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Weight Eval 1 Eval 2 Eval 3 Eval 4 Eval 5  Average
weighted 


ACTIVEHEALTH MGMT, INC
1.  Demonstrated competence and experience in perfromance of 
comparabel engagements 30.0 3.0 2.0 4.0 4.0   97.5
  
2.  Expertise and availability of key personnel 25.0 3.0 3.0 3.0 4.0  81.3


   
3.  Conformance with the terms of this RFP 10.0 2.0 2.0 0.0 1.0 12.5
 
4.  Implementation 10.0 3.0 3.0 3.0 3.0  30.0
 
5.  References 5.0 2.0 2.0 3.0 4.0  13.8
  
6. Reasonableness of cost 20.0 2.0 2.0 2.0 2.0 40.0


 
 Pass/Fail


Financial Stability (pass/fail)      
Security 


Technical Ave 235.0
   
    Average Score 275.0


Weight Eval 1 Eval 2 Eval 3 Eval 4 Eval 5  Average
weighted 


AMERICAN HEALTH HOLDING, INC
1.  Demonstrated competence and experience in perfromance of 
comparabel engagements 30.0 4.0 3.0 4.0 4.0   112.5
  
2.  Expertise and availability of key personnel 25.0 4.0 3.0 3.0 4.0  87.5


   
3.  Conformance with the terms of this RFP 10.0 3.0 2.0 2.0 2.0 22.5
 
4.  Implementation 10.0 4.0 1.0 2.0 2.0  22.5
 
5.  References 5.0 3.0 1.0 3.0 3.0  12.5
  
6. Reasonableness of cost 20.0 2.0 2.0 2.0 2.0 40.0


 
 Pass/Fail


Financial Stability (pass/fail)      
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Security
Technical Ave 257.5


 
   297.5Average Score
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Weight Eval 1 Eval 2 Eval 3 Eval 4 Eval 5  Average
weighted 


DBMS, INC
1.  Demonstrated competence and experience in perfromance of 
comparabel engagements 30.0 4.0 2.0 2.0 3.0   82.5
  
2.  Expertise and availability of key personnel 25.0 1.0 3.0 3.0 2.0  56.3


   
3.  Conformance with the terms of this RFP 10.0 4.0 2.0 3.0 3.0 30.0
 
4.  Implementation 10.0 4.0 1.0 3.0 3.0  27.5
 
5.  References 5.0 4.0 2.0 2.0 2.0  12.5
  
6. Reasonableness of cost 20.0 2.0 2.0 2.0 2.0 40.0


 
 Pass/Fail


Financial Stability (pass/fail)      
Security 


Technical Ave 208.8
   
    248.8


Weight Eval 1 Eval 2 Eval 3 Eval 4 Eval 5  Average
weighted 


HOMETOWN HEALTH PROVIDERS,
1.  Demonstrated competence and experience in perfromance of 
comparabel engagements 30.0 4.0 4.0 5.0 4.0   127.5


INC   
2.  Expertise and availability of key personnel 25.0 4.0 4.0 5.0 4.0  106.3


   
3.  Conformance with the terms of this RFP 10.0 4.0 3.0 4.0 4.0 37.5
 
4.  Implementation 10.0 5.0 5.0 5.0 4.0  47.5
 
5.  References 5.0 4.0 3.0 4.0 4.0  18.8
  
6. Reasonableness of cost 20.0 4.0 4.0 4.0 4.0 80.0


 
 Pass/Fail


Financial Stability (pass/fail)      


Average Score
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Security 
Technical Ave 337.5


   
    417.5Average Score
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Weight Eval 1 Eval 2 Eval 3 Eval 4 Eval 5  Average
weighted 


INETCO, INC
1.  Demonstrated competence and experience in perfromance of 
comparabel engagements 30.0 4.0 2.0 2.0 4.0   90.0
  
2.  Expertise and availability of key personnel 25.0 2.0 3.0 2.0 3.0  62.5


   
3.  Conformance with the terms of this RFP 10.0 3.0 2.0 1.0 3.0 22.5
 
4.  Implementation 10.0 2.0 3.0 2.0 3.0  25.0
 
5.  References 5.0 3.0 3.0 3.0 4.0  16.3
  
6. Reasonableness of cost 20.0 3.0 3.0 3.0 3.0 60.0


 
 Pass/Fail


Financial Stability (pass/fail)      
Security 


Technical Ave 216.3
   
    276.3


Weight Eval 1 Eval 2 Eval 3 Eval 4 Eval 5  Average
weighted 


KEPRO ACQUISITIONS, INC
1.  Demonstrated competence and experience in perfromance of 
comparabel engagements 30.0 4.0 4.0 4.0 4.0   120.0
  
2.  Expertise and availability of key personnel 25.0 4.0 3.0 3.0 4.0  87.5


   
3.  Conformance with the terms of this RFP 10.0 4.0 5.0 5.0 4.0 45.0
 
4.  Implementation 10.0 4.0 3.0 3.0 4.0  35.0
 
5.  References 5.0 3.0 3.0 4.0 3.0  16.3
  
6. Reasonableness of cost 20.0 4.0 4.0 4.0 4.0 80.0


 
 Pass/Fail


Financial Stability (pass/fail)      


Average Score
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Security (selected vendor)
Technical Ave 303.8


   
    383.8Average Score
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Weight Eval 1 Eval 2 Eval 3 Eval 4 Eval 5  Average
weighted 


QUANTUM HEALTH, INC
1.  Demonstrated competence and experience in perfromance of 
comparabel engagements 30.0 2.0 1.0 1.0 2.0   45.0
  
2.  Expertise and availability of key personnel 25.0 0.0 0.0 2.0 1.0  18.8


   
3.  Conformance with the terms of this RFP 10.0 1.0 0.0 0.0 2.0 7.5
 
4.  Implementation 10.0 2.0 0.0 2.0 2.0  15.0
 
5.  References 5.0 3.0 1.0 2.0 2.0  10.0
  
6. Reasonableness of cost 20.0 1.0 1.0 1.0 1.0 20.0


 
 Pass/Fail


Financial Stability (pass/fail)      
Security 


Technical Ave 96.3
   
    116.3Average Score
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February 4, 2014

***NOTICE OF AWARD***

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

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

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


		RFP:

		3084





		For:

		Utilization Management and Large Case Management





		Vendor:

		Hometown Health Providers, Inc.





		Term:

		July 1, 2014 – June 30, 2019 (Five Years)





		Awarded Amount:

		$4,000,000.00





		Using Agency:

		Public Employees’ Benefits Program





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


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


		State Library and Archives

		100 N. Stewart Street

		Carson City



		State Purchasing

		515 E. Musser Street

		Carson City



		Public Employees’ Benefits Program

		901 S. Stewart Street, Ste. 1001

		Carson City





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


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


NOTE:  This notice shall remain posted until February 14, 2014

Revised as of 10/05/11











ATTACHMENT I 


 


COST SCHEDULE 
 


 


Vendor Name _DBMS, INC.___ 
 


 


Service Plan Year 15 


7/1/14 – 6/30/15 


PPPM Rate 


Plan Year 16 


7/1/15 – 6/30/16 


PPPM Rate 


Plan Year 17 


7/1/16 – 6/30/17 


PPPM Rate 


Plan Year 18 


7/1/17 – 6/30/18 


PPPM Rate 


Plan Year 19 


7/1/18 – 6/30/19 


PPPM Rate 


Implementation Fees $0.00 $0.00 $0.00 $0.00 $0.00 


Case management/Large case management $1.40 $1.41 $1.43 $1.43 $1.43 


Pre-certification  $1.03 $1.04 $1.05 $1.05 $1.05 


Concurrent review (Inlcuded in precert) (Inlcuded in precert) (Inlcuded in precert) (Inlcuded in precert) (Inlcuded in precert) 


Out-patient services pre-certification  (Inlcuded in precert) (Inlcuded in precert) (Inlcuded in precert) (Inlcuded in precert) (Inlcuded in precert) 


Retrospective review  (Inlcuded in precert) (Inlcuded in precert) (Inlcuded in precert) (Inlcuded in precert) (Inlcuded in precert) 


Management reporting (Inlcuded) (Inlcuded) (Inlcuded) (Inlcuded) (Inlcuded) 


Communication materials, printing, mailing charges, etc. (Inlcuded) (Inlcuded) (Inlcuded) (Inlcuded) (Inlcuded) 


Other (please be specific) N/A N/A N/A N/A N/A 
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CERTIFICATE HOLDER


© 1988-2009 ACORD CORPORATION. All rights reserved.ACORD 25 (2009/09)


AUTHORIZED REPRESENTATIVE


CANCELLATION


DATE (MM/DD/YYYY)


CERTIFICATE OF LIABILITY INSURANCE


LOCJECT
PRO-


POLICY


GEN'L AGGREGATE LIMIT APPLIES PER:


OCCURCLAIMS-MADE


COMMERCIAL GENERAL LIABILITY


GENERAL LIABILITY


PREMISES (Ea occurrence) $
DAMAGE TO RENTED
EACH OCCURRENCE $


MED EXP (Any one person) $


PERSONAL & ADV INJURY $


GENERAL AGGREGATE $


PRODUCTS - COMP/OP AGG $


$RETENTION


DEDUCTIBLE


CLAIMS-MADE


OCCUR


$


$


AGGREGATE $


EACH OCCURRENCE $UMBRELLA LIAB


EXCESS LIAB


DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES  (Attach ACORD 101, Additional Remarks Schedule, if more space is required)


INSR
LTR TYPE OF INSURANCE POLICY NUMBER


POLICY EFF
(MM/DD/YYYY)


POLICY EXP
(MM/DD/YYYY) LIMITS


WC STATU-
TORY LIMITS


OTH-
ER


E.L. EACH ACCIDENT


E.L. DISEASE - EA EMPLOYEE


E.L. DISEASE - POLICY LIMIT


$


$


$


ANY PROPRIETOR/PARTNER/EXECUTIVE


If yes, describe under
DESCRIPTION OF OPERATIONS below


(Mandatory in NH)
OFFICER/MEMBER EXCLUDED?


WORKERS COMPENSATION
AND EMPLOYERS' LIABILITY Y / N


AUTOMOBILE LIABILITY


ANY AUTO


ALL OWNED AUTOS


SCHEDULED AUTOS


HIRED AUTOS


NON-OWNED AUTOS


$


COMBINED SINGLE LIMIT
(Ea accident)


BODILY INJURY (Per person)


BODILY INJURY (Per accident)


PROPERTY DAMAGE
(Per accident)


$


$


$


$


THIS IS TO CERTIFY THAT 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. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.


INSR
ADDL


WVD
SUBR


N / A


$


$


THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS


CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES
BELOW.  THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.


IMPORTANT:  If the certificate holder is an ADDITIONAL INSURED, the policy(ies) must be endorsed.  If SUBROGATION IS WAIVED, subject to
the terms and conditions of the policy, certain policies may require an endorsement.  A statement on this certificate does not confer rights to the


certificate holder in lieu of such endorsement(s).


The ACORD name and logo are registered marks of ACORD


COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:


INSURED


PHONE
(A/C, No, Ext):


PRODUCER


PRODUCER
CUSTOMER ID #:


ADDRESS:
E-MAIL


FAX
(A/C, No):


CONTACT
NAME:


NAIC #


INSURER A :


INSURER B :


INSURER C :


INSURER D :


INSURER E :


INSURER F :


INSURER(S) AFFORDING COVERAGE


SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
ACCORDANCE WITH THE POLICY PROVISIONS.


INS025 (200909)


3/4/2013


Optima Healthcare Insurance Services


9229 Sierra College Blvd


Roseville CA 95661


BRENDA SIZEMORE, SR. ACCOUNT MANAGER


(916)772-5118 (916)773-8208


BSIZEMORE@OPTIMAHEALTHCARE.COM


00000271


Hometown Health Providers Insurance Company


1155 Mill Street


Reno, NV  89502


CHI INC., RRG 44504


Columbia Casualty Co (CNA) 31127


HP 00821 (13)


A X


PROFESSIONAL &


GENERAL LIABILITY


X


HP 00821 03/01/13 03/01/14


Managed Care E&O Incl.


SELF INSURED RETENTION:


$2MM PER OCC./$8MM AGG.


5,000,000


INCL.


15,000,000


B


X X


N/A


N/A


HMU 4031959894-1 03/01/13 03/01/14


35,000,000


35,000,000


This certificate is provided as evidence of insurance coverage only. 


B Sizemore/BSIZEM


     To Whom it May Concern 
     C/O Hometown Health Providers Insurance C 
     1155 Mill Street 
     Reno, NV  89502-1474







COMMENTS/REMARKS


COPYRIGHT 2000, AMS SERVICES INC.OFREMARK


                                        **NOTICE** 
 
"This policy is issued by your Risk Retention Group. Your Risk Retention Group may not be 
subject to all of the insurance laws and regulations of your state.  State insurance 
insolvency guaranty funds are not available for your Risk Retention Group." 







 


BUSINESS ASSOCIATE AGREEMENT 
 


This Business Associate Agreement (“Agreement”) is made and entered into by and between 
Hometown Health Plan, Inc., Hometown Health Providers Insurance Company, Inc., and Hometown 
Health Management Company collectively referred to as Hometown Health a Nevada nonprofit 
corporation (“Hometown Health”), and MedHOK HealthCare Solutions, LLC, a Delaware limited 
liability company (“Business Associate”), and is effective as of this _________ day of _________, 2012. 
[Note to HH:  Need to understand the signing parties?  Is Hometown Health a corporation or are the 
three other listed entities corporations?  Also, whoever is a party must also be in the signature block.] 
 


RECITALS 
 


A. Hometown Health and Business Associate, pursuant to the Health Insurance Portability and 
Accountability Act of 1996, Public Law No. 104-191 (the “Act”), the regulations promulgated thereunder 
by the U.S. Department of Health and Human Services (“HHS”), 45 C.F.R. parts 160 and 164, subparts 
A and E (the “Privacy Rule”), the security standards adopted by HHS, 45 C.F.R. parts 160, 162, and 164, 
subpart C (the “Security Rule”), and the Privacy provisions (subtitle D) of the Health Information 
Technology for Economic Clinical Health Act, Division A, Title XIII of Pub. L. 111-5, and its 
implementation regulations (the “HITECH Act”), are a “Covered Entity” and a “Business Associate”, 
respectively under Privacy Rule, to the extent Business Associate uses and discloses Protected Health 
Information ("PHI"), including Electronic Protected Health Information ("ePHI"), on behalf of Covered 
Entity. The Act, the Privacy Rule, the Security Rule and the HITECH Act are collectively referred to as 
“HIPAA” for the purposes of this Agreement. 
 


B. Hometown Health now and in the future has, or may have, contractual relationships with Business 
Associate under which Business Associate creates or receives Protected Health Information (“PHI”) 
(defined below) for use in providing services (“Services”) to Hometown Health  pursuant to underlying 
agreements which reference this Agreement (“Underlying Agreements”) and Hometown Health and 
Business Associate intend to supplement and amend such Underlying Agreements by execution of this 
Agreement.  


 
C. By executing this Agreement, Hometown Health and Business Associate intend to protect the privacy and 


provide for the security of PHI disclosed to Business Associate pursuant to their relationship in 
compliance with HIPAA. 


 
D. The parties hereto desire to enter into this Agreement to memorialize their obligations with respect to PHI 


pursuant to the requirements of HIPAA.  


In consideration of the mutual promises below and the exchange of information pursuant to this 
Agreement, the parties agree as follows: 
 
1. Effect.  This Agreement supplements, modifies, amends and replaces any and all prior business 
associate agreements, whether oral or written, between the parties involving the use and disclosure of 
PHI.   
 
2. Definitions.Capitalized terms used herein without definition shall have the respective meanings 
assigned to such terms under HIPAA. 
 


G:\mktfiles\RFI & RFP\RFI 2013\State of Nevada Utilzation Management 3084\Attachments\State Documents\MedHok_Agreement.doc 







 


OBLIGATIONS OF BUSINESS ASSOCIATE 
 
1.  Permitted Uses and Disclosures of PHI.  Except as otherwise limited in this Agreement, Business 
Associate may receive and/or request the PHI of Hometown Health and may: (i) use and/or disclose the 
minimum necessary PHI to perform the Services for Hometown Health provided that such use or 
disclosure would not violate HIPAA; and (ii) use PHI for the proper management and administration of 
Business Associate or to carry out the legal responsibilities of Business Associate.  Except as otherwise 
limited in this Agreement, Business Associate may disclose PHI for the proper management and 
administration of Business Associate, provided that disclosures are Required by Law, or Business 
Associate obtains reasonable assurances from the person to whom the information is disclosed that it will 
remain confidential and will be used or further disclosed only as Required by Law or for the purpose for 
which it was disclosed to the person, and that the person agrees to notify Business Associate of any 
instances of which it is aware in which the confidentiality of the information has been breached. 
 
2. Limitations on Use and Disclosure of PHI. Business Associate agrees it shall not use or disclose 
PHI for any purpose other than as set forth in this Agreement to provide the Services hereunder and/or 
expressly permitted by any Underlying Agreement between the parties governing these services, or as 
required by law, and that Business Associate shall not shall not use or disclose PHI in any manner that 
would constitute a violation of HIPAA if done by Hometown Health.  
 
3. Safeguards Against Unauthorized Use or Disclosure. 


a. Appropriate Safeguards.  Business Associate shall use appropriate safeguards to prevent use or 
disclosure of PHI other than as provided for by this Agreement and any applicable Underlying 
Agreements.  Business Associate shall implement administrative, physical and technical safeguards that 
reasonably and appropriately protect the confidentiality, integrity and availability of ePHI that it creates, 
receives, maintains or transmits on behalf of Hometown Health as required by the Security Rule and the 
HITECH Act.   


b.Secured PHI. To ensure the security of any ePHI whether in transit or at rest, Business Associate 
shall secure ePHI by using appropriate administrative, technical and physical security measures to 
safeguard all electronically maintained or transmitted ePHI to ensure that the relevant services rendered 
by Business Associate shall be in full compliance with the Act and the regulations promulgated 
thereunder.  Business Associate further agrees that it will preserve the integrity and confidentiality of all 
electronically maintained or transmitted ePHI which it receives from or on behalf of Hometown Health 
Health.  Business Associate shall document and keep these security measures current.       


c. Data Breach Incident Notification Procedures for Unsecured PHI.  Business Associate shall 
notify Hometown Health of any Breach as defined by 45 C.F.R. §164.402 (“Breach”) of Unsecured PHI 
as defined by C.F.R. §164.402. Business Associate shall make this notification within five (5) business 
days following the date when the Breach is known, and report such Breach (es) to the Hometown Health 
Information Security Director both orally and in writing at InformationProtection@renown.org and (775) 
982-6373, and an Executive officer (Vice President or above) of Hometown Health. 


d. Data Breach Incident Notification Content. In conformance with 45 CFR §164.410(c) (2), 
Business Associate shall provide either in conjunction with the above notification, or promptly thereafter 
as information becomes available and to the extent possible, the following content: 


1. The identity of each Individual whose Unsecured PHI has been, or is reasonably believed to 
have been Breached; 


2. A brief description of what happened, including the date of the Breach and the date of the 
discovery of the Breach; 
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3. A description of the types of unsecured PHI that were involved in the breach; 


4. Assist in defining any steps individuals should take to protect themselves from potential harm 
resulting from the breach; 


5. A brief description of what Business Associate is doing to investigate the breach, to mitigate 
harm to the individuals, and to protect against any further breaches; and 


6. Contact procedures for individuals to ask questions or learn additional information, which 
must include a toll-free telephone number, an email address, Web site or postal address. 
 


e. Reporting of Improper Use or Disclosure and Security Incidents.  Business Associate shall report 
to Hometown Health any use or disclosure of PHI not provided for by this Agreement and/or any Security 
Incident within five (5) business days of becoming aware of the improper use or disclosure or Security 
Incident.  
 


f. Business Associate’s Agents or Subcontractors.  Business Associate shall contractually require 
that any agent, including a subcontractor, to whom it provides PHI, agrees to the same restrictions and 
conditions that apply through this Agreement to Business Associate with respect to such PHI.  Business 
Associate shall contractually require that any agent, including a subcontractor, to whom it provides 
Electronic PHI, agrees to implement reasonable and appropriate safeguards to protect such information.  
 


g. Access to PHI.  To the extent that Business Associate receives Designated Record Set 
information from Hometown Health, Business Associate shall provide access, at the reasonable request of 
Hometown Health, in the time and manner reasonably designated by Hometown Health, to PHI in a 
Designated Record Set, to Hometown Health or, as directed by Hometown Health, to an Individual if and 
to the extent required by and in order to meet the requirements of 45 CFR § 164.524. 
 


g. Amendment of PHI.  To the extent that Business Associate receives Designated Record 
Set information from Hometown Health, Business Associate shall, at Hometown Health’s expense unless 
included in the Services, make any amendment(s) to PHI in a Designated Record Set that Hometown 
Health  directs or agrees to pursuant to 45 CFR § 164.526, at the request of Hometown Health or an 
individual, and in the time and manner reasonably designated by Hometown Health.  If an individual 
requests an amendment of PHI directly from Business Associate or its agents or subcontractors, Business 
Associate must notify Hometown Health in writing within five (5) days of receiving such request and 
Hometown Health shall be responsible for complying with such request.  Any denial of amendment of 
PHI maintained by Business Associate or its agents or subcontractors shall be at the direction of 
Hometown Health and Hometown Health shall indemnify Business Associate from any losses resulting 
from any denial of amendment of PHI maintained by Business Associate or its agents or subcontractors at 
Hometown Health’s direction. 
 


h. Documentation of Disclosures.  Business Associate agrees to document such disclosures of PHI 
and information related to such disclosures as would be required for Hometown Health to respond to a 
request by an Individual for an accounting of disclosures of PHI in accordance with 45 CFR § 164.528.  
Such information shall include:  (i) the date of disclosure; (ii) the name of the entity or person who 
received PHI and, if known, the address of the entity or person; (iii) a brief description of the PHI 
disclosed; and (iv) a brief statement of the purpose of the disclosure that reasonably informs the 
Individual of the basis for the disclosure, or a copy of the Individual’s authorization, or a copy of the 
written request for disclosure. 
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h. Accounting of Disclosures.  Business Associate agrees to provide to Hometown Health or 
an individual, in the time and manner reasonably designated by Hometown Health, information collected 
in accordance with Section 3(g) of this Agreement, to permit Hometown Health to respond to a request by 
an individual for an accounting of disclosures of PHI in accordance with 45 CFR § 164.528.  In the event 
that the request for an accounting is delivered directly to Business Associate or its agents or 
subcontractors, Business Associate shall forward such request to Hometown Health in writing within five 
(5) days of receipt of Business Associate’s receipt of such request.  It shall be the responsibility of 
Hometown Health to prepare and deliver any such accounting requested. 
 


i. Governmental Access to Records.  Business Associate shall make its internal practices, books and 
records, including policies and procedures, relating to the use and disclosure of PHI received from, or 
created or received by Business Associate on behalf of Hometown Health, available to the Secretary and, 
at the request of Hometown Health, to Hometown Health for purposes of the Secretary determining 
whether Hometown Health is in compliance with the Privacy Rule. 


j.   Mitigation.  Business Associate agrees to mitigate, to the extent practicable, any harm to the 
individuals that is known to Business Associate resulting from a use or disclosure of PHI by Business 
Associate in violation of the requirements of this Agreement caused by a breach of this Agreement by 
Business Associate. 


  
k. Minimum Necessary.  When, and as required by HITECH, Business Associate (or its agents or 


subcontractors, if applicable) shall only use and disclose PHI in a Limited Data Set to accomplish the 
purposes of the request, use or disclosure. If using the Limited Data Set is not practicable then Business 
Associate (or its agents or subcontractors, if applicable) shall only request, use and disclose the minimum 
amount of PHI necessary to accomplish the purpose of the request, use or disclosure. 


 
 


GENERAL PROVISIONS 
 
1. Term and Termination. 
 
 a. Term.  The term of this Agreement shall commence as of the Agreement Effective Date, 
and shall terminate when all of the PHI provided by Hometown Health to Business Associate, or created 
or received by Business Associate on behalf of Hometown Health is destroyed or returned to Hometown 
Health as specified below in Section (c) of this section. 
 
 b. Termination for Cause.  Upon Hometown Health obtains knowledge of a material breach 
by Business Associate of this Agreement, Hometown Health shall either (i) provide an opportunity for 
Business Associate to cure the breach or end the violation within the time specified by Hometown Health 
or (ii) if cure is not possible, immediately terminate this Agreement and the applicable Underlying 
Agreement pursuant to which the PHI is provided to Business Associate. 
 
 c. Effect of Termination.  The following will apply to PHI provided pursuant to an 
Underlying Agreement which has been terminated. 
 
(i) Except as provided in paragraph (ii) of this Section 1(c), upon termination of an Underlying 
Agreement, Business Associate shall destroy all PHI received from Hometown Health or created or 
received by Business Associate on behalf of Hometown Health pursuant to such Underlying Agreement 
or return all such PHI in the same format in which Hometown Health or the data source submitted such 
data to Business Associate within thirty (30) days of end of such Underlying Agreement, and shall retain 
no copies of the PHI.  This provision shall apply to PHI that is in the possession of agents or 
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subcontractors of Business Associate. Any destruction of PHI shall be accompanied by a written 
certification of such destruction.  
 
(ii) In the event that returning or destroying the PHI is infeasible, Business Associate shall provide to 
Hometown Health notification of the conditions that make return or destruction infeasible, and in such 
case, Business Associate shall not be obligated to return or destroy such information provided that 
Business Associate shall extend the protections of this Agreement to such PHI and limit further uses and 
disclosures of such PHI to those purposes that make the return or destruction infeasible, for so long as 
Business Associate maintains such PHI. This Section 1(c)(ii) shall survive termination or expiration of 
this Agreement. 


 


2. Indemnity.  Except as otherwise provided for in an Underlying Agreement, Business Associate 
will defend, indemnify and hold harmless Covered Entity and any Covered Entity affiliate, trustee, 
officer, director, employee, volunteer or agent from and against any claim or cause of action brought by a 
third party to the extent based on, and any resulting liability, damage, cost or expense, including 
attorneys’ fees and court or proceeding costs, to the extent caused by any unauthorized use or disclosure 
of Protected Health Information caused by a material breach of the terms of this Agreement by Business 
Associate or any person or entity under Business Associate’s control, and solely to the extent payable to a 
third party.  Business Associate’s obligation to indemnify Covered Entity will survive the expiration or 
termination of this Agreement.  Business Associate shall have the right to conduct the defense of any such 
claim or cause of action.   


3. Regulatory References.  A reference in this Agreement to a section in HIPAA means the section 
currently in effect or as amended, and for which compliance is required. 
 
4. Amendment.  The parties agree to take such action as is necessary to amend this Agreement from 
time to time as is necessary for Hometown Health and Business Associate to comply with the 
requirements of the Privacy and Security Rules and HIPAA. 
 
5. Survival.  The respective rights and obligations of Business Associate under the General 
Provisions Section of this Agreement shall survive the termination of the Underlying Agreement and this 
Agreement. 
6. No Third Party Beneficiaries.  Nothing express or implied in this Agreement is intended to 
confer, nor shall anything herein confer, upon any person other than Hometown Health,  Business 
Associate and their respective successors or assigns, any rights, remedies, obligations or liabilities 
whatsoever. 
 
7. Effect on Underlying Agreement.  Except as specifically required to implement the purposes of 
this Agreement, or to the extent inconsistent with this Agreement, all other terms of the Underlying 
Agreement shall remain in force and effect. To the extent that the Underlying Agreement has any 
provisions inconsistent with this Agreement, the provisions in this Agreement shall prevail. 
 
8. Governing Law.  To the extent this Agreement is not governed exclusively by the Privacy 
and Security Rules, or other provisions of federal statutory or regulatory law, this Agreement will be 
governed by, and construed in accordance with the laws of the state of New York.  Any lawsuit brought 
under the agreement to enforce any of its covenants, terms, conditions or obligations shall be brought in 
Reno, Washoe County Nevada. 
9. Interpretation.  Any ambiguity in this Agreement shall be resolved in favor of a meaning that 
permits Hometown Health to comply with the applicable state law and the HIPAA regulations. 
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 IN WITNESS WHEREOF, the parties hereto have duly executed this Agreement as of the 
Agreement Effective Date. 
 
 
 
 
HOMETOWN HEALTH  
 
By:       
  
 
Print Name:  Gary A. Michealree 
 
Title:  Director of Supply Chain 
Management 
 
Date:       
  


Business Associate 
 
 
By:       
  
 
Print Name:      
  
 
Title:       
  
 
Date:       
  


 





		A & C Signed Documents.pdf

		Signed Admendments

		SON Vendor Registration for PEBP UM 101713

		Certificate of Insurance PPO

		Evidence of Ins - HH Providers Ins Co COI

		MedHok_Agreement

		HOMETOWN HEALTH 

		Business Associate
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State of Nevada  


 
 


Brian Sandoval 
Department of Administration Governor 
  
Purchasing Division Jeff Mohlenkamp 
 Director 
515 E. Musser Street, Suite 300 
Carson City, NV  89701 


 
Greg Smith 


Administrator 


 
 


State of Nevada 


Purchasing Division 


Request for Proposal:  3084 
For 


UTILIZATION MANAGEMENT AND LARGE CASE  
MANAGEMENT SERVICES 


 
 
 
 


Release Date: September 25, 2013 


Deadline for Submission and Opening Date and Time: December 3, 2013 @ 2:00 PM 


Refer to Section 8, RFP Timeline for the complete RFP schedule 
 
 
 


For additional information, please contact:  


Marcy Troescher, Purchasing Officer 


State of Nevada, Purchasing Division 


515 E. Musser Street, Suite 300 


Carson City, NV  89701 


Phone: 775-684-0199 


Email address:   mtroescher@admin.nv.gov  
(TTY for Deaf and Hard of Hearing: 1-800-326-6868 


Ask the relay agent to dial: 1-775-684-0199V.) 
 
 
 


Refer to Section 9 for instructions on submitting proposals 
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VENDOR INFORMATION SHEET FOR RFP 3084 
 
Vendor Must: 
 


A) Provide all requested information in the space provided next to each numbered question.  The 
information provided in Sections V1 through V6 will be used for development of the contract; 


 
B) Type or print responses; and 


 
C) Include this Vendor Information Sheet in Tab III of the Technical Proposal. 


 
V1 Company Name Hometown Health Providers, Inc. 


 
V2 Street Address 830 Harvard Way 


 
V3 City, State, ZIP Reno, NV 89502 


 


V4 Telephone Number 
Area Code:  775 Number:  982-3100 Extension:   


 


V5 Facsimile Number 
Area Code:  775 Number:  982-3090 Extension:   


 


V6 Toll Free Number 
Area Code:  800 Number:  336-0123 Extension:   


 


V7 


Contact Person for Questions / Contract Negotiations, 
including address if different than above 


Name:  Ty Windfeldt 
Title:  Vice President 
Address: 830 Harvard Way 
Email Address: twindfeldt@hometownhealth.com 


 


V8 Telephone Number for Contact Person 
Area Code:  775 Number:  982-3105 Extension:   


 


V9 Facsimile Number for Contact Person 
Area Code:  775 Number:  982-3090 Extension:   


 


V10 
Name of Individual Authorized to Bind the Organization 


Name:  Ty Windfeldt Title:  Vice President 
 


V11 
Signature (Individual must be legally authorized to bind the vendor per NRS 333.337) 


Signature: Date:  12/30/2013 
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A Request for Proposal (RFP) process is different from an Invitation to Bid.  The State expects 
vendors to propose creative, competitive solutions to the agency's stated problem or need, as 
specified below.  Vendors’ technical exceptions and/or assumptions should be clearly stated in 
Attachment B, Technical Proposal Certification of Compliance with Terms and Conditions of RFP.  
Vendors’ cost exceptions and/or assumptions should be clearly stated in Attachment J, Cost Proposal 
Certification of Compliance with Terms and Conditions of RFP.  Exceptions and/or assumptions will 
be considered during the evaluation process; however, vendors must be specific.  Nonspecific 
exceptions or assumptions may not be considered.  The State reserves the right to limit the Scope of 
Work prior to award, if deemed in the best interest of the State per NRS 333.350(1). 
 
Prospective vendors are advised to review Nevada’s ethical standards requirements, including but 
not limited to, NRS 281A and the Governor’s Proclamation, which can be found on the Purchasing 
Division’s website (http://purchasing.state.nv.us).  
 
1. PROJECT OVERVIEW 
 


The State of Nevada’s Purchasing Division, on behalf of the Board of the Public Employees’ 
Benefits Program (PEBP), headquartered in Carson City, Nevada, is soliciting proposals for a 
Utilization Management (UM) and Large Case Management vendor to provide (but will not be 
limited to) pre-certification services, utilization management, large case management, and other 
medical management services described in this RFP for the participants of the PEBP self-funded 
consumer driven health plan (CDHP).   
 
The effective date of the contract resulting from this RFP is anticipated to be July 1, 2014 (subject 
to approval by the State of Nevada Board of Examiners [BOE]); however, PEBP reserves the right 
to initiate service at an earlier date dependent upon proposal responses.  The length of the contract 
will be five (5) years.  The contract termination date, pursuant to this RFP, will be June 30, 2019.  
PEBP reserves the right to renegotiate price terms as market conditions warrant.  Possible term 
extensions may be entertained depending upon the successful vendor’s performance.   No contract 
is deemed effective until approved by the Nevada State Board of Examiners (NRS 284.173). 
 


2. ACRONYMS/DEFINITIONS  
 


For the purposes of this RFP, the following acronyms/definitions will be used: 
 


Acronym Description 
AFP Alphafetoprotein 


 
Assumption An idea or belief that something will happen or occur without proof.  An 


idea or belief taken for granted without proof of occurrence. 
 


Awarded Vendor The organization/individual that is awarded and has an approved contract 
with the State of Nevada for the services identified in this RFP. 
 


BAA PEBP’s Business Associate Agreement 
 


BOE State of Nevada Board of Examiners 
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CDHP Consumer Driven Health Plan 
 


CFR Codified Federal Regulations 
 


Confidential 
Information 


Any information relating to the amount or source of any income, profits, 
losses or expenditures of a person, including data relating to cost or price 
submitted in support of a bid or proposal.  The term does not include the 
amount of a bid or proposal.  Refer NRS 333.020(5) (b).    
 


Contract Approval 
Date 


The date the State of Nevada Board of Examiners officially approves and 
accepts all contract language, terms and conditions as negotiated between the 
State and the successful vendor. 
 


Contract Award 
Date 


The date when vendors are notified that a contract has been successfully 
negotiated, executed and is awaiting approval of the Board of Examiners. 
 


Contractor The company or organization that has an approved contract with the State of 
Nevada for services identified in this RFP.  The contractor has full 
responsibility for coordinating and controlling all aspects of the contract, 
including support to be provided by any subcontractor(s).  The contractor 
will be the sole point of contact with the State relative to contract 
performance. 
 


Cross Reference A reference from one document/section to another document/section 
containing related material. 
 


CVS Chorionic Villus Sampling 
 


Division/Agency The Public Employees’ Benefits Program (PEBP) 
 


EDI Electronic Data Interchange 
 


EOB  Explanation of Benefits 
 


Evaluation  
Committee 


An independent committee comprised of a majority of State officers or 
employees established to evaluate and score proposals submitted in response 
to the RFP pursuant to NRS 333.335.   
 


Exception A formal objection taken to any statement/requirement identified within the 
RFP. 
 


Goods The term “goods” as used in this RFP has the meaning ascribed to it in NRS 
§104.2105(1) and includes, without limitation, “supplies”, “materials”, 
“equipment”, and “commodities”, as those terms are used in NRS Chapter 
333. 
 


HIPAA Health Insurance Portability and Accountability Act of 1996 
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Key Personnel Vendor staff responsible for oversight of work during the life of the project 
and for deliverables. 
 


LCB Legislative Counsel Bureau 
 


LOI Letter of Intent - notification of the State’s intent to award a contract to a 
vendor, pending successful negotiations; all information remains confidential 
until the issuance of the formal notice of award.   
 


May Indicates something that is recommended but not mandatory.  If the vendor 
fails to provide recommended information, the State may, at its sole option, 
ask the vendor to provide the information or evaluate the proposal without 
the information. 
 


MPD Master Plan Document 
 


Must Indicates a mandatory requirement.  Failure to meet a mandatory 
requirement may result in the rejection of a proposal as non-responsive. 
 


NAC Nevada Administrative Code –All applicable NAC documentation may be 
reviewed via the internet at:  www.leg.state.nv.us. 
 


NOA Notice of Award – formal notification of the State’s decision to award a 
contract, pending Board of Examiners’ approval of said contract, any non-
confidential information becomes available upon written request. 
 


NRS Nevada Revised Statutes – All applicable NRS documentation may be 
reviewed via the internet at:  www.leg.state.nv.us. 
 


Pacific Time (PT) Unless otherwise stated, all references to time in this RFP and any 
subsequent contract are understood to be Pacific Time. 
 


Participant An individual enrolled in benefit plans provided by the State of Nevada, 
Public Employees’ Benefits Program. 
 


Pay Center Entity established for managing payroll and human resource records, e.g., 
Department of Personnel, Central Payroll, Department of Transportation, 
Nevada System of Higher Education, Legislative Counsel Bureau, State 
Board, Public Employees’ Retirement System (actives), or other local 
governmental groups (for example, Southern Nevada Health District). 
 


PEBP Public Employees’ Benefit Program 
 


PPPM Per Participant Per Month 
 


Proprietary 
Information 


Any trade secret or confidential business information that is contained in a 
bid or proposal submitted on a particular contract.  (Refer to NRS 333.020 
(5) (a). 
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Public Record All books and public records of a governmental entity, the contents of which 
are not otherwise declared by law to be confidential must be open to 
inspection by any person and may be fully copied or an abstract or 
memorandum may be prepared from those public books and public records.  
(Refer to NRS 333.333 and NRS 600A.030 [5]). 
 


Redacted The process of removing confidential or proprietary information from a 
document prior to release of information to others. 
 


RFP Request for Proposal - a written statement which sets forth the requirements 
and specifications of a contract to be awarded by competitive selection as 
defined in NRS 333.020(8). 
 


Shall Indicates a mandatory requirement.  Failure to meet a mandatory 
requirement may result in the rejection of a proposal as non-responsive. 
 


Should Indicates something that is recommended but not mandatory.  If the vendor 
fails to provide recommended information, the State may, at its sole option, 
ask the vendor to provide the information or evaluate the proposal without 
the information. 
 


State The State of Nevada and any agency identified herein. 
 


Subcontractor Third party, not directly employed by the contractor, who will provide 
services identified in this RFP.  This does not include third parties who 
provide support or incidental services to the contractor. 
 


Trade Secret Information, including, without limitation, a formula, pattern, compilation, 
program, device, method, technique, product, system, process, design, 
prototype, procedure, computer programming instruction or code that: 
derives independent economic value, actual or potential, from not being 
generally known to, and not being readily ascertainable by proper means by 
the public or any other person who can obtain commercial or economic value 
from its disclosure or use; and is the subject of efforts that are reasonable 
under the circumstances to maintain its secrecy. 
 


UM Utilization Management 
 


URAC Utilization Review Accreditation Committee  
 


User Department, Division, Agency or County of the State of Nevada. 
 


Vendor Organization/individual submitting a proposal in response to this RFP. 
 


Will Indicates a mandatory requirement.  Failure to meet a mandatory 
requirement may result in the rejection of a proposal as non-responsive. 
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2.1 STATE OBSERVED HOLIDAYS 
 


The State observes the holidays noted in the following table.  When January 1st, July 4th, 
November 11th or December 25th falls on Saturday, the preceding Friday is observed as the 
legal holiday.  If these days fall on Sunday, the following Monday is the observed holiday. 


 
Holiday Day Observed 


New Year’s Day January 1 
Martin Luther King Jr.’s Birthday Third Monday in January 
Presidents' Day Third Monday in February 
Memorial Day Last Monday in May 
Independence Day July 4 
Labor Day First Monday in September 
Nevada Day Last Friday in October 
Veterans' Day November 11 
Thanksgiving Day Fourth Thursday in November 
Family Day Friday following the Fourth Thursday in November 
Christmas Day December 25 


 
3. SCOPE OF WORK  
 


The Public Employees’ Benefits Program (PEBP) is seeking a vendor that will work in partnership 
with PEBP and other PEBP vendors to assure the continued success of the PEBP CDHP.  Vendors 
are required to duplicate the level of service presently offered to the participants of the PEBP 
CDHP.  This does not, however, preclude proposing vendors from presenting alternative solutions 
that relate to Utilization Management and Large Case Management services.   
 
UM services shall include, but will not be limited to, the following: 
 


• Utilization management and large case management;  
• Pre-certification of specified medical services to determine medical necessity; 
• Concurrent and retrospective review; and  
• Management reporting. 


 
PEBP oversees the administration of the CDHP medical and dental plans.  The medical plan 
requires the services of a Utilization Management (UM) vendor to provide pre-certification 
services, utilization management, large case management, and other medical management services 
for the participants of the PEBP CDHP as described in this RFP.   


 
3.1 CURRENT PLAN CENSUS  


 
The CDHP plan covers all eligible State employees, certain non-state local government 
agencies, full-time employees of the Nevada System of Higher Education, and members of 
the Nevada Senate and Assembly.  Dependents of the above-mentioned groups may also 
be covered.  Benefits are also extended to retirees who are receiving benefits from 
specified public retirement systems, their surviving spouses, and/or eligible dependent 
children. 
 







 


Utilization Management and RFP 3084 Page 9 of 81 
Large Case Management  Services 


As of August 1, 2013, PEBP has approximately 42,183 plan participants who include 
active and retired individuals from the state and from several local government employers. 
Of those, 19,332 have elected the self-funded medical Consumer Driven Health Plan 
(CDHP) and dental PPO Plan; 11,146 participants have elected coverage from a Health 
Maintenance Organization (HMO) for medical benefits; and 9,761 participants are on the 
Medicare Exchange for medical benefits.  Only those participants and their covered 
dependents enrolled in the CDHP are eligible for utilization management/large case 
management as defined under this contract.   
  


Primary Dependents Total 
State Active             
  CDHP 14,754 13,095 27,849
Non-state Active             
  CDHP 7 6 13
State 
Retiree               
  CDHP 2,866 1,168 4,034
Non-state Retiree             
  CDHP   1,705   244   1,949


Totals 19,332 14,513 33,845
 


3.2 CURRENT PEBP VENDORS  
 


• HealthSCOPE Benefits - Third Party Claims Administrator, HSA and HRA  
Administrator (CDHP), FSA Administrator, National Medical PPO Network; 


 
• Catamaran Rx - Pharmacy Benefits Manager (CDHP); 
 
• Walgreens Pharmacy and Walgreens Specialty Pharmacy – Subcontractor of 


Catamaran Rx for mail order and specialty drug services; 
 
• Extend Health - Medicare Exchange and HRA Administration for participants on the 


Exchange; 
 
• Sierra Healthcare Options and Hometown Health Providers – Nevada Statewide 


Medical PPO Network (PPO Plan); 
 
• Diversified Dental Services - Dental PPO Network (HMO and CDHP); 
 
• Health Claim Auditors - Health Plan Auditor services (Excludes HMO vendors); 
 
• Aon Hewitt - Actuary/ Consultants; 
 
• Hometown Health Plans – Northern Nevada HMO; 
 
• Health Plan of Nevada - Southern Nevada HMO; and 
 
• Hometown Health Providers - Utilization Management, Large Case Management. 
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3.3 UTILIZATION MANAGEMENT, CASE MANAGEMENT, AND PRE-
CERTIFICATION 


 
Please refer to PEBP’s Master Plan Document (MPD) for a complete list of services that 
require pre-certification at www.pebp.state.nv.us.  Please note that the MPD posted on the 
PEBP website is indicative of the current plan year only. 
 
3.3.1 The plan’s current utilization management program includes the following 


services: 
 


3.3.1.1 Case management and large case management; 
 


3.3.1.2 All elective inpatient hospital admissions, including planned use of a 
hospital for a dental purpose; 


 
Exception: a pregnant mother does not need to notify the UM 
company about the admission for delivery unless the stay will 
exceed 48 hours for a vaginal delivery or 96 hours for a C-section. 


 
3.3.1.3 All admissions to a skilled nursing facility or sub-acute facility; 


 
3.3.1.4 All admissions to any hospital or rehab facility for rehabilitation 


therapy; 
 


3.3.1.5 All organ/tissue pre-transplantation related expenses, including the 
admission for transplantation services; 


 
3.3.1.6 Foot surgeries such as bunionectomy, correction of hammer toes, or 


corrective procedures on metatarsals, phalanges (toes), 
metatarsophalangeal joint, and interphalanageal joint;  


 
3.3.1.7 Carpal tunnel surgery; 


 
3.3.1.8 Genetic testing and/ or counseling for, but not limited to 


amniocentesis, chorionic villus sampling (CVS), alphafetoprotein 
(AFP), BRCA1 and BRCA2, and apo E; 


  
3.3.1.9 Weight-loss surgery; 


  
3.3.1.10 All spinal surgeries, inpatient or outpatient, to include but not 


limited to laminotomy, discectomy, stereotaxis and 
neurostimulators; 


 
3.3.1.11 Dialysis- Inpatient and Outpatient; 


 
3.3.1.12 Cardiac Pace Makers; 


 
3.3.1.13 Illnesses requiring chemotherapy; 


 
3.3.1.14 Any procedure that might be deemed to be experimental and/or 


investigational; and 
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3.3.1.15 Durable medical equipment when the cost is expected to exceed 
$1,000.00. 


 
3.4 MANAGEMENT REPORTING 


 
3.4.1 The UM vendor must provide management reports in a form and content 


approved by PEBP.  These reports will be provided at PEBP’s request in a hard 
copy and/or electronic media format to PEBP and PEBP’s actuary/consultant 
when requested.  PEBP is looking to its vendors to propose reporting that could 
best meet the needs of the State and the program. 


 
3.4.2 UM vendor must provide access to the UM vendor’s web-based reporting tools to 


assigned PEBP staff.   
  


3.4.3 The UM vendor must also have the capability to provide ad hoc reports at 
PEBP’s request at no additional cost.  Proposing vendors should include sample 
copies of reports as an attachment to their proposals. 


 
3.5 VENDOR STAFFING 


 
The UM vendor must maintain sufficient staff to meet the needs of PEBP and PEBP 
participants, including but not limited to the following: 


 
3.5.1 An account manager, whose primary responsibility is PEBP; 


 
3.5.2 Registered nurses, whose primary responsibility is PEBP; and   


 
3.5.3 Technicians whose primary responsibility is to assist PEBP staff, PEBP 


participants, and PEBP providers with answers to questions.   
 


3.5.4 Nursing licensure requirements may be required in all 50 states.  Vendors are 
encouraged to review current licensing capabilities and compare them with the 
requirements in the State of Nevada www.nursingboard.state.nv.us. 


 
3.6 QUALITY ASSURANCE 


 
The UM vendor is responsible for internal quality control processes to regularly evaluate 
the performance and accuracy of the services provided.  Findings of internal quality control 
evaluations will be provided to PEBP and will be included in quarterly reports provided to 
the PEBP Board. 


 
3.7 UTILIZATION REVIEW AND PRE-CERTIFICATION APPEAL RESOLUTION 


 
The UM vendor is responsible for adhering to an appeal process certified by an accredited 
organization such as URAC.  The current appeal process is outlined in PEBP’s Master Plan 
Document (MPD) found at www.pebp.state.nv.us. 


 
3.8 NOTIFICATION OF SUB-CONTRACTORS 


 
3.8.1 Disclosure of the names of all vendor subcontractors, as well as the physical 


locations where PEBP data is maintained and/or stored, must be communicated to 
PEBP at least 60 days prior to contract implementation.   
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3.8.1.1 Implementation will not be permitted until PEBP has provided 
written authorization to the vendor.   


 
3.8.1.2 Failure of the vendor to notify PEBP of a change to (or addition of) 


an authorized subcontractor may result in a financial penalty.   
 


A.  The financial penalty is identified in the Performance Standards, 
Guarantees, and Penalties section of the RFP (Section 3.19.1).  


 
B.  Failure to disclose a subcontractor or other entity at least 60 days 


prior to the subcontractor or other entity having access to PEBP 
data will result in a penalty of 5% of the vendor’s previous 
year’s billed administrative charges per occurrence.  Should 
subsequent billed charges not be sufficient to cover the penalty 
in full, the balance will be billed by PEBP and considered due 
upon receipt.  Vendors must indicate their organization’s 
acknowledgement of this requirement. 


 
3.9 COLLABORATION WITH PEBP AND PEBP VENDORS 


 
3.9.1 The UM/CM vendor will be required to allow PEBP’s Third Party Administrator, 


HealthSCOPE Benefits, view-only access to its Utilization Management/Case 
Management IT system on a real-time basis. 


 
3.9.2 The UM/CM vendor will be required to set up an electronic interface with 


PEBP’s Third Party Administrator, HealthSCOPE Benefits, for daily feeds of 
pre-certifications and authorizations. 


 
3.9.3 The UM/CM vendor will be required to host bimonthly calls with PEBP and 


other vendors as identified by PEBP for status reports on participants enrolled in 
large case management.   


 
3.9.3.1 As the host, the UM/CM vendor agrees to provide a toll-free number 


and passcodes for PEBP approved vendors to access the bimonthly 
calls.  These calls will allow for PEBP and its vendors to collaborate 
on the direction of care and provide solutions to any issues that may 
be identified.   


 
3.9.3.2 Before each call, the UM/CM vendor will send via secure email, a 


large case management report to PEBP and its participating vendors 
in a format approved by PEBP.  The report will include, but not be 
limited to, the names of the individual patients who are under large 
case management, ID number of primary PEBP participant, the 
diagnosis(es), current treatment, and place of treatment.  The 
discussion will include: 


 
A.  The case manager’s recommendations (if any) for treatment 


based on the unique needs of each PEBP participant enrolled in 
large case management; 
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B.  Any claim payment issues the participant may have experienced 
to allow PEBP’s Third Party Administrator, HealthSCOPE 
Benefits, the opportunity to resolve; and 


 
C.  Any prescription drug issues the participant may have 


experienced to allow PEBP’s pharmacy benefit manager, 
Catamaran, the opportunity to resolve. 


 
3.9.4 There may be instances where a Letter of Agreement is warranted for services 


provided, for example, at an out-of-network provider.  The UM/CM vendor 
understands that PEBP and its third party administrator, HealthSCOPE Benefits, 
will have full discretionary authority to determine the level of benefits that will 
be provided.  Please indicate your organization’s ability to provide these services 
with these requirements. 


 
3.9.5 PEBP contracts with a health plan auditor to perform routine audits on behalf of 


PEBP.  PEBP and its health plan auditor will comply with all applicable 
confidentiality laws and will not reveal any confidential information acquired as a 
result of the audit.  PEBP has the right to review/audit records for the entire term 
of the contract without limitation. Any information, documents, etc., which the 
UM/CM vendor may deem as containing “trade secrets” or “proprietary 
information” will not preclude an examination of such items through the audit 
process.  Please indicate that your organization would agree to this condition. 


  
3.10 REVIEWED CASES  


 
For the time period of July 1, 2012, through June 30, 2013, the current UM vendor 
provided the review services for PEBP as detailed in Attachment L – UM-CM Vendor 
Report Format. 


 
3.11 CARE COORDINATION 


 
3.11.1 Case Management and Large Case Management 


 
Case management is a collaborative process which assesses plans, implements, 
coordinates, monitors, and evaluates options and services to meet an 
individual’s health needs through communication and available resources to 
promote quality and cost-effective outcomes.   


 
3.11.1.1 How long has your organization provided case management 


services? 
 


Hometown health has provided case management and large case 
management services to our insured for the past twenty five years.  
Based  on the insured’s population and risk, we have been able to 
customize programs to reduce healthcare costs, improve the 
quality of member care, and improve member satisfaction.   
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3.11.1.2 What location will house the staff (including nurses) that will be 
responsible for PEBP’s case management? 


 
Hometown Health’s location is 830  Harvard Way, Reno, NV 
89502.  This is where our staff, including our case management 
nurses work from on a daily basis. 
 


 
3.11.1.3 Does your organization provide telephonic case management 


services, onsite case management, or a combination of both? 
 
Hometown health provides a blend of telephonic case management 
services across a continuum of care as well as on site concurrent 
review  case management services for our insured’s located within 
Washoe and  Carson counties.  If this contract was to be awarded, 
we would also hire full time staff to be present on site in the Las 
Vegas area to help manage inpatient admissions and initiate 
discharge planning services. 
 


 
3.11.1.4 Please describe in detail your organization’s criteria for general case     


management services.  Examples of general case management 
instances are provided below.  The following information should be 
included as an attachment to your proposal: 


 
 


 
A.  Opportunities to transfer patients to facilities offering an 


appropriate level of care more cost effectively; 
 


B.  Meeting durable medical equipment needs;  
 


C.  Planning for hospital discharges; 
 


D.  Coordinating home health care needs; 
 


E.  Coordinating hospice care; and 
 


F.  Coordinating community based services. 
 


Hometown Health has the ability to review pre-certifications and 
based on diagnosis, locations of service, and potential for disease 
progression as well as member or physician request, offer 
enrollment into case management programs.  In addition, we work 
in collaboration with your third party administrator, Healthscope 
and assist with management of any high dollar, high cost member 
that is identified at time of claim payment. 
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Each member is assessed in five domains for opportunities to 
participate in case management.  These domains include medical, 
psychosocial, financial and plan benefit design, spiritual and 
home environment safety needs.  Based on the findings identified 
in the above domains, case management intervention is offered 
and a member specific plan of care is developed if the member 
agrees.   
 
Our case management team is staffed by registered nurses as well 
as clinical social workers.  Based on member need the team 
collaborates with the member’s primary care provider to identify 
needed services to keep the member as independent and safe in the 
environment that best meets their needs. 
 
Coordination of care and keeping members safe may include 
sending a member from an inpatient setting to rehab if 
strengthening and complex medical management is required to 
improve member’s ability to function safely at home.  
 
Case Management services include but are not limited to:  
 


• Care Transitioning from one setting to an alternate setting 
• Coordination of all DME & home care/hospital services 
• Coordination of follow up appointments 
• Collaboration with community based programs 
• Supporting physician’s plan of care 
• Assessing and educating members on disease process, 


medication compliance and physician’s plan of care 
 
Hometown Health has policies &procedures in place, defining 
criteria for case management services.  In addition, members may 
self refer to case management.  
 
 
Please see attachments marked 3.11.1.4 as an overview of our 
triage, assessment, and case management intervention process. 


 
3.11.1.5 Please describe in detail your organization’s criteria for large case 


management.  This information should be included as an attachment 
to your proposal.  Examples of potential large case management 
instances are provided below:  


 
A.  Repeated in-patient admissions, excessive length of stay, or 


frequent treatment;  
 


B.  Potentially large-dollar claims; 
 


C.  Chronic or progressive disease;  
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D.  Lack of qualified care-givers in the home setting; 
 


E.  Multiple diagnoses; 
 


F.  Acute or subacute rehabilitation of physical, speech, or 
occupational therapies which exceed three (3) months of 
treatment; 


 
G.  IV therapy or parenteral nutrition;  


 
H.  Severe injuries; and  


 
I.  Non-compliance with medical treatment plan as prescribed by 


physician or other health care provider. 
 
     Please see attachments for section 3.11.1.4 
 


3.11.1.6 Does your organization allow self-referrals for large case 
management?  Will your organization allow PEBP to refer covered 
individuals for large case management?  These services shall be 
provided at no additional cost. 


 
Hometown Health encourages member and customer referrals for 
case management interventions.  We acknowledge at times, the 
member may  reach out to many contacts at their plan benefit 
team seeking assistance and having the ability for real time, live, 
referrals from multiple sources to benefit the member is key to 
delivering sound case management  services for our membership.  
These referrals will be managed at no additional cost to PEBP. 


 
 


3.11.1.7 Please describe your organization’s philosophy regarding large case 
management.  For example, is the goal of your organization to assist 
with restoration of the patient health and function, management of 
outcomes, and prevention of primary and secondary complications? 
Please describe your organization’s philosophy in detail, explaining 
how your organization maintains its philosophy and achieves 
maximum outcomes for complicated large cases. 


 
Hometown Health believes in making a genuine difference in the 
lives we touch by optimizing our member’s healthcare experience.  
We strive to manage our benefits consistently in an environment 
that is win-win for providers and patients.  We strive to manage 
service and patient care with compassion and understanding. 
Hometown Health is consistently looking for ways to improved 
service for our members. We listen to their needs and make 
adjustments as necessary.   
 
Hometown Health monitors the patient’s clinical progress, both on 
inpatient and outpatient basis to evaluate patient’s response to 
therapies, results of diagnostic testing, potential vulnerabilities and 
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overall prognosis. We look for risks to progress including safety 
and support in the hone environment. We work closely with 
physicians to be sure services are appropriate and that these are 
paid appropriately.  We also review opportunities for savings 
within the patient’s clinical situation especially when complex 
conditions would generate less than predictably good outcomes.  
 


 
3.11.1.8 Please describe in detail how your organization coordinates 


transplant cases.  This information should be provided as an 
attachment to your proposal.  


 
Hometown Health takes a team approach to transplant evaluation, 
coordination, and monitoring to include the PEBP plan benefit 
team, TPA, Providers of health care services, reinsurance carrier 
if need be, transplant networks  to channel to centers of excellence 
of PEBP choice, and member and family wishes.   We truly believe 
that by taking a coordinated approach, we find a center of 
excellence that meets the member and family needs, we will have 
improved transplant outcomes.  
 
Please see attachment 3.11.1.8. 
 


 
3.11.1.9 PEBP’s third party administrator coordinates transplant services 


with recognized Centers of Excellence.  Does your organization 
work with a Centers of Excellence referral program?  Will your 
organization agree to work in cooperation with PEBP’s third party 
administrator assisting the participants who require care at a Center 
of Excellence?   


 
Hometown Health works with many transplant centers of 
excellence programs for our customers.  We are more than willing 
to work with any vendor or transplant program that you would like 
us to collaborate with.  Some of our current Transplant networks 
include Cigna, Interlink, and Lifetrac.   


 
3.11.1.10 For an account the size of PEBP, how many covered individuals 


would your organization expect to meet large case management 
criteria? 


 
Based on the current PEBP membership of 34,000 lives, we would 
anticipate screening 20% of the membership (6,800 members) for 
case management services.  We would anticipate having 5 to 10% 
of these members agree to case management services (3,400 to 
6,800 members over a 3 year period).  This includes members who 
would be managed in a short term case management model   as a 
transition from one level of care to another or have a need for 
homecare services.   
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3.11.1.11 Please describe in detail how your organization’s case managers 
would interact with patients, patients’ families, and PEBP. 


 
Hometown Health case managers take a holistic approach to the 
coordination of care.  We would consider the member and their 
family as the center of all case management services.  Our goal 
would be to coordinate quality care in a cost effective manner in 
the environment of the member’s  choice by optimizing the PEBP 
networks plan benefit design.  
 
 Case managers at Hometown Health reach out to their members 
as frequently as needed to meet the member and family goals.  
PEBP as the payer is consulted when contracts are put into place 
for services that would disrupt continuity of care for a member 
and/or family.  Hometown Health would anticipate participating in 
team collaborative meetings with PEBP staff, TPA staff, pharmacy 
benefit management staff as well as any ancillary staff such as our 
social worker to collaborate on the best way to deliver services 
within the PEBP plan benefit design to meet member needs.  
Hometown Health case management team consists of a registered 
nurse, social worker, and medical director.   


 
 


3.11.1.12 Please describe in detail how your organization’s case managers will 
interact with PEBP staff.  Under what circumstances does your 
organization expect to interact with PEPB staff?   


 
Hometown Health case management staff would interact with 
PEBP staff as needed to establish contracts with providers to 
prevent disruption of care or progress when the member is 
transitioned from one level of care to another; need to flex benefits 
to cover equipment and/or services that are above what is 
medically necessary, as well as when a PEBP member cover 
change occurs such as a birth or death in the insured family.  
Hometown Health has dedicated case managers to support the 
PEBP business.  


 
3.11.1.13 Please describe in detail the qualifications that your organization 


requires of your case managers. 
 


Hometown Health Case Management team is staffed with 
Registered Nurses or Social Workers with a minimum of five years 
clinical experience.  We prefer that our staff is certified as a Case 
Manager.  Our Case Managers are extremely knowledgeable of 
key chronic illnesses such as heart disease, diabetes, oncology,  
and lung disease. They are also able to manage catastrophic 
injuries.  We are also experts in managing risk diseases such as 
obesity, hypertension, and anxiety or depression. 


 
Please see 3.11.1.13 for Job Descriptions 
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3.11.1.14 What is your ratio of licensed staff to total covered lives? 


 
Hometown Health currently serves 135,000 customer lives.  We 
are able to provide services to our members from wellness to 
illness by providing registered nurses who specialize in Triage, 
Wellness and Coaching, Utilization Review and Case 
Management.  In addition to Registered Nursing Staff we have a 
state of Nevada licensed Chief Medical Office and Physician 
Reviewer who ensure that all services precertified are medically 
necessary. Hometown Health’s current staffing ratio of all 
licensed staff to commercial membership is 1:6,000.  However, 
staffing ratios can be adjusted based  on membership acuity or 
illness burden as well as need to add additional members to the 
case management program. 


 
 


3.11.1.15 At what point during a hospital admission is discharge planning 
initiated?  Please describe your organization’s involvement with 
hospital discharge planning. 


 
Discharge planning is started prior to admission is we receive a 
request for precertification for an elective procedure.  A part of the 
precertification process looks at the medical necessity for the 
procedure, need for equipment or homecare at time of discharge,  
and current level of function prior to surgery as well as anticipated 
level of function following surgery.  During the precertification 
process, we would channel post operative care and equipment to 
contracted providers and place an authorization in place to prevent 
any delays in discharge.   
 
If  the member was admitted through the emergency room, our 
Case Managers would assess admission reason and initiate 
discharge planning from time of notification.  During the 
discharge planning process, we would identify potential needed 
services or transitions of care and attempt to channel services to in 
network providers.  If there is not network services available, we 
would initiate negotiations for discounted rates. 
 


3.11.1.16 How does your organization calculate return on investment for case 
management expenses?  Please provide a sample copy of your 
organization’s return on investment report as an attachment to your 
proposal. 


 
 


Return on investment is calculated as follows: 
 
Coordinated service cost – proposed plan 
Coordinated service cost – alternate plan 
Savings 
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We typically report gross savings and do not add in case 
management time into the equation as this contract  
 
Please see a copy of the attached report labeled 3.11.1.16 


 
3.11.1.17 Is your organization’s case management service for behavioral 


health and substance abuse managed by a separate subcontracted 
vendor and/or provided at a different location from the location 
indicated in section 3.10.1.2?  If yes, is the case management 
protocol different from other general case management services?  
Please describe the differences, if any. 


 
Hometown Health will not outsource any part of the PEBP health 
services contract. Our inpatient behavioral health and chemical 
dependency utilization reviews are completed by a registered nurse 
with input from our licensed social worker who has several years 
of behavioral health case management experience.  The nurse and 
social worker work as a team ensuring that all medical and 
psychosocial needs and resources are utilized to meet the needs of 
the member. 


 
3.11.1.18 If your organization does not contract with a separate behavioral 


health and substance abuse case management vendor, please 
describe your organization’s protocol for managing these cases, or 
indicate if behavioral health/substance abuse protocol is the same as 
for other care management services. This information may be 
provided as an attachment to your proposal.   


 
Hometown Health uses Milliman Care Guidelines for inpatient 
and alternate levels of care to ensure member meets appropriate 
admission criteria.  If the admission criteria  is not met, the case is 
automatically referred to our Chief Medical Officer for review and 
final determination.  Length of stay is reviewed every two days for 
acute inpatient stays and may be every three days for rehabilitation 
or residential care.   


 
3.11.1.19 Many PEBP participants reside outside of the state of Nevada, 


requiring licensed case management nurses in all states where PEBP 
participants reside.  Please indicate any state(s) in which your 
organization does not currently have a licensed case management 
nurse.    


 
Hometown Health has licensed registered nurses in the states of 
Nevada and California.  If we receive a request for services 
requiring medical necessity determinations, we have  physician 
providers licensed in all states who can make a formal 
determination.   
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3.11.2 Pre-certification 
 


Pre-certification is the review of "need" for an inpatient hospital admission or 
other specified medical services before the services are rendered by a 
healthcare provider.  For a list of services that currently require a pre-
certification, please refer to PEBP’s Master Plan Document located on the 
PEBP website at www.pebp.state.nv.us. 


 
3.11.2.1 Describe your organization’s process for managing inpatient 


hospital pre-certification requests. 
 


Inpatient hospital notifications come to us for review as an 
emergent admission through an emergency room within 24 hours 
of admission, or as an elective admission scheduled for a medically 
necessary procedure or surgery.  Inpatient admissions may also 
include transitions to lower levels of care such as skilled nursing 
facility, rehabilitation or long term care.   
 
If  the inpatient hospital is emergent due to an admission from the 
emergency room, the PEBP Master Plan Document does not 
require precertification prior to admission.  However it does 
require notification of admission within twenty four hours,  and 
Hometown Health to provide concurrent review to assess 
continued medical necessity and to facilitate discharge planning or 
transition to a lower level of care as appropriate.   
 
If the inpatient hospital admission is for an elective procedure or 
surgery, the PEBP Master Plan Document requires notification at 
least 14 days before the expected date of service.  Hometown 
Health would obtain the name of the hospital or facility, the name 
of the attending physician as well as the name of the referring 
physician.  Based on the procedure, we would require clinical 
documentation of medical necessity.  We would also apply 
Milliman Care Guidelines to ensure that the procedure requested 
is meeting medical necessity guidelines.   
 
Once the procedure or admission is approved, an initial approval 
letter will be sent out to the provider, facility and member 
documenting the initial length of stay. 
 
If the procedure is found not to be medically necessary, one of our 
utilization review physicians would review and additional 
information would be requested if needed.  If again, guidelines are 
not met, we would provide the member and provider a copy of the 
denial letter and give member specific denial reasons and 
information on the guidelines used as well as appeal rights. Peer 
to peer review is routinely conducted by our Chief Medical Officer 
for cases that do not meet criteria for approval.  
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100% of rehabilitation admissions are reviewed by our medical 
director to ensure that the member is able to participate at a 
minimum 3 hours per day and that the services cannot be provided 
in an alternative setting.    
 


 
3.11.2.2 What is the average length of time for your organization to pre-


certify inpatient hospital admissions? 
 


The average length of time it takes for Hometown Health to pre-
certify inpatient hospital admissions is 6 hours once we have 
received the clinical information for review. If clinical information 
is not received timely, we reach out to the provider to obtain the 
needed information to make an informed decision and prevent 
delays in care.  


 
 


3.11.2.3 Describe your organization’s process for managing outpatient 
surgery pre-certification requests. 


 
Hometown Health would follow the PEBP Master Plan document 
and initiate pre-certification for outpatient surgery.  Surgeries 
completed on an outpatient basis include foot surgeries, carpal 
tunnel surgery spinal surgeries done on an outpatient basis and 
any outpatient procedure that is considered experimental and/or 
investigational.   
 
The request would be reviewed to determine if member was in 
network or out-of-network for the surgeon as well as facility.  We 
would also request clinical information to apply Milliman Care 
Guidelines.  If the provider and/or facility was out-of-network, we 
would offer to the member coordination of services in network if 
the procedure was deemed medically necessary in order to reduce 
their out-of-pocket expenses.  If member agrees, we would channel 
the procedure to a contract provider and or facility. If the 
procedure can best be provided by that out-of-network provider 
because of special skills or expertise, we would review the provider 
to determine if they were available in the PEPB network or First 
Health.  If member would like to stay with current provider and 
facility, we would review the case with PEBP staff to determine 
whether we had approval to implement a letter of agreement.  If 
approved, we would proceed with the negotiation.  A copy of the 
negotiated rates would be faxed to PEBP staff for final signature, 
and then forwarded on to the TPA for appropriate claim 
adjudication. 
 
If the surgery did not meet the pre-certification requirements, the 
request and medical records are forwarded to our Chief Medical 
Officer for review.  The Chief Medical Officer may request 
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additional information, initiate a doctor to doctor call, or send the 
request out for a second opinion with a similar board licensed 
specialty physician.   
 
