions during those 
hours.  Our team will always have someone available to contact in urgent 
situations.  A toll-free, national telephone number will be provided 
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3.2 ELIGIBILITY SYSTEM REQUIREMENTS 


 
3.2.1 Vendor’s eligibility system must store, at a minimum, the following information for 


each inmate: 
 


Name; 
Birth date; 
Location; 
NDOC ID Number; 
Effective date; 
Termination date;  
Boarder status effective date; and   
Boarder status termination. 


 
CorrectCare’s claim eligibility system will store the above information.  Boarder 
status may need to be handled under a separate plan or treated as a location to 
differentiate those dates from the NDOC effective and termination dates. 


 
3.2.2 Awarded vendor’s eligibility system must be available with online access.   


 
Eligibility information can be accessed online through the WLT Claim System 
provider portal.  NDOC staff will also have access through this portal. 


 
Eligibility for each prison inmate is determined by the value in an 
“eligibility field,” which is contained on the inmate identifier record.   


 
The inmate identifier record is stored electronically and updated 
daily and/or weekly by the NDOC Division of Offender 
Management.   


 
3.2.3 Awarded vendor’s systems environment must accept daily and/or weekly electronic 


transmission of an updated inmate identifier file, which contains changes and 
updates to NDOC inmate eligibility status.  Vendor’s eligibility system must be 
integrated with the claims system so that eligibility is automatically checked on 
every claim. 
 
CorrectCare will work with NDOC to define the specifications for this interface.  
Currently, CorrectCare accepts a daily eligibility file for the Louisiana 
Department of Public Safety and Corrections and the Kentucky Department of 
Corrections. Eligibility for California inmates is handled through a daily 
submission of information from the claims to a web service application for 
verification. 
 


3.2.4 Awarded vendor’s system must be capable of identifying eligibility exceptions, i.e., 
claim payment denials due to participant ineligibility. 


 
 CorrectCare’s claims processing system automatically denies claims payment on 


any participant whose eligibility record shows inactive or terminated.   
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3.2.5 Awarded vendor’s eligibility system must store historical information.  The system 
shall indicate all past eligibility effective dates and termination dates, not just 
positive records. 


 
CorrectCare’s claims system tracks  and maintains all effective dates and 
termination dates in an inmate’s profile line by line.   


 
3.2.6 Boarder Status effective date and termination date is an identifier field which 


indicates an inmate is being housed in an NDOC facility under an Interstate 
Compact or other inter-jurisdictional agreement. 


 
CCIH proposes to work with NDOC on how to best handle Boarder’s as opposed 
to NDOC inmates.  There are several options that can identify a boarder – one of 
those being a separate location code set; another being a separate plan number.   


 
3.2.7 Awarded vendor shall receive and maintain a claims history database.   


 
CorrectCare extracts information from claims data both within the claims system 
and from a data base external to the system.  For example, while inmate and 
provider demographic information, claim coding, and payment amount would be 
inside the claims system, discharge status and/or fiscal codes specific to DPS&C 
would be stored in the external data base.  Data from the Claim system is 
extracted and combined with the external data.  The combined data is then 
available through the CorrectCare Reports Portal. 
 


The database will be accessible by NDOC personnel online via 
secure website to view individual inmate claims history or specific 
claim information.   


 
NDOC personnel will have the ability to choose from multiple reports, 
such as Paid Claims, Claims in Process, Claims by Provider, Claims by 
Institution, and other reports as identified in section 3.2.8 below or as 
desired.   


 
The awarded vendor shall provide the State with a copy of the 
documentation that explains the definitions, interactions, 
relationships, calculations, and derivations of fields and records for 
vendor’s claim system.   


 
CCIH will provide instructions and support for use of the claims portal 
and all reports will have a definition document.  The definition document 
is accessible electronically from the screen when the report is selected. 


 
3.2.8 The awarded vendor shall provide real-time report generation capability for the 


claims history database.  Reports should be available in PDF format or 
downloadable to an Excel spreadsheet.  Standard reports should include:  


 
CorrectCare provides many of the reports listed below to existing clients through 
its reporting data base and portal.  The data base is updated 4 times per day to 
assure all data is current.  During the implementation phase, we propose to work 
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with NDOC to further define the desired fields in each of these reports.  All 
reports will be available in PDF format and can also be downloaded to an Excel 
spreadsheet. 


 
Administrative Reports 


 
A.  Check register reconciliation; 
B.  Outside medical and dental expenses; 
C.  Check Detail Reports; 
D.  Check register reports by patient name; 
E.  Check register reports by provider ID; 
F.  Check adjustment reports; and 
G.  Boarder Status. 


 
Refund reports 


 
Overpayment reports 


 
Claim Detail Reports 


 
H.  Claim reports by location; 
I.  Claim reports by diagnosis; 
J.  Claim reports by patient ID; 
K.  Claim reports by provider ID; and 
L.  Claim reports by DOS. 


Claim Summary Reports 
 


M.  Claim turn around; 
N.  Cost of benefit by location; 
O.  Denied claims; 
P.  Hospitalization summary; 
Q.  Paid claims by month; 
R.  Paid claims by paid date; and 
S.  Paid claims by provider. 


 
Dental Claims 


 
T.  Denied dental claims; 
U.  Closed out dental claims; 
V.  Paid dental claims by month; 
W.  Paid dental claims by paid date; and 
X.  Paid dental claims by provider. 


 
Recap Summary Reports 


 
Y.  Age and sex recaps; 
Z.  Dental procedure recaps; 
AA.  Diagnosis code recaps; 
BB.  Explanation code recaps; 
CC.  Plan recaps; 
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DD.  Procedure code recaps; 
EE.  Provider recaps; and 
FF.  Service code recaps. 


  
Vendor must allow reports to be generated with user-definable 
search criteria such as (but not limited to) dates of service, dates of 
payment, and institution (inmate location).  Vendor will provide at 
no extra cost custom reports that are not available within the 
standard query.  


 
Many of the queries through CorrectCare’s Reports Portal allow the user to 
define the search by dates of service, dates of payment, location, and/or provider.  
Additional user-defined criteria can be incorporated as desired. CorrectCare will 
also provide other requested and ad hoc reports from claims data at no additional 
cost.  Timeframes and desired fields within the above reports can be explored and 
agreed upon during the roll out phase. 


 
Vendor’s claims payment system must automatically edit for the 
following: 


 
GG.  Hospital pre-admission authorization; 
HH.  Authorized Length of Stay (LOS); and 
II.  Authorized procedures. 


 
CorrectCare’s claims processing system has all of the above-listed 
capabilities. 
 


 
3.3 UTILIZATION REVIEW REQUIREMENTS 


 
Provider must include the following services: 


 
3.3.1 The system must provide NDOC staff the ability to issue payment authorization or 


denial by incident and/or dollar amount. 
 


The NDOC’s group and plan will be set up so that authorization and/or payment 
amount parameters are in place.  Any claims that fall outside of these parameters 
will be flagged to indicate that this information must be provided prior to 
finalizing the claim. 


  
3.3.2 The system must be flexible enough to hold NDOC information necessary for 


statistical information, such as, but not limited to:   
 


CorrectCare will work with NDOC on determining the best method of storing 
statistical information related to utilization review.  Some initial suggestions are 
indicated below 


 
Number of inmates referred to outside consultants by each staff 
physician; 
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Information on referring staff physician can most likely be stored and reported 
upon if included in the authorization file 


 
Number of inmates attending each on-site clinic each month; and 


 
By instructing providers to use Place of Service Code 9, Prison/Correctional 
facility, this information can be stored and reported upon. 


 
 


List of inmates by authorization code. 
 


Reports will be available for multiple inmates served by one authorization code, 
such as for an onsite clinic day. 


 
3.3.3 The system must allow access to provider’s database for UR determinations. 


 
CorrectCare will have a provider file available so that UR personnel can select 
preferred network providers when making UR determinations.  This file will be 
made available in a format compatible with NDOC’s utilization software. 


 
3.3.4 The system must allow access to PPO information. 


 
CorrectCare will make PPO information available to NDOC personnel as needed. 


 
3.3.5 The system must provide NDOC staff the ability run daily, weekly, and monthly 


reports which include, but are not limited to: 
 


Average length of stay; 
Dates of service; and 
A follow-up listing for concurrent review. 


 
CorrectCare’s system will allow the ability to run daily, weekly, and monthly 
reports including average length of stay and by dates of service.  Concurrent 
review follow up listing is disregarded per the question/answer 
document/amendment. 


 
3.4 HIPAA REQUIREMENTS 


 
The Health Insurance Portability and Accountability Act (HIPAA) was enacted in 1996. 
HIPAA’s Administrative Simplification provisions address several issues concerning 
health care transactions including: 


 
3.4.1 Electronic Data Interchange (EDI) Standards for electronic health care transactions; 


 
CorrectCare’s system is compliant with HIPAA’s EDI Standards for electronic 
health care transactions. 
 


3.4.2 Standards for medical data code sets; and 
 


CorrectCare’s system uses HIPAA-compliant standards for medical data code sets 
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3.4.3 Unique identifiers for providers and individuals. 


 
 


3.4.4 HIPAA’s other provisions include:  
 


Security standards for all - 1) health information that is maintained 
or transmitted electronically, and 2) electronic signatures; and 
Regulations protecting the privacy of individually identifiable health 
information. 


 
CorrectCare’s systems and processes adhere to HIPAA requirements. 


 
3.4.5 Proposing vendors must specify vendor’s state of compliance with all HIPAA 


requirements. 
 


Both CorrectCare’s system and policies are compliant with all HIPAA 
requirements, including those for security standards and protecting the privacy of  
health information. 


 
3.4.6 Vendor must be able to process transactions using ICD-10-CM Diagnosis Codes, 


CPT Procedure Codes, HCPCS Procedure Codes, NDC Drug Codes and ADA Code 
on Dental Procedures and Nomenclature for dental services which have been 
identified in the HIPAA regulations.   


 
All claims are processed using CPT, HCPCS, ASA, DRG, ADA, and/or standard 
revenue codes, user defined codes, and modifiers. All CCIH systems are 5010 
compliant, and all processing, procedure, diagnostic, and revenue codes are 
captured and available for tracking and reporting purposes.   CorrectCare’s claim 
system is ICD-10 compliant, and testing is currently proceeding with PPO network 
interfaces. 
 


3.4.7 Vendor must specify what data content, conditions, codes, and formats their system 
currently supports and/or uses, if different from those specified in 3.4.6. 
 
CorrectCare’s system supports all data, conditions, codes, and formats noted 
throughout this section. 


 
3.5 SECURITY STANDARDS  


 
3.5.1 Does the system have ID and password protection to guard against incorrect internal 


use or access to the data?  
 


Yes, CorrectCare’s system employs the Kerberos authentication protocol, as part 
of Microsoft’s Active Directory to authenticate computer and user access to 
computing resources and data. 


 
3.5.2 Have plans been made for the system to produce sufficient audit trails to satisfy the 


HIPAA Privacy and Security regulations?  
 







Third Party Administrative Services RFP-3086 Page 70 


Yes, domain authentication auditing is enabled throughout our Active Directory 
environment.  This level of auditing tracks success or failure of logons to our 
computing environment.   Object access auditing is enabled on HIPAA sensitive 
directories and files.  This level of auditing logs all access with timestamps to files 
and data within these directories. 
 


 
3.5.3 Please explain how security is set up in the system, as well as the different levels of 


security. 
 


Physical security to computing resources, i.e. servers and computing 
infrastructure, is accomplished by restricting access to these devices by security 
alarms, locked doors, and vault combinations.  Keys and alarm codes are only 
available to infrastructure personnel.  


 
Digital security is accomplished by Kerberos authentication to the computing 
resources, themselves, and secure socket layer (SSL) over the network.  Site-to-
Site data transmission is encrypted by 3DES/HMAC MD5 (IKE) security 
protocols. 


 
Within the Claims Processing System, security levels are based on job 
responsibilities.  No processor can enter agents or providers.  No eligibility 
personnel have access to paying claims.  No check printing personnel have access 
to claims processing or eligibility functions.  Security levels are set from “no 
access” to “inquire only” or the “ability to run a program.”  No one has the full 
administrator’s access except selected executive personnel. 
 


 
3.6 CLAIMS PROCESSING SERVICES 


 
This section contains additional specifications the awarded vendor should provide to fulfill 
the requirements of the contract.  Please indicate your company’s ability to meet the 
specifications.  If your ability to meet a specification differs from the description offered, 
please indicate your method or provision and note such on Attachment B of this RFP.  
Some items request specific information about your claims processing system.  Please 
provide any information requested. 


 
3.6.1 Preferred Provider Organization System Interaction 


 
List all PPO networks for which you currently process claims. 


