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This contract is registered and delivered as a surplus line coverage under the Surplus Lines 
Insurance Law, and it may in some respects be different from contracts issued by insurers in the 
admitted markets, and, accordingly, it may, depending upon the circumstances, be more or less 
favorable to an insured than a contract from an admitted carrier might be. 
 


DRWN H1005 (9/2008) 
 


 
 
 


 
 Darwin National Assurance Company  Policy Number:  0303-5139  
 Darwin Select Insurance Company   


 
THIS IS A CLAIMS MADE AND REPORTED POLICY WHICH APPLIES ONLY TO CLAIMS 
FIRST MADE DURING THE POLICY PERIOD.  THE LIMIT OF LIABILITY AVAILABLE TO PAY 
DAMAGES OR SETTLEMENTS WILL BE REDUCED AND MAY BE EXHAUSTED BY THE 
PAYMENT OF DEFENSE EXPENSES. PLEASE READ AND REVIEW THE POLICY 
CAREFULLY. 
 


Item 1. Name and Mailing Address of Named Insured: 


HealthSCOPE Benefits, Inc. 
27 Corporate Hill Drive 
Little Rock, AR 72205 


Item 2. Policy Period: 


(a) Inception Date: December 31, 2009 
(b) Expiration Date: December 31, 2010 
 At 12:01AM Standard Time at the Mailing Address shown above 


Item 3. Limit of Liability: 


(a) $1,000,000  Underwriter’s maximum Limit of Liability for each Claim and 
 $3,000,000  in the Aggregate for all Claims. 
(b) $1,000,000  Underwriter’s maximum Limit of Liability for each Claim for Antitrust Activity and 
 $3,000,000  in the Aggregate for all Claims for Antitrust Activity 
(c) $100,000 Underwriter’s maximum Limit of Liability for regulatory claims described in  
  II(c)(4)(b) & (c) 


Item 4. Retention: 


 $25,000  


Item 5. Notices required to be given to the Insurer must be addressed to: 


 Darwin Professional Underwriters, Inc. 
 9 Farm Springs Road 
 Farmington, CT 06032 


Item 6. Premium: 


Total Premium: $32,022 
 
 


Managed Care Organization Errors and 
Omissions Liability Policy Declarations 



kcoates

Text Box

Broker Fee: $250.00Taxes:   $1,290.88
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Item 7. Retroactive Date 


January 1, 2007  


Item 8. Extended Reporting Option(s):  


12 months at 150%  


Item 9. Endorsements Attached at Issuance: 


1. s1006 DSI (04/2005) Service Of Suit 
2. v1042 (12/2003) EDP/Computer Services Exclusion 
3. v1043 (12/2003) Pollution, Asbestos, Nuclear Exclusion - Broad Endorsement 
4. v1138 (03/2004) Additional Insured(s)/Co-Defendants 
5. v1154 (03/2004) Punitive Damages Coverage  
6. v1240 (10/2004) Schedule A - Insured Entities With Separate Retroactive Dates 
7. v1263 (01/2006) Amend Exclusion (C)(7) 
8. v1264 (06/2007) Amend Exclusion (C)(4) 
9. v1328 (06/2007) Amend Exclusion (C)(4) - Additional Carveback 
10. v1665 (11/2005) Amend Definition Of Managed Care Activity 
11. v1672 (06/2007) Amend Exclusion (C)(4),Claims By Government As A Customer 
12. v1683 (01/2006) Amend Exclusion A, Final Adjudication 
13. v1754 (05/2006) Amend Defense And Settlement 
14. v1804 (12/2007) Amend Definition Of "Insured Person" 
15. v1986 (05/2007) Punitive Damages - Most Favorable Venue 
16. v2048 (08/2007) Independent Contractors 
17. v2403 (09/2009) Broadened Coverage For Personal Information Protection With Notification And Credit 
Monitoring Costs 
18. v2416 (12/2008) Coverage For HIPAA Fines And Penalties 
19. v2449 (05/2009) Managed Care Errors And Omissions Liability Insurance Endorsement 
 


THESE DECLARATIONS, THE POLICY FORM, ANY ENDORSEMENTS AND THE APPLICATION CONSTITUTE 
THE ENTIRE AGREEMENT BETWEEN THE INSURER AND THE INSURED RELATING TO THIS INSURANCE. 


In Witness Whereof, the Insurer has caused this Policy to be executed by its authorized officers. 
 


   
SECRETARY  PRESIDENT 


 


   
 AUTHORIZED SIGNATURE   


 



kcoates

Text Box

The protection of the Arkansas Property and Casualty Guaranty Act does not apply to this contract.   A tax of four percent (4%) is required to be collected from the insured on all surplus lines premiums.







s1006 DSI (4/2005) 


ENDORSEMENT NO. 1 
 


SERVICE OF SUIT 
 


This Endorsement, effective at 12:01AM on December 31, 2009, forms parts of 
 


Policy No. 0303-5139 
Issued to HealthSCOPE Benefits, Inc. 
Issued by Darwin National Assurance Company 


 
Pursuant to any statute of any state, territory or district of the United States which makes 
provision therefore, the Company hereby designates the Superintendent, Commissioner or 
Director of Insurance or other officer specified for that purpose in the Statute, or his successors in 
office, as our true and lawful attorney upon whom may be served any lawful process in any 
action, suit or proceeding instituted by or on behalf of the insured(s) or any beneficiary hereunder 
arising out of this contract of insurance, and hereby designate the below named as the person 
whom the said officer is authorized to mail process or a true copy thereof. 
 
It is further agreed that service of process in such suit may be made upon Timothy J. Curry, 
Secretary, or his nominee, at 9 Farm Springs Road, Farmington, CT 06032 and that in any suit 
instituted against any one of them upon this policy, the Company will abide by the final decision of 
such Court or any Appellate Court in the event of an appeal. 
 
NOTHING HEREIN SHALL VARY, ALTER, WAIVE, OR EXTEND ANY OF THE TERMS, PROVISIONS, 
REPRESENTATIONS, CONDITIONS OR AGREEMENTS OF THE POLICY OTHER THAN AS STATED 
ABOVE. 
 
 
 
         







v1042 (12/2003) 


ENDORSEMENT NO. 2 
 


EDP/COMPUTER SERVICES EXCLUSION 
 
 
This Endorsement, effective at 12:01 a.m. on December 31, 2009, forms part of 
 


Policy No. 0303-5139 
Issued to HealthSCOPE Benefits, Inc. 
Issued by Darwin National Assurance Company 


 
In consideration of the premium charged, no coverage will be available for Claims based upon, arising 
out of, directly or indirectly resulting from, in consequence of, or in any way involving: 
 
(a) The design, manufacture, assembly, installation, modification or sale of any computer hardware, 


software or peripheral equipment or device, in whole or in part, by the Insured or by any entity owned 
by, controlled by, or affiliated with the Insured through any common ownership; 


 
(b) any electronic funds transfer, automated bank transaction or automated securities quotation or 


transaction, including any authentication or other services ancillary thereto; 
 
(c) any breakdown or failure to perform, in whole or in part, of any computer hardware, software or 


peripheral equipment or device, including any breakdown, interruption or failure of any utility, 
telephone line, data transmission line or other infrastructure necessary for the operation of any 
computer hardware, software or peripheral equipment or device; 


 
(d) the analysis, design, development, programming or any other aspect of providing electronic data 


processing, computer time-sharing or computer back-up services or facilities to third parties, including 
the rendering of advice, training or opinions to third parties with respect to electronic data processing, 
computer time-sharing or computer back-up services or facilities or any aspect thereof; or 


 
(e) any introduction or alteration of any code, program or data causing any loss of access to or corruption 


or malfunction of any computer hardware, software, peripheral equipment or device or data, in whole 
or in part; 


 
provided that, this Exclusion shall not apply to any Claim for Medical Information Protection, Provider 
Selection, Utilization Review or Claims Services if performed by an Insured. 
 
 
All other terms, conditions and limitations of this Policy shall remain unchanged. 
 
 


 
Authorized Representative 


 







v1043 (12/2003) 


ENDORSEMENT NO. 3 
 


POLLUTION, ASBESTOS, NUCLEAR EXCLUSION – BROAD ENDORSEMENT 
 
This Endorsement, effective at 12:01 a.m. on December 31, 2009, forms part of 
 


Policy No. 0303-5139 
Issued to HealthSCOPE Benefits, Inc. 
Issued by Darwin National Assurance Company 


 
In consideration of the premium charged, no coverage will be available under this Policy for Claims 
based upon, arising out of, directly or indirectly resulting from, in consequence of, or in any way involving: 
 


(a) any actual, alleged, or threatened, exposure to, generation, storage, transportation, discharge, 
emission, dispersal, escape, release, seepage, treatment, removal, disposal, processing, or 
handling of any solid, liquid, gaseous, or thermal irritant, pollutant, or contaminant, including 
without limitation smoke, vapors, soot, fumes, acids, alkalis, chemicals, (toxic or otherwise), 
waste (infectious or otherwise), and medical and pharmaceutical supplies; or any regulation, 
order, direction, or request to test for, monitor, clean up, remove, contain, treat, detoxify or 
neutralize any of the foregoing; or any action taken in contemplation of anticipation of any such 
regulation, order, direction or request. 


 
(b) any actual or alleged property damage, bodily injury, sickness, disease, occupational disease, 


disability, shock, death, mental anguish or mental injury at any time arising out of or resulting from 
the manufacture of, mining of, use of, sales of, installation of, removal of, distribution of, or 
exposure to asbestos, asbestos products, asbestos fibers, or asbestos dust; 


 
(c) any obligation of the Insured to indemnify any party for any actual or alleged property damage, 


bodily injury, sickness, disease, occupational disease, disability, shock, death, mental anguish, or 
mental injury at any time arising out of the manufacture of, mining of, use of, sales of, installation 
of, removal of, distribution of, or exposure to asbestos, asbestos products, asbestos fibers or 
asbestos dust; 


 
(d) any obligation of the Insured to defend any Claim seeking damages for any actual or alleged 


property damage, bodily injury, sickness, disease, occupational disease, disability, shock, death, 
mental anguish, or mental injury at any time arising our of the manufacture of, mining of, use of, 
sales of, installation of, removal of, distribution of, or exposure to asbestos, asbestos products, 
asbestos fibers or asbestos dust; 


 
(e) any actual or alleged nuclear reaction, nuclear radiation, radioactive contamination, or radioactive 


substance. 
 
All other terms, conditions and limitations of this Policy shall remain unchanged. 
 


 
Authorized Representative 


 







v1138 (3/2004) 


ENDORSEMENT NO. 4 
 


ADDITIONAL INSURED(S) / CO-DEFENDANTS 
 
 


This Endorsement, effective at 12:01 a.m. on December 31, 2009, forms part of 
 


Policy No. 0303-5139 
Issued to HealthSCOPE Benefits, Inc. 
Issued by Darwin National Assurance Company 


 
In consideration of the premium charged, it is understood and agreed that: 
 
The term Insured shall include, and coverage will be available under this Policy for Loss from Claims 
against, the following persons or entities listed below (hereinafter referred to as “Additional Insured(s)”), 
solely with respect to Claims for any actual or alleged act, error, omission, misstatement, misleading 
statement or breach of duty by any Insured, other than an Additional Insured, and, provided that such 
Claim is made and continuously maintained against at least one Insured, other than an Additional 
Insured: 
 
Central Benefits Mutual Insurance Company 
 
 
All other terms conditions and limitations of this Policy shall remain unchanged. 
 
 


 
Authorized Representative 


 







v1154 (3/2004) 


ENDORSEMENT NO. 5 
 


PUNITIVE DAMAGES COVERAGE  
 
 
This Endorsement, effective at 12:01 a.m. on December 31, 2009, forms part of 
 


Policy No. 0303-5139 
Issued to HealthSCOPE Benefits, Inc. 
Issued by Darwin National Assurance Company 


 
In consideration of the premium charged, it is hereby agreed that the definition of ”Loss” in Section IV, 
DEFINITIONS, paragraphs (J) and (J)(1) is amended to read as follows:  
 
(J) “Loss” means Defense Expenses and any monetary amount which an Insured is legally 


obligated to pay as a result of a Claim; including punitive, exemplary or multiplied damages 
(hereafter referred to as “Punitive Damages”) awarded in connection with any Claim covered by 
this Policy, other than Claims for Antitrust Activity, and only if such Punitive Damages are 
insurable under applicable law.  Loss shall not include: 


 
(1) fines, penalties, taxes; provided that if fines, penalties or Punitive Damages are awarded 


in connection with any Claim for Antitrust Activity, the maximum amount payable by the 
Insurer is the amount indicated in ITEM 3(b) of the Declarations (which amount is part of, 
and not in addition to, the amount listed in ITEM 3(a) of the Declarations), but only if such 
fines, penalties or Punitive Damages are insurable under applicable law. 


 
 
All other terms, conditions and limitations of this Policy shall remain unchanged. 
 
 


 
Authorized Representative 


 







v1240 (10/2004) 


ENDORSEMENT NO. 6 
 


SCHEDULE A 
INSURED ENTITIES WITH SEPARATE RETROACTIVE DATES 


 
 
This Endorsement, effective at 12:01 a.m. on December 31, 2009, forms part of 
 


Policy No. 0303-5139 
Issued to HealthSCOPE Benefits, Inc. 
Issued by Darwin National Assurance Company 


 
 
In consideration of the premium charged, the term Insured Entity will include the following, but coverage 
will only be provided for Wrongful Acts which took place on or after the respective date(s) set forth 
below: 
 
INSURED ENTITY RETROACTIVE DATE 
The Plan Handlers, Inc. January 1, 2007 
Central Benefits Administrators, Inc. January 1, 2007 
Edward B. Morris Associates, Inc. January 1, 2007 
CenBen USA, Inc. January 1, 2007 
Access Health Source, Inc. December 31, 2008 
Access HealthSource Administrators, Inc. December 31, 2008 
Access Administrators, Inc. dba Foresight TPA, Inc. December 31, 2008 
Advantage Care Network, Inc. December 31, 2008 
Total Health, Joint Venture December 31, 2009 
 
 
All other terms, conditions and limitations of this Policy shall remain unchanged. 
 
 


 
Authorized Representative 
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ENDORSEMENT NO. 7 
 


AMEND EXCLUSION (C)(7) 
 
 
This Endorsement, effective at 12:01 a.m. on December 31, 2009, forms part of 
 


Policy No. 0303-5139 
Issued to HealthSCOPE Benefits, Inc. 
Issued by Darwin National Assurance Company 


 
 
In consideration of the premium charged, it is hereby agreed that paragraph (7) of Section II(C) of the 
Policy is amended to read as follows: 
 
(7) based upon, arising out of, resulting from, or in any way involving any actual or alleged: 


 
 


 
 
All other terms, conditions and limitations of this Policy shall remain unchanged. 
 
 


 
Authorized Representative 


 







v1264 (6/2007) 


ENDORSEMENT NO. 8 
 


AMEND EXCLUSION (C)(4) 
 
 
This Endorsement, effective at 12:01 a.m. on December 31, 2009, forms part of 
 


Policy No. 0303-5139 
Issued to HealthSCOPE Benefits, Inc. 
Issued by Darwin National Assurance Company 


 
 
In consideration of the premium charged, it is hereby agreed that exclusion (C)(4) under Section II. 
EXCLUSIONS, of the Policy is amended to add an additional subparagraph, which shall read as follows:  
 


“EXCLUSION(C)(4) shall not apply to any Claim arising solely out of an individual 
enrollee benefit dispute in a Medicare, Medicaid or other health plan sponsored by the 
state or federal government.” 


 
 
All other terms, conditions and limitations of this Policy shall remain unchanged. 
 
 


 
Authorized Representative 


 







v1328 (6/2007) 


ENDORSEMENT NO. 9 
 


AMEND EXCLUSION (C)(4) – ADDITIONAL CARVEBACK 
 
 
This Endorsement, effective at 12:01 a.m. on December 31, 2009, forms part of 
 


Policy No. 0303-5139 
Issued to HealthSCOPE Benefits, Inc. 
Issued by Darwin National Assurance Company 


 
In consideration of the premium charged, it is hereby agreed that an additional subparagraph is added to 
Exclusion (C)(4) of Section II of the Policy, as follows: 
 
 “EXCLUSION (C)(4) shall not apply to Defense Expenses incurred in connection with a Claim 


arising from a disciplinary proceeding initiated against a medical director who is an Insured 
Person under the Policy, provided that the Claim is also in connection with Utilization Review.” 


 
 
All other terms, conditions and limitations of this Policy shall remain unchanged. 
 
 


 
Authorized Representative 


 







v1665 (11/2005) 


ENDORSEMENT NO. 10 
 


AMEND DEFINITION OF MANAGED CARE ACTIVITY 
 


 
This Endorsement, effective at 12:01 a.m. on December 31, 2009, forms part of 
 


Policy No. 0303-5139 
Issued to HealthSCOPE Benefits, Inc. 
Issued by Darwin National Assurance Company 


 
 
In consideration of the premium charged, it is hereby agreed that the definition of “Managed Care 
Activity” contained in Section IV of the Policy is amended by adding the following sentence at the end of 
that paragraph: 
 
 
Managed Care Activity shall include all such services and activities listed above, whether provided on 
paper, in person, electronically, or via any other medium. 
 
 
All other terms, conditions and limitations of this Policy shall remain unchanged. 
 
 


 
Authorized Representative 


 







v1672 (6/2007) 


ENDORSEMENT NO. 11 
 


AMEND EXCLUSION (C)(4), 
CLAIMS BY GOVERNMENT AS A CUSTOMER 


 
 


This Endorsement, effective at 12:01 a.m. on December 31, 2009, forms part of 
 


Policy No. 0303-5139 
Issued to HealthSCOPE Benefits, Inc. 
Issued by Darwin National Assurance Company 


 
 
In consideration of the premium charged, it is hereby agreed that Section II, EXCLUSIONS, Subsection 
(C)(4), is amended to add a new subparagraph, as follows: 


 
“EXCLUSION (C)(4) shall not apply to any Claim, brought by a federal or state 
governmental, regulatory or administrative agency solely in its capacity as a customer or 
client of the Insured, and which arises out a Wrongful Act which is otherwise covered 
under this Policy.” 


 
All other terms, conditions and limitations of this Policy shall remain unchanged. 
 
 


 
Authorized Representative 


 







v1683 (1/2006) 


ENDORSEMENT NO. 12 
 


AMEND EXCLUSION A, FINAL ADJUDICATION 
 
 


This Endorsement, effective at 12:01 a.m. on December 31, 2009, forms part of 
 


Policy No. 0303-5139 
Issued to HealthSCOPE Benefits, Inc. 
Issued by Darwin National Assurance Company 


 
 
In consideration of the premium charged, it is hereby agreed that Section II, Exclusion (A) is amended to 
read as follows: 
 
(A)  Except for Defense Expenses, the Underwriter shall not pay Loss for any Claim brought about 


or contributed to by:  


(1)  any willful misconduct or dishonest, fraudulent, criminal or malicious act, error or 
omission by any Insured;  


(2)  any willful violation by any Insured of any law, statute, ordinance, rule or regulation; or  


(3)  any Insured gaining any profit, remuneration or advantage to which such Insured was 
not legally entitled.  


For the purposes of determining the applicability of this EXCLUSION (A); no Wrongful Act of any 
Insured shall be imputed to any other Insured. Determination of the applicability of this 
EXCLUSION (A) may be made by an admission or final adjudication in a proceeding constituting 
the Claim, or in a proceeding separate from or collateral to any proceeding constituting the 
Claim. 


 
All other terms, conditions and limitations of this Policy shall remain unchanged. 
 
 


 
Authorized Representative 


 







v1754 (5/2006) 


ENDORSEMENT NO. 13 
 


AMEND DEFENSE AND SETTLEMENT 
 
 


This Endorsement, effective at 12:01 a.m. on December 31, 2009, forms part of 
 


Policy No. 0303-5139 
Issued to HealthSCOPE Benefits, Inc. 
Issued by Darwin National Assurance Company 


 
 
In consideration of the premium charged, it is hereby agreed that Section III. CONDITIONS, paragraph 
D(1)(b), is amended to read as follows: 
 


(b)  Eighty percent (80%) of any Loss and/or Defense Expenses in excess of the 
Settlement Amount incurred in connection with such Claim. The remaining 
Twenty percent (20%) of Loss and/or Defense Expenses in excess of the 
Settlement Amount will be carried by the Insured at its own risk and will be 
uninsured.  


 
All other terms, conditions and limitations of this Policy shall remain unchanged. 
 
 


 
Authorized Representative 


 







v1804 (12/2007) 


ENDORSEMENT NO. 14 
 


AMEND DEFINITION OF “INSURED PERSON” 
 
 


This Endorsement, effective at 12:01 a.m. on December 31, 2009, forms part of 
 


Policy No. 0303-5139 
Issued to HealthSCOPE Benefits, Inc. 
Issued by Darwin National Assurance Company 


 
 
In consideration of the premium charged, it is hereby agreed that Section IV. DEFINITIONS, the definition 
of “Insured Person” is amended to read as follows: 
 
(I)  "Insured Person" means any past, present or future:  


(1)  employee, director, officer, trustee, member of the board of managers, governor or 
medical director of, or volunteer, for any Insured Entity; 


(2)  member of, or provider of administrative support to, any review board or committee of 
any Insured Entity; or 


(3) any individual authorized by an Insured Entity to conduct Provider Selection or 
Utilization Review on behalf of the Insured Entity, but only while such individual is 
acting within the scope and capacity of his or her duties for the Insured Entity. 


In the event of the death, incapacity or bankruptcy of an Insured Person, any Claim against the 
estate, heirs, legal representatives or assigns of such Insured Person in his or her capacity as 
such will be deemed to be a Claim against such Insured Person.  


 
All other terms, conditions and limitations of this Policy shall remain unchanged. 
 
 


 
Authorized Representative 
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ENDORSEMENT NO. 15 
 


PUNITIVE DAMAGES – MOST FAVORABLE VENUE 
 
 
This Endorsement, effective at 12:01 a.m. on December 31, 2009, forms part of 
 


Policy No. 0303-5139 
Issued to HealthSCOPE Benefits, Inc. 
Issued by Darwin National Assurance Company 


 
 
In consideration of the premium charged, it is hereby agreed:  
 
For the purpose of determining the insurability of punitive, exemplary or multiplied damages (hereinafter 
“Punitive Damages”) under this Policy, the Underwriter and the Insureds agree that the laws of the 
jurisdiction most favorable to the insurability of Punitive Damages shall control, provided that such 
jurisdiction: 
 


(a) is the location of the court which awarded or imposed such Punitive Damages; or 
 
(b) is where the Insured Entity is incorporated or otherwise organized or has a  


place of business; or 
 
(c) is where the Underwriter is incorporated or has its principal place of business. 


 
 
 
All other terms, conditions and limitations of this Policy shall remain unchanged. 
 
 


 
Authorized Representative 


 







v2048 (8/2007) 


ENDORSEMENT NO. 16 
 


INDEPENDENT CONTRACTORS 
 
 


This Endorsement, effective at 12:01 a.m. on December 31, 2009, forms part of 
 


Policy No. 0303-5139 
Issued to HealthSCOPE Benefits, Inc. 
Issued by Darwin National Assurance Company 


 
 
In consideration of the premium charged, it is hereby agreed that:  


 
In consideration of the premium charged, it is hereby agreed that the term “Insured” in Section IV. 
DEFINITIONS of the Policy, is amended to include independent contractors retained by the Insured 
Entity, but only while providing services pursuant to a written contract or agreement with the Insured 
Entity and acting within the scope of his or her enunciated duties or authority on behalf of the Insured 
Entity. 


 
All other terms, conditions and limitations of this Policy shall remain unchanged. 
 
 


 
Authorized Representative 


 







v2403 (9/2009) 


 ENDORSEMENT NO. 17 
 


BROADENED COVERAGE FOR PERSONAL INFORMATION PROTECTION 


WITH NOTIFICATION AND CREDIT MONITORING COSTS 


 
This Endorsement, effective at 12:01 a.m. on December 31, 2009, forms part of 
 


Policy No. 0303-5139 
Issued to HealthSCOPE Benefits, Inc. 
Issued by Darwin National Assurance Company 


 
 
In consideration of the premium charged, it is understood and agreed that: 
 


1. The definition of “Medical Information Protection,” as used throughout the Policy, shall be 
deemed deleted and replaced with the term “Personal Information Protection,” as defined 
below. 


2. The following definitions are hereby added to Section IV. DEFINITIONS: 
  
 "Personal Information Protection" means maintaining the confidentiality of, regardless of the 


medium in which it is stored or transferred, personal information relating to Medical Services 
performed or obtained in the provision of Managed Care Activities, that is in the care, custody 
and control of the Insured Entity, and limiting the release or use of such information in 
conformance with requirements of law. 


“Notice and Credit Monitoring Costs” means costs incurred by the Named Insured for 
notification to third parties or credit monitoring for third parties, arising from an act, error or 
omission in the performance of or failure to perform Personal Information Protection by an 
Insured Entity or an Insured Person, which takes place during the Policy Period.  Such costs 
must be incurred by the Named Insured pursuant to federal or state law, and are not otherwise 
eligible for coverage as Loss from a Claim. 
 


3. As a condition precedent to coverage under this Policy for Notice and Credit Monitoring Costs, 
they must be reported to the Insurer as soon as practicable after the act, error or omission takes 
place which results in such costs, but in no event later that thirty (30) days after the Named 
Insured first incurs such costs.  There is no requirement that a Claim be made against an 
Insured for coverage for such Notice and Credit Monitoring Costs to be effective. 


4. The most the Insurer will pay for all such Notice and Credit Monitoring Costs shall be 
$100,000, which amount shall be part of, and not in addition to, the Aggregate Limit of Liability for 
all Claims, as set forth in Item 3(a) of the Declarations. 


5. Coverage provided for Notice and Credit Monitoring Costs shall not be subject to the Retention 
set forth in Item 4 of the Declarations. 
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All other terms, conditions and limitations of this Policy shall remain unchanged. 
 
 


 
Authorized Representative 


 
 







v2416 (12/2008) 


ENDORSEMENT NO. 18 
 


COVERAGE FOR HIPAA FINES AND PENALTIES 


 
This Endorsement, effective at 12:01 a.m. on December 31, 2009, forms part of 
 


Policy No. 0303-5139 
Issued to HealthSCOPE Benefits, Inc. 
Issued by Darwin National Assurance Company 


 
 
In consideration of the premium charged: 
 
1.  Section IV. DEFINITIONS J “Loss” is amended to include fines and penalties imposed under the 


Health Insurance Portability and Accountability Act (“HIPAA”) or any similar federal, state or local 
privacy laws or regulations or in Claims for Antitrust Activity, but only if such fines and penalties 
are insurable under applicable law most favorable to the insurability of such fines and penalties; 
provided the most the Insurer shall pay for HIPAA fines and penalties is $25,000, in the 
aggregate, such amount to be part of and not in addition to the Limit of Liability set forth in the 
Declarations; 
 


2.  SECTION II. EXCLUSIONS C(4) is amended to include the following subparagraph (e): 
 


(e) any Claim brought under the Health Insurance Portability and Accountability Act 
 (HIPAA) or any similar federal, state or local privacy law or regulation; 


 
All other terms, conditions and limitations of this Policy shall remain unchanged. 
 
 


 
Authorized Representative 


 







v2449 (5/2009) 


ENDORSEMENT NO. 19 
 


MANAGED CARE ERRORS AND OMISSIONS LIABILITY INSURANCE ENDORSEMENT 


 
This Endorsement, effective at 12:01 a.m. on December 31, 2009, forms part of 


 
Policy No. 0303-5139 
Issued to HealthSCOPE Benefits, Inc. 
Issued by Darwin National Assurance Company 


 
 
In consideration of the premium charged, it is hereby agreed: 
 
 
1. Amend Claims Reporting 
 


Section III. CONDITIONS, Subsection (B)(1), is amended to read as follows: 
 


 “(1)  If, during the Policy Period or any applicable Extended Reporting Period, a member of 
the Risk Management Department, Legal Department or a member of Senior 
Management of the Insured Entity, becomes aware of a Claim, the Insureds must, as a 
condition precedent to any right to coverage under this Policy, give the Underwriter 
written notice of such Claim as soon as practicable after any such person first becomes 
aware of the Claim and in no event later than:  


(a)  with respect to a Claim first made during the Policy Period, ninety (90) days after 
the end of the Policy Period; or  


(b)  with respect to a Claim first made during an Extended Reporting Period, ninety 
(90) days after any such person first becomes aware of the Claim.” 


2. Good Samaritan Coverage 
 


Section IV. DEFINITIONS, Subsection (W) “Wrongful Act” is amended by adding the following 
paragraph (4):  


 
“(4) any actual or alleged act, error or omission by any Insured, in connection with acts or 


services provided or failed to be provided in rendering emergency treatment, without 
remuneration, at the scene of an accident, medical crisis or disaster.” 


 
 


3. Coverage for Plaintiff’s Attorneys Fees 
  


Section IV. DEFINITIONS, Subsection (J) “Loss” is amended to also include plaintiff’s attorneys 
fees where awarded by the court in a covered Claim under this Policy. 


 
4. Expand “Medical Information Protection” 


 Section IV. DEFINITIONS, Subsection (L) “Medical Information Protection” is deleted and 
replaced by the term “Personal Information Protection,” as defined below, throughout the 
Policy. 
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“Personal Information Protection” means maintaining the confidentiality of, regardless of the 
medium, information personal and confidential information about an individual obtained in the 
provision of Medical Services or Managed Care Activities, and limiting the release or use of 
such information in conformance with requirements of law. 


5. Amend Definition of “Utilization Review,” by and on behalf of the Insured 


 Section IV. DEFINITIONS, Subsection (U) “Utilization Review” is amended as follows:  


“(U) "Utilization Review" means the process of evaluating the appropriateness, or necessity 
of Medical Services for purposes of determining whether payment or coverage for such 
Medical Services will be authorized or paid for under any health care plan, but only if 
performed by or on behalf of an Insured. In clarification and not in limitation of the 
foregoing, Utilization Review shall include prospective review of proposed payment or 
coverage for Medical Services, concurrent review of ongoing Medical Services, 
retrospective review of already rendered Medical Services or already incurred costs, 
disease management, and case management.”  


6. Amend Definition of “Insured Person,” Include Experts and Advisors to Board and 
Committees 


 Section IV. DEFINITIONS, Subsection I, paragraph (2) of “Insured Person” is amended as 
follows: 


“(2)  individuals who are members of, or providers of administrative, professional, advisory or 
expert support to, any review board or committee of any Insured Entity. “ 


 
7. Broad Definition of Managed Care Activities 


 
“Managed Care Activity” as defined in Section IV, DEFINITIONS, Paragraph (K) of the Policy, is 
amended read as follows: 


 
“(K)  "Managed Care Activity" means any of the following services or activities: Provider 


Selection; Utilization Review; advertising, marketing, selling, or enrollment for health 
care, workers' compensation, life, dental, vision, short–term disability, long-term disability, 
behavioral health, pharmacy benefit and consumer-directed health plans; Claim 
Services; establishing health care provider networks; reviewing the quality of Medical 
Services or providing quality assurance; design and/or implementation of financial 
incentive plans; wellness or health promotion education; development or implementation 
of clinical guidelines, practice parameters or protocols; triage for payment of Medical 
Services; and services or activities performed in the administration or management of 
health care, workers' compensation, life, dental, vision, disability and pharmacy benefit 
plans.” 


All other terms, conditions and limitations of this Policy shall remain unchanged. 
 
 


 
Authorized Representative 
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THIS IS A CLAIMS MADE AND REPORTED POLICY WHICH APPLIES ONLY TO CLAIMS 
FIRST MADE DURING THE POLICY PERIOD.  THE LIMIT OF LIABILITY AVAILABLE TO 
PAY DAMAGES, SETTLEMENTS OR JUDGMENTS WILL BE REDUCED AND MAY BE 
EXHAUSTED BY THE PAYMENT OF DEFENSE EXPENSES.  PLEASE READ THE ENTIRE 
POLICY CAREFULLY. 


In consideration of the payment of the premium and in reliance upon all statements made and information 
furnished to the Underwriter, including the statements made in the Application, the Underwriter and 
the Insureds, subject to all of the terms, conditions and limitations of this Policy and any endorsements 
thereto, agree as follows:  


 
 


I.  INSURING AGREEMENT  


The Underwriter will pay on behalf of any Insured any Loss which the Insured is legally 
obligated to pay as a result of any Claim that is first made against the Insured during the Policy 
Period or during any applicable Extended Reporting Period.  As part of and subject to the Limit 
of Liability stated in ITEM 3(a) of the Declarations, the Underwriter will have the right and 
duty to defend any Claim made against any Insured which is covered by this Policy, even if the 
allegations of such Claim are groundless, false or fraudulent. 


II.  EXCLUSIONS  


(A)  Except for Defense Expenses, the Underwriter shall not pay Loss for any Claim 
brought about or contributed to by:  


(1)  any willful misconduct or dishonest, fraudulent, criminal or malicious act, error 
or omission by any Insured;  


(2)  any willful violation by any Insured of any law, statute, ordinance, rule or 
regulation; or  


(3)  any Insured gaining any profit, remuneration or advantage to which such 
Insured was not legally entitled.  


For the purposes of determining the applicability of this EXCLUSION (A); no 
Wrongful Act of any Insured shall be imputed to any other Insured. Determination of 
the applicability of this EXCLUSION (A) may be made by admission, in a proceeding 
constituting the Claim, or in a proceeding separate from or collateral to any proceeding 
constituting the Claim. 


(B)  No coverage will be available under this Policy for any actual or alleged act, error or 
omission by an Insured in the rendering of, or failure to render, Medical Service; 
provided, that this EXCLUSION (B) shall not apply to any portion of a Claim alleging, 
under statute, rule, regulation or common law tort, that the performance of any Managed 
Care Activity by an Insured constitutes the rendering of Medical Services. 


 
Managed Care Errors and Omissions 


Liabil i ty Insurance Policy 
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(C)  The Underwriter shall not pay any Loss, including Defense Expenses, for any Claim:  


(1)  based upon, arising out of, resulting from,  or in any way involving any actual or 
alleged:  


(a)  damage to, destruction of or loss of use of, any tangible property; or  


(b)  ownership, operation, use, maintenance, loading or unloading of any 
motor vehicle, trailer, watercraft, aircraft or helipad;  


(2)  based upon, arising out of, resulting from,  or in any way involving any actual or 
alleged bodily injury, sickness, disease or death of any employee of any Insured 
arising out of or in the course of employment by the Insured;  


(3)  made by, on behalf of, or in the name or right of, or for the benefit of, any 
prospective, current or former owner of any legal or equitable interest in an 
Insured Entity in any form, including, but not limited to, stocks, shares, bonds, 
debentures, options, derivatives, partnership interests, limited liability company 
interests, any other form of debt or equity instruments or any other form of 
ownership interests, in connection with such owner's interest therein;  


(4)  made by or on behalf of any federal or state governmental, regulatory or 
administrative agency, whether such Claim is brought in the name of such 
agency or by or on behalf of such agency in the name of any other individual or 
entity;  


(a) EXCLUSION (C)(4) shall not apply to any Claim arising solely out of 
Antitrust Activity;  


(b)  EXCLUSION (C)(4) shall not apply to Defense Expenses, up to the 
amount shown ITEM 3(c) of the Declarations (which amount is part of, 
and not in addition to, the amount shown in ITEM 3 (a) of the 
Declarations) for a Claim that seeks modification of the amount of any 
benefits payable under any managed care plan or program; 


(c)  EXCLUSION (C)(4) shall not apply to Defense Expenses, up to the 
amount shown in ITEM 3(c) of the Declarations (which amount is part 
of, and not in addition to, the amount shown in ITEM 3 (a) of the 
Declarations), for a Claim that seeks injunctive, declaratory, or equitable 
relief; 


(d) EXCLUSION (C)(4) shall not apply to any Claim made by or on behalf 
of any city, county or municipal governmental, regulatory or 
administrative agency; provided that such Claim is not made at the 
direction of, on behalf of, or with the assistance of any federal or state 
governmental, regulatory or administrative agency. 


(5)  made by, on behalf of, or in the name or right of, or for the benefit of, any 
Insured; provided, that this EXCLUSION (C)(5) shall not apply to any Claim 
for Provider Selection, Utilization Review or Claim Services or to any Claim 
brought and maintained independently by an Insured in such Insured’s capacity 
as a participant in a health care or workers’ compensation plan administered or 
managed by the Insured Entity; 
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(6)  for any actual or alleged express or assumed liability of any Insured under an 
indemnification agreement; provided, that this EXCLUSION (C)(6) shall not 
apply to any tort liability that would have attached to the Insured in the absence 
of such agreement and is otherwise insured under this Policy;  


(7)  based upon, arising out of, resulting from, or in any way involving any actual or 
alleged:  


(a)  failure to obtain, implement, effect, comply with, provide notice under or 
maintain any form, policy, plan or program of insurance, stop loss or 
provider excess coverage, reinsurance, self-insurance, suretyship or 
bond;  


(b)  commingling or mishandling of funds with dishonest intent;  


(c)  failure to collect or pay premiums, commissions, brokerage charges, fees 
or taxes; or  


(8)  based upon, arising out of, resulting from, or in any way involving any fact, 
circumstance, situation, transaction, event, Wrongful Act or series of facts, 
circumstances, situations, transactions, events or Wrongful Acts:  


(a) underlying or alleged in any litigation or administrative or regulatory 
proceeding brought prior to and/or pending as of the Inception Date 
stated in ITEM 2(a) of the Declarations:  


(i)  to which any Insured is or was a party; or  


(ii)  with respect to which any Insured, as of the Inception Date, 
knew or should reasonably have known that an Insured would 
be made a party thereto;  


(b) which was the subject of any notice given prior to the Inception Date 
under any other policy of insurance or plan or program of self-insurance; 
or; 


(c) which was the subject of any Claim made prior to the Inception Date; 


if, however, this Policy is a renewal of one or more policies previously issued by 
the Underwriter to the Insured Entity, and the coverage provided by the 
Underwriter to the Insured Entity was in effect, without interruption, for the 
entire time between the inception date of the first such other policy and the 
Inception Date of this Policy, the reference in this EXCLUSION (C)(8) to the 
Inception Date will be deemed to refer instead to the inception date of the first 
policy under which the Underwriter began to provide the Insured Entity with 
the continuous and uninterrupted coverage of which this Policy is a renewal;  


(9) against:  


(a)  any Subsidiary;  


(b)  any other entity acquired by the Insured Entity whether by merger, 
consolidation, asset acquisition or otherwise; or  
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(c)  any Insured Person of any entity in (a) or (b) above:  


for any Wrongful Act committed during any time in which such entity is not a 
Subsidiary, or at any time before any such acquisition by the Insured Entity; or  


(10) based upon, arising out of, directly or indirectly resulting from, in consequence 
of, or in any way involving any actual or alleged Employment Practices; 
provided, that this EXCLUSION (C) (10) shall not apply to any Claim for 
Provider Selection, Claim Services or Utilization Review.  


III.  CONDITIONS 


(A)  Limit of Liability, Retention:  


(1) The amount stated in ITEM 3(a) of the Declarations shall be the maximum 
aggregate Limit of Liability of the Underwriter for all Loss, including Defense 
Expenses, resulting from all Claims for which this Policy provides coverage, 
regardless of the number of Claims, the number of persons or entities included 
within the definition of Insured, or the number of Claimants.   


(2) Defense Expenses are part of and not in addition to the Underwriter’s Limit of 
Liability, and payment of Defense Expenses by the Underwriter will reduce its 
Limit of Liability. 


(3) The obligation of the Underwriter to pay Loss, including Defense Expenses, 
will only be in excess of the applicable retention set forth in ITEM 4 of the 
Declarations. The Underwriter will have no obligation whatsoever, either to the 
Insureds or to any other person or entity, to pay all or any portion of any 
retention amount on behalf of any Insured, although the Underwriter will, at its 
sole discretion, have the right and option to do so, in which event the Insureds 
agree to repay the Underwriter any amounts so paid.  


(4)  The obligation of the Underwriter to pay Defense Expenses with respect to 
certain Claims may be limited as provided in EXCLUSION (C)(4) or in any 
endorsement to this Policy.  


(B)  Reporting of Claims and Circumstances:  


(1)  If, during the Policy Period or any applicable Extended Reporting Period, any 
Claim is first made against any Insured, the Insureds must, as a condition 
precedent to any right to coverage under this Policy, give the Underwriter written 
notice of such Claim as soon as practicable thereafter and in no event later than:  


(a)  with respect to a Claim made during the Policy Period, ninety (90) days 
after the end of the Policy Period; or  


(b)  with respect to a Claim made during an Extended Reporting Period, 
ninety (90) days after such Claim is first made.  


(2)  If, during the Policy Period, an Insured first becomes aware of any Wrongful 
Act which may subsequently give rise to a Claim, and:  
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(a) gives the Underwriter written notice of such Wrongful Act with full 
particulars as soon as practicable thereafter but in any event before the 
end of the Policy Period; and 


(b) requests coverage under this Policy for any Claim subsequently arising 
from such Wrongful Act as soon as possible practicable after such 
Claim is made; 


then any Claim subsequently made against the Insured arising out of such 
Wrongful Act shall, subject to CONDITION (C) below, be treated as if it had 
been first made during the Policy Period. The full particulars required in any 
notice given under (2)(a) above must include, without limitation, a description of 
the Wrongful Act, the identities of the potential claimants and involved 
Insureds, the injury or damages which have resulted and/or may result from such 
Wrongful Act, the manner in which the Insured first became aware of such 
Wrongful Act, and the reasons why the Insured believes the Wrongful Act is 
likely to result in a Claim being made.  


(C)  Related Claims Deemed Single Claim; Date Claim Made:  


All Related Claims, whenever made, shall be deemed to be a single Claim and shall be 
deemed to have been first made on the earliest of the following dates:  


(1)   the date on which the earliest Claim within such Related Claims was received 
by an Insured; or  


(2)  the date on which written notice was first given to the Underwriter of a 
Wrongful Act which subsequently gave rise to any of the Related Claims, 
regardless of the number and identity of claimants, the number and identity of 
Insureds involved, or the number and timing of the Related Claims, even if the 
Related Claims comprising such single Claim were made in more than one 
Policy Period.  


(D)  Defense and Settlement:  


(1) No Insured may incur any Defense Expenses or admit liability for or settle any 
Claim without the Underwriter’s written consent.  The Underwriter will have 
the right to make investigations and conduct negotiations and, with the consent of 
the Insureds, enter into such settlement of any Claim as the Underwriter deems 
appropriate.  If the Insureds refuse to consent to a settlement acceptable to the 
claimant in accordance with the Underwriter’s recommendation, then, subject to 
the Underwriter’s maximum aggregate Limit of Liability set forth in ITEM 3(a) 
of the Declarations, the Underwriter’s liability for such Claim will not exceed: 


(a)  the amount for which such Claim could have been settled by the 
Underwriter plus  Defense Expenses up to the date the Insureds refused 
to settle such Claim ( the “Settlement Amount”); plus 


(b)  sixty percent (60%) of any Loss and/or Defense Expenses in excess of 
the Settlement Amount incurred in connection with such Claim. The 
remaining forty percent (40%) of Loss and/or Defense Expenses in 
excess of the Settlement Amount will be carried by the Insured at its 
own risk and will be uninsured.  
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(2)  The Underwriter will have no obligation to pay Loss, including Defense 
Expenses, or to defend or continue to defend any Claim after the Underwriter's 
maximum aggregate Limit of Liability, as set forth in ITEM 3(a) of the 
Declarations, has been exhausted by the payment of Loss, including Defense 
Expenses. If the Underwriter's maximum aggregate Limit of Liability, as set 
forth in ITEM 3(a) of the Declarations, is exhausted by the payment of Loss, 
including Defense Expenses, the premium will be fully earned.  


(E)  Assistance and Cooperation:  


In the event of a Claim, the Insureds shall provide the Underwriter with all 
information, assistance and cooperation that the Underwriter reasonably requests.  At 
the Underwriter's request, the Insureds shall assist in investigating, defending and 
settling Claims and in the conduct of actions, suits, appeals or other proceedings, 
including but not limited to attending trials, hearings and depositions, securing and 
giving evidence, and obtaining the attendance of witnesses.  


(F)  Subrogation:  


In the event of any payment hereunder, the Underwriter shall be subrogated to the 
extent of any payment to all of the rights of recovery of the Insureds. The Insureds shall 
execute all papers and do everything necessary to secure such rights, including the 
execution of any documents necessary to enable the Underwriter effectively to bring 
suit in their name. The Insureds shall do nothing that may prejudice the Underwriter's 
position or potential or actual rights of recovery. The obligations of the Insureds under 
this CONDITION (F) shall survive the cancellation or other termination of this Policy.  


(G)  Other Insurance; Other Indemnification: 


(1) This Policy shall be excess of an shall not contribute with: 


(a)  any other insurance or plan or program of self-insurance (whether 
collectible or not), unless such other insurance or self-insurance is 
specifically stated to be in excess of this Policy; and  


(b)  any indemnification to which an Insured is entitled from any entity other 
than another Insured.  


This Policy shall not be subject to the terms of any other policy of insurance or 
plan or program of self-insurance.  


(2) If any other policy or policies issued by the Underwriter or any of its affiliated 
companies, or by any predecessors or successors of the Underwriter or its 
affiliated companies, shall apply to any Claim, then the aggregate limit of 
liability with respect to all Loss under this Policy and all covered loss under such 
other policies shall not exceed the highest applicable limit of liability, subject to 
its applicable deductible or retention, that shall be available under any one of 
such policies, including this Policy. This CONDITION (G)(2) shall not apply 
with respect to any other policy which is written only as specific excess 
insurance over the Limit of Liability of this Policy.  
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(H)  Mergers, Acquisitions, or Newly Created Entities:  


If, during the Policy Period, the Named Insured or any Insured Entity acquires or 
creates another entity or Subsidiary or becomes a member of a joint venture or 
general/partner in a general partnership which is not designated on SCHEDULE A, or if 
any Insured Entity merges or consolidates with another entity which is not designated on 
SCHEDULE A such that the Insured Entity is the Surviving entity (any such acquired, 
created, merged or consolidated entity hereinafter referred to as an "Acquired Entity"), 
then for a period of ninety (90) days after the effective date of the transaction, such 
Acquired Entity shall be included within the term "Insured Entity" with respect to 
Wrongful Acts committed or allegedly committed by the Acquired Entity or its Insured 
Persons after the effective date of the transaction. Upon the expiration of the ninety (90) 
day period, there will be no coverage under this Policy for Wrongful Acts committed or 
allegedly committed by the Acquired Entity or its Insured Persons unless within the 
ninety (90) day period:  


(1) The Named Insured gives the Underwriter such information regarding the 
transaction as the Underwriter requests; and  


(2) The Underwriter has specifically agreed by written endorsement to this Policy 
to provide coverage with respect to such Acquired entity and its Insured 
Persons, and the Named Insured accepts any terms, conditions, exclusions, or 
limitation, including payment of additional premium, as the Underwriter, in its 
sole discretion, imposes in connection with the transaction. 


(I)  Sales or Dissolution of Insured Entities; Cessation of Business:  


(1)  If, during the Policy Period:  


(a)  the Named Insured is dissolved, sold, acquired by, merged into or 
consolidated with another entity such that the Named Insured is not the 
surviving entity, or such that any person, entity or affiliated group of 
persons or entities obtains:  


(i)  the right to elect or appoint more than fifty percent (50%) of the 
Named Insured's directors, trustees or member managers, as 
applicable; or  


(ii)  more than fifty percent (50%) of the Named Insured's equity or 
assets;  


 (b)  the Named Insured ceases to do business for any reason; or  


 (c)  a receiver, liquidator, conservator, trustee, rehabilitator or similar 
administrator is appointed for the Named Insured;  


then in any such event (any of which events is referred to in this CONDITION (I) 
as a "Material Event"), coverage under this Policy for all Insureds shall continue 
in full force and effect until the Expiration Date or any earlier cancellation date, 
but this Policy shall apply only to Wrongful Acts committed or allegedly 
committed before such Material Event. There will be no coverage under this 
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Policy with respect to any Claim against any Insured based upon, arising out of, 
directly or indirectly resulting from, in consequence of, or in any way involving 
any Wrongful Act committed or allegedly committed on or after the date of such 
Material Event.  


(2)  If, during the Policy Period, any Insured Entity other than the Named Insured 
is involved in a Material Event coverage under this Policy for Wrongful Acts 
committed or allegedly committed before such Material Event by such Insured 
Entity or its Insured Persons shall continue in full force and effect until the 
Expiration Date or any earlier cancellation date.  There will be no coverage under 
this Policy with respect to any Claim against such Insured Entity or its Insured 
Persons based upon, arising out of, directly or indirectly resulting from, in 
consequence of or involving any way involving any Wrongful Act of such 
Insured Entity or its Insured Persons committed or allegedly committed on or 
after the date of such Material Event. Coverage under this Policy shall continue 
in full force and effect for all other Insureds.  


(J)  Cancellation; Non-Renewal:  


(1)  The Underwriter may not cancel this Policy except for the Named Insured's 
failure to pay a premium when due, in which case twenty (20) days' written 
notice will be given to the Named Insured by the Underwriter.  


(2)  The Named Insured may cancel this Policy prospectively only by mailing the 
Underwriter written notice stating when thereafter such cancellation shall be 
effective. In such event, the earned premium shall be computed in accordance 
with the customary short rate table and procedure.  


(3) Premium adjustment may be made either at the time cancellation is effective or 
as soon as practicable after cancellation becomes effective, but payment or tender 
of unearned premium is not a condition of cancellation.  


(4)  The Underwriter will not be required to renew this Policy upon its expiration. 
The Underwriter will provide the Named Insured with sixty (60) days notice of 
any non-renewal.  


(K)  Extended Reporting Periods:  


If this Policy is canceled for any reason other than non-payment of premium or is not 
renewed by the Underwriter or the Named Insured, an additional period of time during 
which Claims may be reported under this Policy (an "Extended Reporting Period") shall 
be made available as described in this CONDITION (K), but any such Extended 
Reporting Period shall apply only to Claims for Wrongful Acts committed or allegedly 
committed before the effective date of such cancellation or non-renewal ("Termination 
Date"). No Extended Reporting Period shall in any way increase the Underwriter's 
Limit of Liability as stated in ITEM 3(a) of the Declarations, and the Underwriter's 
maximum aggregate Limit of Liability for all Loss from all Claims first made during the 
Policy Period or any Extended Reporting Period shall not exceed the Limit of Liability 
stated in ITEM 3(a) of the Declarations. The Extended Reporting Period will apply as 
follows: 


(1)  An Extended Reporting Period of ninety (90) days beginning as of the 
Termination date, will apply automatically and requires no additional premium; 
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provided, that such Extended Reporting Period will remain in effect only as long 
as no other policy of insurance is in effect that would apply to any Claim made 
during such Extended Reporting Period.  


(2)  The Named Insured may purchase an additional Extended Reporting Period for 
the period of time stated in ITEM 8 of the Declarations by notifying the 
Underwriter in writing of its intention to do so no later than thirty (30) days after 
the Termination Date. The additional premium for this additional Extended 
Reporting Period shall be equal to the amount stated in ITEM 8 of the 
Declarations and must be paid no later than thirty (30) days after the Termination 
Date.  


If no election to purchase an additional Extended Reporting Period is made as described 
in CONDITION (K)(2) above or if the additional premium therefor is not paid within 
thirty (30) days after the Termination Date, there will be no right to purchase an 
additional Extended Reporting Period at any later time. Failure to elect to purchase an 
additional Extended Reporting Period or to pay the additional premium therefor will not 
affect the application of the automatic Extended Reporting Period described in 
CONDITION (K)(1) above.  


(L) Representations and Warranties; Incorporation of Application:  


The Insureds represent and warrant that the particulars and statements contained in the 
Application attached to this Policy are true, accurate and complete, and agree that: 


(1)  this Policy is issued and continued in force by the Underwriter in reliance upon 
the truth of such representation;  


(2)  those particulars and statements are the basis of this Policy; and  


(3) the Application and those particulars and statements are incorporated in and 
form a part of this Policy.  


No knowledge or information possessed by any Insured shall be imputed to any other 
Insured for the purposes of this CONDITION (L), except for material facts or 
information known to the person or persons who signed the Application. In the event of 
any material untruth, misrepresentation or omission in connection with any of the 
particulars or statements in the Application, this Policy shall be void with respect to any 
Insured who knew of such untruth, misrepresentation or omission, or to whom such 
knowledge is imputed.  


(M)  Action against Underwriter: 


(1)  No action shall be taken against the Underwriter by any Insured unless, as 
conditions precedent thereto, the Insureds have fully complied with all of the 
terms of this Policy and the amount of the Insureds' obligation to pay has been 
finally determined either by judgment against the Insureds after adjudicatory 
proceedings, or by written agreement of the Insureds, the claimant and the 
Underwriter.  