Based on additional information, the Chief Medical Officer may 
approve or deny the request.  Letters of authorization or denial are 
sent to the requesting provider and member with appeals rights. 


 
3.11.2.4 What is the average length of time for your organization to pre-


certify outpatient surgical services? 
 


The average length of time it takes for Hometown Health to pre-
certify outpatient surgical services is 2 hours or less once we have 
received all the necessary clinical information in house for review. 


 
3.11.2.5 Does your organization refer to established medical necessity 


guidelines for pre-certification, such as those published by 
Milliman?  


 
Hometown Health utilizes established medical necessity guidelines 
for pre-certification to include Milliman Care Guidelines, 
InterQual, Hayes for new technology requests as well as literature 
reviewing community standards of practice. National 
Comprehensive Cancer Network guidelines are also used in 
reviewing in office chemotherapy protocols. 
 


 
3.11.2.6 How are pre-certifications accepted?  Please complete the following 


table by double-clicking the appropriate responses below.     
 


Method Accepted 


Telephone Yes   No


E-mail/Internet Yes   No


Facsimile Yes   No


Regular mail Yes   No


Other (please describe)  
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3.11.2.7 Does your organization provide written confirmation when a pre-


certification request is approved or denied?  Please provide a sample 
of your pre-certification approval and denial notifications as an 
attachment to your proposal. 


 
Hometown health provides written confirmation of all pre-
certification determinations whether approved or denied to the 
member and requesting physician.   
 
A sample is attached for your review under Attachment  3.11.2.7 


 
 


3.11.2.8 Concerning PPO plans for which your organization provides pre-
certification services:  During the time periods of July 1, 2011 – 
June 30, 2012, and July 1, 2012 – June 30, 2013, what percentage of 
inpatient hospital pre-certification requests were denied by your 
organization?  Please list each time period separately. 


 
Hometown Health denial rates for PPO plans are on average is 
4% for inpatient services.  Denials occur when the admission is 
not medically indicated and required pre-certification, services 
could be delivered at a lower level of care, or there were delays in 
moving the member along the continuum of care.  By initiating 
discharge planning at time of admission, and implementing a 
concurrent review process, Hometown Health is proactive in 
managing lengths of stay and denial rates are low. 
 
7/1/2011 to 6/30/2012 = 3% 
7/1/2012 to 6/30/2013 = 4% 


 
 


3.11.2.9 What are the credentials, qualifications, and experience of staff 
determining pre-certifications for inpatient and outpatient services? 


 
All of our precertification licensed staff are Registered Nurses who 
have a minimum of three years pre-certification experience.  Each 
pre-certification nurse has a minimum of five years of clinical 
experience and extensive knowledge of health plan guidelines.  We 
also utilize referral specialists for non-clinical pre-certification 
functions such as attaching clinical records to the file and data 
entry.  Any denials are made by our Chief Medical Officer or 
Medical Director.  
 
Please see job descriptions listed under Attachment 3.11.1.13 
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3.11.2.10 Please describe in detail your organization’s denial process.  


Describe inpatient and outpatient services separately.  
 


Denials occur due to lack of medical necessity according to 
guidelines, delays in care, and lack of plan benefit availability. 
 
If a member is an inpatient and an admission is denied as not 
medically necessary, that denial decision is made by our Medical 
Director.  Letters of denial are sent to the member, provider and 
facility explaining why the stay (or day) was denied and gives the 
member his/her appeal rights.  We will follow the PEBP appeals 
procedure.  Our denial letters always redirect the member back to 
their attending physician to establish an alternate level of care. 
 
PEBP and  Healthscope  staff are notified of the denials so claims 
can appropriately adjudicate. 
 
Outpatient denials are handled in a similar way.  Denials occur 
due to lack of medical necessity, member has progressed to 
completion of program goals, or care can be delivered in an 
alternate safe environment.  Again, all denials are made by our 
Medical Director.  If the Medical Director agrees to the denial, a 
denial letter is sent to the member, provider and/or facility 
outlining the reason for denial as well as giving appeal rights. 


 
 


3.11.2.11 Please describe your criteria for determining medical necessity for 
weight loss surgeries such as gastric bypass or lap band surgery.   


 
Hometown Health would follow the PEBP Master Plan 
documentation Weight Loss Surgeries section (page 96) for 
medical necessity determination of weight loss surgeries. 
 
Per the PEBP Master Plan document, members are limited to one 
obesity related surgical procedure of any type in a lifetime.  
Providers and facilities chosen must be identified on the Bariatric 
Surgery Center of Excellence List prior to precertification.   
 
Any requests for precertification would be channeled to our 
Bariatric Weight Loss Case Management team for management.  
A detailed health history would be obtained as well as member 
would be directed to Center of Excellence for evaluation.  The 
member would also be informed of the weight loss program 
criteria and need and requirements.   
 
Once the member has met the requirements, we would confirm 
with the bariatric surgeon that goals have been met.  We will work 
with the provider’s office to schedule and approve the 
recommended procedure.   
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Post operatively, our Bariatric team would follow the PEBP 
members to ensure compliance and monitor progress with the 
surgeon’s plan of care. 
 


3.11.2.12 Please confirm that your organization has reviewed PEBP’s current 
pre-certification requirements as described in the PEBP Master Plan 
Document and your ability to provide this service. 


 
Hometown Health precertification staff as well as case 
management staff have reviewed the PEBP Master Plan 
Document and are comfortable in implementing  the  pre-
certification requirement.    


 
 


3.11.2.13 If PEBP expands the number of services that require pre-
certification, please confirm that your organization will not increase 
its fees as quoted in your original cost proposal. 
 
Hometown Health agrees to maintain same rates for current 
precertification requirements as well as any additions PEBP may 
wish to add based on trends.  


 
 


3.11.3 Concurrent Review 
 


3.11.3.1 Please describe your organization’s process for inpatient hospital 
concurrent reviews.  This information may be provided as an 
attachment to your proposal in the form of a narrative and/or flow 
chart. 


 
 


Hometown Health provides both on site and telephonic concurrent 
review. Concurrent review consists of ongoing review of 
hospitalized (including but not limited to acute care facilities, 
skilled nursing facilities and acute rehabilitation facilities) 
members through physician and/or member/family 
communication, on-site chart review and communication with 
members and other health care professionals involved in 
coordinating the member’s care.  This process incorporates the 
use of InterQual and Milliman Healthcare Management 
guidelines to assign the most appropriate level of care for 
continued medical treatment.  These guidelines enable the Health 
Plan to identify situations where medical services can be provided 
in alternative, high quality, cost-effective settings.  Concurrent 
Review Rounds are conducted daily to review and discuss 
hospitalized members and identify possible care alternatives.  
Rounds participants consist of the following: 
 
  1.      Medical Director, Chief Medical Officer 
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  2.      Nurse Manager 
  3.      Case Managers 
  4.      Social Worker 
 
Concurrent review also includes coordinating discharge plans to 
assist in maximizing services available within the member’s health 
care benefit plan, and coordination of care between third party 
payors and the Health Plan.  Concurrent review is a mechanism to 
identify high-risk, high-cost cases that may require the focused 
interventions available through the Health Plan’s case 
management program. 
 
Concurrent review includes coordination of behavioral health, 
substance abuse and medical care during a patient’s 
hospitalization.  The facilitation and management of these types of 
care provides members with comprehensive coverage and 
improved outcomes through the coordination of services between 
entities. 
 
 Hometown Health Plan utilizes nationally recognized guidelines 
and length of stay guidelines such as Milliam and InterQual 
Guidelines to conduct prospective, concurrent and retrospective 
review.  These guidelines are also used for case management.  In 
addition, our Health Services Department and UM committee has 
developed custom guidelines based upon National Research and 
CMS guidelines. 
 
The Health Plan utilization management staff (Health Services) 
uses these guidelines, along with a given patients individual  
factors such as: 
 
  1.      Age 
  2.      Comorbidities 
  3.      Complications 
  4.      Progress of treatment 
  5.      Psychosocial situations 
  6.      Home environment when applicable 
 
Additionally, the Health Plan considers the local delivery systems 
capabilities when applying guidelines. 
  
Hometown Health will not increase its fees from the original cost 
proposal to manage additional pre-certification requirements.   
 


 
3.11.3.2 How frequently does your organization re-assess a patient’s need for 


continued hospitalization under the concurrent review process? 
 


Hometown Health reassesses a patient’s need for continued 
hospitalization based on level of care and/or acuity. 
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Inpatient reviews are completed concurrently in an acute setting 
every two days at minimum. If there are clinical concerns or 
discharge planning needs, reviews occur on a daily basis to ensure 
the member has what is needed upon discharge to keep safe in the 
environment of their choice.  
 
Rehabilitation review is completed once weekly.  Based on 
progress and ability to participate we may initiate reviews on a 
more frequent basis as member approaches discharge. 
 
Skilled Nursing facility reviews are completed once weekly.  Based 
on progress and ability to participate, we may initiate reviews on a 
more frequent basis as member approached discharge. 


 
3.11.3.3 Please describe your organization’s criteria for determining 


continued medical necessity. 
 


As noted above, Hometown Health uses Milliman Care Guidelines 
(MCG) for determination of medical necessity for continued 
hospital stay.  If at any time, the member is not progressing along 
a “continuum of care,” the Concurrent review Registered Nurse 
will consult with our Medical Director.  The Medical Director will 
consult with the hospitalist and/or specialists involved in the case 
and determine next steps or gather additional clinical not 
documented in the record to justify the continued level of care or 
hospital stay.  If the hospitalist, specialist and our Medical 
Director agree that the stay is no longer medically necessary but 
for patient convenience, a denial is issued.  All days approved and 
denied are entered into our utilization review system so the 
authorization is passed appropriately to the TPA for appropriate 
claim adjudication as well as generation of appropriate approval 
and/or denial letters.   


  
3.11.3.4 If your organization refers to its own medical necessity guidelines, 


please describe your guidelines in detail.  This information should 
be included as an attachment to your proposal.  


 
Hometown Health has internal criteria based upon new 
technologies and procedures. These are attached for review.  All 
internal criteria is reviewed by our Quality Committee for 
approval.  The committee consists of community based individuals.  
 
Please see attachment 3.11.3.4. 
 


 
3.11.3.5 Please provide examples of all provider and participant 


communications related to this function and how your organization 
delivers these communications. 


 
Please see attachment 3.11.3.4. 
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3.11.4 Retrospective Review 


 
3.11.4.1 Please describe the process and criteria used for retrospective 


review.  This information may be provided as an attachment to your 
proposal in the form of a narrative and/or flow chart. 


 
Retrospective Reviews occur when the service and/or admission 
has already occurred and we are notified after the fact by the TPA, 
member, or provider.  If the service occurred less than 7 days from 
the date of notification, we will handle the review as a 
precertification and review clinical information to determine 
medical necessity.  If the notification occurs after 7 days, we would 
handle the retrospective review as a provider or member appeal.   


 
3.11.4.2 Does your organization perform retrospective reviews on-site, 


telephonically, or a combination of both? 
 


If  the member is still inpatient, we may handle the review on site 
or we may handle telephonically depending on facility and 
geographic location.   


 
3.11.4.3 What are the credentials, qualifications, and experience of staff 


handling retrospective review? 
 


Hometown Health staff handling retrospective reviews are all 
licensed registered nurses.  Our job description for Care Managers 
require that our staff have a minimum of five years of clinical 
experience as well as knowledge of the utilization review process.  
Certified Case Manager certification is recommended.   


 
     Please see attachment 3.11.1.13 
 


3.11.4.4 How is the need for retrospective review determined? 
 


The need for retrospective review is determined from several 
sources: 


1)  TPA receives a claim in which there is no authorization on 
 file; 
2) The provider and/or member notifies Hometown Health 


 that services have been delivered but there is no 
 precertification found. 
 At the time of the above notifications, a precertification file 
 would be initiated and based on the submission or 
 notification timeframe, the retrospective review will be 
 handled real time or as an appeal.  We will request clinical 
 information to document medical necessity and proceed 
 with the precertification process as outlined in the PEBP 
 Plan Master document. 
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3.11.4.5 Please provide examples of all participant communications related 


to this function and how your organization delivers these 
communications. 


 
Please see attachment 3.11.3.4.  Please also see attachments 
3.11.4.5 which include our appeal letters. 


 
 


3.12 MANAGEMENT REPORTING 
 


3.12.1 Please describe and list your organization’s standard reports and provide 
examples of each.  Your standard reports should include but not be limited to 
case management reports; outcomes; bed days approved, denied, and saved; 
average length of stay; and large case management status reports. 
 
Outcome Management – 
 
• Level of Care Beddays per 1000 – Report shows beddays per 1000 
 members by month by level of care.  (Mental Health/Rehab/Mother & 
 Newborn/General Medical Surgical/ICU/NICU/Transplants) 
• Facility Average Length of Stay – Report shows average length of stay for 
 inpatient acute hospital admissions by month by facility/facility group.  
 (Renown Regional Medical Center / Renown South Meadows / In Area = 
 other  facilities in Washoe County / Out of Area = outside of Nevada and 
 Southern Nevada / Rural = facilities in Carson City and Douglas County) 
• Facility Admits per 1000 – Report shows inpatient acute hospital 
 admissions per 1000 members by month by facility.  (Same facility 
 groupings as the Facility Average Length of Stay report above.) 
• Actual vs. Target LOS – Report shows inpatient authorization data where 
 the actual length of stay (LOS) exceeds the expected length of stay. 
 
Patterns of Care – 
 
• Trigger Diagnosis – Report shows member demographics as well as 
 associated claim data where the primary ICD9 diagnosis code could 
 indicate a potential high dollar case or where the member may be a good 
 candidate for case management. 
• Emergency Room Visit Summary – Report shows member name/ID and 
 counts of emergency room/department visits during a specified time 
 frame.  The report also shows the associated dollar amounts 
 corresponding to all visits. 
• Skilled Nursing Facility Days – Report shows member and associated 
 admission data for members admitted to a skilled nursing facility during a 
 specified timeframe. 
 Inpatient utilization – 
• Level of Care Beddays per 1000 – Report shows beddays per 1000 
 members by month by level of care.  (Mental Health/Rehab/Mother & 
 Newborn/General Medical Surgical/ICU/NICU/Transplants) 
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• Facility Average Length of Stay – Report shows average length of stay for 
 inpatient acute hospital admissions by month by facility/facility group.  
 (Renown Regional Medical Center / Renown South Meadows / In Area = 
 other facilities in Washoe County / Out of Area = outside of Nevada and 
 Southern Nevada / Rural = facilities in Carson City and Douglas County) 
• Facility Admits per 1000 – Report shows inpatient acute hospital 
 admissions per 1000 members by month by facility.  (Same facility 
 groupings as the Facility Average Length of Stay report above.) 
• Daily Census with Discharges – Report shows daily census of members 
 admitted to inpatient facilities including diagnosis, admitting provider, 
 member PCP, admit type and admit category. 
 
Utilization by diagnosis – 
 
• Trigger Diagnosis – Report shows member demographics as well as 
 associated claim data for claims where the member diagnosis could 
 indicate a potential high dollar case or where the member may be a good 
 candidate for case management. 
• End Stage Renal Disease claims – Report shows members and 
 claim(s)/service date(s) for claims with a primary diagnosis of end stage 
 renal disease. 
• Dialysis claims – Report shows members, claim(s), service date(s),  
 diagnosis and procedure information for dialysis services. 
 Case specific detail –  
• Case Management rounds – Report shows members in case management 
 with associated diagnosis and history by condition.  (Psych/chemical 
 dependency, bariatric, transplant and inpatient) 
 Activity and days reduced – 
• Denied authorizations – Report shows denied authorizations and 
 associated details such as authorization type and denial reason. 
 
Savings summary – 
 
• Case Management – Savings Detail for Open and Closed Cases – Report 
 shows a list of open and closed cases with associated savings by type.  
 (Vendor negotiations, Averted adm savings, Changes in level of care, 
 Proposed alternative plan) 


 
   Please see attachment 3.12.1 for examples of each report 


 
 


3.12.2 Are your reports available via the web? 
 


Hometown Health maintains an existing secure FTP account with PEBP for 
the PPO UM business and would be willing to use either this account or 
PEBP’s FTP account if preferred.  Report requests should be directed to the 
account manager at Hometown Health. 
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3.12.3 Please describe the process for requesting ad hoc reports and list the average 
turnaround time for each.  Please confirm that ad hoc reports will be provided to 
PEBP at no additional cost. 


 
Ad hoc report requests should be directed to the account manager at 
Hometown Health and should provide sufficient detail such as requested data 
elements, date ranges and any exclusions.  Turnaround time would depend on 
the complexity and format of the report.  Hometown Health will provide ad hoc 
reports to PEBP at no additional cost. 


 
 


3.12.4 Does your organization provide the following standard reports?  Double-click 
each appropriate response. 


 
 


Report Provided 
 


Outcome Management 
 


Yes   No 
 


Patterns of Care 
 


Yes   No 
 


Inpatient utilization 
 


Yes   No 
 


Utilization by diagnosis 
 


Yes   No 
 


Case specific detail  
 


Yes   No 


 


Activity and days reduced  
 


Yes   No 
 


Savings summary 
 


Yes   No 
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3.13 FACILITY CHANNELING 


 
3.13.1 Please describe the process and criteria used by your organization that will direct 


PEBP participants to in-network facilities. 
 


Hometown Health works extremely hard at giving PEBP members an 
opportunity to receive in network services and reduce their expenses whenever 
possible.  “Channeling” starts at time of the precertification request, 
recommendation for services provided by our case management team, or at 
time of discharge planning from an acute inpatient admission.  Our team or 
precertification nurses as well as concurrent review nurses identify contracted 
providers proactively and offer in network options when out of network options 
are requested. As described earlier, each clinical situation is evaluated on an 
independent basis to determine what the best plan of care for the member is.  
We then will write a determination of in-network versus out-of-network 
coverage for a recommendation to a PEBP staff member.  If an in network 
provider is not available, we will work with the PEBP team in establishing a 
letter of agreement so the member is not penalized for not using in network 
services.  If based on conversation, it is determined that the member is electing 
to use services outside of network for coordination of benefits with other 
coverage, or for other reasons, we will document that information as well and 
notify the TPA and PEBP for payment determinations. 
 


 
3.13.2 If a bed is not available at an in-network facility, will your organization negotiate 


a discount with an out-of-network facility?  Is there a separate fee for providing 
this service? 


 
If an in network bed is not available, Hometown Health would make every 
effort to put into place a letter of agreement to prevent disruption or delays in 
member care.  A copy of this letter of agreement would be faxed to PEBP staff 
for review and final approval. Once Hometown Health as received a signed 
approval back from PEBP, we will forward a copy of the Letter of Agreement 
to Healthscope, the PEBP TPA. No additional fee is required.  


 
 


3.13.3 How are out-of-network negotiated discounts communicated to PEBP and 
PEBP’s third-party administrator?   


 
Negotiated rates are communicated to PEBP on a one page document 
outlining the member’s demographic information, provider we are establishing 
Letter of Agreement with as well as CPT codes that are covered along with the 
negotiated rates.  In establishing the negotiated rates, we would work with 
Healthscope as well as PEBP to ensure that we were not establishing a rate 
that is above what h as previously been paid.  Once we have agreed upon a 
rate, a copy of the proposed rates would be sent to PEBP staff for review and 
approval.  Once PEBP staff has approved the proposed rates, a copy is sent to 
Healthscope for their records in order to appropriately adjudicate the claim. 
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3.13.4 Attach a detailed description of the entire discount negotiation process, including 


communications between all parties involved in the process. 
 


Please see attachment labeled 3.13.4 
 


ACCOUNT SERVICE 
 


3.13.5 During what hours (and time zones) will your organization’s telephone lines be 
staffed? 


 
Hometown Health’s Customer Service hours are Monday through Friday 8:00 
AM to 5:00 PM PST.  


 
 


3.13.5.1 For PEBP staff?   
 


3.13.5.2 For PEBP participants? 
 
 


3.13.5.3 For providers? 
 
Hometown Health’s telephone lines for the above mentioned 
groups will be staffed as such: Monday through Friday 8:00 AM 
to 5:00 PM PST.  


 
 


3.13.6 PEBP requires vendors to assign a dedicated account manager to meet with PEBP 
on a regular basis to discuss performance, address administration issues, and 
review reports.  Please confirm that your organization agrees to this requirement. 


 
Hometown Health currently provides a dedicated account manager.  Windy 
Culver will continue to be that account manager if Hometown is awarded the 
PPO contract again. 


 
3.13.7 From what location will the account manager be servicing PEBP? 


 
Windy Culver works out of our only location of 850 Harvard Way, Reno, NV 
89502. 


 
3.13.8 Can you receive electronic enrollment and eligibility data?  Please confirm that 


your organization will accept electronic enrollment information in a format 
determined by PEBP. 


 
Yes, Hometown Health can receive electronic enrollment and eligibility data 
and will accept it in whatever format PEBP provides it.  
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3.13.9 Do you employ the services of a Medical Director?  If so, please list the 
Director’s qualifications, credentials, and experience. 


 
Yes, Hometown Health employs a Medical Director.  Our Medical Director  is 
Dr. Linda Ash-Jackson. She was recently promoted to Chief Medical Officer.  
Please see her attached resume.  


 
IMPLEMENTATION SERVICES 
 


3.13.10 Describe your implementation plan to meet a start date of July 1, 2014.  Include 
steps required to implement the program such as notification to PEBP 
participants, providers, and other vendors. 


 
Hometown Health is the current incumbent so transition would be minimal if 
we were awarded the contract. Should another vendor be awarded the contract, 
Hometown Health will work collectively and cooperatively with PEBP and any 
other state entity as well as all vendors to ensure a smooth transition if one was 
to be requested. Hometown Health would provide all necessary reports, data, 
and any other information that would be requested in a timely manner. In 
addition, Hometown health would provide written communication to all 
covered members indicating when their utilization and case management 
services would terminate with Hometown Health.    


 
 


3.13.11 Is your organization prepared to assign an exclusive team to assist with the 
implementation process?  How many exclusive service representatives would be 
assigned for the initial implementation?  


 
Hometown Health currently has an exclusive team to manage the PEBP book 
of business.  This includes a dedicated account manager, dedicated 
preceritification nurse and concurrent review team as well as dedicated PEBP 
case managers. 


 
We currently have 5 full time staff members dedicated to PEBP.  In addition, 
other Hometown Health team members support the PEBP book of business 
based on need and specialty, including our Director, Manager and Supervisor 
of Health Services, our Chief Medical Officer and other staffers.  A total of 8 
FTE’s are servicing the PEBP account.  
 


 
3.13.12 Describe the most frequent problems your organization has encountered during 


previous transitions for plans of this size.  How were these resolved?  
 


Hometown Health has not had any significant issues in the past with 
transitioning a new account to management.  Our teams including our 
Customer Services, Information Resources and Health Services teams have 
detailed implementation plans that are reviewed in detail with each customer 
and partner to ensure transitions go smoothly.   
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3.13.13 Please confirm that your cost proposal includes all costs associated with 
implementation services.  You must provide a detailed description of any 
implementation service and/or fee charge not specifically included in your cost 
proposal. 


 
Yes, the cost proposal includes all costs associated with implementation 
services. 


 
3.13.14 What is the minimum amount of time recommended to ensure a clean transition 


into the proposed program? 
 
 


PEBP is currently utilizing Hometown Health for utilization review and case 
management services.  There would be no transition of services required.   
 


 
3.14 DISASTER RECOVERY PLAN 


 
3.14.1 Your organization is required to submit with the proposal a disaster recovery plan 


in the event of a major disaster that disables most or all of your processing 
capabilities for the PEBP.  A major disaster includes, but is not limited to: 


 
3.14.1.1 A hardware system failure/collapse; 
3.14.1.2 A software system failure/collapse; 
3.14.1.3 Any natural disaster or Act of God; and 
3.14.1.4 Total loss of electrical/backup power. 


 
Hometown Health has developed and maintains a Disaster Recovery Plan 
which covers the areas outlined herein and others, including those identified 
below.  The structure and detail is comprises of many pages. 
 
The Plan is maintained in both electronic and hardcopy form and is located in 
secure business areas and securely on a computer server complex separate 
from Hometown Health’s other computer platforms and systems as a risk 
management strategy for availability.  In addition, each member of the 
Hometown Health Senior Leadership Team has an electronic copy in their 
personal possession (home) for availability and access in the event of a disaster 
impacting other means of gaining access to the Plan.  Members of the 
Hometown Health Senior Leadership Team also carry wallet-cards containing 
critical contact information for key members of Hometown Health Leadership 
and for team members involved in recovery activities in the event of a disaster 
or other issue(s) impacting Hometown’s business operations.  
 
The Plan can be made available for review and verification.  Plan components 
include: 
 
Business Analysis 
Scope 
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Mission Statement 
Vital Business Functions / Critical Applications 
Disaster Definition 
Disaster Scenarios 
 
Teams and Responsibilities 
Business Recovery Manager / Management 
Damage Assessment 
Network Recovery 
System Software Recovery 
Application / User Verification 
Facilities Salvage 
Team Matrix 
Team Members Addresses and Phone Numbers – and other contact 
information 
 
Backup Procedures 
Software / Data Procedures 
Hardware Configurations 
Network Backup Procedures 
Backup Facilities 
Vital Records Facilities 
Temporary Facility 
 
Recovery Procedures 
Task Overview – software and data recovery 
Network Recovery Procedures 
Recovery Verification / Checkout Activities 
 
 
Implementation Team 
Task Charts 
Time Lines 
Task Charts by Team 
 
Test Plan 
Test Plan Criteria 
Test Objectives 
Test Plan Tasks 
Testing Time Line 
Test Review  
 
Recovery and Maintenance – of the Plan itself 
Problem / Change Management 
Periodic Review 
Section Updates 
 
Relocation and Migration 
Task Charts 
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Appendices – including 
Personnel 
Computer system and platform detailed serial numbers, licenses, etc. 
Maintenance agreements 
Miscellaneous Notifications 
Travel Accommodations 


 
 


3.14.2 Please explain the anticipated time frames to restore normal operations once the 
disaster situation has been resolved. 


 
The Plan and expectations include that Hometown Health’s disaster recovery 
activities will commence as soon as a loss of normal operations is experienced, 
requiring no more than one (1) business day to restore normal operations.   
 
Depending on how late in the day the loss would occur, normal business 
processing will be restored no later than the next business day; or potentially 
the day following, in a situation where the loss had occurred late enough in the 
day where the next business day was partially impacted as the 1-day 
restoration activities continued. 
 


3.14.3 How often is your disaster recovery plan reviewed and/or updated? 
 


The Plan was extensively updated during 2004 during Hometown Health’s 
upgrade to a new core insurance processing system; and has also been 
reviewed and updated annually to remain current on updated vendor 
arrangements and with key personnel information.  Hometown Health will 
continue to update the Plan as key information, such as vendor arrangements 
and key personnel information change, as vendor, systems, organizational 
infrastructure changes as business dictates and formal annual reviews will 
continue for completeness.  


 
 


3.14.4 Describe in detail how the plan will be customized to meet the needs of PEBP. 
 


Hometown Health’s Disaster Recovery Plan can be tailored to specific PEBP 
requirements; this could include special-needs and priorities on bringing 
business functions live to serve the needs of PEBP’s members – if required 
more quickly than the expected 1 business-day recovery timeframe.  
 
These could include such areas as more rapid online (Web-based) access to 
benefit information for Members (if impacted at all), ability for Providers to 
continue providing online Member Authorizations for specialty services and 
perform other online services for Members (if required, and if impacted at all) 
  – Hometown’s online Web services are based in different locations and 
platforms than the core insurance processing system as an approach to 
addressing risk in a potential disaster situation. 
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This could also include special priorities in processing of claims, if required; 
above-and-beyond Hometown Health’s advanced technologies and high 
automation rates which provide high performance turnaround times as a 
general practice, once normal business operations are restored. 


 
 


3.14.5 Please provide with your proposal your plan for regularly scheduled backups for 
PEBP data for the day-to-day computer-related processing operations and where 
the backups will be stored.   


 
Regularly scheduled backups are currently performed, including Daily, 
Weekly and Monthly cycles; and the data are stored at a secure location, 
offsite from Hometown Health’s business operations.   


 
 


3.15 PRIVACY AND SECURITY 
 


3.15.1 Is all data contained in the proposed system (active and “at rest”) stored in an 
encrypted format? 


 
Confirmed. 


 
 


3.15.2 Do all of your organization’s current systems, policies and procedures currently 
comply with the following (including any systems storing or processing PEBP 
data):  


 
3.15.2.1 Title 45 of the Codified Federal Regulations (CFR) HITECH  


Breach Rule  - 45 CFR §160 and §164;  Yes 
 


3.15.2.2 HIPAA Privacy and Security Rules – 45 CFR §160, §162, and §164; 
and   Yes 


 
3.15.2.3 Audited for compliance with the HITECH Breach Rule and HIPAA 


Privacy and Security Rules.   Yes 
 


3.15.2.4 Are corrective actions implemented by your organization for issues 
identified in the audit?  Yes 


 
3.15.3 Vendor and all of the vendor’s subcontractors must comply with all PEBP 


privacy and security policies and procedures.  A copy of PEBP’s privacy and 
security policies and procedures is provided under Attachment M – Privacy 
Security Policies and Procedures.  Please indicate that your organization would 
agree to these conditions. 


 
Hometown Health agrees to the conditions set forth in Attachment M.  


 
 







 


Utilization Management and RFP 3084 Page 40 of 81 
Large Case Management  Services 


3.15.4 Vendor must sign and agree to the terms of PEBP’s Business Associates 
Agreement (BAA).  A copy of PEBP’s BAA is provided under Attachment N – 
Business Associate Agreement. Please indicate that your organization would 
agree to this condition. 


 
See the Business Associates Agreement attached 


 
 


3.16 ELECTRONIC DATA INTERCHANGE (EDI) 
 


3.16.1 All exchange of PEBP electronic formatted data, as well as data exchange 
between PEBP and vendors, shall be approved in advance by PEBP’s Information 
Technology Officer or designated staff. 


 
Hometown Health agrees to this stipulation.  


 
 


3.16.2 The file format for eligibility data exchange is fixed field, flat file.  Exact file 
specifications will be determined by PEBP.  All EDI will require file level 
encryption.  All files exchanged between PEBP and its vendors are accomplished 
via FTP.  Please confirm your ability to comply with this requirement. 


 
Hometown Health agrees to this stipulation.  


 
 


3.16.3 All data is the property of PEBP.  Data cannot be shared, distributed, or used 
outside contract specification without permission from PEBP.  All data must be 
made available upon PEBP’s request.  


 
Hometown Health agrees to this stipulation.  
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3.17 PERFORMANCE STANDARDS, GUARANTEES, PENALTIES 
 


Please confirm that your organization will agree to the following performance standards, 
guarantees, and financial penalties.  Compliance will be determined by PEBP and PEBP’s 
health plan auditor.  PEBP reserves the right to revise the performance standards, 
guarantees, and financial penalties as needed.  PEBP’s health plan auditor will audit the 
UM Vendor every odd numbered year of the existing vendor contract. 


 
July 1, 2014- June 30, 2019 


Service Performance 
Standard 


Guarantee Method of Measurement Performance Guarantee 
Penalty Amount


I.  Quarterly and annual 
management reports  


100.0% Delivery of Quarterly reports 
within 45 days of end of 
reporting period as established 
by PEBP  


1% of annual administration 
fees per report per day greater 
than 10 days.  


II. Notification of potential high 
expense cases. High 
expense case is defined as a 
single claim or treatment 
plan expected to exceed 
$100,000.00.  


95.0% Designated PEBP staff will be 
notified within 5 business days 
of the UM vendors initial 
notification of the requested 
service  


For each percentage point, or 
a fraction thereof below the 
annual guarantee, 1% of 
annual administration fees. 


III. Pre-certification                      
     information shall be  
     provided to PEBP’s third   
     party administrator  


98% Pre-certification requests from 
healthcare providers shall be 
communicated to PEBP’s Third 
Party Administrator using an 
approved method e.g. 
electronically, within 5 business 
days of UM completing 
Precertification determination 


For each percentage point, or 
a fraction thereof below the 
annual guarantee, 1% of 
annual admin fees. 


IV. Concurrent hospital  
    review  


98% Concurrent hospital reviews shall 
be completed and communicated 
using an approved method e.g. 
electronically within 5 business 
days of determination decision  


For each percentage point, or 
a fraction thereof below the 
annual guarantee, 1% of 
annual administration fees. 


 


Compliance with service category I is determined by PEBP’s Executive Officer.  Compliance with service 
categories II, III & IV is determined by audits performed by PEBP’s health plan auditor conducted in odd numbered 
years. Annual is typically defined as the time period starting July 1 and ending June 30 of each year of the contract. 
 


• Public Employees’ Benefits Program will collect performance guarantee amount by withholding the 
appropriate amount from vendor’s annual administration fees.  If no further administrative fees are due, PEBP 
will send an invoice for the penalty amount to the vendor.  Payment is due within 30 days.  Failure to pay 
within 30 days will result in a penalty of 1.5% of the penalty amount per month, compounded monthly. 


 


• Upon contract termination, PEBP may withhold payment of a portion of the last invoice until after all audits 
have been accepted by the PEBP Board.  The portion of payment withheld will be not more than the lesser of: 
1. The last invoice received by PEBP; or 
2. An amount equal to 100% of the largest quarterly penalty assessed during the last two years of the    


contract. 
 


3.17.1 Selected vendor will be required to have an independent financial audit 
performed annually and a copy of the audit shall be provided to the State within 
30 days of its completion.   The date of the audit shall be mutually agreed upon. 
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3.17.2 Exceptions to the requirements of this Scope of Work must be clearly stated in 
Attachment B – Technical Proposal Certification of Compliance with Terms 
and Conditions of RFP, noting a) the RFP section to which vendor is taking 
exception, and b) future expectations for meeting the requirement, a projected 
timetable, and detailed plans for meet the requirement, along with the vendor 
staff and qualifications assigned. 


 
3.17.3 Vendors are encouraged to include any additional information in their proposals 


that would be considered useful to PEBP.   
 
4. COMPANY BACKGROUND AND REFERENCES 
 


4.1 VENDOR INFORMATION 
 


4.1.1 Vendors must provide a company profile in the table format below. 
 


Question Response 
Company name: Hometown Health Providers, Inc. 
Ownership (sole proprietor, partnership, etc.): Not for Profit, owned by parent 


company, Renown Health. 
State of incorporation: Nevada
Date of incorporation: 1992 
# of years in business: 21 Years
List of top officers: Ty Windfeldt, Vice President, Dr. 


Linda Ash-Jackson, Chief Medical 
Officer, Teri Howard, Director of 
Health Services 


Location of company headquarters: 830 Harvard Way, Reno, NV 89502 
Location(s) of the company offices: 830 Harvard Way, Reno, NV 89502 
Location(s) of the office that will provide the 
services described in this RFP: 


 


Number of employees locally with the 
expertise to support the requirements identified 
in this RFP: 


30 


Number of employees nationally with the 
expertise to support the requirements in this 
RFP: 


30 


Location(s) from which employees will be 
assigned for this project: 


830 Harvard Way, Reno, NV 89502 


 
4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to 


the laws of another state must register with the State of Nevada, Secretary of 
State’s Office as a foreign corporation before a contract can be executed between 
the State of Nevada and the awarded vendor, unless specifically exempted by 
NRS 80.015. 


 
4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be 


appropriately licensed by the State of Nevada, Secretary of State’s Office 
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pursuant to NRS 76.  Information regarding the Nevada Business License can be 
located at http://sos.state.nv.us.  


 
Question Response 


Nevada Business License Number: 995 
Legal Entity Name: Hometown Health Providers, Inc. 


 
Is “Legal Entity Name” the same name as vendor is doing business as? 


 
Yes  No X 


 
If “No”, provide explanation. 


 
4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  


Vendors shall be proactive in verification of these requirements prior to proposal 
submittal.  Proposals that do not contain the requisite licensure may be deemed 
non-responsive. 


 
4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   


 
Yes X No  


 
If “Yes”, complete the following table for each State agency for whom the work 
was performed.  Table can be duplicated for each contract being identified. 


 
Question Response 


Name of State agency: State of Nevada 
State agency contact name: PEBP, HMO 
Dates when services were 
performed: 


???? 


Type of duties performed: Managed care 
Total dollar value of the contract: ???? 


 
4.1.6 Are you now or have you been within the last two (2) years an employee of the 


State of Nevada, or any of its agencies, departments, or divisions? 
 


Yes  No X 
 


If “Yes”, please explain when the employee is planning to render services, while 
on annual leave, compensatory time, or on their own time? 
 
If you employ (a) any person who is a current employee of an agency of the State 
of Nevada, or (b) any person who has been an employee of an agency of the State 
of Nevada within the past two (2) years, and if such person will be performing or 
producing the services which you will be contracted to provide under this 
contract, you must disclose the identity of each such person in your response to 
this RFP, and specify the services that each person will be expected to perform. 
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4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, 


civil or criminal litigation in which the vendor has been alleged to be liable or 
held liable in a matter involving a contract with the State of Nevada or any other 
governmental entity.  Any pending claim or litigation occurring within the past 
six (6) years which may adversely affect the vendor’s ability to perform or fulfill 
its obligations if a contract is awarded as a result of this RFP must also be 
disclosed. 


 
Does any of the above apply to your company? 


 
Yes  No X 


 
If “Yes”, please provide the following information.  Table can be duplicated for 
each issue being identified. 


 
Question Response 


Date of alleged contract failure or 
breach: 


 


Parties involved:  
Description of the contract 
failure, contract breach, or 
litigation, including the products 
or services involved: 


 


Amount in controversy:  
Resolution or current status of the 
dispute: 


 


If the matter has resulted in a 
court case: 


Court Case Number 
  


Status of the litigation:  
 


4.1.8 Vendors must review the insurance requirements specified in Attachment E, 
Insurance Schedule for RFP 3084.  Does your organization currently have or 
will your organization be able to provide the insurance requirements as specified 
in Attachment E. 


 
Yes X No  


 
Any exceptions and/or assumptions to the insurance requirements must be 
identified on Attachment B, Technical Proposal Certification of Compliance 
with Terms and Conditions of RFP.  Exceptions and/or assumptions will be 
taken into consideration as part of the evaluation process; however, vendors must 
be specific.  If vendors do not specify any exceptions and/or assumptions at time 
of proposal submission, the State will not consider any additional exceptions 
and/or assumptions during negotiations.  
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Upon contract award, the successful vendor must provide the Certificate of 
Insurance identifying the coverages as specified in Attachment E, Insurance 
Schedule for RFP 3084. 


 
4.1.9 Company background/history and why vendor is qualified to provide the services 


described in this RFP.  Limit response to no more than five (5) pages. 
 


Hometown Health Plan is northern Nevada’s oldest, largest, and most 
experienced health maintenance organization (HMO). As the only locally 
owned and operated managed care organization, Hometown Health was 
established in 1988 and operates as a nonprofit organization. Hometown 
Health Plan provides comprehensive medical coverage to members solely 
through employer groups. To ensure that Hometown Health Plan offers peace- 
of-mind and affordable health care coverage, we apply strict criteria in 
selecting the highest quality physicians, clinics, and hospitals to join our 
network of health care service providers in the communities we serve. 
 
Hometown Health Providers is our preferred provider organization company, 
also more than 20 years old. We offer fully insured and third party 
administration services through this entity for all administrative services 
including: utilization management, case management, claims, and network 
services. 
 
Hometown Health has extensive knowledge and understanding of working 
with state and local government agencies including the State of Nevada. Other 
entities Hometown Health currently works with are, the City of Reno, Washoe 
County, Washoe County School District, Churchill County School District, 
Lyon County School District, and other municipalities throughout Nevada. No 
other managed care organized is as qualified to meet the needs of the State of 
Nevada. 
 
Due to the vast experience in working with large government entities, 
Hometown Health’s local not-for-profit status, and the comprehensive 
products and service provided to the members, Hometown Health is the right 
choice for the State of Nevada. 


 
4.1.10 Length of time vendor has been providing services described in this RFP to the 


public and/or private sector.  Please provide a brief description. 
 


Hometown Health has been providing Utilization Management since 1992. 
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4.2 SUBCONTRACTOR INFORMATION 
 


4.2.1 Does this proposal include the use of subcontractors? 
 


Yes  No X
 


If “Yes”, vendor must: 
 


4.2.1.1 Identify specific subcontractors and the specific requirements of this 
RFP for which each proposed subcontractor will perform services. 


 
4.2.1.2 If any tasks are to be completed by subcontractor(s), vendors must: 


 
A.  Describe the relevant contractual arrangements; 


 
B.  Describe how the work of any subcontractor(s) will be 


supervised, channels of communication will be maintained and 
compliance with contract terms assured; and 


 
C.  Describe your previous experience with subcontractor(s). 


 
4.2.1.3 Vendors must describe the methodology, processes and tools 


utilized for: 
 


A.  Selecting and qualifying appropriate subcontractors for the 
project/contract; 


 
B.  Ensuring subcontractor compliance with the overall performance 


objectives for the project;  
 


C.  Ensuring that subcontractor deliverables meet the quality 
objectives of the project/contract; and 


 
D.  Providing proof of payment to any subcontractor(s) used for this 


project/contract, if requested by the State.  Proposal should 
include a plan by which, at the State’s request, the State will be 
notified of such payments. 


 
4.2.1.4 Provide the same information for any proposed subcontractors as 


requested in Section 4.1, Vendor Information. 
 


4.2.1.5 Business references as specified in Section 4.3, Business 
References must be provided for any proposed subcontractors. 


 
4.2.1.6 Vendor shall not allow any subcontractor to commence work until 


all insurance required of the subcontractor is provided to the vendor. 
 







Reference #: 1 
Company Name: Hometown Health Providers, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 
Project Name: Douglas County School District TPA Services 


Primary Contact Information 
Name: Holly Luna 
Street Address: 1638 Mono Avenue 
City, State, Zip Minden, NV 89423 
Phone, including area code: 775-782-5131 ext. 1615 
Facsimile, including area code: 775-782-8351 
Email address: hluna@dcsd.k12.nv.us 


Alternate Contact Information 
Name: Cori Isherwood 
Street Address: 1638 Mono Avenue 
City, State, Zip Minden, NV 89423 
Phone, including area code: 775-782-7177 ext.1639 
Facsimile, including area code: 775-782-8351 
Email address: cisherwo@dcsd.k12.nv.us 


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


Provide DCSD with full TPA 
Services and PPO network 


Original Project/Contract Start 
Date: 


01/01/2009 


Original Project/Contract End 
Date: 


12/31/2014 


Original Project/Contract Value:  
Final Project/Contract Date:  
Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Yes 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if not, 
why not? 


Yes 


 
 



mailto:hluna@dcsd.k12.nv.us
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Reference #: 2 
Company Name: Hometown Health Providers, Inc.  


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 
Project Name: Eldorado Casino T A ServiceP s 


Primary Contact Information 
Name: Bruce McKay 
Street Address: 345 N. Virginia Street 
City, State, Zip Reno, NV  89501 
Phone, including area code: 775-348-9280 
Facsimile, including area code: 775-348-7513 
Email address: mackayb@eldoradoreno.com 


Alternate Contact Information 
Name: Lola Ortiz 
Street Address: 345 N. Virginia Street 
City, State, Zip Reno, NV  89501 
Phone, including area code: 775-785-9053 
Facsimile, including area code: 775786-2197 
Email address: marshr@eldoradoreno.com 


Project Information 
Brief description of the 
project/contract and description 
of services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


Provide Eldorado with full TPA 
Services and PPO network 


Original Project/Contract Start 
Date: 


01/07/2006 


Original Project/Contract End 
Date: 


05/31/2015 


Original Project/Contract Value:  
Final Project/Contract Date:  
Was project/contract completed 
in time originally allotted, and if 
not, why not? 


Yes 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if not, 
why not? 


Yes 


 
 







Reference #: 3 
Company Name: Hometown Health Providers, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 
Project Name: Washoe County S ool Districch t TPA Services 


Primary Contact Information 
Name: Gonzalo Hernandez 
Street Address: 425 East Ninth Street  
City, State, Zip Reno, NV 89520 
Phone, including area code: 775-348-3853 
Facsimile, including area code: 775-348-0280 
Email address: GHernandez@washoeschools.net 


Alternate Contact Information 
Name: Cheri Curtis 
Street Address: 425 East Ninth Street 
City, State, Zip Reno, NV 89520 
Phone, including area code: 775-348-0313 
Facsimile, including area code: 775-348-0280 
Email address: CJCurtis@washoeschools.net 


Project Information 
Brief description of the 
project/contract and description 
of services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


Provide WCSD with full TPA services 
and EPO network 
 


Original Project/Contract Start 
Date: 


1988 


Original Project/Contract End 
Date: 


12/31/2014 


Original Project/Contract Value:  
Final Project/Contract Date:  
Was project/contract completed 
in time originally allotted, and if 
not, why not? 


Yes 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if not, 
why not? 


Yes 


 
 



mailto:GHernandez@washoeschools.net
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PROPOSED STAFF RESUME 
 


A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: Hometown Health  


Ξ   Contractor    �   Subcontractor 
Name: Ty Windfeldt Ξ Key Personnel 


Classification: 
Vice President, Insurance 
Services # of Years in Classification: 3 years 


Brief Summary: of 
Experience: 


Dynamic 17-year senior leadership and management career pioneered in leading with 
enthusiasm and passion. Experienced in all aspects of organizational management, 
design, and innovation to create highly skilled teams to achieve results. Consistently 
evolving in a dynamic environment to increase revenue and maximize customer 
satisfaction. 


  
• Exceptionally well organized with a track record that demonstrates self-


motivation, creativity, and innovation to achieve both personal and 
professional goals. 


 
• Results oriented with consistent operational performance evaluations, 


effective communication skills, and engagement amongst multi-disciplinary 
teams. 


 
• Fiscally responsible, setting and managing quarter of a Billion dollar budget 


to maximize profitability while maintaining organizational effectiveness. 
 
 
Outstanding success in building and maintaining long term relationships with key 
decision makers, establishing large volumes of business with high profit accounts 
with high levels of retention and loyalty.


# of Years with Firm: 10 
RELEVANT PROFESSIONAL EXPERIENCE 







Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2010 – Current    
Hometown Health 
Reno, NV  
Vice President, Insurance Services 
 
Led Hometown Health to outperform in all aspects including 
profitability and growth during the country’s worst economic times. 
Generated the strongest results out of all the Accountable Groups 
within the Integrated Health System (Renown Health). Responsible 
to set strategic vision and develop business plans to ensure success.  


 
Key Achievements 


 
• Exceeded profitability targets each year achieving the 


highest profitability the organization had in its 24-year 
history. 
 


• Established core leadership team to create business plans 
and strategic direction for health care reform changes. 
 


• Secured capital budgets to invest significant resources into 
new systems for entry into the health care exchanges. 
 


• Created Healthy Tracks, a health and wellness program to 
promote health education and improvement. Enrolled more 
than 30,000 employees in less than two years.  
 


• Developed process improvement programs to maximize 
Hierarchical Condition Categories (HCC) which led to 
significant increase in revenue from CMS. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2009 – 2010    
Renown Health 
Reno, NV 
Vice President, Business Development 


 
Senior leadership position with an integrated healthcare company 
generating revenues over $1 billon and employs more than, 4,500 
people. Participation on the Presidents Council to develop strategic 
initiatives and vision for the organization. Responsible for 
exceeding organizational goals and objectives, building 
relationships to generating new business, stewardship management 
and budgeting, and overseeing high functioning, complex teams to 
maximize efficient and effective processes.  


 
Key Achievements 


 
• Redesigned organizational structure to streamline work-


flow, increasing productivity and reducing expenses by 
13%. 
 


• Developed strategic business plan to focus on initiatives 
resulting in increased market share from budgeted 
expectations. 
 


• Implemented process improvement programs that align 
workflows with organizational strategies and objectives.  
 


• Created customer satisfaction feedback tool that provides 
information to stakeholders on a timely basis to improve 
organizational effectiveness and increase sales by creating 
products and services the customer desires. 


 







Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2003 – 2009  
Hometown Health 
Reno, NV  
Sales and Service Director   
Managed and directed the departments of Sales and Marketing, 
Customer Service, Health Hotline, Provider Relations, and Printed 
Materials. Was responsible for a team of 65 individuals, including 
four managers. Provided leadership and oversight for the 
organization, which included creating and implementing strategies 
and goals to meet the revenue and growth objectives, as established 
by the Board of Directors. Designed and implemented new products 
and services to meet the needs of the customer. Worked with other 
Directors and Senior Leadership to ensure the company was 
meeting its goals and objectives.  


 
Key Achievements  


• Maintained 97% retention of all existing accounts. Created 
new sales processes to capitalize on the company’s 
strengths and leverage the local presence in service and 
product offerings.  
 


• Exceeded new business growth objectives and increased 
market share each year in the position.  
 


• Identified the need to pursue and market Workers 
Compensation administration. Worked with the team to 
create and implement a comprehensive marketing plan. 


 
EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Masters of Business Administration 
University of Phoenix 
 


Bachelor of Science 
University of Nevada 
 


Certified Health Insurance Executive 
America’s Health Insurance Plans 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Gonzalo Hernandez 
Washoe County School District 
Reno, Nevada 
775-348-3853 
ghernandez@washoeschools.net 
 
Bruce Mackay 
Eldorado Hotel & Casino 
Reno, Nevada 
775-348-9280 
mackayb@eldoradoreno.com 
 
Mike Wurm, Chief Professional Officer 
Boys & Girls Club of Truckee Meadows 
Reno, Nevada 
775-331-5437 x203 
mwurm@bgctm.org 


 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Hometown Health Providers, Inc.  


Ξ   Contractor �   Subcontractor 
Name: Dr. Linda Ash-Jackson ΞKey Personnel 


Classification: 
Health Care delivery and 
Management 


# of Years in Classification:  
30 years  


Brief Summary: of 
Experience: 


Thirty years of health care delivery and management experience marked by 
significant responsibilities and accomplishments in complex healthcare delivery 
system management for local and nationally known insurance and high tech 
companies           


 
Solid reputation for achieving quantifiable results, bottom-line improvements, defining 
opportunities, and motivating high performing medical and administrative teams 
 
Successful record in management, design, and implementation of strategic and 
operation al initiatives with the ability to manage operational level details and tasks 
as necessary 
 


# of Years with Firm: 8 Years  
RELEVANT PROFESSIONAL EXPERIENCE 


July 2013 to Present 
 
Hometown Health  
lashjackson@hometownhealth.com 
775-982-3048 
 
Ty Windfeldt, Vice President  
775-982-3105 
830 Harvard Way, Reno, NV 89502 
twindfeldt@hometownhealth.com 
 


Chief Medical Director 
 
Responsible for all medical management functions for 
the market leader for 70,000 commercial managed care 
and Medicare Advantage plan and TPA clients including 
medical policy, quality, credentialing, utilization, case 
management, disease management, ad hoc contracting, 
fraud and abuse evaluation and targeting, and pharmacy 
management for the largest provider sponsored health 
plan in Northern Nevada 
 
Oversee all medical management presented for PEBP 
members for the duration of the contract period. 
 


March 2005 to June 2013 
 
Hometown Health 
lashjackson@hometownhealth.com 
775-982-3048 
 
Ty Windfeldt, Vice President 
775-982-3105 
830 Harvard Way, Reno NV 89502  
twindfeldt@hometownhealth.com 
 


Medical Director 
 
Managed medical policy, quality, credentialing, 
utilization, case management, disease management, ad 
hoc contracting, fraud and abuse evaluation and 
targeting, and pharmacy management for the largest 
provider sponsored health plan in Northern Nevada 
Manage a staff of 50 employees 
 







May 2006-March 2009 
 
Renown Health 
 
Ron Laxton, Chief Executive Officer  
1155 Mill Street, Reno, NV 89502 
 


Utilization Management Medical Director 
 
Physician advisor for two hospitals and rehab hospital.  
Managed a staff of 65. Conducted Medical Director 
Rounds with case managers four days a week and 
Difficult Discharge meetings weekly for problem 
discharges with complex medical and funding problems 
 


EDUCATION 
Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Harvard University School of Medicine Clinical Fellow in Medicine
Boston, Massachusetts 
 
New England Deaconess Hospital Residency - Internal 
Medicine 1977-80 
Boston, Massachusetts 
 
Hahnemann Medical College and Hospital Medical Degree
Philadelphia, Pennsylvania 
 
Case Western Reserve University Bachelor of Arts - Biology
Cleveland, Ohio 
 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Max Jackson, Chief Medical Officer, Renown 
Regional Medical Center  982-4162 
mjackson@renownhealth.org 
Joe Jasmon, Managing Partner, American 
Healthcare Medical Group; 
joejasmon@gmail.com ; 904/806-9944 
Troy Smith CGI 
Vice President 
USEM Commercial Healthcare 
Troy.smith@cgi.com 
727-512-9751 
 
 
 


 



mailto:mjackson@renownhealth.org
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PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Hometown Health 


Ξ   Contractor �   Subcontractor 
Name: Sam King Ξ Key Personnel 
Classification: Chief Financial Officer # of Years in Classification: 1 yr 2 mos. 


Brief Summary: of 
Experience: 


Twenty years of experience providing financial leadership in healthcare and 
insurance business environments. Ten years in key leadership roles in the 
Northern Nevada market.  


# of Years with Firm: 7 yrs 9 mos. 
RELEVANT PROFESSIONAL EXPERIENCE 


 
09/2012 to Present 
Hometown Health 
Harvard Way, Reno, Nevada  
sking@hometownhealth.com 


 
Chief Financial Officer  
Responsible for the overall financial management of Hometown 
Health companies 


 
02/2010 to 09/2012 
Renown Health 
Mill Street, Reno, Nevada 
 
 


 
Chief Financial Officer-Renown Regional Medical 
Center 
Responsible for the financial operations of Northern Nevada’s 
largest tertiary care hospital 


 
07/2007 to 02/2010 
Saint Mary’s Reno 
Sixth Street, Reno, Nevada 
 


 
Chief Financial Officer 
Financial leadership responsibility for the integrated health network 
including Saint Mary’s Regional Medical Center, Saint Mary’s 
Primary & Urgent Care Centers and Saint Mary’s Health Plans 


 
07/2003 to 07/2007 
Renown Health 
Mill Street, Reno, Nevada 
 


 
Director of Finance  
 


EDUCATION 
Institution Name: 
City: 
State: 
Degree/Achievement: 
 


Golden Gate University                                New School for Social Research 
San Francisco                                                New York 
California                                                      New York          
Master of Business Administration              Bachelor of Arts 
 


REFERENCES 



mailto:sking@hometownhealth.com





Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Ryan Heit 
Chief Financial Officer 
Northern Nevada Medical Center 
Sparks, NV 
 
Dawn Ahner 
Chief Financial Officer, Corporate 
Renown Health 
Reno, NV 
 
Helen Lidholm 
Chief Executive Officer 
Saint Mary’s-Reno 
Reno, NV 


 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Hometown Health 


Ξ   Contractor �   Subcontractor 
Name: Theresa A Howard, RN, BSN Ξ Key Personnel 
Classification: Director, Health Services # of Years in Classification: 3 yr 1 mo 


Brief Summary: of 
Experience: 


Registered nurse working in managed care for over 25 years.  Has managed 
utilization review, case management, specialty pharmacy, IPA operations and 
risk adjustment programs as well as succeeded in meeting URAC and NCQA 
certification requirements 


# of Years with Firm: 3 yr 1 mo 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


09/2010 to present 
Hometown Health 
Linda Ash-Jackson, MD, Chief Medical Officer 
830 Harvard Way, Reno, Nv, 89502; 775-982-3039;  
toward@hometownhealth.com 
Will oversee all products presented in PEBP RFP for the 
duration of the contract period.  Services include 
utilization review, case management, appeals, as well as 
coordination of claims with current vendor, 
Healthscope. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
09/2005 to 08/2010 
North American Medical Management – 
California/PMNI 
Rod St Clair, MD, Chief Medical Officer 
3990 Concourse Way, Suite 500, Ontario, Ca  
888-313-7929 
I was the Associate Vice President of Medical 
Management overseeing the health services operations 
in 6 IPAs, specialty pharmacy, DME, and risk 
adjustment units.   Developed special needs program to 
manage in collaboration with our health plan partners. 
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
09/2003 to 9/2005 
Prescription Solutions (now known as Optum RX) 
Heidi Lew, Pharm.D. 
Carlsbad, California 
Disease Manager – worked on development, 
implementation team for specialty pharmacy Disease 
Management programs to address compliance with high 
dollar, high cost medications.   


EDUCATION 



mailto:toward@hometownhealth.com





Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


California State University, Los Angeles 
Los Angeles 
Ca. 
BSN 
Public Health Nursing; Certified Healthcare Insurance Executive 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Linda Ash-Jackson, MD 775-982-3048 
Chief Medical Officer, Hometown Health, Reno, 
Nv.  Lash-jackson@hometownhealth.com 
 
Susan Davis, RN, MSN 
Davis Group Consulting 
Costa Mesa, Ca. 949-252-5383 
Consultnurse@msn.com 
 
Nancy Clark, Business Development 
Medical Data Exchange 
Long Beach, Ca. 
562-256-3800 ext 3846 
nclark@mdxnet.com 
 
 
 


 



mailto:Lash-jackson@hometownhealth.com
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PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Hometown Health 


Ξ   Contractor �   Subcontractor 
Name: Rita M Reilly, MBA/HCM, RN Ξ Key Personnel 
Classification: Manager, Health Services # of Years in Classification: 2 yr 1 mo 


Brief Summary: of 
Experience: 


Registered Nurse with over 25 years managed care experience in the acute 
hospital, managed care organizations, and catastrophic workers compensation 
settings. Conducted enrollment/educational programs for new employer 
groups, and supervised compliance with NCQA, HEDIS, and HCFA 
guidelines for a major MCO in the Reno area.  


# of Years with Firm: 11 yrs 10 mos 
RELEVANT PROFESSIONAL EXPERIENCE 


10/2011 to Present: 
Hometown Health 
830 Harvard Way, Reno, NV 89502  
775 982-3019 
rreilly@hometownhealth.com 
 
Teri Howard, RN, BSN 
Director, Health Services 
toward@hometownhealth.com 


Manager of Health Services  
Responsible for the management, training, coordination and the 
effective outcome of the prior authorization, utilization 
management, case management, and referral activities of Health 
Services. I also act as a resource for benefit determination and 
provide  direction for appropriate disposition of clinical 
services. 


01/2002 to 10/2011 
Hometown Health 
830 Harvard Way, Reno, NV 89502 
 
Teri Howard, RN BSN 
Director , Health Services 


Nurse Case Manager 
Collaborated with multidisciplinary team members and coordinated 
case  management services for members with acute, chronic and/or 
catastrophic illness health needs for all age specific members with 
focus on promotes positive outcomes and the utilization of 
patient/member care resources in an efficient and cost-effective 
manner. 
 


08/1999 to 01/2002: 
Employers Insurance Company of Nevada 
 
Denise Weatherman, RN 
No contact number available 
Company relocated case management operations 
to Henderson, NV 


Nurse Case Manager  
Triaged medical claims and implemented plan of care to 
provide ongoing oversight of medical care for industrial 
injuries, with specialized expertise in catastrophic case 
management.  


EDUCATION 
Institution Name: 
City: 
State: 
Degree/Achievement: 
 


University of Phoenix                                     Chapman University 
Reno Campus                                                  Orange 
NV                                                                   CA 
MBA/HCM                                                     BSHS 
 
 


REFERENCES 



mailto:rreilly@hometownhealth.com





Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Teri Howard, RN, BSN 
Director of Health Services.  
Hometown Health, Reno, NV 
775 982-3039 
toward@hometownhealth.com 
 
Kathleen Reynolds, RN BSHS 
NV State Board of Nursing 
775 772-0078 
 
Barbara King, RN BS 
Former Supervisor 
gandb1418@msn.com 
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PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Hometown Health 


Ξ   Contractor �   Subcontractor 
Name: Windy Culver-Molezzo, BA, CSFS Ξ Key Personnel 
Classification: Account Manager # of Years in Classification: 4 years 


Brief Summary: of 
Experience: 


Over 20 years of health care industry experience ranging from account 
management, client/provider relations, member retention, contracting, health 
education, operation management, community relations, fundraising and 
marketing.   


# of Years with Firm: 4 years 
RELEVANT PROFESSIONAL EXPERIENCE 


12/2009 to Present: 
Hometown Health 
830 Harvard Way, Reno, NV 89502  
775 982-3128 
wculver-molezzo@hometownhealth.com 
 
Heather Reimer 
Marketing Manager 
hreimer@hometownhealth.com 


Account Manager   
Responsible for the management of self funded and 
commercial accounts.  Prepare required reports and 
attend board and insurance committee meetings unique 
to each account.  Manages implementation team for new 
clients.          


2005 – 2006: 
Center for Health & Sports Performance 
Tahoe Forest Hospital, Truckee, Ca  
 
Jayne O’Flanagan 
HR Director 
530-582-6279 
joflanagan@tfhd.com 


Director of Operations 
Managed client sales and public relations of center from 
a start-up into first year of business.  Development team 
for business plan, product line development, 
sales/marketing, retention program for over 500 
client/members. 


1995-2005: 
Occupational Health & Health Promotions  
Tahoe Forest Hospital, Truckee, Ca 
 
Chris Spencer, ANP 
Director of Community Health Services 
530-582-8233 
cspencer@tfhd.com 


Health Promotions Coordinator  
Developed innovative and strategic public health 
programs, evaluated by health outcome data for diverse 
markets:  employees, individuals, high risk groups and 
business within service area.  Managed front office daily 
operations, fundraising events, grant writing and 
coordination of nationally recognized health conference.  


EDUCATION 
Institution Name: 
City: 
State: 
Degree/Achievement: 
 


University of Nevada, Reno               Health Care Administrators Association 
Reno                                                    Minneapolis                                                        
NV                                                       MN 
BA                                                       CSFS (Certified Self Funding Specialist) 
 
 


REFERENCES 







Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Heather Reimer 
Marketing Director  
Hometown Health, Reno, NV 
T:  775 982-3129 
F:  775-982-3747 
hreimer@hometownhealth.com  
 
Heather Lunsford  
Advocacy & Program Coordinator 
American Lung Association 
T:  775-829-5872 
F:  775-829-5850 
HLunsford@lungnevada.org 
 
Holly Luna 
CFO 
Douglas County School District  
T:  775-782-5131 ext. 1615 
F:  775-782-3162 
HLuna@dcsd.nv.us 
 


 



mailto:hreimer@hometownhealth.com

mailto:HLunsford@lungnevada.org
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Renown Health
Position Description


Position Title: Case Manager - HTH
Job Code Number: 640802
Department: 500612, 510612, 510613
Position Type: 02 – Registered Nurse
Date Originated: February 1995 Date Reviewed / Revised: May 2013
HR Reviewed Date: May 2013 LG
Position Purpose:
Under the supervision of the Manager of Health Services, collaborates with their team members, and coordinates case 
management services to be provided for members with acute, chronic and/or catastrophic illness health needs for all age 
specific members.


Nature and Scope:
This position shall coordinate all components of case management to provide for individual member ’s health care needs 
thorough the continuum of care.  This includes: management in the setting of acute care (hospital), recovery care 
(Rehab/SNF), large case/chronic/ambulatory (seniors and commercial membership) and the pre-certification process.


The case manager collaborates with all medical team members throughout the continuum and educates the 
member/family on managed care issues, community resources and plan benefits.  This collaboration promotes positive 
outcomes (quality) and the utilization of patient/member care resources in an efficient and cost-effective manner within 
the benefit structure.


The scope includes potential for cross training within the continuum, of the five case management roles to cover for 
departmental vacations, illness and vacancies.


Knowledge, Skills & Abilities


Strong interpersonal communication skills both verbal and written.1.
Able to facilitate, problem solve and negotiate with members, families, providers and other health care 2.
professionals to effectively resolve patient care management issues.
Understands the Case Management process of Assessment, Planning, Intervention, Evaluation and is able to 3.
utilize these components to provide for the individual health care needs and promote positive outcomes 
(quality).
Able to organize and correlate medical data and information; put into concise reports and graphs, and 4.
correspond with others by member and/or letter. Knowledge and understanding of financial components in 
determining access and placement of the appropriate level of care.
Knowledge of applicable regulatory requirements and community resources5.
Knowledge of continuous quality improvement process.6.
Philosophy consistent with the corporate culture of Renown Health7.


This position does provide patient care.
The foregoing description is not intended and should not be construed to be an exhaustive list of all responsibilities, 
skills and efforts or work conditions associated with the job. It is intended to be an accurate reflection of the general 
nature and level of the job.


Minimum Qualifications:  Requirements - Required and/or Preferred
Education: Must have working-level knowledge of the English language, including reading, writing and 


speaking English. English.  Bachelor of Nursing Degree preferred.
Experience: Applicants with 2-3 years previous managed care and/or case management experience 


including acute hospital case management is preferred.  Minimum of one-year in hospital 
setting required.


License(s): Ability to obtain and maintain a State of Nevada Registered Nurse license.
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Certification(s): Utilization or Case Management Certification desirable.  Certification in Case Management 
(CCM), Professional Utilization Review (CPUR), Managed Care (NMCC) or ABQAUR is 
preferred.


Computer / Typing: Must possess, or be able to obtain within 90 days, the computers skills necessary to 
complete online learning requirements for job-specific competencies, access online forms and 
policies, complete online benefits enrollment, etc.
 


Essential Physical Requirements
(The physical requirements section is used to identify the primary functions of the position for the purposes of 
determining Americans with Disabilities Act accommodations, Workers’ Compensation return to work stipulations, 
ability to return to work following an accident or injury, etc. Please complete and check boxes as thoroughly and 
accurately as possible.)


It is common to encounter potential hazards in the healthcare environment. Some of these hazards could include, but are 
not limited to: radiation, toxic chemicals, biological hazards, heat, cold, noise, dust and stress. Renown Health has a 
Safety Management program in place addressing these issues.


Physical Activity
Percentage of time (equaling 100%) during the normal workday the employee is required to:
Sit: 60% Stand: 10% Walk: 20% Run:
Squat: Bend: Occ Twist: Lift: Occ
Kneel: Drive: 10% Climb: Crawl:
Reach above shoulder: Occ Other:


Tools and/or Equipment: Frequency
Occasional (01-33%) Frequent (34-66%) Continuous


(67-100%)
PC x
Telephone x
Office Equipment x


Repetitive Use of Hands and Feet:
Not Required Occasional 


(01-33%)
Frequent 
(34-66%)


Continuous 
(67-100%)


Simple Grasping X
Pushing / Pulling X
Typing / Data Entry X
Fine Manipulation X
Repetitive use of foot/feet in 
operating machine controls


X


Lifting and Carrying: 
Weight to be manually lifted each normal workday. (Occasional 1 - 33%, Frequent 34 - 66%, Continuous 67 - 100%)


Not Required Occasional Frequent Continuous
Up to 10 lbs X
Up to 20 lbs X
Up to 35 lbs X
Up to 50 lbs X
Up to 75 lbs X
Up to 100 lbs X
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Over 100 lbs X


Sensory Requirements:


Essential Functions
The ability to understand and resolve complex problems in a timely and effective manner using critical thinking skills.
The ability to keep current with new developments and acquire the needed knowledge for the position in order to keep 
skill sets up to date.
The ability to communicate clearly, timely and effectively.
The ability to come to work promptly and routinely.
The ability to routinely work under stress and to deadlines.
Must be able to direct (or receive direction) or supervise others, correctly assess patients’ conditions, and determine 
when consultation is required.
The ability to work well with others
Must have the ability to maintain emotional stability to cope with human suffering, emergencies, and other stresses.
Ability to work with constant interruptions and prioritize emergency situations is required.
Ability to maneuver throughout halls, stairways, and patient rooms in response to hospital emergencies.
Must be able to perform various sensory requirements such as; vision, speech, smell, touch, manual dexterity, fine 
motor skills, and hearing in order to access and treat patient accurately.


Job Specific Duties and Responsibilities 
This section will include the measures of success for the position. A percentage weight is given to each essential 
function.  The percentages should total 100%. The only required job specific duty and responsibility is Standards of 
Conduct and it must carry a weight of 30%. Provide specific measures of success for each Essential Function listed. At 
least one essential function should be created for every fundamental (People, Service, Quality and Stewardship). To 
assist in developing measures, consider asking, “How will I know if the employee is meeting the requirements of job 
specific responsibilities?” Or consider adding the words, “as demonstrated by...” at the end of the stated job specific 
responsibility.