 
  CorrectCare currently processes PPO network claims for HealthNet; First Health, 


Healthlink, and Prime Health Services.  CorrectCare also prices claims at a variety 
of Medicare and Medicaid-based legislated rates.   CorrectCare uses Multiplan and 
Stratose for wrap networks. 


Describe any differences between how your system is updated/ 
claims are processed for your own PPO network and how claims are 
processed outside your network. 
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CorrectCare uses different PPO Networks for different clients. PPO 
Networks are attached at the group level, so claims within the PPO 
network are priced automatically based on the fee schedule or submitted 
to the PPO network for pricing through 5010-compliant EDI 
transactions.  For non-participating providers, claims are priced at penal 
code or legislated rates when applicable or submitted electronically to a 
wrap network for pricing.   
 


Describe how the system will flag PPO providers and apply 
negotiated PPO rates during claims processing.   


 
PPO Networks are attached at the group and provider level; therefore, 
any claims for that group will have the negotiated PPO rates applied, 
either directly through the fee schedules attached to the provider record or 
by interface with the PPO network for pricing application.  


 
Describe the extent to which claims examiners will apply manual 
processing steps to adjudicate claims from these providers. 


 
Manual steps are used only when non-participating provider claims are 
priced.  Examiners will either use an automated Medicare pricing tool 
created, maintained, and updated from the CMS website or will add 
pricing information received from the wrap networks  


 
3.6.2 Vendor shall settle all claims received after the proposed effective date of July 1, 


2014.  Although it is anticipated the current administrator will pay the run-out 
claims, the awarded vendor must provide a separate, per-claim cost for run-in 
services (see Section 5,  Cost). 


 
CorrectCare has included a per-claim run-in cost in its cost proposal. 


 
3.6.3 The vendor shall provide an eligibility exception report of records that do not match 


the vendor’s existing data.   
 


An Eligibility exception report will be provided; however, details will need to be 
discussed on how to present and reconcile this with the NDOC.  Eligibility 
information will be submitted to Utilization Review weekly as requested. 


 
Exception reports must be reconciled weekly with the NDOC.   


 
The report will be reconciled weekly with NDOC 


 
Eligibility information shall also be forwarded to the Utilization 
Review Section each week. 


 
Eligibility information will be forwarded to the Utilization Review section 
each week. 


 
3.6.4 Specify the details of the software system you currently use.  Explain the following: 
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Who wrote the system?  
 


WLT was founded and written by William L. Tiner 
 


When was the system implemented? 
 


WLT was implemented in 1979.  CorrectCare has used WLT since 2005.  
Trisha Back, CorrectCare’s claims manager for the Sacramento office, 
has 13 years’ experience working with WLT , including performing the 
maintenance functions and applying the updates. 


 
When was the system last updated?     


 
The WLT claims system may release updates monthly or quarterly, but no 
less than annually.  The last update release was applied on 8/15/2013. 
 


How are maintenance functions for claims history performed?  
 


Maintenance functions are completed at the end of each month and all 
completed claims are moved to the history tables within WLT.  In 
addition, claims data is extracted from the claims system 4 times per day 
and maintained in CorrectCare’s reporting database.  


 
How soon after plan changes are implemented is the system is 
updated to reflect those changes? 


 
Plan changes are implemented in the WLT Claims system with the 
effective date as requested by the client.  Plan changes are real time.  As 
soon as a plan is updated, the change becomes effective immediately.  


 


3.6.5 Explain how checks/drafts, explanations of benefits (EOBs), and/or letters are 
produced by the system:   


 
Checks, EOBs, and letters are produced by uploading the data into the “Check 
Write” program.  All functions are performed on-site and checks are produced 
and mailed out as soon as funding is received by the client.  Checks can be 
produced in compliance with the client’s needs.  In addition, instant checks and 
EOBs can be produced as needed. 


 
Where are these produced and from where are they mailed? 


 
Checks, EOPs, and denial letters will be produced and mailed from the 
CorrectCare office in Sacramento, California. 


     
Is the system capable of suppressing the distribution of EOBs and/or 
letters?  


 
Yes, both EOBs and letters can be suppressed. 
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How often are checks produced and mailed to providers? 
 


Checks are produced based on a client’s desired timeframe.  Typically, 
clients request once per week, but instant checks or EOBs can be 
produced as needed. 


 
3.6.6 Describe how the system provides diagnosis-related group information, and if it is 


capable of segmenting hospital charges and length of stay. 
 


The DRG code is captured in a specific field within WLT.  This information would 
be available for reporting either directly from the claim system or from the 
external database.  Hospital charges can be queried for reporting purposes, and 
CCIH has both claim system and custom reports for Hospital Length of Stay. 


 
3.6.7 Will the system link interim hospital bills processed separately for data reporting 


and/or analysis? 
 


The system does not link interim hospital bills as they contain different dates and 
charges.  Should we be the successful vendor, CCIH will develop a method for 
linking these claims through reports extracted from the external database.  


 
3.6.8 Describe the current procedure for overpayment recovery administration and explain 


how it affects claim history. 
 


Once an overpayment is identified, a refund letter is sent to the provider 
explaining the overpayment and the amount to be refunded.  If there is no 
response to the first letter, another letter is generated within 30 days and a call to 
the provider’s billing office is made to ensure they received the letter and to 
answer any questions if necessary.  If necessary, we can involve the PPO network 
if we have difficulty obtaining a refund.  Most of their contracts contain language 
that requires providers to provide appropriate refunds.  The claim is adjusted 
appropriately within the claim system through adjustments or negative 
transactions.  


 
3.6.9 Describe the procedures for uncashed checks. 


 
For clients on whose behalf we issue checks, a check that does not clear the bank 
within 180 days is voided and the dollar amount is credited back to the client’s 
claims payment account.  The corresponding claim is updated to reflect the 
change at the time the check is voided.   


 
3.6.10 Can the system issue multiple payments on a single transaction?  If so, please 


describe. 
 


Yes.  If a subsequent payment is required on a particular transaction (claim), one 
or more additional payments can be made through the claim adjustment process.  
All adjustments associated with the original claim are tracked through a suffix to 
the original claim number. 
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3.6.11 Are there maximum and minimum dollar limits on checks issued?  If so, please 
describe. 


 
Typically, for each client group, we determine an amount over which two 
signatures are required on the check.  CorrectCare currently does not have a 
maximum or minimum dollar amount for checks. 


 
 


3.6.12 Explain how the system cross-references “Inmates” and “Providers.” 
 


Providers can be in one or multiple PPO networks which are set at the Group level 
and only those PPO networks can be utilized for Inmates within that group.  In 
viewing the inmate’s eligibility screen, the PPO network used for the group will be 
noted.  Additionally, the inmate’s claim history will list all claims, thus all 
providers who have submitted claims under his/her group identification number. 


 
3.6.13 Describe the system’s audit trails. 


 
WLT uses a “Work Button” to route claims between processor, auditors, and 
supervisors.  The system maintains a history of claim movement.  It does not 
however track what changes were made to the claim.  Processors enter change 
information in the comments fields.  An enhancement is in development which 
will record the comments related to changes within the movement history.  In our 
external database, CorrectCare also records all changes made to a claim and this 
data is used to create an audit trail. 
 


 
3.6.14 Are examiners alerted of errors automatically?  How are errors rectified? 


 
Processors are notified of errors through the “Work Button”.  When an auditor or 
supervisor reviews the claim and detects an error, the claim is automatically 
routed back to the processor to be corrected.  The processor must correct the claim 
and route it back to the supervisor for final review and release.  All employees are 
assigned to a Supervisor in the WLT system and all claims routed for correction 
are monitored by the Supervisors to ensure that they are corrected in a timely 
manner. 


 
3.6.15 Indicate by a “yes” or “no” which positions have the authority to perform the 


following functions: 
 


Position Pay Claims 
Add/change 
employees 


Add/change 
providers 


 
Claims manager 


 
Yes 


 
Yes 


 
Yes 


 
Claims supervisor 


 
Yes 


 
No 


 
No 


Customer service 
supervisor 


 
No 


 
No 


 
No 


 
Claims examiner 


 
Yes 


 
No 


 
No 
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Customer service 
representative 


 
No 


 
No 


 
No 


Provider relations 
representative 


 
No 


 
No 


 
Yes 


 
3.6.16 Explain how the system automatically identifies duplicate data entries and duplicate 


claims.  Describe the criteria used to edit for duplicates. 
 


The WLT claims system prompts an edit when  duplicate entries of inmate 
identifier information such as social security number or alternate ID number 
(inmate number) are detected.  For duplicate claims, WLT has numerous edits 
and flags to identify duplicate claims such as “duplicate charge/same provider”, 
“duplicate charge/same procedure”, “possible duplicate charge” and “possible 
exact duplicate”.  Other duplicate edits include checking individual claim histories 
within the system, date ranges, provider, matching procedure, revenue code, 
modifiers and tooth number on dental claims.  If the claim is not a true duplicate, 
then the adjudicator must over-ride the system edit prior to finalizing the claim.  
The system also allows for denials of duplicate lines within an otherwise paid 
claim. 
 


3.6.17 Describe how claims are identified in the system.  When is the claim ID number 
assigned and who assigns the claim number?  How is the claim ID entered into the 
system? 


 
Claims are automatically assigned an ID number as they are loaded into the 
system from 837 files.  The ID number consists of the current year, the Julian 
date, and a unique sequence number for that date.   


 
 


 
3.6.18 Explain the cross-reference of continuing claims in the system.  Continuing claims 


refer to multiple visits to different outside providers related to the same condition.  It 
is sometimes necessary to track information/costs related to the multiple visits.  For 
example, if an inmate is attacked by another inmate, the costs of medical care would 
be charged to the attacking inmate.  It is necessary to track all costs of a continuing 
claim over time and across multiple providers. 


 
A specific episode of care can be tracked in the system through reports based on 
the date of service range; specific diagnosis code or the authorization code. 
 


 
3.6.19 Are procedural claim restrictions and dollar limitations provided for in the software 


program? 
 


Yes - Procedural claim restrictions are set up at the Plan level and dollar 
limitations are set up at the Group level. 
 


 
3.6.20 Describe your internal fraud control procedures. 
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All employees are signed various levels of security based on their position and its 
responsibilities.  Processors can adjudicate claims but cannot enter or change 
eligibility data, change provider information, or issue checks. Eligibility personnel 
can enter or change eligibility but cannot process claims, enter providers, or issue 
checks.  Financial personnel cannot enter or change eligibility, enter or change 
provider information, or process claims. 


 
 


3.6.21 Explain how group practices, hospital associations, clinics, and other provider 
groups utilizing the same tax identification are handled by the system. 


 
Group practices, hospital associations, clinics and other provider groups that 
utilize the same tax identification numbers are assigned provider suffixes under 
the tax ID number.  Those suffixes are identified based on Individual NPI number 
and address information.  
 


 
3.6.22 How are preferred providers identified by the system? 


 
Preferred providers are assigned a PPO network code identifying which PPO 
network they are contracted with. 
 


3.6.23 Describe the type of coding used for the following: 
 


Medical/surgical;  
Diagnosis; and 
Dental. 


 
During adjudication, claims are edited against industry-standard coding, 
including but not limited to Current Procedural Terminology (CPT), Healthcare 
Common Procedure Coding System (HCPCS), Ambulatory Patient Classification 
(APC), Diagnosis Related Groups (DRG), Medicare Outpatient Prospective 
Payment System(OPPS), National Correct Coding Initiative (NCCI), American 
Dental Association (ADA) and/or any other appropriate revenue codes and 
modifier edits. 


 
CorrectCare is in the process of testing International Classification of Diseases 
(ICD-10), with a current CMS implementation deadline of October 2014. Current 
steps involve the testing of existing systems for the ability to accept and pass the 
ICD-10 values to other parts of the system and to other systems.  CorrectCare 
plans to complete all ICD-10 testing by the end of 2013 


 
3.6.24 Specify the types of claims on which you require ICD-10th revision and CPT-2013 


coding prior to completing processing.   
 


CorrectCare will require ICD-10th revision for UB04 Institutional and HCFA 
1500 claims for dates of service provided on or after October 1, 2014 which is the 
full compliance date for ICD10. 
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CPT 2013 coding is currently used for 2013 dates of service for UB04 Institutional 
and HCFA 1500 claims.  


 
 


What happens when a claim submission does not include a 
procedure code?   


 
If a procedure code is missing, CorrectCare will process those CPT codes 
for payment that are listed and deny the line that does not list a CPT code. 
The EOP will advise that the CPT code must be submitted. 
 


What guidelines are used to differentiate among similarly written 
descriptions in order to assign an accurate code?   