(2)  No individual or entity shall have any right under this Policy to join the 
Underwriter as a party to any Claim to determine the liability of any Insured; 
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nor shall the Underwriter be impleaded by an Insured or his, her or its legal 
representative in any such Claim.  


(N)  Insolvency of Insured:  


The Underwriter shall not be relieved of any of its obligations under this Policy by the 
bankruptcy or insolvency of any of the Insureds or any of their estates.  


(O)  Notice; Named Insured Authorization: 


(1)  Notice to any Insured shall be sent to Named Insured at the address designated 
in ITEM 1 of the Declarations.  The Insureds agree that the Named Insured 
shall act on their behalf respect to receiving any notices and any return premiums 
from the Underwriter. 


(2)  Notice to the Underwriter shall be sent to the address designated in ITEM 5 of 
the Declarations.  


(P)  Changes:  


Notice to or knowledge possessed by any agent or other person acting on behalf of the 
Underwriter shall not effect a waiver or change in any part of this Policy or estop the 
Underwriter from asserting any right under this Policy. This Policy can be altered, 
waived or changed only by written endorsement issued to form a part of this Policy.  


(Q)  Assignment:  


No assignment of interest under this Policy shall bind the Underwriter without its 
written consent issued as an endorsement to form a part of this Policy.  


(R)  Entire Agreement:  


The Insureds agree that this Policy, including the Application, Declarations and any 
endorsements, constitutes the entire agreement between them and the Underwriter or 
any of the Underwriter's agents relating to this insurance.  


(S)  Headings:  


The descriptions in the headings and sub-headings of this Policy are solely for 
convenience, and form no part of the terms and conditions of coverage.  


IV.  DEFINITIONS 


(A)  "Antitrust Activity" means any actual or alleged: price fixing; restraint of trade; 
monopolization; unfair trade practices; or violation of the Federal Trade Commission 
Act, the Sherman Act, the Clayton Act, or any other federal statute involving antitrust, 
monopoly, price fixing, price discrimination, predatory pricing or restraint of trade 
activities, or of any rules or regulations promulgated under or in connection with any of 
the foregoing statutes, or of any similar provision of any federal, state or local statute, 
rule or regulation or common law.  


(B)  "Application" means the application attached to and forming part of this Policy,  
including any materials submitted and statements made in connection therewith, all of 
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which are on file with the Underwriter and are a part of this Policy, as if physically 
attached.  If the Application uses terms or phrases that differ from terms defined in this 
Policy, no inconsistency between any term or phrase used in the Application and any 
term defined in this Policy will waive or change any of the terms, conditions and 
limitations of this Policy.  


(C)  "Claim" means any written notice received by any Insured that a person or entity intends 
to hold an Insured responsible for a Wrongful Act which took place on or after the 
retroactive date listed in ITEM 7 of the Declarations.  In clarification and not in limitation 
of the foregoing, such notice may be in the form of an arbitration, mediation, judicial, 
declaratory or injunctive proceeding. A Claim will be deemed to be made when such 
written notice is first received by any Insured.  


(D)  "Claim Services" means the following services, but only if performed by an Insured: the 
submission, handling, investigation, payment or adjustment of claims for benefits or 
coverages under health care or workers' compensation plans.  


(E)  "Defense Expenses" means reasonable legal fees and expenses incurred in the 
investigation, adjustment, defense or appeal of a Claim; provided, that Defense 
Expenses shall not include remuneration, salaries, overhead, fees or benefit expenses of 
any Insured.   


(F)  "Employment Practices" means: (1) any action taken with respect to the hiring, 
promotion, demotion, or termination of employment of any employee or applicant for 
employment; (2) any sexual advances or harassment of any type; (3) any employment-
related misrepresentation, defamation, or invasion of privacy; or (4) any matter involving 
laws or public policy relating to employment or the application of any employment 
contract, employee handbook, or personnel manual.    


(G)  "Insured" means any Insured Entity and any Insured Person.  


(H)  "Insured Entity" means the Named Insured and any other entity designated on 
SCHEDULE A.  


(I)  "Insured Person" means any past, present or future:  


(1)  employee, director, officer, trustee, member of the board of managers, governor 
or medical director of, or volunteer, for any Insured Entity; and  


(2)  member of, or provider of administrative support to, any review board or 
committee of any Insured Entity.  


In the event of the death, incapacity or bankruptcy of an Insured Person, any Claim 
against the estate, heirs, legal representatives or assigns of such Insured Person in his or 
her capacity as such will be deemed to be a Claim against such Insured Person.  


(J)  “Loss” means Defense Expenses and any monetary amount which an Insured is legally 
obligated to pay as a result of a Claim. Loss shall not include: 


(1) fines, penalties. taxes, and punitive, exemplary or multiplied damages; provided 
that, loss shall include fines, penalties or punitive or exemplary or multiplied 
damages awarded in Claims for Antitrust Activity up to the amount listed in 
ITEM 3 (b) of the Declarations (which amount is part of and not in addition to 
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the amount listed in ITEM 3 (a) of the Declarations), but only if such fines, 
penalties or punitive or exemplary or multiplied damages are insurable under 
applicable law. 


(2) fees, amounts, benefits or coverage owed under any contract with any party 
including providers of health care services, health care plan or trust, insurance or 
workers’ compensation policy or plan or program of self-insurance; 


(3) non-monetary relief or redress in any form, including without limitation the cost 
of complying with any injunctive, declaratory or administrative relief; or 


(4) matters which are uninsurable under applicable law. 


Determination of the insurability of any Loss shall be made under the laws most 
favorable to the insurability of Loss of either: (a) of the jurisdiction of the Named 
Insured’s principal place of business, or (b) the jurisdiction where the Wrongful Act 
giving rise to such Loss occurred. 


(K)  "Managed Care Activity" means any of the following services or activities: Provider 
Selection; Utilization Review; advertising, marketing, selling, or enrollment for health 
care or workers' compensation plans; Claim Services; establishing health care provider 
networks; reviewing the quality of Medical Services or providing quality assurance; 
design and/or implementation of financial incentive plans; wellness or health promotion 
education; development or implementation of clinical guidelines, practice parameters or 
protocols; triage for payment of Medical Services; and services or activities performed in 
the administration or management of health care or workers' compensation plans.   


(L)  "Medical Information Protection" means maintaining the confidentiality, regardless of 
the medium of information regarding Medical Services and limiting the release or use of 
such information in conformance with requirements of law.  


(M)  "Medical Services" means health care, medical care, or treatment provided to any 
individual, including medical, surgical, dental, psychiatric, mental health, chiropractic, 
osteopathic, nursing or other professional health care; the use, prescription, furnishing or 
dispensing of medications, drugs, blood, blood products or medical, surgical, dental or 
psychiatric supplies, equipment or appliances in connection with such care; the furnishing 
of food or beverages in connection with such are; counseling or other social services in 
connection with such care; and the handling of, or the performance of post-mortem 
examinations on, human bodies. 


(N)  "Named Insured" means the entity designated in ITEM 1 of the Declarations.  


(O)  "Policy Period" means the period from the Inception Date of this Policy stated, in ITEM 
2(a) of the Declarations to the Expiration Date of this Policy stated in ITEM 2(b) of the 
Declarations, or to any earlier cancellation date of this Policy.   


(P)  "Provider Selection" means any of the following, but only if performed by an Insured: 
evaluating, selecting, credentialing, contracting with or performing peer review of any 
provider of Medical Services.  


(Q)  "Related Claims" means all Claims for Wrongful Acts based on, arising out of, 
resulting from, or in any way involving the same or related facts, circumstances, 







 


DRWN H2000 (6/2005) 


situations, transactions or events or the same or related series of facts, circumstances 
situations, transactions or events, whether related logically, causally or in any other way.  


(R)  "Sexual Activity" means any conduct, physical acts, gestures or spoken or written words 
of a sexual nature, including without limitation sexual intimacy (even if consensual), 
sexual molestation, sexual assault, sexual battery, sexual abuse, sexual harassment, sexual 
exploitation or any sexual act.  


(S) "Subsidiary" means any entity during any time in which the Named Insured owns or 
controls, directly or through one or more Subsidiaries, more than fifty percent (50%) of 
the outstanding securities representing the right to vote for the election of such entity's 
directors or members of the board of managers.  


(T) “Underwriter” means the insurer identified in the Declarations. 


(U)  "Utilization Review" means the process of evaluating the appropriateness, or necessity 
of Medical Services for purposes of determining whether payment or coverage for such 
Medical Services will be authorized or paid for under any health care plan, but only if 
performed by an Insured. In clarification and not in limitation of the foregoing, 
Utilization Review shall include prospective review of proposed payment or coverage 
for Medical Services, concurrent review of ongoing Medical Services, retrospective 
review of already rendered Medical Services or already incurred costs, disease 
management, and case management.  


(V)  "Vicarious Liability" means liability attributed to any Insured for the acts of a person or 
entity other than an Insured via a theory of agency, ostensible agency, apparent agency 
or respondeat superior.  


(W)  "Wrongful Act" means:  


(1)  any actual or alleged act, error or omission in the performance of, or any failure 
to perform, a Managed Care Activity by any Insured Entity or by any Insured 
Person acting with the scope of his or her duties or capacity as such; 


(2)  any actual or alleged act, error or omission in the performance of, or any failure 
to perform, Medical Information Protection by an Insured Entity or by any 
Insured Person acting within the scope of his or her duties or capacity as such; 
and 


(3)  any Vicarious Liability for:  


(a)  the performance of, or any failure to perform:  


(i)   a Managed Care Activity;  


(ii)   Medical Information Protection;  


(b)  the rendering of, or failure to render, Medical Services; provided, that 
Wrongful Act shall not include any Insured’s actual or alleged direct 
liability for the rendering of, or failure to render, Medical Services; or  
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(c)  any actual or alleged Sexual Activity; provided, that Wrongful Act shall 
not include any Insured's actual or alleged direct liability for any Sexual 
Activity.  


In witness whereof, the Underwriter has caused this Policy to be executed on the Declarations Page.  
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ABC Client


All Groups 
2007


All Groups 
2008


All Groups 
2009


# Employees 1,880 1,882 1,904
# Members 4,337 4,302 4,219 Variance


2008 vs 
2009


HSB 
Index


Gross Cost per EE $5,134 $5,482 $5,787 5.6% $6,044
Net Cost per EE $4,640 $4,538 $4,890 7.8%


Number of Catastrophic Cases 18 21 28
Catastrophic Cases / 1,000 4.2 4.9 6.6 35.4% 8.0
Avg. Catastrophic Case Paid $101,599 $134,577 $110,714 -17.7% $107,436


Inpatient:
# of Admits 335 308 289
# of Patient Days 1,276 1,131 1,115
Paid per Admit $5,429 $7,881 $6,970 -11.6% $9,434
Paid per Day $1,425 $2,146 $1,790 -16.6% $2,452
Admits / 1,000 77 72 68 -4.9% 72
Days / 1,000 294 263 264 0.5% 293
Average LOS 3.8 3.7 3.9 5.1% 4.1
Inpatient Professional per Member $108 $94 $103 9.6% $150


Cost Distribution-Paid Per Member
Hospital Inpatient $585 $637 $593 -6.9% $950
Facility Outpatient $1,125 $1,289 $1,490 15.6% $1,459
Physician Office $515 $472 $526 11.4% $491
Total: $2,225 $2,398 $2,609 8.8% $2,900


Physician Office Visit Utilization 3.1 3.2 3.3 3.1% 3.0
Physician Office Visit Avg. Paid $42 $42 $45 7.1% $48
Total Physician Office Visit Paid $130 $134 $149 10.5% $144


DX&L Utilization 6.8 7.7 8.6 11.7% 11.8
DX&L Avg. Paid $54 $54 $59 9.3% $48
DX&L Total Paid $367 $416 $507 22.0% $566


ER Visits 663 738 532
ER Visits Per Member 0.15 0.17 0.13 -25.8% 0.20
ER Average Paid per Visit $643 $730 $772 5.8% $1,004


Plan Summary Grid
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ABC Client


Relationship
Male 


Claims
% of 


Claims
Female 
Claims


% of 
Claims


Total 
Claims Male Paid


% of 
Paid


Female 
Paid


% of 
Paid Total Paid


Insured 15,666 31.2% 9,539 19.0% 25,205 $3,404,398 30.9% $2,323,166 21.1% $5,727,564
Spouse 1,845 3.7% 15,352 30.5% 17,197 $664,059 6.0% $3,178,882 28.9% $3,842,941
Dependent 3,683 7.3% 4,170 8.3% 7,853 $732,003 6.6% $715,195 6.5% $1,447,198
Totals 21,194 42.2% 29,061 57.8% 50,255 $4,800,460 43.6% $6,217,243 56.4% $11,017,703


Percent of Total Claims


Insured
50%


Spouse
34%


Dependent
16%


Percent of Total Paid Dollars


Insured
52%


Spouse
35%


Dependent
13%


Claims Breakdown by Patient 2009
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ABC Client
Age Range Summary 2009


Percent of Total Paid
6%


6%


4%


6%


33%


21%


16%


8%


0 to 9 10 to 19 20 to 29 30 to 39 40 to 49 50 to 59 60 to 64 65+


Age 
Range


# of 
Patients Total Paid


0 to 9 461 $641,997
10 to 19 500 $651,767
20 to 29 315 $439,572
30 to 39 457 $886,367
40 to 49 574 $1,753,585
50 to 59 740 $3,624,353
60 to 64 304 $2,314,390


65+ 573 $705,674
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ABC Client


Top 20 Insured members
account for 21% of the total


paid dollars.


Top 20 spouses 
account for 14% of the total


paid dollars.


Top 20 dependents
account for 6% of the total


paid dollars.


Mem ID Age Relation Total Paid Mem ID Age Relation Total Paid Mem ID Age Relation Total Paid
625368 50 Insured $554,810 630420 56 Husband $161,117 625490 9 Child $73,230
634994 60 Insured $359,803 628353 63 Husband $96,973 625293 15 Child $64,510
625544 43 Insured $249,462 677125 62 Wife $95,392 706126 2 Child $57,894
635327 62 Insured $158,308 625451 53 Wife $93,355 634593 12 Child $49,232
633210 64 Insured $120,606 633310 58 Wife $85,474 642410 10 Child $42,707
625466 47 Insured $76,135 651128 50 Wife $81,643 725436 2 Child $42,326
634397 64 Insured $68,973 685060 63 Wife $78,507 650815 10 Child $34,152
647957 53 Insured $63,508 623533 57 Wife $76,591 634369 6 Child $34,031
625599 58 Insured $57,193 650968 63 Husband $68,078 661833 18 Child $31,345
625456 56 Insured $53,972 633750 51 Wife $56,042 656797 10 Child $25,862
693670 59 Insured $51,452 625641 47 Wife $52,734 623666 5 Child $21,791
631030 65 Insured $48,392 661646 59 Wife $51,128 625644 10 Child $20,846
689073 46 Insured $48,359 625382 58 Wife $50,464 634091 18 Child $19,439
642848 60 Insured $44,879 633408 64 Wife $50,391 656524 9 Child $16,677
633999 50 Insured $42,813 682891 60 Wife $48,716 675804 14 Child $15,746
625601 56 Insured $42,004 625491 44 Wife $45,440 633988 19 Child $14,210
625444 64 Insured $39,802 633561 42 Wife $44,727 959304 1 Child $14,019
634958 37 Insured $39,572 693721 43 Wife $42,250 657098 18 Child $14,007
671198 57 Insured $37,316 634431 55 Husband $41,670 625390 19 Child $12,569
634974 64 Insured $36,325 630785 60 Husband $40,187 634070 24 Full-Time Student $12,449
651025 65 Insured $33,597 693658 43 Wife $37,136 625487 23 Full-Time Student $11,470
625163 56 Insured $33,301 625215 44 Wife $36,602 633591 22 Full-Time Student $11,206
671305 54 Insured $32,702 625314 47 Wife $35,392 642749 15 Child $11,099
634085 54 Insured $31,488 634434 52 Husband $34,861 728401 17 Child $10,292
625192 62 Insured $31,442 634882 53 Wife $34,013 635100 24 Incapacitated Child $9,896


Top 20 Members by Relationship and Paid Dollars
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ABC Client


*5.2% of the membership accounts for 63.7% of the 
paid dollars in 2009.


*Excludes Rx payments and Admin fees


Paid Dollar Range
# of 


Members
% of 
Mem


# of 
Claims


% of 
Claims


Total Paid 
Dollars


% of Paid 
Dollars


$100,001 Plus 6 0.1% 933 1.9% $1,604,105 14.6%
$50,001 - $100,000 22 0.5% 1,541 3.2% $1,503,641 13.6%
$25,001 - $50,000 52 1.2% 2,754 5.7% $1,808,876 16.4%
$10,001 - $25,000 142 3.4% 4,813 9.9% $2,106,404 19.1%
$5,001 - $10,000 199 4.7% 5,749 11.8% $1,381,046 12.5%
$2,501 - $5,000 293 6.9% 6,623 13.6% $1,023,683 9.3%
$1 - $2,500 2,908 68.9% 26,303 54.0% $1,589,948 14.4%
$0 597 14.2% 0 0.0% $0 0.0%


Total 4,219 100.0% 48,716 100.0% $11,017,703 100.0%


Cost Distribution 2009
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ABC Client


Members with $50,001 or more in paid claims
represent 28% of all paid dollars in 2009.


Mem ID Group
Diag 
Cd Diagnosis Description Total Paid


625368 ACTIVE 76524 EXTREME IMMATURITY, 27-28 WEEKS OF GESTATION $554,810
634994 RWOM V5811 ENCOUNTER FOR ANTINEOPLASTIC CHEMOTHERAPY $359,803
625544 RWOM 5856 END STAGE RENAL DISEASE $249,462
630420 ACTIVE 2734 ALPHA-1-ANTITRYPSIN DEFICIENCY $161,117
635327 RWOM V5811 ENCOUNTER FOR ANTINEOPLASTIC CHEMOTHERAPY $158,308
633210 RWOM 72273 INTERVERTEBRAL DISC DISORDER WITH MYELOPATHY LUMBAR REGION $120,606
628353 ACTIVE 1509 MALIGNANT NEOPLASM OF ESOPHAGUS UNSPECIFIED SITE $96,973
677125 ACTIVE 3501 TRIGEMINAL NEURALGIA $95,392
625451 ACTIVE V580 RADIOTHERAPY $93,355
633310 ACTIVE 42822 CHRONIC SYSTOLIC HEART FAILURE $85,474
651128 ACTIVE 78701 NAUSEA WITH VOMITING $81,643
685060 RWM V580 RADIOTHERAPY $78,507
623533 ACTIVE 1743 MALIGNANT NEOPLASM OF LOWER-INNER QUADRANT OF FEMALE BREAST $76,591
625466 ACTIVE V5811 ENCOUNTER FOR ANTINEOPLASTIC CHEMOTHERAPY $76,135
625490 ACTIVE 51889 OTHER DISEASES OF LUNG NOT ELSEWHERE CLASSIFIED $73,230
634397 ACTIVE 41401 CORONARY ATHEROSCLEROSIS OF NATIVE CORONARY ARTERY $68,973
650968 RWOM 20410 CHRONIC LYMPHOID LEUKEMIA, WITHOUT MENTION OF HAVING ACHIEVED REMISSION $68,078
625293 ACTIVE 34511 GENERALIZED CONVULSIVE EPILEPSY WITH INTRACTABLE EPILEPSY $64,510
647957 ACTIVE 1749 MALIGNANT NEOPLASM OF BREAST (FEMALE) UNSPECIFIED SITE $63,508
706126 ACTIVE 7515 OTHER CONGENITAL ANOMALIES OF INTESTINE $57,894
625599 RWOM 7218 OTHER ALLIED DISORDERS OF SPINE $57,193
633750 RWOM 1830 MALIGNANT NEOPLASM OF OVARY $56,042
625456 ACTIVE 41401 CORONARY ATHEROSCLEROSIS OF NATIVE CORONARY ARTERY $53,972
625641 ACTIVE 7220 DISPLACEMENT OF CERVICAL INTERVERTEBRAL DISC WITHOUT MYELOPATHY $52,734
693670 ACTIVE 72610 DISORDERS OF BURSAE AND TENDONS IN SHOULDER REGION UNSPECIFIED $51,452
661646 ACTIVE 78841 URINARY FREQUENCY $51,128
625382 RWOM 49121 OBSTRUCTIVE CHRONIC BRONCHITIS WITH (ACUTE) EXACERBATION $50,464
633408 ACTIVE 410 ACUTE MYOCARDIAL INFARCTION $50,391


Catastrophic Member Summary 2009
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ABC Client


21%
29%


50%


Inpatient Facility
Outpatient Facility
Physician Office


57%


23%
20%


2008


HSB Average


ER
costs account


for 11% of 
Total Outpatient


49%


34%


17%


2009
ER


costs account
for 7% of 


Total Outpatient


ER
costs account


for 13% of 
Total Outpatient


Category of Service (as a percent of paid dollars)
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ABC Client


Type of Service 
“Miscellaneous” 
contains items 


such as: 
Bandages, Cast 


Supplies, Braces, 
and drugs for 


injection.


Type of Service 
Description # of Patients # of Claims


Total 
Charge Total Allowed Total Paid


Office Visit 3,254 13,441 $1,354,020 $811,718 $538,315
Radiology 1,248 3,675 $1,157,360 $459,395 $322,076
Surgery 966 1,971 $814,380 $347,510 $212,679
Laboratory 2,010 5,279 $465,434 $256,746 $209,116
Injection 522 1,303 $584,648 $206,903 $157,442
Immunization 532 825 $118,572 $85,121 $82,567
Gynecological Exam 618 649 $111,364 $77,161 $72,459
Child Routine Exam 486 725 $92,823 $69,504 $69,530
Consultation 498 654 $156,570 $86,682 $69,053
Physical Therapy 292 1,792 $212,289 $99,031 $67,545
Insured Routine Exam 475 513 $77,338 $59,631 $59,374
Psychotherapy 118 652 $110,449 $90,336 $59,265
Manipulation 396 2,233 $112,817 $78,642 $39,207
Chemotherapy 29 242 $231,898 $46,014 $35,003
Allergy Injection 83 1,182 $78,392 $53,653 $30,920
Mammogram 180 364 $59,867 $33,522 $29,965
Miscellaneous 329 511 $91,735 $35,395 $28,192
Pathology 99 129 $56,889 $30,109 $24,874
Spouse Routine Exam 166 180 $28,177 $21,752 $20,532
Radiation Therapy 8 65 $109,322 $20,290 $18,367
Allergy Testing 53 69 $29,726 $19,054 $16,688
Diagnostic Services 221 318 $39,673 $15,882 $13,069
Pap Smear 213 228 $15,781 $10,612 $10,175
Flu Vaccine 476 547 $19,924 $12,764 $7,683
Contraception 14 14 $7,567 $5,943 $5,055


Top 25 Total 37,561 $6,137,013 $3,033,370 $2,199,150
Total 38,328 $6,222,734 $3,069,230 $2,219,754


Top 25 Physician Office Services 2009
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ABC Client


Provider Name
# of 


Admits
# of 


Days Total Charge Total Paid
Paid per 


Admit
Paid per 


Day
% of 


Admits
% of 
Days


% of Pd 
Dollars


HOSPITAL NAME 35 171 $1,470,587 $452,031 $12,915 $2,643 12.1% 15.3% 22.6%
HOSPITAL NAME 31 122 $965,498 $148,756 $4,799 $1,219 10.7% 10.9% 7.5%
HOSPITAL NAME 26 80 $530,754 $184,010 $7,077 $2,300 9.0% 7.2% 9.2%
HOSPITAL NAME 16 46 $191,235 $99,848 $6,240 $2,171 5.5% 4.1% 5.0%
HOSPITAL NAME 14 35 $315,862 $23,071 $1,648 $659 4.8% 3.1% 1.2%
HOSPITAL NAME 7 31 $203,545 $51,146 $7,307 $1,650 2.4% 2.8% 2.6%
HOSPITAL NAME 7 20 $61,903 $33,680 $4,811 $1,684 2.4% 1.8% 1.7%
HOSPITAL NAME 7 26 $152,554 $18,972 $2,710 $730 2.4% 2.3% 1.0%
HOSPITAL NAME 6 16 $203,086 $62,837 $10,473 $3,927 2.1% 1.4% 3.1%
HOSPITAL NAME 5 18 $111,393 $66,392 $13,278 $3,688 1.7% 1.6% 3.3%
HOSPITAL NAME 5 17 $52,723 $51,376 $10,275 $3,022 1.7% 1.5% 2.6%
HOSPITAL NAME 4 9 $46,389 $12,014 $3,004 $1,335 1.4% 0.8% 0.6%
HOSPITAL NAME 4 28 $110,006 $10,684 $2,671 $382 1.4% 2.5% 0.5%
HOSPITAL NAME 4 12 $87,647 $9,159 $2,290 $763 1.4% 1.1% 0.5%
HOSPITAL NAME 4 10 $26,971 $8,284 $2,071 $828 1.4% 0.9% 0.4%
HOSPITAL NAME 4 9 $16,147 $1,798 $449 $200 1.4% 0.8% 0.1%
HOSPITAL NAME 3 13 $79,098 $28,291 $9,430 $2,176 1.0% 1.2% 1.4%
HOSPITAL NAME 3 15 $111,599 $22,863 $7,621 $1,524 1.0% 1.3% 1.1%
HOSPITAL NAME 3 6 $21,082 $13,356 $4,452 $2,226 1.0% 0.5% 0.7%
HOSPITAL NAME 3 8 $41,970 $8,575 $2,858 $1,072 1.0% 0.7% 0.4%
HOSPITAL NAME 2 6 $101,184 $69,142 $34,571 $11,524 0.7% 0.5% 3.5%
HOSPITAL NAME 2 4 $56,591 $29,323 $14,662 $7,331 0.7% 0.4% 1.5%
HOSPITAL NAME 2 6 $30,926 $15,590 $7,795 $2,598 0.7% 0.5% 0.8%
HOSPITAL NAME 2 10 $39,346 $11,870 $5,935 $1,187 0.7% 0.9% 0.6%
HOSPITAL NAME 2 8 $27,958 $7,332 $3,666 $917 0.7% 0.7% 0.4%


Top 25 Hospital Total 201 726 $5,056,051 $1,440,402 $7,166 $1,984 69.6% 65.1% 72.2%
Grand Total 289 1,115 $7,537,420 $1,996,154 $6,907 $1,790 100.0% 100.0% 100.0%


Inpatient Summary 2009
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ABC Client 


Major Diagnostic Category Summary


The top 5 MDC’s account for
58% of the paid claims in 2009


2008 2009
Patient 
Count


Claim 
Count Total Paid MDC Description


Patient 
Count


Claim 
Count Total Paid


2,522 8,043 $1,281,048 (MDC 25) FACTORS AFFECTING HEALTH 2,546 8,626 $1,817,918
1,258 7,569 $1,423,718 (MDC 18) DISORDER OF MUSCULOSKELETAL SYSTEM 1,261 7,518 $1,571,450
1,482 5,230 $923,891 (MDC 22) ILLDEFINED CONDITIONS 1,498 5,942 $1,073,328
463 2,239 $776,825 (MDC 02) NEOPLASMS 523 2,788 $1,046,210
672 2,091 $537,300 (MDC 23) FRACTURES AND OTHER INJURIES 682 1,933 $869,439
825 3,230 $930,642 (MDC 10) DISORDER OF CIRCULATORY SYSTEM 841 3,686 $706,418


1,502 4,752 $402,897 (MDC 11) DISORDER OF RESPIRATORY SYSTEM 1,459 5,199 $625,159
453 1,045 $426,745 (MDC 12) DISORDER OF DIGESTIVE SYSTEM 448 1,177 $495,032
791 2,481 $335,520 (MDC 03) ENDOCRINE, NUTRITIONAL, METABOLIC, IMMUNITY, DISORDERS 819 2,719 $399,794
260 885 $226,249 (MDC 07) DISORDER OF NERVOUS SYSTEM 297 1,147 $367,985
307 1,084 $732,001 (MDC 14) NEPHRITIS / NEPHROSIS 284 1,072 $348,781
57 293 $219,703 (MDC 17) PREGNANCY / CHILDBIRTH 86 470 $306,837


258 678 $221,726 (MDC 16) FEMALE DISORDERS 276 880 $253,203
602 1,290 $121,632 (MDC 08) DISORDER OF EYE / ADNEXA 659 1,397 $241,014
113 355 $337,014 (MDC 13) OTHER DIGESTIVE DISORDERS 108 391 $217,761
279 1,135 $135,955 (MDC 05) PSYCHOTIC CONDITIONS 289 1,136 $154,206
823 1,783 $186,063 (MDC 19) DISORDER OF BREAST OR SKIN 822 1,655 $143,679
446 948 $87,237 (MDC 09) DISORDER OF EAR 424 841 $114,818
76 183 $190,419 (MDC 20) CONGENITAL ANOMALIES 75 170 $90,164


421 703 $58,879 (MDC 01) INFECTIOUS / PARASITIC DISEASE 441 770 $80,435
94 327 $62,463 (MDC 04) DISORDER OF BLOOD 114 430 $47,206


112 232 $32,408 (MDC 15) DISORDER OF MALE GENITAL ORGANS 121 252 $36,389
24 47 $7,582 (MDC 21) PERINATAL PERIOD CONDITIONS 22 39 $9,171
11 33 $3,208 (MDC 24) BURNS / ACCIDENTS BY FIRE 9 18 $891
4 10 $1,932 (MDC 06) ALCOHOL / DRUG PSYCHOTROPIC DEPENDENCY 3 4 $417
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ABC Client


Diag Cd Diagnosis Description # Patients # Claims
Total 


Charge
Total 


Allowed Total Paid
V5811 ENCOUNTER FOR ANTINEOPLASTIC CHEMOTHERAPY 15 113 $906,375 $455,304 $449,137
V700 ROUTINE GENERAL MEDICAL EXAMINATION AT A HEALTH CARE FACILITY 734 1,231 $235,867 $156,343 $152,719
V202 ROUTINE INFANT OR CHILD HEALTH CHECK 443 765 $181,178 $133,566 $131,891
V7231 ROUTINE GYNECOLOGICAL EXAMINATION 692 1,120 $174,847 $118,175 $112,110
V7651 SPECIAL SCREENING FOR MALIGNANT NEOPLASMS COLON 104 199 $197,127 $107,113 $102,479
V580 RADIOTHERAPY 7 21 $318,323 $101,343 $96,634
V571 CARE INVOLVING OTHER PHYSICAL THERAPY 104 250 $253,584 $115,346 $91,254
V7612 OTHER SCREENING MAMMOGRAM 583 1,020 $150,571 $79,101 $76,054
V5789 CARE INVOLVING OTHER SPECIFIED REHABILITATION PROCEDURE 21 71 $257,487 $74,829 $67,864
V4571 ACQUIRED ABSENCE OF BREAST AND NIPPLE 4 13 $61,049 $42,252 $40,715
V581 ENCOUNTER FOR ANTINEOPLASTIC CHEMOTHERAPY AND IMMUNOTHERAPY 3 9 $55,945 $37,751 $34,560
V3000 SINGLE LIVEBORN BORN IN HOSPITAL DELIVERED WITHOUT CESAREAN SECTION 43 83 $75,883 $35,224 $29,349
V5812 ENCOUNTER FOR ANTINEOPLASTIC IMMUNOTHERAPY 2 3 $49,656 $28,957 $28,950
V1272 PERSONAL HISTORY OF COLONIC POLYPS 38 76 $62,496 $22,542 $19,924
V252 STERILIZATION 21 40 $61,767 $38,109 $16,886
V5041 PROPHYLACTIC BREAST REMOVAL 1 1 $41,847 $15,561 $15,561
V221 SUPERVISION OF OTHER NORMAL PREGNANCY 53 235 $49,565 $23,858 $13,164
V765 SPECIAL SCREENING FOR MALIGNANT NEOPLASMS INTESTINE 8 11 $19,064 $12,617 $12,160
V7283 OTHER SPECIFIED PRE-OPERATIVE EXAMINATION 82 99 $30,403 $14,101 $12,082
V762 SCREENING FOR MALIGNANT NEOPLASMS OF THE CERVIX 175 207 $18,629 $12,271 $11,676
V3001 SINGLE LIVEBORN BORN IN HOSPITAL DELIVERED BY CESAREAN SECTION 17 34 $31,186 $12,529 $11,249
V5721 CARE INVOLVING OCCUPATIONAL THERAPY 13 33 $28,988 $11,968 $10,155
V711 OBSERVATION FOR SUSPECTED MALIGNANT NEOPLASM 4 12 $15,127 $10,219 $9,454
V160 FAMILY HISTORY OF MALIGNANT NEOPLASM OF GASTROINTESTINAL TRACT 14 27 $19,134 $12,582 $9,351
V6709 FOLLOW-UP EXAMINATION FOLLOWING OTHER SURGERY 19 40 $26,221 $9,794 $8,320


Top 25 Factors Affecting Health 2009
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Diag Cd Diagnosis Description # Patients # Claims
Total 


Charge
Total 


Allowed Total Paid
72610 DISORDERS OF BURSAE AND TENDONS IN SHOULDER REGION UNSPECIFIED 32 60 $132,324 $88,188 $84,680
72273 INTERVERTEBRAL DISC DISORDER WITH MYELOPATHY LUMBAR REGION 5 7 $120,367 $84,437 $84,189
7262 OTHER AFFECTIONS OF SHOULDER REGION NOT ELSEWHERE CLASSIFIED 21 68 $137,846 $80,724 $77,506
71536 OSTEOARTHROSIS LOCALIZED NOT SPECIFIED WHETHER PRIMARY OR SECONDARY INVOLVING 31 83 $484,409 $75,277 $67,477
7213 LUMBOSACRAL SPONDYLOSIS WITHOUT MYELOPATHY 34 71 $116,609 $70,919 $66,703
72210 DISPLACEMENT OF LUMBAR INTERVERTEBRAL DISC WITHOUT MYELOPATHY 49 140 $169,312 $69,978 $62,774
7220 DISPLACEMENT OF CERVICAL INTERVERTEBRAL DISC WITHOUT MYELOPATHY 25 70 $153,699 $58,285 $54,848
7140 RHEUMATOID ARTHRITIS 27 141 $129,928 $59,141 $48,881
7210 CERVICAL SPONDYLOSIS WITHOUT MYELOPATHY 26 90 $132,725 $54,806 $48,752


71941 PAIN IN JOINT INVOLVING SHOULDER REGION 99 294 $115,499 $59,902 $46,998
7242 LUMBAGO 173 542 $117,619 $62,337 $44,589
7172 DERANGEMENT OF POSTERIOR HORN OF MEDIAL MENISCUS 9 10 $73,959 $49,106 $43,987
7244 THORACIC OR LUMBOSACRAL NEURITIS OR RADICULITIS UNSPECIFIED 38 219 $111,390 $38,269 $32,325
7231 CERVICALGIA 114 370 $83,052 $41,676 $30,730


71516 OSTEOARTHROSIS LOCALIZED PRIMARY INVOLVING LOWER LEG 39 121 $115,620 $37,026 $28,900
7295 PAIN IN LIMB 169 323 $83,645 $39,006 $28,801
7234 BRACHIAL NEURITIS OR RADICULITIS NOT OTHERWISE SPECIFIED 28 123 $70,331 $32,969 $28,253


71946 PAIN IN JOINT INVOLVING LOWER LEG 133 301 $92,601 $41,495 $28,053
7218 OTHER ALLIED DISORDERS OF SPINE 1 1 $41,346 $26,875 $26,875


72402 SPINAL STENOSIS OF LUMBAR REGION 20 48 $115,203 $30,732 $26,864
7241 PAIN IN THORACIC SPINE 35 82 $46,034 $30,056 $26,771
7153 OSTEOARTHROSIS LOCALIZED NOT SPECIFIED WHETHER PRIMARY OR SECONDARY 1 1 $39,025 $26,750 $26,283
7221 DISPLACEMENT OF THORACIC OR LUMBAR INTERVERTEBRAL DISC WITHOUT MYELOPATHY 1 1 $30,166 $19,608 $19,370
7177 CHONDROMALACIA OF PATELLA 15 27 $44,014 $21,705 $18,994
7350 HALLUX VALGUS (ACQUIRED) 17 41 $42,008 $20,304 $18,342


Top 25 Musculoskeletal Disorders 2009
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ABC Client


Diag Cd Diagnosis Description # Patients # Claims
Total 


Charge
Total 


Allowed Total Paid
78900 ABDOMINAL PAIN UNSPECIFIED SITE 167 351 $189,385 $98,540 $79,226
78659 OTHER CHEST PAIN 86 187 $282,629 $94,011 $79,193
78650 UNSPECIFIED CHEST PAIN 171 402 $273,672 $100,931 $76,569
7840 HEADACHE 126 291 $115,591 $65,370 $50,258
78079 OTHER MALAISE AND FATIGUE 158 281 $108,662 $43,435 $36,351


799 OTHER ILL-DEFINED AND UNKNOWN CAUSES OF MORBIDITY AND MORTALITY 10 29 $35,827 $35,827 $35,817
7865 CHEST PAIN 14 14 $62,046 $43,165 $35,694
78701 NAUSEA WITH VOMITING 24 48 $63,113 $37,563 $35,419
78909 ABDOMINAL PAIN OTHER SPECIFIED SITE 48 82 $57,030 $36,082 $29,329
78841 URINARY FREQUENCY 37 67 $46,646 $27,175 $24,792
78605 SHORTNESS OF BREATH 83 176 $83,336 $26,264 $22,129
7851 PALPITATIONS 59 138 $61,425 $33,226 $21,968
78060 FEVER, UNSPECIFIED 93 153 $33,105 $23,327 $20,055
78651 PRECORDIAL PAIN 38 59 $51,440 $25,936 $18,299
7862 COUGH 188 316 $44,550 $23,645 $17,488
79093 ELEVATED PROSTATE SPECIFIC ANTIGEN (PSA) 31 76 $47,674 $21,637 $17,109
78720 Dysphagia, unspecified 38 95 $48,213 $20,725 $15,888
78791 DIARRHEA 59 160 $40,392 $18,890 $14,151
7820 DISTURBANCE OF SKIN SENSATION 39 52 $35,564 $18,565 $14,112
78609 RESPIRATORY ABNORMALITY OTHER 72 110 $41,922 $18,187 $14,018
7802 SYNCOPE AND COLLAPSE 24 72 $49,205 $19,091 $13,728
78906 ABDOMINAL PAIN EPIGASTRIC 36 64 $37,250 $17,075 $13,340
7842 SWELLING MASS OR LUMP IN HEAD AND NECK 19 42 $43,769 $14,781 $12,821
78901 ABDOMINAL PAIN RIGHT UPPER QUADRANT 35 60 $32,743 $20,047 $12,811
78057 UNSPECIFIED SLEEP APNEA 20 58 $28,903 $13,898 $11,630


Top 25 Ill-Defined Conditions 2009
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• Outpatient Paid per member has increased 32% from 
2008.  


• Catastrophic member impact on the outpatient setting 
increased from 25% in 2008 to 29% in 2009.


• The below listed members account for over $1.8 million 
in outpatient cost in 2009.


• Without these members the outpatient cost per member 
would have been $1,061 per member per year.


Mem ID Subgroup Diagnosis Ttl Outpt Paid
634994 RWOM ENCOUNTER FOR ANTINEOPLASTIC CHEMOTHERAPY $350,128
625544 RWOM END STAGE RENAL DISEASE $192,423
630420 ACTIVE ALPHA-1-ANTITRYPSIN DEFICIENCY $160,500
635327 RWOM ENCOUNTER FOR ANTINEOPLASTIC CHEMOTHERAPY $133,998
633310 ACTIVE CHRONIC SYSTOLIC HEART FAILURE $84,608
625451 ACTIVE RADIOTHERAPY $83,134
625466 ACTIVE ENCOUNTER FOR ANTINEOPLASTIC CHEMOTHERAPY $75,768
685060 RWM RADIOTHERAPY $71,591
625490 ACTIVE OTHER DISEASES OF LUNG NOT ELSEWHERE CLASSIFIED $69,603
625599 RWOM OTHER ALLIED DISORDERS OF SPINE $56,377
625456 ACTIVE CORONARY ATHEROSCLEROSIS OF NATIVE CORONARY ARTERY $53,044
693670 ACTIVE DISORDERS OF BURSAE AND TENDONS IN SHOULDER REGION UNSPECIFIED $50,975
661646 ACTIVE URINARY FREQUENCY $48,534
677125 ACTIVE TRIGEMINAL NEURALGIA $46,208
625641 ACTIVE DISPLACEMENT OF CERVICAL INTERVERTEBRAL DISC WITHOUT MYELOPATHY $45,031
647957 ACTIVE MALIGNANT NEOPLASM OF BREAST (FEMALE) UNSPECIFIED SITE $42,420
633408 ACTIVE ACUTE MYOCARDIAL INFARCTION $40,862
625368 ACTIVE ACCIDENTAL PUNCTURE OR LACERATION DURING A PROCEDURE NOT ELSEWH $35,730
628353 ACTIVE MALIGNANT NEOPLASM OF ESOPHAGUS UNSPECIFIED SITE $30,141
706126 ACTIVE OTHER CONGENITAL ANOMALIES OF INTESTINE $28,820
623533 ACTIVE MALIGNANT NEOPLASM OF LOWER-INNER QUADRANT OF FEMALE BREAST $25,785
634397 ACTIVE CORONARY ATHEROSCLEROSIS OF NATIVE CORONARY ARTERY $24,868
625382 RWOM OBSTRUCTIVE CHRONIC BRONCHITIS WITH (ACUTE) EXACERBATION $20,921
633750 RWOM MALIGNANT NEOPLASM OF OVARY $13,070
651128 ACTIVE NAUSEA WITH VOMITING $12,711
633210 RWOM INTERVERTEBRAL DISC DISORDER WITH MYELOPATHY LUMBAR REGION $9,713
650968 RWOM CHRONIC LYMPHOID LEUKEMIA, WITHOUT MENTION OF HAVING ACHIEVED REM $2,198
625293 ACTIVE GENERALIZED CONVULSIVE EPILEPSY WITH INTRACTABLE EPILEPSY $2,023


Grand Total $1,811,183


Outpatient Paid per Catastrophic Member 2009
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The top 25 service types for 2009, represent 
85% of all outpatient cost.


2008 2009


TOS Key Type of Service Description
# of 


Patients
# of 


Claims Total Paid
# of 


Patients
# of 


Claims Total Paid
% Change in 
Pd Dollars


HS Hospital Ancillary 989 1,966 $1,643,571 959 1,980 $2,311,798 40.7%
RA Radiology 1,097 3,783 $786,503 1,118 4,195 $1,034,923 31.6%
SU Surgery 694 1,182 $480,596 686 1,228 $678,751 41.2%
LB Laboratory 907 2,216 $248,828 989 2,585 $326,220 31.1%
AN Anesthesia 460 783 $216,502 467 852 $236,736 9.3%
RT Radiation Therapy 7 31 $25,402 16 82 $153,875 505.8%
PT Physical Therapy 127 282 $96,294 129 294 $111,539 15.8%
ER Emergency Room 461 631 $103,992 420 573 $108,673 4.5%
PA Pathology 329 583 $78,753 288 608 $84,868 7.8%
MM Mammogram 472 978 $63,717 511 1,100 $75,956 19.2%
PF ER Professional Fee 440 613 $49,113 430 598 $55,562 13.1%
S2 Managed Sub 2-4-1 0 0 $0 1 1 $26,337 100.0%
AM Ambulance 42 69 $21,802 42 60 $19,014 -12.8%
OC Occupational Therapy 17 44 $17,485 21 59 $17,955 2.7%
CF Clinic 149 371 $22,855 137 302 $16,553 -27.6%
AS Assistant Surgery 24 27 $6,098 35 37 $16,292 167.2%
CR Cardiac Rehab 11 36 $13,122 11 65 $15,261 16.3%
PH Psychotherapy 15 59 $8,541 13 47 $11,710 37.1%
CT Chemotherapy 4 36 $8,793 10 64 $10,976 24.8%
ST Speech Therapy 9 32 $11,175 14 43 $10,426 -6.7%
HV Hospital Visit 176 366 $12,540 171 286 $10,083 -19.6%
CW Consultation 51 53 $4,830 71 85 $6,487 34.3%
OV Office Visit 68 115 $1,679 127 245 $4,912 192.6%
RP Pap Smear 55 55 $2,573 67 76 $3,421 32.9%
ME Medical Equipment 0 0 $0 3 3 $3,315 100.0%


Top 25 Total 14,311 $3,924,764 15,468 $5,351,641 36.4%
Grand Total 14,554 $3,929,986 15,943 $5,359,630 36.4%


Top 25 Outpatient Hospital Type of Service Comparison
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Hospital Ancillary 2008 2009


Proc Cd Procedure Description
# 


Patients # of Claims Total Paid
# 


Patients # of Claims Total Paid
% Paid 


Variance
636 DRUGS REQUIRING DETAILED CODING 385 623 $280,673 423 729 $589,649 110%
360 OPERATING ROOM SERVICES - GENERAL CLASSIFICATION 227 309 $372,860 252 349 $427,889 15%
490 AMBULATORY SURGICAL CARE - GENERAL CLASSIFICATION 145 192 $206,789 125 170 $369,853 79%
750 GASTRO-INTESTINAL SERVICES - GENERAL CLASSIFICATION 146 162 $121,314 141 190 $136,821 13%
278 OTHER IMPLANTS 79 95 $51,422 91 103 $127,389 148%
270 MEDICAL - SURGICAL SUPPLIES & DEVICES - GENERAL CLASSIFICATION 404 636 $123,267 447 691 $119,221 -3%
710 RECOVERY ROOM - GENERAL CLASSIFICATION 239 298 $83,331 268 344 $92,708 11%
272 STERILE SUPPLIES 265 356 $72,400 267 411 $84,211 16%
275 PACE MAKER 2 4 $43,095 4 4 $72,825 69%
250 PHARMACY - GENERAL CLASSIFICATION 524 854 $79,221 515 839 $63,524 -20%
920 OTHER DIAGNOSTIC SERVICES - GENERAL 24 41 $16,802 38 54 $31,959 90%
762 OBSERVATION ROOM 62 84 $28,628 69 83 $27,469 -4%
761 TREATMENT ROOM 16 43 $4,690 36 99 $20,571 339%
949 OTHER THERAPEUTIC SERVS 7 27 $10,552 11 34 $19,120 81%
258 PHARMACY - IV SOLUTIONS 258 357 $17,938 230 328 $18,555 3%


Radiology 2008 2009


Proc Cd Procedure Description
# 


Patients # of Claims Total Paid
# 


Patients # of Claims Total Paid
% Paid 


Variance
352 CT SCAN - BODY SCAN 132 168 $142,615 106 125 $145,865 2%
350 GENERAL- CT SCAN 74 100 $79,076 98 132 $134,649 70%
320 RADIOLOGY - DIAGNOSTIC - GENERAL CLASSIFICATION 427 644 $74,817 449 702 $103,319 38%
610 MAGNETIC RESONANCE IMAGING, GENERAL 69 80 $60,216 69 74 $74,868 24%
612 MAGNETIC RESONANCE IMAGING, SPINAL CORD (INCLUDING SPINE) 40 47 $37,760 52 58 $56,781 50%
402 ULTRASOUND 173 242 $48,415 212 255 $53,759 11%
341 NUCLEAR MEDICINE - DIAGNOSTIC 56 59 $36,459 61 65 $46,384 27%
351 HEAD SCAN 68 73 $24,614 70 82 $43,653 77%
611 MAGNETIC RESONANCE IMAGING, BRAIN 31 41 $29,548 34 45 $41,142 39%
342 NUCLEAR MEDICINE - THERAPEUTIC 0 0 $0 6 6 $33,576 N/A
740 ELECTROENCEPHALOGRAM-GENERAL 24 27 $23,325 27 35 $32,263 38%
730 EKG/ECG - GENERAL CLASSIFICATION 239 292 $20,087 255 318 $22,714 13%
324 CHEST X-RAY 186 246 $15,867 201 268 $22,712 43%
483 ECHOCARDIOLOGY 18 19 $13,168 25 28 $22,344 70%
404 POSITRON EMMISSION TOMOGRAPHY 10 12 $20,381 12 17 $20,200 -1%


Surgery 2008 2009


Proc Cd Procedure Description
# 


Patients # of Claims Total Paid
# 


Patients # of Claims Total Paid
% Paid 


Variance
481 CARDIAC CATHETERIZATION 15 15 $56,472 31 34 $117,578 108%


45378 COLONOSCOPY FLEXIBLE PROXIMAL TO SPLENIC FLEXURE DIAGNOSTIC W/WO COLL 102 124 $48,202 74 93 $38,361 -20%
66984 EXTRACAPSULAR CATARACT REMOVAL WITH INSERTION OF INTRAOCULAR LENS PR 44 99 $16,710 37 74 $31,760 90%
45385 COLONOSCOPY FLEXIBLE PROXIMAL TO SPLENIC FLEXURE WITH REMOVAL OF TUMO 52 72 $25,105 48 69 $24,178 -4%
45380 COLONOSCOPY FLEXIBLE PROXIMAL TO SPLENIC FLEXURE WITH BIOPSY SINGLE OR 41 53 $18,488 54 73 $23,376 26%
29881 ARTHROSCOPY KNEE SURGICAL WITH MENISCECTOMY (MEDIAL OR LATERAL INCLUD 18 20 $9,240 21 29 $16,464 78%
47562 LAPAROSCOPY SURGICAL CHOLECYSTECTOMY 8 8 $6,116 17 19 $15,439 152%
43239 UPPER GASTROINTESTINAL ENDOSCOPY INCLUDING ESOPHAGUS STOMACH & EITHE 68 84 $17,227 61 83 $15,017 -13%
29827 ARTHROSCOPY SHOULDER SURGICAL WITH ROTATOR CUFF REPAIR 2 2 $2,708 6 6 $11,245 315%
29826 ARTHROSCOPY SHOULDER SURGICAL DECOMPRESSION OF SUBACROMIAL SPACE W 12 13 $8,596 13 16 $10,842 26%
19357 BREAST RECONSTRUCTION IMMEDIATE OR DELAYED WITH TISSUE EXPANDER INCLU 0 0 $0 1 1 $10,052 N/A
22554 ARTHRODESIS ANTERIOR INTERBODY TECHNIQUE INCLUDING MINIMAL DISCECTOMY 0 0 $0 3 3 $8,829 N/A
28293 CORRECTION HALLUX VALGUS (BUNION) W/WO SESAMOIDECTOMY RESECTION OF J 2 2 $1,976 3 5 $7,175 263%
61798 STEREOTACTIC RADIOSURGERY (PARTICLE BEAM GAMMA RAY OR LINEAR ACCELER 0 0 $0 2 2 $6,948 N/A
20816 REPLANTATION DIGIT EXCLUDING THUMB (INCLUDES METACARPOPHALANGEAL JOIN 0 0 $0 1 1 $6,824 N/A


Top 3 Outpatient Type of Service Breakdown 2009
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In-Network Discount Summary 2009
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Inpatient Facility 48% Physician 40%
Outpatient Facility 39% Other 35%


Average Discount Percentage
2009
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Inpatient Facility 43% Physician 42%
Outpatient Facility 39% Other 33%
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Inpatient Facility 55% Physician 38%
Outpatient Facility 43% Other 24%


Inpatient Facility 49% Physician 41%
Outpatient Facility 38% Other 35%


Inpatient Facility 40% Physician 34%
Outpatient Facility 42% Other 35%


PPO 1


PPO 2


PPO 3


In-Network Discount Summary by PPO 2009







20


ABC Client


$9,130,440
91%


$876,944
9%


Paid In-Network Paid Out-of-Network


9% of Paid dollars went to Out-of-Network 
providers in 2009, compared to 8% in 2008.


2009


$9,491,754
92%


$825,370
8%


Paid In-Network Paid Out-of-Network


2008


In vs. Out of Network Paid Dollars
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$7,780,970 
86%


$1,283,561 
14%


Paid by ABC Paid by Employee


$754,284 
66%


$387,533 
34%


Paid by ABC Paid by Employee


$2,482,450 
92%


$218,958 
8%


Paid by ABC Paid by Employee


Paid by Employee consists of employee 
co-insurance, co-pays and deductibles


$11,017,704 
85%


$1,890,052 
15%


Paid by ABC Paid by Employee


Active


Combined 2009


RWOM RWM


$10,317,124 
85%


$1,871,771 
15%


Paid by MDC Paid by Employee


Combined 2008


Employee Cost Sharing 2009







22


Mammogram Compliance


Mammogram compliance rate is calculated on eligible female members as of the end of the measurement  year who 
were between the ages of 40-69 that received a mammogram during the measurement period.