Weight Score
30% Actively supports the Standards of Conduct (People)


Total points divided by 9 =          x 30% =


Comments:
20% Collaborates with members, families, providers, Health Services Team, and other health care 


professionals to provide for individual’s health needs throughout the continuum, utilizing patient 
care resources efficiently in a cost-effective manner.


Serves as a Hometown Health Resource and contact to members, providers, and health care 1.
professionals in both contracted and non-contracted settings.


1.


Assess plan of care and treatment interventions for appropriate utilization of patient care resources 2.
using Interqual/Milliman Guidelines.


2.


Ongoing evaluation and monitoring of clinical requests recommendations, interventions utilizing 3.
Interqual/Milliman Guidelines.


3.


Recommend interventions to meet discharge needs of clients to home, skilled and rehab settings.4. 4.
Coordinate, review and discuss all clients admissions to facilities, both contracted and non-5.
contracted, with the Medical Director.


5.


Reviews requests for the needs of discharged patients in collaboration with Episodic Case 6.
Managers.


6.


Act as a liaison representative for Hometown Health with community agencies and Renown 7.
Health committees.


7.


Total points divided by 7 =          x  20% =
Comments:


20% Coordinate and manage the clinical case management process to promote positive outcomes for 
clients.
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Assess and evaluate referral requests from providers for appropriateness including DME, HH and 1.
other ancillary providers.


1.


Refer all Out of Plan services to Medical Director for authorization.2. 2.
Obtain approval from plan and/or employer if plan of care interventions require variance from 3.
available benefits.


3.


Conduct on-site or telephonic concurrent review in acute, skilled, rehab and OOA facilities.4. 4.
Conduct telephonic review of provider requests for elective, out patient or home based members 5.
needs.


5.


Initiate and participate in rounds with M.D.’s and team conferences with facility health care 6.
professionals.


6.


Coordinate discharge planning for skilled and rehab clients.7. 7.
Utilized criteria to evaluate clients for referral to Recovery or Ambulatory/Long Team Case 8.
Management.


8.


Assess client needs utilizing risk screens, re-admission data and home visits.9. 9.
Evaluate plan of care and develop alternative interventions that will promote positive outcomes.10. 10.


Total points divided by 10 =          x  20% =
Comments:


10% Develop, organize and maintain processes to successfully collect data and document outcomes and 
utilization.


Documents accurately, per regulatory requirements, in a timely manner, in CSC system and 1.
generates response letters to providers and members within 48 hours timeframe.


1.


Meets standards for documentation of plan of care that identifies goals and expected outcomes.2. 2.
Recommends interventions and outcomes and provides periodic evaluation as to whether client’s 3.
health care needs are being met throughout the continuum utilizing resources efficiently in a cost 
effective manner.


3.


Reports information to QI department. (i.e. adverse outcomes, OB stats) as well as concerns 4.
about quality.


4.


Develops and maintains reports which provided information about utilization of resources, client 5.
outcomes, care costs and savings.


5.


Total points divided by 5 =          x  10% =
Comments:


10% Initiate and participate in Health Services case conferences in order to develop a plan of care, with 
interventions and expected goals and outcomes.


Demonstrates interpersonal skills which promote communication with members of the Health 1.
Services Team to better assess and identify client needs.


1.


Develop and/or participate in the plan of care that includes interventions, and evaluation of patient 2.
outcomes.


2.


Participate in development, review and revision, of case management procedures including care 3.
plan development and systems.


3.


Total points divided by 3 =          x  10% =
Comments:


10% Demonstrates professional demeanor and commitment to continuous quality improvement 
processes.


Maintains RN licensure and accreditation from professional organizations if appropriate.1. 1.
Promotes healing environment for each client.2. 2.
Commits to philosophy of case management as defined by the Director of Health Services and 3.
which promotes efficient, effective quality care.


3.


Demonstrates respect for clients, families, visitor, and professional staff through personal 4.
appearance and dress.


4.


Communicates in a positive, open and direct manner.5. 5.
Handles conflict resolution and achieves positive outcomes.6. 6.
Initiates actions in an objective manner.7. 7.
Demonstrates a willingness to participate as a member of the Health Services team.8. 8.
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Identifies problems and offers suggestions for resolution9. 9.
Responsible and accountable for all direct and indirect actions.10. 10.
Verbalizes understanding of need to manage patient care resources efficiently and in a cost 11.
effective manner.


11.


Shows a willingness to “take a risk” and try new ideas.12. 12.
Participates in the development of Renown Health.13. 13.
Accepts other duties as assigned14. 14.


Total points divided by 14 =          x  10% =
Comments:


Total Points out of 400 =


ACKNOWLEDGEMENT


I have read and understand the position description. I have reviewed all performance standards and understand that these 
standards will be used as criteria for evaluating my performance.


I hereby acknowledge that I currently hold, or will obtain within the amount of time specified, all required licensure and 
certifications listed in the minimum requirements section of the position description. I understand that it is my 
responsibility to maintain the required licensure and certifications (as applicable).


It is further understood that these requirements may be modified to reflect changes necessary in departmental and/or 
hospital needs.


Employee’s Signature: ________________________________________________ Date: 
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Renown Health 
Position Description 


Position Title: Care Coordinator RN 
Job Code Number: 640602 
Department: 200766 
Position Type: 02 – Registered Nurse 
Date Originated: November 2008 Date Reviewed / Revised:  May 2009 
HR Reviewed Date: May 2009 YJH 
Position Purpose: 
A collaborative process that assesses, plans, implements, coordinates, monitors, and evaluates options, services and 


alternative levels of care to meet an individual’s needs.  By assuming a leadership role with the interdisciplinary team, 
the Care Coordinator RN promotes appropriate utilization, high quality care and cost effective outcomes.  The Care 
Coordinator RN, is responsible for Utilization Review, performs admission and concurrent reviews using Severity of 
Illness / Intensity of Service (SI/(S) criteria by reviewing the client’s medical record and communicating with the 
physicians and payors regarding the medical necessity for services. 
Nature and Scope: 
The Care Coordinator RN has the responsibility to promote case management activities through  
the health continuum, beginning in the acute setting.  Case management begins with the 
assessment of pre-morbid health status, current medical condition and post-acute needs.  The Care Coordinator RN 
performs admission and concurrent continued stay reviews to ensure that services are being delivered at the most 
appropriate level of care to meet the client’s needs and to secure reimbursement from payers.  
 
Utilizing an interdisciplinary team approach, the Care Coordinator RN acts as a consultant and educator on matters 
referring to alternative levels of care, managed care issues, and community resources. In collaboration, to provide 
optimal patient care through, assessment, planning, implementation, and evaluation of neonatal, pediatric, adolescent, 
adult, and geriatric patients and families. This position also provides information such as certified LOS and 
reimbursement issues to physicians as needed to ensure the appropriate and timely disposition of the client to the next 
level of care.  The Care Coordinator RN monitors and documents the progress of the plan, making revisions as needed, 
to assures a smooth transition to the next level of care at the time of discharge. 
 
The Care Coordinator RN must respect beliefs and values while advocating for the client’s right to self-determination 
and to make informed choices.  
 
The Care Coordinator RN documents all chart and phone reviews, identifies and communicates potentially 
avoidable/non-reimbursed days, quality indicators (such as re-admissions) and core measures. As indicated, delivers 
non-coverage letters as set forth by payer and/or regulatory compliance. 
 
The Care Coordinator RN acquires and maintains knowledge and competencies related to the expectations of their 
position including an extensive knowledge of post-acute admission criteria (Rehab, LTAC and SNF etc.).  Practice is 
aligned with the mission, vision and goals of the Integrated Health System. She/he participates in Quality Improvement 
initiatives. 
 
This position does not provide patient care. 


The foregoing description is not intended and should not be construed to be an exhaustive list of all responsibilities, 
skills and efforts or work conditions associated with the job. It is intended to be an accurate reflection of the general 
nature and level of the job. 


Minimum Qualifications:  Requirements - Required and/or Preferred 
Education: Must have working-level knowledge of the English language, including reading, writing and 


speaking English. Appropriate education to obtain and maintain State of Nevada Registered 
Nurse licensure. Bachelor of Science in Nursing preferred. 


Experience: Minimum two years acute hospital experience, within the last 5 years required. Case 
Management, Post-Acute experience and/or UR/QA experience preferred. 


License(s): Ability to obtain and maintain a State of Nevada Registered Nurse license. 
Certification(s): National Certification  (i.e. Case Management (CCM), Professional Utilization Reviewer 


(CPUR), or Managed Care (NMCC)) preferred. Current BLS/CPR certification required. 
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Computer / Typing: Must be proficient with Microsoft Office Suite, including Outlook, PowerPoint, Excel and 
Word and have the ability to use the computer to complete online learning requirements for 
job-specific competencies, access online forms and policies, complete online benefits 
enrollment, etc. 
 


Essential Physical Requirements 
Temperature:   Normal __X__ 
 


Cold - Temperatures: From  _____  To:   _____ 
 Heat - Temperatures: From  _____  To:   _____ 
 
Humidity:   Normal __X__  Dry:   _____ 
 
Other Hazards:  Mechanical _____  Gas   _____ 
 Explosive _____  Poor Ventilation _____ 
 Biological _____  Radiation  _____ 
 Electrical _____  Chemical  _____ 
 Fumes  _____  Fire   _____ 
 Dust  __X__  Other   _____ 
 
Percent of time spent outside:    Less than 10% 
 


Protective Clothing Required: Standard precautions unless specific patient requires additional precautions.


It is common to encounter potential hazards in the healthcare environment. Some of these hazards could include, but are 
not limited to: radiation, toxic chemicals, biological hazards, heat, cold, noise, dust and stress. Renown Health has a 
Safety Management program in place addressing these issues. 


Physical Activity 
Percentage of time (equaling 100%) during the normal workday the employee is required to: 
Sit: 50% Stand: 25%  Walk: 25%  Run:  
Squat: Occ. Bend: Occ.  Twist: Occ.  Lift: Occ.  
Kneel: Occ. Drive: Occ.  Climb: Occ.  Crawl:  
Reach above shoulder: 
Occ. 


Push: Occ. Pull; Occ.  


Frequency 
Tools and/or Equipment: Occasional (01-33%) Frequent (34-66%) Continuous 


(67-100%) 
Computer  X  
Phone/Voicemail  X  
Beeper  X  
Fax  X  
Copy Machine X    
Repetitive Use of Hands and Feet: 


Not Required Occasional  
(01-33%) 


Frequent  
(34-66%) 


Continuous  
(67-100%) 


Simple Grasping   X  
Pushing / Pulling  X   
Typing / Data Entry   X  


X


Lifting and Carrying:  
Weight to be manually lifted each normal workday. (Occasional 1 - 33%, Frequent 34 - 66%, Continuous 67 - 100%) 


Not Required Occasional Frequent Continuous 
Up to 10 lbs  X   
Up to 20 lbs X    
Up to 35 lbs X    
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Up to 50 lbs X    
Up to 75 lbs X    
Up to 100 lbs X    
Over 100 lbs X    


Sensory Requirements:  
Weight to be manually lifted each normal workday. (Occasional 1 - 33%, Frequent 34 - 66%, Continuous 67-  
100%) 
Essential Functions 
The ability to understand and resolve complex problems in a timely and effective manner using critical thinking skills. 
The ability to keep current with new developments and acquire the needed knowledge for the position in order to keep 
skill sets up to date. 
The ability to communicate clearly, timely and effectively. 
The ability to come to work promptly and routinely. 
The ability to routinely work under stress and to deadlines. 
Must be able to direct (or receive direction) or supervise others, correctly assess patients’ conditions, and determine 
when consultation is required. 
The ability to work well with others 
Must have the ability to maintain emotional stability to cope with human suffering, emergencies, and other stresses. 
Ability to work with constant interruptions and prioritize emergency situations is required. 
Ability to maneuver throughout halls, stairways, and patient rooms in response to hospital emergencies. 
Must be able to perform various sensory requirements such as; vision, speech, smell, touch, manual dexterity, fine motor 
skills, and hearing in order to access and treat patient accurately. 


Job Specific Duties and Responsibilities  


This section will include the measures of success for the position. A percentage weight is given to each essential 
function.  The percentages should total 100%. The only required job specific duty and responsibility is Standards of 
Conduct and it must carry a weight of 30%. Provide specific measures of success for each Essential Function listed. At 
least one essential function should be created for every fundamental (People, Service, Quality and Stewardship). To 
assist in developing measures, consider asking, “How will I know if the employee is meeting the requirements of job 
specific responsibilities?” Or consider adding the words, “as demonstrated by...” at the end of the stated job specific 
responsibility. 


Weight  Score 
Actively supports the Standards of Conduct (People) 30% 


Total points divided by 9 =         x 30% =  


Comments: 


15% Coordinates the timely provision of cost effective care. 
1. Evaluates pro-active triggers (such as diagnosis, clinical condition, complications or costs) to identify 
potential clients suitable for care coordination intervention within one working day. 
2. Completes a thorough and systematic evaluation of client’s current status including: physical/functional, 
psychosocial, behavioral, support systems, legal and financial considerations within 48 hours. 
3. Assesses prognosis, short and long-term goals and client/provider to meet post-acute needs. 
4. Identifies and facilitates the discharge plan. 
5. Identifies and documents aberrant/avoidable days. 


Total points divided by 5 =         x 15% =  
Comments: 


15% Evaluates pre-morbid status, current medical condition and projected post-acute needs. 
1. Evaluates pro-active triggers (such as diagnosis, clinical condition, complications or costs) to identify 
potential clients suitable for care coordination intervention within one working day. 
2. Completes a thorough and systematic evaluation of client’s current status including: physical/functional, 
psychosocial, behavioral, support systems, legal and financial considerations within 48 hours. 
3. Assesses prognosis, short and long-term goals and client/provider to meet post-acute needs. 
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4. Identifies and facilitates the discharge plan. 
5. Identifies and documents aberrant/avoidable days. 


Total points divided by 5 =         x 15% =  
Comments: 


10% Collaborates within Renown and the health care community to implement and appropriate and 
comprehensive discharge plan. 
1. Collaborates with client/family, physicians, the interdisciplinary health care team and payors to identify 
options to meet ongoing health care needs on a daily basis. 
2. Initiates and participates in interdisciplinary team meetings, family conferences, medical director 
rounds, difficult discharge and staff meetings. 
3. Proactively identify issues that are, or may become, barriers to the treatment plan. 
4. Identifies funding and/or community resources available to implement the discharge plan and 
coordinates timely referrals. 
5. Facilitates problem solving and resolution of conflicts. 
6. Interacts effectively with outside review organizations, regulatory agencies, post acute providers and 
facilities. 
7. Provides information on financial resources to the business office or admitting. 


Total points divided by  7 =         x 10% =  
Comments: 


20% Demonstrates appropriate documentation and competencies. 
1. Within 24 hours of admission the Care Coordinator RN documents the initial review, assessment and 
customized discharge plan. 
2. All phone and concurrent continued stay reviews documented daily. 
3. The customized discharge plan will be initiated and printed for placement in the medical record within 
48 hours. 
4. Updates to the assessment and plan of care are ongoing and documented concurrently. 
5. No less than weekly, the Care Coordinator RN will document on the Interdisciplinary Plan of Care (Care 
Map). 
6. Documents and completes referral information including TARs, PARs and approved services forms. 
7. Evaluates service delivery through collection of discharge and outcome date by providing 
monthly/quarterly data regarding admissions, discharges, aberrant/avoidable days, discharge disposition, 
services provided and customer satisfaction and outcomes.  
8. Initiates and completes occurrence reports in an accurate and timely manner in accordance with policy.  
Evaluates and follows through as appropriate. 
9. Demonstrates competency in area of employment as evidenced by satisfactory completion of Annual 
Competency Test. 
10. Demonstrates ability to assist with complex cases. 
11. Demonstrates knowledge of regulations effecting rehabilitation, skilled, long term and home health 
care. 
12. Demonstrates competency in utilizing SI/IS criteria. 
13. Demonstrates the knowledge and skills appropriate to the age of the patient served. (See Age Specific 
Grid) 
14. Complete all In The Know posttests. 


Total points divided by 14 =         x 20% =  
Comments: 


5% Meets financial and productivity goals. 
1. Meets departmental financial goals as determined by administration for the fiscal year based on a 


rolling 12-month period. 
Total points divided by 1 =         x 5% =  


Comments: 
5% Customer Satisfaction 
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1. Patient Satisfaction Survey:  The average percentage of favorable responses for the department 
specific items on the patient Satisfaction Survey will be within the range established by 
Administration for the fiscal year. 


2. Internal Customer Satisfaction Survey: The average percentage of favorable responses on the 
house-wide Internal Customer Satisfaction Survey will show improvement from the baseline 
survey by a percentage to be determined by Administration for the fiscal year. 


3. Partner Satisfaction: The departmental average percentage of favorable responses for the 
department specific measurable goal, process or activity will be within the range established by 
the department manager/director for the fiscal year. 


Total points divided by 3 =         x 5% =  
Comments: 


Total Points out of 400 =  


ACKNOWLEDGEMENT 
 
I have read and understand the position description. I have reviewed all performance standards and understand that these 
standards will be used as criteria for evaluating my performance. 
 
I hereby acknowledge that I currently hold, or will obtain within the amount of time specified, all required licensure and 
certifications listed in the minimum requirements section of the position description. I understand that it is my 
responsibility to maintain the required licensure and certifications (as applicable). 


It is further understood that these requirements may be modified to reflect changes necessary in departmental and/or 
hospital needs.


Employee’s Signature: ________________________________________________ 
 
Date:                               
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Renown Health
Position Description


Position Title: Hometown Health Social Worker
Job Code Number: 730331
Department: 500612, 510612
Position Type: 01 – Techs/Specialists
Date Originated: July 2011 Date Reviewed / Revised: July 2011
HR Reviewed Date: July 2011
Position Purpose:
This position is responsible under the supervision of the department manager for providing patients and families with 
emotional support, advocacy as appropriate, financial information, discharge planning, and social work services.  This 
position also serves as a liaison between the medical staff and the patient/family and provides interventions designed to 
minimize patient stress and maximize coping skills to expedite recovery.
Nature and Scope:
This position provides psychosocial services to patients, families, and consultation to staff to assist in dealing with illnesses 
or injuries along the continuum of care.  This position also provides educational information and referral services to 
community resources that may assist patients/families during and after hospitalization. This position provides clinical and 
complex discharge planning for patients requiring post acute services.  Provides utilization management and discharge 
planning services for members with chemical dependency and behavioral health diagnosis.


The incumbent must provide optimal patient care through assessment, planning, implementation, and evaluation of 
neonatal, child, adolescent, adult, and geriatric patients and families.


The major challenge to this position is the ability to prioritize and assess critical situations while maintaining quality 
services under stressful conditions.  


This position has the authority to review and evaluate each case; establish work priorities; and differentiate between services 
the health plan can provide and those services, which can be provided more appropriately by the community.


The position is primarily office based.  Contact with members is primarily by phone, but can be in person as needed if 
member is hospitalized or schedules an office appointment.


This position will assist Senior Care Plus members in completion of Medicaid applications, advanced directives, and 
coordination of community resources.


Decisions referred to the manager include department policy, work and time off schedules, serious conflict with hospital 
staff, budget expenses, administrative policies, or legal matters.


KNOWLEDGE, SKILLS & ABILITIES:


Knowledge of social work skills, theories, and intervention1.
Ability to make psychosocial assessment and implement treatment plans2.
Ability to  participate in the development in collaboration with the case manager a discharge plan or care plan  3.
related to patient’s condition, and coordinate in collaboration with the case management team.  Requires knowledge 
and understanding of medical terms. 
Ability to function in crisis situations, apply independent and mature judgment, and establish priorities4.
Ability to work as a member of an interdisciplinary team, and to facilitate close working relationships and 5.
cooperation within the Health System and community.
Ability to interact effectively with persons of differing ethnic and socio-economic backgrounds6.
Demonstrate the knowledge and skills necessary to provide care, based upon the physical, motor, sensory, 7.
psychosocial, and safety needs and development, to the age of the patient served- infant to geriatric.
Skills to assist patients and families in coping with crisis situations8.
Skills to assist insureds and their families in coping with crisis situations due to health events9.
Knowledge of community resources available to meet the psychosocial needs of patients.           10.
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This position does not provide patient care.


The foregoing description is not intended and should not be construed to be an exhaustive list of all responsibilities, 
skills and efforts or work conditions associated with the job. It is intended to be an accurate reflection of the general 
nature and level of the job.


Minimum Qualifications:  Requirements - Required and/or Preferred
Education: Must have working-level knowledge of the English language, including reading, writing and 


speaking English. Master’s degree in Social Work required.
Experience: Requires minimum two years experience in the social service field. Applicants with experience 


in Healthcare settings will be given preference.
License(s): Masters prepared social worker degree at minimum.  Ability to obtain and maintain a State 


of Nevada Social Worker license. Requires valid Nevada license as an LSW, LISW, LCSW, 
LASW or is eligible for licensure in Nevada.


Certification(s):
Computer / Typing: Must possess, or be able to obtain within 90 days, the computers skills necessary to 


complete online learning requirements for job-specific competencies, access online forms and 
policies, complete online benefits enrollment, etc.


Essential Physical Requirements
It is common to encounter potential hazards in the healthcare environment. Some of these hazards could include, but are 
not limited to: radiation, toxic chemicals, biological hazards, heat, cold, noise, dust and stress. Renown Health has a 
Safety Management program in place addressing these issues.


Physical Activity
Percentage of time (equaling 100%) during the normal workday the employee is required to:
Sit: 75% Stand: 105% Walk: 15% Run: 0%
Squat: 0% Bend: Occ. Twist: 0% Lift: Occ.
Kneel: 0% Drive: 0% Climb: 0% Crawl: 0%
Reach above shoulder: 0% Other: 0%


Tools and/or Equipment: Frequency
Occasional (01-33%) Frequent (34-66%) Continuous


(67-100%)
Computer Terminal x
Telephone x
Office Equipment X


Repetitive Use of Hands and Feet:
Not Required Occasional 


(01-33%)
Frequent 
(34-66%)


Continuous 
(67-100%)


Simple grasping X


Pushing/Pulling X


Typing/Data Entry X


Fine Manipulation X


Repetitive use of foot/feet in 
operating machine controls


X


Lifting and Carrying:  
Weight to be manually lifted each normal workday. (Occasional 1 - 33%, Frequent 34 - 66%, Continuous 67 - 100%)
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Not Required Occasional Frequent Continuous
Up to 10 lbs X
Up to 20 lbs X
Up to 35 lbs X
Up to 50 lbs X
Up to 75 lbs X
Up to 100 lbs X
Over 100 lbs X


Sensory Requirements:
Speech for communication, vision for reading, hearing for communication.
Essential Functions
The ability to understand and resolve complex problems in a timely and effective manner using critical thinking skills.
The ability to keep current with new developments and acquire the needed knowledge for the position in order to keep 
skill sets up to date.
The ability to communicate clearly, timely and effectively.
The ability to develop and maintain an engaged workgroup.
The ability to ensure a quality work product is produced in the departments assigned.
The ability to come to work promptly and routinely, and to be on-premises on an unscheduled basis as required by the 
job functions and for problem resolution.
The ability to routinely work under stress and to deadlines.
The ability to manage and direct work of staff.
The ability to manage expenses to budget. 
The ability to ensure service standards are met in the departments assigned.


Job Specific Duties and Responsibilities 
This section will include the measures of success for the position. A percentage weight is given to each essential 
function.  The percentages should total 100%. The only required job specific duty and responsibility is Standards of 
Conduct and it must carry a weight of 30%. Provide specific measures of success for each Essential Function listed. At 
least one essential function should be created for every fundamental (People, Service, Quality and Stewardship). To 
assist in developing measures, consider asking, “How will I know if the employee is meeting the requirements of job 
specific responsibilities?” Or consider adding the words, “as demonstrated by...” at the end of the stated job specific 
responsibility.


Weight Score
30% Actively supports the Standards of Conduct (People)


Total points divided by 9 =          x 30% =


Comments:
15% Provides crisis intervention for patients/families in emergency situations such as grief, trauma, 


cardiac emergencies, child abuse/neglect, end of life etc.
Establishes good rapport through use of interviewing skills with patient/family in order to assess 1.
situation. MEETS STANDARDS WHEN: No more than 3 valid complaints received by 
department manager from patient/family during evaluation period.


1.


Facilitates communication between patient/family and medical team to resolve crisis situation.2.
MEETS STANDARDS WHEN: No more than 3 valid complaints are received by the 
department manager from the unit/medical team or community agency during the evaluation 
period.
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Provides initial intervention to patient/family within departmental standards. MEETS 3.
STANDARDS WHEN: Initial intervention with patient/family within 1 working day of referral 
in 95 percent of the cases, as determined by peer chart review.


3.


Completes final documentation in medical record within departmental standards. MEETS 4.
STANDARDS WHEN:  Documentation in medical record within 1 working day of service 
provided as determined by peer review.


4.


Total points divided by 4 =          x  15% =
Comments:


15% Provides psychosocial assessment and support to patients and families to assist them in dealing 
with the stress of illness/injury.


Psychosocial assessment initiated per unit specific supplement and documentation within one 1.
working day of assessment. MEETS STANDARDS WHEN: Done within standards in 95 
percent of the cases in chart review.


1.


Advocates appropriately on behalf of the patient/family with the medical team to provide the 2.
opportunity to have questions addressed about illness. MEETS STANDARDS WHEN: No 
more than 3 valid complaints are received by department manager from medical 
team/patient/family during evaluation period.


2.


Provides educational material and counseling around adjustment to illness. Demonstrates working 3.
knowledge of community resources by making appropriate referrals upon discharge. MEETS 
STANDARDS WHEN: Social Service charting indicates needs assessed for support/counseling 
in 95 percent of the cases as determined by peer chart review and educational materials provided 
to patient/family as appropriate.


3.


Total points divided by 3 =          x  15% =
Comments:


10% Functions as a member of an interdisciplinary team.
Participates in weekly Interdisciplinary and Medical Director rounds. MEETS STANDARDS 1.
WHEN:  Attends scheduled IDR rounds at least once a week 95 percent of the time and attends 
100 percent of staff meetings unless absence excused for emergency.


1.


Maintains all OLA and Departmental competencies. MEETS STANDARDS WHEN: 2.
Completed within one month of presentation.


2.


Develops effective working relationships with all members of the interdisciplinary team. MEETS 3.
STANDARDS WHEN: No more than 3 valid complaints received by department manager from 
patient/family during evaluation period.


3.


Total points divided by 3 =          x  5% =
Comments:


15% Provides discharge planning with transitional care coordination of acute chemical dependency and 
behavioral health admissions..


MEETS STANDARDS WHEN:  Available telephonically during normal business hours.1. 1.
MEETS STANDARDS WHEN: 2. 2.
Refers patients to appropriate staff for follow-up with written or verbal report. MEETS 3.
STANDARDS WHEN: Referral is made 100 percent of time.


3.


Total points divided by 3 =          x  5% =
Comments:


5% Participates fully as a member of the Health Services Department .


Attends staff meetings and departmental in-services 75 percent of the time unless excused.1. 1.


Participates in special work assignments, health fairs, hospital projects, departmental projects, 2.
etc. At least two projects a year.


2.


Orients new staff and social work interns to units. Exceeds if assigned a student.3. 3.


Demonstrates a leadership role within the department and organization by participation in 4.
additional work assignments.


4.


Total points divided by 4 =          x  5% =
Comments:
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5% Supports Customer Satisfaction


Patient Satisfaction Survey- the hospital wide patient satisfaction score within the range 1.
established by Administration for the fiscal year.


1.


Total points divided by 4 =          x  5% =
Comments:


5% Participates in financial management and productivity goals.


MEETS STANDARDS WHEN: as determined by Administration for the fiscal year based on a 1.
rolling 12-month period.


1.


Total points divided by 1 =          x  5% =
Comments:


Total Points out of 400 =


ACKNOWLEDGEMENT


I have read and understand the position description. I have reviewed all performance standards and understand that these 
standards will be used as criteria for evaluating my performance.


I hereby acknowledge that I currently hold, or will obtain within the amount of time specified, all required licensure and 
certifications listed in the minimum requirements section of the position description. I understand that it is my 
responsibility to maintain the required licensure and certifications (as applicable).


It is further understood that these requirements may be modified to reflect changes necessary in departmental and/or 
hospital needs.


Employee’s Signature: ________________________________________________ Date: 
                              







Contract: PEBP/State of Nevada 7/1/2013 to 9/30/2013


Date 
Created Date Closed Member Case Type Care Level 


Status
Case Seq 


#
 Vendor 


Negotiations 
 Averted Adm 


Savings 
 Change in Level 


of Care 


 Proposed 
Alternative 


Plan 
 Total Savings 


8/1/2013 Open BS LCM Active 1  $          58,992.00  $                  -    $                       -    $                  -    $          58,992.00 


7/1/2013 Open EB LCM Active 2  $          34,000.00  $                  -    $                       -    $                  -    $          34,000.00 


7/1/2013 Open EB LCM Active 3  $                      -    $       5,600.00  $                       -    $                  -    $            5,600.00 


9/27/2013 Open JB LCM Active 4  $                      -    $                  -    $          13,600.00  $                  -    $          13,600.00 


9/20/2013 Open CF Behavioral CM Closed 5  $                      -    $                  -    $          13,500.00  $                  -    $          13,500.00 


8/21/2013 Open MG LCM Active 6  $                      -    $                  -    $          11,480.00  $                  -    $          11,480.00 


7/1/2013 Open JC LCM Active 7  $          10,490.00  $                  -    $                       -    $                  -    $          10,490.00 


9/13/2013 Open SW Behavioral CM Active 8  $                      -    $       3,600.00  $                       -    $                  -    $            3,600.00 


8/20/2013 Open DH LCM Active 9  $          11,200.00  $                  -    $                       -    $                  -    $          11,200.00 
7/2/2013 Open AV Behavioral CM Active 10  $                      -    $       3,000.00  $                       -    $                  -    $            3,000.00 


7/1/2013 Open JC Behavioral CM Active 11  $                      -    $       2,550.00  $                       -    $                  -    $            2,550.00 


7/12/2013 Closed CY LCM Closed 12  $                      -    $       2,500.00  $                       -    $                  -    $            2,500.00 


9/27/2013 Open GD LCM Active 13  $                      -    $                  -    $                       -    $          900.00  $               900.00 


7/1/2013 Open RA Behavioral CM Active 14  $                      -    $          800.00  $                       -    $                  -    $               800.00 


8/19/2013 Open RS LCM Active 15  $                      -    $                  -    $                       -    $          220.00  $               220.00 


8/19/2013 Open JC Behavioral CM Closed 16  $                      -    $          200.00  $                       -    $                  -    $               200.00 


7/15/2013 Closed DP Behavioral CM Closed 17  $                      -    $          200.00  $                       -    $                  -    $               200.00 


7/1/2013 Open KC Behavioral CM Open 18  $                      -    $          175.00  $                       -    $                  -    $               175.00 


7/1/2013 Open AG Behavioral CM Open 19  $                      -   $150.00  $                       -    $                  -   $150.00 


9/16/2013 Closed MC Behavioral CM Closed 20  $                      -   $100.00  $                       -    $                  -   $100.00 
8/1/2013 Closed GJ Behavioral CM Closed 21  $                      -   $75.00  $                       -    $                  -   $75.00 


 $        114,682.00  $     18,950.00  $          38,580.00  $       1,120.00 


 $        173,332.00 


$173,332.00 


 $ 


Q uarterly Savings by Type


Total Q uarterly Savings


Q 1 2014 Savings 


Year to Date  Savings (Q 1 + Q 2)


Year to Date  RO I (Q 1 + Q 2 + Q 3)
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Case Management – Saving Detail for Open & Closed Cases







NEVADA UNIVERSAL  
PRIOR AUTHORIZATION AND REFERRAL FORM 


The information contained in this form, including attachments, is privileged and confidential and is only for the use of the individual or
entities named on this form. If the reader of this form is not the intended recipient or the employee or agent responsible to deliver it to the
intended recipient, the reader is hereby notified that any dissemination, distribution, or copying of this communication is strictly prohibited.
If this communication has been received in error, the reader shall notify sender immediately and shall destroy all information received.


Revised 8/2/04


HEALTH PLAN NAME & MEMBER HEALTH PLAN I.D. #:


Health Plan Phone #: 775-982-3700 Fax #: 775-982-3744


Primary Care Provider Name / Address / Phone & Fax #:


Date of Request: Requesting Provider Name:


Patient's Name & SS #:                                                                  Requesting Provider’s Address & Phone #:


Requesting Provider’s Fax #: 
 Patient's Address & Phone #:                                                       Requesting Provider’s Tax ID #:


HIPAA Provider Identification #:
Patient's DOB:                                                                                Contact Person (Name, Phone & Fax #):


Employer Group’s Name & Phone #:


Other Insurance (s):


Requesting Provider’s Signature or Stamped Signature:


Diagnosis (inc. ICD code): Procedure / Treatment Request (inc. CPT code):


Number of Treatments Requested: __________
Inpatient / Outpatient
Service Requested by Patient Yes � No 


Service Provider / Address / Phone #: Place of Service / Facility and Address:


Requested Procedure Date / Start Treatment Date:


Current Clinical Findings and Management
All procedures/treatment requested require clinical information (may use this space - also see requirements below and attach to this form):


Pertinent Attachments = Any information to support the proposed diagnosis, treatment / procedure, such as current clinical findings
(progress reports), results of laboratory testing, imaging studies (x-rays, etc.) must be submitted to prevent processing delays.


Area for internal health plan use only 
 


Authorization: Date of Authorization:


Health plan contact name & phone #: 
 


Yes � No Authorization Number:


Pended / Denied: (Reason):


*All sections of this form must be completed.
**On adverse determinations a reconsideration / expedited appeal may be requested.
This referral/authorization is not a guarantee of payment. Payment is contingent upon eligibility, benefits available at the time the service is
rendered, contractual terms, limitations, exclusions, and coordination of benefits, and other terms and conditions set forth in the Member’s
Evidence of Coverage, Certificate of Coverage, or Self Insured Employer’s Plan Documents.


Insured Name & SS #                                                                         
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08/29/2013  
 


Mary Q. 
Member 9999 
First St  
Las Vegas,  NV  89135  
 


Dear Mary Q. Member:  
 
Hometown Health has contracted with your plan administrator to review servic
for medical
authorized a request for referral to the provider indicated by 'Referred To
below. T
specified below:  


Referred By : Clark Provider, MD 
Referred To : W


 es 
ve  
'  


 
 necessity under the terms of your health plan coverage.  We ha


his referral is approved for the number of visits and date range  


illiam Provider, MD 
Phone Number : (702) 123-4567 


er 
ral
/


/2014 


s within the date range indicated, please 
f your options.  


rator  
mbursement 


is based on eligibility, deductibles and plan limits.  For information on plan 


 
Friday, 8:00 a.m. - 5:00 p.m.  


Health Services Department (202 A1 A132307) 
----------------------------------------------------------------- 


Toll Free: 888-323-1461 TTY: 711 


Referral Numb : 01-123456-789-99 
Type of Refer  : Outpatient-Other 
Approved Visits Days : 1 visit  
Date Range : 08/29/2013 - 08/29


If you cannot obtain these service
contact your re erring provider to discuss 


This approval for referral does not guarantee payment.  The plan administ
makes the final determination when the actual claim is submitted.  Rei


benefits, please contact your plan administrator.  


If you have any questions or need further information regarding this letter, 
please contact Customer Service at one of the numbers below, Monday through


Cc: Clark Provider, MD  
 


Sincerely,  


-------------


 







 
 
 
 
 


MARY Q. MEMBER  
101 FIRST STREET  
Sparks,  NV 89999 
 


Dear MARY Q. MEMBER:  


Hometown Health has contracted with your plan administrator to review services for  
 medical necessity under the terms of your health plan coverage.  We have authorized


a referral for the non-participating provider indicated by 'Referred To' below.  This
referral is approved for the number of visits and date range specified below:  


 


 
  
om 


n  


 


lease  
he numbers below, Monday through Friday, 8:00 a.m. 


(205 A4 A4831) 
----------------------------------------------------------------- 


Referred By : William Provider, MD 
Referred To : Clark A. Provider, MD 
Phone Number : (775) 329-4600 
Referral Number : 01-123456-789-99 
Type of Referral : Outpatient-Other 
Approved Visits/Days : 6 visits  
Date Range : 06/12/2009 - 12/09/2009 


If you cannot obtain these services within the period indicated by the date range, 
please contact your referring provider to discuss your options.  


This approval for a referral does not guarantee payment for services.  Your plan benefit
may require that you pay an out-of-pocket plan deductible, coinsurance, copayment,
and/or expenses exceeding usual and customary charges when you receive services fr
a  
non-participating provider.  Your plan administrator makes the final determinatio
regarding payment when the actual claim is submitted.  Reimbursement is based on  
eligibility, deductibles, and plan limits.  For information on plan benefits, please 
contact your plan administrator.  


If  you have any questions or need further information regarding this letter, p
contact Customer Service at one of t
- 
5:00 p.m.  regarding this letter  
 
 


: Clark A. Provider, MD  Cc
 
 


ncerely,  Si


Health Services Department 
-------------
Toll Free: 888-323-1461  TTY: 711 
 







 


 


 


Notice of Denial of Medical Coverage 


11/12/2013 
 


MARY Q. MEMBER 
101 FIRST STREET 
Sparks,  NV 89999 


Patient: MARY Q. MEMBER 
Policy Holder: 
ID No: 
Plan: State of Nevada PEBP 
DOB: <N/A> 


Facility: Clark A. Provider, MD 
Provider: William Provider, MD 
LOC: Outpatient-Other 
Authorization Number: 01-123456-789-99 
DOS: 06/12/2009 


Dear MARY Q. MEMBER:  


Hometown Health has contracted with your plan administrator to review services for  
medical necessity under the terms of your health plan coverage.  Your health plan  
benefit excludes services that are not medically necessary as defined in your plan.  


We have completed a review of the level of care for date(s) of service (DOS) referenced 
above.  It was determined that it did not meet the definition of medical necessity as 
a requirement of your plan for the following reason(s):  


Because our records indicate you reached your maximum benefit.  
 
Clinical criteria, in addition to an actively licensed board certified physician, were  
relied upon for the above determination.  The clinical rationale and criteria are  
available without charge upon request by calling Hometown Health at 888-323-1461.  


For certain types of determinations, the provider may request a “peer-to-peer  
conversation” within 30 calendar days of the non-certification decision, if one has not  
already occurred by calling 1-888-323-1461. Hometown Health offers providers, within 
one  
business day of a request, the opportunity to discuss the non-certification decision  
with the clinical peer reviewer who made the initial determination.  If the original  
clinical peer reviewer cannot be available within one business day, a different clinical  
peer reviewer will be made available. If a peer-to-peer conversation has already  
occurred or if the determination does not qualify for a peer-to-peer conversation, the  
appeal process is available.  


You have the right to appeal any adverse determination within 180 days of the denial. 
Contact Hometown Health at 888-323-1461 to submit your appeal request.  


You may request an expedited appeal in a situation in which an enrollee's condition  
could be anticipated to deteriorate to the point of being at risk of harm to self or  
others if not evaluated/treated within 48 hours.  Expedited appeals are completed with  
verbal notification of the determination within, seventy-two (72) hours receipt of 
the  
appeal request and written notification of the determination no later than seventy-two  
(72) hours after receipt of the appeal request.  


If the enrollee's condition is non-urgent, a standard appeal is completed within the  
following timelines.  For prospective service, a determination (including written  
notification) is completed within fifteen (15) business days of the appeal request.  For 
retrospective review, a determination (including written notification) is completed  
within thirty (30) business days of the appeal request.  







A finding of medical necessity is not a guarantee of claim payment.  The plan  
administrator makes the final determination when the actual claim is submitted.  
Reimbursement is based on eligibility, deductibles and plan limits.  If you receive  
services for unauthorized care, benefits may be reduced or denied under your health  
benefit plan.  For information on plan benefits, please contact your plan administrator.  


This letter contains individual health information from Hometown Health which may be 
confidential or privileged.  The information is intended to be for the use of the  
individual(s)/facility named above.  If you are not the intended recipient, please 
be aware that any disclosure, copying, distribution or use of the contents of this 
letter is prohibited and punishable under law.  If you have received this letter in 
error, please notify us immediately by calling 888-323-1461.  
 


Sincerely,  
Health Services Department (215 A9 A4831)  


cc: Clark A. Provider, MD  
William Provider, MD  


-------------------------------------------------------------------------------- 
Toll Free: 888-323-1461 TTY: 711 
 















































 
 
 
DATE 
 
 
NAME 
ADDRESS 
ADDRESS 
 
Dear Mr. or Ms.  NAME: 
 
As the Third Party Administrator for the Public Employees’ Benefit Program, we have 
reviewed the facts surrounding your Standard Appeal received on DATE, regarding your non-certified 
prior authorization to PROVIDER for SERVICE. 
 
After review of the information presented and the material we gathered during our investigation, it is our 
determination to uphold the original denial.  We have reviewed this case, and while we understand your 
position, based on the information available to Hometown Health at this time, this is REASON. Please 
note, Hometown Health is not stating that you cannot receive this SERVICE.  Rather, we are simply 
stating that any financial responsibility would be yours.  
  
If you feel this determination is incorrect, you have the right to request a review by an external review 
board. The Executive Officer or his designee will use all resources available, including but not limited to, 
members of the staff of the Board, third party administrator,, prescription drug administrator, internet, and 
the PEBP Master Plan Document to determine if the authorization was denied correctly. 
 
The request for Executive Officer review must be filed within (35) thirty-five days from the date of this 
letter.  Please include any additional pertinent information, which may not have been provided in your 
Standard Appeal.   
 
You will be provided, free of charge, reasonable access to, and copies of, all documents and records and other 
information relevant to the denial upon request.  You can request a complete description of the Hometown 
Health’s Appeals Procedures, free of charge.  Requests must be in writing and sent to the Customer Services 
address above. 
 
If you disagree with the determination of the 2nd Level Formal Appeal, you may have a right to bring a 
civil action under Section 502 of the Employee Retirement Income Security Act of 1974, as amended.  If 
this is an Expedited Appeal, the 2nd Formal Level Appeal is voluntary.  
 
If you have any questions or need further assistance, please do not hesitate to contact our Customer 
Services Department at 775-982-3232 or 800-336-0123. TTY users should call the State Relay at 711. 
 
Sincerely,  
 
 
 
NAME 
Director of Customer Services 
/encl. 







 
 
 
DATE 
 
NAME 
ADDRESS 
ADDRESS 
 
Dear Mr / Ms  NAME: 
 
As the Third Party Administrator for the Public Employees’ Benefits Program, we have 
reviewed the facts surrounding your Standard Appeal received on DATE.  The appeal is in 
reference to your denied authorization with PROVIDER for SERVICE. 
 
After review of the information presented and what we gathered during our investigation, a 
determination has been made to overturn the denial.  The authorization number for the service is 
[insert number].   
 
If you have any questions or need further assistance, please do not hesitate to contact our 
Customer Services Department at 775-982-3232 or 800-336-0123. TTY users should call the 
State Relay at 711. 
 
Sincerely,  
 
 
Name 
Member Appeal Specialist 
Hometown Health 
 
 
 







Contract: PEBP/State of Nevada 7/1/2013 to 9/30/2013
Date 
Created


Date 
Closed


Member Case Type Care 
Level 
Status


Case 
Seq #


 Vendor 
Negotiations 


 Averted 
Adm 
Savings 


 Change in 
Level of 
Care 


 Proposed 
Alternative 
Plan 


 Total 
Savings 


8/1/2013 Open BS LCM Active 1  $     58,992.00  $              -    $              -    $              -    $   58,992.00 


7/1/2013 Open EB LCM Active 2  $     34,000.00  $              -    $              -    $              -    $   34,000.00 
7/1/2013 Open EB LCM Active 3  $                 -    $   5,600.00  $              -    $              -    $     5,600.00 
9/27/2013 Open JB LCM Active 4  $                 -    $              -    $ 13,600.00  $              -    $   13,600.00 
9/20/2013 Open CF Behavioral CM Closed 5  $                 -    $              -    $ 13,500.00  $              -    $   13,500.00 
8/21/2013 Open MG LCM Active 6  $                 -    $              -    $ 11,480.00  $              -    $   11,480.00 
7/1/2013 Open JC LCM Active 7  $     10,490.00  $              -    $              -    $              -    $   10,490.00 
9/13/2013 Open SW Behavioral CM Active 8  $                 -    $   3,600.00  $              -    $              -    $     3,600.00 
8/20/2013 Open DH LCM Active 9  $     11,200.00  $              -    $              -    $              -    $   11,200.00 
7/2/2013 Open AV Behavioral CM Active 10  $                 -    $   3,000.00  $              -    $              -    $     3,000.00 
7/1/2013 Open JC Behavioral CM Active 11  $                 -    $   2,550.00  $              -    $              -    $     2,550.00 
7/12/2013 Closed CY LCM Closed 12  $                 -    $   2,500.00  $              -    $              -    $     2,500.00 


9/27/2013 Open GD LCM Active 13  $                 -    $              -    $              -    $      900.00  $        900.00 
7/1/2013 Open RA Behavioral CM Active 14  $                 -    $      800.00  $              -    $              -    $        800.00 
8/19/2013 Open RS LCM Active 15  $                 -    $              -    $              -    $      220.00  $        220.00 
8/19/2013 Open JC Behavioral CM Closed 16  $                 -    $      200.00  $              -    $              -    $        200.00 
7/15/2013 Closed DP Behavioral CM Closed 17  $                 -    $      200.00  $              -    $              -    $        200.00 
7/1/2013 Open KC Behavioral CM Open 18  $                 -    $      175.00  $              -    $              -    $        175.00 
7/1/2013 Open AG Behavioral CM Open 19  $                 -   $150.00  $              -    $              -   $150.00 
9/16/2013 Closed MC Behavioral CM Closed 20  $                 -   $100.00  $              -    $              -   $100.00 
8/1/2013 Closed GJ Behavioral CM Closed 21 $                 -   $75.00 $              -    $              -   $75.00 


 $   114,682.00  $ 18,950.00  $ 38,580.00  $   1,120.00 
$ 173,332.00 


Quarterly Savings by Type
Total Quarterly Savings


Case Management – Saving Detail for Open & Closed Cases


$ 3,33 00
$173,332.00 


 $ 


Rpt #: Page 1 of 1 Run Date: 11/08/2013


Q y g
Q1 2014 Savings 
Year to Date Savings (Q1 + Q2)
Year to Date ROI (Q1 + Q2 + Q3)







NEVADA UNIVERSAL  
PRIOR AUTHORIZATION AND REFERRAL FORM 


The information contained in this form, including attachments, is privileged and confidential and is only for the use of the individual or
entities named on this form. If the reader of this form is not the intended recipient or the employee or agent responsible to deliver it to the
intended recipient, the reader is hereby notified that any dissemination, distribution, or copying of this communication is strictly prohibited.
If this communication has been received in error, the reader shall notify sender immediately and shall destroy all information received.


Revised 8/2/04


HEALTH PLAN NAME & MEMBER HEALTH PLAN I.D. #:


Health Plan Phone #: 775-982-3700 Fax #: 775-982-3744


Primary Care Provider Name / Address / Phone & Fax #:


Date of Request: Requesting Provider Name:


Patient's Name & SS #:                                                                  Requesting Provider’s Address & Phone #:


Requesting Provider’s Fax #: 
 Patient's Address & Phone #:                                                       Requesting Provider’s Tax ID #:


HIPAA Provider Identification #:
Patient's DOB:                                                                                Contact Person (Name, Phone & Fax #):


Employer Group’s Name & Phone #:


Other Insurance (s):


Requesting Provider’s Signature or Stamped Signature:


Diagnosis (inc. ICD code): Procedure / Treatment Request (inc. CPT code):


Number of Treatments Requested: __________
Inpatient / Outpatient
Service Requested by Patient Yes � No 


Service Provider / Address / Phone #: Place of Service / Facility and Address:


Requested Procedure Date / Start Treatment Date:


Current Clinical Findings and Management
All procedures/treatment requested require clinical information (may use this space - also see requirements below and attach to this form):


Pertinent Attachments = Any information to support the proposed diagnosis, treatment / procedure, such as current clinical findings
(progress reports), results of laboratory testing, imaging studies (x-rays, etc.) must be submitted to prevent processing delays.


Area for internal health plan use only 
 


Authorization: Date of Authorization:


Health plan contact name & phone #: 
 


Yes � No Authorization Number:


Pended / Denied: (Reason):


*All sections of this form must be completed.
**On adverse determinations a reconsideration / expedited appeal may be requested.
This referral/authorization is not a guarantee of payment. Payment is contingent upon eligibility, benefits available at the time the service is
rendered, contractual terms, limitations, exclusions, and coordination of benefits, and other terms and conditions set forth in the Member’s
Evidence of Coverage, Certificate of Coverage, or Self Insured Employer’s Plan Documents.


Insured Name & SS #                                                                         
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November 21, 2013 
 
 
 
 
INETICO utilizes the INETIPASS system which is wholly proprietary to INETICO, Inc. 
 
 


 
 
 
This IT platform was designed and built by our internal team of IT programmers 
and developers, and is maintained by that same team. 
 
 
User licensing is not required for our clients who access the system. 
 
 
User licensing is not required for our internal users. 
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3. SCOPE OF WORK  
 


The Public Employees’ Benefits Program (PEBP) is seeking a vendor that will work in partnership 


with PEBP and other PEBP vendors to assure the continued success of the PEBP CDHP.  Vendors 


are required to duplicate the level of service presently offered to the participants of the PEBP 


CDHP.  This does not, however, preclude proposing vendors from presenting alternative solutions 


that relate to Utilization Management and Large Case Management services.   
 


UM services shall include, but will not be limited to, the following: 


 


 Utilization management and large case management;  


 Pre-certification of specified medical services to determine medical necessity; 


 Concurrent and retrospective review; and  


 Management reporting. 
 


PEBP oversees the administration of the CDHP medical and dental plans.  The medical plan 


requires the services of a Utilization Management (UM) vendor to provide pre-certification 


services, utilization management, large case management, and other medical management services 


for the participants of the PEBP CDHP as described in this RFP.   
 


3.1 CURRENT PLAN CENSUS  
 


The CDHP plan covers all eligible State employees, certain non-state local government 


agencies, full-time employees of the Nevada System of Higher Education, and members of 


the Nevada Senate and Assembly.  Dependents of the above-mentioned groups may also 


be covered.  Benefits are also extended to retirees who are receiving benefits from 


specified public retirement systems, their surviving spouses, and/or eligible dependent 


children. 
 


As of August 1, 2013, PEBP has approximately 42,183 plan participants who include 


active and retired individuals from the state and from several local government employers. 


Of those, 19,332 have elected the self-funded medical Consumer Driven Health Plan 


(CDHP) and dental PPO Plan; 11,146 participants have elected coverage from a Health 


Maintenance Organization (HMO) for medical benefits; and 9,761 participants are on the 


Medicare Exchange for medical benefits.  Only those participants and their covered 


dependents enrolled in the CDHP are eligible for utilization management/large case 


management as defined under this contract.   
  


 


 


   
Primary 


 
Dependents 


 
Total 


State Active             


  CDHP 


 


14,754 


 


13,095 


 


27,849 


Non-state Active             


  CDHP 


 


7 


 


6 


 


13 


State 


Retiree               


  CDHP 


 


2,866 


 


1,168 


 


4,034 


Non-state Retiree             


  CDHP   1,705   244   1,949 


 


       Totals 


  


19,332 


 


14,513 


 


33,845 
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3.2 CURRENT PEBP VENDORS  
 


 HealthSCOPE Benefits - Third Party Claims Administrator, HSA and HRA  


Administrator (CDHP), FSA Administrator, National Medical PPO Network; 


 


 Catamaran Rx - Pharmacy Benefits Manager (CDHP); 


 


 Walgreens Pharmacy and Walgreens Specialty Pharmacy – Subcontractor of 


Catamaran Rx for mail order and specialty drug services; 


 


 Extend Health - Medicare Exchange and HRA Administration for participants on the 


Exchange; 


 


 Sierra Healthcare Options and Hometown Health Providers – Nevada Statewide 


Medical PPO Network (PPO Plan); 


 


 Diversified Dental Services - Dental PPO Network (HMO and CDHP); 


 


 Health Claim Auditors - Health Plan Auditor services (Excludes HMO vendors); 


 


 Aon Hewitt - Actuary/ Consultants; 


 


 Hometown Health Plans – Northern Nevada HMO; 


 


 Health Plan of Nevada - Southern Nevada HMO; and 


 


 Hometown Health Providers - Utilization Management, Large Case Management. 


 


3.3 UTILIZATION MANAGEMENT, CASE MANAGEMENT, AND PRE-


CERTIFICATION 


 


Please refer to PEBP’s Master Plan Document (MPD) for a complete list of services that 


require pre-certification at www.pebp.state.nv.us.  Please note that the MPD posted on the 


PEBP website is indicative of the current plan year only. 


 


3.3.1 The plan’s current utilization management program includes the following 


services: 


 


3.3.1.1 Case management and large case management; 


 


3.3.1.2 All elective inpatient hospital admissions, including planned use of 


a hospital for a dental purpose; 


 


Exception: a pregnant mother does not need to notify the UM 


company about the admission for delivery unless the stay will 


exceed 48 hours for a vaginal delivery or 96 hours for a C-section. 


 


3.3.1.3 All admissions to a skilled nursing facility or sub-acute facility; 


 



http://www.pebp.state.nv.us/
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3.3.1.4 All admissions to any hospital or rehab facility for rehabilitation 


therapy; 


 


3.3.1.5 All organ/tissue pre-transplantation related expenses, including the 


admission for transplantation services; 


 


3.3.1.6 Foot surgeries such as bunionectomy, correction of hammer toes, or 


corrective procedures on metatarsals, phalanges (toes), 


metatarsophalangeal joint, and interphalanageal joint;  


 


3.3.1.7 Carpal tunnel surgery; 


 


3.3.1.8 Genetic testing and/ or counseling for, but not limited to 


amniocentesis, chorionic villus sampling (CVS), alphafetoprotein 


(AFP), BRCA1 and BRCA2, and apo E; 


  


3.3.1.9 Weight-loss surgery; 


  


3.3.1.10 All spinal surgeries, inpatient or outpatient, to include but 


not limited to laminotomy, discectomy, stereotaxis and 


neurostimulators; 


 


3.3.1.11 Dialysis- Inpatient and Outpatient; 


 


3.3.1.12 Cardiac Pace Makers; 


 


3.3.1.13 Illnesses requiring chemotherapy; 


 


3.3.1.14 Any procedure that might be deemed to be experimental 


and/or investigational; and 


 


3.3.1.15 Durable medical equipment when the cost is expected to 


exceed $1,000.00. 


 


3.4 MANAGEMENT REPORTING 


 


3.4.1 The UM vendor must provide management reports in a form and content 


approved by PEBP.  These reports will be provided at PEBP’s request in a hard 


copy and/or electronic media format to PEBP and PEBP’s actuary/consultant 


when requested.  PEBP is looking to its vendors to propose reporting that could 


best meet the needs of the State and the program. 


 


3.4.2 UM vendor must provide access to the UM vendor’s web-based reporting tools to 


assigned PEBP staff.   


  


3.4.3 The UM vendor must also have the capability to provide ad hoc reports at 


PEBP’s request at no additional cost.  Proposing vendors should include sample 


copies of reports as an attachment to their proposals. 
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3.5 VENDOR STAFFING 


 


The UM vendor must maintain sufficient staff to meet the needs of PEBP and PEBP 


participants, including but not limited to the following: 


 


3.5.1 An account manager, whose primary responsibility is PEBP; 


 


3.5.2 Registered nurses, whose primary responsibility is PEBP; and   


 


3.5.3 Technicians whose primary responsibility is to assist PEBP staff, PEBP 


participants, and PEBP providers with answers to questions.   


 


3.5.4 Nursing licensure requirements may be required in all 50 states.  Vendors are 


encouraged to review current licensing capabilities and compare them with the 


requirements in the State of Nevada www.nursingboard.state.nv.us. 


 


3.6 QUALITY ASSURANCE 


 


The UM vendor is responsible for internal quality control processes to regularly evaluate 


the performance and accuracy of the services provided.  Findings of internal quality control 


evaluations will be provided to PEBP and will be included in quarterly reports provided to 


the PEBP Board.  INETICO, Inc holds quarterly Quality Assurance meetings per URAC 


standards.  Current processes and Quality Improvement Projects (QIP) are reviewed at 


this time by the committee.  
 


3.7 UTILIZATION REVIEW AND PRE-CERTIFICATION APPEAL RESOLUTION 


 


The UM vendor is responsible for adhering to an appeal process certified by an accredited 


organization such as URAC.  The current appeal process is outlined in PEBP’s Master Plan 


Document (MPD) found at www.pebp.state.nv.us.  INETICO, Inc. employs the appeal 


processes per our URAC accreditation. 


 


3.8 NOTIFICATION OF SUB-CONTRACTORS 


 


3.8.1 Disclosure of the names of all vendor subcontractors, as well as the physical 


locations where PEBP data is maintained and/or stored, must be communicated to 


PEBP at least 60 days prior to contract implementation.   


3.8.1.1 Implementation will not be permitted until PEBP has provided 


written authorization to the vendor.   


 


3.8.1.2 Failure of the vendor to notify PEBP of a change to (or addition of) 


an authorized subcontractor may result in a financial penalty.   


 


A.  The financial penalty is identified in the Performance Standards, 


Guarantees, and Penalties section of the RFP (Section 3.19.1).  


 


B.  Failure to disclose a subcontractor or other entity at least 60 days 


prior to the subcontractor or other entity having access to PEBP 


data will result in a penalty of 5% of the vendor’s previous 


year’s billed administrative charges per occurrence.  Should 



http://www.nursingboard.state.nv.us/

http://www.pebp.state.nv.us/
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subsequent billed charges not be sufficient to cover the penalty 


in full, the balance will be billed by PEBP and considered due 


upon receipt.  Vendors must indicate their organization’s 


acknowledgement of this requirement. 


 


3.9 COLLABORATION WITH PEBP AND PEBP VENDORS 


 


3.9.1 The UM/CM vendor will be required to allow PEBP’s Third Party Administrator, 


HealthSCOPE Benefits, view-only access to its Utilization Management/Case 


Management IT system on a real-time basis. 


 


3.9.2 The UM/CM vendor will be required to set up an electronic interface with 


PEBP’s Third Party Administrator, HealthSCOPE Benefits, for daily feeds of 


pre-certifications and authorizations. 


 


3.9.3 The UM/CM vendor will be required to host bimonthly calls with PEBP and 


other vendors as identified by PEBP for status reports on participants enrolled in 


large case management.   


 


3.9.3.1 As the host, the UM/CM vendor agrees to provide a toll-free 


number and passcodes for PEBP approved vendors to access the 


bimonthly calls.  These calls will allow for PEBP and its vendors to 


collaborate on the direction of care and provide solutions to any 


issues that may be identified.   


 


3.9.3.2 Before each call, the UM/CM vendor will send via secure email, a 


large case management report to PEBP and its participating 


vendors in a format approved by PEBP.  The report will include, 


but not be limited to, the names of the individual patients who are 


under large case management, ID number of primary PEBP 


participant, the diagnosis(es), current treatment, and place of 


treatment.  The discussion will include: 


 


A.  The case manager’s recommendations (if any) for treatment 


based on the unique needs of each PEBP participant enrolled in 


large case management; 


 


B.  Any claim payment issues the participant may have experienced 


to allow PEBP’s Third Party Administrator, HealthSCOPE 


Benefits, the opportunity to resolve; and 


 


C.  Any prescription drug issues the participant may have 


experienced to allow PEBP’s pharmacy benefit manager, 


Catamaran, the opportunity to resolve. 


 


3.9.4 There may be instances where a Letter of Agreement is warranted for services 


provided, for example, at an out-of-network provider.  The UM/CM vendor 


understands that PEBP and its third party administrator, HealthSCOPE Benefits, 


will have full discretionary authority to determine the level of benefits that will 
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be provided.  Please indicate your organization’s ability to provide these services 


with these requirements. 


 


3.9.5 PEBP contracts with a health plan auditor to perform routine audits on behalf of 


PEBP.  PEBP and its health plan auditor will comply with all applicable 


confidentiality laws and will not reveal any confidential information acquired as a 


result of the audit.  PEBP has the right to review/audit records for the entire term 


of the contract without limitation. Any information, documents, etc., which the 


UM/CM vendor may deem as containing “trade secrets” or “proprietary 


information” will not preclude an examination of such items through the audit 


process.  Please indicate that your organization would agree to this condition. 


  


 


3.10 REVIEWED CASES  


 


For the time period of July 1, 2012, through June 30, 2013, the current UM vendor 


provided the review services for PEBP as detailed in Attachment L – UM-CM Vendor 


Report Format. 


 


3.11 CARE COORDINATION 


 


3.11.1 Case Management and Large Case Management 


 


Case management is a collaborative process which assesses plans, implements, 


coordinates, monitors, and evaluates options and services to meet an individual’s 


health needs through communication and available resources to promote quality 


and cost-effective outcomes.   


 


3.11.1.1 How long has your organization provided case management 


services?  Eight Years (8)  


 


3.11.1.2 What location will house the staff (including nurses) that will 


be responsible for PEBP’s case management?  INETICO, Inc.  


Corporate Offices - Tampa, Florida.  This location houses our 


Care Management Executive & Support Team, as well as 


Utilization Management.  Many of our nurse care managers work 


remotely from their homes which is made possible by our 


proprietary web-based INETIPASS Claims & Care Management 


system.  This home-based nursing model gives INETICO the 


opportunity to hire/place additional staff near plan populations, 


as well as maintains uniformity in system use, case management 


styles and client reporting.  INETICO, Inc. will place nursing 


staff locally in Nevada to service this contract. 
 


3.11.1.3 Does your organization provide telephonic case management 


services, onsite case management, or a combination of both?  Both.   


INETICARE provides a majority of our case management 


services telephonically, but do provide onsite staffing per client 


request or as deemed appropriate. 
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3.11.1.4 Please describe in detail your organization’s criteria for 


general case     management services.  Examples of general case 


management instances are provided below.  The following 


information should be included as an attachment to your proposal: 


See Attachment 3.11.1.4 


 


A.  Opportunities to transfer patients to facilities offering an 


appropriate level of care more cost effectively; 


 


B.  Meeting durable medical equipment needs;  


 


C.  Planning for hospital discharges; 


 


D.  Coordinating home health care needs; 


 


E.  Coordinating hospice care; and 


 


F.  Coordinating community based services. 


 


3.11.1.5 Please describe in detail your organization’s criteria for large 


case management.  This information should be included as an 


attachment to your proposal.  Examples of potential large case 


management instances are provided below:  


See Attachment 3.11.1.5 


 


A.  Repeated in-patient admissions, excessive length of stay, or 


frequent treatment;  


 


B.  Potentially large-dollar claims; 


 


C.  Chronic or progressive disease;  


 


D.  Lack of qualified care-givers in the home setting; 


 


E.  Multiple diagnoses; 


 


F.  Acute or subacute rehabilitation of physical, speech, or 


occupational therapies which exceed three (3) months of 


treatment; 


 


G.  IV therapy or parenteral nutrition;  


 


H.  Severe injuries; and  


 


I.  Non-compliance with medical treatment plan as prescribed by 


physician or other health care provider. 
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3.11.1.6 Does your organization allow self-referrals for large case 


management?  Yes. Will your organization allow PEBP to refer 


covered individuals for large case management?  Yes.  These 


services shall be provided at no additional cost.  Confirmed - no 


additional cost. 
 


3.11.1.7 Please describe your organization’s philosophy regarding 


large case management.  For example, is the goal of your 


organization to assist with restoration of the patient health and 


function, management of outcomes, and prevention of primary and 


secondary complications? 


The following objectives are designed to meet the three main 


goals of INETICARE’s Case Management.  These goals are:  1)  


the assurance of quality of care, 2) the assurance of quality of 


life, and 3) the promotion of the appropriate use of health care 


resources. 


 


- Early intervention to improve ability to impact course of 


treatment 


- Access to pre-negotiated discounts through previously 


arranged PPO’s 


- Aggressive fee negotiation for care not covered through 


prior financial arrangements to achieve further unit cost 


control 


- Proactive case management yielding improved case results 


- Greater continuity and integration of management of cases 


by eliminating the barriers between utilization management 


and case management 


- Matching of providers with the specific treatment needs of 


the patient 


- Management of treatment within benefit plan limitations, 


optimizing these benefits 


- Appropriate identification of cases 


- Timely communication regarding case status 


  


Implementing INETICARE’s Care Management program will 


assure quality care, maximize recovery, minimize complications, 


permit informed decision making by the payer and by the plan 


participant, optimize benefit allocation, minimize future claims, 


and decrease disability time. 


 


Please describe your organization’s philosophy in detail, explaining 


how your organization maintains its philosophy and achieves 


maximum outcomes for complicated large cases. 


 


INETICO’s Philosophy is “To Improve the Fiscal Health of the 


Health Plan and the Clinical Health of the Plan Members”.  By 


utilizing all the resources made available to them, internally and 


within the healthcare and patient communities, the nurse care 
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managers work to find the most appropriate and efficient level of 


care in order to meet the goals identified in the care plan for that 


member, as well as the overall financial goal for the plan.  The 


entire INETICARE TEAM is continually working as patient 


advocates, taking into consideration what is the absolute best 


solution for the patients individual situation, and then work 


diligently to achieve those outcomes.  


 


3.11.1.8 Please describe in detail how your organization coordinates 


transplant cases.  This information should be provided as an 


attachment to your proposal.  


 


All of INETICO, Inc.’s case managers are certified in transplants 


through the Interlink Health Services, Advanced Achievement in 


Transplant Management. The nurse care manager will evaluate 


the transplant to determine if the proposed transplant is the most 


appropriate and cost effective treatment, comparing all available 


options against each other to determine the best option for the type 


of transplant being proposed. All transplant cases will be review by 


a physician prior to approval.  The nurse care manager will 


evaluate the most cost effective network available to the member to 


obtain the best pricing possible and present this to the health plan 


and stop loss carrier as appropriate.  Centers of Excellence will be 


utilized whenever possible.  The member will remain in case 


management throughout the transplant and post-operative phase.  


The nurse care manager will also work with the family and local 


resources to provide a comprehensive plan of treatment, support 


and recovery. 


 


3.11.1.9 PEBP’s third party administrator coordinates transplant 


services with recognized Centers of Excellence.  Does your 


organization work with a Centers of Excellence referral program?  


Yes.  INETICARE works with NCE for transplants, cancer, 


pediatrics and other specialties.  Will your organization agree to 


work in cooperation with PEBP’s third party administrator assisting 


the participants who require care at a Center of Excellence?  Yes.  


INEICARE will work with PEBP, and the Center of Excellence, 


on defining the criteria and developing the process for accessing 


care through this network.  That process would then be 


implemented within our INETICARE staff.  
 


3.11.1.10  For an account the size of PEBP, how many covered 


individuals would your organization expect to meet large case 


management criteria?  An estimate would be between 0.3% to 


1.0%, but depends greatly on the demographics of the plan 


population.   
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3.11.1.11  Please describe in detail how your organization’s case 


managers would interact with patients, patients’ families, and 


PEBP.  


PATIENTS – Initially, INETICARE would work with PEBP to 


ensure that appropriate introductions to and information about 


INETICARE services was jointly distributed to the plan member 


to build familiarity and begin the process of creating trust and 


confidence in the services provided.  Our care managers would 


reach out to the members as identified for program involvement 


in a variety of ways including initial letters of introduction and 


phone calls and initial letters of introduction to engage the 


member and acquire consent or program participation agreement, 


explaining how the care manager can assist with their particular 


situation and needs.  Once engaged, a series of phone calls, 


mailings, educational materials, coordination of local support 


services, etc. will be maintained based on the acuity of the 


patients needs.  INETICARE has specific timelines/actions for 


reaching out and engaging potential program participants and 


those can be customized to fit the needs of PEBP to help reach 


the goals of the plan and plan members. 


 


PATIENTS FAMILIES – INETICARE care managers will 


contact and engage the patient family as deemed necessary for the 


benefit of the patient, and/or on the patient’s request.  The family 


entity can often be a critical support component and driving force 


behind the management of the patient’s health and coaching in 


the needs of the patient will help the family understand the 


condition and consequences. 