 
The claims software performs edits based on the code submitted, not the 
written description.   


 


Are codes entered by claims examiners or special data entry staff?  
Please explain. 


 
Codes are entered electronically through 837 EDI data files either directly 
from a clearinghouse or generated from scanned claims.   


 


3.6.25 Please describe your procedure for verification of the accuracy of provider coding. 
 
The WLT claim system applies National Correct Coding Initiative (NCCI) edits 
and flags any claims for which coding is not accurate for the service or diagnosis.  
In addition, CorrectCare monitors claims history through specific reports for up-
coding and/or other trends.  


 
 


3.6.26 Describe your quality review procedures and how claims are selected for review:   
 


What percentages of claims per examiner and per data entry clerk    
are reviewed on a daily basis to ensure accuracy of payment?  
 
Pay limits are set within the system.  New processors are put on a 
$0 hold (every claim processed will stop and be reviewed for 
accuracy).   After 90 days, depending on weekly & monthly 
accuracy reports, the pay limits will be increased.  The pay limit is 
reviewed monthly and will increase or decrease based on monthly 
accuracy reports.  
 
Random audits are performed on a monthly basis.  Each month 3-
4% of each processor’s claims are reviewed for accuracy.  


 
  
Can the percentage be increased upon client request? 


 
Yes 
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3.6.27 Describe how your quality review result reports produced.   
 


How frequently and under what circumstances?  
  
Reports are submitted weekly to each processor with the number of 
claims processed during that week and the number/types of errors. 
Reports are submitted monthly to each processor with total 
number of claims audited during that month with total number of 
errors and given a monthly accuracy rate (the goal is to be at 
98%). Random audit reports are done by month, by individual 
processor.  
  
Are the results maintained by individual?  By client?  By office? 
    
Results are maintained by individual processor within each 
individual client. 
 
How are results used? 


 
Results are used to improve our internal processes and help focus 
on areas in need of additional training.  
 


 


3.6.28 What is the ratio of quality reviewers to claim examiners? 
 


CorrectCare’s ratio of quality reviewers to claims examiners is 1:4 
 


3.6.29 Please describe your review process.  What triggers review by a higher supervisory 
authority?   


 
Claims are reviewed for accuracy in payment and data entry (verifying 
information on claim image is accurately carried over into the claims processing 
system) on a daily basis, pre-payment. High dollar claims are reviewed in a pre- 
payment audit for accuracy on a daily basis. Random audits are reviewed for 
accuracy on a monthly basis post-payment.  


 
3.6.30 What types of internal audits are in place to monitor claims administration, 


e.g., Internal Audit, Quality Assurance, Corporate Review?  What is the frequency 
and who performs them? 


 
Quality Assurance audits are conducted on a daily basis.  These include random 
sampling audits, new processer audits, over-operator limit audits, and high dollar 
claim review.  In addition, daily, executive leadership reviews all claims statistics 
such as inventory, age, pend status, and more.  Annually, CorrectCare retains an 
outside auditor that reviews claims administration and funding account practices 
as well as all other lines of business.  The auditing firm is changed at least every 
3 years to assure continued quality and objectivity. 
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3.6.31 Please explain how you will measure or review quality within your office for the 
unit handling the State. 


 
CorrectCare initially sets each processor at a $0 hold, reviewing all claims 
processed on a daily basis for clerical & payment accuracy. 


 
After 90 days, each processor will be reviewed on quality and pay limits will be 
increased as necessary.   


 
Weekly reports will be generated for each individual processor stating the number 
of claims audited and the number of errors for that week.  


 
A monthly report will be generated for each individual processor stating the total 
number of claims audited for that month with the total number of errors (the goal 
is to be at 98% accuracy).  Pay limits will be increased/ decreased monthly based 
on accuracy rates.  
 


 


3.6.32 Please complete the following for the office that will process the State’s claims and 
submit documentation in support of your responses. 


 
Calendar Year Claim Processing Accuracy  


(number of claims)(2) 
 Financial 


Payment 
Accuracy 
(Dollars)(1) 


 
Payment 
Accuracy


Rate 


 
Procedural
Accuracy  


Rate 


 
Coding 


Accuracy 
 Rate 


 
Overall 


Accuracy 
 Rate 


2011 Objectives 98% 98% 98% 98% 98% 
2011Results 99.98% 


($5,118,358.62)
98.79% 99.98% 99.98% 98.34% 


2012 Objectives 98% 98% 98% 98% 98% 
2012 Results 99.99% 


($5,568,165.68)
99.45% 99.99% 99.99% 98.38% 


2013 Objectives 98% 98% 98% 98% 98% 
2013 YTD 99.99% 


($4,417,766.58)
99.85% 99.99% 99.99% 99.07% 


2014 Objectives 98% 98% 98% 98% 98% 
2014 Results YTD      
(1) Percentage of audited dollars paid accurately = overpayments plus underpayments divided by the audited 
paid dollars (do not subtract underpayments from overpayments). 


 
3.6.33 Explain how claim inventory (unprocessed claims) is monitored and managed. 


 
Currently, CorrectCare’s claims database automatically generates work lists at 
specific timeframes and sorts non-completed claims by age, type, and pend reason, 
if any. First line supervisors distribute the work lists according to age.  Claims 
managers for the associated group review the status throughout the day and 
provide daily status reports to Corporate Management. 
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CorrectCare will be phasing in an enhanced workflow management software over 
the next 18 months.  The new system will replace the automated worklists by 
automatically populating processers work queues with the next claim to be 
completed.  Managers will then monitor progress and productivity in real time. 


 
3.6.34 Describe how turnaround time (TAT) is monitored and managed.   


 
TAT is both managed and monitored through daily automated work lists.  Each 
claim on the work list includes the age if unadjudicated or pended, and the age 
plus days since adjudication if adjudicated.  All work lists are ordered by age, 
oldest claims appearing first on the list.  Managers monitor and update work lists 
throughout the day so that older claims, once adjudicated, can be reviewed and 
released by an auditor that  same day. 


 
What are your claim TAT standards?   


 
CorrectCare’s TAT standards are generally client specific.  For 
example, one client requires 98% of claims submitted for payment 
within 28 days.  In the absence of a specific TAT requirement, 
CorrectCare’s standard is 98% of clean claims processed within 30 
days. 


 
Will you be able to provide computer-produced reports at no 
additional charge to the State that document your TAT on the 
NDOC claims?  Please provide a sample report on CD. 


 
Yes, automated reports that document TAT will be produced and 
available at no additional charge.  A sample TAT report is 
provided on the CD.    


 
3.6.35 Explain measurement of your TAT.   


 
When are claims considered “processed” for turnaround 
measurement purposes?   


 
For clients on whose behalf we issue payment, claims are 
considered processed for turnaround time when the claim is 
presented to the client on a payment file or register.  For clients 
who issue their own checks, claims are considered processed when 
sent to them for payment. 


  
When is a claim considered received?   


 
A paper claim is considered received based on the scan date plus 
one.  CorrectCare scans all claims the actual date of receipt and 
converts to an EDI file, which is uploaded the following day.  For 
electronic claims, the date received is the date the EDI file is 
received from the clearinghouse. 
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3.6.36 Explain how the following claims are treated when measuring TAT: 
 


Processed without delay; 
Internal office referrals; 
External home office referral; and 
Pended claims (awaiting receipt of additional information). 


 
All claims processed are currently included in TAT calculations.  
Starting in 2015, CorrectCare will have new definitions for TAT 
for clients served from Sacramento office; therefore, calculations 
will be modified to exclude non-clean claims. 


 
3.6.37 Please complete the following for the office that will process the NDOC’s claims. 


 
Turnaround Time ** Percent of Claims Processed 
 In 0-14 calendar days In 0-30 calendar days 
2011 Objective   98% in 28 calendar days 
2011 Results 59.79% 99.00% 
2012 Objective  98% in 28 calendar days 
2012 Results 58.95% 99.21% 
2013 Objective  98% in 28 calendar days 
2013 Results  76.92% 99.89% 
2014 Objective  98% in 28 calendar days 
2014 Results YTD N/A N/A 


 
TAT is calculated from date of receipt until date adjudicated/finalized.  
All claims, including non-clean claims, were used in TAT calculations for 
the above results.   
 
 


 
3.6.38 Please specify any performance guarantees that you are offering that differ from 


those set forth in Section 3.10 regarding the following:   
 


Payment accuracy; 
 


Claim processing accuracy; 
 


Turnaround time; 
 


Customer service accessibility (average speed of answer, hold time, 
abandonment rate); and 


 
Overall account management. 


 
 


3.6.39 Please describe in detail your proposed performance standards, guarantees, method 
of measurement and amount at risk.  Include in your proposal a sample report 
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available to verify your performance.  This report is subject to audit and verification 
by the State.  Your response to this section should be submitted with Section 3.10. 


     
CorrectCare acknowledges and agrees to the Service performance Standards set 
forth in Section 3.10, Descriptions of those Standards, Guarantee percentages 
and Penalty amounts.  However, CorrectCare would like to propose an option of 
submitting claims for funding twice per week instead of only once.  This would 
prevent some claims from aging up to an additional week once adjudicated. 
Actual audit results are included in the “Other Informational Material” section, 
tab 9. 


 
3.6.40 Describe the claim processing workflow from point of claim receipt to issuance of a 


claim draft.   
 


CCIH receives claims electronically (EDI) via 837 files both directly from a 
clearinghouse and from PPO networks.  We received over 500,000 EDI 
correctional claims from our clearinghouse in 2012.  EDI claims currently 
represent greater than 62% of our total claims volume.   Paper claims are scanned 
and submitted for conversion to EDI (OCR) the same day they are received.  
Converted EDI files are returned the following day and loaded into the claims 
system.   All scanned claim images are archived, and a claim image is created for 
all EDI claims.  Claim images are indexed by image number assigned during 
conversion, the EDI reference number, and the CCIH claim number.  All images 
are available for viewing as desired. 


 
All claims go through a series of states prior to being finalized. These include 
initial validation, eligibility checks, incorporation of authorizations, validation of 
provider contracts and fee schedules, initial edits, secondary edits, application of 
pricing, and finalization.  Once adjudicated, a fund-lock and subsequent funding 
request is created.  Checks are issued within 24 hours of the claims account being 
funded.    A diagram of the CCIH claims flow process is located in tab 9, Other 
Informational Material. 


 
3.6.41 Describe your procedures for tracking pended claims.   


 
Are they maintained on the system?   
Are periodic status reports generated?   
When is a claim considered “closed”? 


 
All pended claims are maintained in the system and appear on daily work lists 


along with their age and pend/reason code.  Claims are only pended for 
information from the client and/or for supervisory review or another internal 
process from CorrectCare, such as update of a provider record.  Claims requiring 
further information from the provider are denied and returned to the provider 
with a request for the information.  Therefore, a claim is considered closed once it 
is adjudicated and paid or denied. 


 
3.6.42 What procedure do you use to handle services delivered that were not pre-authorized 


by the client?   
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Claims for services not authorized by the client can be pended as an exception for 
review by the client or its review agent and/or the claim can be denied and 
returned to the provider.  A retro review can be offered if the client’s plan 
document allows for such.  CorrectCare currently has clients using both the 
exception process and retro reviews. 


 
3.6.43 Please indicate the percentage of automation for the items listed below, according to 


the following categories: 
 


Automated:  The data is accessed and adjudicated automatically by the computer 
in processing the claim. 


 
Mixed:  Data is accessed by the processor and manually entered into the 
computer, which then completes processing. 


 
Manual:  Data is accessed by the processor and processor completes the benefit 
calculation.  Computer not involved or involvement limited to updating claim 
history. 


 


Claim Processing Procedure 
% 


Automated 
% 


Mixed 
% 


Manual 
Provider verification 100   
Eligibility verification 100   
Plan specifications 100   
 Current 100   
 Prior 100   
COB data  100  
Duplicate bills 75 25  
Negotiated reimbursements    
 Per diems 100   
 Per case 50  50 
 Per DRG  100  
 Physician fee schedules 100   
 Discount off charges 100   


 
3.6.44 Describe your techniques for identifying and resolving questionable provider billing 


practices, including “unbundling” of services.  
 


In addition to reviewing provider and group-level reports on denial reasons, 
CorrectCare uses Verisk Clinical Rules Solutions to further identify questionable 
provider billing practices such as unbundling and/or up-coding.  CorrectCare’s 
edits assure that comprehensive and new patient procedure codes are only used 
according to appropriate guidelines and timeframes.   


 
3.6.45 Briefly describe the system documentation requirements (procedures and timing) for 


other coverage information. 
 