Jan - Dec 2009
# of Eligible Members 


With Mammogram
%  of Total Eligible 


Members


Patient 
Relationship


Age 
Range


# of 
Eligible 


Members
Jan - Dec 09 Jan - Dec 09


Employee 40 - 44 31 10 32%
Employee 45 - 49 56 29 52% Total Eligible 342
Employee 50 - 54 51 22 43% Total Compliant 146
Employee 55 - 59 61 27 44% Overall Compliance 43%
Employee 60 - 64 32 21 66%
Employee 65+ 111 37 33%
Dependent 40 - 44 92 30 33%
Dependent 45 - 49 117 36 31% Total Eligible 697
Dependent 50 - 54 131 52 40% Total Compliant 285
Dependent 55 - 59 120 53 44% Overall Compliance 41%
Dependent 60 - 64 95 42 44%
Dependent 65+ 142 72 51%


2009 Compliance


Employees


Dependents


32%
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HSB BOB 
Compliance – 32%


Employee Versus Dependent
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Does Screening With a Pap Smear Affect the Mortality 
From Cervical Cancer?


An estimated 11,150 cases of invasive cervical cancer are 
expected to be diagnosed in 2007. Incidence rates have 
decreased steadily over the past several decades in both 
white and African American women. As Pap screening has 
become more common, pre-invasive lesions of the cervix 
are detected far more frequently than invasive cancer.


An estimated 3,670 deaths from cervical cancer are 
expected in 2007. Mortality rates have declined steadily 
over the past several decades due to prevention and early 
detection by screening


SURVIVAL: Relative survival for women with pre- 
invasive lesions is nearly 100%. Relative 1-year and 5-year 
survival for cervical cancer patients is 88% and 73%, 
respectively.  When detected at an early stage, invasive 
cervical cancer is one of the most successfully treated 
cancers with a 5-year survival rate of 92% for localized 
cancers. Whites are more likely than African Americans to 
have their cancers diagnosed at this early stage.  


** The majority of invasive cancers occur now in women 
who have not been screened at all, rather than in those 
screened too infrequently.**


Cervical Cancer Screening Compliance Testing For Women 18 and older nationwide are reported as1:
1 or More Screenings in 3 Years:  82.3%


1http://www.cancer.org   Site: American Cancer Society Cancer Facts&Figures_2007


Overall Compliance is 51%


Employees = 61%


Dependents = 48%


Pap Smear Compliance


Patient 
Relationship Age Range


# of Eligible 
Members


Pap 
Compliant


%  
Compliant


Employee 20 - 24 0 0 0%
Employee 25 - 29 18 15 83%
Employee 30 - 34 25 17 68%
Employee 35 - 39 34 18 53%
Employee 40 - 44 31 23 74%
Employee 45 - 49 56 31 55%
Employee 50 - 54 51 35 69%
Employee 55 - 59 61 35 57%
Employee 60 - 64 32 13 41%
Employee Total 308 187 61%
Dependent 20 - 24 65 33 51%
Dependent 25 - 29 47 24 51%
Dependent 30 - 34 85 48 56%
Dependent 35 - 39 99 45 45%
Dependent 40 - 44 92 45 49%
Dependent 45 - 49 117 54 46%
Dependent 50 - 54 131 58 44%
Dependent 55 - 59 120 64 53%
Dependent 60 - 64 95 39 41%
Dependent Total 851 410 48%


HSB BOB 
Compliance – 34%


Employee vs. Dependant 



http://www.cancer.org/docroot/STT/content/STT_1x_Cancer_Prevention__Early_Detection_Facts__Figures_2007.asp
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On the basis of available scientific data and judgment, the following
recommendations for annual screening asymptomatic males:
• A PSA (prostate-specific antigen) blood test, and digital rectal examination for 


men at average risk, beginning at age 50.
• Individuals at high risk (African American or men with strong family history) 


should begin screening at age 45.


1http://www.cancer.org_Cancer_Prevention__Early_Detection_Facts__Figures_2007


Patient 
Relationship Age Range


# of 
Eligible 


Members
PSA & DRE 
Compliant


% 
Compliant


Employee 50 - 54 187 65 35%
Employee 55 - 59 197 73 37%
Employee 60 - 64 135 55 41%
Employee 65 + 258 56 22%
Employee Total 777 249 32%
Dependent 50 - 54 12 5 42%
Dependent 55 - 59 28 13 46%
Dependent 60 - 64 22 9 41%
Dependent 65 + 19 9 47%
Dependent Total 81 36 44%


Overall Compliance is 33%


Employees = 32%


Dependents = 44%


Prostate Screening


HSB BOB 
Compliance – 22%


Employee vs. Dependant 
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Chronic Illness Compliance - 2009


% Members receiving minimum care Above members are eligible as of December 2009.


52%


American Heart Assoc. 
recommends at least one 


Cholesterol check annually.


American Lung Assoc. 
recommends at least 
two Physician visits 


annually.


American Lung 
Assoc. recommends 


at least one 
Physician visit 


annually.


Recommended 
at least two 
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96% 84%
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• Semiannual visit
The American Diabetes Association recommends at least semiannual visits to monitor metabolic control and review 
laboratory results.  Patients who require adjustment of their medical regimen will require more frequent follow-ups.


• Semiannual glycohemoglobin determination
Glycohemoglobin determination is a method for assessing long term glycemic control in patients and is recommended 
at least semiannually by the American Diabetes Association


• Annual urinalysis or microalbuminuria test
Diabetes is associated with multiple renal complications, the most serious being renal insufficiency (diabetic 
nephropathy).  One of the earliest manifestations of diabetic nephropathy is microalbuminuria.  The American Diabetes 
Association recommends a urinalysis annually for all patients with diabetes mellitus.  Patients with long standing 
diabetes may benefit from a 24-hour urine albumin determination.


• Annual ophthalmologic evaluation
Diabetic ocular complications are the leading cause of blindness among adults 20 to 74 years of age.  Early detection 
and treatment of proliferative retinopaty can prevent or delay progressive vision loss.  Yearly dilated ophthalmologic 
examination by an experienced physician (usually an ophthalmologist) is a proven screening strategy recommended by 
the American Diabetes Association, American College of Physicians, and the American Academy of Ophthalmology.


• Annual lipid profile
One of the complications of diabetes is an increased risk for cardiovascular disease.  If a person has diabetes and has 
an elevated cholesterol, the American Diabetes Association recommends a lipid profile every year. 


Diabetes Compliance Requirements


Semiannual blood glucose monitoring:  almost all patients will monitor blood glucose at home.  Periodic laboratory testing serves to verify the accuracy 
of the home glucose meter and, in some patients, correlates with metabolic control.  This type of test is recommended, but not required for compliance.
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Member Compliance
Total # Applicable Members Members Receiving Minimum # Preventative Svcs


Diabetes Compliance 2009


• 264 Diabetic Members (only eligible members included)


• 13 (5%) received all 7 services.


• 38 (14%) received all services other than ophthalmologic exam.


% Members receiving minimum services % Nat’l Avg. – CDC: Diabetes Statistics


88% 39% 25% 35%


33%


90%
55%


72%
35%
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Observations


•2009 Gross medical cost per employee increased 5.6% from 2008.  However, it was 
still more than 4% below the HSB book of business index.


•Catastrophic cases per 1,000 have increased 35% from 2008 but are still 21% below 
the HSB book of business average.  The catastrophic members accounted for 28% of 
all medical claims dollars in 2009.


•Inpatient admits and days per 1,000 were down 5% and up less than 1% respectively 
from 2008.  The cost per admit continues to be well be low the HSB average.


•Outpatient paid per member was up 16% from 2008.  The cost was being driven by 
an increase in outpatient expenditures for catastrophic members as well as an 
increase in outpatient surgical procedures and high cost radiology exams. 


Action Items:
•Annual cancer screening (Mammogram, Pap Smear and PSA exams) compliance 
rates were all above the HSB book of business average.  However, there is still room 
to improve through further member education and referrals.  The same actions need 
to be taken with high cholesterol and diabetic patients.
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ACORD
TM CERTIFICATE OF LIABILITY INSURANCE DATE (MM/DD/YYYY)


PRODUCER


INSURED


THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD INDICATED. NOTWITHSTANDING
ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS CERTIFICATE MAY BE ISSUED OR
MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS, EXCLUSIONS AND CONDITIONS OF SUCH
POLICIES. AGGREGATE LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.


THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION
ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE
HOLDER. THIS CERTIFICATE DOES NOT AMEND, EXTEND OR
ALTER THE COVERAGE AFFORDED BY THE POLICIES BELOW.


COVERAGES


SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE THE


EXPIRATION DATE THEREOF, THE ISSUING INSURER WILL ENDEAVOR TO MAIL


_______ DAYS WRITTEN NOTICE TO THE CERTIFICATE HOLDER NAMED TO THE LEFT,


BUT FAILURE TO MAIL SUCH NOTICE SHALL IMPOSE NO OBLIGATION OR LIABILITY


OF ANY KIND UPON THE INSURER, ITS AGENTS OR REPRESENTATIVES.


INSR
LTR


ADD'L
INSRD TYPE OF INSURANCE POLICY NUMBER POLICY EFFECTIVE


DATE (MM/DD/YY)
POLICY EXPIRATION


DATE (MM/DD/YY) LIMITS


GENERAL LIABILITY


AUTOMOBILE LIABILITY


GARAGE LIABILITY


EXCESS/UMBRELLA LIABILITY


WORKERS COMPENSATION AND
EMPLOYERS' LIABILITY


OTHER


DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES / EXCLUSIONS ADDED BY ENDORSEMENT / SPECIAL PROVISIONS


AUTHORIZED REPRESENTATIVE


INSURER A:


INSURER B:


INSURER C:


INSURER D:


INSURER E:


EACH OCCURRENCE $


DAMAGE TO RENTED
PREMISES (Ea occurence)


COMMERCIAL GENERAL LIABILITY $


CLAIMS MADE OCCUR MED EXP (Any one person) $


PERSONAL & ADV INJURY $


GENERAL AGGREGATE $


GEN'L AGGREGATE LIMIT APPLIES PER: PRODUCTS - COMP/OP AGG $
PRO-POLICY LOCJECT


COMBINED SINGLE LIMIT $(Ea accident)ANY AUTO


ALL OWNED AUTOS BODILY INJURY $(Per person)SCHEDULED AUTOS


HIRED AUTOS BODILY INJURY $(Per accident)NON-OWNED AUTOS


PROPERTY DAMAGE $(Per accident)


AUTO ONLY - EA ACCIDENT $


ANY AUTO EA ACC $OTHER THAN
AUTO ONLY: AGG $


EACH OCCURRENCE $


OCCUR CLAIMS MADE AGGREGATE $


$


DEDUCTIBLE $


RETENTION $ $
WC STATU-


TORY LIMITS
OTH-
ER


E.L. EACH ACCIDENT $


E.L. DISEASE - EA EMPLOYEE $
ANY PROPRIETOR/PARTNER/EXECUTIVE
OFFICER/MEMBER EXCLUDED?
If yes, describe under
SPECIAL PROVISIONS below E.L. DISEASE - POLICY LIMIT $


INSURERS AFFORDING COVERAGE NAIC #


CERTIFICATE HOLDER CANCELLATION


ACORD 25 (2001/08) ©ACORD CORPORATION 1988


FAX
07/06/2010


(901)312-5300 (901)853-9943
Harris Madden Powell, Inc.
1770 Kirby Parkway
Suite 320
Memphis, TN 38138


Healthscope Benefits, Inc
27 Corporate Hill Drive
Little Rock, AR 72205


Hartford                         19682
National Union Fire Ins Co


A


X
 X


 
 


X   


20UUNHH6843 07/01/2010 07/01/2011 1,000,000
300,000
10,000


1,000,000
2,000,000
2,000,000


A


X
 
 
 
 
 
 


20UUNHH6843 07/01/2010 07/01/2011


1,000,000


 
 


A
X  


 
X 10,000


20RHUHH6366 07/01/2010 07/01/2011 6,000,000
6,000,000


A


20WEZQ8185 07/01/2010 07/01/2011 X  


1,000,000
1,000,000
1,000,000


B
Financial Institution
Bond


014547122 12/31/2009 12/31/2010 $ 5,000,000 per Single Loss
$ 50,000 Dedcutible per Loss


HealthSCOPE Benefits, Inc.
PROOF OF INSURANCE
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ACORD
TM CERTIFICATE OF LIABILITY INSURANCE DATE (MM/DD/YYYY)


PRODUCER


INSURED


THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD INDICATED. NOTWITHSTANDING
ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS CERTIFICATE MAY BE ISSUED OR
MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS, EXCLUSIONS AND CONDITIONS OF SUCH
POLICIES. AGGREGATE LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.


THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION
ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE
HOLDER. THIS CERTIFICATE DOES NOT AMEND, EXTEND OR
ALTER THE COVERAGE AFFORDED BY THE POLICIES BELOW.


COVERAGES


SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE THE


EXPIRATION DATE THEREOF, THE ISSUING INSURER WILL ENDEAVOR TO MAIL


_______ DAYS WRITTEN NOTICE TO THE CERTIFICATE HOLDER NAMED TO THE LEFT,


BUT FAILURE TO MAIL SUCH NOTICE SHALL IMPOSE NO OBLIGATION OR LIABILITY


OF ANY KIND UPON THE INSURER, ITS AGENTS OR REPRESENTATIVES.


INSR
LTR


ADD'L
INSRD TYPE OF INSURANCE POLICY NUMBER POLICY EFFECTIVE


DATE (MM/DD/YY)
POLICY EXPIRATION


DATE (MM/DD/YY) LIMITS


GENERAL LIABILITY


AUTOMOBILE LIABILITY


GARAGE LIABILITY


EXCESS/UMBRELLA LIABILITY


WORKERS COMPENSATION AND
EMPLOYERS' LIABILITY


OTHER


DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES / EXCLUSIONS ADDED BY ENDORSEMENT / SPECIAL PROVISIONS


AUTHORIZED REPRESENTATIVE


INSURER A:


INSURER B:


INSURER C:


INSURER D:


INSURER E:


EACH OCCURRENCE $


DAMAGE TO RENTED
PREMISES (Ea occurence)


COMMERCIAL GENERAL LIABILITY $


CLAIMS MADE OCCUR MED EXP (Any one person) $


PERSONAL & ADV INJURY $


GENERAL AGGREGATE $


GEN'L AGGREGATE LIMIT APPLIES PER: PRODUCTS - COMP/OP AGG $
PRO-POLICY LOCJECT


COMBINED SINGLE LIMIT $(Ea accident)ANY AUTO


ALL OWNED AUTOS BODILY INJURY $(Per person)SCHEDULED AUTOS


HIRED AUTOS BODILY INJURY $(Per accident)NON-OWNED AUTOS


PROPERTY DAMAGE $(Per accident)


AUTO ONLY - EA ACCIDENT $


ANY AUTO EA ACC $OTHER THAN
AUTO ONLY: AGG $


EACH OCCURRENCE $


OCCUR CLAIMS MADE AGGREGATE $


$


DEDUCTIBLE $


RETENTION $ $
WC STATU-


TORY LIMITS
OTH-
ER


E.L. EACH ACCIDENT $


E.L. DISEASE - EA EMPLOYEE $
ANY PROPRIETOR/PARTNER/EXECUTIVE
OFFICER/MEMBER EXCLUDED?
If yes, describe under
SPECIAL PROVISIONS below E.L. DISEASE - POLICY LIMIT $


INSURERS AFFORDING COVERAGE NAIC #


CERTIFICATE HOLDER CANCELLATION


ACORD 25 (2001/08) ©ACORD CORPORATION 1988


FAX
07/06/2010


(901)312-5300 (901)853-9943
Harris Madden Powell, Inc.
1770 Kirby Parkway
Suite 320
Memphis, TN 38138


Healthscope Benefits, Inc
27 Corporate Hill Drive
Little Rock, AR 72205


Hartford                         19682
Darwin National Insurance Co


A


X
 X


 
 


X   


20UUNHH6843 07/01/2010 07/01/2011 1,000,000
300,000
10,000


1,000,000
2,000,000
2,000,000


A


X
 
 
 
 
 
 


20UUNHH6843 07/01/2010 07/01/2011


1,000,000


 
 


A
X  


 
X 10,000


20RHUHH6366 07/01/2010 07/01/2011 6,000,000
6,000,000


A


20WEZQ8185 07/01/2010 07/01/2011 X  


1,000,000
1,000,000
1,000,000


B
Managed Care
Professional Liability


03035139 12/31/2009 12/31/2010 $ 1,000,000 per Claim
$ 3,000,000 Aggregate
$ 25,000 Retention


HealthSCOPE Benefits, Inc.
PROOF OF INSURANCE
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ACORD
TM CERTIFICATE OF LIABILITY INSURANCE DATE (MM/DD/YYYY)


PRODUCER


INSURED


THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD INDICATED. NOTWITHSTANDING
ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS CERTIFICATE MAY BE ISSUED OR
MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS, EXCLUSIONS AND CONDITIONS OF SUCH
POLICIES. AGGREGATE LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.


THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION
ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE
HOLDER. THIS CERTIFICATE DOES NOT AMEND, EXTEND OR
ALTER THE COVERAGE AFFORDED BY THE POLICIES BELOW.


COVERAGES


SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE THE


EXPIRATION DATE THEREOF, THE ISSUING INSURER WILL ENDEAVOR TO MAIL


_______ DAYS WRITTEN NOTICE TO THE CERTIFICATE HOLDER NAMED TO THE LEFT,


BUT FAILURE TO MAIL SUCH NOTICE SHALL IMPOSE NO OBLIGATION OR LIABILITY


OF ANY KIND UPON THE INSURER, ITS AGENTS OR REPRESENTATIVES.


INSR
LTR


ADD'L
INSRD TYPE OF INSURANCE POLICY NUMBER POLICY EFFECTIVE


DATE (MM/DD/YY)
POLICY EXPIRATION


DATE (MM/DD/YY) LIMITS


GENERAL LIABILITY


AUTOMOBILE LIABILITY


GARAGE LIABILITY


EXCESS/UMBRELLA LIABILITY


WORKERS COMPENSATION AND
EMPLOYERS' LIABILITY


OTHER


DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES / EXCLUSIONS ADDED BY ENDORSEMENT / SPECIAL PROVISIONS


AUTHORIZED REPRESENTATIVE


INSURER A:


INSURER B:


INSURER C:


INSURER D:


INSURER E:


EACH OCCURRENCE $


DAMAGE TO RENTED
PREMISES (Ea occurence)


COMMERCIAL GENERAL LIABILITY $


CLAIMS MADE OCCUR MED EXP (Any one person) $


PERSONAL & ADV INJURY $


GENERAL AGGREGATE $


GEN'L AGGREGATE LIMIT APPLIES PER: PRODUCTS - COMP/OP AGG $
PRO-POLICY LOCJECT


COMBINED SINGLE LIMIT $(Ea accident)ANY AUTO


ALL OWNED AUTOS BODILY INJURY $(Per person)SCHEDULED AUTOS


HIRED AUTOS BODILY INJURY $(Per accident)NON-OWNED AUTOS


PROPERTY DAMAGE $(Per accident)


AUTO ONLY - EA ACCIDENT $


ANY AUTO EA ACC $OTHER THAN
AUTO ONLY: AGG $


EACH OCCURRENCE $


OCCUR CLAIMS MADE AGGREGATE $


$


DEDUCTIBLE $


RETENTION $ $
WC STATU-


TORY LIMITS
OTH-
ER


E.L. EACH ACCIDENT $


E.L. DISEASE - EA EMPLOYEE $
ANY PROPRIETOR/PARTNER/EXECUTIVE
OFFICER/MEMBER EXCLUDED?
If yes, describe under
SPECIAL PROVISIONS below E.L. DISEASE - POLICY LIMIT $


INSURERS AFFORDING COVERAGE NAIC #


CERTIFICATE HOLDER CANCELLATION


ACORD 25 (2001/08) ©ACORD CORPORATION 1988


FAX
07/06/2010


(901)312-5300 (901)853-9943
Harris Madden Powell, Inc.
1770 Kirby Parkway
Suite 320
Memphis, TN 38138


Healthscope Benefits, Inc
27 Corporate Hill Drive
Little Rock, AR 72205


Hartford                         19682


A


X
 X


 
 


X   


20UUNHH6843 07/01/2010 07/01/2011 1,000,000
300,000
10,000


1,000,000
2,000,000
2,000,000


A


X
 
 
 
 
 
 


20UUNHH6843 07/01/2010 07/01/2011


1,000,000


 
 


A
X  


 
X 10,000


20RHUHH6366 07/01/2010 07/01/2011 6,000,000
6,000,000


A


20WEZQ8185 07/01/2010 07/01/2011 X  


1,000,000
1,000,000
1,000,000


A
Blanket Business
Personal Property


20UUNHH6843 07/01/2010 07/01/2011 $ 3,887,500 Blanket Limit
Special Form Including Theft


$ 5,000 Deductible


HealthSCOPE Benefits, Inc.
PROOF OF COVERAGE
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Vendor Name:  HealthSCOPE Benefits

		

		

		

		Year 1

		Year 2

		Year 3

		Year 4

		Year 5

		Year 6



		Type of Fee

		Amount

		Basis (i.e. PPPM*, percent of recovery, per claim, per month, upon completion, other)

		July 1, 2011 - June 30, 2012

		July 1, 2012 - June 30, 2013

		July 1, 2013 - June 30, 2014

		July 1, 2014 - June 30, 2015

		July 1, 2015 - June 30, 2016

		July 1, 2016 - June 30, 2017



		Medical Claims Administration 

		 $14.50

		 PPPM

		 $14.50

		 $14.50

		 $14.50

		 $15.00

		 $15.25

		 $15.50



		Dental Claims Administration

		 Included

		 PPPM

		 Included

		 Included

		 Included

		 Included

		 Included

		 Included



		Vision Claims Administration

		 Included

		 PPPM

		 Included

		 Included

		 Included

		 Included

		 Included

		 Included



		Subrogation 

HSB – 12%/LNL – 13%

		 25% of Recovery

		 % of Recovery

		 25% of Recovery

		 25% of Recovery

		 25% of Recovery

		 25% of Recovery

		 25% of Recovery

		 25% of Recovery



		Overpayment

		 30% of Recovery

		 % of Recovery

		 30% of Recovery

		 30% of Recovery

		 30% of Recovery

		 30% of Recovery

		 30% of Recovery

		 30% of Recovery



		Administrative Fees

		 Included

		 

		 Included

		 Included

		 Included

		 Included

		 Included

		 Included



		Implementation Fees

		 Waived

		 

		 Waived

		 Waived

		 Waived

		 Waived

		 Waived

		 Waived



		Web Access

		 Included

		 

		 Included

		 Included

		 Included

		 Included

		 Included

		 Included



		PBM Integration (HSA Deductible)

		 Included

		 

		 Included

		 Included

		 Included

		 Included

		 Included

		 Included



		Other: 

		

		 

		

		

		

		

		

		



		Medical Reviews (Nurse)

		$85/Review

		 Per Review

		$85/Review

		$85/Review

		$85/Review

		$85/Review

		$85/Review

		$85/Review



		Medical Reviews (IRO) 

		At Cost

		 

		At Cost

		At Cost

		At Cost

		At Cost

		At Cost

		At Cost



		EDGE, Out-of Network Claims Management, Direct Negotiation and Enhanced Recoveries 

		25% of Savings

		 % of Savings

		25% of Savings

		25% of Savings

		25% of Savings

		25% of Savings

		25% of Savings

		25% of Savings



		Credit Balance Recovery/Medical Bill Review/Audit

		30% of Savings

		 % of Savings

		30% of Savings

		30% of Savings

		30% of Savings

		30% of Savings

		30% of Savings

		30% of Savings



		HSA/HRA (If Benefit Enacted)

		$2.50

		Per Participant in the plan per month

		$2.50

		$2.50

		$2.50

		$2.60

		$2.70

		$2.80





This pricing is based on the benefits as proposed for 7/1/11.  

Claims Administration Service (Medical, Dental, Vision):  Includes but is not limited to receipt/distribution of claims through mailroom, claim imaging, manual pre-logging of claim, claim adjudication, pending letter generation and mailing, high dollar claim medical review (audit), claim adjustments, check/explanation of benefits generation and issuance, call center support (customer service), correspondence support, managerial support, administrative, programming support and utilization reports requested by PEBP, PEBP’s Actuary or any other  PEBP vendor as authorized by PEBP, ad hoc out of network provider negotiations, ad hoc reporting, repricing fees for non-EDI claims, clearinghouse fees, direct deposit fees (if applicable)

* PPPM  is defined as Per Participant Per Month (primary insured [employee] or primary retiree).  Does not include covered dependents.                                                                                                                                          
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October 18, 2010 
 
 
State of Nevada, Purchasing Division 
Colleen Janes, Purchasing Officer 
515 E. Musser Street, Suite 300 
Carson City, NV 89701 
 
RE:  Request for Proposal No: 1893 
Proposal Opening Date: October 26, 2010 @ 2:00 p.m. 
 
 
To Whom It May Concern: 
 
HealthSCOPE Benefits (HSB) is very pleased to have the opportunity to submit a proposal to The 
State of Nevada for Third Party Administration Services of Medical, Dental and Vision Plans. 
HealthSCOPE Benefits is an independent TPA that focuses on our client’s needs and desires.  We 
are not owned by an insurance company, and we can make our decisions that are in the best 
interest of our clients.   
 
Since our inception, we have taken our role as the manager of our client’s benefits expenditures 
very seriously.  This means we bring to you a comprehensive portfolio of services and a team that 
will manage your plan to your financial goals.   
   
Our DataSCOPE product is a powerful information reporting system developed by HSB to help 
our clients understand and manage the factors that drive cost and quality of healthcare delivery. 
DataSCOPE compiles data from the client’s health plan into valuable reports on factors such as 
provider performance, employee health status, and disease management. DataSCOPE surpasses 
other information systems in its ability to apply advanced clinical methodologies to healthcare 
claim data.  Where other systems monitor only cost and utilization, DataSCOPE considers the 
data from a clinical perspective.  As a result, factors such as age, sex, and severity of illness are 
accounted for when evaluating plan and provider performance.  Because of this, DataSCOPE is 
an extremely accurate and effective tool for provider profiling, benefit plan evaluation and 
management, and other plan-management activities. 
 
We recognize that the savings gained through effective benefit cost management can easily be 
lost through decreased productivity caused by even mediocre customer service.  For that reason, 
our biggest investment has always been in people and technology. We do things right the first 
time; responding to inquiries accurately and quickly.  Our associates are trained extensively and 
empowered to have the knowledge to solve the client’s problems.   
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Managing health benefit plans is a challenging opportunity due to a vast array of complex service 
options that have emerged over the last several years.  For that reason, we have combined 
services provided by HSB with those offered by several "best of breed" partners to facilitate a 
"one stop shopping" experience.  We integrate with our partners so that service to the client is 
seamless, including exchanges of information, enrollment and billing.   


  
We have offered a very competitive administrative fee contract. We have worked very hard to 
ensure that our investments in technology have resulted in a corresponding control of operating 
expenses and do not increase our clients’ overall costs.  With the administrative costs truly fixed, 
we hope we can work together to help the client manage the remainder of their medical program 
costs.   


 
All TPAs are not the same.  HSB is different.  We back up our claims, guarantee results and 
maintain long-lasting relationships with our clients.  HSB's partnership with you is founded on 
three tenets.  It is our pledge to work with you to develop an attractive, affordable and customer-
friendly benefits plan for your employees.  


    
• Healthy People.  


Unlike an insurance company, we are not simply accepting risk on behalf of our 
clients.  Unlike a traditional TPA, we are not simply adjudicating and paying 
claims for the self-insured.  Rather, our company empowers clients to proactively 
monitor and manage the health of their employee populations. 


 
• Healthy Business.  


It’s well documented that a healthier workforce is a more productive workforce.  
But HealthSCOPE Benefits goes beyond the basics to help deliver a healthier 
bottom line – by assertively controlling healthcare costs through networks, 
discounts and utilization management.  Further, HealthSCOPE’s flexible, 
customized plan design means our client companies are delivering exactly the 
benefit structure they want. 
 


• Healthy Futures.  
HealthSCOPE Benefits is a partner for the long term; the real value of our 
partnership is unlocked over time.  HealthSCOPE creates sustainable benefit 
programs.  By enabling cost trend management dramatically below the industry’s 
average, HealthSCOPE helps its clients create healthier futures. 


    
This is the HSB difference and we proudly stake our reputation on it.  HSB is committed to 
providing the services required by The State of Nevada. 
 
Please find our proposal enclosed for your review and consideration.  We thank you for 
considering our organization for The State of Nevada’s need for third-party administrative 
services. 
 
Sincerely, 
 
 
Mary Catherine Person 
President 








LEVERAGE


Key Features:


DATA ANALYSIS & REPORTINGDATA ANALYSIS & REPORTING


SAMPLE REPORTS CATALOGSAMPLE REPORTS CATALOG


Integrated Charts and 
Graphing


Drill-Down to Individual 
Transaction/EOB


Benchmark Plan 
Performance


HealthSCOPE Benefits
www.healthscopebenefits.com







STATEMENT OF CONFIDENTIALITY AND NON-DISCLOSURE 
 
 


The Reader acknowledges that Benefit Informatics, Inc. has furnished this Sample Reports Catalog 
containing certain proprietary data ("Confidential Information") relating to the business affairs and 
operations of Benefit Informatics, Inc. for study and evaluation by the Reader.  


The information provided by Benefit Informatics, Inc. is confidential, therefore, the Reader agrees not to 
disclose it to others.  


It is acknowledged by Reader that information furnished in this Sample Reports Catalog is in all respects 
confidential in nature, other than information which is in the public domain through other means and that 
any disclosure or use of same, except as provided in this agreement, may cause serious harm or damage 
to Benefit Informatics, Inc., and its owners and officers.  


Therefore, the Reader agrees the information furnished will not be used for any purpose other than as 
stated above, and will not either directly or indirectly by agent, employee, or representative, disclose this 
information, either in whole or in part, to any third party; provided, however that (a) information furnished 
may be disclosed only to those directors, officers and employees of Reader and to Reader's advisors or 
their representatives who need such information for the purpose of evaluating any possible transaction (it 
being understood that those directors, officers, employees, advisors and representatives shall be 
informed by Reader of the confidential nature of such information. 


At Benefit Informatics’ request, Reader will return to Benefit Informatics, all records; reports, documents, 
and memoranda furnished and will not make or retain any copy thereof.  


Questions regarding this Sample Reports Catalog should be addressed to:  


 
Ron Houghton 
Executive Vice President 
Benefit Informatics, Inc. 
400 RiverWalk Terrace, Suite 250 
Jenks, OK 74037 
 
rhoughton@benefitinformatics.com 
Direct: (918)-491-3680 


 
 







Routine Menu ‐ Analysis and reporting routines are now 
l t d i d d t th l ft f th B


Function Icons – Icons located below the routine name 
d li k i di t i t th ti ff F11 33


Data Analysis and Reporting - Homepage


located in a drop‐down menu at the left of the screen. By 
clicking on each section, the similar routines within the 
section appear below and in the center section of the 
screen.


and link indicate various aspects the routine offers. For 
instance, if the report features trending, PBM detail or is 
downloadable to Microsoft Excel.


Routine Name and Description‐ A link to the analysis or 
reporting routine appears in the center of the screen with 
a description of the function at the right.


Quick Links – The most recent routines run by the user 
are listed under Quick Links. Below this section are the 
reference guides for analytics and planning functions. 


11
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33


44


22
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44
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Sample Report  Icon –
By rolling the cursor 
over this icon ‐
a sample of 
the report’s output 
will appear in a box 
beside the routine’s 
name/link. 







 


Data Analysis and Reporting Functions 


Standard Input Page 
 


Most Data Analysis and Reporting applications have very similar data input page layouts.  Important 
components of the data input page are: 


  







 


Data Analysis and Reporting Functions 


Report Scheduling 
 


Many Data Analysis and Reporting applications can be schedule to run automatically and the output of 
the report can be electronically distributed to clients and broker/consultants. Below is a screen capture of 
report scheduling function: 


       


      







 


Data Analysis and Reporting Functions 


1. Claim Analysis Overview  
Graphical summary of claim expenditures, network discounts and employee responsibility  


 
2. Normative Comparison Summary  


Summary-level view of enrollment, cost and utilization information  
 


3. Utilization Benchmark Summary  
Comparison of utilization patterns between plan and selected national normative values  


 
4. Shock Claim Summary  


Review high-claims members and the costs incurred  
 


5. Monthly Cost Summary  
Per-month summary of claim expenditures, network discounts and employee responsibility  


 
6. Prescription Drug Summary  


Prescription costs and dispensing information  
 


7. Dental Summary  
View service categories associated with your dental costs  


 
8. Cost Distribution Summary  


Number of members incurring 10%, 20%, 50% and 80% of the plan's claims  
 


9. Cost by Age Group  
Review which age groups are incurring costs  


 
10. Plan Experience Summary 


Eligibility and plan cost summary on a per-month basis 
 


11. Preventable Conditions  
Displays conditions that might be prevented by behavior changes, and the group's cost associated with 
those conditions  


 
12. Rank Order Analysis 


Create a summary of top Payees, Diagnoses, or Procedures sorted by services and/or amounts 
 


13. Health Service Analysis  
View frequency and cost information associated with groups of services performed for membe


 
14. Provider Cost Comparison  


Compare charges and payments for specified procedures and/or providers
 


15. Payee Analysis  
Retrieve summary and drill-down to specific claim information based on healthcare providers used by 
members of the plan  


 
16. Diagnosis Analysis  


View summary and drill-down to specific claim information based on diagnoses of conditions experienced by 
members  


 
17. Procedure Analysis  


Summary and drill-down to specific claim information based on procedures performed for members  
 


18. Prescription Analysis  
Summary information and drill-down to specific claim information related to prescription drug costs  


 
 
 







 


Data Analysis and Reporting Functions 


 
19. Payment Analysis  


Retrieve a claim payment list through a specific time period and drill-down to individual claim payment 
details  


 
20. Lag Matrix Generator  


Create a paid versus incurred lag matrix for specific time periods 
 


21. Key Utilization Indicators  
Summary-level trend analysis of employee census and benefits utilization  


 
22. Large Claim Trend Analysis  


Trend analysis of large claimants comparing two timeframes  
 


23. Medical Cost Dist (Category)  
Trend analysis of benefits utilization across major diagnostic categories  


 
24. Medical Cost Dist (Diagnosis)  


Trend analysis of benefits utilization across individual diagnoses
 


25. Shock Claim Detail  
Detailed cost and procedure information for high-claims members and the costs incurred  


 
26. Stop Loss Trigger Report  


Provide diagnosis and procedure information for select key diagnoses  
 


27. Cost Summary by Employee  
Per-employee/member breakdown of claim costs  


 
28. Employee Cost Summary 


Per-employee/member breakdown of claim costs with subtotals at the family, location, and group level 
 


29. Eligibility Analysis 
Eligibility details and claim cost with drill-down 


 
30. Eligibility By Tier 


Eligibility counts based on enrollment tier 
 


31. Eligibility Data Query 
Create ad-hoc and specialized reports detailing eligibility and information related to coverage dates. Create 
and save data filters and specify a timeframe for the report period. Filters can be saved 
 


32. Flexible Claim Data Query  
Review plan's healthcare experience database for information related to costs or utilization. Specify a time 
period along with other data filtering criteria when using the query  







Claim Analysis Overview 
 


 


A-1 Manufacturing - Group ID: DEMO3
Output Generated: 11/12/2008
Date Range: Check Date 4/1/2008 through 6/30/2008 
 
Comparisons: None 


 Total
% of 
Face 
Value


Employee % 
Employee


% of 
Face 
Value


Dependent % 
Dependent


% of 
Face 
Value


Total Number of Claims 
Processed 1,716  688   1,028   


Total Number of Services 3,631  1,529   2,102   
Total Face Value of Claims $920,338.61  $468,416.78 50.90%  $451,921.83 49.10%  
Total Network Discounts $446,201.59 48.48% $230,053.49 51.56% 49.11% $216,148.10 48.44% 47.83%
Total Employee Responsibility $60,224.93 6.54% $25,271.15 41.96% 5.40% $34,953.78 58.04% 7.73%
Total Exclusions $0.00 0.00% $0.00 N/A 0.00% $0.00 N/A 0.00%
Total Other Insurance $5,895.66 0.64% $622.50 10.56% 0.13% $5,273.16 89.44% 1.17%
Total Plan Payment $408,016.43 44.33% $212,469.64 52.07% 45.36% $195,546.79 47.93% 43.27%


This report provides an overview of claim expenditures, network discounts and employee responsibility. These costs are broken out by employee and dependent for further 
analysis.







Normative Comparison Summary 
A-1 Manufacturing - Group ID: DEMO3
Output Generated: 11/12/2008
Date Range: Check Date 7/1/2007 through 6/30/2008 
 
Comparisons: None 


Enrollments, Payments & 
Savings
Health Plan 
Enrollment 
Contracts


236


Total Health 
Plan Members 576


Members per 
Contract 2.44


Average 
Member Age 37.74


Average 
Employee 
Age


49.72


Plan Payment by Claim 
Type
Inpatient 
Facility $194,597.91


Outpatient 
Facility $391,393.79


Inpatient 
Professional $33,581.41


Outpatient 
Professional $595,807.16


Dental $154,610.56
Total Plan 
Payment $1,369,990.83


Total Charges $3,131,186.92
Total Plan 
Payment $1,369,990.83


Employee 
Responsibility $206,538.23


Other 
Insurance 
COB


$21,864.48


Overall N/W 
Savings 
Amount


$1,532,793.38


Overall N/W 
Savings 
Percent


48.95%


  


* Derived from: Employer Health Benefits 2007 Annual Survey (#7672), 
The Henry J. Kaiser Family Foundation and HRET, September 2007 
This information was reprinted with permission from the Henry J. Kaiser Family Foundation. The Kaiser Family Foundation, 
based in Menlo Park, California, is a nonprofit, private operating foundation focusing on the major health care issues facing 
the nation and is not associated with Kaiser Permanente or Kaiser Industries.


Utilization Statistics
Claim 
Type                     Statistics           Group   Norm  % 


Difference
Norm 


Category


All Medical 
Claims


Services/1000 
Members 24,142    


 Plan 
Payment/Member $2,110.04    


 Plan 
Payment/Contract $5,149.92   $8,163.45 -36.91% National, Overall*


 Plan 
Payment/Contract $5,149.92   $8,202.47 -37.22% 200 or More EEs*


 Plan 
Payment/Contract $5,149.92   $8,234.22 -37.46% Midwest Region*


 Plan 
Payment/Contract $5,149.92   $7,580.50 -32.06% Agriculture/Mining/Construction*


Inpatient 
Facility


Services/1000 
Members 1,694    


 Plan 
Payment/Member $337.84    


 Plan 
Payment/Contract $824.57    


 Admissions/1000 
Members 0   


 Average Length of 
Stay (Days) N/A   


 Days/1000 Members 0   


Outpatient 
Facility


Services/1000 
Members 6,646    


 Plan 
Payment/Member $679.50    


 Plan 
Payment/Contract $1,658.45    


Inpatient 
Professional


Services/1000 
Members 155    


 Plan 
Payment/Member $58.30    


 Plan 
Payment/Contract $142.29    


Outpatient 
Professional


Services/1000 
Members 10,458    


 Plan 
Payment/Member $1,034.39    


 Plan 
Payment/Contract $2,524.61    


 







 


Per-Network Savings


PPO Charges Exclusions Discount 
Amount


% 
Savings


ABCPPO $2,262,119.87 $0.00 $1,299,946.32 57.47%


DEFPPO $40,811.76 $0.00 $4,171.62 10.22%
Other $828,255.29 $0.00 $228,675.44 27.61%


Total $3,131,186.92 $0.00 $1,532,793.38 48.95%


In-Network Statistics
Number of Services 9748 (89.57%)
Plan Payment $871,039.22 (84.42%)
Claim Type % Services % Plan Payment


Inpatient Facility 9.24% 21.17%
Outpatient Facility 36.12% 36.33%
Inpatient Professional 0.87% 3.74%
Outpatient Professional 53.70% 38.53%


Top Five Payees by Plan Payment
Total Payments: $1,369,990.83


Payee % of Payments Payments
ASSOCIATED ASSOC 27.80% $380,923.25


ASSISTANCE INC 13.76% $188,510.38


ASSOCIATED HOSPITAL 6.15% $84,209.02


ASSISTANCE MEDICAL CENTER 3.33% $45,659.54


ENDOCR ASSOC 2.95% $40,357.46


All Other Payees 46.01% $630,331.18







 
Utilization Benchmark Summary 
 


 
 
This application displays a summary of your group's utilization versus selected benchmark values. The benchmark values were derived 
from information supplied through the United States Department of Health and Human Services, Centers for Disease Control and 
Prevention. Note that if a particular service is not available through your plan, this application will show little or no utilization for that 
service category.  


A-1 Manufacturing - Group ID: DEMO3
Output Generated: 11/12/2008
Date Range: Check Date 1/1/2008 through 6/30/2008 
 
Comparisons: None 
  


Benchmark Type Value 
For 


Group 


National 
Benchmark 


Value 


Percent
Difference


Office & ER Services
    % persons having at least one office visit, home visit or ER visit 56.4236% 38.9929% 45%
    % persons under 18 who had at least one ER visit 5.7692% 8.6762% -34%
    % persons under 6 who had at least one ER visit 20.0000% 10.8203% 85%
    % persons between 6 and 17 who had at least one ER visit 4.2553% 7.7288% -45%
    % persons between 18 and 64 who had at least one ER visit 3.8031% 8.6263% -56%
    % persons 65 and older who had at least one ER visit 4.0000% 11.8175% -66%
Dental Services
    % persons under 18 who had at least one dental visit 97.1154% 37.9956% 156%
    % persons between 18 and 64 who had at least one dental visit 55.0336% 31.6630% 74%
Mammography Services
    % women age 40 and over who received a mammogram 23.1343% 16.6542% 39%
    % women age 40 to 49 who received a mammogram 27.6596% 15.8315% 75%
    % women age 50 to 64 who received a mammogram 17.9487% 17.9008% 0%
    % women age 64 and over who received a mammogram 36.3636% 15.9063% 129%


Infectious Diseases
    % persons presenting Hepatitis cases 0.0000% 0.0017% -100%
    % persons presenting Tuberculosis cases 0.1736% 0.0024% 7,154%
    % persons presenting STD cases (Syphilis, Chlamydia, 
Gonorrhea) 0.0000% 0.2291% -100%


    % persons presenting Symptomatic HIV cases 0.0000% 0.0069% -100%


Cancers
    % persons presenting Cancer cases (All Types) 1.0417% 0.2227% 368%
    % persons presenting Lung Cancer cases 0.0000% 0.0277% -100%
    % persons presenting Colon and Rectum Cancer cases 0.0000% 0.0238% -100%
    % persons presenting Prostate Cancer cases 0.1736% 0.0794% 119%
    % persons presenting Breast Cancer cases 0.5208% 0.0603% 763%
    % persons presenting Leukemia cases 0.1736% 0.0061% 2,766%
Diabetes
    % persons having services associated with physician-
diagnosed, non-pregnancy diabetes 3.2986% 3.6400% -9%







 
Shock Claim Summary 
 


Excluded Prescription Details from PBM 
Included Prescription Payments from Adjudication System 
 
Shock Claim Threshold: $20,000.00 


A-1 Manufacturing - Group ID: DEMO3
Output Generated: 11/12/2008
Date Range: Check Date 1/1/2008 through 6/30/2008 
 
Comparisons: None 


# of members with claims above threshold: 4
Total Plan Payment in claims above threshold: $17,260.59
Total Plan Payment for claimants with claims above threshold: $97,260.59
Total Plan Payment in claims: $731,163.39







 
 


Member #
Total 
Plan 


Payment
Most Expensive 


Primary Diagnosis Total Charge Plan 
Payment Provider


 1  $26,124.77  558 - OTHER NONINFECTIVE 
GASTROENTERITIS AND COLITIS  $24,504.78  $11,923.53 


 ASSISTANCE 
MEDICAL 
CENTER 


 555 - REGIONAL ENTERITIS  $4,603.57  $3,848.08  ASSOCIATED 
ASSOC 


 558 - OTHER NONINFECTIVE 
GASTROENTERITIS AND COLITIS  $4,489.75  $3,421.00  PARTNERS 


SPECIALIST 


 2  $25,912.63  72210 - LUMBAR DISC DISPLACEMENT  $11,823.22  $10,050.59 
 ASSOCIATED 
MEDICAL 
CENTER 


 722 - INTERVERTEBRAL DISC DISORDERS  $10,886.00  $9,047.28  ASSOCIATED 
ASSOC 


 72210 - LUMBAR DISC DISPLACEMENT  $5,988.16  $2,246.74  ASSOCIATED 
ASSOC 


 3  $23,173.19  72764 - RUPT FLEXOR TENDON HAND  $9,428.40  $4,947.78  ASSOCIATED 
ASSOC 


 78909 - ABDMNAL PAIN OTH SPCF ST  $7,221.00  $4,838.03 
 ASSOCIATED 
MEDICAL 
CENTER 


 75310 - CYSTIC KIDNEY DISEAS NOS  $5,928.50  $3,972.08  ASSOCIATED 
ASSOC 


 4  $22,050.00  7260 - ADHESIVE CAPSULIT SHLDER  $20,093.00  $18,065.00  ASSOCIATED 
ASSOC 


 727 - OTHER DISORDERS OF SYNOVIUM, 
TENDON, AND BURSA  $6,993.00  $2,596.00  ASSOCIATED 


BONE & JOINT 
 726 - PERIPHERAL ENTHESOPATHIES AND 
ALLIED SYNDROMES  $1,116.00  $718.00  ASSOCIATED 


BONE & JOINT 


 
This report lists those claimants whose total paid claims during the period specified were greater than or equal to 
the amount shown. Entries are shown in descending order of total dollars paid. Amounts shown may not reflect 
adjustments or reversals made outside the specified time period shown on this report.







 







Prescription Drug Summary 
 


 
 


 
 


 
 
* Discount % equals Discount Amount divided by Total Charges 
** Prescriptions labeled as Unclassifiable include drugs whose dispensing details were not available from the provider. These 
often include drugs administered in a clinical setting. 
 
This report answers the following questions: 
(1) What percent off of Total Charges are pharmacy networks saving my health benefit plan? 
(2) What is the distribution of generic and brand name prescriptions (both by number and cost) in my benefit plan? 
(3) How often are employees getting a brand name prescription when a generic is available? 
(4) How often are employees getting a brand name prescription due to it being prescribed "dispense as written"?  


A-1 Manufacturing - Group ID: DEMO3
Output Generated: 11/12/2008
Date Range: Check Date 1/1/2008 through 6/30/2008 
 
Comparisons: None 


  NETWORK SAVINGS 
# of 
ALL 
RX 


Total 
Charges 


(Discount 
Amount) 


= Eligible
Charges 


Patient 
Responsibility 


Plan 
Payment 


Discount
Percent 


* 
GENERIC 1075 $35,762.20 $5,922.43 $29,839.77 $11,049.14 $18,790.63 16.56%
BRAND 1356 $157,368.61 $29,444.00 $127,924.61 $42,792.10 $85,132.51 18.71%
BRAND - DAW 1 
(DR. REQUEST)


48 $4,381.12 $422.32 $3,958.80 $1,416.89 $2,541.91 9.64%


UNCLASSIFIABLE 6 $251.07 ($2.34) $253.41 $136.46 $116.95 -0.93%
TOTAL 2485 $197,763.00 $35,786.41 $161,976.59 $55,394.59 $106,582.00 18.10%


  SOURCE ANALYSIS 
% of ALL 


RX 
% of Total 
Charges 


% of Eligible 
Charges 


% of Plan 
Payment 


GENERIC 43.26% 18.08% 18.42% 17.63%
BRAND 54.57% 79.57% 78.98% 79.88%
BRAND - DAW 1 (DR. 
REQUEST)


1.93% 2.22% 2.44% 2.38%


UNCLASSIFIABLE 0.24% 0.13% 0.16% 0.11%
TOTAL 100.00% 100.00% 100.00% 100.00%


  TOTAL CHARGES, AVERAGE PER PRESCRIPTION 
# of 
ALL 
RX 


Total 
Charges 


AVG 
Charge/RX


Eligible 
Charges 


AVG 
Eligible/RX


AVG Plan 
Payment/RX 


AVG 
Patient 
Pmt/RX 


GENERIC 1075 $35,762.20 $33.27 $29,839.77 $27.76 $17.48 $10.28
BRAND 1356 $157,368.61 $116.05 $127,924.61 $94.34 $62.78 $31.56
BRAND - DAW 1 
(DR. REQUEST)


48 $4,381.12 $91.27 $3,958.80 $82.48 $52.96 $29.52


UNCLASSIFIABLE 6 $251.07 $41.85 $253.41 $42.24 $19.49 $22.74
TOTAL 2485 $197,763.00 $79.58 $161,976.59 $65.18 $42.89 $22.29







Dental Service Summary 
 


 
 
 
 
 


This report indicates the types of services your dental dollars have provided.


A-1 Manufacturing - Group ID: DEMO3
Output Generated: 11/12/2008
Date Range: Check Date 1/1/2008 through 6/30/2008 
 
Comparisons: None 


 # of 
Services


Total 
Charges


(Discount 
Amount)


Eligible 
Charges


Patient 
Responsibility


Plan 
Payment Other Discount 


Amount
Diagnostic 
Services 616 $23,192.00 $33.00 $23,159.00 $905.40 $18,373.90 $3,879.70 0.17%


Preventive 
Dental 
Services


491 $25,545.00 $14.00 $25,531.00 $0.00 $22,078.30 $3,452.70 0.06%


Restorative 
Dental 
Services


226 $51,677.00 $232.00 $51,445.00 $16,719.45 $23,819.80 $10,905.75 0.57%


Endodontics 14 $8,081.00 $0.00 $8,081.00 $1,508.98 $5,335.90 $1,236.12 0.00%
Periodontics 56 $8,738.00 $0.00 $8,738.00 $2,104.90 $5,527.60 $1,105.50 0.00%
Removable 
Prosthodontics 9 $5,075.00 $0.00 $5,075.00 $2,110.00 $2,051.00 $914.00 0.00%


Fixed 
Prosthodontics 23 $15,070.00 $0.00 $15,070.00 $3,138.00 $3,007.00 $8,925.00 0.00%


Oral and 
Maxillofacial 
Surgery


66 $13,499.00 $238.00 $13,261.00 $3,477.60 $5,281.40 $4,502.00 2.65%


Other Dental 
Procedures 57 $9,954.23 $56.50 $9,897.73 $1,898.13 $1,253.60 $6,746.00 1.76%


Total 1558 $160,831.23 $573.50 $160,257.73 $31,862.46 $86,728.50 $41,666.77 0.48%







 
Cost Distribution Summary 
 


 
Total Plan Payment: $1,369,990.83 
Total Employees with Claims: 263 
 


A-1 Manufacturing - Group ID: DEMO3
Output Generated: 11/12/2008
Date Range: Check Date 7/1/2007 through 6/30/2008 
 
Comparisons: None 


 # of Employees % of Employees
With Claims


Employees Representing 10% of Cost 1 0.38%
Employees Representing 20% of Cost 3 1.14%
Employees Representing 50% of Cost 21 7.98%
Employees Representing 80% of Cost 69 26.24%







 
Cost by Age Group 
 


 
 


 


 


A-1 Manufacturing - Group ID: DEMO3
Output Generated: 11/12/2008
Date Range: Check Date 7/1/2007 through 6/30/2008 
 
Comparisons: None 


Age 
Group


# of 
Clmnts


# of 
Empl 


Clmnts


# of 
Dep 


Clmnts
# of 


Svcs
Claim 


Amount
Network 
Discount


Network 
Discount


% of 
Charges


Employee 
Resp


Employee 
Resp 
% of 


Charges


Plan 
Payment


Plan 
Payment


% of 
Charges


0-9 92 0 92 1,131 $118,637.96 $41,057.24 34.61% $14,801.88 12.48% $62,778.84 52.92%
10-19 182 9 173 2,443 $292,016.68 $129,191.35 44.24% $28,251.44 9.67% $134,412.29 46.03%
20-29 95 17 78 1,228 $218,870.68 $102,392.41 46.78% $21,724.14 9.93% $94,532.33 43.19%
30-39 79 52 27 1,891 $320,570.47 $147,396.58 45.98% $32,927.51 10.27% $136,624.54 42.62%
40-49 134 76 58 3,695 $612,755.16 $287,285.48 46.88% $60,562.28 9.88% $259,493.40 42.35%
50-59 140 90 50 4,839 $1,114,114.22 $437,964.32 39.31% $82,499.59 7.40% $582,048.57 52.24%
60-69 54 37 17 2,555 $706,473.23 $407,312.40 57.65% $49,442.72 7.00% $249,385.91 35.30%
70-79 7 2 5 470 $96,562.28 $38,921.16 40.31% $11,838.27 12.26% $45,291.55 46.90%
80-89 0 0 0 0 $0.00 $0.00 N/A $0.00 N/A $0.00 N/A
90 & 
Over 1 0 1 2 $122.88 $10.82 8.81% $60.00 48.83% $52.06 42.37%


Total 784 283 501 18,254 $3,480,123.56 $1,591,531.76 45.73% $302,107.83 8.68% $1,564,619.49 44.96%


65 & 
Over 26 12 14 1,031 $171,797.25 $71,543.04 41.64% $22,602.72 13.16% $76,985.99 44.81%


This report can be used to monitor claim amounts and network discounts by age bands for your plan.