 


PEBP – PEBP has the final approval of opening all cases in case 


management.  The process for interacting with PEBP would be 


determined at the onset of the program.  The nurse care 


managers are 100% accessible to PEBP via phone, email and 


their case activity is instantly available to view through the 


INETIPASS system.  All case notes and nurse activity, including 


all related claims, medical documents, pharmacy information, etc. 


are also housed and accessible via INETIPASS. 


 


3.11.1.12  Please describe in detail how your organization’s case 


managers will interact with PEBP staff.  Under what circumstances 


does your organization expect to interact with PEBP staff?  


INETICARE care managers and their activity are 100% 


transparent via the case summary, detail pages and case notes 


contained within INETIPASS.  The appropriate PEBP staff will 


have access to this information 24/7.  Our care managers are 


accessible by phone or email to answer any questions you may 


have on a case.  All reporting is also contained within 


INETIPASS and fully accessible.  As mentioned above, PEBP 


has final authority on opening cases and would communicate 


with INETICARE for this activity.  Upon the initial discussions to 
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set up your programs and preferences, our staff will interact with 


PEBP daily through the INETIPASS system and via daily email 


precertification reports.  In addition, per program design, contact 


will be made immediately for notification of items deemed of 


critical importance.  Regularly scheduled case reports will be 


created and notification sent.  Quarterly reports will be generated 


and scheduled for review with your account manager. A weekly 


call can also be scheduled.  
 


3.11.1.13  Please describe in detail the qualifications that your 


organization requires of your case managers. 


Case Manager Requirements 


 Minimum of 3 years nursing experience in an acute care 


or relevant setting. 


 Registered Nurse licensure with active and unrestricted 


license to practice in the state of primary residence and 


multistate licensure when applicable 


 Additional state licensures may be required 


 Certification in appropriate field of expertise (i.e.: 


Certified Case Manager, Chronic Care Professional), 


preferred, but required within 4 years of employ per 


URAC guidelines. 


 


3.11.1.14  What is your ratio of licensed staff to total covered lives? 


8,000 total lives per CMFTE. We strive to maintain case loads of 


50-55 per FTE ensuring the time necessary to provide quality, 


individualized, proactive care to each participant. 


 


3.11.1.15  At what point during a hospital admission is discharge 


planning initiated?  Upon Admission.  Please describe your 


organization’s involvement with hospital discharge planning.  It is 


one of the goals to begin analyzing the case immediately and 


begin discharge planning and/or step-down care options to 


enhance the patient quality of care and reduce the overall 


expense to the plan.   


Discharge Planning 


 UM & CM Nurse Care Managers begin discharge 


planning prior to admission, continues until a firm 


discharge plan is in place, and concludes only when the 


patient’s discharge planning needs have been fully 


addressed. 


 The Utilization Review nurse shall work with the provider 


to ensure that the patient is transitioned to a less acute 


environment in a safe and timely manner. 


 The UR Nurse (care manager) works with case managers, 


disease case managers, and discharge planners at 


hospitals to ensure that the patient has his/her care, 


equipment, supplies, and medication addressed to ensure a 


successful recovery. 
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3.11.1.16  How does your organization calculate return on investment 


for case management expenses?  Within INETIPASS, each case 


will have an ROI (Return on Investment) calculator that rolls up 


expenses and savings to provide you with a live look at what is 


happening with the cost ratio for that case.  The expenses and 


“hard-dollar” savings are detailed for your review.  Expenses and 


savings must be justified in order to be included in the ROI 


calculation, providing you with a realistic number based on 


actual costs and actual hard-dollars saved.  Please provide a 


sample copy of your organization’s return on investment report as 


an attachment to your proposal.  See Attachment 3.11.1.16 


 


3.11.1.17  Is your organization’s case management service for 


behavioral health and substance abuse managed by a separate 


subcontracted vendor and/or provided at a different location from 


the location indicated in section 3.10.1.2?  No.  INETICARE does 


not subcontract for any of our core Care Management services.   
If yes, is the case management protocol different from other general 


case management services?  Please describe the differences, if any.  


N/A 
 


3.11.1.18  If your organization does not contract with a separate 


behavioral health and substance abuse case management vendor, 


please describe your organization’s protocol for managing these 


cases, or indicate if behavioral health/substance abuse protocol is 


the same as for other care management services. This information 


may be provided as an attachment to your proposal.  The protocol 


will be the same, however INETICARE will utilize behavioral 


health specialty match physician reviewers as appropriate. 
 


3.11.1.19  Many PEBP participants reside outside of the state of 


Nevada, requiring licensed case management nurses in all states 


where PEBP participants reside.  Please indicate any state(s) in 


which your organization does not currently have a licensed case 


management nurse.  When awarded the contract, INETICARE 


will obtain the appropriate state licensures as identified through 


the plan member eligibility prior to the start date of the contract if 


they are not already in place.   
 


3.11.2 Pre-certification 


 


Pre-certification is the review of "need" for an inpatient hospital admission or 


other specified medical services before the services are rendered by a healthcare 


provider.  For a list of services that currently require a pre-certification, please 


refer to PEBP’s Master Plan Document located on the PEBP website at 


www.pebp.state.nv.us. 


 


 


 



http://www.pebp.state.nv.us/
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3.11.2.1 Describe your organization’s process for managing inpatient 


hospital pre-certification requests.  We are URAC accredited and 


follow the standards for providing precertification of plan 


specified requirements.  All requests are reviewed utilizing 


Milliman Care Guidelines.  In the event the guidelines are not 


met, the UM nurse forwards the information to the reviewing 


physician to determine the medical necessity.  If the requested 


service does not meet the guideline, the reviewing physician will 


contact the attending physician to discuss the case (peer to peer).  


If the reviewing physician continues to indicate the guidelines are 


not being met, we will issue a non-certification letter.  The letter 


will include instructions for initiating an appeal. 


 


3.11.2.2 What is the average length of time for your organization to 


pre-certify inpatient hospital admissions?  24 to 48 hours.  Our 


precertification process is usually the same day and the precert 


process also takes into consideration the “urgency” of the request 


and our team responds accordingly. 


 


3.11.2.3 Describe your organization’s process for managing 


outpatient surgery pre-certification requests.  We are URAC 


accredited and follow the standards for providing precertification 


of plan specified requirements.  All requests are reviewed utilizing 


Milliman Care Guidelines.  In the event the guidelines are not 


met, the UM nurse forwards the information to the reviewing 


physician to determine the medical necessity.  If the requested 


service does not meet the guideline, the reviewing physician will 


contact the attending physician to discuss the case (peer to peer).  


If the reviewing physician continues to indicate the guidelines are 


not being me, we will issue a non-certification letter.  The letter 


will include instructions for initiating an appeal. 


 


3.11.2.4 What is the average length of time for your organization to 


pre-certify outpatient surgical services?  24 to 48 hours.  Our 


precertification process is usually the same day and the precert 


process also takes into consideration the “urgency” of the request 


and our team responds accordingly. 


 


3.11.2.5 Does your organization refer to established medical necessity 


guidelines for pre-certification, such as those published by 


Milliman?  Yes.  INETICARE follows Milliman Care Guidelines. 


 


 


 


 


 


 


 







Utilization Management and RFP 3084 Page 22 of 77 


Large Case Management  Services 


3.11.2.6 How are pre-certifications accepted?  Please complete the 


following table by double-clicking the appropriate responses below.     


 


Method Accepted 


Telephone Yes   No 


E-mail/Internet Yes   No 


Facsimile Yes   No 


Regular mail Yes   No 


Other (please 


describe) 


Online through our INETIPASS system, 


secure web entry 


 


3.11.2.7 Does your organization provide written confirmation when a 


pre-certification request is approved or denied?  Yes.  Approval 


letters and Denial letters are always sent.  Please provide a sample 


of your pre-certification approval and denial notifications as an 


attachment to your proposal.  See Attachments 3.11.2.7 for 


Approval Inpatient, Approval Outpatient, Denial. 


 


3.11.2.8 Concerning PPO plans for which your organization provides 


pre-certification services:  During the time periods of July 1, 2011 – 


June 30, 2012, and July 1, 2012 – June 30, 2013, what percentage 


of inpatient hospital pre-certification requests were denied by your 


organization?  Please list each time period separately. 


7/1/2011 to 6/30/2012:  1% 


7/1/2012 to 6/30/2013:  less than 1% 


 


3.11.2.9 What are the credentials, qualifications, and experience of 


staff determining pre-certifications for inpatient and outpatient 


services? 


UM First Level Reviewer requirements 


 Registered Nurse or Licensed Practical Nurse with at least 


3 years of Clinical Nursing experience  


 Certification in UM, Case Management, or a related field; 


or certification in process (preferred)  


 Active, Unrestricted License in the State of Florida or state 


of residence  
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3.11.2.10 Please describe in detail your organization’s denial process.  


Describe inpatient and outpatient services separately.  


INETICARE’s processes for inpatient and outpatient denials are 


the same.  If the requested service does not meet the guideline, the 


reviewing physician will contact the attending physician to 


discuss the case (peer to peer).  If the reviewing physician 


continues to indicate the guidelines are not being met, we will 


issue a non-certification letter.  The letter will include 


instructions for initiating an appeal. 


 


3.11.2.11 Please describe your criteria for determining medical 


necessity for weight loss surgeries such as gastric bypass or lap 


band surgery.  The medical necessity review process remains the 


same.  INETICARE shares the required criteria in packet form 


with the member and the provider to allow them access to the 


appropriate information when submitting the request. All 


requests are reviewed per the benefit plan language.  
 


3.11.2.12 Please confirm that your organization has reviewed PEBP’s 


current pre-certification requirements as described in the PEBP 


Master Plan Document and your ability to provide this service.  


Yes, we have reviewed and confirmed our ability to provide these 


services. 


 


3.11.2.13 If PEBP expands the number of services that require pre-


certification, please confirm that your organization will not increase 


its fees as quoted in your original cost proposal.  


We cannot confirm this request, as it depends on the scope of 


additional services that PEBP would add.  INETICARE will 


provide additional pre-cert services and can evaluate the volume 


of utilization, then have those discussions with PEBP to 


determine if an increase in the fee is justified.  If the additional 


services can be absorbed without compromising our profitability, 


there would be no increase in fees necessary.  Conversely, if the 


precertification requirements were to be “less” than was 


originally in the plan documents, a discussion related to a 


possible fee reduction could be appropriate.  


 


3.11.3 Concurrent Review 


 


3.11.3.1 Please describe your organization’s process for inpatient 


hospital concurrent reviews.  This information may be provided as 


an attachment to your proposal in the form of a narrative and/or 


flow chart.  See Attachments 3.11.3.1 Flowchart,  


3.11.3.1.Narrative  
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3.11.3.2 How frequently does your organization re-assess a patient’s 


need for continued hospitalization under the concurrent review 


process?  This is dependent upon the situation and discharge 


planning in process, and whether or not the Milliman criteria 


continue be met. 
 


3.11.3.3 Please describe your organization’s criteria for determining 


continued medical necessity.  The current status is compared to 


the Milliman optimal recovery guidelines to determine if medical 


necessity is continuing to be met.  In the event it is not, the nurse 


care manager will forward the case to the reviewing physician to 


make a final decision. 


  


3.11.3.4 If your organization refers to its own medical necessity 


guidelines, please describe your guidelines in detail.  This 


information should be included as an attachment to your proposal.  


N/A 
 


3.11.3.5 Please provide examples of all provider and participant 


communications related to this function and how your organization 


delivers these communications.  Please refer to Attachments 


3.11.2.7   
 


3.11.4 Retrospective Review 


 


3.11.4.1 Please describe the process and criteria used for retrospective 


review.  This information may be provided as an attachment to your 


proposal in the form of a narrative and/or flow chart.  See 


Attachments 3.11.4.1 Flowchart, 3.11.4.1 Narrative 
 


3.11.4.2 Does your organization perform retrospective reviews on-


site, telephonically, or a combination of both?  All reviews are 


done telephonically. 


 


3.11.4.3 What are the credentials, qualifications, and experience of 


staff handling retrospective review? 


UM First Level Reviewer requirements 


 Registered Nurse or Licensed Practical Nurse with at least 3 years 


of Clinical Nursing experience  


 Certification in UM, Case Management, or a related field; or 


certification in process (preferred)  


 Active, Unrestricted License in the State of Florida or state of 


residence/practice 
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3.11.4.4 How is the need for retrospective review determined? 


INETICARE may be notified post-discharge by the provider, or 


the client.  The client will make the final decision regarding the 


review process.  The client will determine whether or not the 


medical necessity review influences any non-precertification 


penalties. 
 


3.11.4.5 Please provide examples of all participant communications 


related to this function and how your organization delivers these 


communications.   


If a denial occurs, a letter will be sent to the member and the 


provider indicating the non-certification.  The member and the 


provider may request a copy of the physician review.  Please refer 


to Attachments 3.11.2.7   


 


3.12 MANAGEMENT REPORTING 


 


3.12.1 Please describe and list your organization’s standard reports and provide 


examples of each.  Your standard reports should include but not be limited to 


case management reports; outcomes; bed days approved, denied, and saved; 


average length of stay; and large case management status reports. 


A. Utilization Management Client Reports – Monthly, Quarterly, Annually  


B. Case Management Client Reports – Monthly, Quarterly, Annually 


C. ROI (Return on Investment) included in CM Reports listed above 


D. Case Management Patient Reports 


1.  Opening 


2. Progress 


3. Closure  


E. Ad Hoc: 


1. UM/Precertification Daily Reports – Daily Precert with Red Flag 


Triggers  


2. UM/Precerts by Date Range  


3. UM/Precerts by Case Number  


4. Red Flag Trigger Report*  


  


*Red Flag Report:  This report generates a list of all precertification cases 


identified with a diagnosis and/or procedure code considered to be key factors 


leading to potentially catastrophic cases by Trigger Category. 


 


 INETICARE’s reporting is comprehensive and available to our clients through 


the INETIPASS system at any time.  Monthly, Quarterly and Annual reports 


are generated based on calendar year activity.  Reporting information is 


standardized for ease of comprehension and information location throughout 


the documents.  Monthly, Quarterly and Annual reports are available for UM, 


Case Management, Disease Management, Maternity Management, Screening 


Management and General Education.   


  


 Case reports for opening, progress and closing are all in a similar format – 


Attachment 3.12.1.  These are the narrative collection of the nurse case 
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manager notes and related case activity that can be found within INETIPASS 


at any given time. 


 


 INETIPASS provides you with the ability to review case activity and raw nurse 


case manager notes that are easily downloaded for printing and ad hoc 


reporting as you choose. 


 


 These reports contain information on case management reports; outcomes; bed 


days approved, denied, and saved; average length of stay; and large case 


management status reports, and ROI.  See Attachments 3.12.1 Standard 


Reporting  
 


3.12.2 Are your reports available via the web?  Yes, All reporting is generated and 


housed for your immediate access within the INETIPASS system. 


 


3.12.3 Please describe the process for requesting ad hoc reports and list the average 


turnaround time for each.  Please confirm that ad hoc reports will be provided to 


PEBP at no additional cost.  Many reports can be generated by the client 24/7 


through the INETIPASS system for UM and CM.  Case notes are also 


immediately available and able to be downloaded for review.  Member stop-loss 


reporting is also available by a variety of search options and will provide you 


with detailed information.  In the event additional reports may be required, the 


request may be submitted through your account manager who will work with 


you to identify your needs and time frame to facilitate the process.  “Custom” 


reporting that is specific only to PEBP may require internal programming and 


thus could result in additional fees.  All discussions related to reporting/fees is 


upfront.  Should the request for a special report result in an overall system 


enhancement that can be beneficial to our other clients, fees may be absorbed 


as a cost of doing business and ongoing system upgrades. 


 


3.12.4 Does your organization provide the following standard reports?  Double-click 


each appropriate response. 


 


Report Provided 


 


Outcome Management 


 


Yes   No 


 


Patterns of Care 


 


Yes   No 


 


Inpatient utilization 


 


Yes   No 
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Utilization by diagnosis Yes   No 


 


Case specific detail  


 


Yes   No 


 


Activity and days reduced  


 


Yes   No 


 


Savings summary 


 


Yes   No 


 


3.13 FACILITY CHANNELING 


 


3.13.1 Please describe the process and criteria used by your organization that will direct 


PEBP participants to in-network facilities. During the precertification process, 


we identify if the provider/facility is in or out of network.  If the providers are 


out of network, the nurse case manager will work with members to locate in-


network providers to utilize. INETICO provides additional services related to 


Claims Management which can assist with network assignments, out of 


network negotiations, and other avenues of savings for the plan and plan 


members.  (i.e. Wrap Networks, Supplemental Networks, INETICO Direct 


Contracts, etc.) 
 


3.13.2 If a bed is not available at an in-network facility, will your organization negotiate 


a discount with an out-of-network facility?  Yes.  Is there a separate fee for 


providing this service?  Yes.  The fee is based on a % of savings.  


 


3.13.3 How are out-of-network negotiated discounts communicated to PEBP and 


PEBP’s third-party administrator?  Once the agreement with the provider has 


been signed, a copy is provided to PEBP’s TPA. 


 


3.13.4 Attach a detailed description of the entire discount negotiation process, including 


communications between all parties involved in the process. 


 Out of Network Provider is identified 


 Nurse Care Manager (NCM) attempts to direct member to an in-


network provider 


 If unsuccessful, NCM will work with provider to negotiate in-network or 


better discounts prior to the services being performed. 


 NCM forwards letter of agreement to provider for signature 


 NCM attaches signed agreement to case file within INETIPASS 


 NCM sends copy of letter to TPA. 


 


 


 


3.14 ACCOUNT SERVICE 
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3.14.1 During what hours (and time zones) will your organization’s telephone lines be 


staffed?  Based on URAC Guidelines: 


 


3.14.1.1 For PEBP staff?   M-F, 9AM to 7PM Eastern Time 


3.14.1.2 For PEBP participants?  M-F, 9AM to 7PM Eastern Time 


3.14.1.3 For providers?  M-F, 9AM to 7PM Eastern Time 


 


3.14.2 PEBP requires vendors to assign a dedicated account manager to meet with PEBP 


on a regular basis to discuss performance, address administration issues, and 


review reports.  Please confirm that your organization agrees to this requirement.  


Yes.  INETICO/INETICARE will provide a dedicated Account Manager to 


service the PEBP account. 
 


3.14.3 From what location will the account manager be servicing PEBP?  


INETICO/INETICARE has Account Managers located in their Tampa office 


as well as working remotely.  Once the business has been awarded to 


INETICO, we will assign the most appropriate individual – or hire accordingly 


to meet the needs of PEBP. 


 


3.14.4 Can you receive electronic enrollment and eligibility data?  Yes.  Please confirm 


that your organization will accept electronic enrollment information in a format 


determined by PEBP.  Standard EDI eligibility 834 format, as well as various 


delimited and fixed formats, are accepted and mapped for import into system. 


 


3.14.5 Do you employ the services of a Medical Director?  Yes.  If so, please list the 


Director’s qualifications, credentials, and experience.  Please see Attachment 


3.14.5 Medical Director CV 
 


3.15 IMPLEMENTATION SERVICES 


 


3.15.1 Describe your implementation plan to meet a start date of July 1, 2014.  Include 


steps required to implement the program such as notification to PEBP 


participants, providers, and other vendors. INETICO will produce a customized, 


detailed implementation timetable and project task list to fit the needs of the 


PEBP as related to the scope of work.  This outline will have task start and 


completion dates related to all departments that are involved including the 


Implementation Team, IT, Account Management, Care Management, Finance 


as well as a comprehensive process for communicating with plan members and 


other providers/vendors that PEBP has key arrangements with that will be 


impacted by this new relationship.  It will also involve training for PEBP staff 


who will be designated to access the INETPASS system.  Development of the 


implementation document will begin upon notification of award of the contract 


and will be a collaboration of efforts between all parties directly involved. Our 


list of action steps is over 5 pages with over 200 action steps assigned to the 


parties involved to insure implementation is smooth.  
 


 


3.15.2 Is your organization prepared to assign an exclusive team to assist with the 


implementation process?  How many exclusive service representatives would be 


assigned for the initial implementation? INETICO will assign 2 people 
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exclusively to your implementation process.  Collectively, the team of two would 


be coordinating steps amongst a team made up of 8 people plus the TPA staff. 
 


3.15.3 Describe the most frequent problems your organization has encountered during 


previous transitions for plans of this size.  How were these resolved? Delays in 


decisions necessary to produce tools can be a concern.  For example,  the client 


approval of customized member communication pieces or the approval of 


identification card wording if not handled on a timely basis and tracked with 


due dates, can cause delays in communicating the program to participants.  


The IT team data interface projects are at times a cause of delays.  Usually this 


relates to the need to insure each party understands the format of data and due 


dates.  We work very closely on the front end of the case to identify each step to 


appropriately address details and roles during the initial implementation 


meetings.  We support the requested regularly scheduled meetings detailed in 


the RFP to insure the communication is clear and all parties discuss any issues 


or questions that come up during the course of the relationship.  
 


3.15.4 Please confirm that your cost proposal includes all costs associated with 


implementation services.  You must provide a detailed description of any 


implementation service and/or fee charge not specifically included in your cost 


proposal.     Yes.  The cost proposal includes all costs associate with the 


implementation of service.  Should PEBP desire to add other services that may 


compliment the UM and CM offered by INETICO, there may be additional fees 


associated with those programs. 
 


3.15.5 What is the minimum amount of time recommended to ensure a clean transition 


into the proposed program?  Ideally, we would like to have 90 days to coordinate 


the implementation of this program, which would include working with off-site 


personnel for secure connectivity, implementing mirrored systems for data 


separation per contract requirements, securing additional hardware, band 


width and server space, followed up by thorough testing prior to our go live 


date.  However, we can coordinate more quickly because we are already 


working with the current TPA HealthScope and delivering UM, CM for other 


groups.  We have a very positive working relationship with HealthScope, have 


existing data exchanges in place, and their staff is familiar with our system and 


processes to implement new business.  Considering this existing relationship, 


we can implement using a shorter schedule, however, considering our attention 


to detail, having additional time serves all parties best. 
 


3.16 DISASTER RECOVERY PLAN 


 


3.16.1 Your organization is required to submit with the proposal a disaster recovery plan 


in the event of a major disaster that disables most or all of your processing 


capabilities for the PEBP.  A major disaster includes, but is not limited to: 


3.16.1.1 A hardware system failure/collapse; 


3.16.1.2 A software system failure/collapse; 


3.16.1.3 Any natural disaster or Act of God; and 


3.16.1.4 Total loss of electrical/backup power. 


 


See attachment 3.16.1 
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3.16.2 Please explain the anticipated time frames to restore normal operations once the 


disaster situation has been resolved.  Systems back online with reduced staff 


within 24 hours; full staff within 2 to 5 days in worst case scenario 
 


3.16.3 How often is your disaster recovery plan reviewed and/or updated?  Reviewed 


quarterly; updated annually at minimum 
 


3.16.4 Describe in detail how the plan will be customized to meet the needs of PEBP. 


Based on requirements detailed in RFP, the current plan will accommodate the 


needs of PEBP.  Reasonable accommodations cam be made to address any 


concern or changes requested. 


 


3.16.5 Please provide with your proposal your plan for regularly scheduled backups for 


PEBP data for the day-to-day computer-related processing operations and where 


the backups will be stored.  Backups are performed daily of all systems and 


date.  More detail in Attachment 3.16.1. 
 


3.17 PRIVACY AND SECURITY 


 


3.17.1 Is all data contained in the proposed system (active and “at rest”) stored in an 


encrypted format?  Yes 


 


3.17.2 Do all of your organization’s current systems, policies and procedures currently 


comply with the following (including any systems storing or processing PEBP 


data):  


 


3.17.2.1 Title 45 of the Codified Federal Regulations (CFR) HITECH 


Breach Rule  - 45 CFR §160 and §164; Yes 


 


3.17.2.2 HIPAA Privacy and Security Rules – 45 CFR §160, §162, 


and §164; and  Yes 


 


3.17.2.3 Audited for compliance with the HITECH Breach Rule and 


HIPAA Privacy and Security Rules.    HHS audits were scheduled 


to start in December 2012 based upon risk.  INETICO has not 


been notified of any audit selection at this time.  Other internal 


and 3
rd


 party audits have been performed to ensure best practices 


are being utilized.  Most recently, URAC audit performed did not 


uncover significant issue. 
 


3.17.2.4 Are corrective actions implemented by your organization for 


issues identified in the audit?   As recommendations are made to 


enhance security features and data protection, the 


recommendations are evaluated and reviewed; once identified, 


appropriate corrective actions are taken 
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3.17.3 Vendor and all of the vendor’s subcontractors must comply with all PEBP 


privacy and security policies and procedures.  A copy of PEBP’s privacy and 


security policies and procedures is provided under Attachment M – Privacy 


Security Policies and Procedures.  Please indicate that your organization would 


agree to these conditions.  Yes, INETICO agrees to these conditions. 


 


3.17.4 Vendor must sign and agree to the terms of PEBP’s Business Associates 


Agreement (BAA).  A copy of PEBP’s BAA is provided under Attachment N – 


Business Associate Agreement. Please indicate that your organization would 


agree to this condition.  Yes, INETICO agrees to this condition. 


 


 


3.18 ELECTRONIC DATA INTERCHANGE (EDI) 


 


3.18.1 All exchange of PEBP electronic formatted data, as well as data exchange 


between PEBP and vendors, shall be approved in advance by PEBP’s Information 


Technology Officer or designated staff.  Affirmed 


 


3.18.2 The file format for eligibility data exchange is fixed field, flat file.  Exact file 


specifications will be determined by PEBP.  All EDI will require file level 


encryption.  All files exchanged between PEBP and its vendors are accomplished 


via FTP.  Please confirm your ability to comply with this requirement.  INETICO 


is fully qualified for exchanges that meet these specifications.  Several existing 


clients already adhere to these guidelines. 
 


3.18.3 All data is the property of PEBP.  Data cannot be shared, distributed, or used 


outside contract specification without permission from PEBP.  All data must be 


made available upon PEBP’s request.   Affirmed 


 


3.19 PERFORMANCE STANDARDS, GUARANTEES, PENALTIES 


 


Please confirm that your organization will agree to the following performance standards, 


guarantees, and financial penalties.  Compliance will be determined by PEBP and PEBP’s 


health plan auditor.  PEBP reserves the right to revise the performance standards, 


guarantees, and financial penalties as needed.  PEBP’s health plan auditor will audit the 


UM Vendor every odd numbered year of the existing vendor contract. 


Yes, INETICO/INETICARE agrees to section 3.19 Performance Standards, Guarantees, 


Penalties. 
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July 1, 2014- June 30, 2019 


Service Performance 


Standard 


Guarantee Method of Measurement Performance 


Guarantee Penalty 


Amount 


I.  Quarterly and annual 


management reports  


100.0% Delivery of Quarterly 


reports within 45 days of 


end of reporting period as 


established by PEBP  


1% of annual 


administration fees per 


report per day greater 


than 10 days.  


II. Notification of 


potential high expense 


cases. High expense 


case is defined as a 


single claim or 


treatment plan 


expected to exceed 


$100,000.00.  


95.0% Designated PEBP staff will 


be notified within 5 


business days of the UM 


vendors initial notification 


of the requested service  


For each percentage 


point, or a fraction 


thereof below the annual 


guarantee, 1% of annual 


administration fees. 


III. Pre-certification                       


      information shall be  


      provided to PEBP’s 


third   


      party administrator  


98% Pre-certification requests 


from healthcare providers 


shall be communicated to 


PEBP’s Third Party 


Administrator using an 


approved method e.g. 


electronically, within 5 


business days of UM 


completing Precertification 


determination 


For each percentage 


point, or a fraction 


thereof below the annual 


guarantee, 1% of annual 


administration fees. 


IV. Concurrent hospital  


     review  


98% Concurrent hospital 


reviews shall be completed 


and communicated using an 


approved method e.g. 


electronically within 5 


business days of 


determination decision  


For each percentage 


point, or a fraction 


thereof below the annual 


guarantee, 1% of annual 


administration fees. 


 


Compliance with service category I is determined by PEBP’s Executive Officer.  Compliance 


with service categories II, III & IV is determined by audits performed by PEBP’s health plan 


auditor conducted in odd numbered years. Annual is typically defined as the time period starting 


July 1 and ending June 30 of each year of the contract. 


 


 Public Employees’ Benefits Program will collect performance guarantee amount by 


withholding the appropriate amount from vendor’s annual administration fees.  If no further 


administrative fees are due, PEBP will send an invoice for the penalty amount to the 


vendor.  Payment is due within 30 days.  Failure to pay within 30 days will result in a 


penalty of 1.5% of the penalty amount per month, compounded monthly. 


 


 Upon contract termination, PEBP may withhold payment of a portion of the last invoice 


until after all audits have been accepted by the PEBP Board.  The portion of payment 


withheld will be not more than the lesser of: 







Utilization Management and RFP 3084 Page 33 of 77 


Large Case Management  Services 


1. The last invoice received by PEBP; or 


2. An amount equal to 100% of the largest quarterly penalty assessed during the last two 


years of the    contract. 


 


3.19.1 Selected vendor will be required to have an independent financial audit 


performed annually and a copy of the audit shall be provided to the State within 


30 days of its completion.   The date of the audit shall be mutually agreed upon. 


 


3.19.2 Exceptions to the requirements of this Scope of Work must be clearly stated in 


Attachment B – Technical Proposal Certification of Compliance with Terms 


and Conditions of RFP, noting a) the RFP section to which vendor is taking 


exception, and b) future expectations for meeting the requirement, a projected 


timetable, and detailed plans for meet the requirement, along with the vendor 


staff and qualifications assigned. 


 


3.19.3 Vendors are encouraged to include any additional information in their proposals 


that would be considered useful to PEBP.   
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4. COMPANY BACKGROUND AND REFERENCES 


 


4.1 VENDOR INFORMATION 


 


4.1.1 Vendors must provide a company profile in the table format below. 


 


Question Response 


Company name: INETICO, Inc. 


Ownership (sole proprietor, partnership, etc.): S. Corp 


State of incorporation: Florida 


Date of incorporation: March 2004 


# of years in business: 10 


List of top officers: Joseph C.W. Hodges, Proprietor 


Location of company headquarters: Tampa, Florida 


Location(s) of the company offices: Tampa, FL; Boston, MA 


Location(s) of the office that will provide the 


services described in this RFP: 
Tampa, FL 


Number of employees locally with the 


expertise to support the requirements identified 


in this RFP: 


35 


Number of employees nationally with the 


expertise to support the requirements in this 


RFP: 


47 


Location(s) from which employees will be 


assigned for this project: 
Directed from the Tampa office, with 


remote support to be adjusted upon 


award of this contract. 


 


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to 


the laws of another state must register with the State of Nevada, Secretary of 


State’s Office as a foreign corporation before a contract can be executed between 


the State of Nevada and the awarded vendor, unless specifically exempted by 


NRS 80.015. 


 


4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be 


appropriately licensed by the State of Nevada, Secretary of State’s Office 


pursuant to NRS 76.  Information regarding the Nevada Business License can be 


located at http://sos.state.nv.us.  


 


Question Response 


Nevada Business License Number: Will be obtained upon award of 


contract 


Legal Entity Name: INETICO, Inc. 


 


Is “Legal Entity Name” the same name as vendor is doing business as? 


 


Yes X No  


 


If “No”, provide explanation. 



http://sos.state.nv.us/
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4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  


Vendors shall be proactive in verification of these requirements prior to proposal 


submittal.  Proposals that do not contain the requisite licensure may be deemed 


non-responsive.    


 


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   


 


Yes  No X 


 


If “Yes”, complete the following table for each State agency for whom the work 


was performed.  Table can be duplicated for each contract being identified. 


 


Question Response 


Name of State agency:  


State agency contact name:  


Dates when services were 


performed: 


 


Type of duties performed:  


Total dollar value of the contract:  


 


4.1.6 Are you now or have you been within the last two (2) years an employee of the 


State of Nevada, or any of its agencies, departments, or divisions? 


 


Yes  No X 


 


If “Yes”, please explain when the employee is planning to render services, while 


on annual leave, compensatory time, or on their own time? 


 


If you employ (a) any person who is a current employee of an agency of the State 


of Nevada, or (b) any person who has been an employee of an agency of the State 


of Nevada within the past two (2) years, and if such person will be performing or 


producing the services which you will be contracted to provide under this 


contract, you must disclose the identity of each such person in your response to 


this RFP, and specify the services that each person will be expected to perform. 


 


4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, 


civil or criminal litigation in which the vendor has been alleged to be liable or 


held liable in a matter involving a contract with the State of Nevada or any other 


governmental entity.  Any pending claim or litigation occurring within the past 


six (6) years which may adversely affect the vendor’s ability to perform or fulfill 


its obligations if a contract is awarded as a result of this RFP must also be 


disclosed. 


 


Does any of the above apply to your company? 


 


Yes  No X 
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If “Yes”, please provide the following information.  Table can be duplicated for 


each issue being identified. 


 


Question Response 


Date of alleged contract failure or 


breach: 


 


Parties involved:  


Description of the contract 


failure, contract breach, or 


litigation, including the products 


or services involved: 


 


Amount in controversy:  


Resolution or current status of the 


dispute: 


 


If the matter has resulted in a 


court case: 


Court Case Number 


  


Status of the litigation:  


 


4.1.8 Vendors must review the insurance requirements specified in Attachment E, 


Insurance Schedule for RFP 3084.  Does your organization currently have or 


will your organization be able to provide the insurance requirements as specified 


in Attachment E.  


 


Yes X No  


 


Any exceptions and/or assumptions to the insurance requirements must be 


identified on Attachment B, Technical Proposal Certification of Compliance 


with Terms and Conditions of RFP.  Exceptions and/or assumptions will be 


taken into consideration as part of the evaluation process; however, vendors must 


be specific.  If vendors do not specify any exceptions and/or assumptions at time 


of proposal submission, the State will not consider any additional exceptions 


and/or assumptions during negotiations.  


 


Upon contract award, the successful vendor must provide the Certificate of 


Insurance identifying the coverages as specified in Attachment E, Insurance 


Schedule for RFP 3084. 


 


4.1.9 Company background/history and why vendor is qualified to provide the services 


described in this RFP.  Limit response to no more than five (5) pages.  See 


Attachment 4.1.9 INETICO History 
 


4.1.10 Length of time vendor has been providing services described in this RFP to the 


public and/or private sector.  Please provide a brief description.  INETICO was 


founded in January, 2004, and has been providing services related to this RFP 


since March, 2006.  INETICO qualified for the distinguished  URAC 


Accreditation related to the delivery of Utilization Review, Case Management 


and Disease Management.  Known as innovators that identify solutions to 


problems we have often developed new programs that achieve unique savings.  
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For example, our staff routinely redirects individuals to the primary PPO 


network without additional charge.  During implementation we can confirm if 


you would like to make plan document edits to allow the nurses to negotiate 


DME and other services pre-treatment versus attempting to negotiate after the 


services were rendered which is most commonly done today.  We can negotiate 


with providers in advance if given clearance to do so.  There is an additional 


fee for this added value, however, the savings are exceptional.  


 


4.1.11 Financial information and documentation to be included in Part III, Confidential 


Financial Information of vendor’s response in accordance with Section 9.5, Part 


III – Confidential Financial Information.  


 


4.1.11.1 Dun and Bradstreet Number  


002704683 


4.1.11.2 Federal Tax Identification Number 


20-0457663 


4.1.11.3 The last two (2) years and current year interim: 


See Attachments 4.1.11.3A & B 


A.  Profit and Loss Statement  


B.  Balance Statement 


 


4.2 SUBCONTRACTOR INFORMATION 


 


4.2.1 Does this proposal include the use of subcontractors? 


 


Yes  No X 


 


If “Yes”, vendor must: 


 


4.2.1.1 Identify specific subcontractors and the specific requirements of 


this RFP for which each proposed subcontractor will perform 


services. 


 


4.2.1.2 If any tasks are to be completed by subcontractor(s), vendors must: 


 


A.  Describe the relevant contractual arrangements; 


 


B.  Describe how the work of any subcontractor(s) will be 


supervised, channels of communication will be maintained and 


compliance with contract terms assured; and 


 


C.  Describe your previous experience with subcontractor(s). 
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4.2.1.3 Vendors must describe the methodology, processes and tools 


utilized for: 


 


A.  Selecting and qualifying appropriate subcontractors for the 


project/contract; 


 


B.  Ensuring subcontractor compliance with the overall performance 


objectives for the project;  


 


C.  Ensuring that subcontractor deliverables meet the quality 


objectives of the project/contract; and 


 


D.  Providing proof of payment to any subcontractor(s) used for this 


project/contract, if requested by the State.  Proposal should 


include a plan by which, at the State’s request, the State will be 


notified of such payments. 


 


4.2.1.4 Provide the same information for any proposed subcontractors as 


requested in Section 4.1, Vendor Information. 


 


4.2.1.5 Business references as specified in Section 4.3, Business 


References must be provided for any proposed subcontractors. 


 


4.2.1.6 Vendor shall not allow any subcontractor to commence work until 


all insurance required of the subcontractor is provided to the 


vendor. 


 


4.2.1.7 Vendor must notify the using agency of the intended use of any 


subcontractors not identified within their original proposal and 


provide the information originally requested in the RFP in Section 


4.2, Subcontractor Information.  The vendor must receive agency 


approval prior to subcontractor commencing work. 


 


 


 


 


 


 


 


 


4.3 BUSINESS REFERENCES 
 


4.3.1 Vendors should provide a minimum of three (3) business references from similar 


projects performed for private, state and/or large local government clients within 


the last ten (10) years. 
 


4.3.2 Vendors must provide the following information for every business reference 


provided by the vendor and/or subcontractor: 
 


The “Company Name” must be the name of the proposing vendor or the vendor’s 


proposed subcontractor.   
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Reference #: 1 


Company Name: INETICO, Inc. 


Identify role company will have for this RFP project 


(Check appropriate role below): 


X VENDOR N/A SUBCONTRACTOR 


Project Name: BMA 


Primary Contact Information 


Name: Grace Saenz 


Street Address: 11550 IH 10 West, Suite 220 


City, State, Zip San Antonio, TX  78230 


Phone, including area code: 210-298-4810 


Facsimile, including area code: 210-697-0360 


Email address: gsaenz@bmatpa.com 


Alternate Contact Information 


Name: Jayne Frasure 


Street Address: 11550 IH 10 West, Suite 220 


City, State, Zip San Antonio, TX  78230 


Phone, including area code: 210-697-9900  x311 


Facsimile, including area code: 210-697-0360 


Email address: jfrasure@bmatpa.com 


Project Information 


Brief description of the 


project/contract and description of 


services performed, including 


technical environment (i.e., software 


applications, data communications, 


etc.) if applicable: 


Utilization Management & Case 


Management.  INETIPASS proprietary 


Care & Claims Management System,  


EDI exchanges for Eligibility and 


Claims data. 


Original Project/Contract Start Date: 9/1/07 


Original Project/Contract End Date: Ongoing 


Original Project/Contract Value: $125,000 + 


Final Project/Contract Date: N/A 


Was project/contract completed in 


time originally allotted, and if not, 


why not? 


Yes, implementation goals were met 


through close collaboration with Client. 


Was project/contract completed 


within or under the original budget/ 


cost proposal, and if not, why not? 


Yes. 
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Reference #: 2 


Company Name: INETICO, Inc. 


Identify role company will have for this RFP project 


(Check appropriate role below): 


X VENDOR N/A SUBCONTRACTOR 


Project Name: HealthSCOPE 


Primary Contact Information 


Name: Kim Schuster 


Street Address: 9045 E. 59
th


 Street 


City, State, Zip Indianapolis, IN  46216 


Phone, including area code: 317-554-9000  ext 8369 


Facsimile, including area code: 317-554-9022 


Email address: Kim.schuster@healthscopebenefits.com 


Alternate Contact Information 


Name: Paula Thompson 


Street Address: 5150 E. Dublin-Granville Rd, Ste 300 


City, State, Zip Columbus, OH 43018 


Phone, including area code: 614-979-5270 


Facsimile, including area code: 614-797-5269 


Email address: Paula.thompson@healthscopebenefits.com 


Project Information 


Brief description of the 


project/contract and description of 


services performed, including 


technical environment (i.e., 


software applications, data 


communications, etc.) if applicable: 


Utilization Management & Case 


Management.  INETIPASS proprietary 


Care & Claims Management System,  EDI 


exchanges for Eligibility and Claims data. 


Original Project/Contract Start 


Date: 
May 2010 


Original Project/Contract End Date: Ongoing 


Original Project/Contract Value: $300,000 + 


Final Project/Contract Date: N/A 


Was project/contract completed in 


time originally allotted, and if not, 


why not? 


Yes, implementation goals were met 


through close collaboration with Client. 


Was project/contract completed 


within or under the original budget/ 


cost proposal, and if not, why not? 


Yes. 
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Reference #: 3 


Company Name: INETICO, Inc. 


Identify role company will have for this RFP project 


(Check appropriate role below): 


X VENDOR N/A SUBCONTRACTOR 


Project Name: DART 


Primary Contact Information 


Name: Debi Kelbert 


Street Address: PO Box 318 


City, State, Zip Mason, MI  48854 


Phone, including area code: 800-545-3278  x2412 


Facsimile, including area code: 517-244-2887 


Email address: Debi.kelbert@dart.biz 


Alternate Contact Information 


Name: Dan Ide 


Street Address: PO Box 318 


City, State, Zip Mason, MI  48854 


Phone, including area code: 800-545-3278  


Facsimile, including area code: 517-244-2887 


Email address: Dan.ide@dart.biz 


Project Information 


Brief description of the 


project/contract and description of 


services performed, including 


technical environment (i.e., software 


applications, data communications, 


etc.) if applicable: 


Utilization Management & Case 


Management.  INETIPASS proprietary 


Care & Claims Management System,  


EDI exchanges for Eligibility and 


Claims data. 


Original Project/Contract Start Date: September 2008 


Original Project/Contract End Date: Ongoing 


Original Project/Contract Value: $350,000 + 


Final Project/Contract Date: N/A 


Was project/contract completed in 


time originally allotted, and if not, 


why not? 


Yes, implementation goals were met 


through close collaboration with Client. 


Was project/contract completed 


within or under the original budget/ 


cost proposal, and if not, why not? 


Yes. 
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Reference #: 4 


Company Name: INETICO, Inc. 


Identify role company will have for this RFP project 


(Check appropriate role below): 


X VENDOR N/A SUBCONTRACTOR 


Project Name: Integra 


Primary Contact Information 


Name: Lydia Trice 


Street Address: 110 South Shipley Street 


City, State, Zip Seaford, DE  19973 


Phone, including area code: 302-629-3518 


Facsimile, including area code: 302-629-2566 


Email address: Lydia@integratpa.com 


Alternate Contact Information 


Name: Kris Smith 


Street Address: 110 South Shipley Street 


City, State, Zip Seaford, DE  19973 


Phone, including area code: 302-629-3518 


Facsimile, including area code: 302-629-2566 


Email address: Kris@integratpa.com 


Project Information 


Brief description of the 


project/contract and description of 


services performed, including 


technical environment (i.e., software 


applications, data communications, 


etc.) if applicable: 


Utilization Management & Case 


Management.  INETIPASS proprietary 


Care & Claims Management System,  


EDI exchanges for Eligibility and 


Claims data. 


Original Project/Contract Start Date: January 2006 


Original Project/Contract End Date: Ongoing 


Original Project/Contract Value: $175,000 + 


Final Project/Contract Date: N/A 


Was project/contract completed in 


time originally allotted, and if not, 


why not? 


Yes, implementation goals were met 


through close collaboration with Client. 


Was project/contract completed 


within or under the original budget/ 


cost proposal, and if not, why not? 


Yes. 


 


 


4.3.3 Vendors must also submit Attachment F, Reference Questionnaire to the 


business references that are identified in Section 4.3.2.   


 


4.3.4 The company identified as the business references must submit the Reference 


Questionnaire directly to the Purchasing Division.  


 


4.3.5 It is the vendor’s responsibility to ensure that completed forms are received by 


the Purchasing Division on or before the deadline as specified in Section 8, RFP 
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Timeline, for inclusion in the evaluation process.  Reference Questionnaires not 


received, or not complete, may adversely affect the vendor’s score in the 


evaluation process.   


 


4.3.6 The State reserves the right to contact and verify any and all references listed 


regarding the quality and degree of satisfaction for such performance. 


 


4.4 VENDOR STAFF RESUMES  


 


A resume must be completed for each proposed key personnel responsible for performance 


under any contract resulting from this RFP per Attachment G, Proposed Staff Resume.  


See Attachments 4.4 Resumes 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 







 


PROPOSED STAFF RESUME 
 


A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: INETICO 


Contractor Subcontractor 


Name: Joseph Hodges  Key Personnel 


Classification: President & CEO # of Years in Classification: 20 


Brief Summary: of 


Experience: 


Extensive experience in medical management, network management, 


negotiations, analytics as well as Medicare based financial arrangements. 


# of Years with Firm: 9 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 


 


MMYYYY to Present: 


Vendor Name: 


Client Name: 


Client Contact Name: 


Client Address, Phone Number, Email: 


Role in Contract/Project: 


Details and Duration of Contract/Project: 


January 2004 to Present 


INETICO, Inc 


Joseph Hodges  


400 N Ashley Drive, Ste 1550, Tampa, FL 33602 


813-258-2200  


Jhodges@inetico.com 


President/CEO 
 


Required Information: 


 


MMYYYY to MMYYYY: 


Vendor Name: 


Client Name: 


Client Contact Name: 


Client Address, Phone Number, Email: 


Role in Contract/Project: 


Details and Duration of Contract/Project: 


 


 


January 2002- January 2004 


Humana 


Business Development Manager 


Aaron Kessinger 


502-649-4379 


Required Information: 


 


MMYYYY to MMYYYY: 


Vendor Name: 


Client Name: 


Client Contact Name: 


Client Address, Phone Number, Email: 


Role in Contract/Project: 


Details and Duration of Contract/Project: 


 


 


August 1998 – June 2011 


Americlaim Solutions 


President/Owner 


Sold to Plan Vista 


 


EDUCATION 


Institution Name: 


City: 


State: 


Degree/Achievement: 


Certifications: 


Florida State University 


Tallahassee 


Florida 


Bachelor of Science (B.S.), Health Education and Public Health 


1992 – 1994 


 


 


 


 
 



mailto:Jhodges@inetico.com

http://www.linkedin.com/search?search=&keywords=Health+Education+and+Public+Health&sortCriteria=R&keepFacets=true&trk=prof-edu-field_of_study





REFERENCES 


Minimum of three (3) required, including name, title, 


organization, phone number, fax number and email 


address 


1) Aaron Kessinger, Human, 502-649-


4379 


2) Wit Ostrenko, The Museum Of 


Science and Industry, 813-987-6304 


3) Debi Kelbert,  Dart Container 


Corporation, 800-545-3278 x2412 
 


 







 


PROPOSED STAFF RESUME 
 


A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: INETICO, INC. 


Contractor Subcontractor 


Name: Laura A. Conte Key Personnel 


Classification: Chief General Counsel # of Years in Classification: 2 


Brief Summary: of 


Experience: 26 yrs in Stop Loss/Insurance Market-VP of Claims, Legal Counsel  


# of Years with Firm: 1 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 


 


MMYYYY to Present: 


Vendor Name: 


Client Name: 


Client Contact Name: 


Client Address, Phone Number, Email: 


Role in Contract/Project: 


Details and Duration of Contract/Project: 


04/2012 


INETICO, Inc 


Maria King – HR 


400 N. Ashley Drive, 1550 


Tampa, FL 33602 


Chief General Counsel 


813-258-2200 ext1029 


lauraconte@inetico.com 


Serves as CGC 


Required Information: 


 


MMYYYY to MMYYYY: 


Vendor Name: 


Client Name: 


Client Contact Name: 


Client Address, Phone Number, Email: 


Role in Contract/Project: 


Details and Duration of Contract/Project: 


07/1996-04/2012 


TRU Services, LLC 


200 Cummings Center 


Beverly, MA 01915 


978-564-0200 


Vice President of Claims 


Oversight of Claims Operations 


 


Required Information: 


 


MMYYYY to MMYYYY: 


Vendor Name: 


Client Name: 


Client Contact Name: 


Client Address, Phone Number, Email: 


Role in Contract/Project: 


Details and Duration of Contract/Project: 


1988-1996 


RE Moulton 


20 Doaks Lane 


Marblehead, MA 


Claims Auditor/Supervisor 


Stop Loss claims review 


EDUCATION 


Institution Name: 


City: 


State: 


Degree/Achievement: 


Certifications: 


Massachusetts School of Law 


North Andover, MA 


Juris Doctor 


Licensed to practice law in Massachusetts both State and Federal  


 


 


 


 


 


 


 







REFERENCES 


Minimum of three (3) required, including name, title, 


organization, phone number, fax number and email 


address 


(1) David Young, Young Consulting, CEO, 


770-321-9818 ext140, 


dyoung@youngconsulting.com 


 


(2) Cindy Rottman, Outsource Marketing, 


CEO, 480-390-1278, cindyr@oms-inc.net 


 


(3) Chuck Agrusa, JMS, CEO, 877-489-8881, 


agrusa@jmsassoc.com 


 



mailto:dyoung@youngconsulting.com

mailto:cindyr@oms-inc.net





 


PROPOSED STAFF RESUME 
 


A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: INETICO, Inc. 


Contractor Subcontractor 


Name: Nancy Young Key Personnel 


Classification: VP of Sales # of Years in Classification:  


Brief Summary: of 


Experience: 


Nancy has more than 20 years of experience working with self funded health 


plans.  Expert in stop loss reinsurance, medical management and TPA 


services. 


# of Years with Firm: < 1 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 


 


MMYYYY to Present: 


Vendor Name: 


Client Name: 


Client Contact Name: 


Client Address, Phone Number, Email: 


Role in Contract/Project: 


Details and Duration of Contract/Project: 


 


October 2013 to present 


INETICO, Inc. 


Maria King, HR Director 


400 N. Ashley Drive, Suite 1550, Tampa, FL 33602 


951-403-2491/Vice President Sales&Acct Mgmt 


nancyyoung@inetico.com 


Required Information: 


 


MMYYYY to MMYYYY: 


Vendor Name: 


Client Name: 


Client Contact Name: 


Client Address, Phone Number, Email: 


Role in Contract/Project: 


Details and Duration of Contract/Project: 


 


 


August 2010 to October 2013 


American Health Holding, Inc. 


C/O Aetna HR 1-866-614-4244 


7400 W. Campus Rd, F-510  
New Albany, OH 43054 
Vice President, Sales  


Required Information: 


 


MMYYYY to MMYYYY: 


Vendor Name: 


Client Name: 


Client Contact Name: 


Client Address, Phone Number, Email: 


Role in Contract/Project: 


Details and Duration of Contract/Project: 


 


EDUCATION 


Institution Name: 


City: 


State: 


Degree/Achievement: 


Certifications: 


The American College 


Bryn Mawr, PA 


Registered Health Underwriter 


Health Care Administrators Association 


Minneapolis, MN 


Certified Self Funding Specialist 


UNLV, Golden West College, Orange Coast Community College 


 


 


 


 







REFERENCES 


Minimum of three (3) required, including name, title, 


organization, phone number, fax number and email 


address 


Linda Ludwick, COO, Capitol Administrators 


916-669-2513, lludwick@captioladm.com 


 


Debi Hardwick, President, Coastal TPA 


831-754-3800, dhardwick@coastalmgmt.com 


 


Cindy Rottman, President, Outsource Marketing 


480-858-0056, cindyr@oms-inc.net 


 


 



mailto:lludwick@captioladm.com

mailto:dhardwick@coastalmgmt.com

mailto:cindyr@oms-inc.net





PROPOSED STAFF RESUME 
 


A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: INETICO, Inc 


Contractor Subcontractor 


Name: Steven W. Aspinall  Key Personnel 


Classification: CIO # of Years in Classification:  


Brief Summary: of 


Experience: 


Accomplished technology leader with substantial knowledge in the 


ecommerce, insurance, mortgage, financial, retail and wholesale markets. 


Focusing on bridging the gap between the business and technology to move 


initiatives forward, lower costs and provide competitive advantages. 


# of Years with Firm: 1 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 


 


MMYYYY to Present: 


Vendor Name: 


Client Name: 


Client Contact Name: 


Client Address, Phone Number, Email: 


Role in Contract/Project: 


Details and Duration of Contract/Project: 


112012 to Present 
Inetico, Inc. 
Joseph Hodges 
400 N Ashley Dr, Tampa, FL, 813.258.2200, 
JHodges@Inetico.com 
CIO 
- Lead technology innovation by building string team, 


selection of best in breed partnerships and 
implementation industry leading features 


- Disaster Recovery planning to maximize availability and 
recovery time to prevent impact to customers and 
business operations 


- Budgeting, staff and resource planning 


Required Information: 


 


MMYYYY to MMYYYY: 


Vendor Name: 


Client Name: 


Client Contact Name: 


Client Address, Phone Number, Email: 


Role in Contract/Project: 


Details and Duration of Contract/Project: 


012077 to 112012 
HSN 
Edward Deutscher 
1 HSN DR, St Petersburg, FL, 727-872.1000, 
EDeutscher@hsn.com 
Advanced Services Technology Manager 


- Lead the Advanced Services Team in researching and 
delivering new innovative solutions that directly 
contribute to revenue 


- Managed team of 9 members including Software 
Developers, System Engineers and Quality Assurance 


- Prepare and manage project financials ranging between 
$15,000 and $800,000 


- Communicate victories and issues to various levels of 
management and organization 


- Subject matter expert on software development, 
database design, video distribution and system 
engineering 


- Storage management including selection of vendors, 
storage allocation and growth 


- Identification, selection, evaluation and integration of 
vendor services for content delivery, text messaging, and 
other products  


- Using C#, MS SQL Server, MSMQ, MQ Series, 
ASP.NET, IIS7. WCF, SOAP, HTML5 



mailto:EDeutscher@hsn.com





Required Information: 


 


MMYYYY to MMYYYY: 


Vendor Name: 


Client Name: 


Client Contact Name: 


Client Address, Phone Number, Email: 


Role in Contract/Project: 


Details and Duration of Contract/Project: 


012005 to 012007 
AAA Auto Club South 
John Barthelemy 


1515 N West Shore Blvd, Tampa, FL, (813) 289-5800, 


JBarthelemy@AAAACS.com 
Lead Software Engineer 


- Provided mentoring and training to other members on 
team to increase their knowledge and expertise in 
.NET. The development team was new to the .NET 
development environment and object-oriented design. 
Utilizing collaborative design meetings, it was possible 
to gather input and achieve buy-in to the various 
design techniques being introduced. 


- Consult with senior management on tools, software 
and system architecture to achieve corporate goals. 


- Using C#, IBM DB2, MSMQ, ASP.NET, IIS6 
 


EDUCATION 


Institution Name: 


City: 


State: 


Degree/Achievement: 


Certifications: 


University of Phoenix 
Tampa 
FL 


Masters in Business Administration and Technology Management 


 


University of South Florida 


Tampa 


FL 


Bachelor of Arts - History 


 
 


REFERENCES 


Minimum of three (3) required, including name, title, 


organization, phone number, fax number and email 


address 


Ed Deutscher, OVP of IT 


727-642-6820 


Edward.Deutscher@HSN.net 


 


John Lauser, Lead Software Architect 


727-432-0318  


John@Lauser.net  


 


Carol Schiffler, Manager of .COM QA 


727-430-6593  


floridahiker777@gmail.com  
 


 



mailto:Edward.Deutscher@HSN.net

mailto:John@Lauser.net

mailto:floridahiker777@gmail.com





 


PROPOSED STAFF RESUME 
 


A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: INETICO 


Contractor Subcontractor 


Name: Janet L. Koch   Key Personnel 


Classification: RN, BSN, CCM # of Years in Classification: 17 


Brief Summary: of 


Experience: 


Extensive experience in Dialysis, Geriatrics, MedSurg, and Medical 


Management. 


# of Years with Firm: 2 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 


 


MMYYYY to Present: 


Vendor Name: 


Client Name: 


Client Contact Name: 


Client Address, Phone Number, Email: 


Role in Contract/Project: 


Details and Duration of Contract/Project: 


7/2013 to Present 


INETICO, Inc 


Joseph Hodges  


400 N Ashley Drive, Ste 1550, Tampa, FL 33602 


813-258-2200  


Jhodges@inetico.com 


Clinical Director of Care Management 
Oversees, evaluates and maintains productivity standard, 
correlates outcome reports with case activity to promote 
positive clinical and financial outcomes for Clients, 
adheres to the applicable URAC Standards, principles 
and procedures. 


Required Information: 


 


MMYYYY to MMYYYY: 


Vendor Name: 


Client Name: 


Client Contact Name: 


Client Address, Phone Number, Email: 


Role in Contract/Project: 


Details and Duration of Contract/Project: 


11/2011 to 7/2013 


INETICO, Inc 


Joseph Hodges  


400 N Ashley Drive, Ste 1550, Tampa, FL 33602 


813-258-2200  


Jhodges@inetico.com 


Supervisor, Care Management 


Responsible to Clinical Director for URAC compliance, 


productivity standards, and daily operations of the Care 


Department. 


Required Information: 


 


MMYYYY to MMYYYY: 


Vendor Name: 


Client Name: 


Client Contact Name: 


Client Address, Phone Number, Email: 


Role in Contract/Project: 


Details and Duration of Contract/Project: 


2/2004-11/2011 


Home Therapy Products, Inc 


Thomas McEnany 


Tmcenany@htpjax.com  


Jacksonville, FL  


800-444-5605 


Director of Quality/Case Management 


Oversight of nationwide clinical staff for wound 


resolution company, ensuring positive outcomes and 


financial savings for clients. 


EDUCATION 


Institution Name: 


City: 


State: 


Degree/Achievement: 


Certifications: 


Columbus State University  


Columbus, Georgia  


Bachelor of Science in Nursing 


Certified Case Manager 


 



mailto:Jhodges@inetico.com

mailto:Jhodges@inetico.com
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REFERENCES 


Minimum of three (3) required, including name, title, 


organization, phone number, fax number and email 


address 


Bonnie Briggs, RN BSN CCM CHP 


Director of Clinical Services  


Innovative Risk Management  


727-289-8164 Ext 209 


Fax 727-499-0965 


Email: bbriggs@innovative-rm.com 


 


Kevin Mathews  


Healthcare Accreditation Surveyor 


904-589-8592 


 


Tomas McEnany 


President, Home Therapy Products 


Tmcenany@htpjax.com  


Jacksonville, FL  


800-444-5605 
Fax: 800-442-0558 


 



mailto:bbriggs@innovative-rm.com
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PROPOSED STAFF RESUME 
 


A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: INETICO, Inc 


Contractor Subcontractor 


Name: Timothy Ray Guzinski Key Personnel 


Classification: Executive Account Manager # of Years in Classification: 2 


Brief Summary: of 


Experience: 


7 years with INETICO in Business Development specializing in client 


relations and account management 


# of Years with Firm: 7 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 


 


MMYYYY to Present: 


Vendor Name: 


Client Name: 


Client Contact Name: 


Client Address, Phone Number, Email: 


Role in Contract/Project: 


Details and Duration of Contract/Project: 


 


022007 


INETICO, Inc 


Maria King, HR Director 


400 N. Ashley Drive, Ste 1550, Tampa, FL  33602 


813-258-2200, mariaking@inetico.com 


Account Manager/Implementation Coordinator 


 


Required Information: 


 


MMYYYY to MMYYYY: 


Vendor Name: 


Client Name: 


Client Contact Name: 


Client Address, Phone Number, Email: 


Role in Contract/Project: 


Details and Duration of Contract/Project: 


 


 


062004 to 022007 


TRG Hospitality – self employed consultant 


Timothy Guzinski 


413 S. Orleans Ave, Tampa, Fl 33606. 813-404-9944, 


consulttim@trghospitality.com 


Food and Beverage/Service Consultant to private clubs 


in US and abroad 


Required Information: 


 


MMYYYY to MMYYYY: 


Vendor Name: 


Client Name: 


Client Contact Name: 


Client Address, Phone Number, Email: 


Role in Contract/Project: 


Details and Duration of Contract/Project: 


 


 


1982 to 062004 


ClubCorp, Inc 


Henry Wenzel 


Tarpon Springs, FL  727-942-6502 


Corporate F&B Director 


International Service Director 


21 years – new club openings, domestic and 


international, all aspects of hiring, training and 


operations 


EDUCATION 


 


 


Institution Name: 


City: 


State: 


Degree/Achievement: 


Certifications: 


 


 


University of Nebraska 


Lincoln 


Nebraska 


BS in Business Administration 


 


 



mailto:mariaking@inetico.com
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REFERENCES 


Minimum of three (3) required, including name, title, 


organization, phone number, fax number and email 


address 


Ronnie Brown, Director of Operations 


Pay Plus, 727-459-8048, Clearwater, FL 


rbrown@ppsonline.com 


 


David Vizzini, Principal, 6 Degrees Health, 971-


563-1753, Portland, OR, 


davidvizzini@6degreeshealth.com 


 


Debbie Miller, Operations Consultant at 


WellSystems, 315-243-3386, Lakeland Florida 


 


 



mailto:rbrown@ppsonline.com

mailto:davidvizzini@6degreeshealth.com





 


11/9/2013 


 
Attachment: 3.11.1.4  General Case Management Services 
 
 
3.11.1.4 Please describe in detail your organization’s criteria for general 


case management services.  Examples of general case 
management instances are provided below.  The information 
should be included as an attachment to your proposal: 


 
 
INETICO’s Case Management process is a collaborative process which 
assesses, plans, implements, coordinates, monitors, and evaluates options 
and services to meet an individual’s health needs using communication 
and available resources to promote quality cost-effective outcomes.  
INETICARE’s case managers do not make benefit determinations; they 
shall perform in a patient advocacy role according to CCMC and CMSA 
Guidelines.  At times, INETICARE uses the term Care Management to 
include Utilization Management, Case Management, Maternity Management 
and/or Disease Management. 
 
Case Management referrals are both automated and performed via nurse 
interactive evaluations. The INETIPASS system has automated features 
that data-mine medical and pharmacy claims to identify “at-risk” plan 
members.  The identified members are screened by a nurse case manager 
to determine if the referral necessitates the opening of the case.  
INETICARE’s nurse case managers will also screen cases for Care 
Management upon referral from any source, which may include Utilization 
Review, Disease Management, Maternity Management, the patient or 
provider, or the CLIENT’s Claims Dept., Customer Service and/or Renewal 
Dept.   This process is known as the Red Flag Alert process.   
 
Referrals (aka Red Flag Alerts) are automated. 
 
Timing of involvement is dependent upon the CLIENT’s requirements (ie:  
prior approval).  Within 24 hours of approval for Case Management by the 
CLIENT’s Case Management Coordinator, the case will be assigned to a 
nurse case manager.  Within 72 hours of this assignment (or in a shorter 
time frame if the case is urgent), the nurse case manager shall begin the 
Assessment Phase of Case Management, which also includes gathering 
consent and information from the patient, the patient’s family, and the 
appropriate providers. 
 


 
 
 
 







 


11/9/2013 


 
A.  Opportunities to transfer patients to facilities offering an appropriate level of 
      care more cost effectively; 
 
Throughout the case management process, the nurse care manager will be 
evaluating for the most appropriate cost effective levels of care.  When identified, 
the nurse care manager will facilitate the efficient transition to that level of care in 
the best interest of the patient and the long-term financial health of the plan. 


 
B.   Meeting durable medical equipment needs;  
 
The NCM (Nurse Care Manager) evaluates durable medical needs throughout the 
assessment process and facilitates the most cost effective solution. 


 
C.   Planning for hospital discharges; 


Discharge Planning 


1) UM & CM begins discharge planning prior to admission, continues until a 
firm discharge plan is in place, and concludes only when the patient’s 
discharge planning needs have been fully addressed. 


2) The Utilization Review nurse shall work with the provider to ensure that the 
patient is transitioned to a less acute environment in a safe and timely 
manner. 


3) The UR Nurse (care manager) works with case managers, disease case 
managers, and discharge planners at hospitals to ensure that the patient 
has his/her care, equipment, supplies, and medication addressed to ensure 
a successful recovery. 


D.   Coordinating home health care needs; 
 


Coordinating home health care needs is a combination of discharge planning and 
looking for the most appropriate level of care in the best interest of the patient, 
family and plan.– see C. above. 


 
E.   Coordinating hospice care; and 
 
Coordinating hospice care is also a combination of discharge planning and 
looking for the most appropriate level of care in the best interest of the patient, 
family and plan.– see C. above. 


 
F.  Coordinating community based services. 


 
The nurse case manager will research public and private based services available 
to the member in their community and surrounding areas – as well as combined 
efforts for discharge planning. 







 


Attachment 3.11.1.5 Criteria for large case management: 
 
3.11.1.5 Please describe in detail your organization’s criteria for large case management.  This 


information should be included as an attachment to your proposal.  Examples of 
potential large case management instances are provided below.  


 
 Triggers are built in to our proprietary INETIPASS medical management system that 


are tied to the Utilization Review – precertification process to automatically initiate 
case management review based on thousands of medical conditions.  Those triggers 
are based on ICD-9/10, CPT and dollar thresholds (such as specific level under stop 
loss coverage).  We can customize additional factors, however, we commonly look for 
hospital stays of 5 or more days and repeat admissions.  We also accept referrals 
from Providers, the TPA and Client.  


 
 


INDIVIDUAL CASE MANAGEMENT DIAGNOSIS TYPES 


 
 AIDS and related illnesses-Kaposi’s sarcoma, pneumocystic carinil pneumonia, toxoplasmosis 


 Amputations 


 Amyotrophic lateral sclerosis (ALS) 


 Cancer 


 Cerebral palsy 


 Cerebral vascular accident (CVA) 


 Chronic mental illnesses, alcoholism, drug abuse 


 Chronic pain 


 Chronic renal failure requiring dialysis 


 Complex home health care 


 Development delay 


 Failed or repeated surgeries 


 Frequent hospitalizations (3 admits within 12 months same/similar diagnosis) 


 Guillian-Barre’ 


 High risk pregnancy 


 Infective processes-sub acute bacterial endocarditis, cellulitis, osteomyelitis, post-op wound 


infections 


 Major cardiac and/or respiratory conditions requiring long-term care 


 Multiple trauma 


 Multiple sclerosis (MS) 


 Muscular dystrophy (MD) 


 Myasthenia Gravis (MG) 


 Premature births 


 Second or third degree burns-20% or greater of body surface 


 Severe brain injuries resulting in paralysis 


 Spinal cord injuries resulting in paralysis 


 Transplants-bone marrow, heart, lung, liver, pancreas, kidney, heart-lung, multiple organ 


 Ventilator dependency 







 


 


Cases Appropriate for Case Management List 


 
 
1. High Risk Maternity/Neonate, Oncology, Rehabilitation, Psychiatric/Substance 


Abuse. 
 
2. Chronic, debilitating conditions requiring extensive use of medical services – 


Many chronic conditions that are well controlled would not necessarily be 
appropriate for case management.  Examples would include a patient with 
multiple sclerosis who is relatively symptom-free due to good response to 
medications, a patient with a lengthy hospitalization for manic-depression who 
responds well to prescription drug treatment and is discharged in stable 
condition.  


 
Examples of chronic conditions that are appropriate for case management 
include the patient with multiple sclerosis who is experiencing decreasing 
function with a need for home care, assistive devices, and emotional support; 
an individual with ALS (Lou Gehrig’s Disease) with decreasing loss of function, 
a patient with frequent hospitalizations for chronic mental health condition, 
children with multiple handicaps and requiring ongoing therapy and changing 
needs for medical equipment such as braces and wheelchairs.  


 
3. Organ transplants – The patient often has been referred to a facility in advance 


of making any coverage or precertification inquiries.  These patients need 
extensive case management services because they are very ill, need coverage 
information, and will have costly ongoing medical expenses.  The case 
manager will attempt to negotiate savings with non-contracted programs.  
However, we have a toolbox of resources that deliver exceptional savings 
including Transplant negotiated rates for dialysis and transplant services in 
addition to Centers of Excellence options available nationally. Our Case 
Managers are certified by Interlink Health Services in Advance Achievement in 
Transplant Management 


 
4. Medical and/or surgical conditions where full recovery will not be obtained or 


will take extensive therapy to obtain.  Examples of these conditions include 
amputations, some cancers, moderate to severe strokes, complicated home 
care needs, multiple trauma, and brain injuries.   