Other Coverage Information is entered into the Eligibility screen in the WLT 
claims system.  This screen indicates the start and end date for the other coverage. 
When the eligibility record has other coverage indicated and claims are processed, 
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the primary carrier payment amount is entered into the processing screen from 
the Primary EOB received with the claim.  The system then will calculate the 
secondary payment. 
 


3.6.46 How do you investigate for potential workers’ compensation claims? 
 


Most information regarding potential workers’ compensation comes from 
utilization management data for our existing clients.  When a request is made for 
service, contributing history is part of the information requested.  Should that 
history include any information about an injury prior to incarceration, workers 
compensation responsibility is then investigated. 


 
3.6.47 How do you investigate for potential subrogation or other third-party liability 


claims? 
 


Currently, CorrectCare primarily investigates subrogation or third party liability 
on claims for services that are potentially Medicaid eligible.  If the claims was 
previously paid, a refund is requested and the claim is then filed with the 
appropriate third party payer.  If we are providing prior authorization and/or 
concurrent reviews through our utilization management services, we can 
investigate through their clinical information on the accident/injury.  Whenever 
third party liability is determined, the information regarding the payer is tied to 
the authorization.  


 
 


3.7 OVERPAYMENT PROTOCOL 
 


3.7.1 The vendor must credit back to the State any recovered overpayments.  All 
accumulators must be updated accordingly.  In the event the vendor’s company is 
responsible for an overpayment that cannot be recovered, the vendor must agree to 
indemnify the State for the full amount of the overpayment. 


 
CorrectCare acknowledges and agrees to the above requirement. 


 
3.7.2 The vendor’s claim system must “remove” overpayments from the system and all 


affected reports at the time the overpayment is identified.  All online accumulators 
and payment reports must be updated to reflect the amount that should have been 
paid. 


 
CorrectCare acknowledges and agrees to the above requirement. 
 


 
3.7.3 The following requirements apply to identification of mispayments. 


 
The awarded vendor shall randomly audit not less than 4% of daily 
processed claims. 


 
The awarded vendor shall log and account for all mispayments 
found from internal audit and other sources. 
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The NDOC may require additional audits, including, but not limited 
to, quality control audits by the NDOC and/or other contracted 
auditors at the contracted vendor’s expense. 


 
All mispayments in excess of $3,000 will be reviewed by the 
awarded vendor’s supervisory personnel and reported to the NDOC 
on a monthly basis at the time the mispayment is identified. 


 
CorrectCare acknowledges and agrees to the above requirements. 


 
3.7.4 The following requirements apply to mispayment correction. 


 
Underpayments will be adjusted or reimbursed to the appropriate 
payee in a reasonable time after discovery. 


 
Unless the payee’s PPO or provider agreement allows for set-off 
adjustment of overpayments against any outstanding claim, 
overpayments will only be adjusted out of those other claims that are 
from the same provider in the same State of Nevada fiscal year. 


 
The awarded vendor’s overpayment log shall include all collection 
history, including phone collection efforts. 


 
Within 10 days after discovery, the awarded vendor shall provide 
the payee with a written notice of overpayment and request for 
reimbursement. 


 
After 30 days of non-payment after the first notice, the awarded 
vendor shall provide the payee a second written notice of request for 
reimbursement. 


 
After 45 days of non-payment after the first notice, the awarded 
vendor will refer the matter back to the NDOC to pursue collection 
in accordance with NRS Chapter 353C via the State Controller’s 
Office. 


 
The awarded vendor’s collection agency must comply with state and 
federal debt collection laws, and its fees shall be at the successful 
vendor’s expense.  If overpayment or mispayment was made due to 
NDOC staff direction or approval, the fees shall not exceed 20% of 
the amount collected without obtaining prior approval from the 
State. 


 
The awarded vendor shall require regular reporting by its collection 
agency that will be shared with the NDOC. 


 
Neither the awarded vendor nor its collection agency may bring 
legal action against a provider to collect an overpayment. 
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Any unsuccessful collection matter that requires legal action shall be 
referred to the NDOC for assessment and consultation with the 
Office of the Attorney General. 


 
The awarded vendor shall internally audit the mispayment logs, and 
make both the logs and any internal audit report available to the 
NDOC’s auditors upon request. 


 
   CorrectCare acknowledges and agrees to the above requirements. 


 
 


3.8 CLAIMS EXAMINER SPECIFICATIONS 
 


3.8.1 Describe the required minimum qualifications to be employed by your company as a 
claim examiner.   


 
Are prospective employees required to possess training in medical 
terminology? 


   
     Yes 
 


Are prospective employees required to possess training in the coding 
and interpretation of information on medical bills? 


 
Yes, all claims processors must have 3-5 years’ experience in 
claims processing, including experience in coding and the 
interpretation of information on the medical claim.   


 
Describe your internal claim examiner training, program content, 
timing, and performance requirements. 


 
New employees have a 90 day period  to become familiar with the 
WLT claims processing system. Orientation is provided on a one-
to-one basis, one claim type at a time, until the examiner is 
familiar with our system. One hundred percent of a new 
employee’s claims are audited during this time period. 
Performance standards are based on both quality and quantity.  A 
daily productivity quota is set for each processor based on the type 
of claim and the group requirements.   All claims processors are 
required to maintain 98% accuracy on a monthly basis.  Any who 
fall below 98% have their dollar limits lowered and/or are returned 
to 100% audit until they reach 98%.  Should they not return to 
98% percent accuracy in a three month period, their employment 
is terminated. 


 
What is the average length of employment for examiners who will 
handle the NDOC’s claims? 


 
The average length of employment for claims processors in our 
Sacramento office is 3 years.  This office was established in 2009, 
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and more than half the staff has been employed since the office 
opened. Additional staff was added in years two and three based 
on volume increases.  All claims processors are required to have 3-
5 years previous claims processing experience before joining 
CorrectCare. 


 
What is your employee turnover rate in the past 12 months in the 
claims area for the office that will handle the NDOC’s claims? 


 
In the last 12 months ending November 2013 the turnover rate has 
been 33%. In the prior year it was 12%.  The California office has 
had 8 employees leave throughout 2013.  One employee was 
separated due to unsatisfactory work performance, two requested 
extended medical time off which we could not grant due to our 
business needs and the other five left for positions that offered 
higher hourly rates and flexible work hours and/or the ability to 
work from home.   
 
Once our company was informed of the reasons these employees 
were leaving, we (1) gave an across the board increase to all 
hourly employees and (2) changed the office hours to create a 
more flexible work schedule.  The office is currently open from 
6:00am – 6:00pm allowing employees a flexible work day. 


 
Are claim production incentives utilized?  What is the expected 
productivity level for medical claims? (Distinguish between claim 
examiners and data entry personnel.) 


 
Productivity for medical claims processors is 120 per day.  
However, as experience is established, that number can increase 
or decrease depending on the type of work assigned.  
Data entry staff typically enters claim information into a DRG 
grouper and/or OPPS pricing tools.  The productivity expectation 
is 100+ claims per day.  Mailroom staff scans 2000+ claims per 
day. 


 
Include sample company policy manuals with your proposal. 


 
A sample company policy manual for claims processing is 
included in the proposal under tab 9, Other Informational 
Material 


 
Include a list of resource tools used by claims examiners.  Indicate 
tools provided to examiners on their desks and those located in a 
central location. 


 
CorrectCare uses the Trilogy Claims Administration manual as a 
resource for Industry Standards.  Claim examiners also have 
access to past and current years of CPT, ICD9 & 10 work books, 
RedBook on line to research Drugs and NDC numbers also CMS/ 
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Noridian to research policy and procedures.  CorrectCare also has 
access to Verisk’s Clinical Rules Solutions to defend any edits 
applied to a claim.   All resources are available online and/or in a 
central location for all to use.   


 
Is the vendor’s claim system able to adjudicate claims based 
Medicare rates in the event that reimbursement rates are predicated 
on Medicare rates? 


 
Yes, CorrectCare currently processes claims for several clients 
using Medicare-based rates.  CorrectCare has created and 
maintains a CMS pricing tool that accesses zip code specific 
pricing from data published on the CMS website.   


 
3.9 CUSTOMER SERVICE 


 
3.9.1 Is Customer Service administered by a separate unit? 


 
Customer Service is administered by the same unit/employees that are processing 
the claims. 


 
3.9.2 What claims history information may a customer service representative access in 


response to an inquiry on processed and pending claims? 
 


Customer service representatives have access to the complete claim history   for 
processed and pending claims. 


 
3.9.3 Please describe how customer service inquiries are monitored. 


 
Customer Service inquiries are logged into Call tracking module in the claims 
system.  The calls are linked to the inmate eligibility records and the history can 
be accessed by all the representatives taking calls.  The system produces Call 
tracking reports that will show all calls, those that are Resolved versus 
Unresolved, and all call information that was recorded at the time of the call.  
Supervisors monitor these reports on a daily basis. 


 
3.9.4 Do customer service representatives process adjustments to claims online?  Is the 


claim system updated immediately?  How do the customer service representatives 
interact with your claims system to handle claim inquiries? 


 
Customer Service representatives do not process adjustments to claims. When a 
call is received that requires an adjustment to be completed, the call is routed to 
the Supervisor or a dedicated processer for adjustments/refunds, who completes 
the adjustment.  The system is updated at the time of the adjustment. 


 
Customer service representatives log all claim inquiries into the call tracking 
system and have the capability to route the calls and claims if the claim requires 
additional research and/or an adjustment. 
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3.9.5 Describe how and when customer service representatives interact with the claims 
examiners. 


 
CorrectCare selects certain claims processers to be cross trained to act as 
customer service representative as well, so they have a thorough understanding of 
the processing procedures.  For most groups, one or more processers are 
designated as the customer service representatives, so other processers are strictly 
focused on adjudication of claims.   


 
3.10 PERFORMANCE STANDARDS AND GUARANTEES 


 
3.10.1 Service Performance Standards   


 
In addition to the general and special damages that may result from a breach, the 
measure of damages to daily State operations in the event of a failure of 
performance by the awarded vendor may be difficult or impossible to calculate, 
depending on the nature of the default.  In the event the awarded vendor fails to 
perform services or complete deliverables in accordance with the response times 
required in this RFP, or as specified or negotiated in the successful proposal, 
additional performance guarantee liquidated damages may be calculated with or 
without declaration of default or breach. 
 
The following requirements are areas wherein the awarded vendor will guarantee 
performance.  Failure to meet the required standards will result in the assessment 
of liquidated damages.  Liquidated damages will be enforced by reducing a 
percentage of the administrative fees due to the awarded vendor.  Prompt 
resolution of problems or issues is expected, but will not reduce or eliminate any 
liquidated damages imposed due to failure to meet the performance standards 
outlined below.  Proposing vendors should indicate other guarantees they you are 
willing to include as part of the contract. 
 


Service Performance Description Guarantee 


Claims financial error rate  
The dollar amount of claims paid accurately 
divided by total dollars paid. 


 
99%


Turnaround time (TAT) of 
claims processed 


Claims processed within 14 working days.  
90%


Data Reporting 


(a) Deliver standard reports within 10 days 
of end of reporting period 


(b) Deliver annual reports & regulatory 
documentation within 10 days of policy 
year-end. 


 
100% 


 
 


100%


Payment 
Penalties shall be paid before ninety (90) 
days from the end of the quarter 


 
100%


 
3.10.2 Service Performance Penalties 


 
Liquidated damages will be enforced by a measured guarantee.  Prompt 
resolution of problems or issues is expected but will not reduce or eliminate any 
liquidated damages imposed due to failure to meet the performance standards.  
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Service Performance 
Standard 


 
Description 


 
Penalty 


 
Claims financial error rate  


The dollar amount of claims paid 
accurately divided by total dollars paid. 


20% of 
Administrative 


fees
 
Turnaround time (TAT) of 
claims processed 


 
Claims processed within 14 working 
days.


20% of 
Administrative 


Fees 


Implementation 


(a) Task(s) completed on time
(b) Problem resolution – problems 
documented within two business days 
and resolution within 10 business days 


20% of 
Administrative 


Fees 


Data Reporting 


(a)  Deliver standard reports within 10 
days of end of reporting period 
(b)  Deliver annual reports, regulatory 
documentation within 10 days of policy 
year-end. 


 
20% of 


Administrative 
fees 


 
 


In their proposals, vendors should submit a chart similar to the one shown above 
with proposed Performance Guarantees and Fee Reduction rates.  Vendors should 
describe in detail their proposed performance standards, guarantees, method of 
measurement, and amount at risk.  Include in the proposal a sample report available 
to verify performance.  This report is subject to audit and verification by the State. 