Plan Experience Summary 


 
Claim Summary 


A-1 Manufacturing - Group ID: DEMO3
Output Generated: 11/11/2008
Date Range: Check Date 1/1/2008 through 6/30/2008 
 
Comparisons: None 


Date Range    1/1/2008 
   1/31/2008


   2/1/2008 
   2/29/2008


   3/1/2008 
   3/31/2008


   4/1/2008 
   4/30/2008


   5/1/2008 
   5/31/2008


   6/1/2008 
   6/30/2008


Average/ 
Total


Total Charges $279,501.72 $145,307.41 $368,449.20 $437,616.25 $200,034.66 $282,687.70 $1,713,596.94


  N/W Discounts $120,197.74 $67,687.63 $212,234.17 $231,541.61 $74,309.52 $140,350.46 $846,321.13


  Employee Resp $27,551.95 $5,994.78 $31,225.11 $25,221.98 $17,202.42 $17,800.53 $124,996.77


  Exclusions $0.00 $0.00 $0.00 $0.00 $0.00 $0.00 $0.00


  Other Ins $226.80 $4,801.48 $191.71 $622.86 $268.20 $5,004.60 $11,115.65


Plan Payment $131,525.23 $66,823.52 $124,798.21 $180,229.80 $108,254.52 $119,532.11 $731,163.39


  % of Charges 47.06% 45.99% 33.87% 41.18% 54.12% 42.28%  


  Stop Loss Reimb $0.00 $17,626.50 $0.00 $31,149.24 $0.00 $0.00 $48,775.74


Claims Cost - Total $131,525.23 $49,197.02 $124,798.21 $149,080.56 $108,254.52 $119,532.11 $682,387.65


  Employee $75,373.22 $37,574.40 $62,831.60 $88,935.25 $71,144.46 $65,028.64 $66,814.60


  Spouse $30,278.08 $20,680.68 $26,190.95 $22,547.93 $13,903.62 $24,487.79 $23,014.84


  Dependent $25,873.93 $8,568.44 $35,775.66 $68,746.62 $23,206.44 $30,015.68 $32,031.13


Total Employees 237 237 237 237 237 237 237


  Employee Only 94 94 94 94 94 94 94


  Employee Plus Children 12 12 12 12 12 12 12


  Employee Plus Spouse 41 41 41 41 41 41 41


  Family 90 90 90 90 90 90 90


Cost Per Employee $554.96 $281.96 $526.57 $760.46 $456.77 $504.35 $514.18


Claims Processed 616 293 888 594 463 659 3,513


Average Claim Cost $266.28 $337.84 $176.99 $358.36 $304.40 $229.86 $278.95


Services Processed 1433 741 1975 1163 1034 1434 7,780


Average Service Cost $114.47 $133.59 $79.58 $183.03 $136.30 $105.63 $125.43







 
Total Cost Summary 


 
 


 


Date Range    1/1/2008 
   1/31/2008


   2/1/2008 
   2/29/2008


   3/1/2008 
   3/31/2008


   4/1/2008 
   4/30/2008


   5/1/2008 
   5/31/2008


   6/1/2008 
   6/30/2008


Average/ 
Total


Plan Payment $131,525.23 $66,823.52 $124,798.21 $180,229.80 $108,254.52 $119,532.11 $731,163.39


Other Expenses $32,505.97 $32,163.92 $32,364.47 $32,633.32 $32,682.72 $31,946.57 $194,296.96


  Stop Loss Premiums $25,964.50 $25,740.00 $25,850.00 $25,960.00 $25,960.00 $26,210.00 $155,684.50


  PPO Fees $822.50 $819.00 $822.50 $822.50 $826.00 $0.00 $4,112.50


  UM Fees $352.50 $351.00 $352.50 $352.50 $354.00 $362.00 $2,124.50


  Broker Fees $1,275.72 $1,193.42 $1,275.72 $1,234.57 $1,275.72 $1,234.57 $7,489.71


  Administration Fees $3,327.00 $3,300.00 $3,300.00 $3,500.00 $3,500.00 $3,450.00 $20,377.00


  Other Fees $763.75 $760.50 $763.75 $763.75 $767.00 $690.00 $4,508.75


Total Plan Cost $164,031.20 $98,987.44 $157,162.68 $212,863.12 $140,937.24 $151,478.68 $925,460.35


Total Cost Per Employee $692.11 $417.67 $663.13 $898.16 $594.67 $639.15 $650.82


This report provides a monthly overview of claim expenditures.







Preventable Conditions 


This table displays your group's experience with certain illnesses that may be modifiable using disease prevention and health promotion initiatives. Diseases and injuries are categorized as 
preventable when there is a modifiable factor that influences the development or severity of the condition. For example, hypertension, dietary fat, cholesterol, tobacco use, inadequate exercise 
and obesity are all modifiable factors that influence the risk of heart disease and stroke. Genetic predisposition and age also influence the risk of heart disease and stroke, but these factors 
cannot be modified. 


A-1 Manufacturing - Group ID: DEMO3
Output Generated: 11/12/2008
Date Range: Check Date 1/1/2008 through 6/30/2008 
 
Comparisons: None 


Diagnosis Category # of 
Admissions


Avg Length of 
Stay


Avg Plan Payment 
per day


# of 
Services


# of 
Patients


Avg Plan Payment per 
patient


Total 
Charges


Total Plan 
Payment


Diagnosis Prefixes 
Considered


Cerebrovascular Disease
- Cerebral Hemorrhage 0.00 0.00 0.00 1.00 1.00 $0.00 $15,835.70 $0.00 430 - 432
- Occlusion Cerebral Artery 0.00 0.00 0.00 1.00 1.00 $26.00 $49.00 $26.00 433 - 434
- Trans-ischemic Attack 0.00 0.00 0.00 3.00 1.00 $920.25 $1,710.00 $920.25 435
- Stroke 0.00 0.00 0.00 18.00 1.00 $1,052.00 $2,032.00 $1,052.00 436
- Other Cerebrovascular 
Disease


0.00 0.00 0.00 0.00 0.00 $0.00 $0.00 $0.00 437 - 438


Heart Disease
- Heart Attack 0.00 0.00 0.00 0.00 0.00 $0.00 $0.00 $0.00 410 & 412 - 413
- Other Acute Heart Disease 0.00 0.00 0.00 60.00 10.00 $454.93 $13,854.40 $4,549.30 411 & 420 - 427 & 429
- Chronic Heart Disease 0.00 0.00 0.00 27.00 4.00 $584.35 $3,520.00 $2,337.40 414
- Congestive Heart Failure 0.00 0.00 0.00 0.00 0.00 $0.00 $0.00 $0.00 428


Manageable
- Diabetes & Related 2.00 0.00 0.00 161.00 21.00 $617.60 $25,432.69 $12,969.55 250 & 357.2 & 362.00 & 


366.41 & 648.0
- Asthma 0.00 0.00 0.00 44.00 12.00 $179.73 $3,868.53 $2,156.78 493


Vascular Disease
- Arteriosclerosis 0.00 0.00 0.00 0.00 0.00 $0.00 $0.00 $0.00 440
- Aneurysm 0.00 0.00 0.00 0.00 0.00 $0.00 $0.00 $0.00 441 - 442
- Peripheral Vascular Disease 0.00 0.00 0.00 1.00 1.00 $115.00 $250.00 $115.00 443


Weight-Related Disease
- Obesity/Hyperalimentation 0.00 0.00 0.00 1.00 1.00 $4.50 $10.00 $4.50 278
- Phlebitis 0.00 0.00 0.00 0.00 0.00 $0.00 $0.00 $0.00 451
- Varicose Veins 0.00 0.00 0.00 0.00 0.00 $0.00 $0.00 $0.00 454
Totals: 2.00 0.00 0.00 317.00 53.00 $455.30 $66,562.32 $24,130.78  







Top 10 Payee Names by Plan Payment Amount 
 


 


A-1 Manufacturing - Group ID: DEMO3
Output Generated: 11/12/2008
Date Range: Check Date 6/1/2008 through 6/30/2008 
 
Comparisons: None 


Payee Name Number of 
Services


Total Charge
Amount


Discount
Amount


Employee 
Responsibility


Amount


Other Amount Plan Payment 
Amount


ASSISTANCE INC 3 $18,988.36 $0.00 $0.00 $0.00 $18,988.36


ASSOCIATED MED CTR 43 $27,908.77 $9,708.80 $1,292.88 $2,249.03 $14,658.06


ASSOCIATED UNIV 8 $11,218.74 $3,765.92 $284.77 $0.00 $7,168.05


ASSOCIATED ASSOC 34 $7,828.00 $1,907.00 $77.00 $630.00 $5,214.00


ASSOCIATED HOSPITAL 45 $10,485.35 $1,980.97 $1,855.48 $1,684.10 $4,964.80


ASSOCIATED MEDICAL CENTER 9 $6,781.61 $1,898.23 $645.04 $30.00 $4,208.34


ASSOCIATED MEDICAL 44 $12,936.40 $8,292.60 $405.91 $898.00 $3,339.89


ASSOCIATED CENTER 27 $4,962.75 $1,134.57 $662.09 $1,149.75 $2,016.34


ASSOCIATED ANESTHESIA 9 $4,393.33 $983.50 $130.23 $1,423.33 $1,856.27


ENDOCR GREEN HOSP 2 $1,990.00 $199.00 $0.00 $15.00 $1,776.00


Total in Top 10 224 $107,493.31 $29,870.59 $5,353.40 $8,079.21 $64,190.11


 
All Other 1,210 $175,194.39 $29,673.81 $12,447.13 $77,731.45 $55,342.00


Grand Total 1,434 $282,687.70 $59,544.40 $17,800.53 $85,810.66 $119,532.11







Top 10 Primary Diagnosis by Plan Payment Amount 
 


 


A-1 Manufacturing - Group ID: DEMO3
Output Generated: 11/12/2008
Date Range: Check Date 6/1/2008 through 6/30/2008 
 
Comparisons: None 


Primary Diagnosis Number 
of 


Services


Total 
Charge 
Amount


Discount
Amount


Employee 
Responsibility 


Amount


Other 
Amount


Plan 
Payment 
Amount


780 - GENERAL SYMPTOMS 25 $21,164.72 $362.53 $4.30 $15.00 $20,782.89


Not Specified 189 $21,187.00 $185.00 $2,631.70 $9,291.00 $9,079.30


250 - DIABETES MELLITUS 30 $12,215.80 $3,275.13 $544.01 $280.40 $8,116.26


786 - SYMPTOMS INVOLVING RESPIRATORY SYSTEM AND 
OTHER CHEST SYMPTOMS 16 $11,283.70 $3,402.90 $953.93 $349.50 $6,577.37


V71 - OBSERVATION AND EVALUATION FOR SUSPECTED 
CONDITIONS 1 $8,019.74 $2,405.92 $276.07 $0.00 $5,337.75


75310 - CYSTIC KIDNEY DISEAS NOS 4 $5,928.50 $1,956.42 $0.00 $0.00 $3,972.08


727 - OTHER DISORDERS OF SYNOVIUM, TENDON, AND 
BURSA 3 $2,503.00 $62.10 $0.00 $15.00 $2,425.90


78605 - SHORTNESS OF BREATH 12 $3,561.00 $1,054.20 $371.70 $0.00 $2,135.10


664 - TRAUMA TO PERINEUM AND VULVA DURING 
DELIVERY 2 $6,192.26 $3,952.26 $224.00 $0.00 $2,016.00


650 - NORMAL DELIVERY 3 $3,152.00 $1,020.50 $229.53 $0.00 $1,901.97


Total in Top 10 285 $95,207.72 $17,676.96 $5,235.24 $9,950.90 $62,344.62


 
All Other 1,149 $187,479.98 $41,867.44 $12,565.29 $75,859.76 $57,187.49


Grand Total 1,434 $282,687.70 $59,544.40 $17,800.53 $85,810.66 $119,532.11







Service Type Analysis 
Service Type: All Procedures 


Per-Procedure Overview 


A-1 Manufacturing - Group ID: DEMO3
Output Generated: 11/12/2008
Date Range: Check Date 6/1/2008 through 6/30/2008 
Comparisons: None 
 


Procedure # of 
Services


Total 
Amount


Payment 
Amount  


Unspecified 189 $109,127.80 $56,231.75
00300 - ANESTH, HEAD/NECK/PTRUNK 1 $1,248.00 $1,010.88
00400 - ANESTH, SKIN, EXT/PER/ATRUNK 1 $650.00 $585.00
00810 - ANESTH, LOW INTESTINE SCOPE 1 $989.50 $791.60
00918 - ANESTH, STONE REMOVAL 1 $630.00 $450.00
01402 - ANESTH, KNEE ARTHROPLASTY 1 $1,296.00 $129.60
01810 - ANESTH, LOWER ARM SURGERY 1 $2,212.00 $2,212.00
01967 - ANESTH/ANALG, VAG DELIVERY 1 $1,265.00 $1,008.27
11040 - DEBRIDE SKIN, PARTIAL 1 $83.00 $47.00
11055 - TRIM SKIN LESION 1 $59.22 $0.00
11100 - BIOPSY, SKIN LESION 2 $261.00 $167.00
11300 - SHAVE SKIN LESION 1 $300.00 $144.20
11900 - INJECTION INTO SKIN LESIONS 1 $60.00 $0.00
17000 - DESTRUCT PREMALG LESION 2 $255.00 $168.00
17003 - DESTRUCT PREMALG LES, 2-14 1 $75.00 $30.00
17110 - DESTRUCT B9 LESION, 1-14 1 $140.00 $66.00
20610 - DRAIN/INJECT, JOINT/BURSA 2 $660.00 $495.00
29881 - KNEE ARTHROSCOPY/SURGERY 1 $858.33 $0.00
36415 - ROUTINE VENIPUNCTURE 42 $712.05 $316.44
36416 - CAPILLARY BLOOD DRAW 1 $23.00 $7.20
41899 - DENTAL SURGERY PROCEDURE 5 $4,910.00 $2,220.50
42410 - EXCISE PAROTID GLAND/LESION 1 $4,375.00 $521.10
43239 - UPPER GI ENDOSCOPY, BIOPSY 3 $2,309.00 $944.10
43249 - ESOPH ENDOSCOPY, DILATION 1 $1,084.00 $0.00
43251 - OPERATIVE UPPER GI ENDOSCOPY 1 $930.00 $277.20
44389 - COLONOSCOPY WITH BIOPSY 1 $574.00 $574.00
45378 - DIAGNOSTIC COLONOSCOPY 1 $980.00 $284.40
55700 - BIOPSY OF PROSTATE 1 $441.00 $155.00
58100 - BIOPSY OF UTERUS LINING 1 $585.00 $91.00
59020 - FETAL CONTRACT STRESS TEST 1 $155.00 $79.00
59025 - FETAL NON-STRESS TEST 3 $494.00 $147.40
59409 - OBSTETRICAL CARE 2 $1,887.00 $893.70
59426 - ANTEPARTUM CARE ONLY 1 $72.00 $72.00
62310 - INJECT SPINE C/T 1 $900.00 $227.00
63030 - LOW BACK DISK SURGERY 4 $27,500.00 $0.00
64450 - N BLOCK, OTHER PERIPHERAL 1 $199.00 $0.00
69210 - REMOVE IMPACTED EAR WAX 2 $181.00 $141.00
70030 - X-RAY EYE FOR FOREIGN BODY 1 $65.00 $52.00
70553 - MRI BRAIN W/O & W/DYE 1 $381.00 $0.00
71010 - CHEST X-RAY 1 $50.00 $27.00
71020 - CHEST X-RAY 7 $510.00 $219.19
71100 - X-RAY EXAM OF RIBS 1 $77.00 $0.00
71275 - CT ANGIOGRAPHY, CHEST 1 $376.00 $338.40







2 $1,050.00 $0.00
D8660 - PREORTHODONTIC TX VISIT 1 $44.00 $0.00
D8670 - PERIODIC ORTHODONTC TX VISIT 1 $127.00 $0.00
D9220 - GENERAL ANESTHESIA 2 $805.00 $0.00
D9230 - ANALGESIA 3 $134.00 $0.00
D9310 - DENTAL CONSULTATION 1 $75.00 $0.00
D9630 - OTHER DRUGS/MEDICAMENTS 4 $180.00 $0.00
D9920 - BEHAVIOR MANAGEMENT 1 $47.00 $0.00
E0935 - CONT PAS MOTION EXERCISE DEV 1 $120.00 $0.00
G0001 - DRAWING BLOOD FOR SPECIMEN 2 $22.00 $20.50
G0107 - CA SCREEN; FECAL BLOOD TEST 1 $6.00 $5.40
J0704 - BETAMETHASONE SOD PHOSP/4 MG 1 $64.00 $0.00
J1020 - METHYLPREDNISOLONE 20 MG INJ 1 $30.00 $27.00
J1040 - METHYLPREDNISOLONE 80 MG INJ 1 $60.00 $54.00
J1100 - DEXAMETHASONE SODIUM PHOS 4 $152.00 $132.30
J3487 - ZOLEDRONIC ACID 1 $1,515.00 $1,350.00
J7619 - ALBUTEROL INH SOL U D 1 $21.00 $5.40
L1845 - KO W/ ADJ FLEX/EXT ROTAT CUS 1 $1,016.00 $457.60
L1930 - AFO PLASTIC 2 $382.00 $171.90
L2435 - KNEE JOINT POLYCENTRIC JOINT 1 $464.00 $230.40
L2810 - KNEE CONTROL CONDYLAR PAD 1 $198.00 $108.80
L2820 - SOFT INTERFACE BELOW KNEE SE 1 $99.00 $60.80
L2830 - SOFT INTERFACE ABOVE KNEE SE 1 $107.00 $64.80
L3000 - FT INSERT UCB BERKELEY SHELL 2 $600.00 $0.00
L4210 - ORTH DEV REPAIR/REPL MINOR P 1 $75.00 $0.00
Q0091 - OBTAINING SCREEN PAP SMEAR 2 $90.00 $67.50
S9999 - SALES TAX 1 $139.00 $0.00
Total Procedures: 350 1434 $282,687.70 $119,532.11  







 
 
Tabulation Frequency: Monthly 


     


Interval Date # of 
Services


Total 
Amount


Payment
Amount


6/1/2008 - 6/30/2008 1434 $282,687.70 $119,532.11
Totals 1434 $282,687.70 $119,532.11







Provider Cost Comparison 


 







Payee Analysis 


A-1 Manufacturing - Group ID: DEMO3
Output Generated: 11/12/2008
Date Range: Check Date 4/1/2008 through 6/30/2008 
Comparisons: None 
 


Payee Tax ID # of 
Services


Total 
Amount


Discount 
Amount


Employee 
Responsibility Other Payment 


Amount
ASSISTANCE INC 994487728 12 $56,249.18 $0.00 $0.00 $0.00 $56,249.18  
ASSOCIATED SURGERY 998721183 6 $18,493.00 $0.00 $1,759.00 $0.00 $16,734.00  
ASSOCIATED MEDICAL CENTER 994723725 39 $25,796.14 $0.00 $514.44 $12,252.39 $13,029.31  
ASSOCIATED MEDICAL 994236882 64 $34,342.30 $12,265.79 $1,271.60 $9,105.70 $11,699.21  
CREATIVE MEDICAL CENTER 996555362 10 $11,823.22 $528.98 $0.00 $1,243.65 $10,050.59  
TEXAS M GREEN ASSOCIATED 
LAB 995342388 10 $10,886.00 $0.00 $1,133.72 $705.00 $9,047.28  


ASSOCIATED INC 992687584 7 $8,934.00 $0.00 $0.00 $0.00 $8,934.00  
ASSOCIATED MED CTR 995376135 20 $15,541.40 $5,067.84 $1,369.20 $184.50 $8,919.86  
CREATIVE MEDICAL GROUP 998643547 26 $85,425.00 $49,272.40 $0.00 $28,164.00 $7,988.60  
ASSOCIATED HOSP 996771164 5 $11,286.18 $2,821.54 $0.00 $500.00 $7,964.64  
ASSOCIATED MED CTR 997762651 3 $9,555.90 $2,357.48 $483.25 $126.00 $6,589.17  
ASSOCIATED UNIV 993582364 6 $20,084.52 $3,012.68 $631.96 $10,042.26 $6,397.62  
ASSOCIATED HEALTHCARE 997525766 6 $8,752.96 $1,400.48 $1,168.26 $0.00 $6,184.22  
CREATIVE HOSPITAL 997557721 25 $10,257.80 $2,341.77 $521.18 $1,281.00 $6,113.85  
PARTNERS HOSPITAL 996453136 4 $45,777.53 $38,890.64 $1,076.98 $0.00 $5,809.91  
THERAPUTIC MED CTR 998151625 4 $18,540.00 $3,670.00 $0.00 $9,270.00 $5,600.00  
TREATMENT MEDICAL CENTER 992541454 24 $7,221.00 $2,382.97 $0.00 $0.00 $4,838.03  
ASSOCIATED HOSPITAL 998357334 17 $6,686.00 $1,261.40 $608.12 $367.70 $4,448.78  
THERAPUTIC HOSPITAL 996413761 1 $5,844.99 $1,169.00 $467.60 $0.00 $4,208.39  
ASSOCIATED MEDICAL CENTER 993573428 7 $7,422.10 $2,138.02 $924.96 $295.40 $4,063.72  
ASSOCIATED HOSP 993611571 3 $3,766.00 $0.00 $0.00 $0.00 $3,766.00  
SPECIALISTS LAB MT 996383136 7 $4,597.75 $0.00 $21.60 $1,104.75 $3,471.40  
ASSOCIATED CENTER 995122763 12 $5,518.88 $233.03 $1,113.76 $858.75 $3,313.34  
ASSOCIATED HOSP 997276685 9 $4,225.00 $0.00 $964.33 $0.00 $3,260.67  
SURGERY ANESTHESIA 991551754 2 $3,135.00 $0.00 $0.00 $0.00 $3,135.00  
LAB TEXAS GREEN 998378117 8 $4,495.00 $1,203.00 $213.10 $30.00 $3,048.90  
ASSISTANCE MED CTR 995122763 9 $7,531.91 $223.70 $1,221.66 $3,105.58 $2,980.97  
ASSOCIATED MED CTR 993385745 11 $8,518.24 $4,996.85 $577.13 $0.00 $2,944.26  
ASSISTANCE BONE & JOINT 998617124 31 $8,633.00 $4,605.00 $240.00 $852.00 $2,936.00  
ENDOCR ENDOCR 992726848 28 $3,416.00 $0.00 $656.60 $7.00 $2,752.40  
PARTNERS SMITH HOSP LAB 992428158 8 $3,286.32 $0.00 $0.00 $770.00 $2,516.32  
ASSOCIATED HOSPITAL 991434446 26 $4,624.00 $566.89 $1,413.78 $135.00 $2,508.33  
ASSOCIATED UNIV 993188586 16 $7,039.00 $1,439.00 $77.50 $3,094.00 $2,428.50  
ASSOCIATED ASSOC 995868384 1 $2,212.00 $0.00 $0.00 $0.00 $2,212.00  
ASSOCIATED CLINIC 998775482 55 $3,736.00 $715.00 $0.00 $929.00 $2,092.00  
ASSOCIATED 
ANESTHESIOLOGISTS 995841628 3 $2,208.00 $220.80 $112.32 $0.00 $1,874.88  


SURGERY ENDOCR 991862622 35 $2,281.00 $318.00 ($95.00) $240.00 $1,818.00  
CARDIOLOGY GROUP 997621745 5 $2,975.00 $563.00 $611.40 $0.00 $1,800.60  
GREEN CENTER 991347412 12 $11,665.00 $7,619.50 $346.80 $1,900.00 $1,798.70  
SURGERY MED GROUP 995588586 28 $2,596.00 $281.40 $0.00 $522.37 $1,792.23  
ENDOCR GREEN HOSP 994153131 2 $1,990.00 $199.00 $0.00 $15.00 $1,776.00  
ASSOCIATED HOSP 994551547 4 $7,000.00 $4,380.00 $896.00 $0.00 $1,724.00  
ASSOCIATED HOSPITAL 993287266 1 $2,483.00 $372.45 $436.06 $0.00 $1,674.49  
ASSOCIATED ASSOC 996371735 1 $1,635.00 $0.00 $0.00 $0.00 $1,635.00  
ENDOCR NUCLEAR 996145782 2 $1,732.00 $266.00 $0.00 $0.00 $1,466.00  







PHYSICIANS MEDICAL 996314567 1 $248.08 $0.00 $0.00 $248.08 $0.00  
REHAB R TEXAS LAB 998252174 3 $334.00 $0.00 $0.00 $334.00 $0.00  
RX ENDOCR LAB 994512511 1 $75.00 $0.00 $0.00 $75.00 $0.00  
SPECIALISTS MAXIL 995418127 1 $80.00 $0.00 $80.00 $0.00 $0.00  
SURGERY GENTLE 997353648 1 $90.00 $0.00 $0.00 $90.00 $0.00  
SURGERY HEALTHCARE 996561167 1 $1,000.00 $0.00 $0.00 $1,000.00 $0.00  
SURGERY HOSP 995824411 2 $244.00 $0.00 $0.00 $244.00 $0.00  
THERAPUTIC D D S 992278354 3 $113.00 $0.00 $0.00 $113.00 $0.00  
THERAPUTIC SERVICES 993331144 2 $308.00 $0.00 $0.00 $308.00 $0.00  
X DEF SPECIALISTS 996275758 1 $29.00 $0.00 $0.00 $29.00 $0.00  
ASSOCIATED RADIOLOGY 994742477 3 ($217.00) $0.00 $2.50 $38.00 ($257.50)  
ASSOCIATED ASSOC 997416465 4 $0.00 ($200.00) $0.00 $560.00 ($360.00)  
Total Payees: 665 3631 $920,338.61 $227,648.14 $60,224.93 $224,449.11 $408,016.43







Diagnosis Analysis 


A-1 Manufacturing - Group ID: DEMO3
Output Generated: 11/12/2008
Date Range: Check Date 4/1/2008 through 6/30/2008 
Comparisons: None 
 


Diagnosis Code # of 
Services


Total 
Amount


Discount 
Amount


Employee 
Responsibility Other Payment 


Amount
780 - GENERAL SYMPTOMS 46 $59,316.92 $690.01 $4.30 $324.90 $58,297.71  
Unknown 699 $64,425.55 $159.00 $10,679.98 $16,243.25 $37,343.32  
722 - INTERVERTEBRAL DISC DISORDERS 38 $97,817.00 $48,760.40 $1,506.72 $29,832.00 $17,717.88  
7260 - ADHESIVE CAPSULIT SHLDER 6 $18,493.00 $0.00 $1,759.00 $0.00 $16,734.00  
558 - OTHER NONINFECTIVE GASTROENTERITIS 
AND COLITIS 36 $29,284.53 $0.00 $328.86 $13,611.14 $15,344.53  


72210 - LUMBAR DISC DISPLACEMENT 14 $17,811.38 $678.68 $597.64 $4,237.73 $12,297.33  
786 - SYMPTOMS INVOLVING RESPIRATORY 
SYSTEM AND OTHER CHEST SYMPTOMS 32 $19,133.10 $3,661.10 $1,009.01 $3,689.90 $10,773.09  


562 - DIVERTICULA OF INTESTINE 5 $48,552.83 $38,800.71 $825.00 $0.00 $8,927.12  
250 - DIABETES MELLITUS 53 $13,512.54 $3,842.26 $544.01 $355.40 $8,770.87  
29680 - BIPOLAR DISORDER NOS 8 $11,781.18 $3,039.54 $83.10 $500.00 $8,158.54  
47410 - HYPERTROPHY T AND A 15 $9,415.80 $2,410.25 $376.83 $15.00 $6,613.72  
723 - OTHER DISORDERS OF CERVICAL REGION 30 $23,588.00 $5,068.60 $1,578.00 $10,353.00 $6,588.40  
7172 - DERANG POST MED MENISCUS 30 $18,211.40 $2,717.14 $492.34 $9,105.70 $5,896.22  
V71 - OBSERVATION AND EVALUATION FOR 
SUSPECTED CONDITIONS 2 $16,039.48 $2,405.92 $276.07 $8,019.74 $5,337.75  


650 - NORMAL DELIVERY 6 $11,708.15 $5,436.65 $1,057.53 $0.00 $5,213.97  
72764 - RUPT FLEXOR TENDON HAND 15 $9,428.40 $3,111.42 $1,369.20 $0.00 $4,947.78  
78909 - ABDMNAL PAIN OTH SPCF ST 24 $7,221.00 $2,382.97 $0.00 $0.00 $4,838.03  
727 - OTHER DISORDERS OF SYNOVIUM TENDON 
AND BURSA 18 $14,734.00 $7,901.60 $346.80 $1,930.00 $4,555.60  


71742 - DERANGE ANT LAT MENISCUS 1 $5,722.16 $915.55 $452.00 $0.00 $4,354.61  
474 - CHRONIC DISEASE OF TONSILS AND 
ADENOIDS 1 $5,844.99 $1,169.00 $467.60 $0.00 $4,208.39  


238 - NEOPLASM OF UNCERTAIN BEHAVIOR OF 
OTHER AND UNSPECIFIED SITES AND TISSUES 12 $5,305.00 $0.00 $1,126.93 $94.00 $4,084.07  


2111 - BENIGN NEOPLASM STOMACH 14 $6,984.50 $2,454.05 $453.05 $0.00 $4,077.40  
198 - SECONDARY MALIGNANT NEOPLASM OF 
OTHER SPECIFIED SITES 7 $5,143.00 $851.00 $243.10 $30.00 $4,018.90  


555 - REGIONAL ENTERITIS 39 $6,176.04 $479.29 $295.38 $1,386.34 $4,015.03  
75310 - CYSTIC KIDNEY DISEAS NOS 4 $5,928.50 $1,956.42 $0.00 $0.00 $3,972.08  
721 - SPONDYLOSIS AND ALLIED DISORDERS 2 $4,427.00 $856.60 $0.00 $0.00 $3,570.40  
4738 - CHRONIC SINUSITIS NEC 2 $3,130.00 $0.00 $0.00 $0.00 $3,130.00  
5303 - ESOPHAGEAL STRICTURE 10 $6,080.13 $1,049.76 $1,309.27 $1,084.00 $2,637.10  
V202 - ROUTIN CHILD HEALTH EXAM 59 $4,813.58 $844.50 $555.00 $804.58 $2,609.50  
724 - OTHER AND UNSPECIFIED DISORDERS OF 
BACK 83 $6,074.46 $139.80 $780.20 $2,626.66 $2,527.80  


719 - OTHER AND UNSPECIFIED DISORDER OF 
JOINT 76 $6,961.90 $1,282.15 $269.68 $2,905.15 $2,504.92  


4730 - CHR MAXILLARY SINUSITIS 2 $2,460.00 $0.00 $0.00 $0.00 $2,460.00  
V72 - SPECIAL INVESTIGATIONS AND 
EXAMINATIONS 69 $5,334.41 $1,152.04 $156.60 $1,688.99 $2,336.78  


575 - OTHER DISORDERS OF GALLBLADDER 3 $5,086.43 $2,786.43 $0.00 $0.00 $2,300.00  
29689 - BIPOLAR DISORDER NEC 2 $2,746.32 $0.00 $0.00 $500.00 $2,246.32  
4780 - HYPERTRPH NASAL TURBINAT 2 $2,236.00 $0.00 $0.00 $0.00 $2,236.00  
717 - INTERNAL DERANGEMENT OF KNEE 16 $4,894.80 $2,105.73 $0.00 $631.00 $2,158.07  
V76 - SPECIAL SCREENING FOR MALIGNANT 
NEOPLASMS 45 $3,335.05 $525.72 ($50.00) $720.40 $2,138.93  







7271 - BUNION 7 $1,056.00 $0.00 $0.00 $1,056.00 $0.00  
782 - SYMPTOMS INVOLVING SKIN AND OTHER 
INTEGUMENTARY TISSUE 1 $858.75 $0.00 $0.00 $858.75 $0.00  


783 - SYMPTOMS CONCERNING NUTRITION 
METABOLISM AND DEVELOPMENT 3 $273.50 $0.00 $0.00 $273.50 $0.00  


7866 - CHEST SWELLING/MASS/LUMP 3 $253.00 $0.00 $0.00 $253.00 $0.00  
7890 - OTHER SYMPTOMS INVOLVING ABDOMEN 
AND PELVIS 1 $12.00 $0.00 $0.00 $12.00 $0.00  


794 - NONSPECIFIC ABNORMAL RESULTS OF 
FUNCTION STUDIES 1 $430.00 $295.00 $135.00 $0.00 $0.00  


8020 - NASAL BONE FX-CLOSED 5 $1,297.61 $0.00 $0.00 $1,297.61 $0.00  
815 - FRACTURE OF METACARPAL BONE(S) 8 $217.55 $0.00 $0.00 $217.55 $0.00  
83804 - DISLOC METATARSAL NOS-CL 2 $244.00 $0.00 $0.00 $244.00 $0.00  
84200 - SPRAIN OF WRIST NOS 3 $158.00 $0.00 $0.00 $158.00 $0.00  
8472 - SPRAIN LUMBAR REGION 20 $1,814.24 $0.00 $0.00 $1,814.24 $0.00  
892 - OPEN WOUND OF FOOT EXCEPT TOE(S) 
ALONE 2 $130.00 $0.00 $30.00 $100.00 $0.00  


9100 - ABRASION HEAD 1 $49.00 $0.00 $0.00 $49.00 $0.00  
920 - CONTUSION FACE/SCALP/NCK 1 $387.00 $0.00 $0.00 $387.00 $0.00  
931 - FOREIGN BODY IN EAR 2 $292.00 $0.00 $0.00 $292.00 $0.00  
938 - FOREIGN BODY GI NOS 2 $178.00 $120.00 $58.00 $0.00 $0.00  
9593 - ELB/FOREARM/WRST INJ NOS 1 $158.00 $0.00 $0.00 $158.00 $0.00  
9597 - LOWER LEG INJURY NOS 1 $70.00 $0.00 $0.00 $70.00 $0.00  
995 - CERTAIN ADVERSE EFFECTS NOT 
ELSEWHERE CLASSIFIED 4 $687.50 $0.00 $686.00 $1.50 $0.00  


9953 - ALLERGY UNSPECIFIED 3 $297.10 $98.71 $198.39 $0.00 $0.00  
V26 - PROCREATIVE MANAGEMENT 1 $110.00 $36.00 $74.00 $0.00 $0.00  
V54 - OTHER ORTHOPEDIC AFTERCARE 1 $141.00 $0.00 $0.00 $141.00 $0.00  
V720 - EYE & VISION EXAMINATION 1 $35.00 $0.00 $0.00 $35.00 $0.00  
V7285 - OTH SPECIFIED EXAM 1 $50.00 $4.88 $45.12 $0.00 $0.00  
04111 - STAPHYLOCOCCUS AUREUS 2 $0.00 ($120.00) $0.00 $250.00 ($130.00)  
6826 - CELLULITIS OF LEG 2 $0.00 ($80.00) $0.00 $310.00 ($230.00)  
Total Diagnosis Codes: 455 3631 $920,338.61 $227,648.14 $60,224.93 $224,449.11 $408,016.43







Procedure Analysis 


A-1 Manufacturing - Group ID: DEMO3
Output Generated: 11/12/2008
Date Range: Check Date 4/1/2008 through 6/30/2008 
Comparisons: None 
 


Procedure Description # of 
Services


Total 
Amount


Discount 
Amount


Employee 
Responsibility Other Payment 


Amount
Unknown 486 $396,006.14 $96,167.61 $19,806.73 $63,827.32 $216,204.48  
99213 - OFFICE/OUTPATIENT VISIT EST 237 $20,274.57 $3,215.83 $1,640.67 $6,037.35 $9,380.72  
D1110 - DENTAL PROPHYLAXIS ADULT 116 $7,917.00 $14.00 $0.00 $715.90 $7,187.10  
63030 - LOW BACK DISK SURGERY 6 $82,500.00 $48,606.40 $0.00 $27,500.00 $6,393.60  
63056 - DECOMPRESS SPINAL CORD 2 $7,280.00 $0.00 $979.72 $0.00 $6,300.28  
88305 - TISSUE EXAM BY PATHOLOGIST 22 $7,626.55 $756.90 $216.80 $1,654.65 $4,998.20  
99214 - OFFICE/OUTPATIENT VISIT EST 71 $9,966.00 $1,506.00 $1,182.50 $2,970.00 $4,307.50  
D0120 - PERIODIC ORAL EVALUATION 138 $4,642.00 $10.00 $0.00 $583.10 $4,048.90  
J3487 - ZOLEDRONIC ACID 3 $4,545.00 $450.00 $180.00 $0.00 $3,915.00  
00840 - ANESTH SURG LOWER 
ABDOMEN 1 $3,135.00 $0.00 $0.00 $0.00 $3,135.00  


31255 - REMOVAL OF ETHMOID SINUS 2 $3,130.00 $0.00 $0.00 $0.00 $3,130.00  
D3330 - ROOT CANAL THERAPY 3 
CANALS 4 $3,322.00 $0.00 $666.38 $90.12 $2,565.50  


99215 - OFFICE/OUTPATIENT VISIT EST 22 $4,342.00 $1,204.00 $60.00 $565.00 $2,513.00  
31267 - ENDOSCOPY MAXILLARY SINUS 2 $2,460.00 $0.00 $0.00 $0.00 $2,460.00  
30140 - RESECT INFERIOR TURBINATE 2 $2,236.00 $0.00 $0.00 $0.00 $2,236.00  
41899 - DENTAL SURGERY PROCEDURE 5 $4,910.00 $199.00 $540.50 $1,950.00 $2,220.50  
01810 - ANESTH LOWER ARM SURGERY 1 $2,212.00 $0.00 $0.00 $0.00 $2,212.00  
D1120 - DENTAL PROPHYLAXIS CHILD 40 $1,929.00 $0.00 $0.00 $108.00 $1,821.00  
29881 - KNEE ARTHROSCOPY/SURGERY 5 $13,169.33 $5,898.00 $164.05 $5,387.33 $1,719.95  
72148 - MRI LUMBAR SPINE W/O DYE 4 $4,445.00 $0.00 $1,534.60 $1,200.00 $1,710.40  
99203 - OFFICE/OUTPATIENT VISIT NEW 24 $3,419.56 $562.78 $90.00 $1,071.78 $1,695.00  
00810 - ANESTH LOW INTESTINE SCOPE 4 $2,649.50 $0.00 $197.90 $780.00 $1,671.60  
99396 - PREV VISIT EST AGE 40-64 17 $3,021.00 $521.90 $120.00 $727.00 $1,652.10  
59400 - OBSTETRICAL CARE 1 $2,300.00 $240.00 $412.00 $0.00 $1,648.00  
00630 - ANESTH SPINE CORD SURGERY 1 $1,635.00 $0.00 $0.00 $0.00 $1,635.00  
D0274 - DENTAL BITEWINGS FOUR 
FILMS 40 $1,682.00 $0.00 $0.00 $80.00 $1,602.00  


97110 - THERAPEUTIC EXERCISES 66 $5,990.96 $992.00 $129.00 $3,314.96 $1,555.00  
D4341 - PERIODONTAL SCALING & ROOT 14 $2,350.00 $0.00 $488.00 $310.00 $1,552.00  
42820 - REMOVE TONSILS AND 
ADENOIDS 2 $2,076.00 $496.00 $47.20 $0.00 $1,532.80  


63057 - DECOMPRESS SPINE CORD 
ADD-ON 2 $1,417.00 $0.00 $0.00 $0.00 $1,417.00  


D2391 - POST 1 SRFC RESINBASED 
CMPST 20 $2,327.00 $0.00 $922.20 $8.00 $1,396.80  


00790 - ANESTH SURG UPPER 
ABDOMEN 1 $1,540.00 $154.00 $0.00 $0.00 $1,386.00  


99243 - OFFICE CONSULTATION 15 $3,503.00 $786.00 $75.00 $1,283.00 $1,359.00  
99244 - OFFICE CONSULTATION 11 $2,796.09 $352.03 $15.00 $1,080.06 $1,349.00  
90806 - PSYTX OFF 45-50 MIN 31 $4,524.00 $1,032.00 $1,732.00 $430.00 $1,330.00  
99285 - EMERGENCY DEPT VISIT 3 $1,417.00 $86.50 $33.75 $0.00 $1,296.75  
D2331 - RESIN TWO SURFACES-
ANTERIOR 11 $2,046.00 $73.00 $450.40 $233.00 $1,289.60  


93510 - LEFT HEART CATHETERIZATION 2 $2,488.00 $0.00 $0.00 $1,244.00 $1,244.00  
99212 - OFFICE/OUTPATIENT VISIT EST 59 $3,867.00 $591.00 $487.80 $1,584.00 $1,204.20  
99395 - PREV VISIT EST AGE 18-39 12 $1,924.00 $380.00 $120.00 $299.00 $1,125.00  







L3000 - FT INSERT UCB BERKELEY 
SHELL 2 $600.00 $0.00 $0.00 $600.00 $0.00  


L3030 - FOOT ARCH SUPPORT REMOV 
PREM 2 $510.00 $0.00 $30.00 $480.00 $0.00  


L3982 - UPPER EXT FX ORTHOSIS 
RAD/UL 1 $11.00 $0.00 $0.00 $11.00 $0.00  


L4210 - ORTH DEV REPAIR/REPL MINOR 
P 1 $75.00 $0.00 $0.00 $75.00 $0.00  


S9999 - SALES TAX 1 $139.00 $0.00 $137.50 $1.50 $0.00  
V2020 - VISION SVCS FRAMES 
PURCHASES 1 $145.00 $0.00 $0.00 $145.00 $0.00  


V2520 - CONTACT LENS HYDROPHILIC 1 $60.00 $0.00 $0.00 $60.00 $0.00  
V2750 - ANTI-REFLECTIVE COATING 1 $75.00 $0.00 $0.00 $75.00 $0.00  
V2799 - MISCELLANEOUS VISION 
SERVICE 1 $25.00 $0.00 $0.00 $25.00 $0.00  


99232 - SUBSEQUENT HOSPITAL CARE 6 $354.00 ($128.00) $0.00 $495.00 ($13.00)  
99374 - HOME HEALTH CARE 
SUPERVISION 1 $0.00 ($20.00) $0.00 $185.00 ($165.00)  


72141 - MRI NECK SPINE W/O DYE 1 ($280.00) $0.00 $0.00 $0.00 ($280.00)  
Total Procedures: 574 3631 $920,338.61 $227,648.14 $60,224.93 $224,449.11 $408,016.43







Top 25 Prescription Drug Utilization by Drug 


 
 
 


A-1 Manufacturing - Group ID: DEMO3
Output Generated: 11/12/2008
Date Range: Check Date 4/1/2008 through 6/30/2008 
Comparisons: None 
 


Rank Drug Name(s) Drug Class # of 
Rx


Total 
Charges


Paid 
Amount


% of Total 
Paid 


Amount
Average 


Paid Per Rx


1 AVONEX ADMIN PACK 30MCG S UNSPECIFIED 1 4886.44 3102.81 5.5 3102.81 Details


2 NEXIUM CAPSULES DELAYED 
RELEASED UNSPECIFIED 23 4310.81 2940.58 5.2 127.85 Details


3 LIPITOR TABLETS HYPERLIPIDEMIA 26 4616.44 2918.88 5.2 112.26 Details
4 LIPITOR TABLETS BLOOD GLUCOSE REGULATORS 24 2873.79 1512.13 2.7 63.01 Details
5 ACIPHEX TABLETS DISORDERS  ACID/PEPTIC 7 1597.52 1210.92 2.2 172.99 Details
6 RYTHMOL SR 425MG CAPSULE UNSPECIFIED 2 1443.67 1204.47 2.1 602.24 Details


7 PREVACID CAPSULES DELAYED 
RELEASE 


GASTROINTESTINAL  
MISCELLANEOUS 8 1461.45 960.7 1.7 120.09 Details


8 ZYRTEC TABLETS ANTIHISTAMINES 23 2169.43 952.81 1.7 41.43 Details
9 BEXTRA TABLETS NSAID 9 1372.23 873.19 1.6 97.02 Details


10 HUMALOG INJECTION BLOOD GLUCOSE REGULATORS 12 1328.63 746.51 1.3 62.21 Details
11 ABILIFY 5MG TABLET UNSPECIFIED 3 1097.97 736.56 1.3 245.52 Details
12 ZOLOFT TABLETS ANTIDEPRESSANTS 18 1506.12 727.56 1.3 40.42 Details


13 OMEPRAZOLE DELAYED 
RELEASE CAPSULES DISORDERS  ACID/PEPTIC 2 753.26 693.09 1.2 346.55 Details


14 PRAVACHOL TABLETS HYPERLIPIDEMIA 6 1076.81 684.61 1.2 114.1 Details
15 ALLEGRA TABLETS UNSPECIFIED 15 1492.44 679.99 1.2 45.33 Details
16 CELEBREX CAPSULES NSAID 10 1066.74 660.03 1.2 66 Details
17 SPORANOX CAPSULES ANTIFUNGALS 3 845.41 632.28 1.1 210.76 Details


18 IMITREX INJECTION STATDOSE 
KIT 


ANTIMIGRAINE/OTHER 
HEADACHES 1 736.86 625.8 1.1 625.8 Details


19 CONCERTA METHYLPHENIDATE 
HCL EXTENDED RELEASE TABL ANOREXIANTS/CNS STIMULANTS 10 1285.4 615.2 1.1 61.52 Details


20 ZOCOR TABLETS HYPERLIPIDEMIA 6 827.71 508.52 0.9 84.75 Details


21 PENTASA CAPSULES 
CONTROLLED RELEASE UNSPECIFIED 4 1306.76 502.66 0.9 125.67 Details


22 GEODON CAPSULES ANTIPSYCHOTICS/ANTIMANICS 2 591.98 474.94 0.8 237.47 Details
23 NORVASC TABLETS ANTIHYPERTENSIVES 11 982.89 464.44 0.8 42.22 Details
24 CLARINEX TABLETS ANTIHISTAMINES 9 1140.79 447.69 0.8 49.74 Details
25 NEURONTIN CAPSULES ANTICONVULSANTS 3 656.68 439.43 0.8 146.48 Details


  DISTRIBUTION OF PAID AMOUNT 
# of 


Prescriptions 
Total 


Charges 
Paid 


Amount 
% of Total Rx 


Plan 
Spending 


Average Paid
Per 


Prescription 
TOP 25 DRUGS 238 $41,428.23 $25,315.80 45.18% $106.37
OTHER DRUGS 1039 $63,601.95 $30,712.62 54.82% $29.56
TOTAL PLAN 
SHARE


1277 $105,030.18 $56,028.42 100.00% $43.88







Payment Analysis 


A-1 Manufacturing - Group ID: DEMO3
Output Generated: 11/12/2008
Date Range: Check Date 6/23/2008 through 6/30/2008 
Comparisons: None 
 
Check Date Check 


# Svc From Svc 
Through


Claim 
Number Provider Name Total Amt Discount 


Amt
Employee 


Resp Other Plan 
Payment


6/25/2008 1021 6/9/2008 6/9/2008 995568243 ASSOCIATED 
DENTAL $310.00 $310.00 $0.00 $0.00 $0.00  


6/26/2008 1021 8/11/2005 8/11/2005 991724334 ASSOCIATED ASSOC $192.00 $192.00 $0.00 $0.00 $0.00  


6/26/2008 1021 2/20/2008 2/20/2008 992487255 ASSOCIATED 
MEDICAL GROUP $286.00 $271.00 $15.00 $0.00 $0.00  


6/26/2008 1021 3/3/2008 3/3/2008 993413751 ASSOCIATED LAB $270.00 $270.00 $0.00 $0.00 $0.00  
6/26/2008 1021 5/31/2008 5/31/2008 997885368 CREATIVE SURGERY $75.00 $75.00 $0.00 $0.00 $0.00  
6/26/2008 1021 10/20/2007 10/20/2007 998267527 ASSOCIATED ASSOC $63.55 $63.55 $0.00 $0.00 $0.00  
6/28/2008 19272 6/13/2008 6/13/2008 991112511 ENDOCR PARTNERS $145.00 $65.00 $15.00 $0.00 $65.00  
6/28/2008 19301 5/31/2008 5/31/2008 991236186 ASSOCIATED ASSOC $96.00 $13.00 $24.90 $0.00 $58.10  


6/28/2008 1021 6/5/2008 6/5/2008 991312578 ASSOCIATED 
CHIROPRACTIC $85.00 $85.00 $0.00 $0.00 $0.00  


6/28/2008 19263 5/13/2008 5/13/2008 991333863 ASSOCIATED 
RADIOLOGY $25.00 $0.00 $2.50 $0.00 $22.50  


6/28/2008 19283 3/30/2008 3/30/2008 991345516 ASSOCIATED ASSOC $105.00 $70.00 $0.00 $0.00 $35.00  


6/28/2008 19268 6/13/2008 6/13/2008 991382643 ASSOCIATED 
PEDIATRICS $119.00 $15.00 $15.00 $0.00 $89.00  


6/28/2008 19267 5/21/2008 5/21/2008 991478845 ENDOCR 
CARDIOLOGY $25.00 $0.00 $0.00 $0.00 $25.00  


6/28/2008 19306 6/13/2008 6/13/2008 991488788 ASSOCIATED 
DENTAL $199.00 $0.00 $0.00 $0.00 $199.00  


6/28/2008 19296 6/6/2008 6/6/2008 991522814 ASSOCIATED 
MEDICINE $227.00 $119.00 $0.00 $0.00 $108.00  


6/28/2008 1021 6/14/2008 6/14/2008 991535315 SURGERY $90.00 $90.00 $0.00 $0.00 $0.00  
6/28/2008 19303 6/8/2008 6/8/2008 991564215 ENDOCR ENDOCR $25.00 $4.00 $15.00 $0.00 $6.00  
6/28/2008 19288 6/12/2008 6/12/2008 991664687 PARTNERS BRUNS $295.00 $114.00 $76.20 $0.00 $104.80  


6/28/2008 19265 5/17/2008 5/17/2008 991684133 ASSOCIATED 
RADIOLOGY $94.00 $9.40 $0.00 $0.00 $84.60  


6/28/2008 19261 5/31/2008 5/31/2008 991772823 ASSISTANCE ASSOC $189.00 $111.00 $0.00 $0.00 $78.00  
6/28/2008 19284 6/14/2008 6/14/2008 991856146 ASSOCIATED ASSOC $925.00 $0.00 $437.50 $0.00 $487.50  
6/28/2008 1021 1/27/2008 1/27/2008 991878443 ASSISTANCE ASSOC $503.00 $503.00 $0.00 $0.00 $0.00  


6/28/2008 19279 6/2/2008 6/2/2008 991888266 ASSOCIATED 
SURGERY $20.00 $2.00 $0.00 $0.00 $18.00  


6/28/2008 19293 6/20/2008 6/20/2008 991888765 ASSOCIATED 
DENTAL $126.00 $0.00 $0.00 $0.00 $126.00  


6/28/2008 19260 5/30/2008 5/30/2008 992132225 ASSOCIATED ASSOC $207.00 $163.00 $0.00 $0.00 $44.00  
6/28/2008 19258 6/13/2008 6/13/2008 992133152 GREEN SURGERY $94.00 $37.00 $15.00 $0.00 $42.00  
6/28/2008 19292 6/13/2008 6/13/2008 992135147 GREEN SURGERY $745.00 $0.00 $397.50 $0.00 $347.50  


6/28/2008 19279 6/2/2008 6/2/2008 992157641 ASSOCIATED 
SURGERY $104.00 $10.40 $0.00 $0.00 $93.60  


6/28/2008 1021 6/13/2008 6/13/2008 992218817 ASSOCIATED 
PHYSICIANS $58.00 $58.00 $0.00 $0.00 $0.00  


6/28/2008 19298 6/11/2008 6/11/2008 992314734 ASSOCIATED ASSOC $293.88 $222.88 $0.00 $0.00 $71.00  
6/28/2008 19304 6/21/2008 6/21/2008 992463568 ASSOCIATED HEART $92.00 $0.00 $18.40 $0.00 $73.60  
6/28/2008 19275 6/7/2008 6/7/2008 992515755 GREEN HOSP $155.00 $70.00 $0.00 $0.00 $85.00  
6/28/2008 19289 6/16/2008 6/16/2008 992626525 ENDOCR GREEN $127.00 $0.00 $0.00 $0.00 $127.00  