 
 


A.  Repeated in-patient admissions, excessive length of stay, or frequent treatment;  
Readmissions, extended length of stay, or frequent treatments are trigger 
identifiers for case management evaluation.  The nurse care manager will do 
an assessment of the situation and the member to make a determinination 
of the appropriateness for case management. 


 
 







 


 
B.  Potentially large-dollar claims; 


Potentially large dollar situations are another trigger for case management.  
The nurse care manager will evaluate the situation to determine the most 
appropriate and cost effective treatment is being utilized.  In the event a 
more appropriate and cost effective treatment is identified, the nurse care 
manager will work with the provider and member to facilitate the 
change/transition. 


 
 


C.  Chronic or progressive disease;  
Chronic or progressive diseases are also triggers for case management.  
The NCM will evaluate the situation to determine that the most appropriate 
and cost effective treatment is being utilized.  In the event a more 
appropriate and cost effective treatment is identified, the NCM will work with 
the provider and member to facilitate the change/transition. 


 
 


D.  Lack of qualified care-givers in the home setting; 
Additional considerations included a review of community resources 
available that would allow the member to remain in the home setting, or 
additional patient placement opportunities that would result in the most 
cost effective and safe/comfortable setting. 
 
 


E.  Multiple diagnoses; 
Multiple diagnoses is an important trigger for case management.  The NCM 
will evaluate the multiple diagnoses to determine the most appropriate and 
cost effective treatment approach is being utilized.  In the event a more 
appropriate and cost effective treatment is identified, the NCM will work with 
the provider and member to facilitate the change/transition. 


 
 


F.  Acute or sub acute rehabilitation of physical, speech, or occupational therapies which 
     exceed three (3) months of treatment; 


Acute or subacut rehabilitation situations as above are also triggers for 
case management.  The NCM will evaluate the situation to determine the 
most appropriate and cost effective treatment is being utilized.  In the event 
a more appropriate and cost effective treatment is identified, the NCM will 
work with the provider and member to facilitate the change/transition.  The 
benefit plan is taken into consideration when reviewing therapy situations.  
In addition, the NCM will be determining if the member has reached their 
maximum medical improvement. 
 
 
 







 


 
G.  IV therapy or parenteral nutrition; 


IV therapy or parenteral nutrition situations trigger case management 
investigation.  The NCM will evaluate the situation to determine the most 
appropriate and cost effective treatment is being utilized.  In the event a 
more appropriate and cost effective treatment is identified, the NCM will 
work with the provider and member to facilitate the change/transition.  Many 
times these therapies can be provided in the home setting with the 
appropriate home care support which is a great comfort/benefit to the 
patient and the family, as well as being a substantial financial relief to the 
benefit plan. 


 
 


H.  Severe injuries; and 
Severe injury triggers case management.  The NCM will evaluate the injury 
and surrounding complications to determine the most appropriate and cost 
effective treatment is being utilized.  In the event a more appropriate and 
cost effective treatment is identified, the NCM will work with the provider 
and member to facilitate the change/transition.  Family support and 
guidance through the healthcare process is another area where the NCM 
can be a valuable support component and resource provider. 
 
 


I.  Non-compliance with medical treatment plan as prescribed by physician or other  
    health care provider. 


Healthcare education is a key component of our case management program.  
By educating the members, complications and exacerbations can be 
avoided.  The NCM supports the provider’s treatment plan and educates the 
member on how best to fulfill those recommendations and understand the 
process.   
 
The relationship between the nurse care manager and the patient, their 
family and their providers is a key element in all areas of effective case 
management.  An effective NCM with an appropriate “bedside manner” will 
have the opportunity to win the trust and support of all the individuals 
involved and is much more likely to have a positive impact on the overall 
outcome of the case.  INETICARE’s nurse care managers are screened, 
hired and evaluated continually on these as well as all areas of 
performance. 







 


Attachment 3.11.1.16 – ROI Report 


Please provide a sample copy of your organization’s return on investment report as an attachment to your proposal 


This is a section of the Quarterly CM Report that is produced monthly and client accessible via the INETIPASS system 


 
Sample Client Case Mgmt. Quarterly Report   [2010 - Q1 Q2 Q3]  


  


3.6 CM ROI Report  


  


3.6a ROI by Quarter 


  


Table 3.6a This table indicates the true cost savings. It is provided by quarter in the form of a “ROI” or Return on 


Investment. For every dollar spent on INETICARE, the amount saved is indicated. INETICARE does not inflate precertification 


requests to bolster “savings” in the area of precertification; rather, a discharge date is negotiated with all parties in 


agreement. 


  


       Q1-10   Q2-10   Q3-10  


Closed Cases 


Direct Savings $659,656 $505,300 $244,904 
Indirect Savings $18,000 $55,720 $60,612 
Billed Charges $3,364 $3,631 $274 
Billed Time $55,664 $51,611 $25,438 


   Total Closed Savings $677,656 $561,020 $305,516 
   Total Closed Billed $59,028 $55,242 $25,712 


  


       Q1-10   Q2-10   Q3-10  


Open Cases 


Direct Savings $220,504 $272,211 $541,040 
Indirect Savings $12,000 $75,000 $0 
Billed Charges $196 $155 $506 
Billed Time $15,813 $24,822 $35,000 


   Total Open Savings $232,504 $347,211 $541,040 
   Total Open Billed $16,009 $24,977 $35,506 


  


  


   Total Direct ROI - Direct for both open and closed cases 12 : 1 10 : 1 13 : 1 
   Total Indirect ROI - Indirect for both open and closed cases 0 : 1 2 : 1 1 : 1 
   Combined ROI - Direct and Indirect for both open and closed cases 12 : 1 11 : 1 14 : 1 


 







 


 


 


Chart 3.6b presents a visual range of the CM ROI (Return On Investment) activity for the chosen reporting period by quarter.  


 


 
 


 







Attachment 3.11.2.7 Approval Letter Inpatient 


 


 
 
400 N Ashley Drive, Ste 1550 ♦ Tampa ♦ Florida ♦33602 ♦ Phone: 877-608-2200 ♦ Fax: 813-514-8212  
 
 


[date] 
 
 


Patient Name: [pname]  
Date of Birth: [pbirth] 
Precert #: [cnum]  
Admit Date: [admitdate] 
 


Dear Provider: 
INETICARE is responsible for the precertification of medical procedures and utilization 
review of hospital confinement. We have reviewed the information provided regarding 
the medical treatment plan and determined that, based on this information, we are able 
to certify the [freeform] treatment proposed/provided.  
 
(For inpatient stays only) 
Days Authorized: [freeform];  
Total Days Authorized: [freeform];  
Last day Authorized: [freeform]  
 
Next update is due [freeform]. If we do not receive the clinical information by close of 
business [freeform] this case will be closed for lack of medical information and a 
administrative denial will be issued.  
 


This decision is based solely on the medical information provided. Precertification is not 
a guarantee of eligibility, coverage or payment. Final claim determination is made by the 
payer upon receipt and review of the actual claim. 


Sincerely, 
 


Utilization Review Nurse 


 


CC: [pccnames] 
 
 


 







Attachment 3.11.2.7 Approval Letter Outpatient 


 


 


 
 
400 N Ashley Drive, Ste 1550 ♦ Tampa ♦ Florida ♦33602 ♦ Phone: 877-608-2200 ♦ Fax: 813-514-8212  
 
 


[date] 
 
 


Patient Name: [pname]  
Date of Birth: [pbirth] 
Precert #: [cnum]  
Date of Service: [admitdate] 
 


 


Dear Provider: 


 


INETICARE is responsible for the precertification of medical procedures and utilization 
review of hospital confinement. We have reviewed the information provided regarding 
the medical treatment plan and determined that, based on this information, we are able 
to certify the [freeform] treatment proposed/provided.  
 
This decision is based solely on the medical information provided. Precertification is not 
a guarantee of eligibility, coverage or payment. Final claim determination is made by the 
payer upon receipt and review of the actual claim. 


Sincerely, 
 


Utilization Review Nurse 


 


CC: [pccnames] 
 
 


 







Attachment 3.11.2.7 Denial Letter 


 


400 N Ashley Drive, Ste 1550 ♦ Tampa ♦ Florida ♦ 33602 ♦ Phone: 877-608-2200 ♦ Fax: 813-514-8212 
 


 


11/6/2013 


 


[pname] 


[paddr] 


 


Patient Name: [pname] 


Date of Birth: [pbirth] 


Case #: [cnum] 


Admit Date: [admitdate] 


 


Dear [pfname] 
 


INETICARE is responsible for the pre-certification of medical procedures and utilization review 


of hospital confinement. “Pre-Certification” is a determination by the medical staff of 


INETICARE, Inc. We have received a request to certify the following service: [freeform]. 
 


Our physician advisor has reviewed the medical information provided and determined, based on 


this information, we are unable to certify the treatment proposed/provided because [freeform]. 
 


If your treating physician has not already spoken to the reviewing physician and wishes to have 


this non-certification decision reconsidered, please instruct him or her to contact INETICARE as 


soon as possible to arrange a phone conference with our medical advisor who did the review. 
 


The clinical rationale for the above non-certification decision is available in writing to you free of 


charge upon request. After receipt of this letter you will have at least 180 days to initiate a 


Certification Appeal. The right to appeal this non-certification decision is available to you, your 


physician or the facility rendering the service. Certification Appeal request may be in writing or 


by phone. If you have questions regarding the certification appeal procedure you may contact 


INETICARE at 877-608-2200.  
 


Sincerely, 


 


INETICARE Utilization Review Nurse 


 


[pccnames] 
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Attachment 3.11.3.1 Concurrent Review Narrative 
 


 
 


POLICY AND PROCEDURES 


 


 


Policy Name: Concurrent Review Effective Date: 
3/1/2008 (Original #19.1, H20.1, H 
21.1, H24.1, H25.1, H27.1) 


Policy #: 2060 Last Review Date: 6/2009, 6/2010, 3/2012, 2/13 


URAC Standard(s): HUM 19-21, HUM 24-25, HUM 27 Revision Date: 3/2011 


Version: HUM 7.0 Next Review Date: 2/2014 


Effected 
Departments: Care QI Approval Date:  2008; 6/09; 7/10; 5/11, 5/12, 2/14 


Author: Bonnie Briggs, RN, BSN, CCM, CHP; Clinical Director of Care Management 


Authorized By: Bonnie Briggs, RN, BSN, CCM, CHP; Clinical Director of Care Management 


 


POLICY: Subsequent to initial certification of services, the UM Nurse (Nurse) will provide concurrent review of 
continued stay or continued services for groups that request or require and for those cases the Nurse determine 
warrants monitoring.   
 
DEFINITION(S): 
*Concurrent Review:  Utilization management conducted during a patient’s hospital stay or course of treatment 
(including outpatient procedures and services).  Sometimes called “continued stay review”. 
 
Coverage denial:  determination that a service, treatment, drug or device is specifically limited or excluded under 
the health benefit plan 
 
*Non-Certification:  A determination by an organization that an admission, extension of stay, or other health care 
or pharmacy service has been reviewed and, based on the information provided, does not meet the clinical 
requirements for medical necessity, appropriateness, level of care, or effectiveness under the applicable health 
benefit plan.  
 
*Urgent Care:  Any request for a utilization management determination with respect to which the application of 
the time periods for making non-urgent care determinations a) could seriously jeopardize the life or health of the 
consumer or the ability of the consumer to regain maximum function, or b) in the opinion of a physician with 
knowledge of the consumer’s medical condition, would subject the consumer to severe pain that cannot be 
adequately managed without the care or treatment that is the subject of the case.   
 
*Utilization Management (UM):  Evaluation of the medical necessity, appropriateness, and efficiency of use of 
health care services, procedures, and facilities. UM encompasses prospective, concurrent and retrospective 
review in which clinical criteria are applied to a request.  UM is sometimes call “utilization review”. 
 
Note:  INETICARE shall not impede the provision of health care when the attending physician determines the 
health care services to be an emergency.  INETICARE shall review such services on a retrospective basis if 
required by the benefit plan. 
 
 
PROCEDURE:   
1) At the time of the initial certification (see Policy  2030: Prospective Review), the Nurse will determine when 


the next review is necessary.  Review intervals are to be determined on a case by case basis and should vary 







Attachment 3.11.3.1 Concurrent Review Narrative 
 


 
 


POLICY AND PROCEDURES 


 


depending on the severity or complexity of the patient’s condition or on necessary treatment and discharge 
planning activity.  Daily review shall not be done routinely for all cases.  Reviews shall be initiated no later 
than the date of the last certified day or services.  (HUM 26) 
 


2) Concurrent review determinations shall be based solely on the medical information obtained by the reviewer 
at the time of the review determination and within the timeframes as follows :  (HUM 28) 
a) If there is a reduction or termination in a previously approved course of treatment, the determination must 


be issued far enough in advance of the reduction or termination to allow for an appeal of the determine to 
be completed.  (HUM 19a) 


b) If the request is for Urgent care AND the request was received at least 24 hours or more prior to the 
expiration of the current certification, the determination must be made within 24 hours of the request for 
an extension of the utilization management determination.  (HUM 19bi) 


c) If the request is for Urgent and Non-urgent care AND the request was received less than 24 hours prior to 
the expiration of the current certification, the determination must be made within 72 hours of the request 
for an extension of the utilization management determination.  (HUM 19bii) 


d) If the request is for Non-urgent care AND the request was received at least 24 hours or more prior to the 
expiration of the current certification, the determination must be made within 72 hours of the request for 
an extension of the utilization management determination.  (see HUM Points to remember in Program 
Guide) 


e) If the request is received after the initial certification has expired, the determination must be made within 
72 hours of the request for an extension of the utilization management determination.  (see URAC 
interpretive response) 


f) If there is a lack of information, the determination must still be made within the timeframe listed above.  
There is no extension allowed to receive the information.  This may lead to a Lack of Medical Information 
denial.  (see Policy 2000:  Lack of Medical Information) 


g) All timeframes are inclusive of the entire UM process, from the receipt of the request for a decision to the 
issuance of the decision, including sending the written notification.  However this does not include the 
receipt of the written notification as the mail may take several days.  


 
3) The review will continue using the established procedure as specified in Policy 2030: Prospective Review until 


discharge from service.   
 


4) The next review date or discharge date is added to the Reminder list in the case to allow for timely follow-up 
in verifying a discharge date or in the event the provider does not call back when the certification expired.   
 


5) The clinical information is will be reviewed against the evidenced based guidelines to determine the medical 
necessity of the continued stay and documented in INETPASS per Policy 2500:  Utilization Management 
Documentation 


 
6) The requesting provider is notified telephonically of the number of extended days or units of service, the next 


anticipated review date and the new total number of days or services approved, and the date of admission or 
onset of services.  (HUM 21)  If requested by the member or provider, a written confirmation, rather than 
telephone confirmation, of certification for extended stay or additional services shall be sent.  Such 
confirmation shall include the number of extended days, next review date, the new total number of days, 
services, approved, the date of admission or onset of service and the certification number.  (HUM 20a-c) 
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7) If the criteria for certification of continued stay are NOT met, see Policy 2050-Peer to Peer Review/Non-


Certification.   
 


8) Information from any reliable source that will assist in the certification process and collect only the information 
necessary to certify the admission, procedure or treatment, length of stay, frequency or duration of service. If 
the patient is providing information and is unable to provide enough information to support certification, the 
reviewer shall contact the provider and/or request medical records. (HUM 26a) 
 


9) Medical records are only requested when necessary to certify medical necessity or appropriateness of the 
admission or extension of stay, frequency or duration of service or when dictated by the plan requirements. 
(HUM 26d-e) 
 


10) If after any certification has been completed, new information becomes available which is materially different 
from that which was reasonably available at the time of the original determination, the certification may be 
reversed (i.e. original approval was based upon fraudulently submitted materials, materially was inaccurate, or 
misrepresented information submitted by the covered person, authorized person or provider).  If the 
information does not meet criteria, the new information will need to be referred to the Medical Director. 
(HUM25) 
a) Verbally inform the requestor you are rescinding the denial and  
b) Document very carefully who you informed, their name first and last initial and direct phone number and 


ext if available, also what dept or area they work in. 
 


11) All continue service certification determinations are automatically communicated to the Third Party 
Administrator via electronic transfer of data.   
 


12) The nurse will work with the physician, discharge planners, social services and other health care providers as 
necessary to expedite appropriate discharge plans.   
 


13) At any time during concurrent review, cases may be identified and referred to Case or Disease management 
as appropriate. 
 


14) All medical records received relating to the case, shall be uploaded and named in a clear and concise 
manner.   


 
15) For the state of Maryland: 


a) INETICO will make determinations concerning concurrent reviews on whether to authorize or certify a 
nonemergency course of treatment for a patient within two (2) working days after receipt of the 
information necessary to make the determination.  


b) INETICO will promptly notify the health care provider of the determination.  
c) INETICO shall use the Uniform Treatment Plan form when performing Utilization Review for Behavioral 


Health.  
d) Within three (3) calendar days after receipt of the initial request for health care services. INETICARE does 


not have sufficient information to make a determination, INETICARE shall inform the health care provider 
that additional information must be provided.  
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Policy Name: Retrospective Review Effective Date: 
3/1/2008 (Original # H18.1, H20.1, 
H24.1, H26.2, H 28.1) 


Policy #: 2070 Last Review Date: 6/2009, 6/2010, 3/2012, 2/13 


URAC Standard(s): 
HUM 18, HUM 20, HUM 24, HUM 
26, HUM 28 Revision Date: 3/2011 


Version: HUM 7.0 Next Review Date: 2/2014 


Effected 
Departments: Care QI Approval Date: 2008; 6/09; 7/10; 5/11, 5/12, 2/13 


Author: Bonnie Briggs, RN, BSN, CCM, CHP; Clinical Director of Care Management 


Authorized By: Bonnie Briggs, RN, BSN, CCM, CHP; Clinical Director of Care Management 


 
POLICY:  Services which require certification, but not done prior to the service, may require a Retrospective Review.  This 
review is the responsibility of the UM Nurse (Nurse).   
 
DEFINITION(S): 
Coverage denial:  determination that a service, treatment, drug or device is specifically limited or excluded under the health 
benefit plan 
 
*Non-Certification:  A determination by an organization that an admission, extension of stay, or other health care or 
pharmacy service has been reviewed and, based on the information provided, does not meet the clinical requirements for 
medical necessity, appropriateness, level of care, or effectiveness under the applicable health benefit plan.  
 
*Urgent Care:  Any request for a utilization management determination with respect to which the application of the time 
periods for making non-urgent care determinations a) could seriously jeopardize the life or health of the consumer or the 
ability of the consumer to regain maximum function, or b) in the opinion of a physician with knowledge of the consumer’s 
medical condition, would subject the consumer to severe pain that cannot be adequately managed without the care or 
treatment that is the subject of the case.   
 
*Retrospective Review:  Review conducted after services (including outpatient procedures and services) have been 
provided to the patient.  (Interpretive Note for term Retrospective Review”: retrospective medical necessity determinations 
are considered utilization management and subject to URAC standards).  
 
*Utilization Management (UM):  Evaluation of the medical necessity, appropriateness, and efficiency of use of health care 
services, procedures, and facilities. UM encompasses prospective, concurrent and retrospective review in which clinical 
criteria are applied to a request.  UM is sometimes call “utilization review”. 
 
PROCEDURE: 
1) The nurse will determine if a certification has already been completed in INETIPASS.   


 
2) In the event the service has not already been reviewed, the Nurse will open the case and review the request in the 


normal process.   
 


3) The nurse will verify the member was eligible for benefits at the time the services were incurred. 
 


4) Certifications are based on the information available to the provider at the time the medical care was provided.  (HUM 
29) 
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5) Retrospective review certifications shall go through the same workflow, appeals procedures, and notifications as a 
prospective and concurrent review.   
 


6) The timeframe to complete a retrospective review is as follows: 
a) Within 30 calendar days of the receipt of request for a utilization management determination, and (HUM 18a) 
b) A onetime extension for up to 15 calendar days may be made: (HUM 18b) 


i) Provided INETICARE determines that an extension is necessary because of matters beyond the control of the 
organization and (HUM 18bi) 


ii) Notified the patient, prior to the expiration of the initial 30 calendar day period of the circumstances requiring 
the extension and the date when the plan expects to make a  decision; and (HUM 18bii) 


iii) If the patient fails to submit necessary information to decide the case, the notice of extension must specifically 
describe the required information, and the patient must be given at least 45 calendar days from receipt of the 
notice to respond to the plan request for more information.  (HUM 18biii) 


 
7) If additional information is required, the Nurse shall follow the process outlined in Policy 2000:  Lack of Medical 


Information.   
 


8) Individual health plans may preclude the availability of benefits for individuals who did not pre-certify non-emergent 
medical services prior to the date of their occurrence.   
 


9) The nurse will include a disclaimer when notifying the requesting provider of the certification indicating the certification is 
not a guarantee payment.   
 


10) The requesting provider is notified telephonically of the number of days or units of service and the new total number of 
days or services approved, and the date of admission or onset of services.  If requested by the member or provider, a 
written confirmation, rather than telephone confirmation, of retrospective certification shall be sent.  Such confirmation 
shall include the total number of days, services, approved, the date of admission or onset of service and the certification 
number.  (HUM 20a-c) 
 


11) The clinical information will be reviewed against the evidenced based guidelines to determine the medical necessity of 
the continued stay and documented in INETPASS per Policy 2500:  Utilization Management Documentation 
 


12) If the criteria for retrospective certification are NOT met, see Policy 2050-Peer to Peer Review/Non-Certification.   
 


13) All retrospective certification determinations are automatically communicated to the Third Party Administrator via 
electronic transfer of data.   
 


14) Information may be obtained from any reliable source that will assist in the certification process and collect only the 
information necessary to certify the admission, procedure or treatment, length of stay, frequency or duration of service.  
If the patient is providing information and is unable to provide enough information to support certification, the reviewer 
shall contact the provider and/or request medical records. (HUM 27a) 


 
15) Medical records are only requested when necessary to certify medical necessity or appropriateness of the admission or 


extension of stay, frequency or duration of service or when dictated by the plan requirements. (HUM 27d-e) 
 


16) If after any certification has been completed, new information becomes available which is materially different from that 
which was reasonably available at the time of the original determination, the certification may be reversed (i.e. original 
approval was based upon fraudulently submitted materials, materially was inaccurate, or misrepresented information 
submitted by the covered person, authorized person or provider).  If the information does not meet criteria, the new 
information will need to be referred to the Medical Director. (HUM25) 
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a) Verbally inform the requestor you are rescinding the denial and  
b) Document very carefully who you informed, their name first and last initial and direct phone number and ext if 


available, also what dept or area they work in. 
 


17) At any time during the review, cases may be identified and referred to Case or Disease management as appropriate. 
 


18) All medical records received relating to the case, shall be uploaded and named in a clear and concise manner.   
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Clinical Status Report
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ABC Benefits UM Summary Page  [Q2-2013 through Q3-2013]
XYZ COMPANY


Current Previous Result
(4/1/2013-9/30/2013) (10/1/2012-3/31/2013)


Days/1000 0.14 0.14
Admits/1000 0.07 0.07
Avg LOS 2.00 2.00


Non-Certified Savings MD Denied Savings
Units Savings Units Savings


1 $10,232.13 0 $0.00
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 [Q2-2013 through Q3-2013]


Q2-13 Q3-13
0 11
0 1


0 2
0 9


Chart 2.1 represents a visual range of unique precertification calls initiated by the provider, member or other appropriate party.


2.1 Precertification Activity Report (Actions)
Table 2.1 presents the number of precertifications initiated by the provider, member or other appropriate party. Each category 
is presented by quarter within the selected date range. Category increases or decreases should be reviewed at the member 
level to determine claims and care specific activities. Period-over-period increases or decreases may indicate enrollment 
changes, greater clinical needs or lesser clinical activity.


Precert Activity


XYZ COMPANY
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Initiated
Open
Open
Inpatient
Outpatient


1 
2 


9 


Total Precert Activity 


Open Inpatient Outpatient 







 [Q2-2013 through Q3-2013]


Q2-13 Q3-13
0 5
0 4
0 1
0 0


0 0


NonCertified
MD Denied


Nat_LOS


ABC Benefits


2.2 Precertification Activity Report (Precert Days)
Table 2.2 presents the number of precertification requested days initiated by the provider, member or other appropriate party. 
The total number of requested, approved, noncertified, and National Average Length Of Stay amounts are presented by quarter 
within the selected date range. Increases or decreases should be reviewed at the member level to determine claims and care 
specific activities. Period-over-period increases or decreases may indicate enrollment changes, greater clinical needs or lesser 
clinical activity.


Precert Days
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Chart 2.2 represents a visual range of unique precertification days initiated by the provider, member or other appropriate party.


XYZ COMPANY


Requested
Approved







Precert Activity Type
Total Req 


Days
Total Appr 


Days


Total 
Noncert 


Days


Total 
Noncert 
Savings


Total MD 
Denied 
Savings


Inpatient Surgical 2 1 1 $10,232.13 $0.00


Precert Activity Type Q2-13 Q3-13
Outpatient Diagnostic 0 7
Outpatient Surgical 0 2
Inpatient Medical 0 1
Inpatient Surgical 0 1


Total MD 
Denied 
Days


XYZ COMPANY
ABC Benefits  [Q2-2013 through Q3-2013]


Table 2.4 presents the number of precertifications per activity type. This allows identification of 
changes in what is the norm and helps guide the plan in anticipation of claims dollars to be paid to 
what setting. This can help the payer predict upcoming expenses.
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2.4 Precertification Setting Type Report


0


2.3 Precertification Savings Report
Table 2.3 presents the total savings of precertifications per activity type.







 [Q2-2013 through Q3-2013]


Q2-13 Q3-13
0 1
0 3
0 7
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20-34


50-64
Totals


Chart 2.5 represents a visual range of unique precertifications by age group.


35-49


ABC Benefits


2.5 Precertification By Age Report


Table 2.5 presents the number of precertifications per age group. The data stratified by age helps identify dependent-
related issues. It is also useful in targeting of disease management programs.


Age Group


XYZ COMPANY


9% 


27% 
64% 


Total Precerts by Age Group 


20-34 35-49 50-64 







Q2-13 Q3-13
0 4
0 7
0 11


Female
Male


Totals


Chart 2.6 represents a visual range of unique precertifications by gender.
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ABC Benefits  [Q2-2013 through Q3-2013]
XYZ COMPANY


2.6 Precertification By Gender Report
Table 2.6 presents the distribution of precertifications per gender. Unusual results would be indicative of a need to 
review further for gender-related wellness initiatives.


Gender


36% 


64% 


Total Precerts by Gender 


Female Male 







Diagnosis Description Q2-13 Q3-13
CIRCULATORY SYSTEM 0 1
HEALTH STATUS AND 
CONTACT W/HEALTH 
SERVICES


0 2


MUSCULOSKELETAL 
SYSTEM AND 
CONNECTIVE TISSUE


0 3


NERVOUS SYSTEM AND 
SENSE ORGANS 0 2


SKIN AND 
SUBCUTANEOUS TISSUE 0 1


SYMPTOMS, SIGNS, AND 
ILL-DEFINED 
CONDITIONS


0 2


ABC Benefits  [Q2-2013 through Q3-2013]
XYZ COMPANY


2.7 Precertification Diagnosis Report
Table 2.7 presents the number of precertifications per diagnosis. This table demonstrates the distribution, by 
quarter, of diagnoses according to ICD-9 categories. This report indicates not only where the majority of cases 
are diagnoses-wise but also any changes in these areas. These areas of concentration and/or change help guide 
medical management actions and/or wellness foci.
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Presented By:


Q3-13
2
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Clinical Status Report


ABC Benefits  [Q2-2013 through Q3-2013]
UVW COMPANY
Case Management Referral Source Activity Report
The Case Management (CM) referral activity table presents the source of the CM referrals indicating how the potential 
cases were identified. The precertification process is one source where providers or members call INETICARE to 
precertify services. Another source is from INETICARE data mining activities where claims data is scrubbed for chronic or 
catastrophic diagnoses and related procedures. Additional sources are direct call referrals made by providers, payers, or 
members.


CM Member Activity


Chart represents a visual range of the total CM referral activity for the chosen reporting period.


Q2-13
Plan or Payer 0
Precertification 3


Total CM Referrals 3
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ABC Benefits  [Q2-2013 through Q3-2013]
UVW COMPANY


Case Management Referral Outcome Activity Report
The Case Management (CM) referral outcome activity indicates the approval status of the referral. The approval status is 
generated by the payer when a referral is forwarded to them from INETICARE. The referral can be approved or denied by 
the payer.


CM Member Activity Q3-13


Chart represents a visual range of the CM referral outcome activity for the chosen reporting period.


Payor Approved 5


Pending Action 0


Total CM Referrals 5







Q3-13
1
5
1
5


Q3-13
1
0
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ABC Benefits  [Q2-2013 through Q3-2013]
UVW COMPANY


Case Management Case Activity Report
The Case Management (CM) case activity table presents all of the CM case activity for the reporting period. This includes 
a summary of cases still open from prior reporting periods, newly opened cases during this reporting period, closed cases 
during this reporting period, and a closure category summary for this reporting period.


CM Case Status Q2-13
Open (prior rpt periods) 0
Open (this rpt period) 3
Closed (this rpt period) 2


Consumer failed to respond to Outreach 1


Chart represents a visual range of the CM activity for the chosen reporting period.  This does not include open cases 
from prior reporting periods.


Total CM Open Cases 1


Case Closure Reasons Q2-13
Client requested closure 1







$0 $0


Disease Category  Open Cases Q2-13 Q3-13
DISEASES OF THE DIGESTIVE SYSTEM $0 $62,019


Subtotal CM Open Cases $0 $62,019


Total CM Indirect Savings $0 $62,019
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Case Management Indirect Savings Report
This table presents high level Case Management (CM) summary information . Each disease category is presented by quarterly 
historic indirect savings activity. Categories represent savings activity related to all CM diagnoses represented in the 
INETICARE CM program.  This table demonstrates the distribution, by quarter, of diagnoses according to ICD-9 categories. 
This report indicates not only where the majority of cases are diagnoses-wise but also any changes in these areas. These 
areas of concentration and/or change help guide medical management actions and/or wellness foci.


Total CM Direct Savings


ABC Benefits  [Q2-2013 through Q3-2013]
UVW COMPANY


Case Management Direct Savings Report
This table presents high level Case Management (CM) summary information . Each disease category is presented by quarterly 
historic direct savings activity. Categories represent savings activity related to all CM diagnoses represented in the 
INETICARE CM program.  This table demonstrates the distribution, by quarter, of diagnoses according to ICD-9 categories. 
This report indicates not only where the majority of cases are diagnoses-wise but also any changes in these areas. These 
areas of concentration and/or change help guide medical management actions and/or wellness foci.







Q2-13 Q3-13
0.00 : 1 0.00 : 1
0.00 : 1 19.08 : 1
0.00 : 1 19.08 : 1


Q2-13 Q3-13
$0 $0
$0 $0
$0 $0


$0 $0
$1,000 $188
$1,000 $188


Q2-13 Q3-13
$0 $0
$0 $62,019
$0 $62,019


$0 $0
$113 $3,063
$113 $3,063
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ABC Benefits  [Q2-2013 through Q3-2013]
UVW COMPANY


Case Management ROI Report
This table indicates the true cost savings. It is provided by month in the form of a “ROI” or Return on Investment. For every 
dollar spent on INETICARE, the amount saved is indicated. INETICARE does not inflate precertification requests to bolster 
“savings” in the area of precertification; rather, a discharge date is negotiated with all parties in agreement.


Total Direct ROI
Total Indirect ROI
Combined ROI


Closed Cases
Direct Savings
Indirect Savings


Billed Charges


Total Closed Savings


Billed Charges
Billed Time


Total Closed Billed


Billed Time
Total Open Billed


Chart represents a visual range of the CM ROI (Return On Investment) activity for the chosen reporting period.


Open Cases
Direct Savings
Indirect Savings


Total Open Savings







Relation
Participating 


with 
INETICARE


Primary 
Diagnosis Diagnosis Description Age Gender Pharmacy 


Charges


SELF Yes V553   ATTEN TO COLOSTOMY            46 F $0.00 


SELF No 56211 DVRTCLI COLON W/O HMRHG       46 F $0.00 


SELF No 82322 FX SHAFT FIB W TIB-CLOS       23 M $0.00 


SELF No 82322 FX SHAFT FIB W TIB-CLOS       23 M $0.00 


SPOUSE No 5939 RENAL & URETERAL DIS NOS      70 M $0.00 


SELF No 5400 AC APPEND W PERITONITIS       45 M $0.00 


CHILD No 57410 CHOLELITH W CHOLECYS NEC      22 F $0.00 


CHILD No 6142 SALPINGO-OOPHORITIS NOS       22 F $0.00 


SPOUSE No 57410 CHOLELITH W CHOLECYS NEC      47 F $0.00 


SELF No 5409 ACUTE APPENDICITIS NOS        31 M $0.00 


$0.00 
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Top Ten Most Costly Members
The following tables summarize the top 10 most costly members, in order from highest to lowest, based on medical claim and 
pharmacy data available for the reporting period.


(*) - Total Charges data presented is based on claim data provided.  Paid claim data is always presented first.  If paid claim data 
is not available, then the allowed amount is utilized.  If the allowed amount is not available, then the billed amount is utilized.


Medical Claim 
Charges Total Charges (*)


$409,836.26 $409,836.26 


$212,468.80 $212,468.80 


$201,511.19 $201,511.19 


$175,231.17 $175,231.17 


$101,748.34 $101,748.34 


$73,165.63 $73,165.63 


$66,602.56 $66,602.56 


$47,980.54 $47,980.54 


$35,392.66 $35,392.66 


$27,023.55 $27,023.55 


Total Charges $1,350,960.70 $1,350,960.70 
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Case Management Participants 8 8 1


Patient Participation Report
This table presents the participation results for each INETICARE program.  Referrals are generated from several sources including 
precertification activity, claim data mining, self referrals, and referrals from the plan or payor.  Enrolled members are those that have been 
approved for management with an opened case.  Participation indicates that a member has agreed via written consent to actively engage in 
the program with INETICARE.


Average Employee count for reporting period:


Referred Enrolled Participating
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CLAIMAINT:


DATE OF BIRTH:


INSURED:


DIAGNOSIS:


CASE MANAGER:


LOWE, JOHN S


9/19/1958


LOWE, JOHN S


MALIGNANT NEO


COLON NOS Jessica Mangum


MEMBER ID:


CASE NUMBER:


 


REFERRAL DATE:


DATE OF REPORT:


2561800


C-20131031-0086


10/30/2013


11/13/2013


CARE MANAGEMENT REPORT
FOR


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


THE INFORMATION CONTAINED IN THIS REPORT IS PRIVILEGED AND CONFIDENTIAL.


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


COURSE OF PRESENT ILLNESS/DISABILITY


This member was referred to case management through utilization management because he was diagnosed with colon cancer


by colonscopy on 10/28/13 and scheduled to have a colectomy on 11/1/13.


Mr Lowe is a 55 year old man who was feeling his usual state of health until the last month or so, he began experiencing


stomach cramping across his upper abdomen, he was easily tired and fatigued and had some loose stools but had not noticed


any melena or hematochezia. His wife did notice that he was pale, and he was found to be anemic with a hemoglobin in the 5


range. He was transfused with 3 units of packed red blood cells just prior to the colonscopy. He also noted that his appetite was


down and he had a weight loss of around 15 pounds. He had a CT scan done prior to the colonscopy and was found to have a


segment of proximal transverse colon that was thickened, and noted as possible liver cyst versus lesion. He had the colonscopy


done on 10/28/13 and it showed signs of cancer. He was then scheduled for colectomy and a plan to view the liver intra-op was


recommended. He underwent a laparoscopic colectomy on 11/1/13, done per Dr Haase, and the pathology report revealed,


invasive moderately differentiated adenocarcinoma, 9cm in greatest dimension, arising at the hepatic flexure and extending into


the proximal tranverse colon. The tumor invades through the muscularis propria with extensive involvement of adherent


omentum, tumor invades mesentery, vascular invasion of medium-sized vessels indentified in mesentery, and present in positive


lymph nodes in pericolic fat. All peritoneal, mesenteris, proximal and distal margins are negative for tumor. Two of thirty lymph


nodes are involved by metastatic disease, but the appendix is negative.


He has no family history of colon cancer, but does have a family history of breast cancer, benigh colon polyps, diabetes, heart


disease and hypertension. His past medical history includes hypertension, hemacult positive stool, anemia, probably secondary to


colon cancer blood loss. His social history includes, some alcohol use, he is a former smoker, and he is married. He was taking


antihypertensives, but this medication is on hold due to lower blood pressure from the blood loss and anemia. This may need to


be resumed in the future, but is being followed by his primary care physician Dr Singh.


 


 


POTENTIAL PROBLEMS/COMPLICATIONS


Potential complications from colectomy:


infection


obstruction


dehydration


diarrhea


hyponatremia


need for colostomy


complications from anesthesia


Potential risks or side effects of chemotherapy:
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Description Dosage


INETICARE ROI


no meds NKDA


Dollars


Hours


Invoiced


Direct Sav


$0.00


6.00


$480.00


$0.00


Direct ROI


Indirect ROI


Combined ROI


0.00:1


0.00:1


0.00:1


fatigue


nausea and vomiting


diarrhea


skin and nail changes


pain


peripheral neuropathy from possible treatment with Oxaliplatin therapy (FOLFOX regimen)


infection


POTENTIAL CARE COSTS


Estimated cost of colectomy inpatient hospitalization, $2376 X4 days= $9500


Estimated cost for chemotherapy post op in adjuvant setting, possibly with FOLFOX q2 weeks X12, $12,000 each


treatment


Estimated cost of PET scan, $3000


Esitmated cost of labwork, $200


Estimated cost of tumor marker each month during treatment, $200 each


INTERVENTIONS


Reviewed utilization management file


contacted provider for clinicals, path report


contacted member regarding CM program, education, resources


reviewed resources for potential complications, treatment, costs


edcuated member regarding signs and symptoms to report to MD, and potential for adjuvant therapy


verified network participation for providers


verified eligbility


RECOMMENDATIONS


Nurse case manager will:


continue to monitor UM file for activity


contact member and educate on treatments, signs and symptoms to report to MD


contact provider for treatment plan, medical oncology


verify eligibility monthly


generate progress report in approximately 6-8 weeks


CURRENT MEDICATIONS


Frequency


SAVINGS


Direct Savings


No direct savings this report period


Indirect Savings


No indirect savings this report period


Potential direct savings may be realized through NCM intervention and education to ensure the member is educated in


the signs and symptoms of complications and appropriate interventions and compliant with treatment to prevent


hospitalization for complications.


Total Savings (this report period)
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INETICARE ROI


Indirect Sav $0.00


Dollars


Hours


Invoiced


Direct Sav


Indirect Sav


$0.00


6.00


$480.00


$0.00


$0.00


Direct ROI


Indirect ROI


Combined ROI


0.00:1


0.00:1


0.00:1


Total Savings to Date


CURRENT CARE PROVIDERS/PHYSICIANS


Federal Tax Id: 610700826


GRAVES GILBERT CLINIC


HAASE MD, TAGE


PO BOX 90007


BOWLING GREEN, KY 42102


Contact Phone: 000-000-0000


Federal Tax Id: 610920842


THE MEDICAL CENTER


250 PARK STREET


BOWLING GREEN, KY 42102


Contact Phone: 270-745-1000
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CLAIMAINT:


DATE OF BIRTH:


INSURED:


DIAGNOSIS:


CASE MANAGER:


Nguyen, Brian


1/1/1951


Nguyen, Lan Xuan


ACUTE VASCULAR


DISEASE OR STROKE/CVASharon Maloney RN,


CRRN


MEMBER ID:


CASE NUMBER:


 


REFERRAL DATE:


DATE OF REPORT:


057790559


C-20130904-0005


9/4/2013


11/15/2013


CARE MANAGEMENT REPORT
FOR


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


THE INFORMATION CONTAINED IN THIS REPORT IS PRIVILEGED AND CONFIDENTIAL.


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


COURSE OF PRESENT ILLNESS/DISABILITY


Per review of records, Mr. Nguyne was receiving care at skilled nursing facility withoout significant imporvove aand what


appears to be cutodial care. NCM coordianted external physician review with out come of:1. Is continued stay in skilled


nursing facility medically necessary? 2. If continued stay is medically necessary, how many days should be considered


medically necessary? 3. Is continued stay in skilled nursing facility considered custodial care per submitted plan


language? Explanation of Findings: Although the patient ambulated only 35 feet on 10/14/13, he was not documented to


be making substantive progress in regard to his functional status and continued stay in the skilled nursing facility was not


medically necessary. He requires only supervision or minimal assistance with the majority or parameters measured by


occupational therapy. There is no documentation that the member is making substantive progress with speech,


occupational or physical therapy. No skilled nursing services are being provided; tube feeds are not a skilled service. In


summary, continued stay in the skilled nursing facility is not medically necessary. It is considered custodial per the plan


language which defines custodial as services primarily consisting of bathing, feeding, homemaking, moving the member,


giving medications, and acting as a companion or sitter. Conclusion/Decision to Not Certify: 1. Is continued stay in skilled


nursing facility medically necessary? No. Continued stay in a skilled nursing facility is not medically necessary. 2. If


continued stay is medically necessary, how many days should be considered medically necessary? Not applicable. 3. Is


continued stay in skilled nursing facility considered custodial care per submitted plan language? Yes. Continued stay in a


skilled nursing facility is considered custodial care per submitted plan language.


Mr. Nguyen was discharged home from the skiled nursing facility 10/31/13.


Subsequently  a request was receivd for admission to an acute rehab facility. NCm Coordainted eteranl physician review


to clarify medical necessityof request with outcome: The documentation indicates that this patient has been discharged


home pending admission to a subacute facility for further rehabilitation. The patient has gone through extensive subacute


care at another facility. He is at minimal assistance for transfers and ADLs. He ambulates household distances with


assistance. He is eating and there are no medical issues noted. The patient still requires therapy but the documentation


does not support the necessity of inpatient care. The patient appears to have plateaued in the prior facility and was


making slow progress. It would appear from this information that inpatient care is not medically necessary but that the


patient requires outpatient therapies with supervision at home. 1. Is admission to inpatient brain injury program medically


necessary? No. Medical necessity is not established for admission to the inpatient brain injury program. As described


above the patient appears to be medically stable, does not appear to require inpatient care and has had extended skilled


inpatient care until now. The patient can receive his services as an outpatient or with home therapies. The Plan language


requires that treatment be medically necessary and not custodial in nature. It would appear that further inpatient care


would be considered custodial in nature.


Contat with the memers wife  with translator was attempted with no response from wife to NCM.


NCM  reviewed and coordianted  skilled home health nurse, physical, speech nd occupational therapists.


At the request to the home health care provider,  NCM clarified Gi physician who inserted feedig tube so that member


may follow up with the physician for removal of feedign tube that is n longer being utiized.


Prognosis


Per Medical Disability Guidelines: Recovery rates vary depending on the part of the brain affected and the extent of the
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stroke. Function will be restored in about half of patients with moderate to severe paralysis on one side of the body


(hemiplegia) and about 10% will have complete neurologic recovery (Beers). Stroke (all types) has an overall mortality


rate of 60.2 per 100,000 individuals; higher mortality occurs in older individuals, in brain stem stroke, or hemorrhagic


stroke with alterations of consciousness (Jauch). About 10% to 18% of stroke survivors have a second stroke within a


year. Control of risk factors such as high blood pressure, atrial fibrillation, atherosclerosis, obesity, and high lipid levels is


important to prevent additional strokes. Of the 4 million people who have had a stroke, about 33% experience mild


disability, 20% moderate disability, and 16% require placement in an assisted living facility. Rehabilitation is a significant


factor in stroke outcomes.


Uncontrolled high blood pressure can lead to: damage to arteries; aneurysm; heart failure; A blocked or ruptured blood


vessel in the brain(stroke); weakened and narrowed blood vessels in the kidneys; thickened, narrowed or torn blood


vessels in the eyes (this can result in vision loss);Metabolic syndrome(this syndrome is a cluster of disorders of the body's


metabolism — including increased waist circumference, high triglycerides, low high-density lipoprotein (HDL), or "good,"


cholesterol, high blood pressure, and high insulin levels. If one has high blood pressure, it is more likely to have other


components of metabolic syndrome. The more components one has, the greater the risk of developing diabetes, heart


disease or stroke); Trouble with memory or understanding (uncontrolled high blood pressure also may affect the ability to


think, remember and learn. Trouble with memory or understanding concepts is more common in people who have high


blood pressure).


POTENTIAL PROBLEMS/COMPLICATIONS


Per Medical Disability Guideline: Complications vary with the severity of the stroke, the part of the brain affected, and the amount


of time between the onset of stroke and treatment. Individuals who have had an ischemic stroke are at increased risk for having


another stroke or myocardial infarction. Heart monitors should be used following stroke, as individuals often will have abnormal


or irregular heart rhythms (cardiac arrhythmia), especially atrial fibrillation, which can contribute to thrombus and/or embolus


formation and another stroke. Decreased muscle activity following stroke may increase risk of blood clot formation in veins (deep


vein thrombosis). These blood clots can travel to the lungs (pulmonary embolism) and cause serious respiratory problems or


death. Deep vein thrombosis can be prevented by walking for individuals who are ambulatory, compression stockings for


individuals who are confined to bed, and/or by medications. Cognitive dysfunction may affect memory, level of attention and


alertness, ability to communicate clearly, and motor skills. Instructions may be misunderstood or forgotten and the individual may


not be able to process information and respond appropriately. The individual may become a threat to his or her own safety,


unable to function responsibly, complete tasks, or operate equipment. Depression affects at least one-third individuals with


stroke. Difficulty swallowing and decreased alertness can allow food or saliva to enter the lungs (aspiration) and cause sudden


death due to choking or lung infection (aspiration pneumonia). Seizures occur in approximately 17% of individuals with ischemic


stroke and about half of individuals with hemorrhagic stroke affecting the cortex or gray matter that covers the front part of the


brain. Urinary incontinence and poor bladder function may result in urinary tract infection or kidney problems. Individuals who


have had a stroke are at increased risk of falls due to factors such as impaired judgment, poor balance and coordination, and


muscle weakness. Uncontrolled muscle spasm can lead to joint stiffness and immobility (contractures). Shoulder injury can result


due to decreased muscle tone. Pressure sores (decubitus ulcers) may occur if the individual is immobile and unable to make


frequent position changes or is not moved frequently by caretakers. Poor healing of pressure sores and related bacterial


contamination may become a source of systemic infection (sepsis).


Barriers to Recovery


Alteration in gait 


Alteration in sensation 


Alteration in communication 


Alteration in swallowing/nutrition 


Alteration in level of function 


Alteration in safety 


Alteration in cognition 


Depression 


High cost of treatment 


Alteration in family dynamics(may not be able to return to work)


Saftey Issues


Potential for injury related to alterations in gait,sensation, level of function, communication and cognition


Potential ofr aspirationla pneumonia secondary to swallowing issues


POTENTIAL CARE COSTS


Hospitalization for stroke
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Description Dosage


AMLOPIDINE/NORVASC 5 MG PO


ATORVASTIN 80 MG PO


EZEMTIMBE/ZETIA 10 MG PO


LOSARTAN/COZAAR 25 MG PO


PANTOPRAZOLE/PROTONIX 40 MG GT


ASPIRIN 325 MG PO


SERTRALINE 75 MG PO


COLCRYS/COLCITRIN 0.6 MG PO


CLOPIDOGRAL/PLAVIX 75 MG PO


PREDNISONE 20 MG PO


PREDNISONE 10 MG PO


PREDNISONE 5 MG PO


ISOSOURCE PER G TUBE


ISOSOURCE 1 CAN G TUBE


Hospitalization for hypertension


Hospitalization for complications of treatment hospitalization for: Nutritional and metabolic disorders; Respiratory infection;


Symptoms of dehydration


Acute Rehab stay


Skilled nursing care facility


Home health care for skilled nursing PT, OT, speech


Care provided by physicians and specialists


Outpatient PT, OT and speech


DME


Medications


INTERVENTIONS


Attmepted contact with family with interperter with  no response


Contact with facility case managersto clarify current medical staus and treatment plan


Contact with client to clarify benefits for HHC


coordiantesd 2 exrenal physician reviews regarding medical necessity of SNFand acute rehab


Reviewed coordiante homehelth care


Contact with home health care provider to clarify coveraged of HHC services.


Contact with provider to clarify prior treaeing GI MD.


Researched and provider community resources for assistance for home heath aide and respite care.l


 


 


RECOMMENDATIONS


During the next reporting period in coordination with the Member, client and healthcare providers the Nurse Case Manager will:


Evaluate the benefit of current treatment through contact with the member


Clarify medical status and treatment plan


Assess the patient for compliance with treatment plan


Provide education resource information and material to patient deficits are identified


Identify community resources and/or social support systems


Educate the member regarding utilizing in network providers


Review and update medication list


Contact home health cre provider to assess progress with therapies and current medical status


Generate next report in approximately 4 -6weeks or by 01/06/14


CURRENT MEDICATIONS


Frequency


DAILY


Q PM


Q PM


DAILY


BEFORE DINNER


DAILY


DAILY


DAILY


DAILY


X 3DAYS


X 3DAYS


X3 DAYS


1 CAN 8 PM


PER DAY(1 CAN AFTER EACH


MEAL IF LESS THAN 50% EAT


SAVINGS


Direct Savings


Direct savings were achieved through coordination of medical necessity review by external physician review regarding of
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INETICARE ROI


INETICARE ROI


Dollars


Hours


Invoiced


Direct Sav


Indirect Sav


$0.00


11.60


$1,450.00


$21,000.00


$0.00


Direct ROI


Indirect ROI


Combined ROI


14.48:1


0.00:1


14.48:1


Dollars


Hours


Invoiced


Direct Sav


Indirect Sav


$0.00


30.20


$3,775.00


$57,600.00


$84,358.74


Direct ROI


Indirect ROI


Combined ROI


15.26:1


22.35:1


37.60:1


request for inpatient brain injury. The review report stated there is no medical necessity for the requested care.. Inpatient acute


rehab is approximately 1500.per day for 2 weeks= $21000.00. Savings is $21,000.00.


Indirect Savings


Potential savings may be realized by NCM intervention and education to prevent hospitalization for complications


associated with the treatment: hospitalization for: Nutritional and metabolic disorders; Respiratory infection; Symptoms of


dehydration


Potential savings may be realized by NCM intervention and education to prevent hospitalization for ischemic stroke


Potential savings may be realized by NCM intervention and education to prevent hospitalization for hypertension


Potential savings may be realized by NCM intervention and education of acute rehab/ skilled nursing facility case


managers regarding utilization of home care services to expedite discharge home


Total Savings (this report period)


Total Savings to Date


CURRENT CARE PROVIDERS/PHYSICIANS


Federal Tax Id: 760486879


KATY INTERNAL MEDICINE ASSOCIA


REININGER, DAVID


1331 W GRAND PARKWAY N


KATY, TX 77493


Contact Phone: 281-392-8620


Federal Tax Id: 800135928


GRACE CARE CENTER OF KATY


23553 W FERNHURST DRIVE


KATY, TX 77494


Contact Phone: 281-394-1300


In network PHCS
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CLAIMAINT:


DATE OF BIRTH:


INSURED:


DIAGNOSIS:


CASE MANAGER:


Palacios, Maria Lurdes


5/4/1999


Sanchez, Esteban


Jennifer Sithole


MEMBER ID:


CASE NUMBER:


 


REFERRAL DATE:


DATE OF REPORT:


01010393


C-20130904-0006


9/4/2013


11/14/2013


CARE MANAGEMENT REPORT
FOR


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


THE INFORMATION CONTAINED IN THIS REPORT IS PRIVILEGED AND CONFIDENTIAL.


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


COURSE OF PRESENT ILLNESS/DISABILITY


File opened to case management due to: child w/ acute liver and heart failure.


Psychosocial: Lives with parents, 2 sisters, and 1 brother. She attends school but is often behind in her courses due to illness.


Member is a 14-year-old female, diagnosed with cholecystis transaminits and hemophagocytic lymphohistiocytosis (HLH). She


has a past medical history of mixed connective tissue disease.


Mixed connective tissue disease is an autoimmune disorder characterized by overlapping features of three connective tissue


disorders: lupus, scleroderma, and polymyositis.


Hemophagocytic lymphohistiocytosis (HLH) is a life-threatening condition of severe inflammation caused by the uncontrolled


proliferation of activated by white blood cells.


Member has completed chemotherapy treatment for HLH. She was treated with only dexamethasone and Etoposide only


because the rest of the chemotherapy regimen to treat HLH caused toxicity. Her last oncology visit was on 10/07/13 for


completion of the treatment.


Member had side effects of tremors in her hands. Her blood test showed improvement. At completion of treatment, her ANC


(absolute neutrophil count) was 2910 and her platelet count was 225. Her ferritin level had decreased from 8543 to 321.5. All


these were signs that she responded well to treatment.


Current treatment plan is for repeat labs to monitor continued improvement, weekly. The goal is to achieve remission. So far, she


appears to be headed that direction. Member has been referred to her primary care physician to manage her progress.


 


POTENTIAL PROBLEMS/COMPLICATIONS


Mixed connective tissue disease is an autoimmune disorder and not curable


She is at risk for multiple organ failure due to the above condition


Due to DIC, she is at high risk for the following problems:


Bleeding


Stroke if there is clotting in brain vessels


DVT


Death
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Description Dosage


ETOPOSIDE MG/KG


INETICARE ROI


INETICARE ROI


Dollars


Hours


Invoiced


Direct Sav


Indirect Sav


$0.00


1.50


$187.50


$0.00


$0.00


Direct ROI


Indirect ROI


Combined ROI


0.00:1


0.00:1


0.00:1


Dollars


Hours


Invoiced


Direct Sav


Indirect Sav


$0.00


12.60


$1,575.00


$5,510.00


$0.00


Direct ROI


Indirect ROI


Combined ROI


3.50:1


0.00:1


3.50:1


POTENTIAL CARE COSTS


Cost for inpatient admissions


Cost for frequent blood transfusions


Potential cost for treatment with multiple specialists due to the primary diagnosis


Cost for chemotherapy


INTERVENTIONS


Initiated outreach to the parent


Conducted utilization management for recommended services and determined appropriateness


Facilitated education of the mother to flush PICC line during inpatient stay


RECOMMENDATIONS


Close case management file


CURRENT MEDICATIONS


Frequency


IV Every 2-weeks


SAVINGS


Direct Savings


Facilitated discharge and continuation of care at outpatient infusion center. Rreduced inpatient stay by 2-days


Indirect Savings


Total Savings (this report period)


Total Savings to Date


CURRENT CARE PROVIDERS/PHYSICIANS


SOUTHWEST CLINIC


MORA, ALEXANDER


207 SW MILITARY DRIVE


SAN ANTONIO, TX 78221


Contact Phone: 210-922-2999


CHILDRENS HOSPITAL OF SAN ANTONIO


333 N SANTA ROSA ST


SAN ANTONIO, TX 78207


Contact Phone: 210-704-2011
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Red Flag Diagnosis and Procedure Report 


No new red flags found for this report period. 







  


(NEW) Precertification Requests 


No cases to report. 







  


(CLOSED) Precertification Requests 


No cases to report. 







  


(CHANGED/MODIFIED) Precertification Requests 


Member Id:  103900289 Case No:  P-20131119-0799 


Insured:  
VILLORENTE, 


METHELYN 
Begin Date:  11/19/2013 


Patient:  
VILLORENTE, 


METHELYN 
Status:  


CLOSED on 


11/19/2013 


Group ID:  1039 CM Referral?:  No 


Contact Name Contact Phone Contact Type 


Sandy @ Dr.Schaefer 973-322-7032 Provider 


Birth Date Gender Relationship 


05/19/1960 Female 
 


Admission Type Admission Date Discharge Date 


Outpatient Surgical 11/21/2013 11/21/2013 


Diagnosis Code Desc 


  193.80 MALIGN NEOPL THYROID 


  611.72 LUMP OR MASS IN BREAST 


Procedure Code Desc 


  19125 EXCISION BREAST LESION 


  77021 MR GUIDANCE FOR NEEDLE PLACE 


  19290 PLACE NEEDLE WIRE BREAST 


Provider 


Federal Tax Id: 222458479 [: ] 


St Barnabas Outpatient Center 


200 S. Orange Ave 


Livingston, NJ 07039 


Contact Phone: 9733227343 


Provider 


Federal Tax Id: 454832340 [: ] 


 


Schaefer, Sarah 


200 S Orange Ave 


Livingston, NJ 07039 


Contact Phone: 9733227032 


Request Date Requested Amt Approved Amt Next Review 


11/19/2013 0.00 Procedures 0.00 Procedures 
 


11/19/2013 1.00 Procedures 1.00 Procedures 
 


Totals to Date 1.00 Procedures 1.00 Procedures 
 







  


(PENDING - NO CHANGES) Precertification Requests 


Member Id:  103900275 Case No:  P-20131115-0656 


Insured:  
THOMPSON, 


EVELIA 
Begin Date:  11/15/2013 


Patient:  
THOMPSON, 


EVELIA 
Status:  OPEN 


Group ID:  1039 CM Referral?:  No 


Contact Name Contact Phone Contact Type 


April @ mdo 201--43-7-97 Provider 


Birth Date Gender Relationship 


12/23/1950 Female 
 


Admission Type Admission Date Discharge Date 


Inpatient Surgical 12/03/2013 12/4/2013 (projected) 


Diagnosis Code Desc 


  715.16 LOC PRIM OSTEOART-L/LEG 


Procedure Code Desc 


  27447 TOTAL KNEE ARTHROPLASTY 


Provider 


Federal Tax Id: 205630547 [: ] 


 


Augustin, Jeffrey 


8645 Broadway 


Dale, NJ 07002 


Request Date Requested Amt Approved Amt Next Review 


11/15/2013 2.00 Days 0.00 Days 11/15/2013 


11/15/2013 0.00 Days 1.00 Days 11/16/2013 


Totals to Date 2.00 Days 1.00 Days 
 







  


________________________________________________________________________ 


 


Inetico Inc. 


PO Box 10972 


Tampa, FL 33679 


Phone: 813-258-2200 


 


The information transmitted is intended only for the person or entity to  


which it is addressed and may contain CONFIDENTIAL material. If you receive  


this material/information in error, please contact the sender and delete or  


destroy the material/information. 







Attachment 3.12.1 UM/Precerts by Date Range 


ABC Precertification Report (6/1/2013 through 10/31/2013) Generated on 11/13/2013 
 Case No Status Member 


Id Patient DOB Subscriber ST Type Open DT Admission Discharge Emer Apprv 
LOS 


Act 
LOS 


              P-20131028-
1152 Complete 1700003 PATIENT, A 10/31/1952 MEMBER, 


A XX IM 10/28/2013 10/27/2013 10/30/2013 Y 3 3 


XYZ 
COMPANY 
(17) 


Diagnosis - 
Procedure 486 PNEUMONIA, ORGANISM NOS 


Federal Tax Id: 060646715 [Y: PHCS] 
MID STATE MEDICAL CENTER 
435 LEWIS AVENUE 
MERIDEN, CT 06451 
Contact Phone: 8882718662 


Federal Tax Id: 111111111 [Y: 
PHCS] 
 
HUNG, YIN 
435 LEWIS AVE 
MERIDAN, CT 06451 
Contact Phone: 2036948566 


              P-20131016-
0658 Complete 1700011 PATIENT, C 11/6/1949 MEMBER, 


C XX OF 10/16/2013 10/29/2013 11/19/2013 N 1 2 


XYZ 
COMPANY 
(17) 


Diagnosis - 
Procedure 


719.46 
j7324 JOINT PAIN-L/LEG No facility listed for case. 


Federal Tax Id: 271981759 [Y: ] 
INTERVENTIONAL SPINE 
AND SPORTS ME 
PATEL, BHAVESH 
1625 STRAITS TURNPIKE 
SUITE 205 
MIDDLEBURY, CT 06762 
Contact Phone: 2035987246 


              P-20131015-
0623 Complete 1700014 PATIENT, F 8/16/2004 MEMBER, 


F XX OS 10/15/2013 10/25/2013 10/25/2013 N 0 0 


XYZ 
COMPANY 
(17) 


Diagnosis - 
Procedure 


789.00 
43239 


ABDMNAL PAIN UNSPCF SITE 
UPPER GI ENDOSCOPY BIOPSY 


Federal Tax Id: 060646652 [Y: ] 
Yale New Haven Hospital 
20 York Street 
New Haven, CT 06504 
Contact Phone: 2036884242 
Contact Fax: 2036888050 


Federal Tax Id: 060646973 [Y: ] 
 
PASHANKAR, DINSEH 
20 YORK STREET 
NEW HAVEN, CT 06510 
Contact Phone: 2037854649 
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Attachment 3.12.1 UM Precerts by Case Number


Case Mgr Group ID Case No Date Issued Status Admission Type
Refer To 


CM
Member ID


Patient Last 
Name


Patient DOB
Admission 


Date
twebbg01 82-1 P-20130621-0821 06/21/13 Rejected Inpatient SNF 8200021 TAYLOR 08/09/67 06/22/13
jmills01 67-1 P-20130708-0273 07/08/13 Complete Inpatient Surgical Y 6700004 JONES 03/20/65 10/24/13
awatki01 47-1 P-20130717-0688 07/17/13 Complete Office 4700000 SMITH 04/28/61 07/30/13
IASMR001 77-1 P-20130723-0935 07/12/13 Complete Inpatient Mental Health Y 7700001 JONES 07/18/00 07/23/13
nvazqu01 77-1 P-20130829-1188 08/29/13 Complete Outpatient Infusion Therapy 7700029 SMITH 07/16/57 09/06/13
nvazqu01 67-1 P-20130919-0799 09/19/13 Complete Outpatient PHP-Partial Hosp Prog 6700010 TAYLOR 05/09/88 09/18/13
awatki01 67-1 P-20131001-0030 10/01/13 Complete Outpatient IOP-Intensive Outpatient Prog 6700010 TAYLOR 05/09/88 09/24/13
nvazqu01 82-1 P-20131023-0913 10/23/13 Pending Inpatient Neonatal Y 8200024 JONES 10/15/13 10/15/13
nvazqu01 77-1 P-20131025-1039 10/25/13 Complete Inpatient Substance Abuse Y 7700026 SMITH 11/15/81 10/24/13
nvazqu01 82-1 P-20131030-1240 10/30/13 Pending Inpatient Surgical Y 8200009 TAYLOR 03/21/77 11/04/13
nvazqu01 89-1 P-20131105-0161 11/05/13 Complete Outpatient Surgical Y 8900011 JONES 12/06/59 11/12/13
IASMR001 97-1 P-20131111-0387 11/11/13 Pending Inpatient Medical 9700014 SMITH 07/21/60 11/09/13
IASMR001 85-1 P-20131111-0397 11/11/13 Complete Inpatient Obstetrical 8500022 TAYLOR 11/18/82 10/08/13
jmills01 67-1 P-20131111-0432 11/11/13 Complete Outpatient Diagnostic 6700016 JONES 09/01/61 11/14/13
jmills01 97-1 P-20131113-0504 11/13/13 Pending Outpatient Surgical 9700008 SMITH 06/16/04 11/27/13
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Red Flag Alert!  
 


The red flag alerts identified by this notice are considered to be key factors leading to  


potentially catastrophic cases or high dollar claims. A short summary of this particular alert is 


shown  


below. Details on the precertification case that triggered this notice will be included in the  


Precertification Daily Report which is emailed to you at the end of the day. Or you can view the  


precertification case immediately by clicking on the hyperlink provided below. Please have your 


INETIPASS  


user id and password handy as the system will require you to logon if you're not logged on 


already. 


 


INETICARE is currently reviewing this case for care management needs and will contact you 


with a referral  


request if appropriate. 


 


If you have any questions or concerns regarding this alert, please contact 


UtilizationManagement@ineticare.com  


or call us toll free at 877-608-2200.  


 


Sincerely,  


INETICARE Team  


 


Click here to view the precert online 
 


Client Name:  DART Container Corporation 


Group Name:  Engineering and Admin Sales Employees 


Precertification Number:  P-20131114-0596 


-- ADDITIONAL RED FLAGS -- 


ICU Alert - An intensive care stay was noted for this case. 


 


 


Please do not reply this message as no recipient has been designated. For assistance, please email 


CustomerService@inetico.com directly. 


 


Email Confidentiality Notice â€“ The information contained in this transmission is confidential, proprietary or  
privileged and may be subject to protection under the Health Insurance Portability and Accountability Act of 1996 


or  
other legal sanction. The message is intended for the sole use of the individual or entity to whom it is addressed.  
If you are not the intended recipient, you are notified that any use, distribution or copying of the message is  
strictly prohibited and may subject you to criminal or civil penalty. If you are not the intended recipient, please  
contact the sender by reply e-mail and destroy all copies of the original message.  


 


Registering a Complaint â€“ If you are not satisfied with the services you are receiving or have any concerns, 



mhtml:http://nursing/UMRequests/Red%20Alerts/INETICARE%20Alert%20for%20Engineering%20and%20Admin%20Sales%20Employees%20(P-20131114-0596).eml!https://www.inetipass.com/CareCaseLists.aspx?caseno=P-20131114-0596&tab=1

mailto:CustomerService@inetico.com

janetkoch

Highlight



janetkoch

Highlight



TimGuzinski

Text Box

Attachment 3.12.1 Red Flag Trigger Notice A







please  
notify INETICOâ€™s Quality Assurance Supervisor via telephone 1-877-608-2200 (toll free), mail INETICO 400 


N Ashley Drive, Ste 1550, Tampa, FL 33602,  
or email Quality@inetico.com to register a complaint. 



mailto:Quality@inetico.com





Red Flag Alert!  
 


(A new red flag alert has been identified on this pending case.) 


 


The red flag alerts identified by this notice are considered to be key factors leading to  


potentially catastrophic cases or high dollar claims. A short summary of this particular alert is 


shown  


below. Details on the precertification case that triggered this notice will be included in the  


Precertification Daily Report which is emailed to you at the end of the day. Or you can view the  


precertification case immediately by clicking on the hyperlink provided below. Please have your 


INETIPASS  


user id and password handy as the system will require you to logon if you're not logged on 


already. 


 


INETICARE is currently reviewing this case for care management needs and will contact you 


with a referral  


request if appropriate. 


 


If you have any questions or concerns regarding this alert, please contact 


UtilizationManagement@ineticare.com  


or call us toll free at 877-608-2200.  


 


Sincerely,  


INETICARE Team  


 


Click here to view the precert online 
 


Client Name:  HealthSCOPE Benefits, Inc. 


Group Name:  Toledo Public Schools 


Precertification Number:  P-20131111-0380 


-- ADDITIONAL RED FLAGS -- 


Inpatient LOS Alert - An inpatient length of stay greater than or equal to 7 days was noted for 


this case. 


 


 


Please do not reply this message as no recipient has been designated. For assistance, please email 


CustomerService@inetico.com directly. 


 


Email Confidentiality Notice â€“ The information contained in this transmission is confidential, proprietary or  
privileged and may be subject to protection under the Health Insurance Portability and Accountability Act of 1996 


or  
other legal sanction. The message is intended for the sole use of the individual or entity to whom it is addressed.  
If you are not the intended recipient, you are notified that any use, distribution or copying of the message is  
strictly prohibited and may subject you to criminal or civil penalty. If you are not the intended recipient, please  



mhtml:http://nursing/UMRequests/Red%20Alerts/INETICARE%20Alert%202390.eml!https://www.inetipass.com/CareCaseLists.aspx?caseno=P-20131111-0380&tab=1

mailto:CustomerService@inetico.com
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contact the sender by reply e-mail and destroy all copies of the original message.  


 


Registering a Complaint â€“ If you are not satisfied with the services you are receiving or have any concerns, 


please  
notify INETICOâ€™s Quality Assurance Supervisor via telephone 1-877-608-2200 (toll free), mail INETICO 400 


N Ashley Drive, Ste 1550, Tampa, FL 33602,  
or email Quality@inetico.com to register a complaint. 



mailto:Quality@inetico.com
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Bennion D. Buchanan, M.D., M.B.A, F.A.C.E.P. 


 


CERTIFICATION & LICENSURE   


1987:   Board Certified in Emergency Medicine by the American Board of Emergency Medicine, 
May 1987.  Recertified, November 1996, 2006. 