 
CorrectCare acknowledges and agrees to the above Service performance 
Standards, Descriptions of those Standards, Guarantee percentages and Penalty 
amounts.  However, CorrectCare would like to propose an option of submitting 
claims for funding twice per week instead of only once.  This would prevent some 
claims from aging up to an additional week once adjudicated. 
 
For clean claims, TAT for NDOC will be measured from date of receipt, defined 
as scan date, until date presented to NDOC for funding.  Claims that are pended 
for additional information from NDOC or the provider will be exempt from TAT 
calculation during the time it takes to receive the information.  Once all 
information is received, the clock will resume. 
 
The claims financial error rate is calculated as described above, the dollar 
amount of claims paid accurately divided by total dollars paid. 
 
A TAT sample report is included in the appendix and a report on audit statistics, 
including financial error rate is also included. 
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4. COMPANY BACKGROUND AND REFERENCES 
 


4.1 VENDOR INFORMATION 
 


4.1.1 Vendors must provide a company profile in the table format below. 
 


Question Response 
Company name: CorrectCare-Integrated Health, Inc. 
Ownership (sole proprietor, partnership, etc.): Privately-held Corporation 
State of incorporation: Commonwealth of Kentucky 
Date of incorporation: September 9, 1996 
# of years in business: 17 years 
List of top officers: Art Hellebusch, Chairman / Owner; 


Dr. Anthony Baxter, CEO / Owner; 
Linda Goins, President; Jim 
Burkhardt, Chief Operating Officer; 
Art Hall, Chief Information Officer; 
Jenny Kahler, Secretary / Treasurer 


Location of company headquarters: 366 South Broadway, Lexington, KY 
40508 


Location(s) of the company offices: 366 South Broadway, Lexington, KY 
40508; 1218 South Broadway, 
Lexington, KY 40504; 600 North 
Market Blvd., Suite 4, Sacramento, 
CA 95834 


Location(s) of the office that will provide the 
services described in this RFP: 


600 North Market Blvd., Suite 4, 
Sacramento, CA 95834 


Number of employees locally with the 
expertise to support the requirements identified 
in this RFP: 


None in Nevada 


Number of employees nationally with the 
expertise to support the requirements in this 
RFP: 


CA: 24 processors and claims support 
personnel. KY: 15 processors and 
claims support personnel plus 7 IT 
employees that support the claims 
processing system and 4 
administrative personnel providing 
oversight and claims account / 
payment responsibilities. 


Location(s) from which employees will be 
assigned for this project: 


600 North Market Blvd., Suite 4, 
Sacramento, CA 95834 


 
 


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the 
laws of another state must register with the State of Nevada, Secretary of State’s 
Office as a foreign corporation before a contract can be executed between the State 
of Nevada and the awarded vendor, unless specifically exempted by NRS 80.015. 


 
Certificate # C20131028-1617 (included in the appendix) 
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4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be 


appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant 
to NRS76.  Information regarding the Nevada Business License can be located at 
http://sos.state.nv.us.  


 
Question Response 


Nevada Business License Number: NV20131631138 
Legal Entity Name: CorrectCare-Integrated Health, Inc. 


 
Is “Legal Entity Name” the same name as vendor is doing business as? 


 


Yes X No  


 
If “No”, provide explanation. 


 
4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  


Vendors shall be proactive in verification of these requirements prior to proposal 
submittal.  Proposals that do not contain the requisite licensure may be deemed non-
responsive. 


 
CorrectCare Integrated Health is appropriately licensed. 


 
4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   


 


Yes  No X 
 


If “Yes”, complete the following table for each State agency for whom the work 
was performed.  Table can be duplicated for each contract being identified. 


 
Question Response 


Name of State agency:  
State agency contact name:  
Dates when services were 
performed: 


 


Type of duties performed:  
Total dollar value of the contract:  


 
4.1.6 Are you now or have you been within the last two (2) years an employee of the State 


of Nevada, or any of its agencies, departments, or divisions? 
 


Yes  No X 


 
If “Yes”, please explain when the employee is planning to render services, while 
on annual leave, compensatory time, or on their own time? 
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If you employ (a) any person who is a current employee of an agency of the State 
of Nevada, or (b) any person who has been an employee of an agency of the State 
of Nevada within the past two (2) years, and if such person will be performing or 
producing the services which you will be contracted to provide under this 
contract, you must disclose the identity of each such person in your response to 
this RFP, and specify the services that each person will be expected to perform. 


 
4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, 


civil or criminal litigation in which the vendor has been alleged to be liable or held 
liable in a matter involving a contract with the State of Nevada or any other 
governmental entity.  Any pending claim or litigation occurring within the past six 
(6) years which may adversely affect the vendor’s ability to perform or fulfill its 
obligations if a contract is awarded as a result of this RFP must also be disclosed. 


 
Does any of the above apply to your company? 


 


Yes  No X 


 
If “Yes”, please provide the following information.  Table can be duplicated for 
each issue being identified. 


 
Question Response 


Date of alleged contract failure or 
breach: 


 


Parties involved:  
Description of the contract 
failure, contract breach, or 
litigation, including the products 
or services involved: 


 


Amount in controversy:  
Resolution or current status of the 
dispute: 


 


If the matter has resulted in a 
court case: 


Court Case Number 
  


Status of the litigation:  
 


4.1.8 Vendors must review the insurance requirements specified in Attachment E, 
Insurance Schedule for RFP 3086.  Does your organization currently have or will 
your organization be able to provide the insurance requirements as specified in 
Attachment E. 


 


Yes X No  


 
Any exceptions and/or assumptions to the insurance requirements must be 
identified on Attachment B, Technical Proposal Certification of Compliance 
with Terms and Conditions of RFP.  Exceptions and/or assumptions will be 
taken into consideration as part of the evaluation process; however, vendors must 
be specific.  If vendors do not specify any exceptions and/or assumptions at time 
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of proposal submission, the State will not consider any additional exceptions 
and/or assumptions during negotiations.  
 
Upon contract award, the successful vendor must provide the Certificate of 
Insurance identifying the coverages as specified in Attachment E, Insurance 
Schedule for RFP 3086. 


 
4.1.9 Company background/history and why vendor is qualified to provide the services 


described in this RFP.  Limit response to no more than five (5) pages. 
 


CorrectCare – Integrated Health (CCIH) is a correctional-specific provider of 
third party administrative (TPA) services – claims processing, utilization 
management, and preferred provider (PPO) network access.  Through our 
extensive experience with elements unique to the correctional industry, CCIH 
tailors its claims management and support processes to meet individual client 
needs. 
 
CorrectCare - Integrated Health’s principal location of business is 
366 South Broadway, Lexington, Kentucky 40508. A satellite office is 
located at 600 North Market Boulevard in Sacramento, California.  
The company’s ownership structure is as follows: 


 


Arthur Atherton Hellebusch, II
Chairman


Domicile: Kentucky


Anthony Quentin Baxter
CEO


Domicile: Kentucky


CorrectCare – Integrated Health, Inc.
Domicile: Kentucky
FEIN: 31-1491074


 
 


The company is structured as a Subchapter “S” Corporation.  The company’s 
stock is wholly owned by Anthony Baxter and Arthur Hellebusch, each with 
50% ownership. There are no affiliated entities or other legal entities such as 
divisions 
 
Early in our history, the decision was made to focus on medical management 
for correctional clients - initially utilization management and handling of 
claims for third party providers.   By integrating commercial practices with 
correctional specific elements, CCIH has developed expertise in the areas of 
claims processing, provider networks, utilization review, risk management, 
auditing, recovery, and case management for our clients.  
 
Since 2003, our company has provided claims processing, utilization 
management, and provider network access solely within the correctional 
environment beginning with the Kentucky Department of Corrections. And, in 
2004, CCIH began staffing medical departments within KYDOC correctional 
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facilities. In that same year, CCIH implemented the MedUnison DocSynergyTM 
electronic medical system in all KYDOC institutions within seven months. In 
November 2005, all medical related contracts that the KYDOC maintained 
(onsite services such as Dental, Pharmacy, Optometry, Physical Therapy, 
Laboratory, Radiology, Dialysis, etc.) were placed under the company’s 
responsibility to administer and manage. Finally, in July 2007, as requested by 
the Kentucky legislature and the KYDOC, we expanded our commercial 
provider network and medical bill adjudication and re-pricing to the majority of 
the 78 county and regional jails in Kentucky. 
 
For nearly ten years, CCIH has had the medical services contract with the 
KYDOC – first through the University of Kentucky and most recently since 
January 1st, 2013 directly with the KYDOC.  
 
In June 2009, CCIH began processing medical claims for California 
Correctional Health Care Services (CCHCS), which has the largest inmate 
population in the nation. This initial two-year contract has been renewed twice 
and most recently extended through the end of June 2015. 
 
In addition to our contract with the KYDOC and CCHCS, CCIH has provided 
and/or currently provides services to other correctional clients as detailed below. 
 
From November 2004 through June 2008, CCIH offered its TPA services to 
county jails as well.  In Kentucky we worked with Calloway, Campbell, Grant, 
Grayson, Kenton, and Woodford counties.  Following legislation passed in 2007 
(KY House bill 191), individual county contracts were no longer necessary as 
the State covered our fees on behalf of the counties; we provide these services to 
all county jails, now, directly through our contract with the State. 
 
From May 2005 through September 2009, we processed all claims and issued 
checks to providers for three Corrections Corporation of America (CCA) 
facilities in Kentucky. Electronic Medical Record access was also provided to 
those facilities and continued to be provided to one facility up until September 
2013 when the facility stopped housing Kentucky inmates. 
 
The Ohio Department of Rehabilitation and Corrections (ODRC) has also been 
a client. We began re-pricing claims at Medicaid rates for inmates in eight state 
institutions starting in June 2006. In fiscal 2008, this contract was renewed and 
expanded for a total of 31 institutions (40,000 offenders). We held this contract 
until May 2010. We still have some business in Ohio re-pricing claims for two 
regional jails. 
 
In 2012, CorrectCare also started providing claims adjudication, network access 
and utilization management services to Conmed Healthcare Management. 
Currently, utilization review services encompass four jail facilities with a total 
population of approximately 1,500 inmates located in Texas, Oregon, New 
Jersey and Washington while TPA services are provided to three jail facilities in 
Texas and New Jersey.  
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CorrectCare also adjudicates inmate claims for Prime Health Services 
(Brentwood, TN) for its contracts with Baldwin County, Alabama and 
numerous county jail facilities in North Carolina and Florida. 


In April of 2013, CorrectCare was awarded the contract for TPA services for the 
Louisiana Department of Public Safety and Corrections.  CorrectCare began 
adjudicating medical claims for 55,000 offenders in both State Prisons and 
Parrish Jails on July 1.   


Also in 2013, CorrectCare began providing: (1) utilization review and claims 
processing services for Lassen and Mariposa Counties in California and 
Hancock County, Tennessee; and (2) claims processing services for another 
four counties – Vanderburgh, Indiana, Del Norte, CA and Sumner and 
Sequatchie, Tennessee. 


Please note that CCIH has never had a contract cancelled for lack of 
performance; however, we did have contracts with Corrections Corporation of 
America (CCA) and the Ohio Department of Rehabilitation and Corrections 
(ODRC) that were ended for other reasons. CCA consolidated all network and 
TPA services with a national vendor, and the ODRC combined TPA services 
with utilization management and the contract was retained by the incumbent 
utilization management firm. 


 
4.1.10 Length of time vendor has been providing services described in this RFP to the 


public and/or private sector.  Please provide a brief description. 
 


As noted above, CorrectCare has provided TPA services to correctional clients 
for 10 years.  Currently we cover over 200,000 inmate lives and process 3,000-
5,000 claims per day.  All claims processing and subsequent edits are based on 
CMS (Medicare) standards and guidelines. 


 
4.1.11 Financial information and documentation to be included in Part III, Confidential 


Financial Information of vendor’s response in accordance with Section 9.5, Part 
III – Confidential Financial Information.  


 
4.1.11.1 Dun and Bradstreet Number 08-551-3369 
4.1.11.2 Federal Tax Identification Number  31-1491074 
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4.1.11.3 The last two (2) years and current year interim: 


 
A.  Profit and Loss Statement  
B.  Balance Statement 


 
This information has been included in Part III – Confidential Financial 
Information per the Section 9.5 instructions. 


 
4.2 SUBCONTRACTOR INFORMATION 


 
4.2.1 Does this proposal include the use of subcontractors? 


 


Yes  No X 


 
If “Yes”, vendor must: 
 


4.2.1.1 Identify specific subcontractors and the specific requirements of this RFP 
for which each proposed subcontractor will perform services. 