6/28/2008 19309 5/22/2008 5/22/2008 992714356 ASSOCIATED 
RADIOLOGY $376.00 $0.00 $37.60 $0.00 $338.40  


6/28/2008 19311 6/20/2008 6/20/2008 992758236 PARTNERS 
CARDIOLOGY $115.00 $29.00 $0.00 $0.00 $86.00  







6/28/2008 19282 5/25/2008 5/25/2008 993124527 ASSOCIATED 
PATHOLOGY $40.20 $8.20 $0.00 $0.00 $32.00  


6/28/2008 19299 6/13/2008 6/13/2008 993126224 CARE SURGERY $600.00 $0.00 $120.00 $0.00 $480.00  


6/28/2008 19266 5/17/2008 5/17/2008 993351426 SURGERY 
RADIOLOGICAL $508.00 $0.00 $50.80 $0.00 $457.20  


6/28/2008 19300 6/13/2008 6/13/2008 993385635 ASSOCIATED ASSOC $67.00 $26.00 $0.00 $0.00 $41.00  
6/28/2008 1021 6/6/2008 6/6/2008 993485713 ASSOCIATED LAB $35.00 $35.00 $0.00 $0.00 $0.00  


6/28/2008 19282 5/25/2008 5/25/2008 993557278 ASSOCIATED 
PATHOLOGY $42.20 $13.20 $0.00 $0.00 $29.00  


6/28/2008 19291 6/15/2008 6/15/2008 993583447 ASSOCIATED ASSOC $580.00 $0.00 $156.00 $0.00 $424.00  
6/28/2008 19308 6/5/2008 6/5/2008 993746835 SURGERY $110.00 $30.00 $24.00 $0.00 $56.00  
6/28/2008 19281 6/6/2008 6/6/2008 993747435 ASSOCIATED CLINIC $254.00 $0.00 $0.00 $0.00 $254.00  
6/28/2008 19269 6/12/2008 6/12/2008 993767845 ASSOCIATED ASSOC $549.00 $211.20 $135.00 $0.00 $202.80  
6/28/2008 19294 1/13/2008 1/13/2008 993783517 GREEN SURGERY $45.00 $15.00 $0.00 $0.00 $30.00  
6/28/2008 19262 6/13/2008 6/13/2008 993786738 ENDOCR ASSOC $186.00 $73.00 $0.00 $0.00 $113.00  
6/28/2008 19285 6/19/2008 6/19/2008 994115881 CREATIVE D.D. $132.00 $20.00 $0.00 $0.00 $112.00  
6/28/2008 19302 6/15/2008 6/15/2008 994122161 ASSOCIATED ASSOC $334.00 $37.90 $105.00 $0.00 $191.10  


6/28/2008 19290 6/21/2008 6/21/2008 994334211 ENDOCR D H M 
ENDOCR $95.00 $0.00 $0.00 $0.00 $95.00  


6/28/2008 19311 6/20/2008 6/20/2008 994368462 PARTNERS 
CARDIOLOGY $147.00 $29.00 $0.00 $0.00 $118.00  


6/28/2008 19274 6/11/2008 6/11/2008 994382371 ASSOCIATED ASSOC $102.00 $30.00 $0.00 $0.00 $72.00  
6/28/2008 19273 6/1/2008 6/1/2008 994465328 ASSOCIATED ASSOC $87.00 $22.00 $0.00 $0.00 $65.00  


6/28/2008 19267 2/14/2008 2/14/2008 994527222 ENDOCR 
CARDIOLOGY $28.00 $0.00 $0.00 $0.00 $28.00  


6/28/2008 19276 6/14/2008 6/14/2008 994651275 LAB HOSP $320.00 $90.00 $0.00 $0.00 $230.00  


6/28/2008 19267 5/21/2008 5/21/2008 995221386 ENDOCR 
CARDIOLOGY $118.00 $8.00 $0.00 $0.00 $110.00  


6/28/2008 19305 8/4/2007 8/4/2007 995328275 ASSOCIATED 
SURGERY $179.00 $95.00 $16.80 $0.00 $67.20  


6/28/2008 19313 6/14/2008 6/14/2008 995361131 ASSOCIATED HEART $110.00 $52.00 $0.00 $0.00 $58.00  
6/28/2008 19286 6/15/2008 6/15/2008 995366386 GREEN ENDOCR $122.00 $0.00 $0.00 $0.00 $122.00  


6/28/2008 19271 5/29/2008 5/29/2008 995633564 ENDOCR MEDICAL 
GROUP $63.00 $6.00 $0.00 $0.00 $57.00  


6/28/2008 19264 6/5/2008 6/5/2008 995718135 ASSISTANCE ASSOC $1,265.00 $126.50 $130.23 $0.00 $1,008.27  


6/28/2008 19310 5/31/2008 5/31/2008 995825816 CARDIOLOGY MED 
CTR $53.00 $15.90 $3.71 $0.00 $33.39  


6/28/2008 19287 3/6/2008 3/6/2008 995855881 ASSOCIATED ASSOC $86.00 $28.00 $0.00 $0.00 $58.00  
6/28/2008 19297 5/7/2008 5/7/2008 996183368 SURGERY $110.00 $41.00 $0.00 $0.00 $69.00  


6/28/2008 19277 12/9/2007 12/9/2007 996245413 PARTNERS 
PARTNERS $125.00 $51.00 $15.00 $0.00 $59.00  


6/28/2008 19277 1/2/2008 1/2/2008 996261462 PARTNERS 
PARTNERS $330.00 $181.00 $30.00 $0.00 $119.00  


6/28/2008 1021 6/1/2008 6/1/2008 996325874 GREEN SURGERY $122.00 $122.00 $0.00 $0.00 $0.00  
6/28/2008 19270 6/12/2008 6/12/2008 996434558 ASSOCIATED ASSOC $221.00 $60.30 $0.00 $0.00 $160.70  


6/28/2008 1021 3/26/2008 3/26/2008 996448324 ASSOCIATED 
MEDICINE $498.72 $498.72 $0.00 $0.00 $0.00  


6/28/2008 19311 6/20/2008 6/20/2008 996537414 PARTNERS 
CARDIOLOGY $106.00 $0.00 $0.00 $0.00 $106.00  


6/28/2008 19298 6/11/2008 6/11/2008 996555871 ASSOCIATED ASSOC $293.52 $214.72 $0.00 $0.00 $78.80  
6/28/2008 1021 9/20/2007 9/20/2007 996655373 ENDOCR GREEN $44.00 $44.00 $0.00 $0.00 $0.00  


6/28/2008 19282 5/25/2008 5/25/2008 997163644 ASSOCIATED 
PATHOLOGY $9.60 $5.60 $0.00 $0.00 $4.00  


6/28/2008 19286 6/15/2008 6/15/2008 997342141 GREEN ENDOCR $122.00 $0.00 $0.00 $0.00 $122.00  


6/28/2008 19310 5/28/2008 5/28/2008 997477438 CARDIOLOGY MED 
CTR $779.00 $233.70 $54.53 $0.00 $490.77  


6/28/2008 19290 6/22/2008 6/22/2008 997823276 ENDOCR D H M 
ENDOCR $95.00 $0.00 $0.00 $0.00 $95.00  


6/28/2008 19312 5/25/2008 5/25/2008 998171425 ASSOCIATED ASSOC $154.00 $0.00 $28.00 $0.00 $126.00  
6/28/2008 19294 5/25/2008 5/25/2008 998274466 GREEN SURGERY $45.00 $15.00 $0.00 $0.00 $30.00  
6/28/2008 19278 6/8/2008 6/8/2008 998274777 ASSOCIATED CLINIC $150.00 $112.00 $11.40 $0.00 $26.60  







6/28/2008 19290 6/21/2008 6/21/2008 998433641 ENDOCR D H M 
ENDOCR $80.00 $0.00 $0.00 $0.00 $80.00  


6/28/2008 19286 6/15/2008 6/15/2008 998512757 GREEN ENDOCR $82.00 $0.00 $0.00 $0.00 $82.00  


6/28/2008 19267 5/15/2008 5/15/2008 998571553 ENDOCR 
CARDIOLOGY $21.00 $21.00 $0.00 $0.00 $0.00  


6/28/2008 19259 6/11/2008 6/11/2008 998586665 ASSOCIATED ASSOC $1,061.00 $5.00 $0.00 $0.00 $1,056.00  
6/28/2008 19273 3/3/2008 3/3/2008 998644871 ASSOCIATED ASSOC $87.00 $87.00 $0.00 $0.00 $0.00  


6/28/2008 19279 5/4/2008 5/4/2008 998831618 ASSOCIATED 
SURGERY $97.00 $16.00 $0.00 $0.00 $81.00  


6/28/2008 19280 5/28/2008 5/28/2008 998834276 ASSISTANCE 
THERAPY $162.38 $19.64 $0.00 $0.00 $142.74  


6/28/2008 19303 6/8/2008 6/8/2008 998854323 ENDOCR ENDOCR $340.00 $118.00 $0.00 $0.00 $222.00  
6/28/2008 1021 6/20/2008 6/20/2008 998886173 ASSOCIATED LAB $1,950.00 $1,950.00 $0.00 $0.00 $0.00  


6/29/2008 1021 6/5/2008 6/5/2008 991546332 ASSOCIATED 
CHIROPRACTIC $85.00 $85.00 $0.00 $0.00 $0.00  


6/29/2008 1021 2/20/2008 2/20/2008 998774755 ENDOCR ASSOC $110.00 $110.00 $0.00 $0.00 $0.00  
Total 
Claims: 90 $20,394.05 $7,934.81 $1,950.07 $0.00 $10,509.17







 
Lag Matrix 
 


Output Generated: 11/12/2008 
Vertical Date: Service Through Date 1/1/2008 through 6/30/2008 
Horizontal Date: Check Date 1/1/2008 through 6/30/2008  
Comparisons: None 
 


 
 


 


A-1 Manufacturing - Group ID: DEMO3


Service Through Date


Check Date  1/2008 2/2008 3/2008 4/2008 5/2008 6/2008 Totals


1/2008 $26,428.10 $37,194.65 $23,301.76 $20,741.08 $980.20 $1,878.98 $110,524.77
2/2008 $0.00 $10,371.57 $62,351.75 $47,426.98 $1,907.52 $1,702.21 $123,760.03
3/2008 $0.00 $0.00 $19,946.37 $64,127.82 $35,570.47 $12,263.45 $131,908.11
4/2008 $0.00 $0.00 $0.00 $27,892.13 $44,321.52 $19,121.01 $91,334.66
5/2008 $0.00 $0.00 $0.00 $0.00 $21,247.78 $54,676.63 $75,924.41
6/2008 $0.00 $0.00 $0.00 $0.00 $0.00 $25,828.82 $25,828.82
Totals $26,428.10 $47,566.22 $105,599.88 $160,188.01 $104,027.49 $115,471.10 $559,280.80


This report provides a matrix display of when your benefit costs were incurred versus when they were paid. Payment lag is a function of 
both provider billing and administrator payment processing.







 







 
Large Claim Trend 
 


Date Range 1: Check Date 1/1/2007 through 6/30/2008 
Threshold 1: $25,000.00 
Date Range 2: Check Date 1/1/2008 through 6/30/2008  
Threshold 2: $25,000.00 
Comparisons: None 
 


A-1 Manufacturing - Group ID: DEMO3


Date Range 1 Date Range 2


 
Total Plan Payment: $2,096,498.15 
Total Employees with Claims: 275 
 


# of 
Employees


% of 
Employees 
With Claims


Employees Representing 
10% of Cost 1 0.36%


Employees Representing 
20% of Cost 3 1.09%


Employees Representing 
50% of Cost 21 7.64%


Employees Representing 
80% of Cost 75 27.27%


 
Total Plan Payment: $731,163.39 
Total Employees with Claims: 248 
 


# of 
Employees


% of 
Employees 
With Claims


Employees Representing 
10% of Cost 1 0.40%


Employees Representing 
20% of Cost 3 1.21%


Employees Representing 
50% of Cost 15 6.05%


Employees Representing 
80% of Cost 61 24.60%


Large Claimants


Claimant Date 
Range 1 


Cost


Date Range 1 
Diagnoses


Date 
Range 2 


Cost


Date Range 2 
Diagnoses


1 $99,708.52 1978 - SEC MAL NEO GI NEC 
99659 - MALFUNC OTH 
DEVICE/GRAFT 


$0.00 Not over Threshold 


2 $54,347.03 715 - OSTEOARTHROSIS AND 
ALLIED DISORDERS 
575 - OTHER DISORDERS OF 
GALLBLADDER 


$5,316.60 Not over Threshold 
V57 - CARE INVOLVING USE OF 
REHABILITATION 
PROCEDURES 
724 - OTHER AND UNSPECIFIED 







DISORDERS OF BACK 
78650 - CHEST PAIN NOS 


3 $54,058.15 7513 - HIRSCHSPRUNGS DISEASE
569 - OTHER DISORDERS OF 
INTESTINE 
558 - OTHER NONINFECTIVE 
GASTROENTERITIS AND COLITIS 


$5,023.83 Not over Threshold 
558 - OTHER NONINFECTIVE 
GASTROENTERITIS AND 
COLITIS 
787 - SYMPTOMS INVOLVING 
DIGESTIVE SYSTEM 


4 $48,137.49 99654 - BREAST PROSTH 
MALFUNC 
1748 - MALIGN NEOPL BREAST 
NEC 
72764 - RUPT FLEXOR TENDON 
HAND 


$23,173.19 Not over Threshold 
72764 - RUPT FLEXOR TENDON 
HAND 
78909 - ABDMNAL PAIN OTH 
SPCF ST 
75310 - CYSTIC KIDNEY DISEAS 
NOS 


5 $47,440.95 6826 - CELLULITIS OF LEG 
73026 - OSTEOMYELITIS NOS-
L/LEG 
682 - OTHER CELLULITIS AND 
ABSCESS 


$3,322.58 Not over Threshold 
682 - OTHER CELLULITIS AND 
ABSCESS 
686 - OTHER LOCAL 
INFECTIONS OF SKIN AND 
SUBCUTANEOUS TISSUE 
Not Specified 


6 $38,915.57 414 - OTHER FORMS OF CHRONIC 
ISCHEMIC HEART DISEASE 
41401 - CRNRY ATHRSCL NATVE 
VSSL 
3530 - BRACHIAL PLEXUS LESIONS


$461.00 Not over Threshold 
V43 - ORGAN OR TISSUE 
REPLACED BY OTHER MEANS 
611 - OTHER DISORDERS OF 
BREAST 
V72 - SPECIAL 
INVESTIGATIONS AND 
EXAMINATIONS 


7 $38,629.88 238 - NEOPLASM OF UNCERTAIN 
BEHAVIOR OF OTHER AND 
UNSPECIFIED SITES AND TISSUES
185 - MALIGN NEOPL PROSTATE 


$14,463.71 Not over Threshold 
238 - NEOPLASM OF 
UNCERTAIN BEHAVIOR OF 
OTHER AND UNSPECIFIED 
SITES AND TISSUES 
198 - SECONDARY MALIGNANT 
NEOPLASM OF OTHER 
SPECIFIED SITES 


8 $36,333.49 558 - OTHER NONINFECTIVE 
GASTROENTERITIS AND COLITIS 


$26,124.77 558 - OTHER NONINFECTIVE 
GASTROENTERITIS AND 
COLITIS 


9 $33,906.32 614 - INFLAMMATORY DISEASE OF 
OVARY, FALLOPIAN TUBE, PELVIC 
CELLULAR TISSUE, AND 
PERITONEUM 
578 - GASTROINTESTINAL 
HEMORRHAGE 
? 


$1,856.10 Not over Threshold 
4279 - CARDIAC DYSRHYTHMIA 
NOS 


10 $31,274.60 7260 - ADHESIVE CAPSULIT 
SHLDER 
53510 - ATRPH GASTRTIS W/O 
HMRHG 
5718 - CHRONIC LIVER DIS NEC 


$22,050.00 Not over Threshold 
7260 - ADHESIVE CAPSULIT 
SHLDER 
727 - OTHER DISORDERS OF 
SYNOVIUM, TENDON, AND 
BURSA 


11 $26,575.13 72210 - LUMBAR DISC 
DISPLACEMENT 
722 - INTERVERTEBRAL DISC 


$25,912.63 72210 - LUMBAR DISC 
DISPLACEMENT 
722 - INTERVERTEBRAL DISC 







DISORDERS DISORDERS 
12 $26,510.65 628 - INFERTILITY, FEMALE $587.88 Not over Threshold 


V76 - SPECIAL SCREENING 
FOR MALIGNANT NEOPLASMS 
726 - PERIPHERAL 
ENTHESOPATHIES AND ALLIED 
SYNDROMES 
72632 - LATERAL 
EPICONDYLITIS 







 







 
Large Claim Trend 
 


Date Range 1: Check Date 1/1/2005 through 6/30/2005 
Threshold 1: $25,000.00 
Date Range 2: Check Date 1/1/2006 through 6/30/2006  
Threshold 2: $25,000.00 
Comparisons: None 
 


Imperium Corporation (a Sample Company) - Group ID: DEMO3


Date Range 1 Date Range 2


 
Total Payments: $610,696.93 
Total Employees with Claims: 234 
 


 


# of 
Employees


% of 
Employees 
With Claims


Employees Representing 10% of 
Cost 1 0.43%


Employees Representing 20% of 
Cost 2 0.85%


Employees Representing 50% of 
Cost 13 5.56%


Employees Representing 80% of 
Cost 57 24.36%


 
Total Payments: $785,696.20 
Total Employees with Claims: 243 
 


 


# of 
Employees


% of 
Employees 
With Claims


Employees Representing 10% of 
Cost 1 0.41%


Employees Representing 20% of 
Cost 3 1.23%


Employees Representing 50% of 
Cost 16 6.58%


Employees Representing 80% of 
Cost 63 25.93%


Large Claimants


Claimant Date 
Range 1 


Cost


Date Range 1 
Diagnoses


Date 
Range 2 


Cost


Date Range 2 
Diagnoses


MAGGIE DANDAM 
(996627671)


$54,165.91 99659 - MECHANICAL 
COMPLICATION OF OTHER 
IMPLANT AND INTER 
V707 - EXAMINATION OF 
PARTICIPANT IN CLINICAL TRIAL 
576 - Other disorders of biliary tract 


 Not over Threshold


GRACE QEXBCEB 
(992437348)


$35,690.37 414 - Other forms of chronic ischemic 
heart disease 
41401 - CORONARY 
ATHEROSCLEROSIS OF NATIVE 
CORONARY ARTERY 


 Not over Threshold







3530 - BRACHIAL PLEXUS 
LESIONS 


WILLIAM 
FOWPAQIQ 
(991143626)


 Not over Threshold $30,478.97 72210 - DISPLACEMENT OF 
LUMBAR INTERVERTEBRAL DISC 
WITHOUT 
722 - Intervertebral disc disorders 
V7651 - SPECIAL SCREENING 
FOR MALIGNANT NEOPLASMS 
COLON 


ROB 
JPQGEGCACTKA 
(997682358)


 Not over Threshold $26,475.42 185 - MALIGNANT NEOPLASM OF 
PROSTATE 
238 - Neoplasm of uncertain 
behavior of other and unspecified 
sites and tissues 


KAYTIE 
GEGXQCOAR 
(998311426)


 Not over Threshold $26,319.71 558 - Other noninfective 
gastroenteritis and colitis 







 
Medical Benefits Category Distribution 
 


Date Range 1: Check Date 1/1/2008 through 3/31/2008 
Date Range 2: Check Date 4/1/2008 through 6/30/2008  
Number of Days in Date Range 1: 91 
Number of Days in Date Range 2: 91 
Grouping Type: Standard AMA Grouping 
Comparisons: None 
 


A-1 Manufacturing - Group ID: DEMO3


Date Range 1 
(Check Date 1/1/2008 through 3/31/2008)


Date Range 2 
(Check Date 4/1/2008 through 6/30/2008 ) % Changes


Diagnosis Category
# of 


Services 
(1)


Total 
Charges (1)


Payment 
Amount (1)


# of 
Admissions 


(1)


Avg 
Length 
of Stay 


(1)


# of 
Services 


(2)
Total 


Charges (2)
Payment 


Amount (2)
# of 


Admissions 
(2)


Avg 
Length 
of Stay 


(2)


# of 
Services


Total 
Charges


Payment 
Amount


Infectious, Parasitic 43 $2,979.00 $1,017.92 0 0.00 40 $3,297.72 $1,671.61 0 0.00 -6.98 10.70 64.22
Neoplasms 62 $19,791.38 $9,695.52 0 0.00 120 $42,224.34 $18,495.97 0 0.00 93.55 113.35 90.77
Endocrine, 
Nutritional/Metabolic/Immunity 197 $12,155.96 $4,638.77 0 0.00 292 $32,036.31 $15,381.82 2 0.00 48.22 163.54 231.59


Blood, Blood-Forming Organs 6 $567.75 $243.60 0 0.00 16 $1,005.50 $266.91 0 0.00 166.67 77.10 9.57
Mental 97 $20,998.25 $5,311.92 1 0.00 120 $26,405.75 $14,018.99 1 0.00 23.71 25.75 163.92
Nervous System, Sense 
Organs 121 $32,281.35 $10,256.53 0 0.00 114 $15,982.42 $6,337.88 0 0.00 -5.79 -50.49 -38.21


Circulatory System 173 $27,520.50 $10,849.72 0 0.00 108 $24,555.02 $3,507.20 0 0.00 -37.57 -10.78 -67.67
Respiratory System 242 $48,999.61 $9,314.37 0 0.00 215 $38,472.82 $26,438.78 0 0.00 -11.16 -21.48 183.85
Digestive System 213 $73,126.52 $29,193.16 1 0.00 145 $114,473.59 $41,233.27 0 0.00 -31.92 56.54 41.24
Genitourinary System 132 $27,695.43 $18,611.19 0 0.00 50 $5,194.45 $2,685.27 0 0.00 -62.12 -81.24 -85.57
Pregnancy, Childbirth, 
Puerperium 35 $29,578.83 $12,810.73 0 0.00 34 $23,255.80 $9,078.84 1 0.00 -2.86 -21.38 -29.13


Skin, Subcutaneous Tissue 126 $28,689.91 $3,056.07 0 0.00 74 $7,242.05 $3,388.58 0 0.00 -41.27 -74.76 10.88
Musculoskeletal System, 
Connective Tissue 698 $162,173.08 $42,134.00 0 0.00 611 $286,828.13 $97,858.36 2 0.00 -12.46 76.87 132.26


Congenital Anomalies 2 $158.00 $40.00 0 0.00 9 $6,381.50 $4,288.28 0 0.00 350.00 3,938.92 10,620.70
Certain Conditions Originating 
in the Perinatal Period 3 $46.00 $30.40 0 0.00 0 $0.00 $0.00 0 0.00 0.00 0.00 0.00


Ill-Defined Conditions 390 $129,212.49 $88,533.26 0 0.00 289 $126,363.79 $91,047.13 0 0.00 -25.90 -2.20 2.84
Injury, Poisoning 242 $42,925.43 $9,844.96 0 0.00 219 $39,228.80 $8,029.27 0 0.00 -9.50 -8.61 -18.44
External Causes of Injury, 
Poisoning 0 $0.00 $0.00 0 0.00 0 $0.00 $0.00 0 0.00 0.00 0.00 0.00


Factors Influencing Health 
Status, Contact with Health 
Services


484 $47,327.34 $17,494.27 1 0.00 476 $62,965.07 $26,944.95 2 0.00 -1.65 33.04 54.02


Other Categories 883 $87,031.50 $50,070.57 0 0.00 699 $64,425.55 $37,343.32 0 0.00 -20.84 -25.97 -25.42
Total Diagnoses: 5,386 4,149 $793,258.33 $323,146.96 3 0.00 3,631 $920,338.61 $408,016.43 8 0.00


 
This table displays data by diagnosis category for the selected reporting periods. Because pharmacy drug claims are submitted without a diagnosis, they will fall into the `Other` 
category unless they are excluded from this report using comparison fields. Information on high cost diagnostic categories can be used to assess benefits plan design and to 
promote employee awareness. It is useful to review changes in medically diagnosed illnesses or injuries (diagnostic categories) to understand shifts in the mix of services and length 
of stay for your group.







Medical Benefits Distribution Comparison 


A-1 Manufacturing - Group ID: DEMO3
Output Generated: 11/12/2008
Date Range 1: Check Date 1/1/2008 through 3/31/2008 (91 days)
Date Range 2: Check Date 4/1/2008 through 6/30/2008 (91 days)
Comparisons: None 
 


Date Range 1 
(Check Date 1/1/2008 through 3/31/2008)


Date Range 2 
(Check Date 4/1/2008 through 6/30/2008 ) % Changes


Diagnosis Code
# of 


Services 
(1)


Total 
Charges (1)


Payment 
Amount (1)


# of 
Admissions 


(1)


Avg 
Length 
of Stay 


(1)


# of 
Services 


(2)


Total 
Charges (2)


Payment 
Amount (2)


# of 
Admissions 


(2)


Avg 
Length 
of Stay 


(2)


% 
Change 


in 
Services


% 
Change 


in 
Charges


% 
Change 


in 
Payments


Other 883 $87,031.50 $50,070.57 0 0.00 699 $64,425.55 $37,343.32 0 0.00 -20.84 -25.97 -25.42  
011 - PULMONARY 
TUBERCULOSIS 1 $75.00 $26.00 0 0.00 0 $0.00 $0.00 0 0.00 0.00 0.00 0.00  


034 - STREPTOCOCCAL 
SORE THROAT AND 
SCARLET FEVER


13 $851.00 $207.18 0 0.00 3 $135.00 $68.00 0 0.00 -76.92 -84.14 -67.18  


0340 - STREP SORE 
THROAT 5 $290.00 $103.00 0 0.00 2 $161.00 $72.00 0 0.00 -60.00 -44.48 -30.10  


04111 - 
STAPHYLOCOCCUS 
AUREUS


4 $500.00 $260.00 0 0.00 2 $0.00 ($130.00) 0 0.00 -50.00 0.00 -150.00  


0579 - VIRAL 
EXANTHEMATA NOS 0 $0.00 $0.00 0 0.00 1 $85.00 $34.00 0 0.00 0.00 0.00 0.00  


0740 - HERPANGINA 0 $0.00 $0.00 0 0.00 3 $205.00 $88.00 0 0.00 0.00 0.00 0.00  
078 - OTHER DISEASES 
DUE TO VIRUSES AND 
CHLAMYDIAE


2 $186.00 $62.00 0 0.00 5 $570.00 $291.00 0 0.00 150.00 206.45 369.35  


07810 - VIRAL WARTS 
NOS 1 $100.00 $0.00 0 0.00 3 $362.22 $216.00 0 0.00 200.00 262.22 0.00  


07811 - CONDYLOMA 
ACUMINATUM 2 $170.00 $0.00 0 0.00 0 $0.00 $0.00 0 0.00 0.00 0.00 0.00  


07819 - OTH SPECFD 
VIRAL WARTS 0 $0.00 $0.00 0 0.00 13 $1,087.00 $576.00 0 0.00 0.00 0.00 0.00  


079 - VIRAL INFECTION IN 
CONDITIONS CLASSIFIED 
ELSEWHERE AND OF 
UNSPECIFIED SITE


2 $74.00 $26.64 0 0.00 2 $167.00 $144.00 0 0.00 0.00 125.68 440.54  


07999 - VIRAL INFECTION 
NOS 0 $0.00 $0.00 0 0.00 1 $95.00 $42.00 0 0.00 0.00 0.00 0.00  


110 - DERMATOPHYTOSIS 0 $0.00 $0.00 0 0.00 4 $363.50 $229.61 0 0.00 0.00 0.00 0.00  
1101 - 
DERMATOPHYTOSIS OF 
NAIL


6 $356.00 $245.10 0 0.00 0 $0.00 $0.00 0 0.00 0.00 0.00 0.00  


111 - DERMATOMYCOSIS 
OTHER AND 
UNSPECIFIED


1 $70.00 $40.00 0 0.00 0 $0.00 $0.00 0 0.00 0.00 0.00 0.00  


112 - CANDIDIASIS 6 $307.00 $48.00 0 0.00 1 $67.00 $41.00 0 0.00 -83.33 -78.18 -14.58  
174 - MALIGNANT 
NEOPLASM OF FEMALE 
BREAST


2 $199.00 $89.00 0 0.00 3 $200.00 $58.00 0 0.00 50.00 0.50 -34.83  


1744 - MAL NEO BREAST 
UP-OUTER 0 $0.00 $0.00 0 0.00 6 $490.62 $129.90 0 0.00 0.00 0.00 0.00  


1749 - MALIGN NEOPL 
BREAST NOS 2 $95.00 $44.00 0 0.00 0 $0.00 $0.00 0 0.00 0.00 0.00 0.00  


185 - MALIGN NEOPL 
PROSTATE 14 $1,024.28 $608.15 0 0.00 24 $2,086.00 $891.95 0 0.00 71.43 103.66 46.67  


188 - MALIGNANT 
NEOPLASM OF BLADDER 1 $2,000.00 $347.00 0 0.00 0 $0.00 $0.00 0 0.00 0.00 0.00 0.00  


1882 - MAL NEO 
BLADDER-LATERAL 14 $2,576.00 $1,617.58 0 0.00 2 $415.00 $170.40 0 0.00 -85.71 -83.89 -89.47  


198 - SECONDARY 
MALIGNANT NEOPLASM 
OF OTHER SPECIFIED 
SITES


9 $5,415.00 $3,684.79 0 0.00 7 $5,143.00 $4,018.90 0 0.00 -22.22 -5.02 9.07  


20500 - ACT MYL LEUK 
W/O RMSION 0 $0.00 $0.00 0 0.00 1 $90.00 $54.30 0 0.00 0.00 0.00 0.00  


210 - BENIGN NEOPLASM 
OF LIP ORAL CAVITY AND 
PHARYNX


2 $90.00 $30.00 0 0.00 0 $0.00 $0.00 0 0.00 0.00 0.00 0.00  


2102 - BEN NEO MAJOR 
SALIVARY 0 $0.00 $0.00 0 0.00 14 $7,785.40 $801.89 0 0.00 0.00 0.00 0.00  







INVESTIGATIONS AND 
EXAMINATIONS 0 $0.00 $0.00 0 0.00 3 $793.00 $191.00 0 0.00 0.00 0.00 0.00  


V726 - LABORATORY 
EXAMINATION 1 $9.00 $8.10 0 0.00 0 $0.00 $0.00 0 0.00 0.00 0.00 0.00  


V7281 - PREOP 
CARDIOVSCLR EXAM 1 $30.00 $16.00 0 0.00 0 $0.00 $0.00 0 0.00 0.00 0.00 0.00  


V7283 - OTH SPCF PREOP 
EXAM 3 $165.00 $11.00 0 0.00 2 $90.00 $36.00 0 0.00 -33.33 -45.45 227.27  


V7284 - PREOP EXAM 
UNSPCF 2 $115.25 $0.00 0 0.00 2 $148.00 $118.00 0 0.00 0.00 28.42 0.00  


V7285 - OTH SPECIFIED 
EXAM 0 $0.00 $0.00 0 0.00 1 $50.00 $0.00 0 0.00 0.00 0.00 0.00  


V74 - SPECIAL 
SCREENING 
EXAMINATION FOR 
BACTERIAL AND 
SPIROCHETAL DISEASES


2 $65.00 $30.00 0 0.00 3 $288.75 $78.00 0 0.00 50.00 344.23 160.00  


V741 - SCREENING-
PULMONARY TB 1 $27.00 $8.00 0 0.00 3 $94.00 $56.10 0 0.00 200.00 248.15 601.25  


V76 - SPECIAL 
SCREENING FOR 
MALIGNANT NEOPLASMS


49 $3,120.00 $1,869.35 0 0.00 45 $3,335.05 $2,138.93 0 0.00 -8.16 6.89 14.42  


V7612 - SCREEN 
MAMMOGRAM NEC 10 $661.01 $459.99 0 0.00 16 $1,566.00 $1,344.19 0 0.00 60.00 136.91 192.22  


V762 - SCREEN MAL 
NEOP-CERVIX 0 $0.00 $0.00 0 0.00 1 $63.00 $56.70 0 0.00 0.00 0.00 0.00  


V7641 - SCREEN MAL 
NEOP-RECTUM 1 $250.00 $0.00 0 0.00 2 $33.00 $6.00 0 0.00 100.00 -86.80 0.00  


V7644 - SCRN MALIG 
NEOP-PROSTATE 4 $341.00 $175.24 0 0.00 3 $312.00 $75.00 0 0.00 -25.00 -8.50 -57.20  


V7651 - SCREEN MALIG 
NEOP-COLON 0 $0.00 $0.00 0 0.00 1 $6.00 $5.40 0 0.00 0.00 0.00 0.00  


V77 - SPECIAL 
SCREENING FOR 
ENDOCRINE 
NUTRITIONAL METABOLIC 
AND IMMUNITY 
DISORDERS


7 $642.20 $127.00 0 0.00 5 $77.00 $45.60 0 0.00 -28.57 -88.01 -64.09  


V770 - SCREEN-THYROID 
DISORDER 0 $0.00 $0.00 0 0.00 3 $228.00 $84.00 0 0.00 0.00 0.00 0.00  


V771 - SCREEN-DIABETES 
MELLITUS 0 $0.00 $0.00 0 0.00 1 $23.00 $8.00 0 0.00 0.00 0.00 0.00  


V7791 - SCREEN LIPOID 
DISORDERS 0 $0.00 $0.00 0 0.00 5 $345.00 $229.08 0 0.00 0.00 0.00 0.00  


V78 - SPECIAL 
SCREENING FOR 
DISORDERS OF BLOOD 
AND BLOOD-FORMING 
ORGANS


2 $79.00 $22.00 0 0.00 2 $70.00 $20.10 0 0.00 0.00 -11.39 -8.64  


V780 - SCREEN-IRON 
DEFIC ANEMIA 0 $0.00 $0.00 0 0.00 1 $79.00 $11.00 0 0.00 0.00 0.00 0.00  


V781 - SCREEN-DEFIC 
ANEMIA NEC 0 $0.00 $0.00 0 0.00 2 $102.00 $3.00 0 0.00 0.00 0.00 0.00  


V802 - SCREENING-EYE 
COND NEC 0 $0.00 $0.00 0 0.00 1 $58.00 $58.00 0 0.00 0.00 0.00 0.00  


V810 - SCRN-ISCHEMIC 
HEART DIS 0 $0.00 $0.00 0 0.00 2 $83.00 $37.00 0 0.00 0.00 0.00 0.00  


V815 - SCREEN FOR 
NEPHROPATHY 0 $0.00 $0.00 0 0.00 2 $102.00 $4.00 0 0.00 0.00 0.00 0.00  


V816 - SCREEN FOR GU 
COND NEC 2 $62.00 $4.00 0 0.00 0 $0.00 $0.00 0 0.00 0.00 0.00 0.00  


V82 - SPECIAL 
SCREENING FOR OTHER 
CONDITIONS


8 $1,121.00 $685.96 0 0.00 0 $0.00 $0.00 0 0.00 0.00 0.00 0.00  


Total Diagnoses: 625 4,149 $793,258.33 $323,146.96 14 0.00 3,631 $920,338.61 $408,016.43 11 8.64    







Stop Loss Trigger Diagnoses Report 


A-1 Manufacturing - Group ID: DEMO3     
Output Generated: 11/12/2008 
Date Range: Check Date 6/24/2008 through 6/30/2008  
Comparisons: None  


 







Benefit Cost Summary By Employee 


 
Excluded Prescription Details from PBM 
Included Prescription Payments from Adjudication System 
 


A-1 Manufacturing - Group ID: DEMO3
Output Generated: 11/12/2008
Date Range: Check Date 6/1/2008 through 6/30/2008 
Comparisons: None 
 


Index Total Charge 
Amount


Plan Payment 
Amount


Network 
Savings 
Amount


Coinsurance 
Amount


Copay 
Amount


Deductible 
Amount


Ineligible 
Amount


Other/COB 
Amount


1 184 162.88 21.12 0 0 0 0 0
2 103.47 0 103.47 0 0 0 0 0
3 315.7 233.25 82.45 0 0 0 0 0
4 130 39 91 0 0 0 0 0
5 171 85 1 0 0 0 0 85
6 1040 648 180 162 0 50 0 0
7 61.7 0 61.7 0 0 0 0 0
8 85 42 28 0 15 0 0 0
9 346 176 76 44 0 50 0 0


10 2476 111.6 2364.4 0 0 0 0 0
11 127 92 35 0 0 0 0 0
12 80 46 19 0 15 0 0 0
13 199 199 0 0 0 0 0 0
14 175 127 33 0 15 0 0 0
15 260 149 96 15 0 0 0 0
16 11682.9 7611.92 3215.98 575 30 250 0 0
17 124.4 0 124.4 0 0 0 0 0
18 340 198 55 37 0 50 0 0
19 402 257.8 77.2 17 0 50 0 0
20 156 102 54 0 0 0 0 0
21 458 133 280 0 45 0 0 0
22 129 39 90 0 0 0 0 0
23 456 335 121 0 0 0 0 0
24 105 65 25 0 15 0 0 0
25 202 10.44 40.4 1.16 0 150 0 0
26 1117 0 1117 0 0 0 0 0
27 350 187 148 0 15 0 0 0
28 297.1 0 98.71 0 0 198.39 0 0
29 29140 1078 27500 462 0 100 0 0
30 115 86 29 0 0 0 0 0
31 389.55 218 123.55 48 0 0 0 0
32 147 118 29 0 0 0 0 0
33 288 53 235 0 0 0 0 0
34 708.5 208.41 425.09 0 0 75 0 0
35 195 142 23 0 30 0 0 0
36 320 230 90 0 0 0 0 0
37 584 424.6 159.4 0 0 0 0 0
38 479 216 263 0 0 0 0 0
39 105 60 45 0 0 0 0 0
40 279.34 0 279.34 0 0 0 0 0







 
 


 
 


Back to Startup Screen


175 59 116 0 0 0 0 0
266 1550 637 913 0 0 0 0 0
267 243 112.2 70.8 0 60 0 0 0
268 378.15 0 378.15 0 0 0 0 0
269 1023 1023 0 0 0 0 0 0


Total 
Claimants: 
269


$282,687.70 $119,532.11 $140,350.46 $7,149.38 $2,790.80 $7,860.35 $0.00 $5,004.60


This report provides a per-patient indication of employee-responsibility and other claim costs during time timeframes specified.







 
Employee Cost Summary 
 


Date Range: Check Date 6/1/2008 through 6/30/2008  
Comparisons: None 
 


A-1 Manufacturing - Group ID: DEMO3


Group 
Identifier


Location 
Identifier


Member 
ID Employee Name


Claim 
Dependent 
Identifier


Dependent Name Total 
Paid


Medical 
Paid


Rx 
Paid


Dental 
Paid


Vision 
Paid


STD 
Paid


  LocID2 991683816 FRANK 
CNOFQNCOCXI 0 FRANK 


CNOFQNCOCXI 152.24 0 0 0 0 0


      FRANK 
CNOFQNCOCXI   Family Total 152.24 0 0 0 0 0


  LocID2 998626487 LESLIE COFAH 0 LESLIE COFAH 88.38 0 0 0 0 0
      LESLIE COFAH   Family Total 88.38 0 0 0 0 0
  LocID2 998468182 WILLIE GOVOFS 0 KAYTIE GOVOFS 173.04 0 0 0 0 0
  LocID2 998468182 WILLIE GOVOFS 0 WILLIE GOVOFS 42.72 0 0 0 0 0
      WILLIE GOVOFS   Family Total 215.76 0 0 0 0 0


  LocID2 993452353 MANDY 
HAFWPISJ 0 THOMAS 


HAFWPISJ 170.03 0 0 0 0 0


  LocID2 993452353 MANDY 
HAFWPISJ 1 TIA HAFWPISJ 24.27 0 0 0 0 0


      MANDY 
HAFWPISJ   Family Total 194.3 0 0 0 0 0


  LocID2 994181546 ED HIEJLAWV 0 ED HIEJLAWV 562.75 0 0 0 0 0
      ED HIEJLAWV   Family Total 562.75 0 0 0 0 0
  LocID2 995566754 DON HWEWD 1 KELLI HWEWD 0 0 0 0 0 0
      DON HWEWD   Family Total 0 0 0 0 0 0
  LocID2 994615747 DON IHETQAD 1 KRISTI IHETQAD 110.63 0 0 0 0 0
      DON IHETQAD   Family Total 110.63 0 0 0 0 0
  LocID2 995564638 GRACE JNAIMH 0 DON JNAIMH 34.78 0 0 0 0 0
  LocID2 995564638 GRACE JNAIMH 1 GRACE JNAIMH 30.22 0 0 0 0 0
      GRACE JNAIMH   Family Total 65 0 0 0 0 0
  LocID2 992672287 FRED LOGIR 0 FRED LOGIR 4.27 0 0 0 0 0
      FRED LOGIR   Family Total 4.27 0 0 0 0 0
  LocID2 998372341 JODY NIOGGD 0 KELLI NIOGGD 156.32 0 0 0 0 0
      JODY NIOGGD   Family Total 156.32 0 0 0 0 0
  LocID2 992517666 DAVID NRIFE 1 AL NRIFE 50.61 0 0 0 0 0
      DAVID NRIFE   Family Total 50.61 0 0 0 0 0


  LocID2 997822358 JOE PADJOQXE 0 AMANDA 
PADJOQXE 22.41 0 0 0 0 0


  LocID2 997822358 JOE PADJOQXE 0 WILLIAM 
PADJOQXE 245.52 0 0 0 0 0


  LocID2 997822358 JOE PADJOQXE 27 MOLLY 
PADJOQXE 273.54 0 0 0 0 0


      JOE PADJOQXE   Family Total 541.47 0 0 0 0 0
  LocID2 995432172 AL QESCOB 0 AL QESCOB 287.37 0 0 0 0 0
      AL QESCOB   Family Total 287.37 0 0 0 0 0


  LocID2 996443666 BRIAN 
QOVANRVE 0 AMANDA 


QOVANRVE 0 0 0 0 0 0


  LocID2 996443666 BRIAN 
QOVANRVE 0 BRIAN 


QOVANRVE 0 0 0 0 0 0


      BRIAN 
QOVANRVE   Family Total 0 0 0 0 0 0


  LocID2 997381646 MARY SMITD 0 WILLIAM SMITD 190.21 0 0 0 0 0







 This table displays employee cost summary data by claim category for the selected reporting periods.


WEDAWGMEXT WEDAWGMEXT 


      GRACE 
WEDAWGMEXT   Family Total 1869.4 1869.4 0 0 0 0


  LocID9 993583641 PAT WEQERAD 12 DON WEQERAD 0 0 0 0 0 0
  LocID9 993583641 PAT WEQERAD 12 JODY WEQERAD 0 0 0 0 0 0
      PAT WEQERAD   Family Total 0 0 0 0 0 0


  LocID9 998456618 WILLIAM 
WGAJWEC 0 DAWN WGAJWEC 1594.6 1594.6 0 0 0 0


      WILLIAM 
WGAJWEC   Family Total 1594.6 1594.6 0 0 0 0


  LocID9 996284527 EDDY WOQILBOL 0 BRIAN 
WOQILBOL 365.68 270.68 0 95 0 0


  LocID9 996284527 EDDY WOQILBOL 1 EDDY WOQILBOL 95 0 0 95 0 0
  LocID9 996284527 EDDY WOQILBOL 12 JOE WOQILBOL 80 0 0 80 0 0
      EDDY WOQILBOL   Family Total 540.68 270.68 0 270 0 0
  LocID9 995876656 LESLIE WXOJFET 0 LESLIE WXOJFET 130 130 0 0 0 0
      LESLIE WXOJFET   Family Total 130 130 0 0 0 0


  LocID9 992887212 ELIZABETH 
XIEST 0 ELIZABETH 


XIEST 65 65 0 0 0 0


      ELIZABETH 
XIEST   Family Total 65 65 0 0 0 0


  LocID9 991728618 AMANDA XIHV 1 AMANDA XIHV 59 59 0 0 0 0
      AMANDA XIHV   Family Total 59 59 0 0 0 0
  LocID9 992373771 EDDY XQEMG 1 EDDY XQEMG 1023 1023 0 0 0 0
      EDDY XQEMG   Family Total 1023 1023 0 0 0 0
          Location Total 72868.33 65926.13 0 6942.2 0 0
          Group Total 138950.94 91464.45 0 28067.66 0 0







Eligibility Analysis 


A-1 Manufacturing - Group ID: DEMO3
Output Generated: 11/12/2008
Date Range: Check Date 6/1/2008 through 6/30/2008 
Comparisons: None 
 


Emp SSN Emp Last Emp 
First Rel Member 


Last
Member 


First
Birth 
Date Gender Med 


Coverage?
Coverage 


Start
Coverage 


End
991114767 FEN PHIL E FEN PHIL 8/21/1978 M Y 1/1/2002 -  
991143626 FOWPAQIQ WILLIAM E FOWPAQIQ WILLIAM 4/10/1943 M Y 1/1/2002 -  
991222153 PIVXOQ CHRIS E PIVXOQ CHRIS 4/7/1941 M Y 1/1/2002 -  
991262445 TQAT ISABEL E TQAT ISABEL 11/18/1949 F Y 1/1/2004 -  
991273663 OQVOWGIEJ ROB E OQVOWGIEJ ROB 9/4/1964 M Y 1/15/2004 -  
991276584 XIMADGAS PHIL S XIMADGAS ELISA 3/7/1979 F Y - -  
991335127 DASXORLOD THOMAS E DASXORLOD THOMAS 10/22/1942 M Y 12/14/1966 -  
991344368 BIMPAD BLAIR E BIMPAD BLAIR 2/10/1949 M Y 1/1/2002 -  
991362876 VONM JODY E VONM JODY 10/26/1955 F Y 1/3/2002 -  
991424366 PIDINE BLAIR C PIDINE TIA 11/29/2002 F Y 11/29/2002 -  
991424366 PIDINE BLAIR S PIDINE KRISTI 2/6/1970 F Y 2/25/2000 -  
991424366 PIDINE BLAIR C PIDINE ELLEN 11/15/2000 F Y 11/15/2000 -  
991424366 PIDINE BLAIR E PIDINE BLAIR 8/30/1968 M Y 1/1/2003 -  
991463488 MTPWOIFEX WILLIE E MTPWOIFEX WILLIE 2/19/1953 M Y 1/1/2002 -  
991463488 MTPWOIFEX WILLIE C MTPWOIFEX ROB 9/4/1985 M Y 1/1/2000 -  
991463488 MTPWOIFEX WILLIE S MTPWOIFEX KELLI 6/28/1955 F Y 1/1/2000 -  
991463488 MTPWOIFEX WILLIE C MTPWOIFEX CHRIS 6/29/1988 M Y 1/1/2000 -  
991515348 GELDOQO DON E GELDOQO DON 10/6/1948 M Y 1/1/2003 -  
991532575 GODIQ KAREN E GODIQ KAREN 12/13/1944 F Y 1/1/2000 -  
991532575 GODIQ KAREN S GODIQ CHARLES 11/29/1941 M Y 10/8/1980 -  
991545274 BIXOGEKPNI MATTHEW S BIXOGEKPNI WILLIE 6/21/1951 F Y 6/9/1971 -  
991545274 BIXOGEKPNI MATTHEW C BIXOGEKPNI SUSAN 4/15/1988 F Y 4/15/1988 -  
991545274 BIXOGEKPNI MATTHEW E BIXOGEKPNI MATTHEW 3/9/1950 M Y 1/1/2002 -  
991545274 BIXOGEKPNI MATTHEW C BIXOGEKPNI EDDY 12/13/1984 F Y 12/13/1984 -  
991636313 QOPEHQHI BRIAN C QOPEHQHI PHIL 8/16/1983 M Y - -  
991636313 QOPEHQHI BRIAN C QOPEHQHI JAY 7/18/1982 M Y - -  
991636313 QOPEHQHI BRIAN E QOPEHQHI BRIAN 6/13/1957 M Y 1/1/2004 -  
991665851 JQWMEQSAOD BRYAN E JQWMEQSAOD BRYAN 11/25/1943 M Y 5/1/1970 -  
991668721 MAFIMHEL EDDY S MAFIMHEL MEGAN 7/2/1966 F Y 1/1/2004 -  
991668721 MAFIMHEL EDDY C MAFIMHEL KRISTI 5/31/1992 F Y 1/1/2004 -  
991668721 MAFIMHEL EDDY C MAFIMHEL GRACE 3/19/1993 F Y 1/1/2004 -  
991668721 MAFIMHEL EDDY E MAFIMHEL EDDY 6/12/1963 M Y 1/1/2004 -  
991683816 CNOFQNCOCXI FRANK C CNOFQNCOCXI KRISTI 6/2/1991 F Y 1/1/2004 -  
991683816 CNOFQNCOCXI FRANK C CNOFQNCOCXI JODY 5/26/1985 M Y 1/1/2004 -  
991683816 CNOFQNCOCXI FRANK C CNOFQNCOCXI JEANNIE 1/30/1987 F Y 1/1/2004 -  
991683816 CNOFQNCOCXI FRANK S CNOFQNCOCXI GRACE 7/3/1960 F Y 1/1/2004 -  
991683816 CNOFQNCOCXI FRANK E CNOFQNCOCXI FRANK 11/22/1955 M Y 1/1/2004 -  
991684647 VQMARHAK BLAIRE E VQMARHAK BLAIRE 9/30/1953 M Y 1/1/2004 -  
991715668 RIBRIEJIA TOM E RIBRIEJIA TOM 12/17/1972 M Y 9/21/2002 -  
991715668 RIBRIEJIA TOM S RIBRIEJIA KELLI 5/30/1972 F Y 9/21/2002 -  
991728618 XIHV JODY E XIHV JODY 8/28/1954 M Y 1/1/2000 -  
991728618 XIHV JODY C XIHV CHRIS 1/31/1986 M Y 1/9/1991 -  
991728618 XIHV JODY S XIHV AMANDA 7/16/1951 F Y 1/9/1991 -  
991757362 GIFQ PHIL C GIFQ TINA 2/6/2001 F Y 1/1/2004 -  
991757362 GIFQ PHIL E GIFQ PHIL 8/12/1975 M Y 1/1/2004 -  
991757362 GIFQ PHIL C GIFQ KAREN 12/15/1998 F Y 1/1/2004 -  
991757362 GIFQ PHIL S GIFQ ELISE 10/10/1973 F Y 1/1/2004 -  







VAEG CHARLES E VAEG CHARLES 10/29/1945 M Y 1/1/2003 -  
998677284 SAQTOBPAB THOMAS E SAQTOBPAB THOMAS 7/23/1959 M Y 1/1/2002 -  
998714247 FOJVEW FRED E FOJVEW FRED 9/12/1959 M Y 1/1/2004 -  
998775837 VIWEV MICHAEL C VIWEV WILLIE 12/5/1994 M Y 12/5/1994 -  
998775837 VIWEV MICHAEL E VIWEV MICHAEL 8/12/1966 M Y 7/1/1988 -  
998775837 VIWEV MICHAEL C VIWEV MATTHEW 12/18/2000 M Y 12/18/2000 -  
998775837 VIWEV MICHAEL S VIWEV KELLY 3/17/1966 F Y 7/1/1988 -  
998775837 VIWEV MICHAEL C VIWEV JOE 2/7/1997 M Y 2/7/1997 -  
998783343 CEPKER MICHAEL E CEPKER MICHAEL 4/7/1950 M Y 9/1/2002 -  
998783343 CEPKER MICHAEL S CEPKER LESLIE 6/11/1953 F Y 9/1/2002 -  
998815116 BEHJEHHAC BLAIR E BEHJEHHAC BLAIR 8/20/1957 M Y 7/16/2003 -  
998822624 GBIQJ ED S GBIQJ KAREN 6/3/1952 F Y 11/9/2001 -  
998822624 GBIQJ ED E GBIQJ ED 1/11/1958 M Y 1/1/2002 -  
998867522 KOGWSIX KAYTIE E KOGWSIX KAYTIE 5/17/1964 F Y 1/1/2002 -  
998886236 VEXFIPEAKVI WILLIAM E VEXFIPEAKVI WILLIAM 2/25/1966 M Y 1/1/2003 -  
999999997 KOGVIW MATTHEW C KOGVIW MATTHEW 10/12/1974 M Y - -  
Total 
Records: 576







Eligibility By Tier 


A-1 Manufacturing - Group ID: DEMO3  
Output Generated: 11/12/2008
Eligibility Date Range: 06/01/2008 through 06/30/2008
Comparisons: None
Enrollment Tier: 4-Tier(STD)


Employer Location Employee 
Only


Employee Plus 
Children


Employee Plus 
Spouse Family Total


Imperium Corporation (a Sample Company) 
(DEMO3) 1 66 6 27 54 153  


Imperium Corporation (a Sample Company) 
(DEMO3) 2 12 3 4 10 29  


Imperium Corporation (a Sample Company) 
(DEMO3) 3 14 3 9 20 46  


Imperium Corporation (a Sample Company) 
(DEMO3) 4 0 0 0 1 1  


Imperium Corporation (a Sample Company) 
(DEMO3) 5 2 0 1 5 8  


Totals: 94 12 41 90 237







Eligibility and Flexible Claim Data Queries 


These two applications allows users to build, save and retrieve specialized or ad-hoc analysis 
and reporting functions. Through the use of dynamic and comprehensive filters, users can 
create reports that meet very specific needs for clients or broker/consultants. All report output 
can be exported to Microsoft Excel for futher analysis. 