  ACLS Instructor, ATLS Provider  


1995:   Certified Medical Review Officer by the American Associate of Medical Review Officers, 
July 1995, 2004 


California G89260 Expiration 8/31/14 


Connecticut  51468 Expiration 8/31/14 


Delaware C1-0010263 Expiration 3/31/15 


Florida ME114448 Expiration 1/31/15 


Kentucky 45779 Expiration 2/28/14 


Missouri 2012037322 Expiration 1/31/14 


Mississippi 22569 Expiration 6/30/14 


Montana MED-PHYS-LIC-20292 Expiration 3/31/14 


New Hampshire 15907 Expiration 6/30/14 


Nevada 14578 Expiration 6/30/15 


New Jersey 25MA09214700 Expiration 6/30/15 


North Carolina 2012-01963 Expiration 8/2/14 


North Dakota 12551 Expiration 8/2/14 


Oklahoma 29481 Expiration 11/1/14 


Oregon MD160821 Expiration 12/31/13 


Tennessee 49333 Expiration 8/31/15 


Texas P5262 Expiration 2/28/14 


Utah 162190-1205 Expiration 1/31/14 


Virginia 0101253000 Expiration 8/31/14 
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MEMBERSHIPS 


1987-Present:  Fellow of the American College of Emergency Medicine   


EDUCATION  


1977:    Medical Degree from University of Utah School of Medicine 


1970:   2nd Year Intensive Chinese, June-August, 1970 Stanford University 


1970:    B.S. in Civil Engineering from Stanford University.  


1969:   Intensive French for foreigners, La Sorbonne, Paris France, August  


1966-1967:  Stanford in Italy, September 1966-April 1967 


POST-GRADUATE TRAINING  


1990:  Masters in Business Administration (Executive MBA Program) from the University of   
Utah 


1977-1978:  Rotating Internship at Gorgas Hospital, Canal Zone 


PRACTICE EXPERIENCE   


2011-2013: Medical Director at Medical Review Institute of America Inc.  


2010-2011: Associate Medical Director at Medical Review Institute of America Inc. 


2005-2011: Emergency Medicine at Salt Lake Regional Medical Center, Salt Lake City, Utah  


2007-2009: Managing Partner of SLED (Salt Lake Emergency Physicians) 


1999-2005: Emergency Medicine at Tooele Valley Regional Medical Center (now Mountain West 
Medical Center) 


2001-2004: Director of Emergency Services for Tooele Valley Regional Medical Center (now 
Mountain West Medical Center)  


2001-2005: Medical Director for Mountain West Hospital Ambulance 


2001-2005: Medical Director for Tooele Hospital (now Mountain West Hospital) CSEPP (Chemical 
Stockpile Emergency Preparedness Plan)  


1998-2004:  Emergency Medicine at Timpanogos Regional Hospital, Orem, Utah 


1997-2002: Emergency Medicine at St. Mark’s Hospital, Salt Lake City, Utah 


1995-1998:  Consulting Physician for the Salt Lake Corporation Occupational Health Services Clinic, 
Salt Lake City, Utah 


1996-1997:  Emergency Medicine at Paracelsus Regional Hospital, Salt Lake City, Utah 


1994-1995: Team Leader for Urgent Care at FHP Redwood Center, Salt Lake City, Utah  
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1993-1996:  Emergency Medicine at FHP Utah Hospital, Salt Lake City, Utah 


1994-1996:  Medical  Director for the Occupational Medicine Program at the FHP Utah Hospital, Salt 
Lake City, Utah 


1987-1993:  Urgent Care at Southwest Emergency Services, West Jordan, Utah 


1987-1989:  Emergency Medicine at Holy Cross Hospital, Salt Lake City, Utah 


1980-1987:  Emergency Medicine at Pioneer Valley Hospital, West Valley City, Utah 


1978-1980: Emergency Medicine at St. Mark’s Hospital, Salt Lake City, Utah 


PROFESSIONAL ORGANIZATIONS  


Utah Medical Association 1979-Present  


Salt Lake County Medical Association 1979-present 


Board Member of Utah Chapter of ACEP (American College of Emergency Physicians) 1994-2013 


President of Utah Chapter of ACEP 2006-2008 


American College of Emergency Physicians 1979-Present 


Utah Chapter of American College of Emergency Physicians 1979-present 


Counselor from Utah Chapter of ACEP to National ACEP 2007-2011, & 2013 


Beta Gamma Sigma (the honor society for collegiate schools of business) 


The Honor Society of Phi Kappa Phi 


Member of the Clinical Practice Cohort of the Epilepsy Monitor Representing Emergency Medicine 


 1995-1996 


COMMUNITY COMMITTEES   


2005-2012: Reviewer for HealthInsight for Emergency Medicine 


2007-2010: Utah Governor’s Pandemic Influenza Preparedness Task Force 


2007-2010: Utah Influenza Triage Guidelines Subcommittee 


2000-2003:   HealthInsight Utah Council 


2002-2008:  Utah Poison Control Center Advisory Board 


1994-1996: HealthInsight Advanced Directives Project Investigator 


1995: HealthInsight Clinical Policy Committee 
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1996:   HealthInsight Advisory Panel Member for the Cooperative Cardiovascular Project for 
Utah 


HOSPITAL COMMITTEES   


2008-2011:  Medical Staff representative to the Disaster Committee of Salt Lake Regional Medical 
Center  


2008-2011: Vice-Chair Department of Emergency Medicine, Salt Lake Regional Medical Center  


2003-2005:  Chair, Medical Review Committee, Mountain West Medical Center 


2003-2004:  Performance Improvement Committee, Mountain West Hospital  


2001-2003:  Chair, Emergency Services Committee, Tooele Hospital (now Mountain West Medical 
Center)  


1993-1996: FHP Utah Hospital Medical Utilization Committee 


1991-1993:  Holy Cross Hospital Institutional Review Board 


1981-1987: Pioneer Valley Hospital: Coronary Care Unit Committee, Credentials Committee, 
Executive Committee, Trauma Committee, Medical Staff Secretary, Inter-Hospital 
Committee 


UTAH MEDICAL ASSOCIATION 


2009-2013: Controlled substance task force 


2006-2011:  Specialty Society Presidents Committee 


2006-2013:  Healthy Lifestyles Committee 


2000-2004:   Executive Committee of the Utah Medical Association 


2000-2004:  Treasurer of the Utah Medical Association 


1995-2013: Delegate to the Utah Medical Association annual meeting representing Utah ACEP 


1997: UMA House of Delegates Reference Committee Member  


1998:   UMA House of Delegates Reference Committee Chair 


1996-2005:   Representative to the UMA Board of Trustees from Utah ACEP 


1997-2005:   Chair, Utah Medical Association Fitness Committee (FIT.COM) 


1991: Cholesterol Screening Committee 


1992-1994: Unproven Practices Committee 


OTHER ORGANIZATIONS 


2005-2008: Board Member of EPIC (Emergency Physicians Integrated Care) 
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2001-2005: Tooele County Medical Services Council 


2000-2002:   Salt Lake City 2002 Winter Olympics Team 2002 Member 


2000-2002:   Medical Team for Team 2002 


2002: Athlete Physician for Opening and Closing Ceremonies for 2002 Winter Olympics 


2002: Physician for the Main Media Center for the 2002 Winter Olympics 


2002: Physician for the Opening Ceremonies and for the Sledge Hockey for the 2002 
Paralympics 


2000-2002: Olympics Guest Host, with emphasis on French, Hosting Venue Tours 


1996-1997: Utah Nurses Foundation Board 


1994-1996:  Salt Lake City Corporation Occupational Medicine Clinic Quality Review Board 


SPECIAL INTERESTS 


Hobbies include fitness activities (biking, swimming, running, including 8 marathons and skiing) and 
foreign languages (French, Spanish, Italian, German and Chinese).  In an effort to promote exercise, I 
wrote a monthly column for the UMA bulletin for ten years, 1997-2007 named Fit.com.  This has been 
reactivated under the title Fit.Doc.   
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Attachment 3.16.1 Disaster Recovery Plan 


 


 
 
 
 
 
 
 
 


Business Continuity 
 


And 
 


Disaster Recovery Plan 
 
 
 


 
Last Updated:  9/24/2013
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Section 1. Goals of a Disaster Recovery Plan 
 
The major goals of a disaster recovery plan are: 


 


To minimize interruptions to normal operations. 
To limit the extent of disruption and damage. 
To minimize the economic impact of the interruption. 
To establish alternative means of operation in advance. 
To train network engineers and managers on emergency procedures. 
To provide for smooth and rapid restoration of service. 
Establishing LAN/Internet connection reliability and fault tolerance. 
A constant review of Frequently Asked Questions (FAQs). 
Review and update of the plan after any monitoring process, actual disaster or new 
information as it obtained. 


 


 
 
 


Section 2. Personnel Phone List 
 


 
 


Link to Disaster Recovery Directory 
 


 
 


Note: Attach a copy of your organization chart to this section of the plan. 
 
CEO will determine the status of the disaster and begin the call sequence for the phone tree to 
notify all parties listed. In the CEO’s absence, the CIO and CFO will determine need and 
initiate plan. 


 
**** If you call and do not speak with the next person on the list then leave a voice mail 
message if possible. Call the next person on the list  until you speak with someone  who will 
then continue the phone tree sequence.



file:///C:/Users/swaspinall/Downloads/DisasterRecoveryDirectory.pdf

file:///C:/Users/swaspinall/Downloads/DisasterRecoveryDirectory.pdf
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INETICO –  Organizational Chart    ( ----Please click  ) 
 
 
 
 


INETICO –  Floor Plan 
 
 
 
 


Corporate Office Building Layout 
 


 
 
 
 
 
 
 
 


Section 3. Application Profile 
 


This is a list of all applications involved with payroll, accounts payable/receivable, orders etc. 
 


Application profile 
 
 
 


Application Name 


 


 


Critical? 
Yes/No 


Fixed 
Asset? 
Yes/No 


 
 
 


Manufacturer 


 
 
 


Comments 


QuickBooks Y Y Intuit Enterprise 10* 


INETICOQB Y N INETICO *** 


Microsoft SQL 
Server 


Y Y Microsoft Production* 


     


     


     


Comment legend: 
 


*Runs daily 
**Runs weekly 
***Runs monthly 



file:///C:/Users/swaspinall/Downloads/Organizational_Chart_DRP.pdf

file:///C:/Users/swaspinall/Downloads/Organizational_Chart_DRP.pdf

file:///C:/Users/swaspinall/Downloads/Inetico-Ineticare%20Floor%20Plan.pdf

file:///C:/Users/swaspinall/Downloads/Inetico-Ineticare%20Floor%20Plan.pdf

file:///C:/Users/swaspinall/Downloads/CorporateOfficeBuildingLayout.pdf

file:///C:/Users/swaspinall/Downloads/CorporateOfficeBuildingLayout.pdf
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Section 4. Inventory Profile 
 
This is a list of physical inventory that involves our LAN. This list is updated periodically and 
includes all components in the network. 


 
 


Hardware Inventory:  As of 9/21/2013 
 


Software Inventory:  As of 9/21/2013 
 
 
 
 


Section 5. Information services backup procedures 
 
All servers are backed up using a snapshot procedure of the SAN (storage area network) that 
resides at the hardened remote datacenter in Lakeland, FL. The SAN at the datacenter 
contains an image of every server that is used by INETICO in all aspects of its business 
processes. The SAN creates an image of every server on a daily basis and the servers can 
be recreated down to the file level as far back as seven days. 


 
These same SAN images are then replicated to secondary datacenter on a nightly basis 
for purposes of disaster recovery. These images will be used to replicate virtual 
environment as running in primary datacenter within a maximum 24 hour notice. 


 
 


Section 6. Disaster recovery procedures 
 


Disaster action checklist 
 


1.Plan Initiation 
a.  Notify Senior Management 
b.  Contact and setup the disaster recovery team 
c.  Determine degree of disaster 
d.  Implement proper application recovery plan dependent on extent of disaster 
e.  Monitor progress 
f.   Contact all other necessary personnel--both user and data processing 
g.  Contact vendors--both hardware and software 
h.  Notify users of the disruption of service



file:///C:/Users/swaspinall/Downloads/Inventory_Summary_2013-09-21.pdf

file:///C:/Users/swaspinall/Downloads/Applications_by_Computer_2013-09-21.pdf
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Senior Management 


Name Position 


Joe Hodges President 


 Steve Aspinall CIO 


  


Bob Peirce CFO 


 


 
 


2.Follow-Up Checklist 
a.  List teams and tasks of each person 
b.  Obtain emergency cash and setup transportation to and from the backup site, 


if necessary 
c.  Setup living quarters, if necessary 
d.  Setup eating establishments, as required 
e.  List all personnel and their telephone numbers 
f.   Establish user participation plan 
g.  Setup the delivery and the receipt of mail 
h.  Establish emergency office supplies 
i.   Rent or purchase equipment, as needed 
j.   Determine applications to be run and in what sequence 
k.  Identify number of workstations needed 
l.   Check out any off-line equipment needs for each application 
m. Check on forms needed for each application 
n.  Check all data being taken to the backup site before leaving and leave an 


inventory profile at a home location 
o.  Setup primary vendors for assistance with problems incurred during 


emergency 
p.  Plan for transportation of any additional items needed at the backup site 
q.  Take directions (map) to backup site 
r.   Check for additional magnetic tapes, if required 
s.  Take copies of system and operational documentation and procedural 


manuals. 
t.   Ensure that all personnel involved know their tasks 
u.  Notify insurance companies 


 


 
Recovery start-up procedures for use after a disaster
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a. 813-789-9012 
b. 813-841-4725 
c. 813-842-7789 
 


1.Notify CEO Disaster Recovery Services of the need to utilize service and of recovery 
plan selection. 


 
Note: Guaranteed delivery time countdown begins at the time CIO is notified of 
recovery plan selection. 


a.Disaster notification numbers 
813-841-4725 or 813-789-9012 


These telephone numbers are in service 24 HOURS A DAY Monday through Friday. 
 


2.Disaster notification number: 813-841-4725 or 813-789-9012 
This telephone number is in service for disaster notification after business hours, on 
weekends, and during holidays. Please use this number only for the notification of the 
actual disaster. 


 
3.Provide system engineers with an equipment delivery site address (if applicable), a 


contact, and an alternate contact for coordinating service and telephone numbers at 
which contacts can be reached 24 hours a day. 


 
4.Contact power and telephone service suppliers and schedule any necessary service 


connections. 
 


5.Notify ALL MANAGERS immediately if any related plans should change. 
 


Communication disaster plan 
 


 


   Recovery site address to be determined by management depending on the severity of 
the disaster. 


   Reroute all incoming phone and fax lines including 800/877 numbers to appropriate 
alternate numbers. 


 
 
 
 


   Postal Mail and all other non-electronic communications will be re-routed to an alternate 
address location or the corporate P.O. Box. 


   Website communication for claims entry, care management, etc… will be rerouted by 
DNS redirection to a new Web Server location if necessary. 


   Remote employees will need alternate phone and fax capabilities through their local 
service plans. 


 


Electrical service 
 


Backup generator on-site for non-critical disaster. 


Recovery site address to be determined for critical disaster.
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Section 7. System Restoration 
 
This procedure is only a guideline and there are variations and specific configurations that 
have to be addressed based on the particular system you will be restoring at time of recovery 
and the extent to which the disaster caused damage once the disaster has occurred. These 
procedures will be determined at the time of recovery by the INETICO IT department and 
implemented with the assistance of data center personnel, the owners and operators of the 
data center where all of INETICO’s primary servers and data reside. 
 
Estimated time for recovery for events 


 Loss of Corporate location  
o Operation continue via remote data center at reduced staff 
o 2-4 days to distribute and configure equipment for full staff working remote 


 Loss of Hardened Data center 
o Systems brought on line from backups within 24 hours at secondary data center 


 Loss of both data center and corporate office 
o Systems brought on line from backups within 24 hours at secondary data center 
o Operation continue via remote data center at reduced staff 
o 3-5 days to distribute and configure equipment for full staff working remote 


 
 


Section 8. Security 
 
For critical disasters where the local facility is completely disabled, Operations will continue as normal 
for all our customers and employees who access our systems electronically via production servers 
located at remote hardened data center.  All employees affected by the disaster at the local facility 
would be notified and instructed per the previous sections of this document. 


 
Should the remote datacenter suffer a critical disaster, all data is replicated to a storage system a 
secondary remote facility. INETICO IT department with the assistance of remote data center staff, to 
recover and bring all our servers on line at secondary facility and tested. 


 
The Following section is specific to the remote facility housing all INETICO’s critical servers and data:







 


 


 
 


 
 


2.0 Facilities 


 Item Description of Service 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
2.01 


 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Primary Hosting Facility 


Building • The data center building is a concrete tilt-slab 


construction, designed to withstand winds up to 115 miles per hour as per the 
Inland Hurricane Code. Exterior roof structures, such as the air conditioning 
equipment, have been specially attached to prevent them from being toppled by 
high winds. The upper row windows have been permanently blocked on the 
inside of the building. Glass openings are shuttered in case of Hurricane 
Warning. All wiring and equipment inside the data center is at least 
6” off the floor to prevent damage from water leaks. All utilities to the building are 
under ground. All materials in the wall, floor and ceiling carry a UL rating for self-
extinguishing properties. 


Environment • Four (4) air conditioning units, two times the number 


required to maintain the building; making it a 100% redundant system. The target 
ambient room temperature will be 72° F in the server area of the datacenter. 
Ambient room temperature will not vary by more than +/-5°F. Relative humidity 
will be targeted for 45% in the server area. Relative humidity will not vary by more 
than +/- 
5% 


Power • Dual generators and redundant UPS systems • Complete 


UPS and Generator systems are tested weekly • Enough fuel for two (2) days; with 
contracts with local fuel companies to provide an ongoing supply should it be 
required 
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2.01 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Primary Hosting Facility cont. 


Network • The ONOC Data Center provides robust, fully 
redundant network connections for managed and co-location 
customers. The primary connection is an OC12 SONET fiber loop 
with Level 3 as the primary Internet provider. Other client specific 
providers in house are AT&T, Qwest and Sprint, The secondary 
connection is an OC3 fiber trunk via Brighthouse, providing 
Internet access from MCI and Time Warner. • Redundant Core 
Switching is provided with Hot-Standby Routing Protocol (HSRP) 
used to ensure real-time failover in the core. • Firewall redundancy 
is provided by a Cisco PIX Failover bundle on the ONOC managed 
firewalls. This ensures all of the configured firewall rules will 
remain intact if there is a firewall failure. • Border Gateway 
Protocol (BGP) provides redundant routing paths to the Internet. 
Paths are configured to ensure that in the event of a loss of 
connectivity to Level 3, all traffic will route through Brighthouse. 
Additionally, BGP is also used as an Interior routing protocol to 
ensure routing path failover in the event of a failover of either 
ONOC border router. 


Fire Suppression • The DSM data center is equipped with 


sophisticated fire detection and suppression systems. While the 
system has conventional heads and piping, the system is filled with 
pressurized air. In addition thirteen smoke detectors were installed 
over the rows of cabinets. In order to cause a discharge both the 
smoke detector must go into alarm (to release water into the pipes) 
and the heat must melt the sprinkler head (to discharge the water). 
As an added precaution we have installed an automatic electric 
shutdown of the cabinets in the immediate discharge area. This 
shutdown will remove all power from the cabinets at the moment of 
discharge. 


Physical Security • No Public Access -Public access to DSM data 


centers is strictly forbidden. Only our data center operations 
engineers and other authorized personnel are allowed in the 
server areas of DSM data centers. • 24/7 Coverage – Authorized 
DSM personnel can be on site 24/7 to provide support and 
response to any emergencies or critical events. • Biometric and 
Proximity Access Controls – Access to DSM data centers is strictly 
controlled through the use of biometric scanners and personal 
identification codes. • Video Surveillance – 24/7 Video Surveillance 
is maintained within the data center and the surrounding building. 
This record is retained for 30 days. 
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The following items should be implemented to secure the local site: 


 
   The HIPAA Compliance Officer and the IT Security team are responsible for examining 


and reporting on the condition of the local site and specifically the conditions of security 
now present at the local site. 


   After accessing the loss of security forms, the HIPAA Compliance Officer and/or the IT 
Security team is responsible for securing the site based on condition. Things they 
should consider: 


o Secure the entire site if possible via in-house or external trained security officers, 
mechanical means, or electronic means until normal site security is back in 
place. 


o If the site is not physically securable, all forms of data (paper, electronic media, 
pc’s, servers, etc…) must be collected and secured in an alternate facility until 
the local site can be rebuilt. 


o Any alternate facilities utilized during this time must adhere to the same or 
equivalent security standards outlined in the IT department’s 
“SystemsAndNetworkSecurity.pdf” document.
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Section 9. Rebuilding process 
 


The management team must assess the damage and begin the reconstruction of a new data 
center. 


 
If the original site must be restored or replaced, the following are some of the factors to 
consider: 


 
 What is the projected availability of all needed computer equipment? 


o Assessment to be benchmarked against equipment inventory list and 
available/surviving equipment 


 Will it be more effective and efficient to upgrade the computer systems with newer 
equipment? 


 What is the estimated time needed for repairs or construction of the data site? 


 Is there an alternative site that more readily could be upgraded for computer purposes? 
 


 
 


Once the decision to rebuild the data center has been made, go to Section 11. Disaster Site 
rebuilding. 


 


Section 10. Testing the disaster recovery plan 
 


In successful contingency planning, it is important to test and evaluate the plan regularly. Data 
processing operations are volatile in nature, resulting in frequent changes to equipment, 
programs, and documentation. These actions make it critical to consider the plan as a 
changing document. Use this checklist as you conduct your test and decide what areas should 
be tested: 


 


Table 3. Conducting a Recovery Test 
 


 


 


Item 


 


 


Yes 


 


 


No 


 


 


Applicable 
Not 


Applicable 


 


 


Comments 


Select the purpose of the test. What 
aspects of the plan are being evaluated? 


     


Describe the objectives of the test. How will 
you measure successful achievement of 
the objectives? 


     


Meet with management and explain the 
test and objectives. Gain their agreement 
and support. 


     







 


 


Have management announce the test and 
the expected completion time. 


     


Collect test results at the end of the test 
period. 


     


Evaluate results. Was recovery successful? 
Why or why not? 


     


Determine the implications of the test 
results. Does successful recovery in a 
simple case imply successful recovery for 
all critical jobs in the tolerable outage 
period? 


     


Make recommendations for changes. Call 
for responses by a given date. 


     


Notify other areas of results. Include users 
and auditors. 


     


Change the disaster recovery plan manual 
as necessary. 


     


 
 
 
 
 
 
 
 


Table 4. Areas to be tested 
 


 


 


Item 


 


 


Yes 


 


 


No 


 


 


Applicable 
Not 


Applicable 


 


 


Comments 


Recovery of individual application systems 
by using files and documentation stored 
off-site. 


     


Reloading of system tapes and performing 
an IPL by using files and documentation 
stored off-site. 


     


Ability to process on a different computer.      


Ability of management to determine priority 
of systems with limited processing. 


     


Ability to recover and process successfully 
without key people. 


     


Ability of the plan to clarify areas of 
responsibility and the chain of command. 
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Effectiveness of security measures and 
security bypass procedures during the 
recovery period. 


     


Ability to accomplish emergency 
evacuation and basic first-aid responses. 


     


Ability of users of real-time systems to 
cope with a temporary loss of on-line 
information. 


     


Ability of users to continue day-to-day 
operations without applications or jobs that 
are considered no critical. 


     


Ability to contact the key people or their 
designated alternates quickly. 


     


Ability of data entry personnel to provide 
the input to critical systems by using 
alternate sites and different input media. 


     


Availability of peripheral equipment and 
processing, such as printers and scanners. 


     


Availability of support equipment, such as 
air conditioners and dehumidifiers. 


     


Availability of support: supplies, 
transportation, and communication. 


     


Distribution of output produced at the 
recovery site. 


     


Availability of important forms and paper 
stock. 


     


Ability to adapt plan to lessen disasters.      


 
 
 


Contacts   Joe Hodges, CEO will determine when the contacts should be called and 


give a verbal or written script for those employees who are calling. 


 


Contact List:  as of 9/21/2013 
 
 
 


 


Section 11. Disaster site rebuilding 
 


 


   Disaster site location to be determined by management depending on the severity of the 
disaster.



file:///C:/Users/swaspinall/Downloads/contacts.pdf
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Data center square footage, power requirements and security requirements. 


Security requirements: locked area, preferably with combination lock on one door. 


Detectors for high temperature, water, smoke, fire and motion 


Raised floor 
 
 
 
 
 
 
 


Section 12. Record Plan Changes 
 
Keep your plan current. Keep records of changes to your configuration, your applications, and 
your backup schedules and procedures.







URAC CORE STANDARDS VERSION 2.1 LAST REVIEWED 6/24/2010 


 


Addendum 
 


 


The following applies only to INETICARE. 
 
The CM, DM will call patients that are open to the program if they receive information regarding a 


disaster in the area where the patient lives. This will be done provided the CM, DM nurse is in a safe 


situation themselves. 


Disease Mangers and Case Managers will send the following survey out to their patients to obtain 


Emergency information from each patient. If the patient sends in the completed survey the document 


will be scanned and sent to the DM, CM to place in the patients chart. 


 


EMERGENCY PREPARATION/ RELIGION SURVEY 
 


 


Name:   
 
Date:    


 
Part of the role of the Nurse Case Manager is to assure that safety issues within 


the home and community are addressed. We can also aid you with spiritual 
needs. Completing the questionnaire will help your Nurse Case Manager to better 


serve your needs, 
 


 


If one of the following disasters occurs do you have a plan? If so, please 
state the plan briefly. 


 
Hurricane: 


 
 
 


Electrical Power outage: 
 
 
 


Cold weather with no power for heat: 
 
 
 


Damage to your home where you can no longer live in the building 


(example: tree falls on your house): 
 
 


Exit strategies in case of fire? 
 
 


If the usual exits are blocked, can you and your entire house escape? 
How?
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Do you have a designated are where all people can meet outside the home 
to make sure everyone is safe? 


 
Are emergency phone numbers posted by your phone including: 911, your 


address, physicians numbers, pharmacy numbers, nearest relatives, hospitals, etc. 


           Yes            No


Do you use oxygen?              Yes            No
 
If you answered yes to oxygen use, please answer the following: 


 
What company provides/delivers your oxygen to your home? 


 
 
 


 


What is their telephone number? 
 
 


 


Do you use  an Oxygen Concentrator? 


 


 


         Yes 


 


 


             No 
Oxygen Tanks?          Yes              No 


Portable oxygen tank?          Yes              No 
Portable Oxygen Concentrator? 


Have you registered your oxygen use with: 


Emergency Medical Services 


         Yes 
 
 
 


 
         Yes 


             No 
 
 
 


 
             No 


 


Electric company 
 


         Yes 
 


             No 
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The following questions are optional. 
 
Do you have a religious preference? 


 
     Baptist      Catholic       Episcopalian    Hindu         Jewish 


 
     Lutheran             Muslim      Protestant 


 
     Other, please state: 


 
     None 


 
Is there a religious leader that you would contact if you needed support or 


guidance? 
 


Name:          
 


Place:           
 


Phone:          
 
If you would like more information or help with any spiritual or emergency 


planning needs, please let your Nurse Case Manager know. Your Nurse Case 
Manager is trained and looks forward to helping you prepare for these 


emergencies. 
 


 


PLEASE Complete this form and return it to your Nurse Case Manager in 
the enclosed self addressed stamped envelope as soon as possible. 


 
Thank you for taking the time to share with us so we may better service you. 


 


 


To Your Health! 
Warm regards, 


 
INETICO, Inc. /INETICARE 


CARE MANAGER 
Tel:   toll free--1-877-601-2200 ext 224 (this is always a voice message that rings 


me when you hang up; please leave your name and phone number and I will 


return your call as quickly as possible.) 
Tel:     direct— 
Fax:    1-813-514-8212   Email: 
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Attachment  4.1.9  


Company Description, Products and Services 
 
INETICO is a successful medical and dental cost containment 
company that works with Plan Sponsors to improve the fiscal health of 
their benefit plan while supporting the physical health of their 
employees.  INETICO has a staff of over 50 providing services to over 
700,000 health plan participants throughout the United States and the 
Caribbean.   
 
INETICO delivers unique, expert Utilization Management and Large 
Case Management services.       
 
INETICO has demonstrated its ability to deliver unique industry 
leading services that enhance process efficiencies, increase benefit 
plan savings and promote the employer/employee relationship.   
 
Below are INETICO’s industry leading core services defined by its two 
business units: 
 
 INETICO Services: 


• Expansion of hospital and physician network access 
• Medical and dental claim cost containment 
 


 INETICARE Services: 
• Nurse directed Care Management programs that assist  
patients in navigating their way through a catastrophic 
medical event or chronic illness. 
•Medicare Plus Provider Programs delivering aggressive 
collaboration with Physician and Facilities and members for 
best care options and pricing. 
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HISTORY 


INETICO History 
 
The INETICO concept was conceived when founder Joseph C-W Hodges made a 
decision to challenge the traditional employer benefit structure by bringing the 
clearest level of transparency and trust to the market place.  In a healthcare 
environment shrouded with complex medical mazes, high costs and 
undecipherable medical bills and records. 
 
In 2003, Joseph’s belief in this concept and services gave him the confidence to 
pull a team of IT professionals and healthcare executives together to design the 
foundation and build the technology that would fulfill this dream.  He left a full time 
career position to invest his own personal resources and start this new endeavor.  
 
Within weeks of proposing INETICO’s services to viable prospects, the company 
acquired its first two clients and opened for business in January of 2004.   
 
INETICO turned a small profit from the revenues produced by those first clients, 
but more importantly, INETICO produced results, excelled in customer service 
and retained those clients to this very day.  The growth has been carefully 
calculated to manage service, results and reinvestment.  The dedication of the 
founder and his team to create and continually improve the claims and care 
management process has led to amazing results.   
 
INETICO has faced a great deal of adversity.  There is a tremendous amount of 
competition in the healthcare cost-containment industry and overcoming “the new 
kid on the block” stigma was a sizable challenge.  In the beginning, INETICO was 
labeled as “just another vendor” by the competition.  Fortunately, many 
businesses thought otherwise and selected INETICO because of their pioneering 
approach to benefit plan savings and patient care services.  This marriage of 
claims and care management is unique to INETICO and presents a previously 
untried yet now proven approach.  Our results have increased the employers’ 
ability to provide stronger and more fiscally sound programs within its benefit plan.   
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Recognizing that each client benefits from a personalized approach, INETICO 
has been able to provide a boutique level of service to even the largest sized 
client.  INETICO has made a conscious effort to partner with its clients and give 
them the level of service just as if the INETICO employee worked at the desk 
across from them.  This success has come from INETICO’s flexibility and 
personal approach – values that the entire INETICO team support daily. 
 
In October 2010, INETICO released INETIPASS V2 – our proprietary Claims 
and Care Management web platform, providing our clients with even greater 
access to information helping them manage their ever-challenging and rising 
healthcare costs.  We consistently hear from our clients that our system is the 
easiest, most functional tool they have used to this point.  
 
In September 2010, INETICO was named the Small Business of the Year by 
the Tampa Chamber of Commerce. 
 
From those first days in 2003, to opening the doors in 2004, our continued sales 
success has resulted in additional staffing and multiple moves to accommodate 
the growth – INETICO has remained financially stable and managed both its 
growth and industry image and respect well.   
 
INETICO has never had a penny of debt, or borrowed capital to fund its growth 
and expansion.  It is a company built on solid principles and sound 
management, providing cutting edge technology and high-touch services in an 
industry where service and persistence makes a world of difference. 
 
Client loyalty – ask anyone else if they have 100% client retention.   
 
INETICO – a true partner for you and your members.  Improving the fiscal 
health of the health plan and the clinical health of the plan members. 
 
We believe our structure and entrepreneurial organization allows us to react to 
your needs, the ever changing markets and the creation of tools necessary to  
meet changing markets, while continuing to deliver consistent results and 
oversight you can depend on.   
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Attachment 5.1/Attachment I Cost Schedule INETICO 
ATTACHMENT I 


 


COST SCHEDULE 
 


 


Vendor Name:  INETICO, Inc. 
 


Service Plan Year 15 


7/1/14 – 6/30/15 


PPPM Rate 


Plan Year 16 


7/1/15 – 6/30/16 


PPPM Rate 


Plan Year 17 


7/1/16 – 6/30/17 


PPPM Rate 


Plan Year 18 


7/1/17 – 6/30/18 


PPPM Rate 


Plan Year 19 


7/1/18 – 6/30/19 


PPPM Rate 


Implementation Fees $5,000 – separate 


service setup 


n/a  


 


n/a  
 


n/a  
 


n/a  


Case management/Large case management  (CM) 1.67 1.75 1.84 1.93 2.03 


Pre-certification (UM) 1.02 1.07 1.12 1.18 1.24 


Concurrent review Included in UM Included in UM Included in UM Included in UM Included in UM 


Out-patient services pre-certification  Included in UM Included in UM Included in UM Included in UM Included in UM 


Retrospective review  Included in UM Included in UM Included in UM Included in UM Included in UM 


Management reporting Included in UM/CM Included in UM/CM Included in UM/CM Included in UM/CM Included in UM/CM 


Communication materials, printing, mailing charges, etc. Cost plus 10% Cost plus 10% Cost plus 10% Cost plus 10% Cost plus 10% 


Other (please be specific) 


1. Physician Reviews 


First Physician review 


is included in UM fee. 


Additional reviews are 


at cost plus 10% 


First Physician review 


is included in UM fee. 


Additional reviews are 


at cost plus 10% 


First Physician review 


is included in UM fee. 


Additional reviews are 


at cost plus 10% 


First Physician review 


is included in UM fee. 


Additional reviews are 


at cost plus 10% 


First Physician review 


is included in UM fee. 


Additional reviews are 


at cost plus 10% 


2. Advanced & Retrospective Negotiations if requested 25% of savings 


 


25% of savings 
 


25% of savings 
 


25% of savings 
 


25% of savings 


3. Additional Precert Requirements if requested Reviewed as added 


 


Reviewed as added 
 


Reviewed as added 
 


Reviewed as added 
 


Reviewed as added 


4. Custom Reporting – if requested $160 / programming hr 


 


$160 / programming hr 
 


$160 / programming hr 
 


$160 / programming hr 
 


$160 / programming hr 
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LOG ON TO OUR WEBSITE FOR THE INETICO GUARANTEE 


 


WWW.INETICO.COM 
TOLL FREE  877 . 601 . 2200 


PHONE  813 . 258 . 2200     FAX  813 . 514 . 0607 


400 North Ashley Dr., Ste 1550   TAMPA   FLORIDA    33602 
 


ADVANCE NEGOTIATION SERVICE 
(ANS) 


REALIZE 


THE IMPACT 


OF 


CARE & CLAIMS 


INTEGRATION 


ADVANCED NEGOTIATION  


 
SERVICE:  


 


INETICO generates significant savings for our clients by 


negotiating treatment, service, and device costs that are identified  


during the precertification process. This includes: 


 


1. Implant devices 


2. Securing in-network discounts with out-of-network providers 


3. Redirecting care to in-network providers 


  


PROCESS REQUIREMENTS:  


 


The INETICARE Utilization Review team will refer the appropriate cases to our dedicated Claims Unit 


responsible for executing pre-service negotiations. The communications with the provider include: 


 


1. Delivery of a case rate, per diem, or fee schedule proposal for services  being performed  


out-of-network, or; 


2. Delivery of an implant device reimbursement proposal for acceptance as payment in full 


without balance billing 


 


If the provider is willing to come to an agreement: 


 


1. Precertification number is released 


2. Signed agreement is held at INETICO until claim is received for repricing 


 


If the provider is unwilling to come to an agreement: 


 


1. Precertification is pended 


2. Plan member is contacted and advised of potential out-of-pocket expenses, then asked if 


they have interest in alternative choices 


3. Precertification number is released 


4. Plan member proceeds with scheduled care informed of the plan’s coverage – OR – the 


member opts to pursue alternative choices with a provider who will accept the proposal 


  


TPA REQUIREMENT:  


 


1. Plan language for the implant service is required 


2. INETICO must be the primary out-of-network repricing partner 


3. TPA must send all claims with implants to INETICO for repricing of the appropriate line 


item(s) in the daily claims exchange 


  


FEE FOR SERVICE:  


 


1. Redirection of member from out-of-network to in-network: 


• $75 flat fee 


2. Negotiation of an implant device or with an out-of-network provider: 


• 25% of savings  


  





		Cost Tab II Attachment 5.1 Attachment I Cost Schedule INETICO.pdf

		Cost Tab III  Attachment J Cost Proposal Certification Signed.pdf

		Cost Tab III  INETICO_ANS_Process.pdf












































































































































































































































































































































































































































































































































































































































































































































State of Nevada  


Utilization Management and Large Case Management - 3084 


©Copyright 2013, Active Health Management, Inc. 
. 


TAB I – TITLE PAGE 


 
 


The title page must include the following: 
 


Part I A – Technical Proposal 
RFP Title: Utilization Management and Large 


Case Management 
RFP: 3084 
Vendor Name: ActiveHealth Management, Inc. 
Address: 6501 South Fiddlers Green Circle 


Suite 320 
Greenwood Village, CO 80111-
4931 
(303) 824-7200 
 


Proposal Opening 
Date: 


December 3, 2013 


Proposal Opening 
Time: 


2:00 PM 


 







State of Nevada  


Utilization Management and Large Case Management - 3084 


©Copyright 2013, Active Health Management, Inc. 
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Tab 2 - Table of Contents 
 
9.2 PART I A – TECHNICAL PROPOSAL 
 
9.2.3.1 Tab I – Title Page 
9.2.3.2 Tab II – Table of Contents 
9.2.3.3 Tab III – Vendor Information Sheet 
9.2.3.4 Tab IV – State Documents 


A.  The signature page from all amendments with an original 
signature by an individual authorized to bind the organization. 
 
B.  Attachment A – Confidentiality and Certification of 
Indemnification with an original signature by an individual authorized 
to bind the organization. 
 
C.  Attachment C – Vendor Certifications with an original 
signature by an individual authorized to bind the organization. 
 
D.  Copies of any vendor licensing agreements  


(NOT APPLICABLE, not Included) 
 


E.  Copies of applicable certifications and/or licenses. 
 


9.2.3.5 Tab V - Attachment B, Technical Proposal Certification of 
Compliance with Terms and Conditions of RFP  


 
 
9.2.3.6 Tab VI – Section 3 – Scope of Work 


 
 
9.2.3.7 Tab VII– Section 4 – Company Background and References 
 
 
9.2.3.8 Tab VIII – Attachment G – Proposed Staff Resume 
 
 
9.2.3.9 Tab IX – Other Informational Material 


(NOT APPLICABLE, not Included) 
 


 
 


 







State of Nevada  


Utilization Management and Large Case Management - 3084 


©Copyright 2013, Active Health Management, Inc. 
. 


9.3 PART I B – CONFIDENTIAL TECHNICAL PROPOSAL  
 
9.3.3.1 Tab I – Title Page 
9.3.3.2 Tab II – Confidential Responses 
  Tab III – Confidential Exhibits 
    3.11.3.4 Guideline Development 
    3.11.4.1 Review_Process 
    3.15.1 State of Nevada Implementation plan - 60 day v2 
    3.16.1 Contingency Management at ActiveHealth 
    4.1.11.3 Q3-13 Financial Supplement (Final) 
    4.2.1.4 Subcontractor Information 


 
Sample Letters and communications– please refer to the 
electronic copy for the complete set of sample letters 
 
Sample Reports 


  


9.4 PART II – COST PROPOSAL 
9.4.3.1 Tab I – Title Page 
9.4.3.2 Tab II – Cost Proposal 
9.4.3.3 Tab III – Attachment J, Cost Proposal Certification of Compliance 


with Terms and Conditions of RFP 
 
 
 


9.5 PART III – CONFIDENTIAL FINANCIAL INFORMATION 
 
Not applicable. 
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3. SCOPE OF WORK  


The Public Employees’ Benefits Program (PEBP) is seeking a vendor that will work in partnership with 
PEBP and other PEBP vendors to assure the continued success of the PEBP CDHP.  Vendors are required 
to duplicate the level of service presently offered to the participants of the PEBP CDHP.  This does not, 
however, preclude proposing vendors from presenting alternative solutions that relate to Utilization 
Management and Large Case Management services.   


UM services shall include, but will not be limited to, the following: 


• Utilization management and large case management;  


• Pre-certification of specified medical services to determine medical necessity; 


• Concurrent and retrospective review; and  


• Management reporting. 


PEBP oversees the administration of the CDHP medical and dental plans.  The medical plan requires the 
services of a Utilization Management (UM) vendor to provide pre-certification services, utilization 
management, large case management, and other medical management services for the participants of the 
PEBP CDHP as described in this RFP.   


Confirmed.  


 


3.1 CURRENT PLAN CENSUS  


The CDHP plan covers all eligible State employees, certain non-state local government agencies, full-
time employees of the Nevada System of Higher Education, and patient s of the Nevada Senate and 
Assembly.  Dependents of the above-mentioned groups may also be covered.  Benefits are also extended 
to retirees who are receiving benefits from specified public retirement systems, their surviving spouses, 
and/or eligible dependent children. 


As of August 1, 2013, PEBP has approximately 42,183 plan participants who include active and retired 
individuals from the state and from several local government employers. Of those, 19,332 have elected 
the self-funded medical Consumer Driven Health Plan (CDHP) and dental PPO Plan; 11,146 participants 
have elected coverage from a Health Maintenance Organization (HMO) for medical benefits; and 9,761 
participants are on the Medicare Exchange for medical benefits.  Only those participants and their covered 
dependents enrolled in the CDHP are eligible for utilization management/large case management as 
defined under this contract.   


Primary Dependents Total 


State Active             


  CDHP 14,754 13,095 27,849 
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Non-state Active             


  CDHP 7 6 13 


State 
Retiree               


  CDHP 2,866 1,168 4,034 


Non-state Retiree             


  CDHP   1,705   244   1,949 


Totals 19,332 14,513 33,845 


Confirmed.  


 


3.2 CURRENT PEBP VENDORS  


• HealthSCOPE Benefits - Third Party Claims Administrator, HSA and HRA Administrator (CDHP), FSA 
Administrator, National Medical PPO Network; 


• Catamaran Rx - Pharmacy Benefits Manager (CDHP); 


• Walgreens Pharmacy and Walgreens Specialty Pharmacy – Subcontractor of Catamaran Rx for mail 
order and specialty drug services; 


• Extend Health - Medicare Exchange and HRA Administration for participants on the Exchange; 


• Sierra Healthcare Options and Hometown Health Providers – Nevada Statewide Medical PPO Network 
(PPO Plan); 


• Diversified Dental Services - Dental PPO Network (HMO and CDHP); 


• Health Claim Auditors - Health Plan Auditor services (Excludes HMO vendors); 


• Aon Hewitt - Actuary/ Consultants; 


• Hometown Health Plans – Northern Nevada HMO; 


• Health Plan of Nevada - Southern Nevada HMO; and 


• Hometown Health Providers - Utilization Management, Large Case Management. 
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Confirmed.  


 


3.3 UTILIZATION MANAGEMENT, CASE MANAGEMENT, AND PRE-CERTIFICATION 


Please refer to PEBP’s Master Plan Document (MPD) for a complete list of services that require pre-
certification at www.pebp.state.nv.us.  Please note that the MPD posted on the PEBP website is indicative 
of the current plan year only. 


3.3.1 The plan’s current utilization management program includes the following services: 


Confirmed.  


 


3.3.1.1 Case management and large case management; 


Confirmed.  


 


3.3.1.2 All elective inpatient hospital admissions, including planned use of a hospital for a dental 
purpose; 


Exception: a pregnant mother does not need to notify the UM company about the admission for delivery 
unless the stay will exceed 48 hours for a vaginal delivery or 96 hours for a C-section. 


Confirmed.  


 


3.3.1.3 All admissions to a skilled nursing facility or sub-acute facility; 


Confirmed.  


 


3.3.1.4 All admissions to any hospital or rehab facility for rehabilitation therapy; 


Confirmed.  


 


3.3.1.5 All organ/tissue pre-transplantation related expenses, including the admission for 
transplantation services; 


Confirmed.  
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3.3.1.6 Foot surgeries such as bunionectomy, correction of hammer toes, or corrective procedures on 
metatarsals, phalanges (toes), metatarsophalangeal joint, and interphalanageal joint;  


Confirmed.  


 


3.3.1.7 Carpal tunnel surgery; 


Confirmed.  


 


3.3.1.8 Genetic testing and/ or counseling for, but not limited to amniocentesis, chorionic villus sampling 
(CVS), alphafetoprotein (AFP), BRCA1 and BRCA2, and apo E; 


Confirmed.  


  


3.3.1.9 Weight-loss surgery; 


Confirmed.  


  


3.3.1.10  All spinal surgeries, inpatient or outpatient, to include but not limited to laminotomy, 
discectomy, stereotaxis and neurostimulators; 


Confirmed.  


 


3.3.1.11  Dialysis- Inpatient and Outpatient; 


Confirmed.  


 


3.3.1.12  Cardiac Pace Makers; 


Confirmed.  


 


3.3.1.13  Illnesses requiring chemotherapy; 


Confirmed.  


 


3.3.1.14  Any procedure that might be deemed to be experimental and/or investigational; and 
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Confirmed.  


 


3.3.1.15  Durable medical equipment when the cost is expected to exceed $1,000.00. 


Confirmed.  


 


3.4 MANAGEMENT REPORTING 


3.4.1  The UM vendor must provide management reports in a form and content approved by PEBP.  These 
reports will be provided at PEBP’s request in a hard copy and/or electronic media format to PEBP and 
PEBP’s actuary/consultant when requested.  PEBP is looking to its vendors to propose reporting that 
could best meet the needs of the State and the program. 


Confirmed.  


 


3.4.2  UM vendor must provide access to the UM vendor’s web-based reporting tools to assigned PEBP 
staff.   


Confirmed.  


  


3.4.3  The UM vendor must also have the capability to provide ad hoc reports at PEBP’s request at no 
additional cost.  Proposing vendors should include sample copies of reports as an attachment to their 
proposals. 


Confirmed.  


 


3.5 VENDOR STAFFING 


The UM vendor must maintain sufficient staff to meet the needs of PEBP and PEBP participants, 
including but not limited to the following: 


3.5.1 An account manager, whose primary responsibility is PEBP; 


Confirmed.  


 


3.5.2 Registered nurses, whose primary responsibility is PEBP; and   


Confirmed.  


 







©Copyright 2013, Active Health Management, Inc. 6 
Proprietary and Confidential. 
 


3.5.3  Technicians whose primary responsibility is to assist PEBP staff, PEBP participants, and PEBP 
providers with answers to questions.   


Confirmed.  


 


3.5.4     Nursing licensure requirements may be required in all 50 states.  Vendors are encouraged to 
review current licensing capabilities and compare them with the requirements in the State of Nevada 
www.nursingboard.state.nv.us. 


Confirmed.  


 


3.6 QUALITY ASSURANCE 


The UM vendor is responsible for internal quality control processes to regularly evaluate the performance 
and accuracy of the services provided.  Findings of internal quality control evaluations will be provided to 
PEBP and will be included in quarterly reports provided to the PEBP Board. 


Confirmed.  


 


3.7 UTILIZATION REVIEW AND PRE-CERTIFICATION APPEAL RESOLUTION 


The UM vendor is responsible for adhering to an appeal process certified by an accredited organization 
such as URAC.  The current appeal process is outlined in PEBP’s Master Plan Document (MPD) found at 
www.pebp.state.nv.us. 


Confirmed.  


 


3.8 NOTIFICATION OF SUB-CONTRACTORS 


3.8.1  Disclosure of the names of all vendor subcontractors, as well as the physical locations where PEBP 
data is maintained and/or stored, must be communicated to PEBP at least 60 days prior to contract 
implementation.   


Confirmed.  


  


3.8.1.1  Implementation will not be permitted until PEBP has provided written authorization to the 
vendor.   


Confirmed.  
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3.8.1.2   Failure of the vendor to notify PEBP of a change to (or addition of) an authorized subcontractor 
may result in a financial penalty.   


Confirmed.  


 


A.  The financial penalty is identified in the Performance Standards, Guarantees, and Penalties section 
of the RFP (Section 3.19.1).  


Confirmed.  


 


B.  Failure to disclose a subcontractor or other entity at least 60 days prior to the subcontractor or other 
entity having access to PEBP data will result in a penalty of 5% of the vendor’s previous year’s billed 
administrative charges per occurrence.  Should subsequent billed charges not be sufficient to cover the 
penalty in full, the balance will be billed by PEBP and considered due upon receipt.  Vendors must 
indicate their organization’s acknowledgement of this requirement. 


Confirmed.  


 


3.9 COLLABORATION WITH PEBP AND PEBP VENDORS 


3.9.1  The UM/CM vendor will be required to allow PEBP’s Third Party Administrator, HealthSCOPE 
Benefits, view-only access to its Utilization Management/Case Management IT system on a real-time 
basis. 


Confirmed.  


 


3.9.2  The UM/CM vendor will be required to set up an electronic interface with PEBP’s Third Party 
Administrator, HealthSCOPE Benefits, for daily feeds of pre-certifications and authorizations. 


Confirmed.  


 


3.9.3  The UM/CM vendor will be required to host bimonthly calls with PEBP and other vendors as 
identified by PEBP for status reports on participants enrolled in large case management.   


Confirmed.  


  


3.9.3.1  As the host, the UM/CM vendor agrees to provide a toll-free number and passcodes for PEBP 
approved vendors to access the bimonthly calls.  These calls will allow for PEBP and its vendors to 
collaborate on the direction of care and provide solutions to any issues that may be identified.   
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Confirmed.  


 


3.9.3.2   Before each call, the UM/CM vendor will send via secure email, a large case management report 
to PEBP and its participating vendors in a format approved by PEBP.  The report will include, but not be 
limited to, the names of the individual patients who are under large case management, ID number of 
primary PEBP participant, the diagnosis(es), current treatment, and place of treatment.  The discussion 
will include: 


Confirmed.  


 


A.  The case manager’s recommendations (if any) for treatment based on the unique needs of each 
PEBP participant enrolled in large case management; 


Confirmed.  


 


B.   Any claim payment issues the participant may have experienced to allow PEBP’s Third Party 
Administrator, HealthSCOPE Benefits, the opportunity to resolve; and 


Confirmed.  


 


C.  Any prescription drug issues the participant may have experienced to allow PEBP’s pharmacy 
benefit manager, Catamaran, the opportunity to resolve. 


Confirmed.  


 


3.9.4  There may be instances where a Letter of Agreement is warranted for services provided, for 
example, at an out-of-network provider.  The UM/CM vendor understands that PEBP and its third party 
administrator, HealthSCOPE Benefits, will have full discretionary authority to determine the level of 
benefits that will be provided.  Please indicate your organization’s ability to provide these services with 
these requirements. 


Confirmed.  


 


3.9.5  PEBP contracts with a health plan auditor to perform routine audits on behalf of PEBP.  PEBP and 
its health plan auditor will comply with all applicable confidentiality laws and will not reveal any 
confidential information acquired as a result of the audit.  PEBP has the right to review/audit records for 
the entire term of the contract without limitation. Any information, documents, etc., which the UM/CM 
vendor may deem as containing “trade secrets” or “proprietary information” will not preclude an 
examination of such items through the audit process.  Please indicate that your organization would agree 
to this condition. 
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Confirmed.  


 


3.10   REVIEWED CASES  


For the time period of July 1, 2012, through June 30, 2013, the current UM vendor provided the review 
services for PEBP as detailed in Attachment L – UM-CM Vendor Report Format. 


Confirmed.  


 


3.11   CARE COORDINATION 


3.11.1  Case Management and Large Case Management 


Case management is a collaborative process which assesses plans, implements, coordinates, monitors, and 
evaluates options and services to meet an individual’s health needs through communication and available 
resources to promote quality and cost-effective outcomes.   


 


3.11.1.1  How long has your organization provided case management services? 


Through ActiveHealth’s acquisition of Health Cost Consultants in 2000, we have been providing Case 
Management services since 1990.  


 


3.11.1.2  What location will house the staff (including nurses) that will be responsible for PEBP’s case 
management? 


A dedicated PEBP team will be located in ActiveHealth’s Greenwood Village, CO clinical operations 
location. 


 


3.11.1.3  Does your organization provide telephonic case management services, onsite case management, 
or a combination of both? 


ActiveHealth utilizes onsite services for our Disease Management and Lifestyle Coaching programs 
based upon client request. Due to the nature of Utilization Management and Case Management 
services, these programs are ideally suited for telephonic engagement and are neither conducive nor 
cost effective in an onsite services model. If there are specific aspects of an onsite model that the State 
is interested in, we would welcome the opportunity to discuss potential benefits and costs.     


 


3.11.1.4  Please describe in detail your organization’s criteria for general case management services.  
Examples of general case management instances are provided below.  The following information should 
be included as an attachment to your proposal: 
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A.  Opportunities to transfer patients to facilities offering an appropriate level of care more cost 
effectively; 


B.  Meeting durable medical equipment needs;  


C.  Planning for hospital discharges; 


D.  Coordinating home health care needs; 


E.  Coordinating hospice care; and 


F.  Coordinating community based services. 


The goal of the Case Management Program is to identify patients and/or families who can benefit from 
navigational support to best utilize the healthcare system and their benefits, and education/support 
regarding their newly diagnosed or chronic condition. Some patient s present with acute and resolvable 
needs and others are with complex and or catastrophic disease states at risk for high cost/utilization 
and/or actual or perceived gaps in care. Fully accredited Case Management (CM) involves the 
identification, assessment and holistic interventional management of patients/and or families who can 
benefit from this critical support during a time of an episodic or long term circumstance, Patients who 
are assessed as potentially benefiting from the case management program are managed by clinicians 
who assure that an appropriate plan of care is in place that will provide for optimal clinical and cost 
outcomes.  Depending on the benefit plan and network contracts, Case Managers may also negotiate 
rates from out of network services for proposed services that are geared towards achieving the plan of 
care’s goals.  Once the plan of care is in place, the plan is monitored and adjusted as necessary.  
Criteria are used to evaluate appropriateness for entry and exit into the case management program.   


PLEASE REFER TO OUR CONFIDENTIAL PROPOSAL FOR THE REMAINDER OF THIS 
ANSWER 


Please refer to exhibit 3.11.1 within the confidential portion of our proposal for our detailed case 
management overview. 


3.11.1.5   Please describe in detail your organization’s criteria for large case management.  This 
information should be included as an attachment to your proposal.  Examples of potential large case 
management instances are provided below:  


A.  Repeated in-patient admissions, excessive length of stay, or frequent treatment;  


B.  Potentially large-dollar claims; 


C.  Chronic or progressive disease;  


D.  Lack of qualified care-givers in the home setting; 


E.  Multiple diagnoses; 


F.  Acute or subacute rehabilitation of physical, speech, or occupational therapies which exceed three 
(3) months of treatment; 


G.  IV therapy or parenteral nutrition;  
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H.  Severe injuries; and  


I.  Non-compliance with medical treatment plan as prescribed by physician or other health care 
provider. 


 


Patients who are assessed as potentially benefiting from the case management program are managed 
by clinicians who assure that an appropriate plan of care is in place that will provide for optimal 
clinical and cost outcomes.  Depending on the benefit plan and network contracts, Case Managers may 
also negotiate rates for proposed services that are geared towards achieving the plan of care’s goals.  
Once the plan of care is in place, the plan is monitored and adjusted as necessary.  Criteria are used to 
evaluate appropriateness for entry and exit into the case management program.   


 


PLEASE REFER TO OUR CONFIDENTIAL PROPOSAL FOR THE REMAINDER OF THIS 
ANSWER 


Please refer to exhibit 3.11.1 within the confidential portion of our proposal for our detailed large case 
management overview. 


 


3.11.1.6   Does your organization allow self-referrals for large case management?  Will your organization 
allow PEBP to refer covered individuals for large case management?  These services shall be provided at 
no additional cost. 


Yes; ActiveHealth welcomes self-referrals for large case management. In addition to self-referrals, we 
welcome patient  referrals from a variety of sources, including family patient s, treating providers and 
the TPA. In fact we already have a referral process implemented with HealthSCOPE.  During the 
implementation process, we would also work with PEBP to establish a referral process to and from 
other program providers, such as an EAP. There are no additional fees associated with this service. We 
offer various methods of referral including warm transfers and access to our clinical platform, 
ActiveAdvice to ease the process and expedite referrals.  We understand the importance of an efficient 
and sustainable process for external parties to refer to our CM program so all patient s/families in need 
can be quickly identified and engaged.  All referrals and referrals workflow will be provided for no 
additional cost to PEBP. 


 


We allow self-referrals for large case management and will allow PEBP to refer covered individuals 
for large case management for no additional cost (beyond the number listed in the cost proposal) to 
PEBP. 


 


3.11.1.7  Please describe your organization’s philosophy regarding large case management.  For example, 
is the goal of your organization to assist with restoration of the patient health and function, management 
of outcomes, and prevention of primary and secondary complications? Please describe your 
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organization’s philosophy in detail, explaining how your organization maintains its philosophy and 
achieves maximum outcomes for complicated large cases. 


ActiveHealth’s Case Management program brings together a focused arrangement of services and 
resources necessary to respond to the patient’s overall care requirements in catastrophic or 
complicated cases, or in cases at high risk for developing complications or high cost. Cases with the 
potential to be catastrophic or complex in nature (i.e., cancer, stroke, etc.) or that tend to incur high 
costs, are identified via several processes and mechanisms within our systems. 


PLEASE REFER TO OUR CONFIDENTIAL PROPOSAL FOR THE REMAINDER OF THIS 
ANSWER 


 


 


3.11.1.8  Please describe in detail how your organization coordinates transplant cases.  This information 
should be provided as an attachment to your proposal.  


Beginning at the time of implementation, ActiveHealth will work with you to in understand the plan 
definitions and your networks including your transplant centers of excellence.  In coordination with 
HealthSCOPE we will develop a referral process in order to steer patient s to your centers of 
excellence.   


ActiveHealth has been managing transplants since its inception 1998.  ActiveHealth currently manages 
the following Transplant case types: 


• Allogeneic Bone Marrow Transplant and Peripheral Blood Stem Cell Transplant 


• Autologous Bone Marrow Transplant and Peripheral Blood Stem Cell Transplant 


• Solid Organ (Heart, Kidney, Lung, Liver)   


ActiveHealth is prepared to perform the medical necessity review and case management for the 
transplant in an integrated process to allow optimal support to the State, HealthSCOPE, the 
patient/family and the transplant center. We provide integrated support as the patient moves through 
the following processes. 


Authorization of evaluation and transplant- ActiveHealth will assist the patient  in coordinating 
services in order to gather all of the pre-transplant evaluation information.  Coordination would 
include assisting the patient  in scheduling appointments with multiple physicians, lab work, making 
sure the patient  is able to get to the appointments, Etc.   


 


Pre-Transplant preparation and monitoring 


 Once the authorization is made by the carrier, the Case Manager would also assist the patient in 
maintaining optimal health prior to transplant and provide education about what to expect by having 
regular communication with the patient both verbally and through mailings. The Case Manager would 
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continue to work with the patient through an ongoing assessment process that identifies the patient ’s 
needs and identifies interventions to assist the patient  to meet their goals.  


 


Transplant 


ActiveHealth would work with the carrier to assist in steerage to the network providers and centers of 
excellence for the surgery.  Also we would work with the carrier within their benefit structure to assist 
in any needs for the family during the patient’s hospitalization. (Example- Assisting the patient’s 
family in arranging for travel and other needs.) 


 


Post-Transplant preparation and monitoring 


ActiveHealth would assist in the discharge plan. If the carrier did not have their own Transplant 
program, ActiveHealth would case manage these patient s for an average of 6 months for solid organ 
(excluding kidney).   During this phase, the Case Manager would assist in monitoring the recovery of 
the patient  as well as an ongoing assessment of the patient ’s and family needs, co-manage with the 
carrier in order to coordinate services needed for the patient . 


 


3.11.1.9  PEBP’s third party administrator coordinates transplant services with recognized Centers of 
Excellence.  Does your organization work with a Centers of Excellence referral program?  Will your 
organization agree to work in cooperation with PEBP’s third party administrator assisting the participants 
who require care at a Center of Excellence?   


Yes, ActiveHealth regularly works with Centers of Excellence referral programs for transplant cases. 
ActiveHealth agrees to work in cooperation with HealthSCOPE assisting the participants who require 
care at a Center of Excellence. In fact, we have such workflows set up with HealthSCOPE today. 


 


3.11.1.10 For an account the size of PEBP, how many covered individuals would your organization 
expect to meet large case management criteria? 


ActiveHealth typically finds we identify between 2 and 5% of any population for CM, with the top 2-3% 
falling within large CM criteria. The percentage managed is dependent upon the utilization 
requirements as well as referrals from other sources.  But approximately 50% of those identified are 
engaged in case management.  ActiveHealth would prefer to set the trigger list and predictive modeling 
more broadly than narrow to assure we capture all members who can benefit from CM. 


 


3.11.1.11 Please describe in detail how your organization’s case managers would interact with patients, 
patients’ families, and PEBP. 


ActiveHealth’s Case Managers, upon receiving consent from the patient , will:  
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• Work as closely with PEBP staff as PEBP desires to notify of large claims, patient and provider 
issues, etc. 
• Integrate services and communications with HealthSCOPE to assure seamless delivery of 
benefits. 
• Work in partnership with the treating physician and patient to establish a care plan and 
specific goals 
• Monitor, facilitate and modify as needed the care plan with all vendors and providers 
Case Managers will contact members based on the member’s acuity. For example if the acuity is 
complex the nurse may contact the patient or family as much as daily if needed. More commonly 
contacts are made weekly or monthly.  If the member is medium or between stable and complex the 
nurse may contact the member every month to every other month; if the member is stable but has 
ongoing needs the nurse will contact the member every other month to quarterly.    


Work in partnership with the treating physician and patient,  


• Monitor the care plan 


• Work jointly with the care provider and patient  to make recommendations or modifications to 
for the plan 


• Case Managers will contact patients based on the patient’s acuity. For example if the acuity is 
complex the nurse may contact the patient  weekly to monthly; if the patient  is medium or between 
stable and complex the nurse may contact the patient  every month to every other month; if the patient  
is stable but has ongoing needs the nurse will contact the patient  every other month to quarterly.    


• Case management interventions include, but are not limited to the following: 


• Facilitate communication with patient  and/or caregiver and case manager, vendors, and/or 
providers 


• Provide education to patient  and or/caregiver regarding disease and best methods to achieve 
stability, improve functioning and overall health status 


• Provide support to patient  and/or caregiver 


• Coordinate care among single or multiple providers 


• Facilitate access to appropriate level of care 


• Advocate for patient with provider, vendor, etc. 


• Refer to network and/or community resources 


• Negotiation of rates- ActiveHealth will collaborate with utilization management 


• Arrange for extra-contractual benefits or extension of benefits when a maximum has been 
reached, based on client approval 


• Facilitate terminal care 


• Recommend changes in treatment plan 
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• Involve Medical Director or Designee as appropriate 


The Case Manager develops a detailed care plan in conjunction with the providers of care and the 
patient. The plan identifies services to be delivered, along with the frequency, duration and goals of 
these services to meet the patient’s goals. The Case Manager verifies benefits and assists in arranging 
the services. The case manager may negotiate cost savings for the medical services. 


Case Managers will refer cases for consultation with the Medical Director, who is on-site at our 
Greenwood Village service center when there are questions about a patient ’s status and plan of care. 
Examples may include: the patient is not showing improvement; the proposed treatment is not 
considered the standard of care; the proposed treatment is investigational, or the proposed treatment 
can be rendered in a lower level of care setting. The Medical Director will review the treatment plan or 
plan of care and will make outreach calls to providers to clarify the plan of care, as well as offer 
assistance in coordinating services.   


ActiveHealth medical directors are consultative partners in the case management program delivery 
along with the account management and operations teams. Medical Directors provide a proactive 
clinical resource across all program delivery. Across our national CM system, we have s over 20 
providers and pharmacists with a variety of backgrounds and expertise, who can consult with our 
nurses and on-site Medical Directors for difficult or complex cases. 


 


3.11.1.12 Please describe in detail how your organization’s case managers will interact with PEBP staff.  
Under what circumstances does your organization expect to interact with PEPB staff?   


ActiveHealth works with a number of State benefit plans and each one prefers a varying degree of 
interaction with our account, supervisory and nursing staff.  We look forward to learning from PEPB 
regarding your preferences and will adjust accordingly. 


Typically when awarded a contract, during the implementation process, ActiveHealth will sets up 
regular scheduled grand round  meetings, usually weekly , where the ActiveHealth team, including 
Account Manager, Case Manager Team Lead or designate as well as other ActiveHealth team 
members meet with the State team and the TPA or carrier and to discuss  complex cases in order to 
provide the best outcomes for the member.  Discussion includes case review, network strategies, 
services available, and benefits exceptions that provide the best possible outcome for the member.   


If interested, PEPB staff are able to view the status of the CM case via our web based read only version 
of ActiveAdvice called AA View.  Within this application, the client can send referrals to our Case 
Managers as well as view the member’s authorizations, and letters. 


Beyond managing the day to day patient and family issues with PEPB, our team will work 
consultatively with your team.   Your account team which includes your account executive, senior 
leadership from operations, clinical and informatics teams, consistently monitor both what’s going well 
in your UM/CM program, but also what challenges occur for you or your members and make proactive 
suggestions to better refine your network, pre-certification list, workflows and communications.  These 
suggestions are brought to you formally in quarterly meetings or more urgently in documentation on 
your issues log.  Of course face to face interactions, phone calls and e-mail are utilized real time to 
assure communications are frequent and prioritized appropriately.   


We are also willing to be at the center of your vendor management if you prefer. We can assist the 
State in holding vendor summit meetings in person or via web ex/phone to assure all vendors are 
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aligned regarding work flow and communications and are working in sync to assure a seamless 
experience for PEPB beneficiaries.  


 


3.11.1.13 Please describe in detail the qualifications that your organization requires of your case 
managers. 


Case Management Nurse 


Education (Must Have At Least One): 


• Bachelor Science in Nursing (or higher) and a minimum of 2 years managed care experience 


• A Diploma from an accredited nursing program and experience commensurate with a degree, 
participation in continuing education and a minimum of 2 years managed care experience 


• Associate Degree in Nursing, participation in continuing education, and a minimum of 2 years 
managed care experience 


Experience/Skills (Must Have at Least Three): 


• Three to five years of experience in clinical nursing (Required) 


• Prior post-acute care planning such as home care, discharge planning or case management 


• Prior utilization review, medical chart review and/or provider or facility practice 


• Demonstrates excellent verbal and written communication skills 


• Demonstrates proficiency in use of computer applications in a Windows environment and word 
processing programs 


Certificate/License: 


• Holds current Registered Nurse (RN) License to practice in the United States. 


• Certification as a Case Manager strongly preferred 


• “Certification as a Case Manager” includes URAC Guidelines: CCM – Certified Case 
Manager; CDMS – Certified Disability Manager Specialist; CRC – Certified Rehabilitation Counselor; 
RNCm – Nurse Case Manager; CRRN – Certified Registered Rehabilitation Nurse; GCM – Geriatric 
Care Manager; COHN – Certified Occupational Health Nurse; ACCC Advanced Competency 
Certification in Continuity of Care. 


 


3.11.1.14 What is your ratio of licensed staff to total covered lives? 


PLEASE REFER TO OUR CONFIDENTIAL PROPOSAL FOR THE REMAINDER OF THIS 
ANSWER 
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3.11.1.15 At what point during a hospital admission is discharge planning initiated?  Please describe your 
organization’s involvement with hospital discharge planning. 


Discharge planning is initiated prior to admission for planned hospitalizations and at the time of 
admission for unplanned or urgent admissions.  The ActiveHealth Utilization Review Nurse will 
inquire about discharge needs  and initiate planning at the time of the utilization review and refer the 
case to the ActiveHealth Case Manager when needs are identified to assist in managing the members' 
course of treatment where transitions of care such as home health care or an alternative level of care 
may be appropriate in lieu of hospitalization.  Also, the Utilization Review Nurse will identify cases to 
refer to Case Management during the Utilization process by the identification of a CM trigger in the 
diagnosis and procedure code section of ActiveAdvice. Of all cases that are enrolled in CM, 
approximately 40 percent are for discharge planning.  Engagement or enrolled percentage is 
dependent upon the patient  consenting to Case Management in accordance with URAC standards.  


The following is assessed to evaluate the appropriateness of a Case Management referral: 


1.  Will the geographic distance between the acute care facility and the patient 's home prohibit 
timely discharge in relation to guidelines for severity of illness and intensity of service? 