 
4.2.1.2 If any tasks are to be completed by subcontractor(s), vendors must: 


 
A.  Describe the relevant contractual arrangements; 


 
B.  Describe how the work of any subcontractor(s) will be supervised, 


channels of communication will be maintained and compliance with 
contract terms assured; and 


 
C.  Describe your previous experience with subcontractor(s). 


 
4.2.1.3 Vendors must describe the methodology, processes and tools utilized for: 


 
A.  Selecting and qualifying appropriate subcontractors for the 


project/contract; 
 


B.  Ensuring subcontractor compliance with the overall performance 
objectives for the project;  


 
C.  Ensuring that subcontractor deliverables meet the quality objectives of 


the project/contract; and 
 


D.  Providing proof of payment to any subcontractor(s) used for this 
project/contract, if requested by the State.  Proposal should include a 
plan by which, at the State’s request, the State will be notified of 
such payments. 


 
4.2.1.4 Provide the same information for any proposed subcontractors as requested 


in Section 4.1, Vendor Information. 
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4.2.1.5 Business references as specified in Section 4.3, Business References must 
be provided for any proposed subcontractors. 


 
4.2.1.6 Vendor shall not allow any subcontractor to commence work until all 


insurance required of the subcontractor is provided to the vendor. 
 
4.2.1.7 Vendor must notify the using agency of the intended use of any 


subcontractors not identified within their original proposal and provide the 
information originally requested in the RFP in Section 4.2, Subcontractor 
Information.  The vendor must receive agency approval prior to 
subcontractor commencing work. 


 
4.3 BUSINESS REFERENCES 


 
4.3.1 Vendors should provide a minimum of three (3) business references from similar 


projects performed for private, state and/or large local government clients within the 
last three (3) years. 


 
4.3.2 Vendors must provide the following information for every business reference 


provided by the vendor and/or subcontractor: 
 


The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor.   
 


Reference #: 1 
CPHCS Agreement Number ICHC.08774—TPA 
Medical Claims Processing Services Agreement


Company Name: California Correctional Health Care Services 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 
Project Name:  


Primary Contact Information 
Name: Mr. David Hale 
Street Address: 8260 Longleaf Drive 
City, State, Zip Elk Grove, CA  95758 
Phone, including area code: (916) 691-2597 
Facsimile, including area code: none 
Email address: David.Hale@cdcr.ca.gov 


Alternate Contact Information 
Name: Ms. Karen Creighton 
Street Address: 8260 Longleaf Drive 
City, State, Zip Elk Grove, CA  95758 
Phone, including area code: 916-691-5749
Facsimile, including area code: 916-691-3940 
Email address: Karen.Creighton@cdcr.ca.gov


Project Information 
Brief description of the 
project/contract and description of 


Adjudication of inmate medical claims 
for all CDCR adult and juvenile 
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services performed, including 
technical environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


institutions.  Multiple interfaces to 
other agencies/vendors including State 
Controller’s Office, BIS Accounting 
System, and Medi-Cal. 


Original Project/Contract Start Date: April 8, 2009 for 24 months with 3 
additional one-year terms 


Original Project/Contract End Date: With all extensions the contract would 
have ended April 8, 2014. However, we 
have already received an additional 
extension through June 30, 2015. 


Original Project/Contract Value: $14.4MM (2 years) increased to 
$63.4MM with all extensions 


Final Project/Contract Date: Currently ongoing with final date of 
June 30, 2015. 


Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Project is ongoing with expectations 
being met or exceeded. 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Yes. Project is under budget. We have 
invoiced approximately $31MM 
through October 2013. 


 


Reference # 2: 
SFO No. 400PUR087/278—Third Party Administrator 
for Offender Health Claims 


Company Name: 
Louisiana Department of Public Safety and Corrections 
(DPS&C) 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 
Project Name:  


Primary Contact Information 
Name: Ms. Melissa Steib 
Street Address: 504 Mayflower, P.O. Box 94304 
City, State, Zip Baton Rouge, LA 70804 
Phone, including area code: (225) 342-6553 
Facsimile, including area code: (225) 219-9354 
Email address: msteib@corrections.state.la.us 


Alternate Contact Information 
Name: Ms. Stacy Brown 
Street Address: 504 Mayflower, P.O. Box 94304 
City, State, Zip Baton Rouge, La 70804 
Phone, including area code: (225) 342-6543 
Facsimile, including area code: (225) 219-9354 
Email address: staceybrown@corrections.state.la.us 


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., software 


Third Party Administrator (claims 
adjudication and payment) for 
offenders under the custody of the 
DPS&C, as well as offenders housed in 
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applications, data communications, 
etc.) if applicable: 


local correctional facilities, and 
offenders in the custody of the Office 
Of Juvenile Justice. WLT Software is 
used to adjudicate claims. 


Original Project/Contract Start Date: July 1, 2013 
Original Project/Contract End Date: Ongoing 
Original Project/Contract Value: $992,880 maximum for 9 months 
Final Project/Contract Date: March 31, 2013 with one 3 month 


renewal option. 
Was project/contract completed in 
time originally allotted, and if not, 
why not? 


The project is still ongoing with the 
implementation on schedule. 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Yes. Project is currently within budget. 


 
 


Reference #3: 
PON2 527 1300001272 1—DOC Inmate Medical and 
Dental Services 


Company Name: Kentucky Department of Corrections (KYDOC) 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 
Project Name:  


Primary Contact Information 
Name: Ms. Cookie Crews 
Street Address: 2605 West Hwy 146 
City, State, Zip LaGrange, KY 40031-9742 
Phone, including area code: (502) 526-7259 
Facsimile, including area code: (502) 222-7895 
Email address: cookie.crews@ky.gov 


Alternate Contact Information 
Name: Dr. Douglas Crall, M.D. 
Street Address: 2605 West Hwy 146 
City, State, Zip LaGrange, KY 40031-9742 
Phone, including area code: (502) 222-7808 
Facsimile, including area code: (502) 222-7895 
Email address: Doug.Crall@ky.gov 


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


Claims administration, utilization 
management and PPO network access 
for state inmates in state facilities and 
county jails. Services were later 
expanded to include county inmates as 
well as medical staffing, medical 
contract management and provision of 
an EHR in state facilities. Claims 
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adjudication is performed using WLT 
Software 


Original Project/Contract Start Date: October 2003 through the University of 
Kentucky 


Original Project/Contract End Date: Extensions and a renewal through the 
RFP process took the contract through 
12/31/12. 


Original Project/Contract Value: $383,088,000. 
Final Project/Contract Date: Contract went direct with the KYDOC 


from 1/1/13 to 12/31/13. Our contract 
to be extended due to award protest. 


Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Yes 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Some budget overages when contract 
was through the University of Kentucky 
due to staffing and related medical 
service additions that were requested by 
the KYDOC, increases in inmate 
population as well as claims dollars 
exceeding their estimates. Current 
calendar year contract with the 
KYDOC estimated to be $53.4MM 
compared to $56MM contract value. 


 
4.3.3 Vendors must also submit Attachment F, Reference Questionnaire to the business 


references that are identified in Section 4.3.2.   
 


Attachment F has been provided to all the business references identified above. 
 


4.3.4 The company identified as the business references must submit the Reference 
Questionnaire directly to the Purchasing Division.  
 
Instructions were given to the business references to submit directly to the 
Purchasing Division 


 
4.3.5 It is the vendor’s responsibility to ensure that completed forms are received by the 


Purchasing Division on or before the deadline as specified in Section 8, RFP 
Timeline for inclusion in the evaluation process.  Reference Questionnaires not 
received, or not complete, may adversely affect the vendor’s score in the evaluation 
process.   


 
Acknowledged 


 
4.3.6 The State reserves the right to contact and verify any and all references listed 


regarding the quality and degree of satisfaction for such performance. 
 


Acknowledged 
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ATTACHMENT G – PROPOSED STAFF RÉSUMÉS
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ORGANIZATION CHART 
 
 
Below is an organization chart showing our organization.  Résumés of key individuals follow. 
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PROPOSED STAFF RESUME 
 


A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
 


COMPANY NAME: CorrectCare – Integrated Health 


�Contractor �Subcontractor 


Name: Anthony Q. Baxter � Key Personnel 
Classification: CEO # of Years in Classification: 6 yrs 
Brief Summary: of 
Experience: 


University faculty member (Computer Science); industry & government 
consulting (IT related); CorrectCare management; military veteran  


# of Years with Firm: 10 yrs (co-founder) 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


4/2009 to Present 
Karen Creighton, Associate Director 
8260 Longleaf Drive 
Elk Grove, CA 95758 
916-691-5749 
Karen.Creighton@cdcr.ca.gov 
 
California Contract: CPHCS Agreement 
ICHC.08774—TPA Medical Claims Processing 
Services Agreement 
 
Provide claims adjudication and related IT services for 
all CA prisons.  My role is administrative oversight 
primarily as related to IT.


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


8/2013 to Present 
Louisiana Department of Public Safety & Corrections 
CorrectCare – Integrated Health 
Melissa Steib, Chief Fiscal Officer  
504 Mayflower, P.O. Box 94304 
Baton Rouge, LA 70804-9304 
225-342-6553 
melissasteib@corrections.state.la.us 
 
Louisiana Contract: SFO No. 400PUR087/278—Third 
Party Administrator for Offender Health Claims 
 
Provide claims adjudication and related IT services for 
all LA prisons and Parrish jails.  My role is 
administrative oversight primarily as related to IT.
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Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


11/2003 to Present 
CorrectCare – Integrated Health 
Kentucky Department of Corrections 
Cookie Crews, KYDOC Health Service Administrator 
2605 West Highway 146 
LaGrange, KY 400311-9742 
502-526-7259 
 
cookie.crews@ky.gov 
Kentucky Contract: PON2 527 1300001272 1—DOC 
Inmate Medical and Dental Services 
 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Union College; Schenectady NY – BS in Electrical Engineering 
Union College; Schenectady NY – MS in Electrical Engineering 
University of Virginia, Charlottesville, VA. – PhD in Computer Science 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Mirek Truszczynski, Professor 
Univ of Kentucky Computer Science 
Tel: 859 257-1971  
Fax: 859 323-1971 
mirek@cs.uky.edu 
 
Phil Roeder, PhD  
Director of KCHSN  (the Univ. Ky / KYDOC 
Partnership), retired 
Tel: 859 233-4260 
Fax: none 
roeder@email.uky.edu 
 
Karen Creighton, Associate Director 
8260 Longleaf Drive 
Elk Grove, CA 95758 
Tel: 916-691-5749 
Karen.Creighton@cdcr.ca.gov 
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COMPANY NAME: CorrectCare – Integrated Health


�Contractor �Subcontractor 


Name: Linda L. Goins � Key Personnel 


Classification: President 
# of Years in Classification:   
3  


Brief Summary: of 
Experience: 


 Linda joined CorrectCare – Integrated Health in 2003 as the Project 
Coordinator for the partnership between the University of Kentucky and the 
Kentucky Department of Corrections.  She later became Vice-President, and 
was named President of the organization in 2010.  Linda developed and 
implemented CCIH’s correctional Utilization Management Program.  She 
also provides oversight of Claims Administration and Provider Network 
functions.    Linda was instrumental in securing CCIH’s claims 
administration contracts with the California Prison Heath Care Services 
and the Louisiana Department of Public Safety and Corrections..  She 
works actively with all business development activities and oversees the 
preparation of business proposals. 
 
Prior to joining CorrectCare – Integrated Health, Linda spent 10 years in 
leadership roles within the Home Health Industry 
 
 


# of Years with Firm: 10 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


042009 to Present 
CorrectCare – Integrated Health 
California Correctional Health Care Services 
(CCHCS) 
Karen Creighton, Associate Director 
8260 Longleaf Drive 
Elk Grove, CA 95758 
916-691-5749 
Karen.Creighton@cdcr.ca.gov 
CPHCS Agreement Number ICHC.08774—TPA 
Medical Claims Processing Services Agreement.     
Linda has provided Executive Oversight and Client 
Service functions since the contract initiation in 2009. 
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Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


082013 to Present 
CorrectCare – Integrated Health 
Louisiana Department of Public Safety & Corrections 
Melissa Steib, Chief Fiscal Officer  
504 Mayflower, P.O. Box 94304 
Baton Rouge, LA 70804-9304 
225-342-6553 
melissasteib@corrections.state.la.us 
SFO No. 400PUR087/278—Third Party Administrator 
for Offender Health Claims 
Linda provide Executive Oversight to the contract. 
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


11/2003 to Present 
CorrectCare – Integrated Health 
Kentucky Department of Corrections 
Cookie Crews, KYDOC Health Service Administrator 
2605 West Highway 146 
LaGrange, KY 400311-9742 
502-526-7259 
cookie.crews@ky.gov 
PON2 527 1300001272 1—DOC Inmate Medical and 
Dental Services 
Linda developed the Correctional UM Program for this 
contract and provides oversight for the UM Program.  
She provides executive oversight to all other services, 
including claims administration, staffing, and contract 
management. 
 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Midway College 
Midway 
Kentucky 
ADN, Organizational Management 
RN 


REFERENCES 
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Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Karen Creighton 
Associate Director 
CCHCS 
8260 Longleaf Drive 
Elk Grove, CA 95758 
Karen.Creighton@cdcr.ca.gov 
916-691-5749 
916-691-3940 (fax) 
 
Melissa Steib 
Chief Fiscal Officer 
Louisiana Department of Public Safety & 
Corrections 
504 Mayflower, P.O. Box 94304 
Baton Rouge, LA 70804-9304 
melissasteib@corrections.state.la.us 
225-342-6553 
225-219-9354 (fax) 
 
Cookie Crews 
KYDOC Health Service Administrator 
2605 West Highway 146 
LaGrange, KY 400311-9742 
cookie.crews@ky.gov 
502-526-7259 
502-222-7895 (fax) 
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COMPANY NAME: CorrectCare-Integrated Health, Inc. 