Below is a screen capture of the data input section for these functions: 


 







 







 












HealthSCOPE Benefits 
27 Corporate Hill Drive 
Little Rock, AR  72205 


John Doe 
123 Main Street 
Yourtown, MI 43210-1234 


Date Processed: 05/23/2008 
Check #: 
Group ID#: ABC CORPORATION 
Employer: ABC CORPORATION 


Member:   John Doe     Subgroup Name: 
Trns#: 12345678   Patient:  Jane Doe  Birthdate:  1221XXXX  Relation:  SELF 
Provider/Practitioner:   RADIOLOGICAL INSTITUTE / MD Patient Account#: 123456789  


Explanation of Benefits (EOB) - This is not a bill 


Dates of 
Service 


          Services Comment 
Codes 


Billed 
Amount 


         
Discount 


          
Excluded 


         
Adjusted 


         
Copay 


            
Deductible 


          
Balance 


     % 
Paid 


Plan 
Benefit 


01-28-08 1-Radiology 26 133.00 93.96 0.00 0.00 0.00 0.00 39.04 80 31.34 


  TOTALS 133.00 93.96 0.00 0.00 0.00 0.00 39.04  31.34 


Comment Codes 26 
PAID PROVIDER         31.34 


 
 Patient Liability                           7.81


Accumulator Descriptions   Amounts To Date  
You have satisfied $1600.00 of your calendar deductible. 
You have satisfied $166.94 of your network calendar year out of pocket maximum. 


Comments 
Codes Comments 
26 This itemized service and charge has been combined with other services and charges under another procedure code,  which more accurately reflects the range of 


services provided. 
 
If you do not understand or agree with the claim denial, please contact us at the phone number listed on the member’s benefit card or by sending a written request to 
HealthSCOPE Benefits, Attn:  Claim Inquiry, P. O. Box 2979, Little Rock, AR  72203.  You may appeal a claim denial in your health plan’s named fiduciary by submitting 
within 180 days of your receipt of a denial a written request to:  ABC Company c/o HealthSCOPE Benefits, Attn:  Appeals, P. O. Box 2860, Little Rock, AR  72203 or as 
otherwise set out in your benefit plan book.  If your appeal is denied and your plan is an ERISA plan, you may bring a civil action under section 502(a) of ERISA.  You may 
request free of charge a copy of any rules, guidelines, protocols, or other criteria used in making the decision on processing of your claim by writing to P. O. Box 2979, Little 
Rock, AR  72203.  You may request free of charge the scientific or clinical basis used in making the decision on processing of your claim by writing to P. O. Box 2979, Little 
Rock, AR  72203.  Help stop health care fraud.  Call 1-800-333-4585 to report a claim. 


QUESTIONS?  PLEASE CALL 
800-283-3806 


WEEKDAYS 8AM—5 PM EST 
VISIT www.healthscopebenefits.com 
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Company History

Founded in 1985, HealthSCOPE Benefits was created to provide corporations with custom tailored and cost-effective solutions to their managed care needs. Originally incorporated as Burgett Dietrich (B & D) our initial focus was on developing and managing “non-metropolitan area” managed care networks for Fortune 500 manufacturing companies. 

Since that time, HealthSCOPE Benefits has evolved significantly through a series of mergers and acquisitions that have continually expanded our offerings to our clients.  From our roots in managed care, we have subsequently added a complete portfolio of employee benefits, including claims and administrative support that enable us to serve nationwide clients of any size.  

On December 31, 2007 HealthSCOPE Benefits was purchased through a management buyout—a move that enabled even more hands on and proactive leadership that positively impacted our ability to serve our clients.  Mary Catherine Person, President of HealthSCOPE Benefits and Joe Edwards, CEO of HealthSCOPE Benefits, now lead an ownership and management team with direct insight into the everyday workings of the company, creating a decisive and efficient communication structure within our firm and with those we serve. 

Throughout our evolution as a company, HealthSCOPE Benefits has built a reputation for innovation— in the process amassing a list of satisfied customers, including developing over 130 custom Point of Service (POS) gatekeeper and PPO networks in more than 30 states.  We understand that clients hire us to not work for them, but to succeed for them by improving employee health and managing costs.  That’s our promise, and for over two decades, that’s what we’ve delivered.



•	Nashville

•	Indianapolis

•	Columbus

•	St. Louis

•	Little Rock

Headquarters

• El Paso

•	Los Angeles
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Company Capabilities

With a headquarters in Little Rock, Arkansas and six regional offices and over 300 employees across the country, HealthSCOPE Benefits is the 5th largest third party administrator in the nation. HealthSCOPE Benefits goes beyond the offerings of traditional administrators to provide innovative health benefits solutions—a practice we have come to term Total Health Management.  This holistic approach allows us to create and manage plans that result in Healthy People, Healthy Business and Healthy Futures.

The wellness of your staff has a direct impact on your bottom line.  Unlike TPAs or insurance companies that solely manage risk or pay claims, we integrate these services with innovative services that empower employees to make proactive decisions that result in Healthy People.

The well being of your organization is measured through financial success.  Our customized programs help control costs by giving you exactly what you need and nothing you don’t.  We get to know you and your needs, then provide a plan that will help you maintain a Healthy Business.

HealthSCOPE Benefits is a forward looking, forward thinking company—generating favorable outcomes with our proactive approach to health. Our goal is to provide long-term programs that will save you a little today and a lot tomorrow, enabling business of all types to enjoy Healthy Futures. 

 At HealthSCOPE Benefits we do more than talk about innovation, we embody it.  The following are just some of the tools and practices we’ve implemented and the impact for those we serve.

		HealthSCOPE Benefits is licensed to administer benefits in all 50 states.



We’ve invested in industry-leading technology, including extensive web access for clients, a state of the art IVR phone system for providers, automated benefits administration applications and DataSCOPE, our sophisticated data warehouse and reporting product.

		Claim turnaround in 2009 averaged 4.2 days with 99.8% accuracy.



Average answer speed in our Call Centers is 19.65 seconds.

During 2009, 97% of customer inquiries were resolved during the first call.

Average claims financial accuracy over 99.5%.











Proposed Plan Design

What makes HealthSCOPE Benefits unique is our ability to analyze your organization and tailor a plan specific to the needs of the State of Nevada or to match your current plan. The first step in the implementation process is to review the plan in detail to ensure that our interpretation matches your intentions.  After the appropriate plan has been approved and launched, we will utilize our DataSCOPE reporting system to routinely assess program effectiveness and efficiency, providing regular findings to the State of Nevada.

Best In Class Specialist Partners

Our relationships with our respected industry partners will not be apparent to your employees but they do provide tremendous value to your health plan.  We have multiple partners in each area to give you the ability to choose the partner that best matches with your needs. 

Account Management

To ensure a smooth transition, HealthSCOPE Benefits provides a dedicated implementation team to assist the State of Nevada as needed.  The team will be led by our dedicated implementation manager and will consist of Claims, Customer Care, Eligibility, Plan Programming, IT and Account Management, coupled with appropriate oversight from experts in other areas.

HealthSCOPE Benefits will also provide on-site assistance during open enrollment to assist in the transition. After the successful transition, your account will be serviced by an Account Management Team consisting of: an Account Manager, Enrollment and Billing Representative, a Claims Representative, a Customer Care Representative and a Reinsurance Specialist.

Enrollment Support

HealthSCOPE Benefits’ support program enables streamlined and efficient enrollment that is user friendly for Human Resources and plan enrollees.  HealthSCOPE Benefits will develop and implement a training program for the State of Nevada and help facilitate employee meetings to explain the new program and processes.

For employee convenience, a customer care line can be established prior to the effective date to address employee questions and concerns about the plan.  The help line will feature live support, from 8 a.m.-5  p.m. PST and an after hours voicemail system (messages will be responded to in 24 hours). Customer care will also be available for ongoing support.

HealthSCOPE Benefits allows for flexibility of enrollment submission and will assist the State of Nevada in preparing for transmission of paper or electronic eligibility records.  Clients may submit enrollment data via paper form, web or sent via electronic file (CD, tape, diskette, modem, Internet or email).







Claims Administration





HealthSCOPE Benefits will provide comprehensive implementation for all phases of claims administration for the State of Nevada including loading account structure, eligibility and benefit design. Prior to the effective date, HealthSCOPE Benefits will conduct sample claims testing to ensure seamless processing after service implementation.

HealthSCOPE Benefits will utilize a team to support all in-network and out-of-network claims administration for the State of Nevada.  Just some of the steps we take to enable efficient processing include; establishing a designated P.O. Box, complete data capture, designing a customized website and establishing a dedicated 800 number for member calls. Other measures to reduce waste, keep costs down and ensure satisfaction include integrated fraud abuse and detection, a 2% audit of all claims for quality assurance, the preparation of all 1099 provider forms, and ongoing management of large dollar claims. 

Our online benefits administration system allows HealthSCOPE Benefits to quickly review claims for eligibility, pre-authorization, medical necessity and appropriateness, provider status and benefit design.  HealthSCOPE Benefits will also apply appropriate contractual fees, including online re-pricing of provider claims.  Other efficiencies include monthly statements for members of claims paid and individual EOBs for denied claims. We also administer coordination of benefits (COB) to reduce client costs.



Employee Communications Materials

HealthSCOPE Benefits will provide the State of Nevada with a standard employee communication/assistance package.  A customized enrollment/communications package can be provided at your request, as we will work with you to design materials to meet the needs of your members and your plan.  

Customer Care

We are committed to facilitating timely, appropriate and effective customer care for our members.  HealthSCOPE Benefits will establish a toll-free access to a team of representatives to respond to member calls.  Our Customer Care Team will be responsible for facilitating effective communication, including maintaining established phone standards, timely response to written and phone inquires and dialogue with Human Resources regarding all matters requiring a decision by the fiduciary.









Banking/Billing Services

All claims by the State of Nevada will be funded through a bank account established by HealthSCOPE Benefits on behalf of your company.  The State of Nevada will be notified of the amount needed to fund the account. The State of Nevada will also be provided with the information necessary to reconcile the account each month.  Documentation will be provided supporting all wire transfers as agreed upon in the plan.  HealthSCOPE Benefits will generate a monthly invoice for administrative fees based on the PEPM cost and any additional fees.  



Data Scope





Our diligence in providing relevant data, when you need it, ensures that all of your reporting needs are met.  A Reporting Analyst will collaborate with your dedicated Account Management Team to provide concise data for analysis.  Data will be segregated as specified during implementation and will be distributed within 15 days from the end of the month.  Statistical (utilization) reports will be provided in a format and that time frame specified by the State of Nevada. We have monthly and quarterly statistical reporting available on our website and conduct quarterly onsite meetings to review our DataSCOPE reporting. We can also provide the ability to conduct online queries of your data. 







Consumer Driven Health





Our Consumer Driven Health program gives you the tools to keep your bottom line and your employee population healthy by incentivizing the workforce to make conscious healthcare decisions.  Our team will design and manage programs to drive consumerism including providing online member support tools, incentive tracking, health and wellness information and cost comparison data. We also administer HRAs and HSAs to provide cost effective plan design solutions. 







Benefits Administration





Our industry insight, experience and technological resources enable us to seamlessly handle your corporate health programs, allowing you to focus on other aspects of managing your business.   Services include managing Flexible Spending Accounts (FSAs), COBRA, Taft-Hartley, Retiree Services, and other Ancillary Products (Life, LTD & STD) to meet your needs.

































Financial Proposal

This section details the elements of our self-funded financial proposal for the State of Nevada.  The information contained in this proposal is confidential and proprietary to HealthSCOPE Benefits.  Prospective clients and their representatives are prohibited from disclosing such information to third parties. Included in this section are:

One-time Implementation Fee…………………………………………………………………………….Waived

This fee covers all expenses related to set-up of the program, including employee communication materials, employee meetings, programming of the plans, accounting structure and preparation of the plan, and  document.



Basic Administrative Fees…………………………………………………………………....(see detail below)









Year 1

Year 2

Year 3

Year 4

Year 5

Year 6

Type of Fee

Amount

Basis (i.e. PPPM*, percent of recovery, per claim, per month, upon completion, other)

July 1, 2012-June 30, 2010

July 1, 2012 – June 30, 2013

July 1, 2013 – June 30, 2014

July 30, 2014 – June 30, 2015

July 1, 2015 – June 30, 2016

July 1, 2016 – June 30, 2017

Medical Claims Administration

$14.50

PPPM

$14.50

$14.50

$14.50

$15.00

$15.25

$15.50

Dental Claims Administration

Included

PPPM

Included

Included

Included

Included

Included

Included

Vision Claims Administration

Included

PPPM

Included

Included

Included

Included

Included

Included

Subrogation – HSB – 12% - LNL – 13%

25% of Recovery

% of Recovery

25% of Recovery

25% of Recovery

25% of Recovery

25% of Recovery

25% of Recovery

25% of Recovery

Overpayment

30% of Recovery

% of Recovery

30% of Recovery

30% of Recovery

30% of Recovery

30% of Recovery

30% of Recovery

30% of Recovery

Administrative Fees

Included



Included

Included

Included

Included

Included

Included

Implementation Fees

Waived



Waived

Waived

Waived

Waived

Waived

Waived

Web Access

Included



Included

Included

Included

Included

Included

Included

PBM Integration (HSA Deductible)

Included



Included

Included

Included

Included

Included

Included

Other: 

















Medical Reviews (Nurse)

$85/Review

Per Review

$85/Review

$85/Review

$85/Review

$85/Review

$85/Review

$85/Review

Medical Reviews (IRQ)

At Cost

At Cost

At Cost

At Cost

At Cost

At Cost

At Cost

At Cost

EDGE, Out-of-Network Claims Management, Direct Negotiation and Enhanced Recoveries

25% of Savings

% of Savings

25% of Savings

25% of Savings

25% of Savings

25% of Savings

25% of Savings

25% of Savings

Credit Balance Recovery/ Medical Bill Review/Audit

30% of Savings

% of Savings

30% of Savings

30% of Savings

30% of Savings

30% of Savings

30% of Savings

30% of Savings

HSA/HRA (If Benefit Enacted)

$2.50

Per Participant in the Plan Per Month

$2.50

$2.50

$2.50

$2.60

$2.70

$2.80





This pricing is based on the benefits as proposed for 7/1/11.



Claims Administration Service (Medical, Dental, Vision): Includes but not limited to receipt/distribution of claims through mailroom, claim imaging, manual pre-logging of claim, claims adjudication, pending letter generation and mailing, high dollar claim medical review (audit), claim adjustments, check/explanation of benefits, generation and issuance, call center support (customer service), correspondence support, managerial support, administrative, programming support and utilization reports requested by PEBP, PEBP’s Actuary or any other PEBP vendor as authorized by PEBP, ad hoc out of network provider negotiations, ad hoc reporting, repricing fees for non-EDI claims, clearinghouse fees, direct deposit fees (if applicable)



* PPPM is defined as Per Participant Per Month (primary insured [employee] or primary retiree).  Does not include covered dependents.  







































Summary



Thank you for the opportunity to respond to your Request for Proposal.  We hope the specific information included in this document has provided valuable insight into our capabilities and how we can assist the State of Nevada with your Total Health Management needs.  If you have questions or desire further information in regard to this proposal, please contact us at your convenience.  We sincerely look forward to partnering with the State of Nevada and your employees to create Healthy Business, Healthy People and Healthy Futures.



Best Regards,

Mary Catherine Person

President

27 Corporate Hill Drive

Little Rock, AR 72205

501.218.7513 (office)

501.225.9150 (fax) 

Mary.person@healthscopebenefits.com
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Preliminary

		HSB INSTALLATION SCHEDULE

		Note: All days assigned for task completion are based on business days. Receipt of sold case (SC) paperwork equates to receipt of all pertinent enrollment materials for pre-installation.

		Action Task		Primary Responsibility		Secondary Responsibility		# Days Assigned for Task Completion 		Start Date		Completion Date		Comments

		Preliminary Tasks

		State of Nevada

		Assignment of Account Executive		SVP of  Account Management				1		04.13.11

		Notification of Sale to Implementation Team -Sold Case Notification		Account Manager				1		04.14.11

		Obtain copy of prior SPD, eligibility listing & prior bill		Account Manager  				5		04.25.11

		Information to Director, Customer Service (prior SPD, demographics, effective date, eligibility list) 		Account Manager  				1		04.30.11

		Will run-in be performed?  Will there ever be a point when we need to pay some claims prior to the effective date?		Account Manager				1		04.27.11

		Schedule Installation Meeting w/ Installation Team.  		Account Manager  				Weekly until implementation		04.20.11

		Confirm Prior TPA Termination Notice		Account Manager				1		04.30.11

		Review prior SPD and begin completing IQ.  		Account Manager  - Mgr Benefit Programming				2		04.26.11

		Review Installation Questionnaire with State of Nevada.  Gather and obtain all information for IQ.		Account Manager  				1		04.27.11





		Complete Installation Questionnaire based on info received during Group Installation Meeting		Account Manager  				2		04.29.11

		Forward completed Installation Questionnaire to Team Members.		Account Manager  				1		04.29.11

		Hold Installation Meeting with Installation Team		Account Manager  				1		04.30.11

		Follow-up contact with State of Nevada concerning installation or benefit issues identified during Installation Team Meeting		Account Manager  				1		05.01.11

		Revise Installation Questionnaire based on Install Team Mtg and State of Nevada Corporation review 		Account Manager  				1		05.03.11

		Secure State of Nevada sign-off on installation schedule		Account Manager  				2		05.03.11

		Emails Installation Questionnaire to Implementation Team. 		Account Manager  				1		05.04.11

		Benefit Plan Programming established in HAXS		Plan Programming						05.25.11

		Benefit Plan programming establish testing scenarios		Plan Programming		Claims Administrator		2		05.27.11

		Benefit Plan release for testing		Plan Programming		Claims Administrator		1		05.27.11

		Benefit Plan testing approved		Claims Administrator		Plan Programming		1		05.31.11

		Benefit Plan release to production		Claims Administrator		Plan Programming		1		06.01.11

		Benefit Plan production testing and audit		Claims Administrator		Plan Programming		ongoing		06.05.11

		Establish Contact with Prior Administrator regarding obtaining claim history, accums, eligibility & any UR/CM data.		Account Manager				1		04.20.11

		How will eligibility be loaded into system?
Paper?-Notify and meet with elig dept supervisor/mgmt to determine staffing and time frames for input into system
GSS?-Train customer on how to use GSS-See online & enrollment tabs		Account Manager  						04.27.10

		Secure data transfer - run test file and then update system using open enrollment.  		Account Manager / Programming				2		06.03.11

		Secure paid claims history (if applicable)		Account Manager  				1		05.15.11

		Deliver banking paperwork to Finance		Account Manager  				1		05.15.11

		Develop COB Update requirements		Account Manager  				1		05.10.11

		Verify Student Status update requirements 		Account Manager  				1		04.27.11

		Develop Claims Admin Reporting Requirements and Delivery Schedule		Account Manager  				1		05.15.11

		Complete RX Vendor agreement, if purchased and have contract signed		Account Manager  				1		05.25.11

		Alternate Id (De-identified Insured ID) Structure		Account Manager  				1		04.27.11
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Dataloads

		Note: All days assigned for task completion are based on business days. Receipt of sold case (SC) paperwork equates to receipt of final Installation Questionnaire and all other pertinent information.

		Action Task		Primary Responsibility		Secondary Responsibility		# Days Assigned for Task Completion		Start Date		Comp Date		Comments

		Data Loads (CLAIMS ADMIN)

		Discuss set up structure of subgroups and coverages with State of Nevada.    		Account Manager				1		04.27.11

		Set up meeting with Plan load, network mgr, provider maint, programming & eligibility to discuss group and subgroup set up structure.  This is not the benefit discussion, just set up structure.  .		Account Manager				1		04.20.11

		State of Nevada sign off on structure		State of Nevada				1		05.03.11

		Creates group structure 		Plan Programming-Group Set Up				2		05.15.11

		Eligibility- if electronic load, provide mapping from prior carrier and specs to Programming		Account Manager				1		05.15.11

		Coordinate elig mapping based on State of Nevada reporting requirements.						2		05.15.11

		Establish weekly meetings with prior carrier regarding obtaining LTM & any UR/CM data. Set up to monitor status and coordinate mapping with programming.		Account Manager						04.27.11

		Identify billing entity-List bill, Summary Census.		Account Manager				1		04.27.11

		Create billing components 		Account Manager				1		05.15.11

		Load rate structure and rates		Plan Programming-Group Set Up		Finance		1		15.15.11

		Load commissions and admin access fees		Account Manager				1		15.15.11

		Load components of financial contract		Account Manager				1		15.15.11

		Build commission information		Account Manager				1		15.15.11

		Set up general ledger mapping		Finance				5		15.15.11

		Create and load benefits configuration for claims adjudication		Plan Programming-Group Set Up						05.25.11

		Build EOB parameters		Plan Programming-Group Set Up				1		05.25.11

		Establish claims check run date and check cycle 		Account Manager		Plan Programming/Finance		1		04.27.11

		Verify Inbound repriced claim options by location/subgroup:  edi, manual repricing sheets-See PPO worksheet		Plan Programming-Group Set Up		Account Manager/Provider Maintenance Supervisor				04.27.11

		Develop/update outbound elig files to PPOs		Programming				10		06.01.11

		Obtain correct network logos from Network mgmt.		Account Manager		Network Manager		1		05.15.11

		Audit benefits set-up		Plan Programming-Group Set Up				2		05.16.11

		Load deductible and coinsurance accumulator information to test environment		Programming		Account Manager		1		06.01.11

		Load deductible and coinsurance accumulator information to production		Programming		Account Manager		1		06.01.11

		Validate all accumulators in test 		Programming		Account Manager		2		05.27.11

		Validate all accumulators in live		claims supervisor		Account Manager		2		06.02.11

		Load invoicing process 		Finance				5		06.01.11

		Deliver benefit matrix to customer service		claims supervisor				1		06.01.11

		Develop Fax Backs by location/division		claims supervisor				1		06.01.11

		Add group to EOM on appropiate network drive- Programmer must add group id to their "script" to pull down reports to our network drive.		Programming				5		06.01.11
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Finance-Banking-Billing

		Note: All days assigned for task completion are based on business days. Receipt of sold case (SC) paperwork equates to receipt of final Installation Questionnaire and all other pertinent information.

		Action Task		Primary Responsibility		# Days Assigned for Task Completion		Start Date		Comp Date		Comments

		Banking Arrangements

		Group elects to establish bank account

		Provide copy of bank withdrawal authorization form to group for completion		Account Manager 		1		04.27.11

		Deliver completed bank withdrawal authorization form to Finance 		Account Manager 		1		05.15.11

		Set up banking arrangements 		Finance 		15		05.16.11

		Billing 

		Generate billing statement 		Finance		1		07.10.11

		List Bill or Summary Census		Finance		1		07.10.11

		Review bill against sold case and contract for accuracy		Account Manager		1		07.10.11

		Mail billing statement		Finance		1		07.11.11
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Enrollment-ID Cards

		Note: All days assigned for task completion are based on business days. Receipt of sold case (SC) paperwork equates to receipt of final Installation Questionnaire and all other pertinent information.

		Action Task		Primary Responsibility		Secondary Responsibility		# Days Assigned for Task Completion		Start Date		Comp Date		Comments

		Enrollment 

		Refer to Dataloads

		Load Eligibility Files to Test		IS		Eligibility Department 		1		05.27.11

		Validate eligibility against raw data files and mapping provided		IS		Eligibility Department 		1		05.28.11

		Load Eligibility files to Production		IS		Eligibility Department 		1		06.01.11

		Validate eligibility against raw data files and mapping provided		Eligibility Department 		Claims Admin		2		06.03.11



		Coorination of Benefits

		Determine how we will receive COB info		Account Manager		Eligibility Department		1		04.27.11

		Will HSB do letters to members? If so, coordinate production of letters with Eligibility Department.  The volume of letters coming back in to update has to be  considered and staffed for.		Eligibility Department		Account Manager		30		04.27.11

		Will Customer handle via GSS or via electronic batch?		Account Manager				1		04.27.11

		ID Card Production 

		ID card designed based on State of Nevada location/division parameters of plan & network.  See ID card procedure document and mapping scheme		Account Manager				2		06.01.11

		Include drug information if requested		Account Manager				5		06.01.11

		Validate accurate customer service.		Account Manager				1		06.01.11

		Validate accurate precert and UR numbers		Account Manager				1		06.01.11

		Validate Alt ID and correct plan info on card		Account Manager				1		06.01.11

		Forward proof sheet of ID cards and secure approval of ID cards 		Account Manager				2		06.01.11

		Account management/group		Account Manager				2		06.01.11

		Customer Service 		Account Manager				2		06.01.11

		Network management/PPO network -by division/location		Account Manager				5		06.01.11

		PBM (if applicable)		Account Manager				5		06.01.11

		Send to OPS for production setup 		Account Manager				1		06.02.11

		OPS sets up card and sends image for review to Account Management		IT OPS		Account Manager 		1		06.03.11

		Send ID card type and description to OPS for mapping of ID cards via email 		Account Manager				1		06.04.11

		ID card produced 		IT OPS				2		06.10.11

		Validate cards against system and raw data eligibility (if avail) before mailing		Account Manager				1		06.11.11

		Verify delivery instructions including any insert pieces and cover welcome letters		Account Manager				1		06.01.11

		ID card issued		IT OPS		Mail Center		2		06.15.11
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Reinsurance-Stop Loss

		Note: All days assigned for task completion are based on business days. Receipt of sold case (SC) paperwork equates to receipt of final Installation Questionnaire and all other pertinent information.

		Action Task		Primary Responsibility		Secondary Responsibility		Expected Start Date 		# Days Assigned for Task Completion		Actual Start Date		Actual Comp Date		Comments

		Reinsurance-N/A for Whirlpool

		Does Client Have Reinsurance?		Account Manager				07.13.08		1

		Was it Place by <name of TPA>		Account Manager				07.13.08		1

		Who is the carrier?		Account Manager				07.13.08		1

		Confirm Service Arrangements		Account Manager				08.01.08		5

		a)aggregate? What are the factors & Claim Definition?  What benefits are included in the aggregate?  Did they purchase monthly aggregate?		Account Manager				08.01.08		5

		b) specific?  What are the rates, claim definition and the deductible?  		Account Manager				08.01.08		5

		Obtain final 12 months of claim experience from prior TPA		Account Manager				08.06.08		10

		Obtain large claim-claimant info from prior TPA		Account Manager				08.06.08		10

		Obtain copy of plan document with signature page to provide to stop loss carrier		Account Manager				08.06.08		10

		How are commisions split?		Account Manager				07.13.08		1

		Does TPA bill for reinsurance premium or does client pay direct to carrier?		Account Manager				07.13.08		1

		Who does reporting to carrier?		Account Manager				07.13.08		1

		Will TPA do spec advance?		Account Manager				07.13.08		1

		Final Sign off		Account Manager				09.01.08		1
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Compliance-Legal

		Note: All days assigned for task completion are based on business days. Receipt of sold case (SC) paperwork equates to receipt of final Installation Questionnaire and all other pertinent information.

		Action Task		Primary Responsibility		Secondary Responsibility		# Days Assigned for Task Completion		Start Date		Comp Date		Comments

		Legal & Compliance Services

		Prepare Medical Claims Agreement w/ rates		Corporate Legal				10		05.01.11

		Forward to Account Manager and Sales for securing executed agreements 		Corporate Legal				1		05.02.11

		Obtain signature on documents and forward to compliance 		Sales 		Account Manager 		5		05.15.11

		Forward Copy Completed IQs to Compliance		Account Manager				1		05.01.11

		Foward Copy of SPDs to Compliance		Account Manager				1		05.01.11

		Forward Copy of Client Logo to Compliance		Account Manager				1		05.01.11

		Determine if mutiple plan options whether or not the client wants one SPD or mulitple SPDS		Account Manager				2		04.27.11

		If multiple plan options- advise Compliance if only difference is the schedule of benefits (i.e. deductible, coinsurance, max limits, copays, etc)		Account Manager				1		05.01.11

		Inform Compliance if the client's intent is to match the former SPD and plan design or are there specific changes to the IQ.		Account Manager				1		05.01.11
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Med Mgmnt Svcs

		Note: All days assigned for task completion are based on business days. Receipt of sold case (SC) paperwork equates to receipt of final Installation Questionnaire and all other pertinent information.

		Action Task		Primary Responsibility		Secondary Responsibility		# Days Assigned for Task Completion		Start Date		Comp Date		Comments

		Medical Management Services

		Determine who is UM/CM carrier		Account Manager 				1		04.27.11

		Obtain information on actively case managed pateints and contact infromation from previous CM firm		Account Manager 				5		05.15.11

		What network(s) are being used?  Map out and provide by division specs.		Account Manager 				1		04.27.11

		Notify  UR vendor of new group via their New Group Implementation Form		Account Manager 				1		05.01.11

		Schedule meeting to include claims director, supervisors to discuss work flow 		Account Manager 				1		05.01.11

		Verify who will perform medical reviews		Account Manager 				1		04.27.11

		Obtain & Confirm Pre-auth procedures list		Account Manager 		Plan Programming		1		05.15.11

		Load UM information		Programming				5		06.15.11

		If new UR vendor, determine how we will receive Precerts & Auths for claims payment		Account Manager 				1		04.27.11
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Online Services

		Note: All days assigned for task completion are based on business days. Receipt of sold case (SC) paperwork equates to receipt of final Installation Questionnaire and all other pertinent information.

		Action Task		Primary Responsibility		Secondary Responsibility		# Days Assigned for Task Completion		Start Date		Comp Date		Comments

		Online Services

		Notify Ops of State of Nevada Website.  See web set up procedure guide.		Account Manager 				1		06.01.11

		Upload SPDs to WEB.		IT Ops				1		06.05.11

		Test Website Links and Set up		Account Manager 				1		06.05.11

		Set up Month-End Reporting site		Programming		Account Manager		1		06.05.11
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Supplemental Services

		Note: All days assigned for task completion are based on business days. Receipt of sold case (SC) paperwork equates to receipt of final Installation Questionnaire and all other pertinent information.

		Action Task		Primary Responsibility		Secondary Responsibility		Expected Start Date 		# Days Assigned for Task Completion		Actual Start Date		Actual Comp Date		Comments

		FSA Setup

		Notify Flex Department of new account via new group notification 		Account Manager 				06.18.08		1

		Verify FSA options with client (during review of IQ)		Account Manager 				07.13.08		1

		Forward IQ to FSA administration department 		Account Manager 				07.23.08		1

		Meet with Benefits Admin Manager and follow checklist		Account Manager 				07.25.08		1

		Obtain banking documents from client 		Account Manager 				08.01.08		1

		Forward banking documents to Flex Department		Account Manager 				08.01.08		1

		Forward eligibility information to Flex Department		Eligibility		Account Manager		11.01.08		2

		Determine reporting needs and formats		Benefits Admin Manager		Account Manager		07.25.08		1

		Cobra Setup

		Notify Cobra Department of new account via new group notification 		Account Manager 				06.18.08		1

		Verify Cobra options with client (during review of IQ)		Account Manager 				07.13.08		1

		Forward IQ to Cobra administration department 		Account Manager 				07.23.08		1

		Meet with Benefits Admin Manager and follow checklist		Account Manager 				07.25.08		1

		Obtain Cobra Rates and structure		Account Manager 				08.01.08		10

		Determine number of active Cobra participants and average number of QE per month		Account Manager 				10.01.08		10

		Determine how Family and Medical leave is handled and if customer has any disability leave programs		Account Manager 				07.13.08		1

		Determine number of locations requiring separate reports		Account Manager 				07.13.08		1

		Confirm eligibility update procedures
Determine if internal or external updates required		Benefits Admin Manager				07.13.08		1

		Establish outbound eligibility to outside claim vendors (medical, dental, vision. PBM), if applicable		Benefits Admin Manager				08.01.08		60

		Load Members into Cobra System		Benefits Admin Manager		Programming		11.01.08		10

		Optional Services- DOL Notice to New Ees		Account Manager 				07.13.08		1

		Obtain paid through date information on Active Cobra participants from prior carrier or client		Account Manager 				12.03.08		5

		Cobra Premiums- Where deposited? Claims account?		Benefits Admin Manager				07.13.08		1

		Send notification of change and new coupons to Existing Cobra participants		Benefits Admin Staff		Benefits Admin Manager		12.10.08		5

		Retiree Billing Setup

		Notify Retiree Billing Department of new account via new group notification 		Account Manager 				06.18.08		1

		Meet with Benefits Admin Manager and follow checklist		Account Manager 				07.25.08		1

		Determine number of active Retiree Billing participants and average number of new retirees per month		Account Manager 				10.01.08		10

		Obtain Retiree Rates and Structure		Account Manager 				08.01.08		10

		Determine number of locations requiring separate reports		Account Manager 				07.13.08		1

		Obtain information on Retiree Billing  participants		Account Manager 				10.15.08		10

		Load Members into Retiree Billing System		Benefits Admin Manager		Programming		10.29.08		5

		Confirm eligibility update procedures
Determine if internal or external updates required		Benefits Admin Manager				07.13.08		1

		Establish outbound eligibility to outside claim vendors (medical, dental, vision. PBM), if applicable		Benefits Admin Manager				08.01.08		60

		Optional Services- Medicare Part D Creditable Coverage Notices 		Account Manager 				07.13.08		1

		Retiree Premiums- Offer ACH Bank Drafts? Where deposited? Claims account?		Benefits Admin Manager				07.13.08		1

		Send notification of change and new coupons & ACH forms to Existing Retiree Billing participants		Benefits Admin Staff		Benefits Admin Manager		12.3.08		5

		HIPAA

		Develop front end HIPAA services and schedule for Client						07.25.08		5

		Develop back end HIPAA services and schedule for Client						07.25.08		5

		Are we issuing HIPAA certs?						07.13.08		1

		Where will data for HIPAA feeds come from?						08.01.08		10

		STD

		Determine number of plans and eligibility						07.25.08		2

		Determine STD benefits						07.13.08		1

		Will the medical claims account also be used for STD payment?						07.13.08		1

		Obtain inormation on active claimants						10.15.08		1

		Will this be employer verified?  Claims submitted to employer and then forwarded to TPA?						07.13.08		1

		Will TPA issue W-2's or provide data to client?						07.13.08		1

		Determine last day of benefit period and the day to issue checks.  In most of our plans the benefit period ends on Sunday and checks are issued on Monday						07.13.08		1

		Will TPA make weekly tax payments to IRS for the amounts withhold from employee's checks?						07.13.08		1

		Identify the process to be used to notify client of employers share of taxes to be paid						07.13.08		1

		Identify deductions to be withheld from employees check.  FICA, FIT, State Tax and other						07.13.08		1

		Identify process for filing claims with TPA.  Need contact information for any person that can file a claim on employers behalf.						07.13.08		1

		Determine TPA's role in monitoring the length of disability and the normal time frame for the diagnosis.						07.13.08		1

		How often are physician updates required by client?						07.13.08		1

		Determine reporting needs and formats						07.13.08		1

		Subro Set up

		Is Subro to be handled by LNL?-If no, then set up meeting with claims to discuss workflow processes		Account Manager				07.13.08		1

		How are subro settlement checks to be handled? (a) sent to Client? (b) deposited in claim account?; or (c) deposited in another account?		Account Manager				07.13.08		1

		Obtain Workers Comp Contact at Group		Account Manager				07.13.08		1

		How is our fee for subrogation collected? (a) included in monthly invoice or (b) taken from claims account?		Account Manager				07.13.08		1

		Confirm Client Contacts for subrogation issues		Account Manager				07.13.08		1

		Dollar Limit on negotiations?		Account Manager				07.13.08		1
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PPO Svcs

		Note: All days assigned for task completion are based on business days. Receipt of sold case (SC) paperwork equates to receipt of final Installation Questionnaire and all other pertinent information.

		Action Task		Primary Responsibility		Secondary Responsibility		# Days Assigned for Task Completion		Start Date		Comp Date		Comments



		Notify network of new group enrollment		Network Management		Account Manager		1		05.01.11

		What networks are being used? 		Account Manager		Network Manager		1		04.27.11

		Establish pricing procedures for each network.  Prepriced paper? Electronic? Fee schedule load into system?		Account Manager		Claims Director-Provider Maintenance Manager		2		04.27.11

		Establish who is handling repricing internally		Account Manager		Claims Director-Provider Maintenance Manager		1		05.01.11

		Determine PPO network contact names		Network Management		Account Manager		1		05.01.11

		Coordinate with plan load and provider maintenance creation of networks in claim system		Plan Programming		Proivder Maintance Manager		10		05.01.11

		Determine any special pricing requirements- ie default discounts, manual provider pricing, etc		Network Management		Plan programming-Provider Maintenance Manager		1		05.01.11

		Determine if network directories requirements and secure ordering		Account Manager		Network Manager		1		05.01.11

		Determine claims submission address		Account Manager		Network Manager		1		05.01.11

		Verify id card logos, phone numbers, addresses & web site addresses with each PPO		Network Management		Account Manager		3		05.01.11

		Establish (if applicable) any special reporting or billing procedures for PPO network access		Account Manager		Network Manager		1		05.01.11

		Forward access information to Finance and Implementation team.  		Account Manager		Coordinate w/ Finance/Other Internal Depts		1		05.01.11

		Load network ID		Provider Maintenance				2		05.10.11

		Load provider files		Provider Maintenance				3		05.15.11

		Load pricing files - configure pricing in Claims System (if applicable)		Provider Maintenance				1		05.17.11

		Load pricing files - load fee schedules (if applicable)		Provider Maintenance				2		05.19.11
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Communication

		Note: All days assigned for task completion are based on business days. Receipt of sold case (SC) paperwork equates to receipt of final Installation Questionnaire and all other pertinent information.

		Action Task		Primary Responsibility		Secondary Responsibility		# Days Assigned for Task Completion		Start Date		Comp Date		Comments

		Medical Claims Admin Communication Kit 

		Confirm packet contents:
HSB Welcome letter, COB/Mcare/Student Status letter, ID card, and Benefit Summary		Account Manager 		Member Experience Mgr		1		05.31.11

		Draft announcement letter 		Member Experience Mgr		Account Manager 		1		05.20.11

		Send State of Nevada packet contents for approval 		Acct Mgmt 		Member Experience Mgr		1		06.01.11

		Print Packet Contents		Member Experience Mgr		Account Manager 		1		06.10.11

		Compile kits		Member Experience Mgr		Account Manager 		2		06.14.11

		Mail id cards/kits to 		Account Manager 				5		06.15.11
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       Business Associate Agreement 


    By and Between 


    State of Nevada

            on its own behalf and on behalf of the


           Public Employees’ Benefits Program (PEBP)

and

[Insert Name of Business Associate]


[Insert Business Associate’s Street Address]


[Insert Business Associate’s City, State and Zip Code]

Business Associate Agreement

This Business Associate Agreement (“Agreement”) is effective February 17, 2010 and made by and between the State of Nevada, acting by and through its Public Employees’ Benefits Program (together “PEBP” or “Covered Entity”), and [Name of Business Associate] (“Business Associate”), (collectively, the “Parties”).  Terms appearing below in the “Witnesseth” section with initial upper case letters shall have the respective meanings assigned to them in this introductory paragraph or in Section 1.02 of this Agreement, as applicable.


WITNESSETH:


WHEREAS, Business Associate has previously entered into an arrangement with the State of Nevada PEBP and/or the Covered Entity to provide Services to or on behalf of the Covered Entity;


WHEREAS, the Parties acknowledge and agree that in providing Services to or on behalf of the Covered Entity, Business Associate will create, receive, use or disclose Protected Health Information;


WHEREAS, the Parties intend to enter into this Agreement to address the requirements of HIPAA, HITECH, the Privacy Rule, and the Security Rule as they apply to “business associates”, including the establishment of permitted and required uses and disclosures (and appropriate limitations and conditions on such uses and disclosures) of Protected Health Information by Business Associate that is created or received in the course of performing Services on behalf of the Covered Entity; and


WHEREAS, the objective of this Agreement is to provide the State of Nevada and the Covered Entity with reasonable assurances that Business Associate will appropriately safeguard the Protected Health Information that it creates or receives in the course of providing Services to the Covered Entity; 


NOW, THEREFORE, in connection with Business Associate’s creation, receipt, use or disclosure of Protected Health Information and in consideration for the mutual promises contained herein, and for other good and valuable consideration, the receipt and sufficiency of which are hereby acknowledged, the Parties hereby agree as follows:


ARTICLE  I
Definitions1.01
General Definitions.  All terms appearing in this Agreement with initial upper case letters that are not otherwise defined in this Agreement shall have the same meaning as that provided for the respective terms in 45 C.F.R. §§ 160.103, 164.103, 164.304  and 164.501.


1.02
Specific Definitions.  For purposes of this Agreement, the following terms shall have the indicated meanings whenever the term appears with initial upper case letters in this Agreement:

(a) “Business Associate” shall mean [Name of Business Associate].  


(b) “Breach” shall mean the acquisition, access, use or disclosure of Protected Health Information in a manner not permitted by HIPAA which compromises the security or privacy of the Protected Health Information unless such acquisition, access, use or disclosure is otherwise excluded under 45 C.F.R. § 164.402.  For this purpose, Protected Health Information is “compromised” to the extent that the action poses a significant risk of financial, reputational or other harm to the Individual.


(c) “Covered Entity” shall mean the State of Nevada Public Employees Benefits Program (PEBP).

(d) “Data Aggregation” shall mean, with respect to Protected Health Information created or received by the Business Associate in its capacity as the Business Associate of the Covered Entity, the combining of such Protected Health Information by the Business Associate with the Protected Health Information received by the Business Associate in its capacity as business associate of another covered entity, to permit data analyses that relate to the health care operations of the respective entities.

(e) “Designated Record Set” shall mean a group of records maintained by or for the State of Nevada and/or the Covered Entity within the meaning of 45 C.F.R. § 164.501 that consists of:  (i) the enrollment, payment, claims adjudication, and case or medical management record systems maintained by or for a health plan; or (ii) records that are used, in whole or in part, by or for the State of Nevada and/or the Covered Entity to make decisions about Individuals.


For purposes of this Section 1.02(e), the term “record” means any item, collection or grouping of information that includes Protected Health Information and is maintained, collected, used or disseminated by or for the Covered Entity.


(f) “HHS-Approved Technology” shall mean, with respect to data in motion, the encryption guidelines in Federal Information Processing Standard 140-2. For data at rest, HHS-Approved Technology shall mean the encryption guidelines in National Institutes of Standards and Technology (NIST) Special Publication 800-111.  With respect to the destruction of data containing Protected Health Information, an HHS-Approved Technology requires the destruction of the media on which the Protected Health Information is stored such that, for paper, film or other hard copy media, destruction requires shredding or otherwise destroying the media so that Protected Health Information cannot be read or reconstructed; for electronic media, destruction requires that the data be cleared, purged or destroyed consistent with NIST Special Publication 800-88 such that the information cannot be retrieved.  HHS-Approved Technology may be updated from time to time based on guidance from the Secretary of HHS.

(g) “HIPAA” shall mean the Health Insurance Portability and Accountability Act of 1996, Pub. L. 104-191.

(h) “HITECH” shall mean the Health Information Technology for Economic and Clinical Health Act, Pub. L. 111-5.  

(i) “Individual” shall have the same meaning as the term “individual” in 45 C.F.R. § 160.103, and shall include a person who qualifies as a personal representative in accordance with 45 C.F.R. § 164.502(g).


(j) “Privacy Rule” shall mean the Standards for Privacy of Individually Identifiable Health Information at 45 C.F.R. Part 160 and Part 164, Subparts A and E.


(k) “Protected Health Information” shall mean individually identifiable health information that is transmitted by electronic media (within the meaning of 45 C.F.R. § 160.103), maintained in electronic media, or maintained or transmitted in any form or medium including, without limitation, all information (including demographic, medical, and financial information), data, documentation, and materials that are created or received by Business Associate from or on behalf of the Covered Entity in connection with the performance of Services, and relates to:  


(A)
The past, present or future physical or mental health or condition of an Individual; 


(B)
The provision of health care to an Individual; or 


(C)
The past, present or future payment for the provision of health care to an Individual;


and that identifies or could reasonably be used to identify an Individual and shall otherwise have the meaning given to such term under the Privacy Rule including, but not limited to, 45 C.F.R. § 160.103.  Protected Health Information does not include health information that has been de-identified in accordance with the standards for de-identification provided for in the Privacy Rule including, but not limited to, 45 C.F.R. § 164.514. 


(l) “Required By Law” shall have the same meaning as the term “required by law” in 45 C.F.R. § 164.103.

(m) “Secretary” shall mean the Secretary of the United States Department of Health and Human Services (“HHS”) or his designee.


(n) “Secured Protected Health Information” shall mean Protected Health Information to the extent that the information is protected by using an HHS-Approved Technology identified by HHS for rendering Protected Health Information unusable, unreadable or indecipherable to unauthorized individuals.


(o) “Security Rule” shall mean the Security Standards at 45 C.F.R. Part 160, Part 162, and Part 164.

(p) “Services” shall mean the functions, activities or services to be provided to the State of Nevada and/or the Covered Entity under the terms of an arrangement between the State of Nevada and/or the Covered Entity and Business Associate.


(q) “Unsecured Protected Health Information” shall mean Protected Health Information that is not rendered unusable, unreadable or indecipherable to unauthorized individuals through the use of an HHS-Approved Technology.


ARTICLE  II
       Obligations and Activities of Business Associate 
2.01
Non-Disclosure of Protected Health Information.  Business Associate agrees not to use or disclose Protected Health Information other than as permitted or required by this Agreement or as Required By Law.


2.02
Safeguards.  Business Associate agrees to use appropriate safeguards to prevent use or disclosure of Protected Health Information other than as provided for by this Agreement or the Privacy Rule.  Business Associate agrees to implement administrative, physical, and technical safeguards, along with policies and procedures, that reasonably and appropriately protect the confidentiality, integrity, and availability of the electronic Protected Health Information that it creates, receives, maintains or transmits on behalf of the Covered Entity and to utilize Secured Protected Health Information in connection with the performance of Services under this Agreement.

2.03
Mitigation.  Business Associate agrees to mitigate, to the extent practicable, any harmful effect that is known to Business Associate relating to a use or disclosure of Protected Health Information by Business Associate in violation of the requirements of this Agreement.  


2.04
Reporting of Violations.  Subject to Section 2.05, Business Associate agrees to report to the State of Nevada and the Covered Entity any use or disclosure of Protected Health Information not provided for by this Agreement within thirty (30) days of such disclosure or Business Associate’s knowledge of such disclosure.   Business Associate agrees to report to the State of Nevada and the Covered Entity any security incident (within the meaning of 45 C.F.R. § 164.304) of which Business Associate becomes aware.

2.05
Breach of Unsecured Protected Health Information.  To the extent that the Business Associate knows or has reason to know that there has been a Breach or suspected Breach of Unsecured Protected Health Information, the Business Associate is required to identify the Individual whose Unsecured Protected Health Information has been acquired, accessed, used or disclosed and to notify the Covered Entity of such Breach without reasonable delay, but no later than Fifteen (15) days after discovery of the Breach. Upon discovering the Breach, the Business Associate is required to (a) identify the entity to which the information was impermissibly disclosed, (b) determine whether or not the entity is subject to the HIPAA and the Privacy Rule, (c) identify the type and amount of Protected Health Information disclosed, (d) determine whether the disclosure poses a significant risk of financial, reputational, or other harm to the Individual, and (e) if the improperly disclosed Unsecured Protected Health Information is returned, determine if the information was returned before being accessed for an improper purpose.

2.06
Notice of a Breach of Unsecured Protected Health Information.  In the event of a Breach involving Unsecured Protected Health Information, the Business Associate, with the prior written approval of the Covered Entity, will notify the affected Individuals without unreasonable delay, but no later than sixty (60) days after discovery of the Breach (“notice date”).  The notice will include (a) a brief description of the incident,  (b) the date the Breach occurred, (c) the date the Breach was discovered, (d) the type of Protected Health Information involved, (e) steps the Individual should take to protect him/herself from potential harm resulting from the Breach, (f) a brief description of steps the Covered Entity has taken to investigate, mitigate losses and protect against further Breaches, and (g) contact information for Individuals to ask questions, including a toll-free number, e-mail address, website or postal address.  To the extent that the Breach involves more than 500 residents of a single state or jurisdiction, the Business Associate shall provide to Covered Entity, no later than the notice date, the information necessary for the Covered Entity to prepare the notice to media outlets as set forth in 45 C.F.R. § 164.406.  To the extent that the Breach involves 500 or more Individuals, the Business Associate shall provide to the Covered Entity, no later than the notice date, the information necessary for the Covered Entity to prepare the notice to the Secretary of HHS, as set forth in  45 C.F.R. § 164.408. To the extent that the Breach involves less than 500 Individuals, the Business Associate shall maintain a log of such Breaches and provide such log to the Covered Entity for submission to HHS.  The Breach log shall be provided by Business Associate to the Covered Entity on an annual basis, not later than sixty (60) days after the end of the calendar year.

 2.07
Audits.  Business Associate shall permit the State of Nevada and the Covered Entity to audit Business Associate’s compliance with the Privacy Rule, Security Rule and this Agreement upon reasonable prior notice and in a reasonable manner.  The State of Nevada and/or the Covered Entity shall pay for any such audits.


2.08
Agents and Contractors.  Business Associate agrees to ensure that any Business Associate agent, including a subcontractor, to whom it provides Protected Health Information received from, or created or received by Business Associate on behalf of the State of Nevada and/or the Covered Entity agrees to the same restrictions and conditions that apply through this Agreement to Business Associate with respect to such information.   Business Associate also agrees to ensure that any Business Associate employee or agent, including any subcontractor to whom it provides Protected Health Information received from, or created or received by Business Associate on behalf of the State of Nevada and/or the Covered Entity agrees to implement reasonable and appropriate safeguards to protect such Protected Health Information.  Business Associate, the State of Nevada, and the Covered Entity agree that the Business Associate is not the agent of the Covered Entity or the State of Nevada at any time under this Agreement.

2.09
Sanctions.  Business Associate agrees to apply appropriate sanctions against any Business Associate employee or agent, including a subcontractor, with access to Individuals’ Protected Health Information who fails to comply with the State of Nevada’s, the Covered Entity’s, or the Business Associate’s health information privacy policies and procedures.


2.10
Amendment of Protected Health Information.  Business Associate agrees to make appropriate amendments to Protected Health Information in a Designated Record Set that either the Covered Entity or an Individual requests pursuant to procedures established under 45 C.F.R. § 164.526.  To the extent Business Associate is requested by an Individual to amend his or her Protected Health Information, Business Associate shall communicate its approval or denial of such request to the Individual pursuant to procedures to be mutually agreed upon in advance by the Parties. 

2.11
Disclosure of Internal Practices, Books, and Records.  Business Associate agrees to make internal practices, books, and records (including policies and procedures) relating to the use and disclosure of Protected Health Information received from, or created or received by Business Associate on behalf of the State of Nevada or the Covered Entity, available to the Covered Entity or, at the request of the Covered Entity, to the Secretary, in a time and manner mutually agreed to by the Parties or designated by the Secretary, for purposes of the Secretary determining the Covered Entity’s compliance with the Privacy Rule.


2.12
Access to Protected Health Information.  To the extent that either the Covered Entity or an Individual requests to inspect or obtain a copy of Protected Health Information (as provided for in 45 C.F.R. § 164.524) that may be in the possession or control of the Business Associate or its agents or subcontractors, or that exists in a Designated Record Set, Business Associate shall respond within thirty (30) days of its receipt of the request by Business Associate, provided that compliance with the request would not result in a violation of HIPAA or the Privacy Rule.


2.13
Documentation of Disclosures.  Business Associate agrees to document disclosures of Protected Health Information and information related to such disclosures as would be required for a Covered Entity to respond to a request by an Individual for an accounting of disclosures of Protected Health Information in accordance with 45 C.F.R. § 164.528.  At a minimum, such documentation shall include:  (i) the date of each disclosure; (ii) the name of the entity or person who received Protected Health Information and, if known, the address of the entity or person; (iii) a brief description of the Protected Health Information disclosed; (iv) the disclosures of Protected Health Information that occurred during the six-year period prior to the date of the request for an accounting (or any shorter period of time requested by the Individual) and that are otherwise subject to the accounting requirement in 45 C.F.R. § 164.528; (v) a brief statement of the purpose of the disclosure that reasonably informs the Individual of the basis for the disclosure or, if applicable, in lieu of such a statement, a copy of the Individual’s authorization and a copy of the written request for  disclosure.