2.  Is there a capable caregiver available to assist in the place of residence, if Home Health Care is 
appropriate, immediately upon discharge? 


3.  Are conditions present where Rehabilitation, Hospice, Outpatient Patient  Services or Home 
Care services in lieu of hospitalization are possible to decrease the acute care length of stay? 


4.  Are conditions present where extended care beyond the acute environment will be necessary to 
maintain an optimum level of health and the equipment and/or therapy needs at discharge are complex 
(Combination of Home PT/OT/Speech Therapy, IV Therapy, Durable Medical Equipment, Dressing 
changes, Oxygen delivery)? 


5.  Does this event meet ActiveHealth’s criteria for discharge, but discharge is not anticipated in 
the near future? 


 


 


3.11.1.16 How does your organization calculate return on investment for case management 
expenses?  Please provide a sample copy of your organization’s return on investment report as an 
attachment to your proposal.) 


Please refer to our confidential proposal and sample reports for more information. 


 


3.11.1.17 Is your organization’s case management service for behavioral health and substance 
abuse managed by a separate subcontracted vendor and/or provided at a different location from the 
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location indicated in section 3.10.1.2?  If yes, is the case management protocol different from other 
general case management services?  Please describe the differences, if any. 


ActiveHealth manages behavioral health and substance abuse within the holistic management of the 
patient and family. Should special or more intensive services become necessary, ActiveHealth Case 
Managers work within the benefits and secure required community and specialty vendor resources. 
Our CM staff is very skilled at detecting behavioral health and substance abuse issues and will work 
closely  with state authorized subcontractors or integrate with a vendor should we be  awarded this 
contract. 


 


3.11.1.18 If your organization does not contract with a separate behavioral health and substance 
abuse case management vendor, please describe your organization’s protocol for managing these cases, or 
indicate if behavioral health/substance abuse protocol is the same as for other care management services. 
This information may be provided as an attachment to your proposal.   


ActiveHealth’s behavioral health case management is managed within our existing UM/CM 
management model. Behavioral Management identifies members with specific Behavioral Health (BH) 
or Substance Abuse (SA) conditions, assesses for gaps in care and develops a plan of care with the 
member in support of their treatment plan to support optimal member outcomes. Candidates that can 
benefit and agree to participate in the BH Case Management program are assisted by BH clinicians 
who coordinate a plan of care with the member's provider.  


Members are identified for the BH Case Management program in several ways:  


• Utilization Management Triggers - Certain diagnoses, procedures and lengths of stay (LOS) trigger 
automatic identification from the Utilization Management vendor's pre-cert file (see next section for 
detail) in addition to history of readmissions, and targeted populations (child admissions, eating 
disorders etc.).  


• Referral from other vendor program, providers, facilities, and member self-referrals. 


• Client high dollar claims report or DART reports (if data is available).  


Once the plan of care is in place, the plan is monitored and adjusted as necessary to provide optimal 
clinical and cost outcomes. If the member screens positive for Case Management and consents, we 
request the patient's treatment plan as agreed upon by the patient and their BH/SA provider(s) and 
conduct an assessment of the member. We then develop a Case Management plan of care based on the 
assessment and the treatment plan. BH Case Management will NOT include activities that either 
initiate or alter a Plan member's mental health treatment. Care is coordinated solely by each member's 
provider(s). The objective of the Care Management plan is to support the treatment plan and to 
promote optimal outcomes for the member. All members are assessed for Depression using the PHQ 2 
assessment. Members already diagnosed with Depression are monitored using the PHQ9 assessment. 
Seamless integration will occur between the BH Case Management and the BH medical management. 
The BH Case Manager will work with the member on medical management and requests for 
Behavioral Health Treatment. The BH manager will assist in steering members to in network providers 
at the most appropriate level of care. 


Summary of behavioral services offered by ActiveHealth 
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ActiveHealth's Utilization Program which includes Behavioral Health and Substance Abuse reviews 
combine the expertise of nurse reviewers, a board-certified team of Medical Directors, a panel of 
board-certified, practicing consultant reviewers and ActiveAdvice® technology to help achieve high 
quality care and optimal outcomes.  


Within the ActiveHealth Management's URAC-accredited Utilization Management program we deliver 
management of Behavioral Health and Substance Abuse services that include evaluation of the 
appropriateness, medical need and efficiency of behavioral health and/or substance abuse services, 
according to established Milliman criteria, American Psychiatric Association, Milliman and for 
American Society of Addiction Medicine (ASAM) guidelines. ActiveHealth utilization management 
services encompass pre-certification, concurrent planning, discharge planning, clinical case appeals, 
concurrent clinical reviews and peer reviews, as well as appeals introduced by the provider, payer or 
patient. The ActiveHealth behavioral health clinician or nurse will review cases to determine if the 
member meets medical necessity and determine if the member is in the appropriate level of care based 
on clinical guidelines. Reviews can occur for the different levels of care to include Acute Inpatient, 
Residential, Partial Hospitalization, Intensive Outpatient based on agreed client review requirements. 
Substance Abuse reviews are managed in the same manner to determine medical necessity and 
appropriate level of care which can include Acute Detox, Residential, Partial Hospitalization and 
Intensive Outpatient. ActiveHealth can review specific behavioral health outpatient tests or procedures 
such as ECT and psych testing. ActiveHealth has a team of medical directors and board certified 
psychiatrists on staff to review cases that do not meet medical necessity. Referrals to Case Management 
occur as part of our Utilization management process. 


 


3.11.1.19 Many PEBP participants reside outside of the state of Nevada, requiring licensed case 
management nurses in all states where PEBP participants reside.  Please indicate any state(s) in which 
your organization does not currently have a licensed case management nurse.    


ActiveHealth covers 36 of 50 states through our employees licensed in several states, as well as 
qualifying states that participate in the Nurse Licensure Compact (NLC). ActiveHealth employs RNs 
licensed in California, Colorado, Utah, Oregon, Texas, Wyoming, Connecticut, Washington, DC, 
Florida, Georgia, Illinois, Massachusetts, Maryland, North Carolina, New York, Ohio, Pennsylvania 
and Virginia. Upon contract award, ActiveHealth will have our Nevada staff licensed in all the states 
where participants reside now and/or during the course of the contract.  


Nurse Licensure Compact (NLC) 


The vast majority of ActiveHealth’s RN staff members reside in an NLC compact state. A nurse with a 
permanent residency in a NLC state has a multistate nursing license. Nurses are eligible to work in 
other states that make up the compact states, including the following 24 states: 


•Arizona      


•Arkansas 


•Colorado 


•Delaware 


•Idaho   
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•Iowa   


•Kentucky   


•Maine  


•Maryland  


•Mississippi  


•Missouri 


•Nebraska  


•New Hampshire  


•New Mexico 


•North Carolina 


•North Dakota 


•Rhode Island 


•South Carolina 


•South Dakota 


•Tennessee  


•Texas  


•Utah  


•Virginia  


•Wisconsin 


 


3.11.2 Pre-certification 


Pre-certification is the review of "need" for an inpatient hospital admission or other specified medical 
services before the services are rendered by a healthcare provider.  For a list of services that currently 
require a pre-certification, please refer to PEBP’s Master Plan Document located on the PEBP website at 
www.pebp.state.nv.us. 


 


3.11.2.1  Describe your organization’s process for managing inpatient hospital pre-certification requests. 
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ActiveHealth provides pre-certification, pre-notification and medical necessity reviews   ActiveHealth’s 
process begins with a telephone or facsimile request to our medical management call center or via 
facsimile from any of the following: physician or other licensed provider, designated office personnel, 
facility, patient  or designated representative. Intake Specialists determine whether the caller has 
verified benefits and eligibility of the covered person, check for previous recommendations which 
might be relevant to the current request, and verify that the provider and/or facility requested is a 
participating network patient .  


ActiveHealth’s ActiveAdvice System, our Utilization and Case Management workflow platform, is able 
to store each of PEBP’s networks and affiliated providers, facilities and vendors. During 
implementation we will work with the PEBP to obtain and load the network information for providers, 
facilities and other service vendors into ActiveAdvice, as well as set up a process and schedule for 
regular updates.  In addition, we work with the client to obtain and load eligibility information to 
ActiveAdvice.  During pre-certification review, our care managers are automatically notified if the 
provider is in or out of network by electronic flags within the system, allowing them to immediately 
advise a patient of their in or out-of-network utilization along with the benefits of moving care to an in-
network provider.   


ActiveHealth’s staff is then able to combine this information with the plan design detail within our 
system to inform patient s and providers that the requested facility or physician is not included in the 
network and explain potential penalties and redirect them to in-network resources if possible. 
ActiveAdvice, our care management workflow platform, enables our care managers to advise patients 
of providers, facilities and vendors, by specialty or type, that are in their network locally. 


If the provider and/or facility requested are found to be non-participating, the staff will advise the 
caller of the out-of-network status and document this communication. Intake Specialists enter all 
pertinent patient , provider/facility information, and diagnosis and procedure codes into our state-of-
the-art web-based health management system, ActiveAdvice. The call or fax is then routed to the first 
available Utilization Management nurse for clinical review of medical necessity. Intake Specialists are 
not responsible for the evaluation and/or interpretation of clinical information and are supervised by a 
licensed health professional. 


ActiveHealth reviews all Inpatient Admissions for medical necessity. The standard list may be modified 
if mutually agreed upon and the utilization processes have been evaluated. 


Requests for pre-admission and admission review are received and documented by our Customer 
Service team in our workflow application, ActiveAdvice. Verification of eligibility and available 
benefits is the first step followed by requests for the clinical rationale, expected length of stay, and 
requested level of care for the service or procedure. Once the information is received, the nurse 
documents the appropriate diagnosis and procedure codes and requested length of stay and reviews the 
request against our clinical guidelines (Milliman care guidelines supplemented by internally developed 
guidelines as clinically indicated) to make the authorization decision and if authorized, assign the 
initial length of stay.   


Using ActiveAdvice, our workflow application, the nurse will assign the appropriate length of stay 
based on the goal length of stay or grouper results from the input of the diagnosis and procedure 
codes. The nurse will then setup a concurrent review activity dated the first non-covered day.  
Generally, in any questionable situation, the nurse can refer a case to a Medical Director or a 
physician specialist to determine its appropriateness and the level of care. Based on the decision 
rendered, automated letters will generate and be mailed to the provider, patient  and facility reflecting 
the decision, diagnosis, and procedures and date of service. 
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3.11.2.2  What is the average length of time for your organization to pre-certify inpatient hospital 
admissions? 


ActiveHealth typically renders 94 percent of certification decisions within one business day. 
ActiveHealth’s utilization review process abides by the individual State and Federal laws governing 
utilization management and uses the URAC and ERISA Standards as a baseline for performance and 
quality measures, including turnaround times for decisions.   The number of days initially authorized 
for an inpatient admission is dependent upon the goal length of stay.  Ongoing concurrent reviews are 
performed throughout the hospital stay every 3 days to ensure quality of care and timely delivery of 
services depending on the diagnosis of the patient.   


 


3.11.2.3  Describe your organization’s process for managing outpatient surgery pre-certification requests. 


The process followed for outpatient surgical precertification requests is the same as outlined in our 
response to question 3.11.2.1 above, with the exception that we are reviewing for an outpatient service 
and the authorization decision applies to a service.  Instead of a length of stay we will assign a number 
of authorized units, if the service requested comprised more than one unit. 


ActiveHealth maintains a recommended Review Services List and has compared our list to the PEBP 
List.  Should we be awarded this business, ActiveHealth agrees to manage Utilization for the PEBP by 
reviewing the items currently listed on the Master Plan Document. If awarded the business, we agree to 
negotiate how to address future changes to the review services list during the contracting phase.  


We adhere to standard URAC turnaround times when rendering decisions.   


 


3.11.2.4  What is the average length of time for your organization to pre-certify outpatient surgical 
services? 


ActiveHealth typically renders 94 percent of certification decisions within one business day. 
ActiveHealth’s utilization review process abides by the individual State and Federal laws governing 
utilization management and uses the URAC and ERISA Standards as a baseline for performance and 
quality measures, including turnaround time for decisions. Typically, we will authorize a procedure 
within a 90 day time period, as many times these dates change.   


 


3.11.2.5  Does your organization refer to established medical necessity guidelines for pre-certification, 
such as those published by Milliman?  


Yes. We have enjoyed a long-standing relationship with Milliman and have served as a beta site for 
several of their guideline platform revisions and discussions. We meet with Milliman quarterly to 
review any questions, concerns or ideas coming from our UM team.  While Milliman is our primary 
guideline resource, when guidelines have not yet been established, we also supplement with internally 
developed clinical guidelines to best define and drive processes that support our clients’ requirements.  
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We have extensive experience in the development of guidelines using our fulltime dedicated Medical 
Directors that work with our UM/CM teams across the country.   


Our guidelines are most often updated on a biannual schedule, but at a minimum, annually. 


Our ActiveHealth Clinical Development Center houses a team of board certified physicians, IT 
professionals, pharmacists, registered nurses, and a registered dietician to create and maintain all 
ActiveHealth’s patented clinical technologies.  The Development Center is also where our doctors scan 
evidence-based sources including, FDA guidelines, peer-reviewed journal findings, and medical society 
practice guidelines.  Five full-time on-site medical directors support UM/CM/DM/Maternity and 
another eleven medical directors, pharmacists, and nurses support the medical management programs 
from a content, teaching and patient  support perspective. A subset of the group of medical directors 
review the clinical guidelines annually, and more often if appropriate due to emerging and important 
medical evidence.  As part of our annual guideline review, we review the Milliman guidelines and 
determine where there are gaps or where there needs to be enhancements. ActiveHealth guidelines that 
are maintained fall under the following categories: client requests, state regulations, new technology, 
biologicals and potentially cosmetic procedures. 


New guidelines are developed and existing guidelines are revised as determined by emerging 
technology, revised clinical indications, and changing UM needs. 


 


3.11.2.6  How are pre-certifications accepted?  Please complete the following table by double-clicking the 
appropriate responses below.     


Method Accepted 


Telephone Yes   No 


E-mail/Internet Yes   No 


Facsimile Yes   No 


Regular mail Yes   No 


Other (please describe)  


 


3.11.2.7  Does your organization provide written confirmation when a pre-certification request is approved 
or denied?  Please provide a sample of your pre-certification approval and denial notifications as an 
attachment to your proposal. 
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Yes. The letters are sent to the patient and copies of the letters are also sent to the provider and/or 
facility requesting certification. 


If the service requested is found to be not medically necessary, a letter is sent to the provider, facility 
and patient with a principle reason for the denial of services.  Upon any approval of services, a letter is 
sent to the provider, facility and patient with the services approved.  A disclaimer is also included in all 
letters explaining ActiveHealth’s review is based on medical necessity and is not a determination of 
benefits or payment.  


We also offer peer to peer discussions with our on-site Medical Directors prior to the denial of in-
patient or intensive out-patient care plans.  Our Medical Director calls the requesting information in 
an effort to secure more information and to offer possible solutions to assist the patient and family 
within the allowed benefits. It’s our experience that community doctors very much appreciate this 
effort and feel less adversarial with the payer.   


We have provided sample letters within the exhibits of the confidential portion of our proposal. 


 


3.11.2.8  Concerning PPO plans for which your organization provides pre-certification services:  During 
the time periods of July 1, 2011 – June 30, 2012, and July 1, 2012 – June 30, 2013, what percentage of 
inpatient hospital pre-certification requests were denied by your organization?  Please list each time 
period separately. 


Please refer to the confidential proposal for this complete response. 


 


3.11.2.9  What are the credentials, qualifications, and experience of staff determining pre-certifications for 
inpatient and outpatient services? 


The majority of ActiveHealth’s nurse care managers have an average of 20 years of healthcare 
industry experience. They take a clinically focused approach that emphasizes physician and member 
engagement and have access to the latest medical evidence and best practices for treating a broad 
range of clinical conditions. We have many nurse specialists on our team allowing for effective sharing 
of current clinical protocols and problem solving for complex patient situations.  Examples of our 
nurse specialties include oncology, maternity, NICU, cardiac, pulmonary, neurology, medical-surgical, 
trauma, dialysis and transplants. 


While most of our nurses far exceed the requirements and are certified case managers,  they must meet 
the following qualifications:  


 


Our nurses must meet the following qualifications:  


• Education (at least one of the following):  


� A Bachelor of Science Degree in Nursing (or higher) and a minimum of two years managed 
care experience 
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� A Diploma from an Accredited Nursing Program and experience commensurate with a degree, 
participation in continuing education, and a minimum of two years managed care experience 


� Associate Degree in Nursing, participation in continuing education, and a minimum of two 
years managed care experience  


• Experience (at least three of the following): 


� Three to five years of experience in clinical nursing (required) 


� Prior post-acute care planning such as home care, discharge planning, or case management 


� Prior utilization management experience or case management  experience preferred 


� Demonstrates excellent verbal and written communication skills 


� Demonstrates proficiency in use of computer applications in a Windows environment and word 
processing programs 


• Certification and Licensure: 


� Holds current Registered Nurse (RN) License to practice in the United States 


� For Case Managers, Certification as a Case Manager preferred 


• Training: 


� Newly hired nurses receive training and mentoring by an experienced staff nurse for the first 
several months on the job. Quality assurance processes for new nurses include direct observation and 
monitoring of telephone interactions with patient s until complete proficiency 


� A 30, 60, and 90-day review is performed with the nurse to discuss progress and additional 
learning needs before the nurse successfully completes the 90-day probationary period 


� ActiveHealth also utilizes our 16 medical directors and two PharmD pharmacists to educate 
our staff regarding advances in medical science and updates to our clinical protocols 


ActiveHealth additionally assists our nurses in meeting continuing education requirements by 
providing on-site training and by underwriting external training sessions 


 


3.11.2.10 Please describe in detail your organization’s denial process.  Describe inpatient and 
outpatient services separately.  


The denial process for inpatient and outpatient service requests are the same as described below: 


Once it is determined that the clinical given is not sufficient for the nurse to provide an authorization, 
the nurse will refer the case to the Medical Director. Generally, in any questionable situation, our 
Medical Director or a physician specialist will determine the appropriateness of the service request and 
the level of care. Peer-to-peer review is offered to 100 percent of cases where a denial decision is being 
made based on available utilization management information.  We attempt to contact all treating 
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physicians when the medical director is not able to approve the case after a referral from utilization 
management (UM) staff. 


Our model includes a peer-to-peer UM and appeals process.  An offer is made to conduct a peer-to-
peer discussion when a case is referred to the physician or denied.  Due to timeliness requirements, we 
will make our decision without further attempts to contact the attending physician.  If the attending 
physician contacts ActiveHealth after the denial determination is made, the physician who made the 
original determination (or another Medical Director, if the original physician is not available) will be 
available within one business day to conduct the peer-to-peer review.  Letters are generated to the 
patient , provider and facility including the rationale for the determination.  


ActiveHealth Management performs appeals regarding adverse determinations of the medical necessity 
and appropriateness of requested services as directed by our clients. Appeals regarding plan language 
or benefit coverage are referred to the client. 


Any time after an adverse determination is made, appeals may be requested by patients, subscribers, 
patient representatives, attending physicians/providers, or a representative of the facility rendering 
services. Appeals may be requested verbally or in writing.  


ActiveHealth provides the patient, provider, or facility rendering the service the opportunity to submit 
written comments, documents, records, and other information related to the case.  ActiveHealth will 
review all documents, records, or other information submitted with a request for an appeal, regardless 
of whether this information was considered in prior review(s) of the case.  If additional information is 
not submitted with a request for an appeal, the patient’s medical record for the episode of care under 
question will be requested.   


Expedited appeals are performed when a non-certification decision regarding a health care service is 
made prior to or during an ongoing service. These appeals occur when the attending physician or 
provider believes the patient’s condition warrants an expedited appeal to prevent an adverse effect to 
the patient ’s health. Expedited appeal determinations are made within 72 hours of the request. 


Standard appeal determinations are made within 15 days of the request, excluding days waiting for 
submission of information to be used to perform the appeal.   


Appeals are performed by health professionals who: 


• Are clinical peers; 


• Hold an active, unrestricted license to practice medicine or a health profession; 


• Are board certified (if applicable) by either the American Board of Medical Specialties or the 
Advisory Board of Osteopathic Specialists; 


• Are in the same profession and in a similar specialty as typically manages the medical 
condition, procedure, or treatment as mutually deemed appropriate; 


• Are neither the individual who made the original non-certification (or subsequent appeal 
decision), nor the subordinate of such an individual. 


ActiveHealth has a panel of physicians of various specialties and utilizes External Review 
Organizations (EROs) to provide appeal services when internal Medical Directors are not able to meet 
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the requirements of an appeal reviewer.  Upon request, ActiveHealth, as an agent of the insurer, will 
provide a copy of the clinical rationale for the Appeals decision to the patient or health care provider. 
Upon request, appeals policies and procedures are available to any patient, provider, or facility 
rendering service.   


ActiveHealth’s standard process is to conduct one appeal but we will coordinate with PEBP regarding 
who will be conducting the final appeal and required external reviews.    


 


3.11.2.11 Please describe your criteria for determining medical necessity for weight loss surgeries such as 
gastric bypass or lap band surgery.   


Please refer to our confidential proposal for this answer. 


 


3.11.2.12 Please confirm that your organization has reviewed PEBP’s current pre-certification 
requirements as described in the PEBP Master Plan Document and your ability to provide this service. 


Confirmed; ActiveHealth is able to provide reviews according to PEBP’s plan requirements as 
described in the PEBP Master Plan Document. 


 


3.11.2.13 If PEBP expands the number of services that require pre-certification, please confirm that 
your organization will not increase its fees as quoted in your original cost proposal. 


Confirmed, we work closely and consultatively with our clients to update the pre-certification list 
annually.  Items are sometimes reviewed and others are added. Our standard pre-certification list is 
extensive and we never find it necessary to increase our fees.  However PEBP can hopefully appreciate 
we cannot commit to ever increasing our fees if a very high volume or resource intensive item or items 
would be added.   If the additional items don’t impact the required ActiveHealth resources more than 
an anticipated 10-15%.fees would not be increased.   


ActiveHealth is fully committed in partnering with PEBP to assure continued success of the PEBP 
self-funded PPO plan.   Should PEBP expand the number of services that require pre-certification, 
ActiveHealth will not increase fees as quoted in our original cost proposal. 


 


3.11.3 Concurrent Review 


3.11.3.1  Please describe your organization’s process for inpatient hospital concurrent reviews.  This 
information may be provided as an attachment to your proposal in the form of a narrative and/or flow 
chart. 


In addition to pre-certification, pre-notification and medical necessity reviews, our program includes 
concurrent review of hospital admissions.  Once the service has been determined as medically 
necessary and an initial length of stay approved, our nurse will assign the date for the next review 
being the first non-covered day according to the last date of the approved length of stay    







©Copyright 2013, Active Health Management, Inc. 28 
Proprietary and Confidential. 
 


To assure we are aggressively managing the case, we always perform concurrent review every 48 
hours. We are committed that concurrent review is a real time assessment of ongoing medical 
services/treatment to determine continued medical necessity and appropriateness of care. The intensity 
of service, the severity of illness and recovery milestones must be demonstrated in order to approve the 
continued stay. Practitioners are notified by telephone and written notification is provided to the 
covered person(s), provider and facility.  The written notification includes the review date, the new total 
number of days approved and the date of admission. When treatment has been approved, the decision 
will not be reversed.  In the case of a denial, the practitioner is notified by telephone, and written 
notification is provided to the covered person, and the practitioner and facility. The written notification 
includes the date of the last recommended day, appeal and peer-to-peer discussion instructions, and 
information regarding the clinical rationale for the non-recommendation. 


The goal of the continued stay review is to obtain information that will allow the care manager to 
assess the medical appropriateness of continued stay at the current level of care. Another purpose of 
the concurrent review is to assess the patient’s discharge plan, and initiate discharge planning as 
appropriate; and determine whether the patient  requires case management services.  During the 
review the care manager collects information needed to certify the requested services using 
documented, generally accepted clinical guidelines. Only the clinical information obtained at the time 
of the concurrent review is utilized to make a review determination.  Medical records are not routinely 
requested at this stage of review.  Continued stay reviews contribute to evaluation not only for 
discharge but also for real-time identification of patient s requiring case management. 


 


3.11.3.2  How frequently does your organization re-assess a patient’s need for continued hospitalization 
under the concurrent review process? 


Once the medical criteria have been determined and the inpatient case has been recommended, our 
nurse will assign the date for the next review based on the total number of days recommended. As a 
general policy, ActiveHealth reviews concurrently no longer than at a 48 hour interval, depending on 
the progress of the member. If daily reviews are needed to expedite the patient’s progress we will 
complete daily reviews. 


 


3.11.3.3  Please describe your organization’s criteria for determining continued medical necessity. 


During the review, the care manager collects information needed to certify the requested services using 
documented, generally accepted clinical guidelines. We use Milliman Care Guidelines supplemented by 
internally developed clinical guidelines to best define and drive processes that support our clients’ 
requirements. The intensity of service, the severity of illness and recovery milestones must be 
demonstrated in order to approve the continued stay. 


Our ActiveHealth Clinical Development Center houses a team of board certified physicians, IT 
professionals and pharmacists who create and maintain all ActiveHealth’s patented clinical 
technologies.  The Development Center is also where our doctors scan evidence-based sources 
including, FDA guidelines, peer-reviewed journal findings, and medical society practice guidelines.  
Five full-time on-site medical directors support UM/CM/DM/Maternity and another eleven medical 
directors, pharmacists, and nurses support the medical management programs from a content, 
teaching and patient  support perspective. A subset of our medical directors reviews the clinical 
guidelines annually, and more often if appropriate due to emerging and important medical evidence.  
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As part of our annual guideline review, we review the Milliman guidelines and determine where there 
are gaps or where there needs to be enhancements. ActiveHealth guidelines that are maintained fall 
under the following categories: client requests, state regulations, new technology, biologicals and 
potentially cosmetic procedures. 


New guidelines are developed and existing guidelines are revised as determined by emerging 
technology, revised clinical indications, and changing UM needs. 


  


3.11.3.4  If your organization refers to its own medical necessity guidelines, please describe your 
guidelines in detail.  This information should be included as an attachment to your proposal.  


We use Milliman Care Guidelines supplemented by internally developed clinical guidelines to best 
define and drive processes that support our clients’ requirements.  We have extensive experience in the 
development of guidelines using our fulltime dedicated Medical Directors that work with our UM/CM 
teams across the country.   


New guidelines are developed and existing guidelines are revised as determined by emerging 
technology, revised clinical indications, and changing UM needs that occur more often than the 
annual Milliman updates or when there is a gap identified within the Milliman guideline set.  In 
addition, we develop or modify existing guidelines to meet customer specific requirements. 


Milliman guidelines are updated annually and the internally developed guidelines are updated as 
needed, but no less than annually.    


For our complete policy and procedure, please see our exhibit titled “3.11.3.4 Guideline Development” 
within the confidential portion of our proposal. 


 


3.11.3.5  Please provide examples of all provider and participant communications related to this function 
and how your organization delivers these communications. 


We deliver these communications by U.S. mail.  We have provided sample letters and communications 
related to the Utilization Management Program within the Confidential Information portion of our 
proposal. 


 


3.11.4 Retrospective Review 


3.11.4.1  Please describe the process and criteria used for retrospective review.  This information may be 
provided as an attachment to your proposal in the form of a narrative and/or flow chart. 


A retrospective review is a review that is requested after the service is rendered, which may or may not 
have been authorized. Our health management services include retrospective review of inpatient and 
outpatient care. A determination is issued within 30 calendar days of the request for a utilization 
management determination.  A retrospective review can be initiated through contacting our nursing 
team.   
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ActiveHealth staff provides retrospective medical necessity reviews in house.  ActiveHealth’s process 
begins with a telephone or facsimile request to our medical management call center or via facsimile 
from any of the following: physician or other licensed provider, designated office personnel, facility, 
patient  or designated representative or plan administrator.  


Requests for retrospective reviews are received and documented by our Customer Service team in our 
workflow application, ActiveAdvice.  Verification of eligibility is the first step followed by requests for 
clinical documentation from all involved providers and health professionals for the recent past 
(generally with the past year) related to the type of service. Once documentation is received, the nurse 
reviews the service for medical necessity, appropriate level of care and length of stay using Milliman 
Care Guidelines or internally developed guidelines as clinically indicated.  Generally, in any 
questionable situation, the nurse will refer the case to a Medical Director or a physician specialist to 
determine its appropriateness, the level of care and length of stay if inpatient.  Based on the decision 
rendered, automated letters will generate and be mailed to the provider, patient  and facility reflecting 
the decision, diagnosis, and procedures and dates of service. 


We do not charge separately for retrospective review as long as it involves cases that occur during the 
tenure of our contract with the client (i.e., we would not perform retrospective reviews for dates of 
service that occur prior to the effective date of our relationship with PEBP).  If PEBP were to request 
reviews for dates of service prior to the effective date, there would be an additional charge. 


 


3.11.4.2  Does your organization perform retrospective reviews on-site, telephonically, or a combination 
of both? 


Retrospective reviews are performed telephonically, and may include a review of the medical records, 
which we will request as indicated. Our systems have been developed and implemented to enable our 
clinicians to communicate with facilities, providers, and participants telephonically using well-defined 
criteria and using medical documentation that can be easily forwarded by the facility/provider for 
review. We have found that this type of review is more process and cost efficient. 


 


3.11.4.3  What are the credentials, qualifications, and experience of staff handling retrospective review? 


The majority of ActiveHealth’s nurse care managers have an average of 20 years of healthcare 
industry experience. They take a clinically focused approach that emphasizes physician and patient 
engagement and have access to the latest medical evidence and best practices for treating a broad 
range of clinical conditions.  


Medical Director Qualifications 


ActiveHealth’s Medical Directors have the following qualifications: 


Experience: 


• Ten years in the health care industry with at least five to seven years in health management. 


Education: 
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• MD from accredited university. 


Certification: 


• Board certification in one of the following: Emergency Medicine, Family Practice, and/or 
Internal Medicine. 


• Certification in UM/Quality Management (ABQAURP) preferred. 


Licensure: 


• Non-restricted license to practice medicine in US 


Our nurses must meet the following qualifications:  


• Education (at least one of the following):  


� A Bachelor of Science Degree in Nursing (or higher) and a minimum of two years managed 
care experience 


� A Diploma from an Accredited Nursing Program and experience commensurate with a degree, 
participation in continuing education, and a minimum of two years managed care experience 


� Associate Degree in Nursing, participation in continuing education, and a minimum of two 
years managed care experience  


• Experience (at least three of the following): 


� Three to five years of experience in clinical nursing (required) 


� Prior post-acute care planning such as home care, discharge planning, or case management 


� Prior utilization management experience or case management  experience preferred 


� Demonstrates excellent verbal and written communication skills 


� Demonstrates proficiency in use of computer applications in a Windows environment and word 
processing programs 


• Certification and Licensure: 


� Holds current Registered Nurse (RN) License to practice in the United States 


� For Case Managers, Certification as a Case Manager preferred 


• Training: 


� Newly hired nurses receive training and mentoring by an experienced staff nurse for the first 
several months on the job. Quality assurance processes for new nurses include direct observation and 
monitoring of telephone interactions with patient s until complete proficiency 
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� A 30, 60, and 90-day review is performed with the nurse to discuss progress and additional 
learning needs before the nurse successfully completes the 90-day probationary period 


� ActiveHealth also utilizes our 16 medical directors and two PharmD pharmacists to educate 
our staff regarding advances in medical science and updates to our clinical protocols 


� ActiveHealth additionally assists our nurses in meeting continuing education requirements by 
providing on-site training and by underwriting external training sessions 


 


3.11.4.4 How is the need for retrospective review determined? 


Retrospective review occurs when a service that requires authorization has already occurred and was 
not authorized.  Retrospective reviews may be requested by the plan, the claims administrator, the 
patient  or patient ’s care giver, facility where services are rendered, or provider. 


 


3.11.4.5 Please provide examples of all participant communications related to this function and how your 
organization delivers these communications. 


Retrospective Review letters are formatted and generated in the same manner as our standard 
utilization management letters.  Once the retrospective review has been completed, letters including the 
decision information are generated and issued to the patient , provider and facility. Example letters and 
communications are included in our confidential exhibits. 


 


3.12   MANAGEMENT REPORTING 


3.12.1 Please describe and list your organization’s standard reports and provide examples of each.  Your 
standard reports should include but not be limited to case management reports; outcomes; bed days 
approved, denied, and saved; average length of stay; and large case management status reports. 


ActiveHealth provides a wide range of reports on the utilization of the plan and savings attributable to 
our UM/CM services. These reports are provided weekly, quarterly, semi-annually, and annually, 
depending on the specific measures being reported on and contractual requirements between client and 
provider for reporting frequency.   


Weekly reports may include, but are not limited to: 


• Open and closed inpatient reports 


• Potential Large Case Reports 


• Authorization reports: Although an electronic file of authorizations is available on a mutually 
agreed upon schedule, ActiveAdvice can also provide weekly case reports that contain details of each 
authorization such as patient  ID and other demographic information, service type, dates of service, 
place and provider of service, diagnosis and procedure codes, etc. 
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Quarterly, Semi-Annual and Annual Reports and group renewal date reports may include but are not 
limited to: 


 Summary Review Reports (Including excluding outliers) 


 Summary of Savings 


 Individual Savings 


 Cost Comparison Detail 


 Cost Comparison Summary 


 


In addition, other quarterly reports include  


 Customer Service Reports: these reports contain call statistics, such as call volume, call 
resolution, and performance to service level objectives such as average speed of answer and 
abandonment rate. 


 Case Management reports:  These reports contain CM enrollment figures and CM summaries 
for each patient in the program, typically on a monthly basis.  The CM summary mixes text narrative 
with automated data points such as the plan of care and interventions schedule or completed.  If rate 
negotiations occur, a cost / savings report is also included. 


 Other Utilization reports provide volume figures by service type, such as number of admits or 
procedures by service type, diagnosis and or procedure, etc.  The utilization reports are typically 
produced monthly. 


 Additionally, ActiveHealth’s systems can provide an extensive Standard Report that include 
Inpatient Utilization Statistics, which report on:  


• Total admissions 


• Admits/1000 


• Total Days 


• Days/1000 


• Average Actual Length of Stay 


• Expected Average Length of Stay 


• Outpatient Procedure Statistics 


• Total procedures 


• PMPM information (this is a quarterly statistic) 
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• Referral Statistics 


• Total Patients with referrals 


• Total Referrals in network 


• PMPM in network (this is a quarterly statistic) 


• Total Referrals out of network 


• PMPM out of network (this is a quarterly statistic) 


• Total Referrals both in and out of network 


• Total PMPM both in and out of network (this is a quarterly statistic) 


Please refer to the sample reports within our confidential exhibits. 


 


3.12.2 Are your reports available via the web? 


Yes, we can arrange to have our reports available via the web.  Additionally, our standard reports are 
available in a PDF format and are provided by the assigned Account Manager.  The Account Manager 
includes an Executive Summary, typically in a PowerPoint format, which highlights key areas of the 
report.  All reporting information is available in hardcopy and/or an electronic format. 


 


3.12.3  Please describe the process for requesting ad hoc reports and list the average turnaround time for 
each.  Please confirm that ad hoc reports will be provided to PEBP at no additional cost. 


Yes. Ad hoc reports will be provided at no additional cost. 


Report requests are completed by the ActiveHealth Account Manager and are submitted to the 
Information Management team.  Requests are reviewed in a daily meeting and assigned to an 
appropriate resource within the reporting team.  The turnaround will ultimately depend upon the 
complexity of the result, but typically averages from 2 days to 2 weeks.  


ActiveHealth has significant ad-hoc reporting capabilities and can provide virtually any report desired.  
We welcome an opportunity to discuss what types of reports will be most beneficial to PEBP.  We can 
provide customized measurement and analysis in a variety of ways. Our standard reporting platforms 
are very robust containing summary as well as detailed administrative, clinical and financial outcome 
information.  We would be pleased to share our reporting capabilities in detail as well as provide a gap 
analysis regarding what additional needs you may have and design a mutually agreeable reporting 
solution. 


 


3.12.4  Does your organization provide the following standard reports?  Double-click each appropriate 
response. 







©Copyright 2013, Active Health Management, Inc. 35 
Proprietary and Confidential. 
 


Report Provided 


 


Outcome Management 


 


Yes   No 


 


Patterns of Care 


 


Yes   No 


 


Inpatient utilization 


 


Yes   No 


 


Utilization by diagnosis 


 


Yes   No 


 


Case specific detail  


 


Yes   No 


 


Activity and days reduced  


 


Yes   No 


 


Savings summary 


 


Yes   No 


 


 


3.13   FACILITY CHANNELING 


3.13.1 Please describe the process and criteria used by your organization that will direct PEBP 
participants to in-network facilities. 


ActiveHealth is able to input each client/employer's networks and affiliated providers, facilities, and 
vendors into ActiveAdvice, our proprietary workflow management system.  Before going live, we 
confirm we have accurately loaded the network and train our nursing staff accordingly. Our system 
then automatically flags in-network facilities and providers. If there are Web resources, like a 
physician or facility finder, our nurses also access that information, so  reviewers can immediately 
advise a patient of their in or out-of-network utilization.   
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When out of network facilities or providers call in for authorization, we advise them they are out of 
network for the patient and that we will be notifying the patient  to assure they are aware they are 
going out of network and the possible consequences. We concurrently advise the patient of their in-
network options.  


Our system is easily updated as we acquire provider file updates as an on-going file feed.  


3.13.2 If a bed is not available at an  in-network facility, will your organization negotiate a discount with 
an out-of-network facility?  Is there a separate fee for providing this service? 


If use of a participating provider is not a possibility due to such factors as distance or availability of 
service, we definitely negotiate a temporary contract, discounted fees and complete a Letter of 
Agreement (LOA). Each LOA is provided to the State and filed in the patient’s case file at 
ActiveHealth. ActiveHealth does not charge a separate fee for this service. 


 


3.13.3 How are out-of-network negotiated discounts communicated to PEBP and PEBP’s third-party 
administrator?   


We already have a process in place with HealthSCOPE in place to share out-of-network authorizations 
on the same electronic authorization file as we communicate other authorizations.  Out of network 
Letters of Agreement are flagged on the authorization file and copies of the LOA are provided to 
HealthSCOPE as well.  We will work with PEBP and HealthSCOPE r during the implementation 
process to define the criteria and process for communicating these types of decisions to PEBP.  


 


3.13.4 Attach a detailed description of the entire discount negotiation process, including 
communications between all parties involved in the process. 


As the case manager is working with the patient  and identifies that there is a benefit limitation to 
home care for example, but the patient  would benefit from additional home care services and also 
prevent a readmission, the case manager will first request the extra contractual benefits to the client by 
submitting in writing the request.  The client’s designated person would review the request and either 
approve or not approve the request.  Based on the client decision, the case manager will proceed in 
setting up additional services. The case manager will send the vendor a copy of the extension of 
benefits to ensure the home care services will continue.  Benefit exceptions are communicated to the 
claims payer via the designated authorization file.    


 


3.14 ACCOUNT SERVICE 


3.14.1 During what hours (and time zones) will your organization’s telephone lines be staffed? 


3.14.1.1 For PEBP staff?  


3.14.1.2 For PEBP participants? 


3.14.1.3 For providers? 
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Business hours are 800 a.m. to 5:00 p.m. .PST , Monday through Friday.  Additional hours can be 
discussed but we find these hours are industry standard and work well with our close attention to any 
voice mails left after hours or weekends. 


 


3.14.2 PEBP requires vendors to assign a dedicated account manager to meet with PEBP on a regular 
basis to discuss performance, address administration issues, and review reports.  Please confirm that your 
organization agrees to this requirement. 


ActiveHealth will assign a senior account manager  to meet with PEBP on a regular basis to discuss 
performance, address administrative issues, and review reports. We assure PEBP that your account 
will be a priority for PEBP and you will receive same or next day responses to all e-mails or messages.  
Your account manager will proactively identify any issues with your patient s, your plan or your 
network and bring those issues or suggestions to you as well. 


 


3.14.3 From what location will the account manager be servicing PEBP? 


The account manager assigned to service PEBP would support PEBP along with our operational and 
clinical team  from our Greenwood Village, Colorado office.  


 


3.14.4 Can you receive electronic enrollment and eligibility data?  Please confirm that your organization 
will accept electronic enrollment information in a format determined by PEBP. 


Confirmed, we can receive electronic enrollment and eligibility data in a format determined by PEBP.   


During implementation we set up an FTP site where our clients can upload their data.  We have a 
program built into our system that pulls the data automatically, which is then processed. For data 
integration, we also define filters and parameters for referrals. Our Quality Management Director 
oversees this process and we have performed this integration for dozens of clients. 


We accept daily, weekly, and monthly feeds. We value the most current data possible and update the 
system with the most frequent data feeds that the client can provide. 


 


3.14.5 Do you employ the services of a Medical Director?  If so, please list the Director’s qualifications, 
credentials, and experience. 


Yes, ActiveHealth employs 16 physician Medical directors and 4 PhD pharmacists. Physicians must 
have an MD from an accredited university and a completed residency in a primary care specialty. 
Physicians also possess five years prior clinical experience, 2 years experience working with managed 
care or a health cost containment firm, demonstrate working knowledge of computers in a Windows 
environment and word processing. Additionally, physicians must hold a current, non-restricted license 
to practice medicine in the United States; prefer board certification in primary medicine specialty such 
as Internal Medicine, Family Practice, and/or Emergency Medicine.  Greenwood Village has 2 full-
time medical directors on staff daily, to work closely with our UM/CM nursing staff. 
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ActiveHealth’s Medical Directors have the following qualifications: 


• Experience: 


� Ten years in the healthcare industry with at least five to seven years in health management. 


• Education: 


� MD from accredited university 


• Certification: 


� Board certification in one of the following: Emergency Medicine, Family Practice, and/or 
Internal Medicine.  


� Certification in UM/Quality Management (ABQAURP) preferred. 


• Licensure: 


� Non-restricted license to practice medicine in US   


 


3.15 IMPLEMENTATION SERVICES 


3.15.1 Describe your implementation plan to meet a start date of July 1, 2014.  Include steps required to 
implement the program such as notification to PEBP participants, providers, and other vendors. 


We have included a Sample Implementation Plan (exhibit 3.15.1) within the Confidential Information 
portion of our proposal.   Our implementation for PEBP would be especially efficient given we already 
work with your TPA, HealthSCOPE, so already have file and authorization exchange operational. 


 


3.15.2 Is your organization prepared to assign an exclusive team to assist with the implementation 
process?  How many exclusive service representatives would be assigned for the initial implementation?  


Yes, we are prepared to assign an exclusive team to assist with the implementation.  Currently, 
ActiveHealth is projecting a dedicated implementation manager supported by designated staff from 
several departments throughout the implementation process, including operations, data ingest, account 
management, UM/CM product and your assigned medical director. 


 


3.15.3 Describe the most frequent problems your organization has encountered during previous 
transitions for plans of this size.  How were these resolved?  


Some problems that are often encountered during implementation: 


Unclear Expectations: 







©Copyright 2013, Active Health Management, Inc. 39 
Proprietary and Confidential. 
 


Overcome through a thorough discovery process involving the client during the sales and contracting 
process.  Opening doors of close communication during this process sets the groundwork to 
consistently confirm the client’s expectations.  


Establish weekly meetings with client’s key decision makers to update on progress, track tasks (open & 
closed), and document decisions.  Recaps of the meeting are provided within 2 business days of the 
meeting to all attendees documenting the discussions. Establish weekly meetings with vendors to 
update progress, track tasks (open & closed), and document decisions. 


Determine Integration Requirements: 


Through the discovery process, we determine what the client is expecting in relation to vendor 
integration.  Our preference is to have a vendor summit where all vendors can meet and workflows can 
be established.  If this is not possible, work with the client and vendors individually to establish and test 
the desired vendor integration. 


Obtaining Applicable Files for Testing: 


Large part of successful implementation of medical management services is dependent on obtaining 
required data in a timely manner.  We work with multiple vendors and have been able to establish 
many global agreements helping speed up actual data procurement by not having to revisit file formats 
each time.  Solid working relationships have been developed with vendor contacts, also facilitating 
faster turn-around times based on an understanding of what is needed.  


Rigid operations and work flows: 


We find that our ability and willingness to be flexible not only helps us assure the best outcomes for 
our clients, but it also avoids most challenges that can be experienced. We are exceptionally good at 
balancing customizations and flexibility with clear defined work flows and process.  


 


3.15.4 Please confirm that your cost proposal includes all costs associated with implementation services.  
You must provide a detailed description of any implementation service and/or fee charge not specifically 
included in your cost proposal. 


Confirmed; our cost proposal includes all costs associated with implementation services. 


 


3.15.5 What is the minimum amount of time recommended to ensure a clean transition into the proposed 
program? 


We standardly require 90 days to implement UM/CM services. We are pleased that HealthSCOPE is 
your current TPA who we are already working with, including established data feeds and work flows.  


Approximately thirty days following the go-live date, the account will be fully transitioned from the 
implementation team to the account management team, which consists of the account manager, 
clinical lead, medical director and reporting analyst. Our Implementation Manager works hand in 
hand with the assigned Account Manager throughout the implementation process and through the first 
45 to 60 days post implementation to ensure a smooth and orderly implementation and transition 
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process. Susie Hepner, Vice President of Sales, also remains involved throughout the implementation 
and ongoing relationship, serving as an additional executive level sponsor alongside Pam Krol, SVP 
Account Management. The Implementation Manager and documentation related to the 
implementation will always be available as a resource to the account team. After the implementation is 
complete and the program is operational, our team periodically re-evaluates infrastructure to ensure 
the highest possible quality. When new products or services are added, or if existing services change, 
the same implementation team will work with PEBP to ensure success. 


 


3.16 DISASTER RECOVERY PLAN 


3.16.1 Your organization is required to submit with the proposal a disaster recovery plan in the event of 
a major disaster that disables most or all of your processing capabilities for the PEBP.  A major disaster 
includes, but is not limited to: 


3.16.1.1 A hardware system failure/collapse; 


3.16.1.2 A software system failure/collapse; 


3.16.1.3 Any natural disaster or Act of God; and 


3.16.1.4 Total loss of electrical/backup power. 


ActiveHealth maintains formal disaster recovery and business continuity plans. Please refer to exhibit 
3.16.1 for a summary of this highly confidential information.  


Given the nature and sensitivity of the information contained in these documents, it is ActiveHealth 
Management’s policy that no Disaster Recovery, Business Continuity or Crisis Management Plans are 
disseminated outside of ActiveHealth Management or Aetna. Therefore we cannot provide full copies 
of these documents but will answer any further questions that you may have. If a site visit is requested 
during the vendor selection process, we would be willing to discuss these plans with you at that time. 


 


3.16.2 Please explain the anticipated time frames to restore normal operations once the disaster situation 
has been resolved. 


In the event of a complete outage where ActiveHealth’s primary data center in Charlotte, North 
Carolina would be totally disabled, all production processing would continue at the backup data center 
in Weehawken, NJ. Based on the classifications of all Critical Applications, normal processing would 
resume within a 24 hour period starting at the time of disaster. 


 


3.16.3 How often is your disaster recovery plan reviewed and/or updated? 


The IT Disaster Recovery Plan is reviewed quarterly and updated as necessary. 


 


3.16.4 Describe in detail how the plan will be customized to meet the needs of PEBP. 
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The IT Disaster Recovery Plan is divided into three sections. They are 1) the first alert, declaration and 
mobilization governance and procedures, 2) Recovery of Infrastructure, 3) Recovery of Critical 
Production Applications. In the case of PEBP, criticality would be identified and a complete template 
would be created for this application and placed in the Critical Applications section of the plan. This 
template would also include a list of tasks for testing the recovery of this application as well as the 
actual recovery procedures. 


 


3.16.5 Please provide with your proposal your plan for regularly scheduled backups for PEBP data for 
the day-to-day computer-related processing operations and where the backups will be stored.   


All production processing is conducted in the primary data center in Charlotte, NC. All data is 
duplicated at the backup data center in Weehawken, NJ. It is in Weehawken that Critical Applications 
have a Disaster Recovery backup server which replicates all applications data. Also, tape backups are 
taken daily, weekly and monthly at the Weehawken data center and sent off site. 


 


3.17 PRIVACY AND SECURITY 


3.17.1 Is all data contained in the proposed system (active and “at rest”) stored in an encrypted format? 


All active data, i.e. data in transit, is fully encrypted.  All data at rest is stored behind our DMZ and 
safeguarded by secure firewalls. 


 


3.17.2 Do all of your organization’s current systems, policies and procedures currently comply with the 
following (including any systems storing or processing PEBP data):  


Yes; ActiveHealth is in full compliance with all applicable laws and regulations. 


 


3.17.2.1 Title 45 of the Codified Federal Regulations (CFR) HITECH  Breach Rule  - 45 CFR §160 and 
§164; 


Yes; ActiveHealth is in full compliance with all applicable laws and regulations. 


 


3.17.2.2 HIPAA Privacy and Security Rules – 45 CFR §160, §162, and §164; and 


Yes; ActiveHealth is in full compliance with all applicable laws and regulations. 


 


3.17.2.3 Audited for compliance with the HITECH Breach Rule and HIPAA Privacy and Security Rules.  
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Yes; ActiveHealth has been audited and certified to be in compliance with the HIPAA and HITECH 
rules. Each year, ActiveHealth undergoes independent vulnerability assessments to identify overall 
risks as well as risks specific to HIPAA and HITECH, and to ensure continuous compliance. 


 


3.17.2.4 Are corrective actions implemented by your organization for issues identified in the audit? 


Yes; as issues are identified in audits, corrective actions are implemented by ActiveHealth.   


ActiveHealth Management’s Information Security Policy is based on standards, laws and regulations 
for the protection of Personal Health Information and Personally-Identifiable Information: 


• HIPAA (Health Insurance Portability and Accountability Act of 1996), including the current 
version of the HIPAA Privacy Rule 


• Health Information Technology for Economic and Clinical Health (HITECH) Act of 2009 


• ISO/IEC 17799, Information Technology - Code of Practice for Information Security 
Management, First Edition, Reference Number ISO/IEC 17799:2000(E), 2000-12-1 


• NIST Special Publication 800-53, Rev 4 (April, 2013), National Institute of Standards and 
Technology: Security and Privacy Controls for Federal Information Systems and Organizations 


• NIST Special Publication 800-12, National Institute of Standards and Technology: An 
Introduction to Computer Security: The NIST Handbook, October 1995 


• NIST Special Publication (SP) 800-14: Generally Accepted Principles and Practices for 
Securing Information Technology Systems, September 1996 


•  AICPA Trust Services Principles and Criteria for Security, Availability, Processing Integrity, 
Confidentiality, and Privacy (2009). NOTE: Privacy controls are governed by the HIPAA Privacy Rule. 


In addition, to ensure continuous and unbroken compliance, ActiveHealth uses continuous control 
monitoring processes and tools to safeguard the security, confidentiality, and privacy of all PHI and 
PII information. 


 


3.17.3 Vendor and all of the vendor’s subcontractors must comply with all PEBP privacy and security 
policies and procedures.  A copy of PEBP’s privacy and security policies and procedures is provided 
under Attachment M – Privacy Security Policies and Procedures.  Please indicate that your organization 
would agree to these conditions. 


Confirmed; ActiveHealth agrees to the conditions provided under Attachment M – Privacy Security 
Policies and Procedures. ActiveHealth and all subcontractors will comply with all PEBP privacy and 
security policies and procedures.   


 







©Copyright 2013, Active Health Management, Inc. 43 
Proprietary and Confidential. 
 


3.17.4 Vendor must sign and agree to the terms of PEBP’s Business Associates Agreement (BAA).  A 
copy of PEBP’s BAA is provided under Attachment N – Business Associate Agreement. Please indicate 
that your organization would agree to this condition. 


Confirmed; ActiveHealth will sign and agree to the terms of PEBP’s Business Associates Agreement 
(BAA). 


 


3.18 ELECTRONIC DATA INTERCHANGE (EDI) 


 


3.18.1 All exchange of PEBP electronic formatted data, as well as data exchange between PEBP and 
vendors, shall be approved in advance by PEBP’s Information Technology Officer or designated staff. 


Confirmed. 


 


3.18.2 The file format for eligibility data exchange is fixed field, flat file.  Exact file specifications will 
be determined by PEBP.  All EDI will require file level encryption.  All files exchanged between PEBP 
and its vendors are accomplished via FTP.  Please confirm your ability to comply with this requirement. 


Confirmed. 


We can accept 834 and 835 extracts in addition to claims and eligibility files in any fixed width or 
delimited format, an Excel data sheet or an Access database.  We can accept pharmacy files in any 
standard format.  Our data analytics division has accepted and mapped data for most major health 
plans as well as most major PBMs. 


We have data integration experience with a variety of healthcare entities, and routinely receive data 
from a wide variety of sources (over 200 sources).  All customer data is transmitted using Secure FTP 
or Secure HTTP (HTTPS). 


 


3.18.3 All data is the property of PEBP.  Data cannot be shared, distributed, or used outside contract 
specification without permission from PEBP.  All data must be made available upon PEBP’s request.  


Confirmed. 


 


3.19 PERFORMANCE STANDARDS, GUARANTEES, PENALTIES 


 


Please confirm that your organization will agree to the following performance standards, guarantees, and 
financial penalties.  Compliance will be determined by PEBP and PEBP’s health plan auditor.  PEBP 
reserves the right to revise the performance standards, guarantees, and financial penalties as needed.  
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PEBP’s health plan auditor will audit the UM Vendor every odd numbered year of the existing vendor 
contract. 


Confirmed. 


 


July 1, 2014- June 30, 2019 


 


Service Performance 
Standard 


Guarantee Method of Measurement Performance 
Guarantee Penalty 
Amount 


I.  Quarterly and annual 
management reports  


100.0% Delivery of Quarterly reports 
within 45 days of end of 
reporting period as 
established by PEBP  


1% of annual 
administration fees 
per report per day 
greater than 10 days. 


II. Notification of potential 
high expense cases. High 
expense case is defined as a 
single claim or treatment 
plan expected to exceed 
$100,000.00.  


95.0% Designated PEBP staff will be 
notified within 5 business 
days of the UM vendors 
initial notification of the 
requested service  


For each percentage 
point, or a fraction 
thereof below the 
annual guarantee, 
1% of annual 
administration fees. 


III. Pre-certification       


  information shall be  


  provided to PEBP’s third   


  party administrator  


98% Pre-certification requests from 
healthcare providers shall be 
communicated to PEBP’s 
Third Party Administrator 
using an approved method 
e.g. electronically, within 5 
business days of UM 
completing Precertification 
determination 


For each percentage 
point, or a fraction 
thereof below the 
annual guarantee, 
1% of annual 
administration fees. 


IV. Concurrent hospital  


 review  


98% Concurrent hospital reviews 
shall be completed and 
communicated using an 
approved method e.g. 
electronically within 5 
business days of 
determination decision  


For each percentage 
point, or a fraction 
thereof below the 
annual guarantee, 
1% of annual 
administration fees. 


Compliance with service category I is determined by PEBP’s Executive Officer.  Compliance with 
service categories II, III & IV is determined by audits performed by PEBP’s health plan auditor 
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conducted in odd numbered years. Annual is typically defined as the time period starting July 1 and 
ending June 30 of each year of the contract. 


Confirmed. 


• Public Employees’ Benefits Program will collect performance guarantee amount by withholding the 
appropriate amount from vendor’s annual administration fees.  If no further administrative fees are due, 
PEBP will send an invoice for the penalty amount to the vendor.  Payment is due within 30 days.  Failure 
to pay within 30 days will result in a penalty of 1.5% of the penalty amount per month, compounded 
monthly. 


Confirmed. 


• Upon contract termination, PEBP may withhold payment of a portion of the last invoice until after all 
audits have been accepted by the PEBP Board.  The portion of payment withheld will be not more than 
the lesser of: 


1. The last invoice received by PEBP; or 


2. An amount equal to 100% of the largest quarterly penalty assessed during the last two years of the    
contract. 


Confirmed. 


 


3.19.1 Selected vendor will be required to have an independent financial audit performed annually and a 
copy of the audit shall be provided to the State within 30 days of its completion.   The date of the audit 
shall be mutually agreed upon. 


Confirmed. 


 


3.19.2 Exceptions to the requirements of this Scope of Work must be clearly stated in Attachment B – 
Technical Proposal Certification of Compliance with Terms and Conditions of RFP, noting a) the RFP 
section to which vendor is taking exception, and b) future expectations for meeting the requirement, a 
projected timetable, and detailed plans for meet the requirement, along with the vendor staff and 
qualifications assigned. 


Confirmed. 


 


3.19.3 Vendors are encouraged to include any additional information in their proposals that would be 
considered useful to PEBP.   


ActiveHealth offers an optional Complex or Large Case Management program as well as an Enhanced 
Care Management program that are completely integrated with our traditional UM/CM program and 
includes:  
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• Predictive modeling to provide a proactive approach to identify patient s for case management 
and high risk disease management programs. 


• The Large CM program provides assistance in bridging the gap between those that are touched 
through traditional CM and those that have more complex needs and might not be identified via UM, 
or may have more needs after traditional CM services cease. The predictive model helps us identify 
patient s that have had high utilization for items that would not be captured through a normal 
utilization process. (Multiple ER visits, multiple Hospitalizations, high cost claims, etc.)  The Enhanced 
Care Management program essentially combines Large Case Management and a high risk Disease 
Management program. 


• Average program duration four to six months.  


• Care plan development for multiple conditions, co-morbidities, specialty care physicians and 
medications, examples: cancer, heart attack with complications and traumatic brain injury 


• Interventions that focus on support, education and referrals to appropriate programs as well as 
coordination of services as needed. Incorporates delivery of Care Considerations, ActiveHealth’s 
proprietary gaps in care program.  


We also provide a High Risk Maternity program, a Health Advocate Program, a 24 hour Nurseline, a 
full service Data Warehouse platform, and a Lifestyle coaching program, all for additional buy-up 
fees. 


 


CLINICAL DECISION SUPPORT SERVICE INCLUDED WITH  
ACTIVE CASE MANAGEMENT  


Our patented CareEngine® System compiles member data from a variety of sources such as medical 
and pharmacy claims, lab results and information provided directly from the member. The CareEngine 
analyzes this information against highly respected sources of evidence-based medicine to identify gaps 
in care, medical errors and quality issues. When gaps in care are discovered ActiveHealth sends a 
message to the physician and patient urging action. The communicated messages and their content are 
called Care Considerations. 


While data is constantly being absorbed, we continuously update our database of the best standards in 
care through efforts of the physicians, pharmacists, and nurses that make up the ActiveHealth® 
Clinical Development Center. The CareEngine System powers all of our complete health management 
solutions. The fundamental goal of this clinical technology is to help improve member care and avert 
potential medical errors. 


The essential features of the full system can be divided into four areas: 


1.  Patient-Centric Claims-Based Electronic Health Record 


A single integrated patient record is developed through daily/weekly/monthly data inputs including 
physician-generated insurance claims, hospital discharge and outpatient claims, laboratory claims and 
laboratory test results, and pharmacy claims. Information is coded in International Classification of 
Diseases, Ninth Revision, Clinical Modification codes, Current Procedural Terminology codes, Logical 
Observation Identifier Names and Codes, and National Drug Code identifiers. 
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2.  Evidence-Based Clinical Algorithms 


The criteria that trigger the CareEngine system to issue a specific recommendation include thousands 
of multidimensional decision rules that take into account all available information on each patient, 
including an exhaustive list of contraindications and exclusions for a specific intervention. For 
instance, the criteria surrounding the use of β-blockers after myocardial infarction attempt to identify 
known contraindications for β- blocker therapy, such as severe asthma and advanced heart block in 
the absence of a pacemaker. Should any of those contraindications be identified, the recommendation 
is not issued. In this way we are able to deliver a program with low false positive identification rates, 
which maintains the integrity of the program throughout the physician community. 


Once the system has identified an appropriate opportunity in care it seeks to validate that the same 
Care Consideration has not been previously issued within a specified time frame for the member. This 
step prevents the same Care Consideration from being sent again for a given member until the 
appropriate time frame has passed. Sophisticated provider identification logic is then applied to ensure 
the Care Consideration reaches the right provider. 


Our physician and member messaging tools increase compliance for recommendations because they 
are based on the latest medical information, are available through a wide variety of mediums, are 
tailored to each audience and provide a valuable feedback loop. 


3.  Communication to Both Members and Providers 


Communication of the gap in care to the provider and member is delivered by phone, fax, mail, 
member web portal, or other electronic message. The medium utilized depends on the urgency of the 
clinical issue addressed. Providers and members have the ability to provide pertinent clinical feedback 
on a Care Consideration that is maintained in the patient centric record and is used in the clinical 
algorithms. All identified Care Considerations are listed in the MyActiveHealth.com member web 
portal. 


4.  Integration with ActiveHealth’s Product Suite 


The CareEngine’s claims-based health record and algorithms are utilized by other ActiveHealth 
products to enhance the integration of health services provided to a covered individual. Identification 
and selection of individuals for Active Disease Management, lifestyle coaching programs, case 
management, and other programs are supported by CareEngine analytics. CareEngine logic supports 
HRA branching logic within our online member web portal, MyActiveHealth. Care Considerations are 
messaged to the individual as electronic alerts, while rules within the CareEngine help drive the 
interactive tools found throughout the member web portal. 


Health Issues Addressed by Care Considerations 


Our clinical algorithms address a broad range of clinical topics but primarily analyze individuals’ 
records for potential errors of commission, (e.g., drug contraindications) and errors of omission (e.g., 
recommended therapeutics or tests). 


Some examples of clinical issues that our CareEngine interventions address include: 


• The absence of angiotensin-converting enzyme inhibitor therapy in patients with congestive 
heart failure and in those who meet the Heart Outcomes Prevention Evaluation (HOPE) trial criteria. 
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• The use of St. John’s Wort and Cyclosporine. 


• The absence of anticoagulation in patients with atrial fibrillation and structural heart disease. 


• The absence of documented laboratory monitoring in patients taking warfarin, anti-diabetic 
agents, and other medications that require specific laboratory tests. 


• Screening for abdominal aortic aneurysm in elderly male smokers. 


 


4. COMPANY BACKGROUND AND REFERENCES 


4.1 VENDOR INFORMATION 


4.1.1 Vendors must provide a company profile in the table format below. 


Question Response 


Company name: ActiveHealth Management, Inc. 


Ownership (sole proprietor, partnership, etc.): ActiveHealth is a wholly owned 
subsidiary of Aetna, Inc. Aetna is a 
public company, traded on the NYSE. 


State of incorporation: Delaware 


Date of incorporation: 1998 


# of years in business: 15 


List of top officers: Richard Noffsinger 


CEO & President 


 


Madhavi Vemireddy, M.D. 


Chief Medical Officer and Head of 
Product Management 


 


Carol B. Ingher 


Executive Vice President, Chief 
Customer Solutions and Sales Officer


 


Suzanne Bedell 
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Question Response 


Head of Marketing 


 


Lonny Reisman, M.D. 


Aetna Chief Medical Officer and Co-
Founder 


 


Rob Williams 


Chief Financial Officer 


 


Ann Meyer, RN  


Executive Vice President, Clinical 
Programs 


 


Location of company headquarters: New York City 


Location(s) of the company offices: Colorado, Illinois, New York, 
Virginia, North Carolina, and Ohio. 


Location(s) of the office that will provide the 
services described in this RFP: 


Greenwood Village, CO.   


Number of employees locally with the 
expertise to support the requirements identified 
in this RFP: 


ActiveHealth does not currently 
employ nurses in Nevada, although 
we do have one LPN who is licensed 
in Nevada. Should we be awarded the 
contract with PEBH, we will attempt 
to hire nurses in the State to service 
the patient s. We service other state 
accounts from our Greenwood 
Village, CO  service center with no 
problems or delays in service.   


 


Number of employees nationally with the 
expertise to support the requirements in this 
RFP: 


The ActiveHealth team currently 
consists of 1,083 full-time associates 
across the United States.   We have 
responded to questions about our RN 
licensure in all 50 states in another 
section of this RFP, but simply re-
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Question Response 


stated, we are willing to meet all 
licensure requirements if awarded 
the contract. 


Location(s) from which employees will be 
assigned for this project: 


Greenwood Village, CO, with back-
up provided by our Chantilly, VA and 
our New York City headquarters.   


 


 


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of another 
state must register with the State of Nevada, Secretary of State’s Office as a foreign corporation before a 
contract can be executed between the State of Nevada and the awarded vendor, unless specifically 
exempted by NRS 80.015. 


Confirmed. 


 


4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately licensed 
by the State of Nevada, Secretary of State’s Office pursuant to NRS 76.  Information regarding the 
Nevada Business License can be located at http://sos.state.nv.us. 


 


Question Response 


Nevada Business License Number: E0492262010-0 


Legal Entity Name: Active Health Management, Inc. 


 


Is “Legal Entity Name” the same name as vendor is doing business as? 


 


Yes Yes No  


 


If “No”, provide explanation. 
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4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  Vendors shall be 
proactive in verification of these requirements prior to proposal submittal.  Proposals that do not contain 
the requisite licensure may be deemed non-responsive. 


Confirmed. 


 


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   


Yes  No No 


 


If “Yes”, complete the following table for each State agency for whom the work was performed.  Table 
can be duplicated for each contract being identified. 


 


Question Response 


Name of State agency: Not applicable 


State agency contact name: Not applicable 


Dates when services were 
performed: 


Not applicable 


Type of duties performed: Not applicable 


Total dollar value of the contract: Not applicable 


 


 


4.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, or 
any of its agencies, departments, or divisions? 
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Yes  No No 


 


If “Yes”, please explain when the employee is planning to render services, while on annual leave, 
compensatory time, or on their own time? 


Question Response 
Name of State agency: 


Not applicable 


State agency contact name: 
Not applicable 


Dates when services were 
performed: Not applicable 


Type of duties performed: 
Not applicable 


Total dollar value of the 
contract: Not applicable 


4.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, or 
any of its agencies, departments, or divisions? 


 


Yes  No No 


 


If “Yes”, please explain when the employee is planning to render services, while on annual leave, 
compensatory time, or on their own time? 


 


Not applicable 


If you employ (a) any person who is a current employee of an agency of the State of Nevada, or (b) any 
person who has been an employee of an agency of the State of Nevada within the past two (2) years, and 
if such person will be performing or producing the services which you will be contracted to provide under 
this contract, you must disclose the identity of each such person in your response to this RFP, and specify 
the services that each person will be expected to perform. 


Not applicable 
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4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter involving a contract 
with the State of Nevada or any other governmental entity.  Any pending claim or litigation occurring 
within the past six (6) years which may adversely affect the vendor’s ability to perform or fulfill its 
obligations if a contract is awarded as a result of this RFP must also be disclosed. 


Does any of the above apply to your company? 


Yes  No No 


 


If “Yes”, please provide the following information.  Table can be duplicated for each issue being 
identified. 


 


Question Response 


Date of alleged contract failure 
or breach: 


Not applicable 


Parties involved: Not applicable 


Description of the contract 
failure, contract breach, or 
litigation, including the products 
or services involved: 


Not applicable 


Amount in controversy: Not applicable 


Resolution or current status of 
the dispute: 


Not applicable 


If the matter has resulted in a 
court case: 


Court Case Number 


Not applicable Not applicable 


Status of the litigation: Not applicable 
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4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule for 
RFP 3084.  Does your organization currently have or will your organization be able to provide the 
insurance requirements as specified in Attachment E. 


Yes Yes No  


 


Any exceptions and/or assumptions to the insurance requirements must be identified on Attachment B, 
Technical Proposal Certification of Compliance with Terms and Conditions of RFP.  Exceptions and/or 
assumptions will be taken into consideration as part of the evaluation process; however, vendors must be 
specific.  If vendors do not specify any exceptions and/or assumptions at time of proposal submission, the 
State will not consider any additional exceptions and/or assumptions during negotiations.  


Upon contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverages as specified in Attachment E, Insurance Schedule for RFP 3084. 


Confirmed 


 


4.1.9 Company background/history and why vendor is qualified to provide the services described in this 
RFP.  Limit response to no more than five (5) pages. 


Cardiologist Lonny Reisman, M.D. co-founded ActiveHealth Management in 1998 after leading 
numerous consulting engagements for government and the private sector that focused on managing 
the demand for healthcare resources.  Rising healthcare costs and clinical quality issues inspired Dr. 
Reisman to develop a revolutionary healthcare management concept that would bring a clear clinical 
focus to care management for government agencies, unions, health plans, and large employer 
populations.  