�Contractor �Subcontractor 


Name: James Edwin Burkhardt � Key Personnel 
Classification: Chief Operating Officer # of Years in Classification: Almost 6 


Brief Summary: of 
Experience: 


Jim has almost 30 years experience in Finance, Accounting, Budget and 
Strategic Plan. He joined CorrectCare - Integrated Health as Chief 
Operating Officer in March 2007 after an 18 year career with Ashland, Inc. 
 
As Chief Operating Officer he has responsibility for the company’s 
accounting and administrative functions including human resources. He 
also manages banking, audit and tax, insurance and legal counsel 
relationships and all contracts. 
 
Jim supervises the claims payment and reconciliation process with the 
Kentucky Department of Corrections and the Louisiana Department of 
Corrections and invoicing for all claims processing services.  


# of Years with Firm: Almost 6 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


April 2009 to Present 
CorrectCare Integrated Health, Inc. 
California Correctional Health Care Services 
Mr. David Hale 
8260 Longleaf Drive, Elk Grove, CA; (916) 691-2597; 
David.Hale@cdcr.gov 
Office administration & support, invoicing & 
accounting 
Adjudication of inmate medical claims for all CDCR 
adult and juvenile institutions. With extension to June 
2015, contract duration is 6 years. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


June 2013 to March (possible June) 2014 
CorrectCare Integrated Health, Inc. 
Louisiana Department of Public Safety & Corrections 
Ms. Melissa Steib 
504 Mayflower, P.O. Box 94304, Baton Rouge, LA; 
(225) 342-6553; msteib@corrections.state.la.us 
Office administration & support, invoicing, claims 
account bank reconciliation & accounting 
Claims adjudication and payment for offenders. 
Project duration is 9 months, possibly 12.
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Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


March 2007 (when I joined the company) to Present  
CorrectCare Integrated Health, Inc. 
Kentucky Department of Corrections 
Ms. Cookie Crews 
2605 West Hwy 146, LaGrange, KY; (502) 526-7259; 
cookie.crews@ky.gov 
Office administration & support, human resources, 
contract management, invoicing, claims account bank 
reconciliation & accounting 
Claims administration, UM, PPO network access, 
medical staffing, medical contract management and 
E.H.R. system. This project started in October 2003 
and continues to this day (10+ years). 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


West Virginia University and the University of Virginia 
Morgantown and Charlottesville 
West Virginia and Virginia 
B.S. Industrial Engineering (cum laude) and Master of  Business 
Administration 
 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Ms. Karen Creighton 
Associate Director, Healthcare Invoicing, 
Data and Provider Services Branch 
California Correctional Health Care 
Services 
P: (916) 691-5749; F: (916) 691-3940 
Karen.Creighton@cdcr.ca.gov 
 
Ms. Stacey Brown 
Director of Accounts Payable and Special 
Project Accounting 
Louisiana Department of Corrections 
P: (225) 342-6543; F: (225) 219-9354 
staceybrown@corrections.state.la.us 
 
Ms. Janice Stanley 
Fiscal Manager 
Kentucky Department of Corrections – 
Health Service Division 
P: (502) 222-7808; F: (502) 222-7895 
JaniceM.Stanley@ky.gov 
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COMPANY NAME: CorrectCare – Integrated Health 


����Contractor ����Subcontractor 


Name: Arthur Leroy Hall III � Key Personnel 
Classification: Chief Information Officer # of Years in Classification: 1 


Brief Summary: of 
Experience: 


Art Hall has eighteen years of experience in Information Technology, with 
ten of those years being in a management position.  He holds both a 
Bachelors and Master’s degree in Computer Science.  From June of 2004 
to December 2012 he served as CCIH’s Director of Technology.  In 
December 2012 he was promoted to Chief Information Officer. 
 
Art supervises all software development and is responsible for the IT 
infrastructure. His extensive experience with information exchange has 
been leveraged to build the numerous data interfaces with CCIH business 
partners: providers and provider networks, clients, clearinghouses, and 
state agencies.  He is responsible for the communications infrastructure for 
the organization, development of automation tools, and data mining and 
reporting tools.


# of Years with Firm: 9.5 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


042009 to Present 
CorrectCare – Integrated Health 
California Correctional Health Care Services 
(CCHCS) 
Karen Creighton, Associate Director 
8260 Longleaf Drive 
Elk Grove, CA 95758 
916-691-5749 
Karen.Creighton@cdcr.ca.gov 
CPHCS Agreement Number ICHC.08774—TPA 
Medical Claims Processing Services Agreement 
Oversaw development of several interfaces with 
different government agencies for exchanging data.  
These include the payment interface with California 
Department of Corrections and Rehabilitation 
(CDCR), the audit interface with the State Controller’s 
Office (SCO) and the Medi-Cal interface with the 
Department of Health Care Services (DHCS).  
Continuing support and maintenance of data and 
interfaces.
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Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


082013 to Present 
CorrectCare – Integrated Health 
Louisiana Department of Public Safety & Corrections 
Melissa Steib, Chief Fiscal Officer  
504 Mayflower, P.O. Box 94304 
Baton Rouge, LA 70804-9304 
225-342-6553 
melissasteib@corrections.state.la.us 
SFO No. 400PUR087/278—Third Party Administrator 
for Offender Health Claims 
EDI interfaces to various companies and providers in 
support of claims adjudication and payment.


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


11/2003 to Present 
CorrectCare – Integrated Health 
Kentucky Department of Corrections 
Cookie Crews, KYDOC Health Service Administrator 
2605 West Highway 146 
LaGrange, KY 400311-9742 
502-526-7259 
cookie.crews@ky.gov 
EDI interfaces to various companies and providers in 
support of claims adjudication and payment.


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Kentucky 
Lexington 
KY 
Masters of Science, Computer Science 
 
University of Maine 
Orono 
Maine 
Bachelors of Science, Computer Science


REFERENCES 
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Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Karen Creighton 
Associate Director 
CCHCS 
8260 Longleaf Drive 
Elk Grove, CA 95758 
Karen.Creighton@cdcr.ca.gov 
916-691-5749 
916-691-3940 (fax) 
 
Melissa Steib 
Chief Fiscal Officer 
Louisiana Department of Public Safety & 
Corrections 
504 Mayflower, P.O. Box 94304 
Baton Rouge, LA 70804-9304 
melissasteib@corrections.state.la.us 
225-342-6553 
225-219-9354 (fax) 
 
Cookie Crews 
KYDOC Health Service Administrator 
2605 West Highway 146 
LaGrange, KY 400311-9742 
cookie.crews@ky.gov 
502-526-7259 
502-222-7895 (fax) 
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COMPANY NAME: CorrectCare – Integrated Health 


�Contractor �Subcontractor 


Name: Brian Cundiff � Key Personnel 
Classification: Director Claims Services # of Years in Classification: 25 


Brief Summary: of 
Experience: 


Brian Cundiff has 25 years of experience in the Claim industry with 15 of 
those years being in a management position.  Prior to joining CCIH Brian 
worked for Acordia, Anthem BC/BS and others.  His supervisory experience 
includes the management of claims staff, client support teams, training, 
auditing, provider database management, claims adjustments and quality 
assurance. 
 
Brian joined CorrectCare – Integrated Health in 2006.  As Director of 
Claim Services, Brian is responsible for both claims administration and 
provider network functions.  During his tenure with CorrectCare, Brian 
implemented the transition from claims subcontracting to an in-house 
claims processing system.  Brian has been instrumental in CCIH’s 
successful expansion of TPA services including the California Correctional 
Health Care Services and the Louisiana DPS&C contract. 
  


# of Years with Firm: 7.5 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


042009 to Present 
CorrectCare – Integrated Health 
California Correctional Health Care Services 
(CCHCS) 
Karen Creighton, Associate Director 
8260 Longleaf Drive 
Elk Grove, CA 95758 
916-691-5749 
Karen.Creighton@cdcr.ca.gov 
 
CPHCS Agreement Number ICHC.08774—TPA 
Medical Claims Processing Services Agreement 
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Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


082013 to Present 
CorrectCare – Integrated Health 
Louisiana Department of Public Safety & Corrections 
Melissa Steib, Chief Fiscal Officer  
504 Mayflower, P.O. Box 94304 
Baton Rouge, LA 70804-9304 
225-342-6553 
melissasteib@corrections.state.la.us 
 
SFO No. 400PUR087/278—Third Party Administrator 
for Offender Health Claims 
 
 
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


11/2003 to Present 
CorrectCare – Integrated Health 
Kentucky Department of Corrections 
Cookie Crews, KYDOC Health Service Administrator 
2605 West Highway 146 
LaGrange, KY 400311-9742 
502-526-7259 
cookie.crews@ky.gov 
 
PON2 527 1300001272 1—DOC Inmate Medical and 
Dental Services 
 
 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Eastern Kentucky University 
Richmond 
KY  
General Education Requirements 
 


REFERENCES 
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Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Karen Creighton 
Associate Director 
CCHCS 
8260 Longleaf Drive 
Elk Grove, CA 95758 
Karen.Creighton@cdcr.ca.gov 
916-691-5749 
916-691-3940 (fax) 
 
Melissa Steib 
Chief Fiscal Officer 
Louisiana Department of Public Safety & 
Corrections 
504 Mayflower, P.O. Box 94304 
Baton Rouge, LA 70804-9304 
melissasteib@corrections.state.la.us 
225-342-6553 
225-219-9354 (fax) 
 
Cookie Crews 
KYDOC Health Service Administrator 
2605 West Highway 146 
LaGrange, KY 400311-9742 
cookie.crews@ky.gov 
502-526-7259 
502-222-7895 (fax) 
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COMPANY NAME: CorrectCare - Integrated Health 


�Contractor �Subcontractor 


Name: Trisha Maddox Back � Key Personnel 
Classification: Claim Manager # of Years in Classification: 11 


Brief Summary: of 
Experience: 


 Over 30 years claim processing experience in Medical, Dental, 
Disability and FSA claim administration and processing. 


 11 years experience in Claim Management including the 
management of staff from 5-20, client support, training, and 
auditing. 


 10 years experience in a Customer Service/Call Center environment. 
 Experience in a system conversion from DOS system to windows 


version.
# of Years with Firm: 5 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


052009-Present 
CorrectCare- Integrated Health 
California Correctional Health Care Services 
(CCHCS) 
Karen Creighton, Associate Director 
8260 Longleaf Drive 
Elk Grove, CA 95758 
916-691-5749 
Karen.Creighton@cdcr.ca.gov 
 
CPHCS Agreement Number ICHC.08774-TPA 
Medical Claims Processing Service Agreement


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


022002 to 052009 
Health Service Review (HSR Administrators) 
Magellan Aerospace 
John Furbay - Steve Puckett 
2320 Wedekind Drive 
Middletown, Ohio 45042 
513-422-2751  
TPA -  UR, Case management and Medical Claims 
Processing 
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


042003 to 052009 
Health Service Review (HRS Administrators) 
Principal at Plancorp Inc 
Rebeccah E Randles 
9050 Sweet Valley Drive 
Valley View, OH 44125 
216-642-1099 
Administration and management of UR, Case 
management, Stop Loss and Health Insurance claims. 
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EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Southern Ohio College 
Hamilton 
Ohio 
Computer Programming and Data Entry 
 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Karen Creighton 
Associate Director 
CCHCS 
8260 Longleaf Drive 
Elk Grove, CA 95758 
916-691-5749 
916-691-3940 (fax) 
Karen.Creighton@cdcr.ca.gov 
 
 
Debra Hall  
Director Claims Service 
Custom Design Benefits 
5589 Cheviot Road 
Cincinnati, OH 45247 
513-598-7786 
dhall@customdesignbenefits.com 
 
Don Barker 
President 
Health Service Review (HSR Administrators)
6730 Roosevelt 
Franklin, OH 45005 
800-573-0009 
513-309-4595 
dbarker@healthservicereview.com 
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COMPANY NAME: CorrectCare – Integrated Health 


�Contractor �Subcontractor 


Name: Jane Xu � Key Personnel 
Classification: Senior Developer # of Years in Classification: 12 


Brief Summary: of 
Experience: 


Jane Xu has twelve years of experience in database and software 
development and is responsible for customizing the system at CorrectCare-
Integrated Health. Her extensive experience with information exchange has 
been leveraged to build the numerous data interfaces with CCIH business 
partners: providers, provider networks, clients and clearinghouses.  Jane 
has extensive experience working with ANSI X12-4010 and ANSI X12-
5010. 