2.14
Accounting for Disclosures.  Business Associate agrees to provide to the Covered Entity or an Individual, in a time and manner mutually determined by the Parties, information collected in accordance with Section 2.11 of this Agreement so as to permit the Covered Entity to respond to a request by an Individual for an accounting of disclosures of Protected Health Information in accordance with 45 C.F.R. § 164.528, provided, however, that to the extent that the Covered Entity uses or maintains an electronic health record with respect to Protected Health Information, Business Associate shall provide such accounting to the Individual (or, upon the request of the Covered Entity, to the Covered Entity for delivery to the Individual) of the disclosures required for the three-year period immediately preceding the date on which the accounting is requested.  The accounting of disclosures through electronic health records shall not be required earlier than the earliest applicable date established by the Secretary of HHS.  

2.15
Facilitate the Exercise of Privacy Rights.  Business Associate agrees to establish procedures that allow Individuals to exercise their rights under the Privacy Rule, including the right to (i) inspect and obtain copies of records and documents within the possession or control of the Business Associate that contain the Individual’s Protected Health Information; (ii) request amendments to their Protected Health Information; (iii) receive an accounting of disclosures of their Protected Health Information by Business Associate; (iv) request restrictions on the use or disclosure of Protected Health Information; and (v) receive communications regarding Protected Health Information at alternative locations or by alternative means.  Business Associate agrees that, to the extent that an Individual requests restrictions with respect to the disclosure of Protected Health Information, and such restrictions relate to disclosure to the Covered Entity for purposes of carrying out payment or health care operations (but not treatment), and the Protected Health Information pertains solely to a health care item or service for which the health care provider involved has been paid out of pocket in full, such restriction shall be followed.

2.16
No Waiver of Rights.  Business Associate agrees to not require Individuals to waive their health information privacy rights as a condition for treatment, payment or enrollment in the Covered Entity, or eligibility for its benefits.

2.17
Responses to Subpoenas.  In the event that Business Associate receives a subpoena, discovery request or other lawful process, with or without an order from a court or administrative tribunal, arising out of or in connection with the Covered Entity or this Agreement including, but not limited to, any use or disclosure of Protected Health Information or any failure in Business Associate’s health data security measures, Business Associate shall fully comply with the notice and protective action obligations set forth in 45 C.F.R. § 164.512(e) in accordance with Business Associate’s standard policy and procedures regarding subpoenas, discovery requests, and other lawful processes which shall be communicated to the Covered Entity upon request.

2.18
Electronic Transactions.  To the extent required under HIPAA (including the Standards for Electronic Transactions at 45 C.F.R. Parts 160 and 162), Business Associate agrees to use or conduct, in whole or part, standard transactions and utilize code sets or identifiers under the Privacy Rule for or on behalf of the State of Nevada or the Covered Entity as detailed under the Privacy Rule or HIPAA (including the Standards for Electronic Transactions at 45 C.F.R. Parts 160 and 162).  Business Associate shall also require any subcontractor or agent to also comply with such electronic transaction requirements under HIPAA (including the Standards for Electronic Transactions at 45 C.F.R. Parts 160 and 162).


2.19
Security Standards.  Business Associate acknowledges that it may need to issue and change procedures from time to time to improve electronic data and file security, and agrees that such measures shall be at least as stringent as may be required by the Privacy Rule or the Security Rule, as applicable.  Notwithstanding the foregoing, Business Associate agrees and acknowledges that it shall at all times use an HHS-Approved Technology for all Protected Health Information that is in motion, stored or to be destroyed.

2.20
Disclosures to Designated Plan Sponsor Representatives.  The State of Nevada shall identify for Business Associate, in writing, certain the State of Nevada employees who are authorized to discuss Protected Health Information with Business Associate in connection with an Individual’s claim for benefits from the Covered Entity.  To the extent that Business Associate is contacted by any such designated the State of Nevada representative in connection with an Individual’s claim for benefits from the Covered Entity, Business Associate shall treat such inquiry as relating to “treatment, payment or healthcare operations” within the meaning of the Privacy Rule and shall provide the information permitted under such Privacy Rule.


2.21
Notice of Privacy Practices.  Covered Entity shall prepare and distribute a notice of privacy practices as required by the Privacy Rule.  If Business Associate maintains a web site on behalf of the State of Nevada or the Covered Entity that provides information about the Covered Entity’s participant services or benefits, Business Associate shall make the notice of privacy practices available electronically through the web site and shall make certain that the notice of privacy practices is prominently posted on the web site.

ARTICLE  III
Permitted Uses and Disclosures By Business Associate


3.01
General Uses and Disclosures.  Except as otherwise limited by this Agreement, Business Associate agrees to create, receive, use or disclose Protected Health Information only in a manner that is consistent with this Agreement, the Privacy Rule and the Security Rule, and only in connection with providing Services to the State of Nevada and/or the Covered Entity, provided that such creation, receipt, use or disclosure would not violate the Privacy Rule or Security Rule if done by the Covered Entity, or the minimum necessary policies and procedures of the Covered Entity.

3.02
Use and Disclosure for Treatment, Payment and Health Care Operations.  In providing Services, Business Associate shall be permitted to use and disclose Protected Health Information for purposes of “treatment, payment and health care operations” in accordance with the Privacy Rule, including, but not limited to, using or disclosing Protected Health Information (i) to investigate, pay, audit and otherwise administer and facilitate the payment of health plan claims; (ii) to enroll or disenroll participants and beneficiaries in and/or confirm or deny participant and beneficiary eligibility for participation in the Covered Entity; and (iii) to coordinate the payment of benefits from the Covered Entity when a participant or beneficiary is enrolled in another health plan which provides similar benefits, provided, however, that any communication by Business Associate that is about a product or service and that encourages recipients of the communication to purchase or use the product or service shall not be considered a health care operation for purposes of 45 C.F.R. Part 164, subpart E, unless the communication is made in accordance with 45 C.F.R. § 164.501 and is approved in writing by Covered Entity. 

3.03
Use and Disclosure for Public Health, Health Oversight and Law Enforcement Purposes.  In providing Services, Business Associate shall be permitted to use and disclose Protected Health Information, in accordance with the Privacy Rule, (i) to provide needed information to government agencies engaged in public health, health oversight, law enforcement, and otherwise as Required by Law; and (ii) to report violations of law to appropriate Federal and State authorities, consistent with 45 C.F.R. § 164.502(j)(1).


3.04
Use for Management and Administration of Business Associate.  Except as otherwise limited in this Agreement, Business Associate may use Protected Health Information for the proper management and administration of the Business Associate (defined as those uses arising in the ordinary course of its business and as is customary in its industry) or to carry out the legal responsibilities of the Business Associate.  Any such use shall be in accordance with the uses and disclosures permitted by the Privacy Rule.

3.05
Disclosure for Management and Administration of Business Associate.  Except as otherwise limited in this Agreement, Business Associate may disclose Protected Health Information for the proper management and administration of the Business Associate provided that the disclosures are Required by Law, or Business Associate (i) obtains the prior written approval of the Covered Entity for such use or disclosure, and (ii) obtains reasonable assurances from the person to whom the information is to be disclosed that (A) the information shall remain confidential, (B) the information shall be used or further disclosed only as Required by Law or for the purpose for which it was disclosed to the person, and (C) the person shall notify the Business Associate of any instances of which it is aware in which the confidentiality of the information has been breached.


3.06
Use for Data Aggregation Services.  Except as otherwise limited in this Agreement, Business Associate may use Protected Health Information to provide Data Aggregation services relating to the health care operations of the Covered Entity as permitted by 45 C.F.R. § 164.504(e)(2)(i)(B).

3.07
Prohibition on Sale of Electronic Health Records or Protected Health Information.  Effective with respect to exchanges occurring after the date that is six (6) months after issuance of final regulations, and except as provided in this Agreement or otherwise excepted under HITECH, Business Associate shall not directly or indirectly receive remuneration in exchange for any Protected Health Information of an Individual unless the Covered Entity or Business Associate has received a valid authorization (within the meaning of 45 C.F.R. § 164.508) that includes a specification that the Protected Health Information can be further exchanged for remuneration by the entity receiving the Protected Health Information of that Individual.

ARTICLE  IV
Obligations of the Covered Entity4.01
Obligations to Notify Business Associate.


(a)
Limitations in Notice of Privacy Practices.  Covered Entity shall notify Business Associate of any limitations in the Covered Entity’s notice of privacy practices provided in accordance with the requirements of 45 C.F.R. § 164.520, to the extent such limitations may affect Business Associate’s use or disclosure of Protected Health Information.

(b)
Changes in Permission by Individual for Use of Disclosure.  Covered Entity shall notify Business Associate of any changes in, or revocation of, permission by an Individual to use or disclose Protected Health Information, if and to the extent that such changes affect Business Associate’s use or disclosure of Protected Health Information. 


(c)
Agreements to Restrict Use or Disclosure.  Covered Entity shall notify Business Associate of any restrictions on the use or disclosure of Protected Health Information or a request for confidential communication that the Covered Entity has agreed to pursuant to and in accordance with the requirements of 45 C.F.R. § 164.522, or shall direct Individuals to make any such request directly to Business Associate if and to the extent that such restriction or request may affect Business Associate’s use or disclosure of Protected Health Information.  

4.02
Permissible Requests by Covered Entity.  Covered Entity shall not request Business Associate to use or disclose Protected Health Information in any manner that would not be permissible under the Privacy Rule or Security Rule if done by the Covered Entity, except that the Covered Entity may request that Business Associate perform Data Aggregation services pursuant to the provisions of Section 3.06 of this Agreement.

ARTICLE  V
Term and Termination
5.01
Term.  This Agreement shall terminate when all of the Protected Health Information provided by the Covered Entity to Business Associate, or created or received by Business Associate on behalf of the Covered Entity, is destroyed or returned to the Covered Entity or, if it is infeasible to return or destroy Protected Health Information, protections shall be extended to such information, in accordance with the termination provisions in this Article VI.


5.02
Termination for Cause.  Upon the Covered Entity’s knowledge of a material breach of this Agreement by Business Associate, the Covered Entity shall either (i) provide an opportunity for Business Associate to cure the breach or end the violation, and terminate this Agreement if Business Associate does not cure the breach or end the violation within the time agreed to by the Parties; or (ii) immediately terminate this Agreement if a cure is not possible.

5.03
Effect of Termination.

(a)
Return or Destruction of Protected Health Information.  Except as provided in Section 5.03(b) of this Agreement, upon termination of this Agreement for any reason, Business Associate shall return or destroy (in accordance with the HHS-Approved Technology) all Protected Health Information received from the Covered Entity, or created or received by Business Associate on behalf of the Covered Entity. This provision shall apply to Protected Health Information that is in the possession of subcontractors or agents of Business Associate.  Business Associate shall retain no copies of the Protected Health Information.


(b)
Extension of Protections for Retained Protected Health Information.  In the event that Business Associate determines that returning or destroying the Protected Health Information is infeasible, Business Associate shall provide to the Covered Entity notification of the conditions that make return or destruction infeasible.  Upon mutual agreement of the Parties that return or destruction of Protected Health Information is infeasible, Business Associate shall extend the protections of this Agreement to such Protected Health Information and limit further uses and disclosures of such Protected Health Information to those purposes that make the return or destruction infeasible, for so long as Business Associate maintains such Protected Health Information.  The obligations of the Business Associate under this Agreement shall survive termination of this Agreement with respect to that Protected Health Information that Business Associate is unable to return or destroy.


ARTICLE  VI
Miscellaneous
6.01
Regulatory References.  A reference in this Agreement to a section in the Privacy Rule or the Security Rule means the section in the respective regulations, as amended and in effect at the relevant time.

6.02
Amendment.  The Parties agree to take such action as is necessary to amend this Agreement from time to time in order for the Covered Entity to comply with the requirements of the Privacy Rule, the Security Rule, and HIPAA.  All references to “C.F.R.” are to the Code of Federal Regulations as amended and in effect at the relevant time.

6.03
Survival.  The respective rights and obligations of Business Associate under Article VI of this Agreement shall survive the termination of this Agreement.


6.04
Interpretation. 


(a)
Ambiguity.  Any ambiguity in this Agreement shall be resolved in favor of a meaning that permits the Covered Entity to comply with the Privacy Rule or the Security Rule, as applicable.

(b)
Inconsistency.  In the event of an inconsistency between the provisions of this Agreement and the Privacy Rule or the Security Rule, as may be amended from time to time, as a result of interpretations by HHS, a court or another regulatory agency with authority over the Parties, the interpretation of HHS, such other court or regulatory agency shall prevail.


(c)
Non-Mandatory Provisions.  In the event provisions of this Agreement are not the same as those mandated by the Privacy Rule or the Security Rule, but are nonetheless permitted by the Privacy Rule or the Security Rule, the provisions of this Agreement shall control.


6.05
Complete Integration.  This Agreement constitutes the entire agreement between the Parties with respect to HIPAA, the Privacy Rule, and the Security Rule, and supersedes all prior negotiations, discussions, representations or proposals, whether oral or written, unless expressly incorporated herein, related to the subject matter of the Agreement.  Unless expressly provided otherwise herein, this Agreement may not be modified unless in writing signed by the duly authorized representatives of the Parties.

6.06
Severability.  If any provision or part of this Agreement is found to be invalid, the remaining provisions of this Agreement shall remain in full force and effect.


6.07 
No Third-Party Beneficiaries.  Except as expressly provided for in the Privacy Rule, the Security Rule, and the Agreement, there are no third-party beneficiaries to this Agreement.  Business Associate’s obligations, unless expressly noted herein, are only to the State of Nevada and the Covered Entity.


6.08
Successors and Assigns.  This Agreement shall inure to the benefit of and be binding upon the successors and assigns of the State of Nevada, the Covered Entity, and Business Associate.  However, this Agreement is not assignable by any Party without the prior written consent of the other Parties, which shall not be unreasonably withheld, except that (i) Business Associate, the Covered Entity, and the State of Nevada may assign or transfer this Agreement to any entity owned or under common control with Business Associate, the Covered Entity or the State of Nevada, respectively; and (ii) this Agreement shall automatically be assigned to any entity to which the agreement for provision of Services is properly assigned.

6.09
Confidentiality.  Except as otherwise provided for in the Privacy Rule, the Security Rule, or this Agreement, no Party shall disclose the terms of this Agreement to any third party without the remaining Parties’ written consent.


6.10
Counterparts.  This Agreement may be executed in two or more counterparts, each of which may be deemed an original.


6.11
Applicable Laws.  Business Associate represents and warrants that it shall comply with all applicable laws and regulatory requirements in the performance of this Agreement.  The Parties agree to enter into good faith discussions aimed at amending this Agreement from time to time to comply with the requirements of HIPAA, the Privacy Rule, the Standards for Electronic Transactions at 45 C.F.R. Parts 160 and 162, the Security Rule, and related regulations and technical pronouncements, provided, however, that Business Associate shall also be responsible for complying with any state privacy or data security rules that are not contrary (within the meaning of 45 C.F.R. § 160.202) to HIPAA, the Privacy Rule, the Security Rule and related regulations and technical pronouncements and, to the extent applicable, that are more stringent (within the meaning of 45 C.F.R. §§  160.202 and 160.203(b))  than a standard, requirement or implementation specification adopted under 45 C.F.R. Part 164.

6.12 Governing Law.  This Agreement shall be governed by and construed in accordance with the same internal laws governing the Services provided to the State of Nevada or the Covered Entity by Business Associate.

6.13
Applicability to Separate Covered Entities.  If, and to the extent that this Agreement applies to two or more separate “covered entities” (as defined in the Privacy Rule), the provisions of this Agreement regarding the permitted and required uses and disclosures (and limitations and conditions on such uses and disclosures) of Protected Health Information shall apply separately and independently to each such “covered entity”, except to the extent otherwise agreed to by the Parties.


6.14
Indemnification.  The State of Nevada, Covered Entity and Business Associate agree to indemnify and hold each other harmless from any and all liability, damages, costs (including reasonable attorneys’ fees and costs), fines, penalties and expenses imposed upon or asserted against the non-indemnifying party arising out of the indemnifying party’s use or disclosure of Protected Health Information contrary to the provisions of HIPAA, the Privacy Rule, the Security Rule, HITECH, this Agreement or other applicable law.

IN WITNESS WHEREOF, the Parties have caused this Agreement to be executed by their duly authorized representatives.


THE PARTIES ACKNOWLEDGE THAT THEY HAVE READ THIS AGREEMENT, UNDERSTAND IT, AND AGREE TO BE BOUND BY ITS TERMS.


		[Name of Business Associate]

		State of Nevada on behalf of the
Public Employees Benefits Program (PEBP)






		By:_______________________________


                    Signature

		By:________________________________


                  Signature



		Print Name:________________________




		Print Name:_________________________



		Title:_____________________________




		Title:______________________________



		Date:_____________________________

		Date:______________________________
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1.  When you call HSB for assistance or questions on a claim, are you able to reach an individual who can help you?





2.  How well do each of the following words describe your customer service representative?


Patient       


Enthusiastic       


Listened carefully       


Friendly       


Responsive       


Courteous    





3.  Is your call to the HSB customer service unit answered promptly?





4.  If you leave a message, is your call returned within a reasonable period of time? 





5.  If you have questions on a claim payment status or how a claim was paid, are they answered to your satisfaction?





6.  When you submit claims to HSB, are they processed in a timely manner?





7.  Are your claims processed accurately according to the provisions of the healthcare plan in which you are enrolled?





8.  When HSB sends you a request for additional information in order to process your claim, is it clear what information is required?





9.  Does the EOB you receive indicating how HSB processed the claim easy to understand?











10.  How satisfied are you with HSB as the administrator and payor of claims for your medical plan?


		


		�  Excellent 			�  Very Satisfied			�  Satisfied		


		�  Somewhat Satisfied		�  Somewhat Dissatisfied		�  Very Dissatisfied





Comments: 





Please select one answer for each question.





Employee Satisfaction Survey


Please complete and return in the envelope provided.








�				
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Copyright Notice


Copyright © 2010 HealthSCOPE Benefits, Inc. This document is unpublished and the foregoing
notice is affixed to protect HealthSCOPE Benefits in the event of inadvertent publications.


All rights reserved.  No part of this document may be reproduced in any form, including photocopying
or transmission electronically to any computer, without prior written consent of HealthSCOPE
Benefits, Inc.  The information contained in this document is confidential and proprietary to
HealthSCOPE Benefits, Inc. and may not be used or disclosed except as expressly authorized in
writing by HealthSCOPE Benefits, Inc.


Trademarks


Other product names mentioned in this document may be trademarks or registered trademarks of
their respective companies and are hereby acknowledged.
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DATE

xx

RE:  


Group:  


Claimant:  


Member ID:  


TRNS #:  


Date of Service:  

To Whom It May Concern:








This will acknowledge receipt of the above claim submitted DATE RECEIVED. The Department of Labor guidelines (DOL Regulation 2560.503-1) specify that the claim must be finalized within thirty (30) days of receipt unless special circumstances exist beyond the plan’s control.  We have determined that the claim requires additional review and will require an additional fifteen (15) days to complete the review.


You will be notified in writing of results of this claim within forty-five (45) days of the date of receipt of the claim.  If you have any questions please feel free to contact us at the customer service number listed on your ID card.


Sincerely,


HealthSCOPE Benefits, Inc.


                 Little Rock  /  Columbus  /  Indianapolis  /  Las Vegas  /  Los Angeles  /  Nashville  /  San Marcos  /  St. Louis



                      www.healthscopebenefits.com 














CLASS PLAN FOR HEALTHAXIS CLAIM PROCESSING  

Work Hours: 8:00 to 5:00; 1 hour of self study 


1 Hour for Lunch     Two 15 Minute Breaks


Day 1 

INTRODUCTIONS:  

Housekeeping: (class times, lunch/breaks, silence cell phones, fire exits) 


OBJECTIVE:  Mastering basics of processing claims in the Healthaxis system 

AGENDA – Healthaxis System:

System Screens, Codes, Eligibility and Claim History Display


Quick Entry, Processing Claims – Releasing from DS (Data Suspend)


Front End & Back End – manual processing, Working Suspense Memos


Working Open Calls in Telephone system


Introductory 


Advise class of HANDOUT MATERIALS 

* Denotes Handout


HEALTH PLANS:


Health insurance is “an economical way of providing protection against financial losses caused by medical care expense” incurred by individuals who meet the qualification guidelines outlined in a Plan document:

• has coverage in force on the date medical expenses are incurred – ELIGIBILITY

• incurs expenses for a loss covered by the plan,


• receives services from a duly qualified practitioner who furnishes the Plan Administrator (HSB) proof of a claim.


Health Plan Overview *

OVERVIEW OF HealthSCOPE Benefits   (HSB)

Brief background of the Little Rock office:



Began as Burgett and Dietrich in July, 1985    



Began processing claims Jan 1992.  Name was changed to CORESOURCE

Name changed to CNA Health Partners July 1996

March 2001 name changed to HealthSCOPE Benefits – HSB

(Name was Central Benefits – CenBen for a period of time)


HSB offices:


Nashville, Tennessee;   Columbus, Ohio;   Indianapolis, Indiana; 


Los Angeles, California;   El Paso, Texas;   St. Louis, Missouri


Overview of Organization:


>> Claims Administration and Customer Care =


Directors, Managers, Supervisors, Enhanced Claim Specialist, Administrative Assistants, Analysts, Customer Care Reps


· Account Managers and Client Relations Managers = Client Liaisons


· Claim Auditing = Handled by MIS in Florida


· Provider Relations = Contracts Providers


· Marketing / Sales = sells business to Clients (Groups) Self-funded Employers


· Finance = Eligibility, Client billing, refunds, payroll


· Legal =  Staff Attorney, NY

· Fraud = in Nashville, TN

· LNL Law Firm = handles some Groups’ Subrogation 

· Benefits Administration = COBRA, Flex, Retiree Billing & Certificates of Coverage


· Training = new hires and ongoing training


· Medical Cost Management = Repricing and EDGE in NV and LR

· Provider Maintenance = Adds/Maintains providers in Nashville 


· Operations = Programming / Technical Support


· DataSCOPE = Data Management in Little Rock

BLUE HILL – click desktop icon to access external vendor Portal to programs.  


Can also access by:   www.myxt.net    

ORIENTATION with Director of Human Resources  10:00 a.m.

Healthaxis System – Trainer Demo and Class Practice

· Terminology* and Navigation*

· Logging In* (Can Open 2 Sessions of HAX)


· Changing Directories*     (example)   :LOGTO TR1.CLM

· Selection Criteria* (Search options when Member ID not available) 


· System Codes:

Dependent Status Codes*, Relationship Codes* 


Other Insurance TRADCOB01 , Full-Time Student TRA000001, Termed from one Group and covered by another-TR0000001 - 1.1 & 1.2

· Selection Criteria & Elig Activity*

· Quick Enter Claims* Examples 1 – 8   (Example # is in box 32 of 1500 form)

Day 2 

COMMON TERMS:


Copay – a dollar amount that is applied per service rendered, i.e., per office visit, per confinement, per emergency room visit.  Patient is responsible to pay this amount.


Deductible – a fixed amount of health care dollars that an individual must pay


before health benefits begin.  Patient is responsible to pay this amount.


Satisfy the deductible – a term which refers to incurring the full amount of eligible


charges required by a plan’s deductible provision.


Coinsurance – after the covered person has satisfied the deductible, the plan will pay a specified percentage. The patient is responsible to pay this amount to the provider.


Coinsurance is sometimes referred to as out-of-pocket.


Calendar Year – a benefit period which runs from 1/1 through 12/31 of the same


year and applies to all illnesses and injuries within that period.


Plan Year Deductible: Some plans have a “plan year” deductible instead of the


standard “calendar year” deductible.  (i.e. July 1 through June 30)

Carry Over – This provides that expenses incurred by a claimant in the last three


months of a calendar year and applied towards the deductible may also be applied to satisfy the deductible requirements for the following year. (called Cary Forward in HAX)

EOB – Explanation of Benefits – form mailed to Member and Provider giving details of how claim was processed


Usual and Customary (called U&C or UCR) and Reasonable and Customary (called R&C) -  Medical plans typically allow benefits for usual and customary or reasonable and customary fees. This is usually defined as a charge, which is not higher than the usual charge made by most providers of like service in the same zip code area.


Medically Necessary – charges that are medically necessary for the treatment of an illness or injury.

· Claim History* 

TRNS Status Codes* – Reject Codes* 

 Categories* 

 Vendor Types* 


  EOB Comment Codes (*most common list)  


  TRNS Messages



 View Bulk Checks using LOOK feature on History screen

ZEC and ZSC – HAX initials for system auto-adjudicated claims 


ZEC submitted electronically and ZSC paper claim (scanned and imaged)

· Claim History Activity*

· Benefits on Matrix   (Discuss OLOGY benefit)

·  Process DS claims   Trainer Demo first -  *Screens for Releasing Claims

PROMPT LINE: F = FAMILY MESSAGE, P = PATIENT MESSAGE, C = CHANGE VENDOR     TYPE, COB = VIEW INFO, V = VIEW PENDING TRANS, 

DI = VENDOR DETAIL, E = EC DISPLAY

     > Check COB on prompt line BEFORE claim is processed

     >ALWAYS SEE IF THE CLAIM MEETS ANY CRITERIA FOR A DISCOUNT!



  Fee schedules loaded to auto populate on system screens;



  in-house repricing department;   external repricing vendors – paper and EDI                                           



  TRPN, NPPN & PHX ACS, EDGE for non-contracted negotiations  


  Negotiations through Case Mgmt 


· Family and Patient Messages  enter new and do appends

· Pre-Certs, Referrals, Auths – Example TRATEST00 – Clara Test 


· PC View  login 


· InsurImage Viewer  


· Overrides – OHNO – Edit override   and   REDO – Change allowed amount


· Quick Enter Claim Examples 9 – 20

Day 3 

· Claims Errors/Issues doc*    

· R&C on Main Menu* 


· COB / OI Review


· Intranet / Training Documents / Policies and Procedures (see below)**

· HAX Big Picture*

· Process DS claims

     > Deny a claim using Reject Codes* 

     > Analysts attach EOB Comments* – System attaches PPO Comment Codes for


        Network Discounts (analyst can attach PPO codes when needed)

     > System edits (Intelliclaim uses McKesson)


     > Split a claim


      >  To send TRNS to Provider Maintenance Dept. use initials DIM

· Quick Enter Claim Examples 21 – 37

· Read COB - TRILOGY SECTION 9.1 PAGES 1 – 28 thru Step 3

Day 4 

· Process DS claims   Do a “wrong” Category

· Display a TRNS

· Printing EDI claims at TCL   PRINT.EC*  (demo in LR1, not in TR1)

· Quick Enter Claim Examples 38 – 44  and 1 – 5 again for duplicates

· SubroT List Client List – Groups, Supv, Analysts, etc. in Shared Shortcuts

· Read MEDICARE - TRILOGY SECTION 10.1  PAGES 1 – 30

Day 5 

· HIPAA Training

· Work Open Calls* and Work Suspense Memos* 


· Manually FE* and BE claims   Use Claim Examples 38 – 41-override dup 

· Process DS claims


· Review Class Plan

· Quick Enter Claim Examples – Claim Examples UB04 1 – 22  (see Box 80)  

Day 6

Process DS Claims

COMO Demonstration / Practice

Training Manuals-Quick Entry, Front End, Back End, Util Mgmt

Quick Enter Claim Examples:  Healthlink, Term, Misc, RX, Vision

Start reading Quick Entry / FIXIT manual


Day 7 

DOL – Department of Labor* – regulations for reasonable claim handling and appeals


SPD 101 – Summary Plan Description* – complete legal doc of Plan; Activity*

Reference Materials:


Trilogy Handbook – industry standard guidelines



Medical Dictionary & Encyclopedia Websites


            Intranet for ADA, ICD9, CPT & HCPCS coding


Process DS claims

Quick Enter COB Claims (See Box 19 of 1500 form)

Fraud Tutorials 

Finish reading Quick Entry / FIXIT manual


Day 8 

Daily Processing Duties* and Claim Processing* 


Is Provider Active* and view EDGE PP

Fixits demonstration in live production by analyst 


Work Fixits


Process DS Claims

Work Suspense Memos and Open Calls


Quick Enter Claim Examples Dental  1 – 16

Day 9 

Work Fixits


Process DS claims 


Quick Enter Claim Examples  1 – 20 (again)

Viewing Adjustments*;  Voids and Reversals*

Read PROVIDER Sect 5 in Trilogy. 5.1 thru 5.9-6  pages 524 - 584


Day 10 

Meeting with Supervisor

Work Fixits


Work Suspense Memos and Open Calls


Go over Claim Errors/Issue doc


Process DS claims

Review Class Plan & go through Training binder

Week 3 

Monday - Processing claims demonstration in live production by analyst 

Tuesday thru Friday – Working Fixits and Processing Claims

**POLICIES AND PROCEDURES on Intranet

CASE MANAGEMENT


COB


COST CONTAINMENT


DENTAL


EDGE


E-MAIL PROTOCOL


EMERGENCY DIAGNOSIS


GENETIC TESTING


ALL HAX FOLDERS

HOSPITAL AND HIGH DOLLAR GUIDELINES

INJECTIONS & IMMUNIZATIONS


J CODES


MEDICAID


MEDICAL NECESSITY


MEDICARE


OUTLOOK


PRE-EXISTING


SPECIALTY PHARMACY VENDOR


SUBROGATION


VENDORS


VENDOR EXCLUSIONS


VA- VETERANS’ ADMIN

WEIGHT LOSS

VENDORS:

  AIM


  AMPS


  BIOLOGICS


  DEVON


  DCC


  ONE CALL


  PHX

VENDOR EXCLUSIONS LIST


DICTIONARY - REGULAR and MEDICAL WEBSITE 

http://www.merriam-webster.com/

MEDICAL ENCYCLOPEDIA WEBSITE


http://www.nlm.nih.gov/medlineplus/
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SUMMARY OF CHANGES TO INTERNAL AND EXTERNAL APPEALS


Valid between October 1, 2010 and June 30, 2011

The Patient Protection and Affordable Care Act (“PPACA”) made certain changes to self-funded group health plans’ (“Plans”) process for handling internal appeals and added an external appeal process.  While non-ERISA Plans may have already been subject to an external appeal process in the state in which they are located, PPACA provides a new federal system to which all ERISA Plans will also be subject.  

The external review process is more limited than the internal review.  The only issues subject to external review are: 1) requirements for medical necessity, 2) whether a treatment is medically appropriate, 3) health care settings and level of care, and 4) the effectiveness of a covered benefit.


To facilitate review and ensure compliance across our client base, non-ERISA plans will use the same appeals processes as required for ERISA plans.  In addition, while technically only non-grandfathered plans are subject to these new claims procedures for plan years renewing after September 23, 2010, we will use the updated internal appeals process for both grandfathered plans and non-grandfathered plans.  For external appeals, we will use the new process for all non-grandfathered plans and non-ERISA grandfathered plans that are located in a state which requires plans to have an external appeal process.  The following text summarizes the changes made to the existing processes as described in the flowcharts later in this document.


Internal Appeals: “Full and Fair Review” Process

In addition to Department of Labor claims regulations, the Plan must allow a claimant to review the claim file and present evidence and testimony as part of the internal claims and appeals process.



Specifically, the Plan must: 


· Provide the claimant with any new or additional evidence considered, relied upon, or generated by the Plan (or at the direction of the Plan) in connection with the claim; such evidence must be provided as soon as possible and sufficiently in advance of the date on which the notice of final internal adverse benefit determination is required to be provided to give the claimant a reasonable opportunity to respond prior to that date; and

· Before the Plan can issue a final internal adverse benefit determination based on a new or additional rationale (i.e., the rationale for the final appeal is different from the rationale used to deny the initial claim), the claimant must be provided, free of charge, with the rationale; the rationale must be provided as soon as possible and sufficiently in advance of the date on which the notice of final internal adverse benefit determination is required to be provided to give the claimant a reasonable opportunity to respond prior to that date.


External Appeals: Non-Expedited Review Process

· Step 1: Does the appeal originate from a non-grandfathered Plan (regardless of whether an ERISA or non-ERISA Plan) or a non-ERISA grandfathered Plan in a state which requires an external review process?


· If “yes” to either, proceed to Step 2.

· If “no” to both, the Plan is not required to provide an external review.

· Step 2: Did the claimant file a request for an external review within 4 months after the date of receipt of a notice of an adverse benefit determination or final internal adverse benefit determination?

· If “yes,” proceed to Step 3.


· If “no,” the Plan is not required to provide an external review.


· Step 3: Is the request for appeal eligible for an external review?  To be eligible, the claimant must satisfy all of the following categories: (Note: the Plan has 5 business days to conduct this review.)


· 1) the claimant must be or have been covered under the Plan at the item or service was provided; 

· 2) the adverse benefit determination or the final adverse benefit determination does not relate to the claimant’s failure to meet the Plan’s eligibility requirements; 


· 3) the claimant has exhausted the Plan’s internal appeal process; and 


· 4) the claimant has provided all of the information and forms required to process the internal review. 

· If “yes,” proceed to Step 4. (Note: the Plan has 1 business day to notify the claimant in writing after making the determination).


· If “no,” the Plan is not required to provide an external review. (Note: the Plan has 1 business day to notify the claimant in writing after making the determination. This notification must contain the reasons for ineligibility and contact information for EBSA.  If the request is incomplete, the notification must describe the information needed to make the request complete and allow the Plan to perfect the request within the later of either the 4-month period or a 48-hour period following receipt of notification).


· Step 4: Within 1 business day, HSB must refer the appeal to an Independent Review Organization (“IRO”).  The referrals must be made in the following order (Note: two referrals must never be made to the same IRO in a row).


· 1) Medical Review Institute of America


· 2) Advanced Medical Reviews


· 3) ProPeer

· Step 5: Within 5 business days after the date of assignment, the Plan must provide the IRO with documents and any information considered in making the adverse benefit determination or final internal adverse benefit determination. 


· Note: Within 1 business day of receiving any information from the claimant, the IRO must forward the information to HSB.  Upon receiving this information, HSB and/or the Plan may reconsider its adverse benefit determination or final internal adverse benefit determination. If HSB and/or the Plan reverses itself, HSB must notify the claimant and IRO within 1 business day.

· Step 6: The IRO will notify HSB and the claimant within 1 business day after making the decision.


· Step 7: If the IRO reverses HSB and/or the Plan’s determination, HSB must immediately provide coverage or payment on the Plan’s behalf (including immediately authorizing or paying benefits).

External Appeals: Expedited Review Process

· Step 1: The Plan must allow a claimant to request an expedited review at the time the claimant receives an 

adverse benefit determination.  To determine eligibility for an expedited review, consider both A) and B).


· Does the request involve a medical condition for which the timeframe for completion of an expedited internal appeal under the regulations would seriously jeopardize the life or health of the claimant, or the claimant’s ability to regain maximum function, and the claimant has requested an expedited internal appeal?

· If yes, proceed to Step 2.

· If no, the request is not subject to expedited review.

· Does the request involve a final internal adverse benefit determination where the claimant has a medical condition where the timeframe for completing a standard external review would seriously jeopardize the life or health of the claimant or would jeopardize the claimant’s ability to regain maximum function, or where the final internal adverse benefit determination concerns an admission, availability of care, continued stay, or health care item or service for which the claimant received emergency services, but has not been discharged from a facility?

· If yes, proceed to Step 2.


· If no, the request is not subject to expedited review.

· Step 2: Is the request for appeal eligible for an external review?  To be eligible, the claimant must satisfy all of the following categories: (Note: the Plan must conduct this review immediately and in no event later than 1 business day.)


· 1) the claimant must be or have been covered under the Plan at the item or service was provided;


· 2) the adverse benefit determination or the final adverse benefit determination does not relate to the claimant’s failure to meet the Plan’s eligibility requirements; 

· 3) the claimant has exhausted the Plan’s internal appeal process; and 


· 4) the claimant has provided all of the information and forms required to process the internal review. 

· Step 3: Within 1 business day, HSB must refer to the appeal to an Independent Review Organization (“IRO”).  The referrals must be made in the following order (two referrals must never be made to the same IRO in a row).


· 1) Medical Review Institute of America


· 2) Advanced Medical Reviews


· 3) TBD


· Step 4: Within 1 business day after the date of assignment, the Plan must provide the IRO with documents and any information considered in making the adverse benefit determination or final internal adverse benefit determination. Note: HSB may transmit such information electronically, by telephone or facsimile, or any other expeditious method).


· Note: Within 1 business day of receiving any information from the claimant, the IRO must forward the information to HSB.  Upon receiving this information, HSB and/or the Plan may reconsider its adverse benefit determination or final internal adverse benefit determination. If HSB and/or the Plan reverses itself, HSB must notify the claimant and IRO within 1 business day.


· Step 6: The IRO will notify HSB and the claimant in writing within 72 hours after making the decision, or 48 hours if the notice was not in writing.


· Step 7: If the IRO reverses HSB and/or the Plan’s determination, HSB must immediately provide coverage or payment on the Plan’s behalf (including immediately authorizing or paying benefits).
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Attachment A




EOB LANGUAGE RE APPEAL




Note:  Should also be included in SPDs


· The usual statement of why the claim is being denied.


· “If you do not understand or agree with the claim denial, please contact us at (800) ???-????, or by sending a written request to [HealthSCOPE Benefits], Inc., Attn: Claim Inquiry, P. O. Box ????, [City, State, Zip].  You may appeal a claim denial to your health plan’s named fiduciary by submitting within 180 days of the your receipt of a denial a written request to:  My Health Plan c/o [HealthSCOPE Benefits], Inc., Attn:  Appeals, P. O. Box ????, [City, State, Zip] or as otherwise set out in your benefit plan book.  If your appeal is denied and your plan is an ERISA plan, you may bring a civil action under Section 502(a) of ERISA.  You may request free of charge a copy of any rules, guidelines, protocols, or other criteria used in making the decision on processing of your claim by writing to P. O. Box ????, [City, State, Zip].  You may request free of charge the scientific or clinical basis used in making the decision on processing of your claim by writing to P. O. Box ????, [City, State, Zip].”


Note:
Similar language regarding sending appeals to HealthSCOPE Benefits at the designated P.O. Box would be added to each employer’s plan document and summary plan document.





Attachment B


LETTER ACKNOWLEDGING RECEIPT OF INQUIRY


IDENTIFIED BY SENDER AS AN “APPEAL”


Note:  Assumes most come from healthcare providers








[DATE]


     

     

     

     

RE:  Review of claim for:      , SS#       , ID#      

Dear      :

This will acknowledge receipt of your request for a review of your previously submitted claim.  
 FORMDROPDOWN 


 FORMDROPDOWN 


 FORMDROPDOWN 
  Therefore, your request will not be handled as an appeal.

Option 1 (Additional Information Submitted)


Given that you have submitted additional information with regard to the claim, it is your health plan’s policy is to consider this as the submission of a new claim.


Option 2 (No Additional Information Submitted)


It is your health plan’s policy is to consider this as the submission of a new claim.


You will be notified in writing of the results of this claim within thirty (30) days.


Sincerely,


HealthSCOPE Benefits, Inc.

Attachment C


LETTER (EOB) SENT FOLLOWING INQUIRY




[DATE]




     

     

     

     

RE:  
Date of Service:      ,  Provider name:      

Employer:      ,  Claimant:       

Dear      : 

HealthSCOPE Benefits on behalf of your health plan has completed a review of the claim submitted by  FORMDROPDOWN 
 or your provider on      , 20     .


Section       of the       group health plan under which you are covered states:      .

Option 1  After careful review, it has been determined that the claim submitted cannot be considered as eligible without the following supporting documentation:        

 FORMDROPDOWN 
   This information is necessary to demonstrate   FORMDROPDOWN 
.

Option 2  After careful review, it has been determined that the claim submitted is not covered under the Plan based on the following:  FORMDROPDOWN 


 FORMDROPDOWN 


 FORMDROPDOWN 


 FORMDROPDOWN 
.   FORMDROPDOWN 
      


     

     

If you disagree with this determination, you may file a written appeal to the Plan Fiduciary,      , within 180 days of your receipt of this letter.  Your appeal should be mailed to the Plan Fiduciary at      , or to the Plan:      , c/o HealthSCOPE Benefits, Inc., Attn: Appeals, P. O. Box [???], [City, State, Zip].  Objective information in support of your position should accompany your appeal.  If your appeal is denied and your plan is an ERISA plan, you may bring a civil action against your employer’s health plan under Section 502(a) of ERISA.  


 FORMCHECKBOX 
An internal rule, guideline, protocol, or similar criteria was relied upon in determining this claim. You may obtain free of charge a copy of the criteria relevant to and used in making the decision on processing of your claim by sending a written request to Claim Inquiry, P. O. Box [???], [City, State, Zip].


 FORMCHECKBOX 
This claim determination is based on an issue of medical necessity or experimental/investigational treatment. You may obtain free of charge an explanation of the scientific or clinical basis used in making the decision on processing of your claim, as applied in accordance with the terms of your Plan, by sending a written request to Claim Inquiry,  P. O. Box [????], [City, State, Zip].


You or your Authorized Representative may examine relevant documents that the Plan Fiduciary may have.


We regret our determination could not have been more favorable.


Sincerely,


HealthSCOPE Benefits, Inc.


cc
Healthcare provider:      

 Attachment D


LETTER IN RESPONSE TO APPEAL SENT ON FIDUCIARY’S BEHALF


January 25, 2006

     

     

     

     

RE:  
Date of Service:      ,  Provider name:      

Employer:      ,  Claimant:       

Dear      : 

HealthSCOPE Benefits provides third party claims administration services to the self-funded group health plan sponsored by      .  Your appeal of the above-referenced was considered by the health plan’s fiduciary identified in your plan booklet.  The plan fiduciary has requested that HealthSCOPE Benefits report to you on the fiduciary’s behalf its decision regarding your appeal.


Section       of the       group health plan under which you are covered states:      .

After careful review, it has been determined that the claim  FORMDROPDOWN 
.  Therefore,  FORMDROPDOWN 
 for this service under the terms of your group plan.    FORMDROPDOWN 
      


 FORMCHECKBOX 
 All information submitted has been carefully reviewed by an independent reviewer. The healthcare professional whose advice was sought by the health plan in this appeal can be disclosed upon request.


 FORMCHECKBOX 
An internal rule, guideline, protocol, or similar criteria was relied upon in determining this claim. You may obtain free of charge a copy of the criteria relevant to and used in making the decision on processing of your claim by sending a written request to Claim Inquiry, P. O. Box [????], [City, State, Zip].

 FORMCHECKBOX 
This claim determination is based on an issue of medical necessity or experimental/investigational treatment. You may obtain free of charge an explanation of the scientific or clinical basis used in making the decision on processing of your claim, as applied in accordance with the terms of your Plan, by sending a written request to Claim Inquiry,  P. O. Box [????], [City, State, Zip].


You are entitled to receive reasonable access to, and copies of all documents, records, and other information relevant to the claim for benefits, free of charge, upon request by contacting the group health plan’s fiduciary identified in your plan booklet.


If your plan is an ERISA plan, you may bring a civil action against your employer’s health plan under Section 502(a) of ERISA.


You and your plan may have other voluntary alternative dispute resolution options, such as mediation.  One way to find out what may be available is to contact your local U.S. Department of Labor Office and your State insurance agency.  


We regret the Health Plan’s determination could not have been more favorable.


Sincerely,


HealthSCOPE Benefits, Inc.

cc
Healthcare provider:      


Plan Fiduciary:      

Attachment E


LETTER IN RESPONSE TO APPEAL/HEALTHSCOPE BENEFITS REPROCESSES


FULLY CONSISTENT WITH MEMBER’S APPEAL




January 25, 2006

     

     

     

     

RE:  
Date of Service:      ,  Provider name:      

Employer:      ,  Claimant:       

Dear      :

HealthSCOPE Benefits provides third party claims administration services to the self-funded group health plan sponsored by      .  Your appeal of the above-referenced claim(s) was considered.  HealthSCOPE Benefits on behalf of your health plan is pleased to let you know that your request as set forth in your appeal has been accepted and the claim(s) on which your appeal was based will be reprocessed per your request.


You are entitled to receive reasonable access to, and copies of all documents, records, and other information relevant to the claim for benefits, free of charge, upon request by contacting the group health plan’s fiduciary identified in your plan booklet.


Sincerely,


HealthSCOPE Benefits, Inc.

cc
Healthcare provider:      


[OPTIONAL] Plan Fiduciary:      

Attachment F


LETTER IN RESPONSE TO APPROVED PRE-DETERMINATION OR URGENT CARE REQUEST


January 25, 2006



     





     

     

Employee
     

Patient  
     



Relationship to Employee
 FORMDROPDOWN 


Employer
     

The review of your request for pre-determination of benefits for       has been completed.   


After review it has been determined the proposed service would be considered medically necessary within the terms of the Plan. 


This is not a guarantee of payment, but a verification of medical necessity for the service.  The claim will be subject to eligibility verification and Plan benefits at the time the service is rendered.  


Please contact our Customer Service department by calling the toll free number on the health plan id card or visit our Website at www.[insert].com for benefits.


This determination is only a statement regarding medical necessity under the Plan.  You and your patient should determine the treatment plan that will be pursued.


Sincerely,


HealthSCOPE Benefits, Inc.


cc: Member -      

Attachment G


LETTER (EOB) IN RESPONSE TO DENIED PRE-SERVICE, PRE-DETERMINATION OR 


URGENT CARE REQUEST








     

Employee


Patient  



Relationship to Employee
 FORMDROPDOWN 


Employer


Use first two (2) paragraphs only if portion is approved and the balance is not approved.


The review of your request for pre-determination of benefits for       has been completed.  After review it has been determined the proposed service would be considered medically necessary within the terms of the Plan.


This is not a guarantee of payment, but a verification of medical necessity for the service.  The claim will be subject to eligibility verification and Plan benefits at the time the service is rendered.

The review of your request for pre-determination of benefits for       has been completed.  


[Use this paragraph if denial based on medical necessity determination] After reviewing the information submitted, it has been determined that the proposed service does not meet your medical benefit plan’s requirements for medical necessity as required to be covered under the plan and/or is not otherwise covered as a benefit under the Plan.


[Use this paragraph if denial based on other than medical necessity determination] After reviewing the information submitted, it has been determined that the proposed service does not meet your medical benefit plan’s requirements to be covered under the plan and/or is not otherwise covered as a benefit under the Plan.


Rationale: 


[image: image1.wmf]This service is considered investigational and/or experimental.


 [image: image2.wmf]This service requires a failure of prior conservative treatment evidenced through clinical documentation.




[image: image3.wmf]This is not a covered benefit under the patient's medical benefit plan as reflected in the following 


language from the plan:




 CONTROL Forms.CheckBox.1 \s [image: image4.wmf]The documentation submitted does not support the proposed treatment.  You may wish to contact 


us with regard to additional documentation that you may want considered.  




[image: image5.wmf]This treatment is not considered standard practice for the member's medical condition.




[image: image6.wmf]This member has reached maximum benefit limit.




This determination is only a statement regarding medical necessity and/or coverage under the Plan.  You and your physician should determine the treatment plan that will be pursued regardless of this determination.


[Include this paragraph if an urgent care claim situation.] If you disagree with this determination, you may request an expedited appeal by calling [Insert Phone Number] and indicating the request is for an expedited appeal.  You may also request an expedited appeal by writing to the Plan Fiduciary,      , within 180 days of your receipt of this letter.  Your appeal should be mailed to the Plan Fiduciary at      , or to the Plan:      , c/o HealthSCOPE Benefits, Inc., Attn: Appeals, P. O. Box [???], [City, State, Zip].  Objective information in support of your position should accompany your appeal.  If your appeal is denied and your plan is an ERISA plan, you may bring a civil action against your employer’s health plan under Section 502(a) of ERISA.  


If you disagree with this determination, you may file a written appeal to the Plan Fiduciary,      , within 180 days of your receipt of this letter.  Your appeal should be mailed to the Plan Fiduciary at      , or to the Plan:      , c/o HealthSCOPE Benefits, Inc., Attn: Appeals, P. O. Box [???], [City, State, Zip].  Objective information in support of your position should accompany your appeal.  If your appeal is denied and your plan is an ERISA plan, you may bring a civil action against your employer’s health plan under Section 502(a) of ERISA.  


 FORMCHECKBOX 
An internal rule, guideline, protocol, or similar criteria was relied upon in determining this claim. You may obtain free of charge a copy of the criteria relevant to and used in making the decision on processing of your claim by sending a written request to Claim Inquiry, P. O. Box [???], [City, State, Zip].


 FORMCHECKBOX 
 The enclosed internal rule, guideline, protocol, or similar criteria was relied upon in determining this claim.


 FORMCHECKBOX 
This claim determination is based on an issue of medical necessity or experimental/investigational treatment. You may obtain free of charge an explanation of the scientific or clinical basis used in making the decision on processing of your claim, as applied in accordance with the terms of your Plan, by sending a written request to Claim Inquiry,  P. O. Box [????], [City, State, Zip].


 FORMCHECKBOX 
 This claim determination is based on an issue of medical necessity or experimental/investigational treatment. An explanation of the scientific or clinical basis used in making the decision on processing of your claim, according to the terms of your Plan, is included herein.


You or your Authorized Representative may examine relevant documents that the Plan Fiduciary may have.


Sincerely,


HealthSCOPE Benefits, Inc.


cc:
Healthcare Provider


Attachment H


LETTER ACKNOWLEDGING RECEIPT OF INQUIRY


FOLLOWING DENIAL OF PRE-SERVICE CLAIM OR


REQUEST FOR PRE-DETERMINATION OF BENEFITS


IDENTIFIED BY SENDER AS AN “APPEAL”


Note:  Assumes most come from healthcare providers

[DATE]


     

     

     

     

RE:  Review of claim for:      , SS#       , ID#      

Dear      :

This will acknowledge receipt of your request for a review of your previously submitted request for pre-determination of benefits for the above-referenced member.  



 FORMDROPDOWN 


 FORMDROPDOWN 


 FORMDROPDOWN 
  Therefore, your request will not be handled as an appeal.

Option 1 (Additional Information Submitted)


Given that you have submitted additional information with regard to the claim, it is the health plan’s policy is to consider this as the submission of a new claim.


Option 2 (No Additional Information Submitted)


It is the health plan’s policy is to consider this as the submission of a new claim.


You will be notified in writing of the results of this claim within fifteen (15) days.


Sincerely,


HealthSCOPE Benefits, Inc.


Attachment I


LETTER (EOB) SENT FOLLOWING INQUIRY


FOLLOWING DENIAL OF PRE-SERVICE CLAIM OR


REQUEST FOR PRE-DETERMINATION OF BENEFITS


[DATE]




     

     

     

     

RE:  
Proposed Service:      ,  Provider name:      

Employer:      ,  Claimant:       

Dear      : 

HealthSCOPE Benefits on behalf of your health plan has completed a review of the request for pre-determination of benefits submitted by  FORMDROPDOWN 
 or your provider on      , 20     .


Option 1 After careful review, it has been determined that the requested pre-determination of benefits cannot be considered as eligible without the following supporting documentation:        

 FORMDROPDOWN 
   This information is necessary to demonstrate   FORMDROPDOWN 
.

Option 2 After careful review, it has been determined that the benefit for which pre-determination was requested is not covered under the Plan based on the following:  FORMDROPDOWN 


 FORMDROPDOWN 


 FORMDROPDOWN 


 FORMDROPDOWN 
.   FORMDROPDOWN 
      


     

Section       of the       group health plan under which you are covered states:      .

     

If you disagree with this determination, you may file a written appeal to the Plan Fiduciary,      , within 180 days of your receipt of this letter.  Your appeal should be mailed to the Plan Fiduciary at      , or to the Plan:      , c/o HealthSCOPE Benefits, Inc., Attn: Appeals, P. O. Box [???], [City, State, Zip].  Objective information in support of your position should accompany your appeal.  If your appeal is denied and your plan is an ERISA plan, you may bring a civil action against your employer’s health plan under Section 502(a) of ERISA.  


 FORMCHECKBOX 
An internal rule, guideline, protocol, or similar criteria was relied upon in determining this claim. You may obtain free of charge a copy of the criteria relevant to and used in making the decision on processing of your claim by sending a written request to Claim Inquiry, P. O. Box [???], [City, State, Zip].


 FORMCHECKBOX 
This claim determination is based on an issue of medical necessity or experimental/investigational treatment. You may obtain free of charge an explanation of the scientific or clinical basis used in making the decision on processing of your claim, as applied in accordance with the terms of your Plan, by sending a written request to Claim Inquiry,  P. O. Box [????], [City, State, Zip].


You or your Authorized Representative may examine relevant documents that the Plan Fiduciary may have.


We regret our determination could not have been more favorable.


Sincerely,


HealthSCOPE Benefits, Inc.


cc
Healthcare provider:      

Attachment J


LETTER IN RESPONSE TO APPEAL SENT ON FIDUCIARY’S BEHALF


FOLLOWING DENIAL OF PRE-SERVICE CLAIM OR


REQUEST FOR PRE-DETERMINATION OF BENEFITS OR URGENT CARE CLAIM




January 25, 2006

     

     

     

     

RE:  
Proposed Service:      ,  Provider name:      

Employer:      ,  Claimant:       

Dear      : 

HealthSCOPE Benefits provides third party claims administration services to the self-funded group health plan sponsored by      .  Your appeal of the above-referenced request for pre-determination of benefits was considered by the health plan’s fiduciary identified in your plan booklet.  The plan fiduciary has requested that HealthSCOPE Benefits report to you on the fiduciary’s behalf its decision regarding your appeal.


Section       of the       group health plan under which you are covered states:      .

After careful review, it has been determined that the request for pre-determination of benefits   FORMDROPDOWN 
.  Therefore,  FORMDROPDOWN 
 for this service under the terms of your group plan.    FORMDROPDOWN 
      


 FORMCHECKBOX 
 All information submitted has been carefully reviewed by an independent reviewer. The healthcare professional whose advice was sought by the health plan in this appeal can be disclosed upon request.


 FORMCHECKBOX 
An internal rule, guideline, protocol, or similar criteria was relied upon in determining this claim. You may obtain free of charge a copy of the criteria relevant to and used in making the decision on processing of your claim by sending a written request to Claim Inquiry, P. O. Box [????], [City, State, Zip].

 FORMCHECKBOX 
This claim determination is based on an issue of medical necessity or experimental/investigational treatment. You may obtain free of charge an explanation of the scientific or clinical basis used in making the decision on processing of your claim, as applied in accordance with the terms of your Plan, by sending a written request to Claim Inquiry, P. O. Box [????], [City, State, Zip].


You are entitled to receive reasonable access to, and copies of all documents, records, and other information relevant to the claim for benefits, free of charge, upon request by contacting the group health plan’s fiduciary identified in your plan booklet.


If your plan is an ERISA plan, you may bring a civil action against your employer’s health plan under Section 502(a) of ERISA.


You and your plan may have other voluntary alternative dispute resolution options, such as mediation.  One way to find out what may be available is to contact your local U.S. Department of Labor Office and your State insurance agency.  

We regret the Health Plan’s determination could not have been more favorable.


Sincerely,


HealthSCOPE Benefits, Inc.

cc
Healthcare provider:      


Plan Fiduciary:      

Attachment K


LETTER IN RESPONSE TO APPEAL/HEALTHSCOPE BENEFITS REPROCESSES


FULLY CONSISTENT WITH MEMBER’S APPEAL


January 25, 2006

     

     

     

     

RE:  
Proposed Service:      ,  Provider name:      

Employer:      ,  Claimant:       

Dear      :

HealthSCOPE Benefits provides third party claims administration services to the self-funded group health plan sponsored by      .  Your appeal of the above-referenced request for pre-determination of benefits was considered.  HealthSCOPE Benefits on behalf of your health plan is pleased to let you know that your request as set forth in your appeal has been accepted and the claim(s) on which your appeal was based will be reprocessed per your request.


You are entitled to receive reasonable access to, and copies of all documents, records, and other information relevant to the claim for benefits, free of charge, upon request by contacting the group health plan’s fiduciary identified in your plan booklet.


Sincerely,


HealthSCOPE Benefits, Inc.

cc
Healthcare provider:      


Plan Fiduciary:      

Attachment L


INSERT APPEALS TRANSMISSION LETTER TO CLIENT


[OPTIONAL: VIA OVERNIGHT MAIL]


[DATE]


[NAME AND ADDRESS OF EMPLOYER CONTACT OR,


IF KNOWN, NAMED PLAN FIDUCIARY]                                                    


Dear [Insert Name]:


[HealthSCOPE Benefits TPA] received the attached formal appeal that will require your plan’s named fiduciary to review and make a determination with regard to the appeal. 


Please have the plan’s named fiduciary review the attached documentation at your earliest convenience in order to make a determination on the appeal. If the plan’s named fiduciary has any questions or wants additional information, please do not hesitate to contact us.


Below is a summary of the appeal and key information needed for the response:


		Name of Member Initiating Appeal

		



		ID#

		



		Group Name & Location

		



		Member DOB

		



		Date Appeal Received

		



		DATE   DECISION DUE

		



		Brief Summary of Appeal & Status of Claim (if applicable)

		



		Final Decision From Named Plan Fiduciary

		



		Final Decision Letter to be Issued By Named Plan Fiduciary

		Yes     No



		Final Decision Letter to be Issued By [HealthSCOPE Benefits TPA] on Plan’s Behalf 

		Yes     No


If “yes” named plan fiduciary or representative must sign and date in space provided and return this letter to [HealthSCOPE Benefits TPA]

Named Plan Fiduciary (Or Representative) Signature:


______________________________________________________


Date: _____________________





While the plan’s named fiduciary may want to communicate directly with the member who filed the appeal with regard to the decision on the appeal, [HealthSCOPE Benefits TPA] is willing to communicate the decision on the named fiduciary’s behalf.  Please indicate in the applicable box in the appeal summary and checklist if the named fiduciary wishes for [HealthSCOPE Benefits TPA] to send the final letter to the member. 


If you have additional questions or concerns, please call 1-800-XXX-XXXX.


Sincerely, 


[HealthSCOPE Benefits TPA]

[OPTIONAL  cc:  [Insert Name]]


Enclosures


Attachment M


LETTER IN RESPONSE TO EXTERNAL APPEAL REQUEST

January 25, 2006

     

     

     

     

RE:  
Proposed Service:      ,  Provider name:      

Employer:      ,  Claimant:       

Dear      :

HealthSCOPE Benefits provides third party claims administration services to the self-funded group health plan sponsored by      .  

After careful review, it has been determined that the request for an external review  is denied.  FORMDROPDOWN 
 


 FORMCHECKBOX 
 Your plan is not subject to laws requiring external review of adverse benefit determination.


 FORMCHECKBOX 
 Your request was made more than four months after receipt of the adverse benefit determination.


An internal rule, guideline, protocol, or similar criteria was relied upon in determining this claim. You may obtain free of charge a copy of the criteria relevant to and used in making the decision on processing of your claim by sending a written request to Claim Inquiry, P. O. Box [????], [City, State, Zip].

If your plan is an ERISA plan, you may bring a civil action against your employer’s health plan under Section 502(a) of ERISA.


You and your plan may have other voluntary alternative dispute resolution options, such as mediation.  One way to find out what may be available is to contact your local U.S. Department of Labor Office and your State insurance agency.  

Sincerely,


HealthSCOPE Benefits, Inc.

cc
Healthcare provider:      


Plan Fiduciary:      

Attachment N


LETTER IN RESPONSE TO EXTERNAL APPEAL REQUEST


January 25, 2006

     

     

     

     

RE:  
Proposed Service:      ,  Provider name:      

Employer:      ,  Claimant:       

Dear      :

HealthSCOPE Benefits provides third party claims administration services to the self-funded group health plan sponsored by      .  


After careful review, it has been determined that the request for an external review is approved.  The Independent Review Organization conducting the review is:


NAME


ADDRESS 1


ADDRESS 2


CITY, STATE ZIP

Please note that you may send additional documents or information directly to the Independent Review Organization.  In addition, the Independent Review Organization will notify you directly of the outcome of the review.


Sincerely,


HealthSCOPE Benefits, Inc.

cc
Healthcare provider:      


Plan Fiduciary:      

Attachment O


LETTER IN RESPONSE TO EXTERNAL APPEAL REQUEST


January 25, 2006

     

     

     

     

RE:  
Proposed Service:      ,  Provider name:      

Employer:      ,  Claimant:       

Dear      :

HealthSCOPE Benefits provides third party claims administration services to the self-funded group health plan sponsored by      .  


After careful review, it has been determined  that the requested external appeal cannot be considered without the following supporting documentation

 FORMCHECKBOX 
 Evidence that the claimant was covered under the plan on the date(s) that the item or service in question was provided.


 FORMCHECKBOX 
 Evidence that the claimant was eligible for coverage or benefits under the plan’s terms.


 FORMCHECKBOX 
 Evidence that the claimant has exhausted the plan’s internal appeals process.


 FORMCHECKBOX 
 Other information or forms required to process the internal review, specifically: ________________________


___________________________________________________________________________________________


Please note that for your plan to consider whether the claim(s) is eligible for external review, you must provide the above-referenced information by either 48 hours after receipt of this letter or 4 months after receipt of the original adverse benefit determination, whichever is later.


You have the right to discuss your case directly with the Employee Benefits Security Administration (“EBSA”).  You may contact the EBSA at 866-444-EBSA (3272).

Sincerely,


HealthSCOPE Benefits, Inc.

cc
Healthcare provider:      


Plan Fiduciary:      

Post-service claim denied in whole or in part – EOB issued – See Attachment A for EOB language – Incomplete claims (i.e., not “clean”) will be denied (not pended)





Claim denied in whole or in part – EOB issued





Request for pre-service approval (required by plan) and predetermination (not required by plan)





Correspondence from member/provider (even if marked “appeal”) not sent to   designated appeals PO Box – may include additional information





Member (not provider) sends communication to designated appeals PO Box (or otherwise follows process described in SPD)





Attachment G letter sent to member/


Provider within 15 days of receipt of pre-service/pre-determination request 





HealthSCOPE treats as **new** claim – 30 day clock begins to run





Attachment B letter sent to member/provider if identified as “appeal”





HealthSCOPE processes new claim and decision made regarding payment under plan terms





Attachment C (really an EOB) sent to member (even if provider made inquiry) with decision regarding new claim





HealthSCOPE submits appeal and relevant information to client as plan fiduciary for decision on appeal using Attachment L.





Client as named plan fiduciary makes decision on appeal within 60 days (Additional time may be allowed for multiemployer plan with committee meeting on quarterly basis, e.g. Taft Hartley plan)





At client request, HealthSCOPE sends member Attachment D letter communicating decision on appeal (or client communicates directly to member)





HealthSCOPE internally (e.g, claims unit) or through outside reviewer (e.g., MRI) determines service does meet medical necessity under plan 





HealthSCOPE determines member’s appeal cannot be fully resolved as requested by member








HealthSCOPE determines member’s appeal can be fully resolved as requested by member








HealthSCOPE reprocesses claim fully consistent with request of member and issues 


Attachment  E





Attachment F letter sent to member/provider within 15 days of receipt of pre-service/pre-determination request





HealthSCOPE internally (e.g, claims unit) or through outside reviewer (e.g., MRI) determines service does not meet medical necessity under plan





Attachment G letter sent to member/provider within 15 days of receipt of pre-service/pre-determination request





**If** member or provider either submits “inquiry” or “appeal” follow guidelines for “Appeal of Pre-Service Claim or Pre-Determination” 





“Inquiry” or “appeal” submitted 





Correspondence from member/provider (even if marked “appeal”) not sent to   designated appeals PO Box – may include additional information





HealthSCOPE treats as **new** claim – 15 day clock begins to run





Attachment H letter sent to member/provider if identified as “appeal”





HealthSCOPE processes new claim and decision made regarding payment under plan terms





Attachment I (really an EOB) sent to member (even if provider made inquiry) with decision regarding new claim





Member (not provider) sends communication to designated appeals PO Box (or otherwise follows process described in SPD)





HealthSCOPE determines member’s appeal cannot be fully resolved as requested by member








HealthSCOPE submits appeal and relevant information to client as plan fiduciary for decision on appeal using Attachment L





Client as named plan fiduciary makes decision on appeal within 30 days





At client request, HealthSCOPE sends member Attachment J letter communicating decision on appeal (or client communicates directly to member)





HealthSCOPE determines member’s appeal can be fully resolved as requested by member








HealthSCOPE reprocesses claim fully consistent with request of member and issues Attachment  K





Note important comment re handling incomplete claims.





Skip this step if letter/fax not identified as an “appeal”





Note difference in timeframes between post-service timeframe and pre-determination.





Even though an “appeal” HealthSCOPE will not send to client.  But here is the KEY…the member’s request must be fully accepted.





If the member does not get it to the PO Box or address in SPD it is NOT an appeal.





The client can write and deliver the notice, or let HealthSCOPE use the one in Att. D.





It looks like a letter, but it has **ALL** the elements of a system generated EOB, plus additional  info not on the system EOB.





If it is an “urgent” claim see specific procedures for that type of claim. 





WARNING:  Must notify member verbally within 5 days of receipt of request (followed by written notice) if request does not follow plan’s procedures.








UR vendor for HealthSCOPE determines service does meet medical necessity under plan








Note how this letter is really an EOB with all the contents of a system issued EOB. 





See the flow chart on the next page.





If the member does not get it to the PO Box or address in SPD it is NOT an appeal.





Note how this process largely follows the “post-service” process.  But the attached letters have been changed. 





It will be important to add language to the SPDs to reflect this claims process.





These portions of the letters can be changed to fit the circumstance.  But the rest of the letter must stay as is for compliance reasons.





This letter may have to modified some if the “inquiry” comes from the member.  There is an assumption most of these come from providers.





It looks like a letter, but it services as a fancy EOB!





WARNING!!  This letter cannot be used if there is any part of the member’s appeal that was not accepted as requested by the member.  If any part is not accepted, it must be given to the named plan fiduciary.





NOTE:  We will use the same letter for denial of pre-service/pre-determination requests and for urgent care requests.  Delete unnecessary paragraphs.





The letter can be modified where indicated to fit the circumstances.





Same P. O. Box





HealthSCOPE determines whether any plan limitations, exclusions or eligibility issues make proposed service not eligible under plan 








UR vendor for HealthSCOPE determines service does not meet medical necessity under plan








UR vendor sends letter to member/


provider within 15 days of receipt of pre-service/pre-determination request





UR vendor sends letter to member/


provider within 15 days of receipt of pre-service/pre-determination request





NOTE:  Must work with UR vendor regarding appeal rights afforded to member. 








Verbal notice to member/


Provider within 72 hours of receipt of urgent care determination request, followed within 3 days with Attachment G letter sent to member/


Provider 





HealthSCOPE determines whether any plan limitations, exclusions or eligibility issues make proposed service not eligible under plan 





Request for approval of claim involving URGENT CARE 





HealthSCOPE internally (e.g, claims unit) or through outside reviewer (e.g., MRI) determines service does meet medical necessity under plan 





HealthSCOPE internally (e.g, claims unit) or through outside reviewer (e.g., MRI) determines service does not meet medical necessity under plan








UR vendor for HealthSCOPE determines service does meet medical necessity under plan











UR vendor for HealthSCOPE determines service does not meet medical necessity under plan








Verbal notice to member/


Provider within 72 hours of receipt of urgent care determination request, followed within 3 days with Attachment F letter sent to member/Provider





Verbal notice to member/


Provider within 72 hours of receipt of urgent care determination request, followed within 3 days with Attachment G letter sent to member/Provider





Verbal notice to member/


Provider within 72 hours of receipt of urgent care determination request, followed within 3 days with letter sent to member/


Provider





Verbal notice to member/


Provider within 72 hours of receipt of urgent care determination request, followed within 3 days with letter sent to member/


Provider





**If** member or provider submits “appeal” follow guidelines for “Expedited Appeal of Urgent Care Claim” 





NOTE:  Must work with UR vendor regarding appeal rights afforded to member. 





“Urgent Care” defined as could seriously jeopardize the life or health of member or member’s ability to to regain maximum function, or in opinion of physician familiar with member’s condition the member will suffer severe pain that cannot be adequately managed without care for which approval is sought.   





WARNING:  Must notify member verbally within 24 hours of receipt of request if request does not follow plan’s procedures.  Member then has 48 hours to provide the specified information.





 Expedited appeal submitted by Member or Provider either verbally, electronically, or in writing (including fax)   





**If** member or provider submits “appeal” follow guidelines for “Expedited Appeal of Urgent Care Claim” 





HealthSCOPE determines member’s appeal cannot be fully resolved as requested by member/provider








HealthSCOPE determines member’s appeal can be fully resolved as requested by member/provider








HealthSCOPE submits appeal and relevant information to client as plan fiduciary for decision on appeal using Attachment L





HealthSCOPE verbally authorizes services fully consistent with request of member, followed by issuance of Attachment  K





Client as named plan fiduciary makes decision on appeal within 48 hours (must notify member within 72 hours)





At client request, HealthSCOPE verbally notifies member and provider within 72 hours of receipt followed by issuance of Attachment J letter communicating decision on appeal (or client communicates directly to member)





Notice important difference in urgent care appeals – a provider **CAN** appeal on member’s behalf.





**If** member or provider either submits “inquiry” or “appeal” follow guidelines for “Appeal of Pre-Service Claim or Pre-Determination” 





WARNING:  If insufficient info initially provided such that more info was requested, a response is due within 48 hours (not 72 hours) of receipt of additional info





NOTE:  Communications to member/provider in urgent care situation initially verbal followed by written confirmation.





NOTE:  We will use the same letter for approval of pre-service/pre-determination requests and for urgent care requests.  Delete unnecessary paragraphs.





NOTE:  We will use the same letter for denial of pre-service/pre-determination requests and for urgent care requests.  Delete unnecessary paragraphs.





WARNING:  If initial approval is given and member/provider requests to extend urgent care, must decide no later than 24 hours after request received.





Does appeal originate from a Plan subject to external review?





Member (not provider) sends communication to designated appeals PO Box (or otherwise follows process described in SPD)





No review required. Use Attachment M





Was request made within 4 months of adverse benefit determination?





Is the member eligible to request an external review? (5 business days to decide)





Notify claimant within 1 business day using Attachment N and refer to IRO





Notify claimant within 1 business day using Attachment O 





Within 5 business days, provide IRO with documents/information related to adverse benefit determination





IRO will notify HSB and claimant within 1 business day of making decision





If overruled by IRO, Plan must provide coverage or payment immediately





Member requested an expedited external appeal





Does appeal originate from a Plan subject to external review?





Is request eligible for an expedited review? (Consider both potential reasons)





No review required. Use Attachment M





Is the member eligible to request an external review? (1 business day to decide)








IRO will notify HSB and claimant within 72 hours after making the decision, or 48 hours if not in writing 





Notify claimant within 1 business day using telephonic or other expedited means, follow up with Attachment N, and refer to IRO





Notify claimant within 1 business day using telephonic or other expedited means, follow up with Attachment O, and refer to IRO 





Within 1 business day, provide IRO with documents/information related to adverse benefit determination





If overruled by IRO, Plan must provide coverage or payment immediately
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BIOGRAPHY


Ms. Mary Catherine Person 


President


Mary Catherine Person serves as President for HealthSCOPE Benefits. In this capacity Ms. Person is responsible for claims administration, customer service, sales and account management for the organization. Previously, she served as Executive Vice President for CenBen USA focusing on operations and account management.  For many years, Ms. Person’s role was that of Vice President of Managed Care Services for CNA Health Partners, overseeing the company’s network development and medical management efforts. Prior to her employment with HealthSCOPE Benefits and its predecessor companies, Ms. Person worked for the Federal Office of Rural Health Policy where she gained extensive background in the issues of rural health and the problems employers and providers face in those areas.


Ms. Person received a Bachelor of Arts degree, Cum Laude from Princeton University in Princeton, New Jersey.
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Mr. Joe Edwards


Chief Executive Officer


Joe K. Edwards serves as Chief Executive Officer for HealthSCOPE Benefits.  In this capacity, Mr. Edwards is responsible for overseeing the benefits administration, information systems, finance and human resources for the organization.  He previously served as Chief Operating Officer for HealthSCOPE Benefits.  Mr. Edwards served as Senior Vice President of Finance for CAN Health Partners, HealthSCOPE Benefits’ predecessor company.  Prior to employment with CNA Health Partners in 1991, Mr. Edwards served as the Chief Financial Officer for Burgett & Dietrich, Inc. and as Chief Financial Officer for Nabholz Construction Company.


Mr. Edwards received a Bachelor of Arts degree in Accounting from Ouachita University in Arkadelphia, Arkansas and is a Certified Public Accountant.
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Mr. Ross Johnston


Director of Benefits Administration


Ross Johnston serves as the Director of Benefits Administration for HealthSCOPE Benefits, Inc. In this capacity, Ross is responsible for optimizing and managing all aspects of the operation of the Benefits Administration department, which administers flexible spending accounts, COBRA, and other special services for HealthSCOPE’s clients. He has over ten years’ experience in information systems and project management.

Ross has a Bachelor of Science degree in mathematics from Rose-Hulman Institute of Technology and a Master of Science degree in mathematics from New Mexico State University.
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Ms. Sanda Inglis


Operations Support Manager 


Ms. Inglis began in the insurance industry in 1982 at Metropolitan Insurance in Kingston NY.  At  HealthSCOPE Benefits, she is the Operations Support Manager for the company and manages the Provider Maintenance staff and the Medical Cost Management staff (Reprcing and Edge).   Ms. Inglis is actively involved with the Benefit Programmers in setting up new business and directing development of networks on the system for use with each new plan.


She also manages the fraud coordination function with one staff member.    She earned her Masters Degree from Middle Tennessee State University, majoring in Information Systems with emphasis in Accounting.  She has an undergraduate degree from Belmont University. 
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Mr. Ed Grooms


Director of Business Systems


Ed Grooms is Director of Business Systems for HealthSCOPE Benefits overseeing the Company’s Benefit Programming, Provider Maintenance and Cost Management departments.


Ed Grooms joined HealthSCOPE Benefits as the Manager of Information Technology in HealthSCOPE’s Nashville, TN office in November of 1998.  In his position, Mr. Grooms has served in many corporate level project management roles including multiple claims systems migrations, numerous autopay improvements, HIPAA Privacy implementation and consumer-driven product research. 


Ed’s insurance background began in 1985 working for CNA Life Insurance in Nashville, TN where he worked for six years before transferring to the CNA Group Claims office in April 1991.  In 1992 when CNA's relationship with their claims system vendor, Healthaxis, began Ed managed the newly created plan building department and also worked on the system migration team transferring data onto the new system.


Ed left CNA for a brief period in 1997-1998, working for Andersen Consulting as a systems project manager, returning to HealthSCOPE Benefits in 1998 as Manager of Information Technology.  In 2003 Ed was named HealthSCOPE’s HIPAA Privacy Official and implemented all of the HIPAA Privacy regulations for the Company.  In November 2003, HealthSCOPE’s Sr. VP of Benefits Administration asked Ed to lead the Company’s efforts in the development of consumer-driven products and to help HealthSCOPE Benefits meet the needs and demands in this new and area of consumer developments.  In October 2004 Ed once again returned to a project-management role associated with system migrations traveling extensively for 18 months overseeing claims systems migrations for two TPA acquisitions.

In February 2006 Ed was promoted to his current position as Director of Business Systems   Ed’s strong leadership and project management skills are a perfect match for the ever-growing needs of both HealthSCOPE Benefits and our clients.
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Mr. Darren Ashby


Vice President of Operations


Darren Ashby, Chief Operating Officer, brings over 20 years of experience in the insurance and benefits administration industry.  Darren’s responsibilities include maintaining HealthSCOPE Benefits’ claims and customer service technology, and managing the company’s highly experienced staff to deliver the very best in claims administration. Darren has been with HealthSCOPE Benefits for seven years. 
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Ms. Rhonda Huckaby


Client Relations Manager


Rhonda Huckaby serves as a Client Relations Manager for HealthSCOPE Benefits. In this capacity, she is responsible for establishing and maintaining a close relationship between the client’s HR and those within HealthSCOPE Benefits who service their account. Previously, she worked as a Training/EDI Administrator in the Process Improvement Dept. 


Prior to employment with HealthSCOPE Benefits, she worked several years as a Billing Accounts Administrator in a large medical clinic. She also worked as EDI Training/Implementation Coordinator at an established computer software company. Ms. Huckaby received an Associates Degree in Computer Programming and has over fifteen years of medical claims experience.  She has worked for HealthSCOPE Benefits for 11 years.
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Director of Claims Administration


Cathleen Armstrong serves as Director of Claims Administration for HealthSCOPE Benefits, Inc.  In this capacity, Ms. Armstrong is responsible for managing and monitoring customer service, claims accuracy, and promptness of payments to meet and exceed industry standards.  She also served as Manager of the Employee Benefits Division for CNA Health Partners, HealthSCOPE Benefits’ predecessor company.  Prior to employment with CNA Health Partners in 1994, Ms. Armstrong was in the property, casualty, health and workers compensation claims areas.


Her claims experience spans over the last twenty years.
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Ms. Paula Williams


Claims Manager


Paula has been with HealthSCOPE Benefits four years working as the claims manager. She oversees the daily functions of client’s claims coming into the claim system to be worked by the claim analysts.  She attends implementation meetings to insure the benefits the client wants are administered in the claims system.  She oversees testing of new client’s benefits and works with the plan building team and supervisors to insure all things are addressed. 


Paula’s background includes over 15 years in the provider area. She worked for multi- specialty clinics and did the billing and posting of payments by insurance companies. She then changed to the “insurance side” and has a true understanding of both the provider and benefit side of the claims business. 


Paula holds a Bachelor of Applied Arts and Sciences from Texas A&M University – Texarkana with an emphasis in Business Management. She resides in Little Rock, AR. 
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Ms. Cathy Gantt


Senior Claims Supervisor


Mrs. Gantt is responsible for the day to day management of claims payments.  She has an extensive medical background, working in the medical claims industry for the last 30 years.  Before this, she was a Certified Medical Assistant.  Mrs. Gantt has been with HealthSCOPE Benefits for the past 14 years.  
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Ms. Wanda Elmore


Customer Care Manager


Wanda Elmore serves as Customer Care Manager for HealthSCOPE Benefits, Inc. In this capacity, Wanda is responsible for managing all aspects of the Customer Care Department. Wanda has over 20 years experience in benefits and claims administration. 
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Business Continuity Information for HealthScope




Introduction

As of October 15, 2009 HealthScope began processing their Windows environment through Blue Hill Data Services virtual desktop solution using External IT’s portal software system. All the equipment used to store and process HealthScope systems and data is provided by Blue Hill Data Services (BHDS) at Blue Hill Data Services SAS 70 II certified datacenter located in Pearl River New York.

All the equipment used to support HealthScope’s environment located in BHDS has redundant failover in the event that any equipment used by HealthScope fails. The virtual desktop solution provides HealthScope the functionality and ability to access their systems through a secure network from anyplace and at anytime. BHDS maintains a 7/24/365 day fully managed datacenter. All systems within the HealthScope environment are monitored from a hardware, software and services view on the same 7/24/365 day basis.

Blue Hill Data Services maintains its own disaster recovery center located in Branchburg New Jersey. The Branchburg center is used to perform client DR test along with the ability to recovery clients in the event of a disaster at BHDS primary data center located in Pearl River New York.


Datacenter Infrastructure

Multi-Layered Security 


· 24/7 manned security guard station and log-in desk for visitors at main entrance of building


· Continuous patrol of the interior and perimeter of the building complex


· Data Center Command Center equipped with digitally recorded, continuous video surveillance security cameras monitored by staff. 


· Video feeds monitor data center entry/exit points, on-ramp, and co-location areas. 13 CCTV time-lapse cameras attached to digital recorders. 


· Proximity card reader system installed throughout the facility limits and controls access to secure areas. Locked entrances to data center only accessible by assigned card key holders. Key card badges are activated limiting access to restricted areas to authorized personnel only. 


· Data center visitors escorted by BHDS personnel into and throughout the data center. 


· Contact information for emergency authorities (building security and police) are posted at the command center operations desk for use by night Operations staff. 


· Enclosed data center areas available for increased user access security. 


Redundant Power and Immediate Outage Back-Up Protection 


· Redundant connectivity directly to the Northeast power grid via dual diverse paths from local utility’s primary transmission network. 


· Dual redundant feeds provide power at 69KV and automatically transfer between feeds within six tenths of a second of any power interruption. 


· If an anomaly within the incoming power from the street occurs, an Automatic Transfer Switch (“ATS”) control system switches to standby diesel power generation within 3 minutes. 


· ATS feeds redundant, Liebert Uninterrupted Power Supply (UPS) system and monitors flow of electricity. 


· Backup generation system maintains continual operations at full load through extended outages until 29 minutes of restored smooth power is maintained. (48 hours on-site diesel fuel available). 


· Redundant  power  distribution  panels  feed  to  racks  of  servers  and  stand-alone equipment where applicable. 


Redundant Central Office IP Telecommunications 


· Connections to telecommunications room provided by BHDS. 


· Verizon has automatic, dual redundant communications access from two distinct locations into the Blue Hill complex. 


· Connectivity served by multiple ISP carriers, including Optimum Lightpath, and Lightower Fiber Networks. 


· Lightpath and Lightower run fiber directly into BHDS’s computer room providing unlimited bandwidth capabilities and high-speed Internet access. 


· Lightpath provides point-to-point Metro Ethernet connectivity directly from BHDS data center to the entire New York Tri-State area network, enabling high availability and high-capacity data transfer. 


· Fully redundant ingress and egress Internet access provided through Border Gateway Protocol (BGP) across all providers, providing automatic dual and redundant paths via IP. 


Environmental Control 


· Multiple humidification and temperature air-handling systems. 


· Liebert (n+1)  floor  standing  CRAC  units,  microprocessor-controlled  with  alarm


· notification.


· Four 20-ton and two 10-ton Liebert System3 A/C units. 


· Glycol System with 3,600 tons cooling capacity (n+1), redundant welded steel pipe risers, fully redundant pumping on VFD system, electrically checker-boarded. 


· Fire alarm system monitored by building security. 


· Two-stage fire protection and smoke and fire detection systems. 


· Dry-type pre-action suppression, cross-zoned MXL addressable system, EPO smoke detector sensors, Halon extinguishers. 


· Sprinklers and smoke detector sensors on ceiling, floor, and in data center. 


· All environmental systems monitored by Command Center staff. 


Daily Backup Procedures

BHDS backup process uses the latest Symantec Backup software technology version 12.5 along with an ADIC Scalar 500 tape library using LT04 tape media. The backup procedures for all HealthScope data and systems residing in the BHDS datacenter include the following:

Schedule

Blue Hill backs up all of HealthScope servers using a grandfather, father, son rotation policy.  Servers are backed up daily Sunday through Thursday as incremental. Friday night back ups are Weeklies and once a month we take a monthly backup.  The monthly back up is stored for 1 year. The weekly is stored for two months and the daily is stored for two weeks. All data is stored on LTO4 tapes. At the end of the year the last monthly backups taken will be held for a period of 7 years.


Offsite Storage


Tape backups are rotated offsite based upon HealthScope rotation and retention requirements as described in schedule.

Restore File and Database Capability

Blue Hill has full file and database restore capabilities whether it be to the current server or a secondary server at Blue Hill or to another server at another facility. Blue Hill can move the entire infrastructure to its Branchburg facility as well using VMware technologies. 


Equipment Redundancy 


To protect against equipment failure, the BHDS system utilizes at least two pieces of each type of equipment, offering complete redundancy of the entire system. That includes hard drives, network cards, wiring, critical network components, and servers themselves. All application servers run with at least single redundancy to provide immediate failover in the event of a server failure. 


Internet Connectivity


The BHDS Data Center has direct fiber connections to LightPath and Lightower Internet backbone networks. This variety of Tier 1 network carriers allows us to provide our clients with fully redundant Internet connectivity, which is scalable to an infinite number of interconnects at any speed. In addition, our facilities maintain the most rigorous ongoing maintenance routine in the industry. 
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POLICY BULLETIN

Release Date:

June 2004


Reviewed:

October 2007



Topic:


Multiple Surgery Processing Steps 



Implementation:
Effective immediately all claims personnel must adhere to this





Policy.

Policy:


STEPS FOR PROCESSING CLAIMS WITH MULTIPLE SURGICAL PROCEDURES


>>Determine if multiple procedures in the CPT code range 10000 through 69999 were performed during the same operative session.


10000 – 19999 – INTEGUMENTARY SYSTEM – Skin, Subcutaneous & Accessory    Structures


20000 – 29999 – MUSCULOSKELETAL SYSTEM


30000 – 32999 – RESPIRATORY SYSTEM


33000 – 39999 – CARDIOVASCULAR SYSTEM


40000 – 49999 – DIGESTIVE SYSTEM


50000 – 53899 – URINARY SYSTEM


54000 – 59999 – MALE/FEMALE GENITAL SYSTEM


60000 – 64999 – NERVOUS SYSTEM


65000 – 69999 – OCULAR/AUDITORY SYSTEM


>>Check the Plan benefits for any specifics on handling multiple surgery claims.


A Plan may have incremental decreased reimbursement for the second and tertiary  procedures (i.e. 100%, 75%, 50%, 25%) during the same operative session.


>>Check the CPT code lists for codes that are exempt from multiple procedure reductions.


>>Check for Modifiers



 -50* Bilateral Procedure


 - 51* Multiple Procedures


 -59* Distinct Procedural Service (“scrubbed” from the claim)

>>Follow guidelines for any edits indicating unbundled or incidental procedures.


>>The allowance is determined by using 100% of the code with the highest allowable amount and 50% for each lesser procedure during the same operative session.


Product Application


TPA –  The Enterprise


- 2 -
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PROCEDURES BULLETIN

Release Date:
November 10, 2002



Reviewed: 
September 2007


Topic:
Injection Procedures and Multiple Surgery





Implementation:  These procedures apply across the Enterprise

PROCEDURE:

Effective immediately there are updated guidelines for the following injection procedures.  PLEASE FOLLOW HEALTHAXIS SYSTEM EDITS REGARDING MULTIPLE SURGERY GUIDELINES.  If the system gives the MPR (multiple procedure) edit, please follow the edits by allowing full and half.  


20500 - 20501  
Injection of sinus tract


20550

Injection of tendon sheath


20600 - 20615
Arthrocenthesis (aspiration or injection)


62273 - 62282
Injection, epidural


62290 - 62291
Injection for diskography


64400 - 64530
Introduction/Injection of Anesthetic Agent (Nerve Block)


Previously we had advised these procedures were not subject to Multiple Surgery guidelines (see e-mail dated 1/4/01). Based on recent changes in ERISCO and the HealthAxis edits, those instructions have changed. 
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Pending Lawsuits/Claims

· Baylor University Medical Center, Baylor Medical Center at Grapevine v. James Hardie Building Products Inc.; HealthSCOPE Benefits, Inc. Case No.: CC-10-05503-A. The County Court of Dallas, Texas. Plaintiff alleged breach of contract in regard to the client's plan taking certain discounts for provider services. Settlement negotiations are underway as of 8/31/10.


· Garrick Motors, Inc. d/b/a Toyota of Escondido; Garrick Motors, Inc., Trustee of Toyota of Escondido Employee Benefit Trust v. HealthSCOPE Benefits, Inc.; Plan Handlers, Inc.; Best Re, Inc.; Best Life and Health Insurance Company. Case No: 37-2009-00051407-CU-PN-NC. Superior Court of California, County of San Diego. Plaintiff alleged breach of contract and negligence related stop loss claims submissions from 2006. The case has been settled, and the complaint has been withdrawn.


· Hot Springs National Park Hospital Holdings, LLC v. Sheryl Pitchford, Employers' Health Coaliltion, Triumph Airborne Structures, Inc. and HealthSCOPE Benefits, Inc. Case No. CV 2008-468. The Circuit Court of Garland County, Arkansas. Plaintiff alleged breach of contract for discounts taken by the client's plan. The case is pending in trial court.


· Indiana Council of Carpenters Pension Fund v. HealthSCOPE Benefits, Inc. Case No: 49DIO-10-03-PL-012684. Marion Superior Court, Ohio. Plaintiff alleged breach of contract and negligence related to the administration of a pension fund. The case has been settled.


· Irma Contreras v. Clint Independent School District and Access Administrators. Case No: 2009-041. District Court of El Paso County 448th District, Texas. Plaintiff alleged breach of contract related to the plan's decision to deny a procedure the plan found to be cosmetic. Plaintiff is currently appealing a trial court's decision in favor of the defendants.


· James Hardie Building Products, Inc. v. Best Life and Health Insurance Co. Best Re, Inc.; Plan Handlers, Inc.; and HealthSCOPE Benefits, Inc. Case No: 37-2010-00086933-CU-BC-CTL. San Diego Superior Court, California. Plaintiff alleged negligence and breach of contract related to the stop loss carrier's decision to deny certain claims of Plaintiff's. The case is pending in trial court.


· Marco Consulting Group, Inc. v. HealthSCOPE Benefits f/k/a Morris Associates; National Investment Services, Inc.; and Indiana State District Council of Plasterers' & Cement Masons' Pension Fund. Case No. 49D03-10-03-PL-012640. Marion County Court, Indiana. Plaintiff sought a declaratory judgment that it was not liable for certain errors related to the administrator of a pension fund. The case has been settled.


· Tri-City Medical Center, administered by Tri-City Healthcare District v. North County Ford, Inc.; HealthSCOPE Benefits, Inc. Case No.: 37-2010-00058039-CU-BC-NC. Superior Court of California, County of San Diego. Plaintiff alleged breach of contract for discounts taken by the client's plan. Defendants are preparing their response. The case is pending in trial court.


· Hatfield v. Mehaffey.  Case No. 08CV0586.  Marion County Court of Common Pleas, Ohio.  This involved a subrogation claim where HealthSCOPE sought reimbursement for expenses on behalf of the client's plan.  The case has ended.


· Haycox v. Dean, Central Benefits, MMO, et al.  Case No. 2008 CV 0876.  Court of Common Pleas, Marion County, Ohio.  This involved a subrogation claim where HealthSCOPE sought reimbursement for expenses on behalf of the client's plan.  The case has ended.


· Maloy v. CenBen.  Case No. 07-CVH-5472.  In the Court of Common Pleas, Franklin County, Ohio.  This involved a subrogation claim where HealthSCOPE sought reimbursement for expenses on behalf of the client's plan.  The case has ended.


· Mark Nebe v. ConnSelmer, HealthSCOPE Benefits, Inc.  Case No. 08-CV-000925.  Court of Common Pleas Lake County Ohio.  The Plaintiff alleged his employer failed to notify him of his right to COBRA continuation coverage.  The case has ended. 

· Wooten v. Nowicki, CBMIC, et. al.  Case No. 2009-CV-390.  Court of Common Pleas, Franklin County, Ohio.  This involved a subrogation claim where HealthSCOPE sought reimbursement for expenses on behalf of the client's plan.  The case has ended.


· Baylor Health Care System v. HealthSCOPE Benefits.  Case No. 71 193 M 00467 06.  The County Court of Dallas, Texas.  Plaintiff alleged breach of contract in regard to the client's plan taking certain discounts for provider services. Settlement negotiations have resulted in the case's withdrawal.


· Rosemary Bowling & Tommy Bowling v. JOan Dunn & CenBen.  Case No. 2007 CV 09177.  In the Court of Common Pleas, Montgomery County, Ohio.  This involved a subrogation claim where HealthSCOPE sought reimbursement for expenses on behalf of the client's plan.  The case has ended.


· Harriott v. HealthSCOPE Benefits, Inc.   Case No. 4-07-CV-01104SWW.  United States District Court of Arkansas.  Plaintiff employees alleged improper compensation.  The case has been settled.


· Tammy Hall v. CenBen USA. Case NO. 49D10 0801 cc 00 41 58.  Marion County Court, Indiana.  Plaintiff, a former employee, sued to recover wages prior to termination.  The case has been settled. 


· Lott, Darlene v. HealthSCOPE Benefits, State Farm (on behalf of Toledo Public Schools).   Case No. CI09-2095.  Lucas County Court, Ohio.  This involved a subrogation claim where HealthSCOPE sought reimbursement for expenses on behalf of the client's plan.  The case is ongoing.


· Norris v. Schroeder, Allstate Insurance Co. and CenBen USA.  Case No. 07 CV 268.  Putnam County Court, Ohio.  This involved a subrogation claim where HealthSCOPE sought reimbursement for expenses on behalf of the client's plan.  The case was dismissed with prejudice in 2008. 


· Miller v. Owens, Thompson, and CenBen.  Case No. 2007 CV 1220.  Greene County Court, Ohio.  HealthSCOPE was added to the suit as part of a subrogation claim on behalf of its client's health plan.


· Moore v. Shirtzinger, Government Employees Insurance Co., and CenBen USA.  Case No. 07-CV-13541.  Franklin County Court, Ohio.  This involved a subrogation claim where HealthSCOPE sought reimbursement for expenses on behalf of the client's plan.  The case has ended.


· Baylor Health Care System v. Morris.  Arbitration No. 71 193 F 0012408.  The American Arbitration Association.  Plaintiff alleged breach of contract over defendant's payment reductions on behalf of client.  The case has been settled. 


· Davenport v. HealthSCOPE Benefits.  Case No. 08CV01377.  Sandusky County Court, Ohio. Complaint filed on Dec. 12, 2008.  This involved a subrogation claim where HealthSCOPE sought reimbursement for expenses on behalf of the client's plan.  The case has ended.


· Brenner, HealthSCOPE Benefits, Kempter Casualty Insurance, Medicare Part A and Part B v. West Bend mutual Insurance Co., Stark.  Milwaukee County Court, Wisconsin.   This involved a subrogation claim where HealthSCOPE sought reimbursement for expenses on behalf of the client's plan.  The case has ended.


· Baylor Health Care System v. Morris.  Case No. 71 193 F 00124081.  The American Arbitration Association.  Plaintiff alleged breach of contract over defendant's payment reductions on behalf of client.  The case has been settled.


· Auto Club Insurance Association v. Koyo Comp. & HealthSCOPE Benefits.  Case NO. 08-6463 GC.  Michigan, 10th Judicial District.  This involved a subrogation claim where HealthSCOPE sought reimbursement for expenses on behalf of the client's plan.  The case was dismissed with prejudice.


Unresolved/Pending Matters before a Texas Administrative Agency

We believe that no such matters exist.



Procedures for working Returns

WORKING ALL RECOVERIES- IT IS ALWAYS NECESSARY TO DOCUMENT HAXS AND DOCUWARE ON EACH TRANSACTION RELATED TO THE RECOVERY.

Returns

· When working returns, verify that the address on the claim is the same address the check was sent to.  

     If it was not sent to the address on the claim, send an open call      
     to the analyst, if it is a bulk draft,  state the open call as follows:

      Draft #     

      TR 758567


      LOOK-12 


    You’re giving the analyst the ck #, first transaction number,    


    directing them to LOOK for a listing of 12 transactions    


    associated with that return that will need reworked. The 

    analyst will be canceling the draft and reworking the claims.

    If it is not a bulk draft, send the open call to the analyst, state     


    the open call as follows:

         Draft#

         TR 758567       

         You’re giving the analyst the ck #, transaction number.

· If it was sent to the same address on the claim, and it was returned due to bad address, or forwarding address expired. Cancel the          


     draft, RV the claim, document in trns.  messages that the      


       check/EOB was sent to the address submitted on the claim,   


       the provider will need to send a correct W9 and a corrected claim     


       with the correct billing address prior to reprocessing the claim.      


· When the check is returned because it’s made out to the incorrect payee. Verify that the payee requested is on the claim. 

If it was sent it to the incorrect payee, send an open call to the analyst, if it is a bulk draft,  state the open call as follows:


Draft #     


TR 758567


LOOK-12 


You’re giving the analyst the ck #, first transaction number,    


directing them to LOOK for a listing of 12 transactions    


associated with that return that will need reworked. The 


analyst will be canceling the draft and reworking the claims.


If it is not a bulk draft, send the open call to the analyst, state     


the open call as follows:


     Draft#


     TR 758567       


    You’re giving the analyst the ck #, transaction number.




HealthSCOPE Benefits 
27 Corporate Hill Drive 
Little Rock, AR  72205 Customer Care hours 


8 AM—5 PM CST 1-800-XXX-XXXX 
IVR & Wesite available 24 hours 
www.healthscopebenefits.com 


001329-0000001-002657 HSB2 2052005 


Date Processed:  04/05/2010 
Check #: 123456 
Group ID#: 67890 


Member:   Jane Smith     Subgroup Name:  ABC CLinic 
Trns#: 2345678   Patient:  Jane Smith  Birthdate:  1010XXXX  Relation:  SELF 
Provider/Practitioner:   ABC  Clinic    Patient Account#: 657894 


Dates of 
Service 


 Procedure Units Comment 
Codes 


Billed 
Amount 


         
Discount 


          
Excluded 


         
Adjusted 


         
Copay 


            
Deductible 


 Coinsurance Benefit 


03-28-10 420 2  332.50 49.87 0.00 0.00 0.00 0.00 56.53 226.10 


  TOTALS  332.50 49.87 0.00 0.00 0.00 0.00 56.53 226.104 


Remittance Advice—This is not a bill 


 *PAID PROVIDER                          226.10    
 Patient Liability                               56.53 


Member:   John Doe     Subgroup Name:   ABC Clinic 
Trns#: 12345678   Patient:  John  Doe  Birthdate:  1221XXXX  Relation:  SELF 
Provider/Practitioner:   ABC  Clinic    Patient Account#: 123456789  


Dates of 
Service 


 Procedure Units Comment 
Codes 


Billed 
Amount 


         
Discount 


          
Excluded 


         
Adjusted 


         
Copay 


            
Deductible 


 Coinsurance Benefit 


03-88-10 403 2  270.00 40.50 0.00 0.00 0.00 0.00 0.00 229.50 


  TOTALS  270..00 40.50 0.00 0.00 0.00 0.00 0.00 229.50 


 *PAID PROVIDER                          22950  
 Patient Liability                               0.00 


Comment Codes:  P491, 1231 


Comment Codes:  P491, 1230 


CHECK #: 123456 
CHECK DATE:  04/04/2010 


AMOUNT 
 


******$1,767.82 


XYZ CORPORATION BENEFIT FUND 


PAY:   One Thousand Seven Hundred Sixty-Seven and 82/100 Dollars 


TO THE ORDER OF:   ABC CLINIC 


VOID IF OVER 1,767.82 


Joe Edwards 


0002014425  :-71923828:035100399 







Member:   Tom Jones     Subgroup Name:  ABC CLinic 
Trns#: 2345678   Patient:  Tom Jones  Birthdate:  1016XXXX  Relation:  SELF 
Provider/Practitioner:   ABC  Clinic    Patient Account#: 369875 


Dates of 
Service 


 Procedure Units Comment 
Codes 


Billed 
Amount 


         
Discount 


          
Excluded 


         
Adjusted 


         
Copay 


            
Deductible 


 Coinsurance Benefit 


03-12-10 403 2  270.00 40.50 0.00 0.00 0.00 0.00 0.00 229.50 


  TOTALS  270.00 40.50 0.00 0.00 0.00 0.00 0.00 229.50 


 *PAID PROVIDER                          229.50  
 Patient Liability                               0.00 


Comment Codes:  P491, 1230 


Member:   John Doe     Subgroup Name:   ABC Clinic 
Trns#: 12348978   Patient:  Jane  Doe  Birthdate:  1021XXXX  Relation:  WIFE 
Provider/Practitioner:   ABC  Clinic    Patient Account#: 12345600  


Dates of 
Service 


 Procedure Units Comment 
Codes 


Billed 
Amount 


         
Discount 


          
Excluded 


         
Adjusted 


         
Copay 


            
Deductible 


 Coinsurance Benefit 


03-04-10 610 1  1,915.00 287.25 0.00 0.00 0.00 274.35 270.68 1,082.72 


  TOTALS  1,915.00 287.25 0.00 0.00 0.00 274.35 270.68 1,082.72 


*PAID PROVIDER                          1082.72    
 Patient Liability                                 545.03 


Comment Codes:  P491, 1230 


1230 TO MEMBER:  The calculation for this claim was based on the Level 1 benefits under your Plan.  You did not qualify for   
Level 2 benefits because a wellness activity had not been completed as outlined in your Plan.  Please complete an activity 
this quarter to qualify for Level 2 benefits next quarter! 


1231 TO MEMBER:  The calculation for this clam was based on the Level 2 benefits under your Plan.  You qualified for Level 
2 benefits because a wellness activity was completed as outlined in your Plan.  Good Job! 


P491          Great West Health discount applied.  Patient not liable for discount.   
If you do not understand or agree with the claim denial, please contact us at the phone number listed on the member’s benefit card or by sending a writ-
ten request to HealthSCOPE Benefits, Attn:  Claim Inquiry, P. O. Box 2979, Little Rock, AR  72203.  You may appeal a claim denial in your health 
plan’s named fiduciary by submitting within 180 days of your receipt of a denial a written request to:  ABC Company c/o HealthSCOPE Benefits, Attn:  
Appeals, P. O. Box 2860, Little Rock, AR  72203 or as otherwise set out in your benefit plan book.  If your appeal is denied and your plan is an ERISA 
plan, you may bring a civil action under section 502(a) of ERISA.  You may request free of charge a copy of any rules, guidelines, protocols, or other 
criteria used in making the decision on processing of your claim by writing to P. O. Box 2979, Little Rock, AR  72203.  You may request free of charge 
the scientific or clinical basis used in making the decision on processing of your claim by writing to P. O. Box 2979, Little Rock, AR  72203.  Help stop 
health care fraud.  Call 1-800-333-4585 to report a claim. 


 
 


Comment  Comment 
Codes 







HealthSCOPE Benefits 
27 Corporate Hill Drive 
Little Rock, AR  72205 Customer Care hours 


8 AM—5 PM CST 1-800-XXX-XXXX 
IVR & Wesite available 24 hours 
www.healthscopebenefits.com 


Date Processed:  04/05/2010 
Check #: 123456 
Group ID#: 67890 


Remittance Advice—This is not a bill 


Billed Discount Excluded Adjusted Copay Deductible Coinsurance Benefits Misc. Adjust Payment Amount 


2,787.50 418.12 0.00 0.00 0.00 274.35 327.21 1767.82  1767.82 
















HealthSCOPE Benefits Performance Guarantees 


All performance guarantees are measured monthly and paid out annually.  




		Description

		Target

		Measurement Definition

		Calculation Formula

		PG Calculation Timing

		Report Timing

		Applies to

		Fees at Risk



		Turnaround time

		90% 

		Total claims processed* or paid within 18


calendar days

		TAT is measured from the date a claim is received by the administrator (either via paper or electronic data interchanges) to the date it is processed for payment, denied, or pended for external information.

		Annual

		Monthly

		Medical ASO fee

		5%



		Turnaround time

		99%

		Total claims processed* or paid within 30 calendar days

		TAT is measured from the date a claim is received by the administrator (either via paper or electronic data interchanges) to the date it is processed for payment, denied, or pended for external information.

		Annual

		Monthly

		Medical ASO fee

		5%



		Dollar accuracy 

		>99%

		Total claims dollars* processed will be paid correctly

		Calculated as the total audited "paid" dollars minus the absolute valued of over and underpayments, divided by total audited paid dollars.

		Annual

		Monthly

		Medical ASO fee

		4%



		Clerical (Procedural) Accuracy 

		97%

		The percentage of claims processed without payment errors

		Calculated as the total number of audited claims minus the number of claims processed with error, divided by the total number of audited claims.  Definition of "error includes any type of error (coding, procedural, system, payment, etc.), whether a payment or non-payment error.  Each type of error is counted as one full error and no more than one error can be assigned to one claim.

		Annual

		Monthly

		Medical ASO fee

		3%



		Payment Incidence Accuracy

		>98%

		Incidence of claims processed without payment error

		Calculated as the total number of audited claims minus the number of claims processed with error, divided by the total number of audited claims.  Error is defined as any error, regardless of cause (e.g., coding, procedural, system) that results in an overpayment or an underpayment.  Each type of error is counted as one full error and no more than one error can be assigned to one claim.

		Annual

		Monthly

		Medical ASO fee

		3%





		Description

		Target

		Measurement Definition

		Calculation Formula

		PG Calculation Timing

		Report Timing

		Applies to

		Fees at Risk



		Average speed to answer incoming calls

		30 seconds or less

		Timeliness of customer service call answer

		The amount of time that elapses between the times a call Is received into a customer service queue to the time the phone is answered by a Customer Service Representative (CSR).

		Annual

		Monthly

		
Medical ASO feeMed
Medical ASO

 A

		5%



		Call abandonment rate

		Less than 2%

		The percentage of calls that are abandoned before answered or due to hold time

		Percentage of calls that are not answered by administrator (caller hangs up before answer).  Calculated as the number of calls that are not answered, divided by number do calls received.

		Annual

		Monthly

		Medical ASO fee

		5%



		First call resolution

		85%

		Percentage of calls that are handled to conclusion on first call

		Percentage of calls that are completed on the first call.  Measured by the number of calls that are completed without need for referral or follow up actions, divided by total number of calls received.

		Annual

		Monthly

		Medical ASO fee

		5%
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