# of Years with Firm: 4.5 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


042009 to Present 
CorrectCare – Integrated Health 
California Correctional Health Care Services 
(CCHCS) 
Karen Creighton, Associate Director 
8260 Longleaf Drive 
Elk Grove, CA 95758 
916-691-5749 
Karen.Creighton@cdcr.ca.gov 
CPHCS Agreement Number ICHC.08774—TPA 
Medical Claims Processing Services Agreement 
 
Built automated information exchanges for all areas of 
medical claim processing from eligibility to provider 
payment. 
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


082013 to Present 
CorrectCare – Integrated Health 
Louisiana Department of Public Safety & Corrections 
Melissa Steib, Chief Fiscal Officer  
504 Mayflower, P.O. Box 94304 
Baton Rouge, LA 70804-9304 
225-342-6553 
melissasteib@corrections.state.la.us 
SFO No. 400PUR087/278—Third Party Administrator 
for Offender Health Claims 
 
Built automated information exchanges for all areas of 
medical claim processing from eligibility to provider 
payment. 
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Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


11/2003 to Present 
CorrectCare – Integrated Health 
Kentucky Department of Corrections 
Cookie Crews, KYDOC Health Service Administrator 
2605 West Highway 146 
LaGrange, KY 400311-9742 
502-526-7259 
cookie.crews@ky.gov 
 
PON2 527 1300001272 1—DOC Inmate Medical and 
Dental Services 
 
ANSI X-12 EDI with provider network and 
clearinghouses. 
 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Texas A&M university 
College Station 
 TX 
Master of Computer Science 
Basic HIPAA Privacy & Security


REFERENCES 
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Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Karen Creighton 
Associate Director 
CCHCS 
8260 Longleaf Drive 
Elk Grove, CA 95758 
Karen.Creighton@cdcr.ca.gov 
916-691-5749 
916-691-3940 (fax) 
 
Melissa Steib 
Chief Fiscal Officer 
Louisiana Department of Public Safety & 
Corrections 
504 Mayflower, P.O. Box 94304 
Baton Rouge, LA 70804-9304 
melissasteib@corrections.state.la.us 
225-342-6553 
225-219-9354 (fax) 
 
Cookie Crews 
KYDOC Health Service Administrator 
2605 West Highway 146 
LaGrange, KY 400311-9742 
cookie.crews@ky.gov 
502-526-7259 
502-222-7895 (fax) 
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COMPANY NAME: CorrectCare – Integrated Health 


�Contractor �Subcontractor 


Name: Raymond Richardson � Key Personnel 
Classification: Software Developer # of Years in Classification: 4 


Brief Summary: of 
Experience: 


Over 13 years of experience covering all phases of software development 
life-cycle including 2 years of project management, 2 years as supervisor, 
and 4 years of change management. 


# of Years with Firm: 4 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present:  
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


042009 to Present 
CorrectCare – Integrated Health 
California Correctional Health Care Services 
(CCHCS) 
Karen Creighton, Associate Director 
8260 Longleaf Drive 
Elk Grove, CA 95758 
916-691-5749 
Karen.Creighton@cdcr.ca.gov 
Lead role in reporting, change management, technical 
documentation, and general system support for the 
claims production environment. 
CPHCS Agreement Number ICHC.08774—TPA 
Medical Claims Processing Services Agreement


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


082013 to Present 
CorrectCare – Integrated Health 
Louisiana Department of Public Safety & Corrections 
Melissa Steib, Chief Fiscal Officer  
504 Mayflower, P.O. Box 94304 
Baton Rouge, LA 70804-9304 
225-342-6553 
melissasteib@corrections.state.la.us 
Lead role in reporting, change management, and 
general system support for the claims production 
environment. 
SFO No. 400PUR087/278—Third Party Administrator 
for Offender Health Claims 
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Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


112003 to Present 
CorrectCare – Integrated Health 
Kentucky Department of Corrections 
Cookie Crews, KYDOC Health Service Administrator 
2605 West Highway 146 
LaGrange, KY 400311-9742 
502-526-7259 
cookie.crews@ky.gov 
Provide general system support for the claims 
production environment. 
PON2 527 1300001272 1—DOC Inmate Medical and 
Dental Services


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Kentucky 
Lexington 
Kentucky 
Graduate Studies, Physics 
 
Eastern Kentucky University 
Richmond 
Kentucky 
B.S., Physics


REFERENCES 
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Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Karen Creighton 
Associate Director 
CCHCS 
8260 Longleaf Drive 
Elk Grove, CA 95758 
Karen.Creighton@cdcr.ca.gov 
916-691-5749 
916-691-3940 (fax) 
 
Melissa Steib 
Chief Fiscal Officer 
Louisiana Department of Public Safety & 
Corrections 
504 Mayflower, P.O. Box 94304 
Baton Rouge, LA 70804-9304 
melissasteib@corrections.state.la.us 
225-342-6553 
225-219-9354 (fax) 
 
Cookie Crews 
KYDOC Health Service Administrator 
2605 West Highway 146 
LaGrange, KY 400311-9742 
cookie.crews@ky.gov 
502-526-7259 
502-222-7895 (fax) 
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OTHER INFORMATIONAL MATERIAL 
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AUDIT STATISTICS 
 
 
Below are audit statistics for random audits undertaken during the first part of of the curent year.  
They are typical of the peerformance during prior years. 
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FLOW DIAGRAM OF CLAIMS PROCESS 
 
 
 


[1] – data is depicted in separate data storage devices
but all claims data is stored in an integrated, 
distributed database


[2] – Adjudicated claims include information about 
discounts, rejected claims, duplicated claims, and 
reflect the amount (often zero) due for the claim
as per the client’s contracts and agreements..


[3] – Paid claims are used for duplicate payment testing,
historical reporting.  Post-auditing refunds will be
reflected as adjustments to the payment of a claim.


Hardcopy Claim
(paper claims)


EDI Claim
(electronic 


claims)


Scan Image


Claims being 
processed [1]


Unprocessed 
Claims 


Database [1]


Initial Validation 
& Eligibility 


Validated Claims


Paid Claims 
Reports / Data


All Claims from this point are available for web 
access by authorized users.


Provider 
Database


Rating & 
Contracts 
Database


Eligibility 
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Auto-
Adjudication 


Manual 
Adjud.


Create Electronic 
Claim
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Batch claims for 
Funding
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Exceptions
(resolved by client)


Payment Register
(Approval?)


Client 
Resolution


Payment
(EOP, 


Checks,
Register. File)


UM & 
Authorization


UM / 
Authorization


Portal


Rejected Claims 
Reports / Data


Provider 
Portal


 
  







CorrectCare – Integrated Health 


Third Party Administrative Services RFP-3086 Page 130 


SAMPLE REPORTS 
 
 
Below, and on the next few pages, are some sample reports we currently produce for 
clients.  Sensitive information has been excluded from these samples. 
 
During the initial implementation period, prior to the commencement of claims 
processing, we would work with you to create all reports that you needed; defining the 
data elements needed and the delivery method which best serves your needs. 
 
 
Payment Range Summary 
 
This report summarized payments, for a specified date range, for each correctional 
institution, or cost center. 
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Claims Turnaround Summary 
 


This report summarized the claims processing times (receipt to payment, or denial) of 
claims for one of our clients last month.  The three locations with a large percentage of 
claims greater than 31 days were locations which the institutions had to process for 
payment locally and for which delays were out of our control 
 


 
No Pay Claims Detail 
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This report lists all claims, for one or more, providers in a specified date range which 
were denied by CCIH.  The provider is given this information with a denial and the 
details can be obtained when needed.  This shows the denial reason for each line on the 
claim. 
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Top Procedures 
 
This report, with claims selected by date of service, summarizes the number and amount 
of claims grouped by CPT code.  This example is sorted by total expense with only the 
top 25 being displayed.   
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Vendor Claim Detail 
 
This report selects one, or more claims, and displays the details of payment.  It, or some 
similar variant, are used to provide payment information to the client or can be further 
summarized to act as a payment register 
 
 


 
 
 
Provider Claim Summary 
 
This report lists processed claims and summarized their disposition.   
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Payment Registers 
 
There are several reports which serve as payment registers; one which lists one line per 
claim for which payment is recommended (this version included denied claims; other 
similar repots include only claims with payments) and a more detailed one listing the 
individual procedures billed.  Below is the abbreviated register; report totals would be 
found at the bottom of the report. 
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Below is an example of a more detailed payment register. 
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CLAIMS DEPARTMENT HANDBOOK 
 
On the following pages is a copy of the claims department training materials for our Kentucky 
book of business.  Similar materials exist for each client and are developed for any new client.  
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Attachment I – Cost Schedule 
 
 
 


 
Vendor Name ___CorrectCare Integrated Health, Inc.____________ 


 
 


Fiscal Year FY15 FY16 FY17 FY18  
Per Inmate 
Per Month 


(PIPM) 
Cost 


 
$1.97 


 


 
$2.03 


 
$2.08 


 
$2.15 


 
Vendors MUST use this format for Part II of the Cost Proposal, providing a fixed price per 
inmate per month by fiscal year for all costs associated with the responsibilities and related 
services.  The number of inmates will be defined as the monthly average in-house population of 
the NDOC.  The fiscal year runs from July 1 to June 30.  The new contract will begin July 1, 2014, 
and will cover fiscal years FY15, FY16, FY17, and FY18.  Please provide a fixed price per inmate 
per month for each applicable fiscal year.  


 Key Assumptions: 
 


1. Annual claims volume of 47,000 received (41,200 paid). 
2. Inmate population of approximately 12,700. 


 
Administrative fee billing cycle: monthly once claims processing begins. 
Payment terms: 30 to 45 days upon receipt of invoice and the using agency’s approval. 
 
Per Section 3.6.2. Provide a separate, per-claim cost for run-in services. 
 
The per-claim cost for run-in services would be $6.40 per claim. 
 
 
All pricing is predicated on client to provide data requirements / specifications, any prior 
authorizations, and inmate eligibility as specified in the RFP. 
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ATTACHMENT J, COST PROPOSAL 
CERTIFICATION OF COMPLIANCE 


WITH TERMS AND CONDITIONS OF RFP 
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ATTACHMENT J – COST PROPOSAL CERTIFICATION OF COMPLIANCE WITH 
TERMS AND CONDITIONS OF RFP 


 
I have read, understand and agree to comply with all the terms and conditions specified in this Request for 
Proposal.   
 


YES X I agree to comply with the terms and conditions specified in this RFP. 


 


NO  I do not agree to comply with the terms and conditions specified in this RFP. 


 
If the exception and/or assumption require a change in the terms in any section of the RFP, the contract, or 
any incorporated documents, vendors must provide the specific language that is being proposed in the 
tables below.  If vendors do not specify in detail any exceptions and/or assumptions at time of proposal 
submission, the State will not consider any additional exceptions and/or assumptions during negotiations.   
Note:  Only cost exceptions and/or assumptions should be identified on this attachment.  Do not restate 
the technical exceptions and/or assumptions on this attachment. 
 
CorrectCare-Integrated Health, Inc.  


Company Name  
    


Signature    
    
Linda Goins, President   12/10/2013 
Print Name   Date 
 


Vendors MUST use the following format.  Attach additional sheets if necessary. 
 


EXCEPTION SUMMARY FORM 


EXCEPTION # RFP SECTION 
NUMBER 


RFP  
PAGE NUMBER 


EXCEPTION 
(Complete detail regarding exceptions must be 


identified) 
    


    


 
ASSUMPTION SUMMARY FORM 


ASSUMPTION # RFP SECTION 
NUMBER 


RFP  
PAGE NUMBER 


ASSUMPTION 
(Complete detail regarding assumptions must 


be identified) 
    


    


This document must be submitted in Tab III of vendor’s cost proposal. 
This form MUST NOT be included in the technical proposal. 
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