This new concept for healthcare delivery focused on clinical excellence and on getting the medicine 
“right,” rather than attempting to limit healthcare resource consumption.  Dr. Reisman and his team 
developed the proprietary CareEngine System, which derives clinical information from available 
administrative data, aggregates that data on a patient-centric basis, and applies rules drawn from the 
medical literature to find patient s whose care could be improved.  The CareEngine System platform, at 
the core of all of ActiveHealth’s products and services, supports our physician and patient  engagement 
and education services through the identification of specific clinical issues impacting the health and 
outcomes of covered populations. 


Today, ActiveHealth Management, Inc. is a clinically-based, technology-driven health management 
services company covering over 19 million patient s, nationwide, in a range of health management and 
data analytics products and services.  Health plans, employers and government payers rely on 
ActiveHealth's Clinical Decision Support, Disease Management, Health Management and Data 
Analytics solutions to improve care for those most in need, prevent medical errors, reduce 
hospitalizations and lower medical costs.    


ActiveHealth is made up of three major operating units or divisions: Medical Management Operations; 
CareEngine Clinical Operations; Data Analytics and Reporting (Health Data Management Solutions). 
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These three divisions reside in various locations including New York City; Chantilly, Virginia; 
Beachwood, Ohio, Denver, CO and Chicago, Illinois.  


In 2000, ActiveHealth acquired e-MEDx, Inc. and their subsidiary Health Cost Consultants (HCC).  
ActiveHealth (through our acquisition of Health Cost Consultants) has over 20 years of experience 
providing a broad array of integrated Utilization Management, Case Management, Disease 
Management, and Maternity Management Services.  ActiveHealth's sophisticated care management 
technology platform, ActiveAdvice, enables the delivery of our service components individually or as an 
integrated, single-source care management solution. 


In 2000, we also acquired Health Data Management Solutions (HDMS) to build upon our data 
management and analytics capability. Using flexible data integration protocols, HDMS allows us to 
aggregate multiple data sets from various third-party vendors (e.g., PBMs, health plans, etc.) to 
strengthen our algorithms for identification and intervention opportunities.  HDMS' DARTSM 
reporting solution allows us to provide data analysis on our clients' populations via web-based, desktop 
reporting.  


In May of 2005, ActiveHealth was acquired by Aetna, Inc. and is a wholly-owned, independent 
subsidiary of Aetna, Inc. (AET; Hartford, CT).  ActiveHealth operates as a branded, standalone 
business. We continue to expand our business across all segments including health plans and self-
insured employers. 


While there are a number of ActiveHealth products and services that demonstrate our core strengths 
and industry leadership, we consider our primary differentiators as follows: 


We Know the Market.   


We understand the market and the unique challenges each individual client can face based on the 
demographic composition of their population. We also understand the provider community and the 
challenges practicing physicians face. We understand the underlying principles for success must 
include keeping physicians up to date with the latest medical based evidence protocols. ActiveHealth 
aggregates data, and provides physicians and patient s with actionable information at the right time.     


Continuous Clinical Development.   


Our ActiveHealth Clinical Development Center houses a team of board certified physicians, IT 
professionals and pharmacists who create and maintain all ActiveHealth’s patented, clinical 
technologies.  The Development Center is also where our doctors scan evidence-based sources 
including, FDA guidelines, peer-reviewed journal findings, and medical society practice guidelines.  It 
is these up-to-the minute findings that make our technologies so effective.   In addition, ActiveHealth 
has extensive relationships with best in class provider organizations across the country. Mutually 
valuable relationships in sharing the most current evidence based medicine are at the core of these 
regular discussions.  A multi-specialty panel of physicians on the faculty of Harvard Medical School 
serves as our primary advisory board. We also work with other physicians on an ad-hoc basis with 
specific specialties or who have published specific articles or journals. 


Complete Health Management Solutions.   


We view our patient s as a whole, not as a condition. Our services are comprehensive and revolve 
around three different action areas: 
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• Pinpointing patients in need. 


• Engaging patients and/or doctors 


• Ongoing evaluation of program activity, and of clinical, utilization and financial outcomes to 
measure program success 


Enabling Provider Interaction.   


Our engagement solutions connect and inform doctors and patients of potentially adverse medical 
conditions.  The ultimate goal is for the physician and patient  to have the information at the point of 
care. 


 


4.1.10 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector.  Please provide a brief description. 


Through ActiveHealth’s acquisition of Health Cost Consultants, we have been providing services 
described in this RFP since 1990. 


 


4.1.11 Financial information and documentation to be included in Part III, Confidential Financial 
Information of vendor’s response in accordance with Section 9.5, Part III – Confidential Financial 
Information.  


4.1.11.1  Dun and Bradstreet Number  


ActiveHealth's Dun and Bradstreet number is 120586867. 


 


4.1.11.2  Federal Tax Identification Number 


ActiveHealth's Federal Tax ID number is 52-2182411. 


 


4.1.11.3  The last two (2) years and current year interim: 


A.  Profit and Loss Statement  


B.  Balance Statement 


Please refer to exhibit 4.1.11.3 for a copy of Aetna’s 3rd quarter 2013 Financial Supplement, which 
shows profit, loss and balance statements since 2011. 


 


4.2 SUBCONTRACTOR INFORMATION 
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4.2.1  Does this proposal include the use of subcontractors? 


Yes YES No  


 


If “Yes”, vendor must: 


 


4.2.1.1   Identify specific subcontractors and the specific requirements of this RFP for which each 
proposed subcontractor will perform services. 


ActiveHealth has a panel of physicians of various specialties and utilizes External Review 
Organizations (EROs) to provide appeal services when internal Medical Directors are not able to meet 
the requirements of an appeal reviewer or the client requires an external review organization as a 3rd 
or final level of appeal.  ActiveHealth intends to subcontract ERO services to AllMed Healthcare 
Management. 


 


4.2.1.2   If any tasks are to be completed by subcontractor(s), vendors must: 


A.  Describe the relevant contractual arrangements; 


AllMed conducts physician review services when internal resources are unable to meet requirements.  
ActiveHealth primarily relies upon AllMed for appeals that need to be conducted by like specialists.  
Physician reviews are conducted by physicians who meet requirements of URAC standards as well as 
state and federal regulations.  Physician reviewers attest that they are not accepting compensation that 
is dependent on the outcome of the case and that there are no conflicts of interest.   


 


B.  Describe how the work of any subcontractor(s) will be supervised, channels of communication will 
be maintained and compliance with contract terms assured; and 


100% of cases are audited to ensure that the decisions were conducted by like specialist and that the 
clinical rationale for the determination is clearly documented.  Annually a 5% sample of the reviews 
conducted are audited by physicians to assess whether the case assignment was within the scope of the 
assigned physician, the clinical rationale was documented in a clear manner and the physician cited 
the guidelines used to make the determination.  Additionally, the national accreditation status of the 
organization is reviewed annually. 


 


C.  Describe your previous experience with subcontractor(s). 
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ActiveHealth has worked with AllMed consistently for physician review services since April 2010. We 
have found the reviews to be thorough, timely, professional and meeting all expectations.  They were 
fully vetted by our organization with references and review of medical staff credentials.  We have not 
been disappointed once in our decision to contract with them for external reviews. 


 


4.2.1.3 Vendors must describe the methodology, processes and tools utilized for: 


A.  Selecting and qualifying appropriate subcontractors for the project/contract; 


ActiveHealth works closely with our parent company, Aetna, to select qualifying and appropriate 
subcontractors. ActiveHealth and Aetna have a very established and thorough process that assures the 
close vetting of external vendors and services.  The use of subcontractors is pre-approved, focusing on 
quality and cost. Prior to conducting business, ActiveHealth also performs a formal review of the 
subcontractor's recent history and will seek references that display recent client success, and/or a 
background check. The scope of the review matches the hazards and risks of the potential exposure. 
Subcontractors also must agree to insurance requirements, legal and regulatory requirements (as 
applicable), drug and alcohol policies, and must display an ability to exceed the expectations and 
requirements of the contract. 


 


B.  Ensuring subcontractor compliance with the overall performance objectives for the project;  


ActiveHealth will monitor and evaluate subcontractor performance, leveraging our long term 
relationship with each subcontractor, for the State of Nevada. ActiveHealth has already established 
rigorous performance quality metrics focusing on operational, satisfaction, and outcomes parameters.  


Drawing upon our parent company's additional clout (Aetna, which contracts with these same 
subcontractors), ActiveHealth can confidently assure the State that the few chosen vendors we employ 
to support our solution will perform above the expectations of the State. 


 


C.  Ensuring that subcontractor deliverables meet the quality objectives of the project/contract; and 


Our account manager will have line of sight authority to trigger contractual performance guarantees 
we have in place with each subcontract.  Should ActiveHealth be selected as the State's vendor, 
ActiveHealth will further refine our set of performance standards to align with the State's needs. 


 


D.  Providing proof of payment to any subcontractor(s) used for this project/contract, if requested by the 
State.  Proposal should include a plan by which, at the State’s request, the State will be notified of such 
payments. 


If requested by the State, ActiveHealth will provide proof of payment for our subcontractors. Our 
procurement and contracting specialists are available to deliver this proof upon request. 
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4.2.1.4    Provide the same information for any proposed subcontractors as requested in Section 4.1, 
Vendor Information. 


Please refer to exhibit 4.2.1.4. 


 


4.2.1.5    Business references as specified in Section 4.3, Business References must be provided for any 
proposed subcontractors. 


Confirmed. 


 


4.2.1.6    Vendor shall not allow any subcontractor to commence work until all insurance required of the 
subcontractor is provided to the vendor. 


Confirmed; ActiveHealth will not allow any subcontractor to commence work until all insurance 
required of the subcontractor is provided 


 


4.2.1.7    Vendor must notify the using agency of the intended use of any subcontractors not identified 
within their original proposal and provide the information originally requested in the RFP in Section 4.2, 
Subcontractor Information.  The vendor must receive agency approval prior to subcontractor commencing 
work. 


Confirmed; ActiveHealth will notify the using agency of the intended use of any subcontractors not 
identified within our original proposal and provide the information originally requested. ActiveHealth 
will also seek agency approval prior to a subcontractor commencing work. 


 


4.3 BUSINESS REFERENCES 


4.3.1  Vendors should provide a minimum of three (3) business references from similar projects performed 
for private, state and/or large local government clients within the last ten (10) years. 


Confirmed 


 


4.3.2  Vendors must provide the following information for every business reference provided by the 
vendor and/or subcontractor: 


The “Company Name” must be the name of the proposing vendor or the vendor’s proposed subcontractor.   


 
Reference #: 1 


Company Name: 
The State and School Employees Health Insurance 
Management Board of the State of Mississippi (Board) 
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Identify role company will have for this RFP project 
(Check appropriate role below): 


Yes VENDOR  SUBCONTRACTOR 
Project Name: Medical Management services  


Primary Contact Information 
Name: Edie Ivey 
Street Address: 901 Woolfolk Building, Suite B 


501 North West Street 
City, State, Zip Jackson, MS 39201 
Phone, including area 
code: 


601-359-3402 


Facsimile, including 
area code: 


601-359-6568 


Email address: Edie.ivey.dfa.state.ms.us 
Alternate Contact Information 


Name: Cindy Bradshaw 
Street Address: 901 Woolfolk Building, Suite B 


501 North West Street 
City, State, Zip Jackson, MS 39201 
Phone, including area 
code: 


601-359-3402 


Facsimile, including 
area code: 


601-359-6568 


Email address: Cindy.bradshaw@dfa.state.ms.us 


Project Information 
Brief description of 
the project/contract 
and description of 
services performed, 
including technical 
environment (i.e., 
software applications, 
data communications, 
etc.) if applicable: 


For approximately 184,000 members, ActiveHealth delivers 
Utilization Management, Case Management & Complex Case 
Management, Disease Management, Lifestyle Coaching, 
Nurseline,  Maternity Management, and clinical decision 
support.  


Original 
Project/Contract Start 
Date: 


Jan. 1, 2011, 4 year term with option of 1 year renewal.  


Original 
Project/Contract End 
Date: 


Not available 


Original 
Project/Contract 
Value: 


Not available 


Final 
Project/Contract 


Not available 
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Date: 


Was project/contract 
completed in time 
originally allotted, 
and if not, why not? 


Not available 


Was project/contract 
completed within or 
under the original 
budget/ cost 
proposal, and if not, 
why not? 


Not available 


 
 
 
 


Reference #: 2 
Company Name: ActiveHealth 


Identify role company will have for this RFP project 
(Check appropriate role below): 


Yes VENDOR  SUBCONTRACTOR 
Project Name:  


Primary Contact Information 
Name: Legacy Health  


Lorna Bradley, SPHR Benefit Consultant 
Street Address: 1919 NW Lovejoy St. 
City, State, Zip Portland, OR 97209 
Phone, including area 
code: 


503-415-5223 


Fax 503-415-5909 


Email address: ljbradley@lhs.org  
Alternate Contact Information 


Name: MaryAnn Holbert, Director, HR 
Street Address: 1919 NW Lovejoy St. 
City, State, Zip Portland, OR 97209 
Phone, including area 
code: 


503-415-5747 


Fax 503-415-5909 


Email address: mholbert@lhs.org  
Project Information 
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Brief description of 
the project/contract 
and description of 
services performed, 
including technical 
environment (i.e., 
software applications, 
data communications, 
etc.) if applicable: 


For approximately 17,000 members, ActiveHealth provides 
multiple medical management services including Disease 
Management, Lifestyle Coaching, a PHR and an array of 
clinical decision support services and annual surcharge 
programs.  
 
 


Original 
Project/Contract Start 
Date: 


1/1/2010 


Original 
Project/Contract End 
Date: 


N/A 


Original 
Project/Contract 
Value: 


$575,000 


Final 
Project/Contract 
Date: 


$850,000 as of current date 


Was project/contract 
completed in time 
originally allotted, 
and if not, why not? 


N/A 


Was project/contract 
completed within or 
under the original 
budget/ cost 
proposal, and if not, 
why not? 


N/A 


 
 
 
 
 
 


Reference #: 3 


Company Name: Gulfstream 


Identify role company will have for this RFP project 
(Check appropriate role below): 


Yes VENDOR  SUBCONTRACTOR 
Project Name:  


Primary Contact Information 
Name: Melissa Wilder 
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Street Address: 500 Gulfstream Road, M/S D-03 
City, State, Zip Savannah, GA 31407 
Phone, including area 
code: 


912-395-8533 


Facsimile, including 
area code: 


912-965-5382 


Email address: Melissa.Wilder@gulfstream.com 


Alternate Contact Information 
Name: Kim Dowd 
Street Address: 500 Gulfstream Road, M/S D-03 
City, State, Zip Savannah, GA 31407 
Phone, including area 
code: 


912-965-7576 


Facsimile, including 
area code: 


912-965-5382 


Email address: Kim.Dowd@gulfstream.com 


Project Information 
Brief description of 
the project/contract 
and description of 
services performed, 
including technical 
environment (i.e., 
software applications, 
data communications, 
etc.) if applicable: 


For approximately 26K members, ActiveHealth provides 
multiple medical management services including: Utilization 
Management, Case Management, Disease Management, 
Maternity, Lifestyle Coaching, CareEngine (including 
Member and Provider Messaging), MyActiveHealth Portal 
(including HRA/PHR), 24 Hour Nurse Line, Health Advocate 
 
 


Original 
Project/Contract Start 
Date: 


01/01/2009 


Original 
Project/Contract End 
Date: 


Not available 


Original 
Project/Contract 
Value: 


Not available 


Final 
Project/Contract 
Date: 


Not available 


Was project/contract 
completed in time 
originally allotted, 
and if not, why not? 


Yes 
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Was project/contract 
completed within or 
under the original 
budget/ cost 
proposal, and if not, 
why not? 


Yes 


 
 


SUBCONTRACTOR REFERENCES 


The “Company Name” must be the name of the proposing vendor or the 
vendor’s proposed subcontractor.   


 


Reference #: 1 


Company Name: AllMed Healthcare Management 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project 
Name: 


CareCentrix  


Primary Contact Information 
Name: Nancy Westbrook 
Street Address: 9119 Corporate Lake Drive, Suite 300 


 
City, State, Zip Tampa, FL 33634-2357 
Phone, including area code: 813-901-2181 
Facsimile, including area code: 813-625-6879 
Email address: Nancy.westbrook@carecentrix.com 


Alternate Contact Information 
Name:  
Street Address:  
City, State, Zip  
Phone, including area code:  
Facsimile, including area code:  
Email address:  


Project Information 
Brief description of the 
project/contract and description 
of services performed, 
including technical 
environment (i.e., software 
applications, data 
communications, etc.) if 


Multiple Service lines for physician 
review including External 
Independent Review, internal 
specialty matched review, specialty 
matched pre-authorization reviews, 
and general pre-authorization 
reviews.  Services delivered to their 
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applicable: Medical Management department via 
AllMed’s PeerPoint web-portal. 


Original Project/Contract Start 
Date: 


09/01/2011 


Original Project/Contract End 
Date: 


NA 


Original Project/Contract 
Value: 


~$200,000 / year 


Final Project/Contract Date: Continuing services of about 
$1,000,000 per year at current levels 


Was project/contract completed 
in time originally allotted, and 
if not, why not? 


99% + SLA performance levels at last 
review 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if 
not, why not? 


N/A 


 
 


Reference #: 2 


Company Name: AllMed Healthcare Management 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: Blue Cross and Blue Shield of Vermont 
Primary Contact Information 


Name: William Griffith 
Street Address: P.O. Box 186 


 
City, State, Zip Montpelier, VT 05601-0186 
Phone, including area code: 802-371-3508 
Facsimile, including area code: (802) 371-3490 
Email address: griffithw@bcbsvt.com 


Alternate Contact Information 
Name:  
Street Address:  
City, State, Zip  
Phone, including area code:  
Facsimile, including area code:  
Email address:  


Project Information 
Brief description of the 
project/contract and description 


Multiple Service lines for physician 
review including External 
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of services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


Independent Review, internal 
specialty matched review, specialty 
matched pre-authorization reviews, 
and general pre-authorization 
reviews.  Services delivered to their 
Medical Management department 
via AllMed’s PeerPoint web-portal. 


Original Project/Contract Start 
Date: 


10/28/2011 


Original Project/Contract End 
Date: 


NA 


Original Project/Contract Value: ~$100,000 / year 
Final Project/Contract Date: Continuing services of about 


$120,000 per year at current levels 
Was project/contract completed 
in time originally allotted, and if 
not, why not? 


99% + SLA performance levels at 
last review 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if not, 
why not? 


N/A 


 
 


Reference #: 3 


Company Name: AllMed Healthcare Management 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project 
Name: 


 


Primary Contact Information 
Name: Dr. Patricia Stephenson 
Street Address: 1777 Sentry Pkwy W #400 
City, State, Zip Blue Bell, PA 19422 
Phone, including area code: 215-619-6062 
Facsimile, including area code:  
Email address: Patricia.stephenson@careallies.com 


Alternate Contact Information 
Name:  
Street Address:  
City, State, Zip  
Phone, including area code:  
Facsimile, including area code:  
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Email address:  
Project Information 


Brief description of the 
project/contract and description 
of services performed, 
including technical 
environment (i.e., software 
applications, data 
communications, etc.) if 
applicable: 


Multiple Service lines for physician 
review including External 
Independent Review, internal 
specialty matched review, specialty 
matched pre-authorization reviews, 
and general pre-authorization 
reviews.  Services delivered to their 
Medical Management department via 
AllMed’s PeerPoint web-portal. 


Original Project/Contract Start 
Date: 


10-01-2012 


Original Project/Contract End 
Date: 


ongoing 


Original Project/Contract 
Value: 


240,000/year 


Final Project/Contract Date: 300,000/year on-going 
Was project/contract completed 
in time originally allotted, and 
if not, why not? 


99% SLA performance levels at last 
review 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if 
not, why not? 


N/A 


 


4.3.3  Vendors must also submit Attachment F, Reference Questionnaire to the business references that 
are identified in Section 4.3.2.   


Confirmed; form completed as instructed. 


 


4.3.4  The company identified as the business references must submit the Reference Questionnaire directly 
to the Purchasing Division.  


Confirmed; form completed as instructed. 


 


4.3.5  It is the vendor’s responsibility to ensure that completed forms are received by the Purchasing 
Division on or before the deadline as specified in Section 8, RFP Timeline, for inclusion in the evaluation 
process.  Reference Questionnaires not received, or not complete, may adversely affect the vendor’s score 
in the evaluation process.   


Confirmed 
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4.3.6  The State reserves the right to contact and verify any and all references listed regarding the quality 
and degree of satisfaction for such performance. 


Confirmed 


 


4.4 VENDOR STAFF RESUMES  


A resume must be completed for each proposed key personnel responsible for performance under any 
contract resulting from this RFP per Attachment G, Proposed Staff Resume. 


Confirmed; please refer to exhibit 4.4 for each proposed key personnel. 


 


5. COST  


5.1 Vendors must provide detailed fixed prices for all costs associated with the responsibilities and 
related services.  Clearly specify the nature of all expenses anticipated (refer to Attachment I, Cost 
Schedule). 


Confirmed 


 


5.2 PEBP currently pays its Utilization Management/Large Case Management vendor $1.65 per 
participant per month (PPPM) for Large Case Management and $1.09 PPPM for Utilization Management. 


Understood but it’s also our understanding that we can submit pricing that is not identical to your 
current vendor.  


 


6. FINANCIAL  


6.1 PAYMENT 


6.1.1  Upon review and acceptance by the State, payments for invoices are normally made within 45 – 60 
days of receipt, providing all required information, documents and/or attachments have been received. 


Confirmed 


 


6.1.2  Pursuant to NRS 227.185 and NRS 333.450, the State shall pay claims for supplies, materials, 
equipment and services purchased under the provisions of this RFP electronically, unless determined by 
the State Controller that the electronic payment would cause the payee to suffer undue hardship or 
extreme inconvenience. 
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Confirmed 


 


6.2 BILLING 


6.2.1  The State does not issue payment prior to receipt of goods or services. 


Confirmed 


 


6.2.2  The vendor must bill the State as outlined in the approved contract and/or payment schedule. 


Confirmed 


 


6.2.3  Vendors may propose an alternative payment option.  Alternative payment options must be listed on 
Attachment J, Cost Proposal Certification of Compliance with Terms and Conditions of the RFP.  
Alternative payment options will be considered if deemed in the best interest of the State, project or 
service solicited herein. 


Confirmed 


 


7. WRITTEN QUESTIONS AND ANSWERS 


 


In lieu of a pre-proposal conference, the Purchasing Division will accept questions and/or comments in 
writing, received by email regarding this RFP. 


 


7.1 QUESTIONS AND ANSWERS 


7.1.1  The RFP Question Submittal Form is located on the Services RFP/RFQ Opportunities webpage at 
http://purchasing.state.nv.us/services/sdocs.htm.  Select this RFP number and the “Question” link. 


Confirmed 


 


7.1.2  The deadline for submitting questions is as specified in Section 8, RFP Timeline. 


Confirmed 
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7.1.3  All questions and/or comments will be addressed in writing and responses emailed or faxed to 
prospective vendors on or about the date specified in Section 8, RFP Timeline. Confirmed 


Confirmed 


 


 


8. RFP TIMELINE 


 


The following represents the proposed timeline for this project.  All times stated are Pacific Time (PT).  
These dates represent a tentative schedule of events.  The State reserves the right to modify these dates at 
any time.   


Task Date/Time 


Deadline for submitting questions 10/15/2013 @ 2:00 PM 


Answers posted to website  On or about 10/19/2013  


Deadline for submittal of Reference Questionnaires 
No later than 4:30 PM on 
12/02/2013  


Deadline for submission and opening of proposals 
No later than 2:00 PM on 
12/03/2013  


Evaluation period (approximate time frame) 12/04/2013-01/06/2014 


Selection of vendor  On or about 1/09/2014 


Anticipated BOE approval 4/08/2013 


Contract start date (contingent upon BOE approval) 7/01/2014 


 


 


Confirmed 


 


9. PROPOSAL SUBMISSION REQUIREMENTS, FORMAT AND CONTENT 
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9.1 GENERAL SUBMISSION REQUIREMENTS  


Vendors’ proposals must be packaged and submitted in counterparts; therefore, vendors must pay close 
attention to the submission requirements.  Proposals will have a technical response, which may be 
composed of two (2) parts in the event a vendor determines that a portion of their technical response 
qualifies as “confidential” as defined within Section 2, Acronyms/Definitions. 


 


If complete responses cannot be provided without referencing confidential information, such confidential 
information must be provided in accordance with Section 9.3, Part I B – Confidential Technical and 
Section 9.5, Part III Confidential Financial Information.  Specific references made to the tab, page, 
section and/or paragraph where the confidential information can be located must be identified on 
Attachment A, Confidentiality and Certification of Indemnification and comply with the requirements 
stated in Section 9.6, Confidentiality of Proposals. 


 


The remaining section is the Cost Proposal.  Vendors may submit their proposal broken out into the three 
(3) sections required, or four (4) sections if confidential technical information is included, in a single box 
or package for shipping purposes. 


 


The required CDs must contain information as specified in Section 9.6.4. 


 


Detailed instructions on proposal submission and packaging follows and vendors must submit their 
proposals as identified in the following sections.  Proposals and CDs that do not comply with the 
following requirements may be deemed non-responsive and rejected at the State’s discretion. 


 


Confirmed 


 


9.1.1  All information is to be completed as requested. 


Confirmed 


 


 


9.1.2  Each section within the technical proposal and cost proposal must be separated by clearly marked 
tabs with the appropriate section number and title as specified. 


Confirmed 
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9.1.3  Although it is a public opening, only the names of the vendors submitting proposals will be 
announced per NRS 333.335(6).  Technical and cost details about proposals submitted will not be 
disclosed.  Assistance for handicapped, blind or hearing-impaired persons who wish to attend the RFP 
opening is available.  If special arrangements are necessary, please notify the Purchasing Division 
designee as soon as possible and at least two (2) days in advance of the opening. 


Confirmed 


 


 


9.1.4  If discrepancies are found between two (2) or more copies of the proposal, the master copy will 
provide the basis for resolving such discrepancies.  If one (1) copy of the proposal is not clearly marked 
“MASTER,” the State may reject the proposal.  However, the State may at its sole option, select one (1) 
copy to be used as the master. 


Confirmed 


 


 


9.1.5  For ease of evaluation, the proposal must be presented in a format that corresponds to and 
references sections outlined within this RFP and must be presented in the same order.  Written responses 
must be in bold/italics and placed immediately following the applicable RFP question, statement and/or 
section.  Exceptions/assumptions to this may be considered during the evaluation process. 


Confirmed 


 


 


9.1.6  Proposals are to be prepared in such a way as to provide a straightforward, concise delineation of 
capabilities to satisfy the requirements of this RFP.  Expensive bindings, colored displays, promotional 
materials, etc., are not necessary or desired.  Emphasis should be concentrated on conformance to the RFP 
instructions, responsiveness to the RFP requirements, and on completeness and clarity of content. 


Confirmed 


 


Unnecessarily elaborate responses beyond what is sufficient to present a complete and effective response 
to this RFP are not desired and may be construed as an indication of the proposer’s lack of environmental 
and cost consciousness.  Unless specifically requested in this RFP, elaborate artwork, corporate 
brochures, lengthy narratives, expensive paper, specialized binding, and other extraneous presentation 
materials are neither necessary nor desired. 


Confirmed 
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The State of Nevada, in its continuing efforts to reduce solid waste and to further recycling efforts 
requests that proposals, to the extent possible and practical: 


Confirmed 


 


9.1.6.1 Be submitted on recycled paper; 


Confirmed 


 


9.1.6.2 Not include pages of unnecessary advertising; 


Confirmed 


 


9.1.6.3 Be printed on both sides of each sheet of paper; and 


Confirmed 


 


9.1.6.4 Be contained in re-usable binders or binder clips as opposed to spiral or glued bindings. 


Confirmed 


 


 


9.1.7  For purposes of addressing questions concerning this RFP, the sole contact will be the Purchasing 
Division as specified on Page 1 of this RFP.  Upon issuance of this RFP, other employees and 
representatives of the agencies identified in the RFP will not answer questions or otherwise discuss the 
contents of this RFP with any prospective vendors or their representatives.  Failure to observe this 
restriction may result in disqualification of any subsequent proposal per NAC 333.155(3).  This 
restriction does not preclude discussions between affected parties for the purpose of conducting business 
unrelated to this procurement. 


Confirmed 


 


 


9.1.8  Any vendor who believes proposal requirements or specifications are unnecessarily restrictive or 
limit competition may submit a request for administrative review, in writing, to the Purchasing Division.  
To be considered, a request for review must be received no later than the deadline for submission of 
questions. 
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The Purchasing Division shall promptly respond in writing to each written review request, and where 
appropriate, issue all revisions, substitutions or clarifications through a written amendment to the RFP. 


Administrative review of technical or contractual requirements shall include the reason for the request, 
supported by factual information, and any proposed changes to the requirements. 


Confirmed 


 


 


9.1.9  If a vendor changes any material RFP language, vendor’s response may be deemed non-responsive 
per NRS 333.311. 


Confirmed 


 


 


9.2 PART I A – TECHNICAL PROPOSAL 


 


9.2.1  The technical proposal must include: 


 


9.2.1.1 One (1) original marked “MASTER”; and 


9.2.1.2 Five (5) identical copies. 


 


9.2.2  The technical proposal must not include confidential technical information (refer to Section 9.3, Part 
I B, Confidential Technical) or cost and/or pricing information.  Cost and/or pricing information 
contained in the technical proposal may cause the proposal to be rejected. 


 


9.2.3  Format and Content 


 


9.2.3.1 Tab I – Title Page 


 


The title page must include the following: 
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Part I A – Technical Proposal 


RFP Title: Utilization Management and Large 
Case Management 


RFP: 3084 


Vendor Name:  


Address:  


Proposal Opening 
Date: 


December 3, 2013 


Proposal Opening 
Time: 


2:00 PM 


 


 


9.2.3.2 Tab II – Table of Contents 


 


An accurate and updated table of contents must be provided. 


 


9.2.3.3 Tab III – Vendor Information Sheet 


 


The vendor information sheet completed with an original signature by an individual authorized to bind the 
organization must be included in this tab. 


 


9.2.3.4 Tab IV – State Documents 


 


The State documents tab must include the following: 


 


A.  The signature page from all amendments with an original signature by an individual authorized to 
bind the organization. 
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B.  Attachment A – Confidentiality and Certification of Indemnification with an original signature by an 
individual authorized to bind the organization. 


 


C.  Attachment C – Vendor Certifications with an original signature by an individual authorized to bind 
the organization. 


 


D.  Copies of any vendor licensing agreements and/or hardware and software maintenance agreements. 


 


E.  Copies of applicable certifications and/or licenses. 


 


9.2.3.5 Tab V - Attachment B, Technical Proposal Certification of Compliance with Terms and 
Conditions of RFP  


 


A.  Attachment B with an original signature by an individual authorized to bind the organization must be 
included in this tab. 


 


B.  If the exception and/or assumption require a change in the terms or wording of any section of the 
RFP, the contract, or any incorporated documents, vendors must provide the specific language that is 
being proposed on Attachment B. 


 


C.  Only technical exceptions and/or assumptions should be identified on Attachment B.   


 


D.  The State will not accept additional exceptions and/or assumptions if submitted after the proposal 
submission deadline.  If vendors do not specify any exceptions and/or assumptions in detail at time of 
proposal submission, the State will not consider any additional exceptions and/or assumptions during 
negotiations. 


 


9.2.3.6 Tab VI – Section 3 – Scope of Work 
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Vendors must place their written response(s) in bold/italics immediately following the applicable RFP 
question, statement and/or section. 


 


9.2.3.7 Tab VII– Section 4 – Company Background and References 


 


Vendors must place their written response(s) in bold/italics immediately following the applicable RFP 
question, statement and/or section.  This section must also include the requested information in Section 
4.2, Subcontractor Information, if applicable. 


 


9.2.3.8 Tab VIII – Attachment G – Proposed Staff Resume 


 


A.  Vendors must include all proposed staff resumes per Section 4.4, Vendor Staff Resumes in this 
section.   


 


B.  This section should also include any subcontractor proposed staff resumes, if applicable. 


 


9.2.3.9 Tab IX – Other Informational Material 


 


Vendors must include any other applicable reference material in this section clearly cross referenced with 
the proposal. 


 


All requirements stated in 9.2 are confirmed. 


 


 


9.3 PART I B – CONFIDENTIAL TECHNICAL PROPOSAL  


9.3.1  Vendors only need to submit Part I B if the proposal includes any confidential technical information 
(refer to Attachment A, Confidentiality and Certification of Indemnification). 


9.3.2  The confidential technical proposal must include: 


9.3.2.1  One (1) original marked “MASTER”; and 
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9.3.2.2  Five (5) identical copies. 


 


9.3.3  Format and Content 


 


9.3.3.1 Tab I – Title Page 


 


The title page must include the following: 


Part I B – Confidential Technical Proposal 


RFP Title: Utilization Management and Large 
Case Management 


RFP: 3084 


Vendor Name:  


Address:  


Proposal Opening 
Date: 


December 3, 2013 


Proposal Opening 
Time: 


2:00 PM 


 


9.3.3.2 Tabs – Confidential Technical 


 


Vendors must have tabs in the confidential technical information that cross reference back to the technical 
proposal, as applicable. 


 


 


 


All requirements stated in 9.3 are confirmed. 
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9.4 PART II – COST PROPOSAL 


 


9.4.1  The cost proposal must include: 


 


9.4.1.1 One (1) original marked “MASTER”; and 


9.4.1.2 Five (5) identical copies. 


 


9.4.2     The cost proposal must not be marked “confidential”.  Only information that is deemed 
proprietary per NRS 333.020(5)(a) may be marked as “confidential”. 


 


9.4.3  Format and Content 


 


9.4.3.1 Tab I – Title Page 


 


The title page must include the following: 


Part II – Cost Proposal 


RFP Title: Utilization 
Management and 
Large Case 
Management 


RFP: 3084 


Vendor Name:  


Address:  
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Part II – Cost Proposal 


Proposal Opening Date: December 3, 2013 


Proposal Opening Time: 2:00 PM 


 


 


9.4.3.2 Tab II – Cost Proposal 


 


Vendor’s response for the cost proposal must be included in this tab. 


 


9.4.3.3 Tab III – Attachment J, Cost Proposal Certification of Compliance with Terms and Conditions of 
RFP 


 


A.  Attachment J with an original signature by an individual authorized to bind the organization must be 
included in this tab. 


 


B.  In order for any cost exceptions and/or assumptions to be considered, vendors must provide the 
specific language that is being proposed in Attachment J.   


 


C.  Only cost exceptions and/or assumptions should be identified on Attachment J.   


 


D.  Do not restate the technical exceptions and/or assumptions on this form.   


 


E.  The State will not accept additional exceptions and/or assumptions if submitted after the proposal 
submission deadline.  If vendors do not specify any exceptions and/or assumptions in detail at time of 
proposal submission, the State will not consider any additional exceptions and/or assumptions during 
negotiations. 
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All requirements stated in 9.4 are confirmed. 


 


 


 


9.5 PART III – CONFIDENTIAL FINANCIAL INFORMATION 


 


9.5.1  The confidential financial information part must include: 


 


9.5.1.1   One (1) original marked “MASTER”; and 


9.5.1.2   One (1) identical copy. 


 


9.5.2  Format and Content 


 


9.5.2.1 Tab I – Title Page 


 


The title page must include the following: 


Part III – Confidential Financial Information 


RFP Title: Utilization Management and Large 
Case Management 


RFP: 3084 


Vendor Name:  


Address:  


Proposal Opening 
Date: 


December 3, 2013 


Proposal Opening 2:00 PM 
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Part III – Confidential Financial Information 


Time: 


 


 


9.5.2.2 Tab II – Financial Information and Documentation 


 


Vendors must place the information required per Section 4.1.11 in this tab. 


 


 


All requirements stated in 9.5 are confirmed. 


 


 


 


 


9.6 CONFIDENTIALITY OF PROPOSALS 


 


9.6.1  As a potential contractor of a public entity, vendors are advised that full disclosure is required by 
law. 


Confirmed 


 


9.6.2  Vendors are required to submit written documentation in accordance with Attachment A, 
Confidentiality and Certification of Indemnification demonstrating the material within the proposal 
marked “confidential” conforms to NRS §333.333, which states “Only specific parts of the proposal may 
be labeled a “trade secret” as defined in NRS §600A.030(5)”.  Not conforming to these requirements will 
cause your proposal to be deemed non-compliant and will not be accepted by the State of Nevada. 


Confirmed 


 


9.6.3  Vendors acknowledge that material not marked as “confidential” will become public record upon 
contract award. 
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Confirmed 


 


9.6.4  The required CDs must contain the following: 


Confirmed 


 


9.6.4.1 One (1) “Master” CD with an exact duplicate of the technical and cost proposal contents only.   


Confirmed 


 


A.  The electronic files must follow the format and content section for the technical and cost proposal.   


Confirmed 


 


B.  The CD must be packaged in a case and clearly labeled as follows: 


Master CD 


RFP No: 3084 


Vendor Name:  


Contents: Part IA – Technical Proposal 


Part IB – Confidential Technical Proposal 


Part II – Cost Proposal 


 


Confirmed 


 


9.6.4.2   One (1) “Public Records CD” which must include the technical and cost proposal contents to be 
used for public records requests.   


Confirmed 
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A.  This CD must not contain any confidential or proprietary information.   


Confirmed 


 


B.  The electronic files must follow the format and content section for the redacted versions of the 
technical and cost proposal.   


Confirmed 


 


C.  All electronic files must be saved in “PDF” format, with one file named Part IA – Technical 
Proposal and one (1) file named part II – Cost Proposal. 


Confirmed 


 


D.  The CD must be packaged in a case and clearly labeled as follows: 


Public Records CD 


RFP No: 3084 


Vendor Name:  


Contents: Part IA – Technical Proposal for Public 
Records Request 


Part II – Cost Proposal for Public Records 
Request 


 


Confirmed 


 


9.6.5  The Public Records submitted on the CD will be posted to the Purchasing Website upon the Notice 
of Award. 


Confirmed 


 


9.6.6   It is the vendor’s responsibility to act in protection of the labeled information and agree to defend 
and indemnify the State of Nevada for honoring such designation.   
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Confirmed 


 


9.6.7  Failure to label any information that is released by the State shall constitute a complete waiver of 
any and all claims for damages caused by release of said information. 


 


Confirmed 


9.7 PROPOSAL PACKAGING 


 


9.7.1  If the separately sealed technical and cost proposals as well as confidential technical information 
and financial documentation, marked as required, are enclosed in another container for mailing purposes, 
the outermost container must fully describe the contents of the package and be clearly marked as follows: 


 


9.7.2   Vendors are encouraged to utilize the copy/paste feature of word processing software to replicate 
these labels for ease and accuracy of proposal packaging. 


Marcy Troescher 


State of Nevada, Purchasing Division 


515 E. Musser Street, Suite 300 


Carson City, NV  89701 


RFP: 3084 


PROPOSAL OPENING DATE: December 3, 2013 


PROPOSAL OPENING TIME: 2:00 PM 


FOR: Utilization Management and Large 
Case Management 


VENDOR’S NAME: ActiveHealth Management, Inc 


 


9.7.3   Proposals must be received at the address referenced below no later than the date and time specified 
in Section 8, RFP Timeline.  Proposals that do not arrive by proposal opening time and date will not be 
accepted.  Vendors may submit their proposal any time prior to the above stated deadline. 
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9.7.4  The State will not be held responsible for proposal envelopes mishandled as a result of the envelope 
not being properly prepared.   


 


9.7.5  Email, facsimile, or telephone proposals will NOT be considered; however, at the State’s discretion, 
the proposal may be submitted all or in part on electronic media, as requested within the RFP document.  
Proposal may be modified by email, facsimile, or written notice provided such notice is received prior to 
the opening of the proposals. 


 


9.7.6  The technical proposal shall be submitted to the State in a sealed package and be clearly marked as 
follows: 


Marcy Troescher 


State of Nevada, Purchasing Division 


515 E. Musser Street, Suite 300 


Carson City, NV  89701 


RFP: 3084 


PROPOSAL COMPONENT: PART I A – TECHNICAL PROPOSAL 


PROPOSAL OPENING DATE: December 3, 2013 


PROPOSAL OPENING TIME: 2:00 PM 


FOR: Utilization Management and Large Case 
Management 


VENDOR’S NAME: ActiveHealth Management, Inc 


 


 


9.7.7  If applicable, confidential technical information shall be submitted to the State in a sealed package 
and be clearly marked as follows: 


Marcy Troescher 
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State of Nevada, Purchasing Division 


515 E. Musser Street, Suite 300 


Carson City, NV  89701 


RFP: 3084 


PROPOSAL COMPONENT: PART I B – CONFIDENTIAL 
TECHNICAL PROPOSAL 


PROPOSAL OPENING DATE: December 3, 2013 


PROPOSAL OPENING TIME: 2:00 PM 


FOR: Utilization Management and Large Case 
Management 


VENDOR’S NAME: ActiveHealth Management, Inc 


 


9.7.8  The cost proposal shall be submitted to the State in a sealed package and be clearly marked as 
follows: 


 


Marcy Troescher 


State of Nevada, Purchasing Division 


515 E. Musser Street, Suite 300 


Carson City, NV  89701 


RFP: 3084 


PROPOSAL COMPONENT: PART II – COST PROPOSAL 


PROPOSAL OPENING DATE: December 3, 2013 


PROPOSAL OPENING TIME: 2:00 PM 


FOR: Utilization Management and Large Case 
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Management 


VENDOR’S NAME: ActiveHealth Management, Inc 


 


 


9.7.9  Confidential financial information shall be submitted to the State in a sealed package and be clearly 
marked as follows: 


Marcy Troescher 


State of Nevada, Purchasing Division 


515 E. Musser Street, Suite 300 


Carson City, NV  89701 


RFP: 3084 


PROPOSAL COMPONENT: PART III - CONFIDENTIAL FINANCIAL 
INFORMATION 


PROPOSAL OPENING DATE: December 3, 2013 


PROPOSAL OPENING TIME: 2:00 PM 


FOR: Utilization Management and Large Case 
Management 


VENDOR’S NAME: ActiveHealth Management, Inc 


 


9.7.10 The CDs shall be submitted to the State in a sealed package and be clearly marked as follows: 


Marcy Troescher 


State of Nevada, Purchasing Division 


515 E. Musser Street, Suite 300 


Carson City, NV  89701 
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RFP: 3084 


PROPOSAL COMPONENT: CDs 


PROPOSAL OPENING DATE: December 3, 2013 


PROPOSAL OPENING TIME: 2:00 PM 


FOR: Utilization Management and Large Case 
Management 


VENDOR’S NAME: ActiveHealth Management, Inc 


 


 


All requirements listed in 9.7 are confirmed.  
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• The use of St. John’s Wort and Cyclosporine. 


• The absence of anticoagulation in patients with atrial fibrillation and structural heart disease. 


• The absence of documented laboratory monitoring in patients taking warfarin, anti-diabetic 
agents, and other medications that require specific laboratory tests. 


• Screening for abdominal aortic aneurysm in elderly male smokers. 


 


4. COMPANY BACKGROUND AND REFERENCES 


4.1 VENDOR INFORMATION 


4.1.1 Vendors must provide a company profile in the table format below. 


Question Response 


Company name: ActiveHealth Management, Inc. 


Ownership (sole proprietor, partnership, etc.): ActiveHealth is a wholly owned 
subsidiary of Aetna, Inc. Aetna is a 
public company, traded on the NYSE. 


State of incorporation: Delaware 


Date of incorporation: 1998 


# of years in business: 15 


List of top officers: Richard Noffsinger 


CEO & President 


 


Madhavi Vemireddy, M.D. 


Chief Medical Officer and Head of 
Product Management 


 


Carol B. Ingher 


Executive Vice President, Chief 
Customer Solutions and Sales Officer


 


Suzanne Bedell 
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Question Response 


Head of Marketing 


 


Lonny Reisman, M.D. 


Aetna Chief Medical Officer and Co-
Founder 


 


Rob Williams 


Chief Financial Officer 


 


Ann Meyer, RN  


Executive Vice President, Clinical 
Programs 


 


Location of company headquarters: New York City 


Location(s) of the company offices: Colorado, Illinois, New York, 
Virginia, North Carolina, and Ohio. 


Location(s) of the office that will provide the 
services described in this RFP: 


Greenwood Village, CO.   


Number of employees locally with the 
expertise to support the requirements identified 
in this RFP: 


ActiveHealth does not currently 
employ nurses in Nevada, although 
we do have one LPN who is licensed 
in Nevada. Should we be awarded the 
contract with PEBH, we will attempt 
to hire nurses in the State to service 
the patient s. We service other state 
accounts from our Greenwood 
Village, CO  service center with no 
problems or delays in service.   


 


Number of employees nationally with the 
expertise to support the requirements in this 
RFP: 


The ActiveHealth team currently 
consists of 1,083 full-time associates 
across the United States.   We have 
responded to questions about our RN 
licensure in all 50 states in another 
section of this RFP, but simply re-
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Question Response 


stated, we are willing to meet all 
licensure requirements if awarded 
the contract. 


Location(s) from which employees will be 
assigned for this project: 


Greenwood Village, CO, with back-
up provided by our Chantilly, VA and 
our New York City headquarters.   


 


 


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of another 
state must register with the State of Nevada, Secretary of State’s Office as a foreign corporation before a 
contract can be executed between the State of Nevada and the awarded vendor, unless specifically 
exempted by NRS 80.015. 


Confirmed. 


 


4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately licensed 
by the State of Nevada, Secretary of State’s Office pursuant to NRS 76.  Information regarding the 
Nevada Business License can be located at http://sos.state.nv.us. 


 


Question Response 


Nevada Business License Number: E0492262010-0 


Legal Entity Name: Active Health Management, Inc. 


 


Is “Legal Entity Name” the same name as vendor is doing business as? 


 


Yes Yes No  


 


If “No”, provide explanation. 
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4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  Vendors shall be 
proactive in verification of these requirements prior to proposal submittal.  Proposals that do not contain 
the requisite licensure may be deemed non-responsive. 


Confirmed. 


 


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   


Yes  No No 


 


If “Yes”, complete the following table for each State agency for whom the work was performed.  Table 
can be duplicated for each contract being identified. 


 


Question Response 


Name of State agency: Not applicable 


State agency contact name: Not applicable 


Dates when services were 
performed: 


Not applicable 


Type of duties performed: Not applicable 


Total dollar value of the contract: Not applicable 


 


 


4.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, or 
any of its agencies, departments, or divisions? 
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Yes  No No 


 


If “Yes”, please explain when the employee is planning to render services, while on annual leave, 
compensatory time, or on their own time? 


Question Response 
Name of State agency: 


Not applicable 


State agency contact name: 
Not applicable 


Dates when services were 
performed: Not applicable 


Type of duties performed: 
Not applicable 


Total dollar value of the 
contract: Not applicable 


4.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, or 
any of its agencies, departments, or divisions? 


 


Yes  No No 


 


If “Yes”, please explain when the employee is planning to render services, while on annual leave, 
compensatory time, or on their own time? 


 


Not applicable 


If you employ (a) any person who is a current employee of an agency of the State of Nevada, or (b) any 
person who has been an employee of an agency of the State of Nevada within the past two (2) years, and 
if such person will be performing or producing the services which you will be contracted to provide under 
this contract, you must disclose the identity of each such person in your response to this RFP, and specify 
the services that each person will be expected to perform. 


Not applicable 
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4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter involving a contract 
with the State of Nevada or any other governmental entity.  Any pending claim or litigation occurring 
within the past six (6) years which may adversely affect the vendor’s ability to perform or fulfill its 
obligations if a contract is awarded as a result of this RFP must also be disclosed. 


Does any of the above apply to your company? 


Yes  No No 


 


If “Yes”, please provide the following information.  Table can be duplicated for each issue being 
identified. 


 


Question Response 


Date of alleged contract failure 
or breach: 


Not applicable 


Parties involved: Not applicable 


Description of the contract 
failure, contract breach, or 
litigation, including the products 
or services involved: 


Not applicable 


Amount in controversy: Not applicable 


Resolution or current status of 
the dispute: 


Not applicable 


If the matter has resulted in a 
court case: 


Court Case Number 


Not applicable Not applicable 


Status of the litigation: Not applicable 
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4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule for 
RFP 3084.  Does your organization currently have or will your organization be able to provide the 
insurance requirements as specified in Attachment E. 


Yes Yes No  


 


Any exceptions and/or assumptions to the insurance requirements must be identified on Attachment B, 
Technical Proposal Certification of Compliance with Terms and Conditions of RFP.  Exceptions and/or 
assumptions will be taken into consideration as part of the evaluation process; however, vendors must be 
specific.  If vendors do not specify any exceptions and/or assumptions at time of proposal submission, the 
State will not consider any additional exceptions and/or assumptions during negotiations.  


Upon contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverages as specified in Attachment E, Insurance Schedule for RFP 3084. 


Confirmed 


 


4.1.9 Company background/history and why vendor is qualified to provide the services described in this 
RFP.  Limit response to no more than five (5) pages. 


Cardiologist Lonny Reisman, M.D. co-founded ActiveHealth Management in 1998 after leading 
numerous consulting engagements for government and the private sector that focused on managing 
the demand for healthcare resources.  Rising healthcare costs and clinical quality issues inspired Dr. 
Reisman to develop a revolutionary healthcare management concept that would bring a clear clinical 
focus to care management for government agencies, unions, health plans, and large employer 
populations.  


This new concept for healthcare delivery focused on clinical excellence and on getting the medicine 
“right,” rather than attempting to limit healthcare resource consumption.  Dr. Reisman and his team 
developed the proprietary CareEngine System, which derives clinical information from available 
administrative data, aggregates that data on a patient-centric basis, and applies rules drawn from the 
medical literature to find patient s whose care could be improved.  The CareEngine System platform, at 
the core of all of ActiveHealth’s products and services, supports our physician and patient  engagement 
and education services through the identification of specific clinical issues impacting the health and 
outcomes of covered populations. 


Today, ActiveHealth Management, Inc. is a clinically-based, technology-driven health management 
services company covering over 19 million patient s, nationwide, in a range of health management and 
data analytics products and services.  Health plans, employers and government payers rely on 
ActiveHealth's Clinical Decision Support, Disease Management, Health Management and Data 
Analytics solutions to improve care for those most in need, prevent medical errors, reduce 
hospitalizations and lower medical costs.    


ActiveHealth is made up of three major operating units or divisions: Medical Management Operations; 
CareEngine Clinical Operations; Data Analytics and Reporting (Health Data Management Solutions). 
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These three divisions reside in various locations including New York City; Chantilly, Virginia; 
Beachwood, Ohio, Denver, CO and Chicago, Illinois.  


In 2000, ActiveHealth acquired e-MEDx, Inc. and their subsidiary Health Cost Consultants (HCC).  
ActiveHealth (through our acquisition of Health Cost Consultants) has over 20 years of experience 
providing a broad array of integrated Utilization Management, Case Management, Disease 
Management, and Maternity Management Services.  ActiveHealth's sophisticated care management 
technology platform, ActiveAdvice, enables the delivery of our service components individually or as an 
integrated, single-source care management solution. 


In 2000, we also acquired Health Data Management Solutions (HDMS) to build upon our data 
management and analytics capability. Using flexible data integration protocols, HDMS allows us to 
aggregate multiple data sets from various third-party vendors (e.g., PBMs, health plans, etc.) to 
strengthen our algorithms for identification and intervention opportunities.  HDMS' DARTSM 
reporting solution allows us to provide data analysis on our clients' populations via web-based, desktop 
reporting.  


In May of 2005, ActiveHealth was acquired by Aetna, Inc. and is a wholly-owned, independent 
subsidiary of Aetna, Inc. (AET; Hartford, CT).  ActiveHealth operates as a branded, standalone 
business. We continue to expand our business across all segments including health plans and self-
insured employers. 


While there are a number of ActiveHealth products and services that demonstrate our core strengths 
and industry leadership, we consider our primary differentiators as follows: 


We Know the Market.   


We understand the market and the unique challenges each individual client can face based on the 
demographic composition of their population. We also understand the provider community and the 
challenges practicing physicians face. We understand the underlying principles for success must 
include keeping physicians up to date with the latest medical based evidence protocols. ActiveHealth 
aggregates data, and provides physicians and patient s with actionable information at the right time.     


Continuous Clinical Development.   


Our ActiveHealth Clinical Development Center houses a team of board certified physicians, IT 
professionals and pharmacists who create and maintain all ActiveHealth’s patented, clinical 
technologies.  The Development Center is also where our doctors scan evidence-based sources 
including, FDA guidelines, peer-reviewed journal findings, and medical society practice guidelines.  It 
is these up-to-the minute findings that make our technologies so effective.   In addition, ActiveHealth 
has extensive relationships with best in class provider organizations across the country. Mutually 
valuable relationships in sharing the most current evidence based medicine are at the core of these 
regular discussions.  A multi-specialty panel of physicians on the faculty of Harvard Medical School 
serves as our primary advisory board. We also work with other physicians on an ad-hoc basis with 
specific specialties or who have published specific articles or journals. 


Complete Health Management Solutions.   


We view our patient s as a whole, not as a condition. Our services are comprehensive and revolve 
around three different action areas: 
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• Pinpointing patients in need. 


• Engaging patients and/or doctors 


• Ongoing evaluation of program activity, and of clinical, utilization and financial outcomes to 
measure program success 


Enabling Provider Interaction.   


Our engagement solutions connect and inform doctors and patients of potentially adverse medical 
conditions.  The ultimate goal is for the physician and patient  to have the information at the point of 
care. 


 


4.1.10 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector.  Please provide a brief description. 


Through ActiveHealth’s acquisition of Health Cost Consultants, we have been providing services 
described in this RFP since 1990. 


 


4.1.11 Financial information and documentation to be included in Part III, Confidential Financial 
Information of vendor’s response in accordance with Section 9.5, Part III – Confidential Financial 
Information.  


4.1.11.1  Dun and Bradstreet Number  


ActiveHealth's Dun and Bradstreet number is 120586867. 


 


4.1.11.2  Federal Tax Identification Number 


ActiveHealth's Federal Tax ID number is 52-2182411. 


 


4.1.11.3  The last two (2) years and current year interim: 


A.  Profit and Loss Statement  


B.  Balance Statement 


Please refer to exhibit 4.1.11.3 for a copy of Aetna’s 3rd quarter 2013 Financial Supplement, which 
shows profit, loss and balance statements since 2011. 


 


4.2 SUBCONTRACTOR INFORMATION 







©Copyright 2013, Active Health Management, Inc. 57 
Proprietary and Confidential. 
 


 


4.2.1  Does this proposal include the use of subcontractors? 


Yes YES No  


 


If “Yes”, vendor must: 


 


4.2.1.1   Identify specific subcontractors and the specific requirements of this RFP for which each 
proposed subcontractor will perform services. 


ActiveHealth has a panel of physicians of various specialties and utilizes External Review 
Organizations (EROs) to provide appeal services when internal Medical Directors are not able to meet 
the requirements of an appeal reviewer or the client requires an external review organization as a 3rd 
or final level of appeal.  ActiveHealth intends to subcontract ERO services to AllMed Healthcare 
Management. 


 


4.2.1.2   If any tasks are to be completed by subcontractor(s), vendors must: 


A.  Describe the relevant contractual arrangements; 


AllMed conducts physician review services when internal resources are unable to meet requirements.  
ActiveHealth primarily relies upon AllMed for appeals that need to be conducted by like specialists.  
Physician reviews are conducted by physicians who meet requirements of URAC standards as well as 
state and federal regulations.  Physician reviewers attest that they are not accepting compensation that 
is dependent on the outcome of the case and that there are no conflicts of interest.   


 


B.  Describe how the work of any subcontractor(s) will be supervised, channels of communication will 
be maintained and compliance with contract terms assured; and 


100% of cases are audited to ensure that the decisions were conducted by like specialist and that the 
clinical rationale for the determination is clearly documented.  Annually a 5% sample of the reviews 
conducted are audited by physicians to assess whether the case assignment was within the scope of the 
assigned physician, the clinical rationale was documented in a clear manner and the physician cited 
the guidelines used to make the determination.  Additionally, the national accreditation status of the 
organization is reviewed annually. 


 


C.  Describe your previous experience with subcontractor(s). 
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ActiveHealth has worked with AllMed consistently for physician review services since April 2010. We 
have found the reviews to be thorough, timely, professional and meeting all expectations.  They were 
fully vetted by our organization with references and review of medical staff credentials.  We have not 
been disappointed once in our decision to contract with them for external reviews. 


 


4.2.1.3 Vendors must describe the methodology, processes and tools utilized for: 


A.  Selecting and qualifying appropriate subcontractors for the project/contract; 


ActiveHealth works closely with our parent company, Aetna, to select qualifying and appropriate 
subcontractors. ActiveHealth and Aetna have a very established and thorough process that assures the 
close vetting of external vendors and services.  The use of subcontractors is pre-approved, focusing on 
quality and cost. Prior to conducting business, ActiveHealth also performs a formal review of the 
subcontractor's recent history and will seek references that display recent client success, and/or a 
background check. The scope of the review matches the hazards and risks of the potential exposure. 
Subcontractors also must agree to insurance requirements, legal and regulatory requirements (as 
applicable), drug and alcohol policies, and must display an ability to exceed the expectations and 
requirements of the contract. 


 


B.  Ensuring subcontractor compliance with the overall performance objectives for the project;  


ActiveHealth will monitor and evaluate subcontractor performance, leveraging our long term 
relationship with each subcontractor, for the State of Nevada. ActiveHealth has already established 
rigorous performance quality metrics focusing on operational, satisfaction, and outcomes parameters.  


Drawing upon our parent company's additional clout (Aetna, which contracts with these same 
subcontractors), ActiveHealth can confidently assure the State that the few chosen vendors we employ 
to support our solution will perform above the expectations of the State. 


 


C.  Ensuring that subcontractor deliverables meet the quality objectives of the project/contract; and 


Our account manager will have line of sight authority to trigger contractual performance guarantees 
we have in place with each subcontract.  Should ActiveHealth be selected as the State's vendor, 
ActiveHealth will further refine our set of performance standards to align with the State's needs. 


 


D.  Providing proof of payment to any subcontractor(s) used for this project/contract, if requested by the 
State.  Proposal should include a plan by which, at the State’s request, the State will be notified of such 
payments. 


If requested by the State, ActiveHealth will provide proof of payment for our subcontractors. Our 
procurement and contracting specialists are available to deliver this proof upon request. 
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4.2.1.4    Provide the same information for any proposed subcontractors as requested in Section 4.1, 
Vendor Information. 


Please refer to exhibit 4.2.1.4. 


 


4.2.1.5    Business references as specified in Section 4.3, Business References must be provided for any 
proposed subcontractors. 


Confirmed. 


 


4.2.1.6    Vendor shall not allow any subcontractor to commence work until all insurance required of the 
subcontractor is provided to the vendor. 


Confirmed; ActiveHealth will not allow any subcontractor to commence work until all insurance 
required of the subcontractor is provided 


 


4.2.1.7    Vendor must notify the using agency of the intended use of any subcontractors not identified 
within their original proposal and provide the information originally requested in the RFP in Section 4.2, 
Subcontractor Information.  The vendor must receive agency approval prior to subcontractor commencing 
work. 


Confirmed; ActiveHealth will notify the using agency of the intended use of any subcontractors not 
identified within our original proposal and provide the information originally requested. ActiveHealth 
will also seek agency approval prior to a subcontractor commencing work. 


 


4.3 BUSINESS REFERENCES 


4.3.1  Vendors should provide a minimum of three (3) business references from similar projects performed 
for private, state and/or large local government clients within the last ten (10) years. 


Confirmed 


 


4.3.2  Vendors must provide the following information for every business reference provided by the 
vendor and/or subcontractor: 


The “Company Name” must be the name of the proposing vendor or the vendor’s proposed subcontractor.   


 
Reference #: 1 


Company Name: 
The State and School Employees Health Insurance 
Management Board of the State of Mississippi (Board) 
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Identify role company will have for this RFP project 
(Check appropriate role below): 


Yes VENDOR  SUBCONTRACTOR 
Project Name: Medical Management services  


Primary Contact Information 
Name: Edie Ivey 
Street Address: 901 Woolfolk Building, Suite B 


501 North West Street 
City, State, Zip Jackson, MS 39201 
Phone, including area 
code: 


601-359-3402 


Facsimile, including 
area code: 


601-359-6568 


Email address: Edie.ivey.dfa.state.ms.us 
Alternate Contact Information 


Name: Cindy Bradshaw 
Street Address: 901 Woolfolk Building, Suite B 


501 North West Street 
City, State, Zip Jackson, MS 39201 
Phone, including area 
code: 


601-359-3402 


Facsimile, including 
area code: 


601-359-6568 


Email address: Cindy.bradshaw@dfa.state.ms.us 


Project Information 
Brief description of 
the project/contract 
and description of 
services performed, 
including technical 
environment (i.e., 
software applications, 
data communications, 
etc.) if applicable: 


For approximately 184,000 members, ActiveHealth delivers 
Utilization Management, Case Management & Complex Case 
Management, Disease Management, Lifestyle Coaching, 
Nurseline,  Maternity Management, and clinical decision 
support.  


Original 
Project/Contract Start 
Date: 


Jan. 1, 2011, 4 year term with option of 1 year renewal.  


Original 
Project/Contract End 
Date: 


Not available 


Original 
Project/Contract 
Value: 


Not available 


Final 
Project/Contract 


Not available 
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Date: 


Was project/contract 
completed in time 
originally allotted, 
and if not, why not? 


Not available 


Was project/contract 
completed within or 
under the original 
budget/ cost 
proposal, and if not, 
why not? 


Not available 


 
 
 
 


Reference #: 2 
Company Name: ActiveHealth 


Identify role company will have for this RFP project 
(Check appropriate role below): 


Yes VENDOR  SUBCONTRACTOR 
Project Name:  


Primary Contact Information 
Name: Legacy Health  


Lorna Bradley, SPHR Benefit Consultant 
Street Address: 1919 NW Lovejoy St. 
City, State, Zip Portland, OR 97209 
Phone, including area 
code: 


503-415-5223 


Fax 503-415-5909 


Email address: ljbradley@lhs.org  
Alternate Contact Information 


Name: MaryAnn Holbert, Director, HR 
Street Address: 1919 NW Lovejoy St. 
City, State, Zip Portland, OR 97209 
Phone, including area 
code: 


503-415-5747 


Fax 503-415-5909 


Email address: mholbert@lhs.org  
Project Information 
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Brief description of 
the project/contract 
and description of 
services performed, 
including technical 
environment (i.e., 
software applications, 
data communications, 
etc.) if applicable: 


For approximately 17,000 members, ActiveHealth provides 
multiple medical management services including Disease 
Management, Lifestyle Coaching, a PHR and an array of 
clinical decision support services and annual surcharge 
programs.  
 
 


Original 
Project/Contract Start 
Date: 


1/1/2010 


Original 
Project/Contract End 
Date: 


N/A 


Original 
Project/Contract 
Value: 


$575,000 


Final 
Project/Contract 
Date: 


$850,000 as of current date 


Was project/contract 
completed in time 
originally allotted, 
and if not, why not? 


N/A 


Was project/contract 
completed within or 
under the original 
budget/ cost 
proposal, and if not, 
why not? 


N/A 


 
 
 
 
 
 


Reference #: 3 


Company Name: Gulfstream 


Identify role company will have for this RFP project 
(Check appropriate role below): 


Yes VENDOR  SUBCONTRACTOR 
Project Name:  


Primary Contact Information 
Name: Melissa Wilder 
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Street Address: 500 Gulfstream Road, M/S D-03 
City, State, Zip Savannah, GA 31407 
Phone, including area 
code: 


912-395-8533 


Facsimile, including 
area code: 


912-965-5382 


Email address: Melissa.Wilder@gulfstream.com 


Alternate Contact Information 
Name: Kim Dowd 
Street Address: 500 Gulfstream Road, M/S D-03 
City, State, Zip Savannah, GA 31407 
Phone, including area 
code: 


912-965-7576 


Facsimile, including 
area code: 


912-965-5382 


Email address: Kim.Dowd@gulfstream.com 


Project Information 
Brief description of 
the project/contract 
and description of 
services performed, 
including technical 
environment (i.e., 
software applications, 
data communications, 
etc.) if applicable: 


For approximately 26K members, ActiveHealth provides 
multiple medical management services including: Utilization 
Management, Case Management, Disease Management, 
Maternity, Lifestyle Coaching, CareEngine (including 
Member and Provider Messaging), MyActiveHealth Portal 
(including HRA/PHR), 24 Hour Nurse Line, Health Advocate 
 
 


Original 
Project/Contract Start 
Date: 


01/01/2009 


Original 
Project/Contract End 
Date: 


Not available 


Original 
Project/Contract 
Value: 


Not available 


Final 
Project/Contract 
Date: 


Not available 


Was project/contract 
completed in time 
originally allotted, 
and if not, why not? 


Yes 







©Copyright 2013, Active Health Management, Inc. 64 
Proprietary and Confidential. 
 


Was project/contract 
completed within or 
under the original 
budget/ cost 
proposal, and if not, 
why not? 


Yes 


 
 


SUBCONTRACTOR REFERENCES 


The “Company Name” must be the name of the proposing vendor or the 
vendor’s proposed subcontractor.   


 


Reference #: 1 


Company Name: AllMed Healthcare Management 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project 
Name: 


CareCentrix  


Primary Contact Information 
Name: Nancy Westbrook 
Street Address: 9119 Corporate Lake Drive, Suite 300 


 
City, State, Zip Tampa, FL 33634-2357 
Phone, including area code: 813-901-2181 
Facsimile, including area code: 813-625-6879 
Email address: Nancy.westbrook@carecentrix.com 


Alternate Contact Information 
Name:  
Street Address:  
City, State, Zip  
Phone, including area code:  
Facsimile, including area code:  
Email address:  


Project Information 
Brief description of the 
project/contract and description 
of services performed, 
including technical 
environment (i.e., software 
applications, data 
communications, etc.) if 


Multiple Service lines for physician 
review including External 
Independent Review, internal 
specialty matched review, specialty 
matched pre-authorization reviews, 
and general pre-authorization 
reviews.  Services delivered to their 
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applicable: Medical Management department via 
AllMed’s PeerPoint web-portal. 


Original Project/Contract Start 
Date: 


09/01/2011 


Original Project/Contract End 
Date: 


NA 


Original Project/Contract 
Value: 


~$200,000 / year 


Final Project/Contract Date: Continuing services of about 
$1,000,000 per year at current levels 


Was project/contract completed 
in time originally allotted, and 
if not, why not? 


99% + SLA performance levels at last 
review 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if 
not, why not? 


N/A 


 
 


Reference #: 2 


Company Name: AllMed Healthcare Management 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: Blue Cross and Blue Shield of Vermont 
Primary Contact Information 


Name: William Griffith 
Street Address: P.O. Box 186 


 
City, State, Zip Montpelier, VT 05601-0186 
Phone, including area code: 802-371-3508 
Facsimile, including area code: (802) 371-3490 
Email address: griffithw@bcbsvt.com 


Alternate Contact Information 
Name:  
Street Address:  
City, State, Zip  
Phone, including area code:  
Facsimile, including area code:  
Email address:  


Project Information 
Brief description of the 
project/contract and description 


Multiple Service lines for physician 
review including External 
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of services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


Independent Review, internal 
specialty matched review, specialty 
matched pre-authorization reviews, 
and general pre-authorization 
reviews.  Services delivered to their 
Medical Management department 
via AllMed’s PeerPoint web-portal. 


Original Project/Contract Start 
Date: 


10/28/2011 


Original Project/Contract End 
Date: 


NA 


Original Project/Contract Value: ~$100,000 / year 
Final Project/Contract Date: Continuing services of about 


$120,000 per year at current levels 
Was project/contract completed 
in time originally allotted, and if 
not, why not? 


99% + SLA performance levels at 
last review 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if not, 
why not? 


N/A 


 
 


Reference #: 3 


Company Name: AllMed Healthcare Management 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project 
Name: 


 


Primary Contact Information 
Name: Dr. Patricia Stephenson 
Street Address: 1777 Sentry Pkwy W #400 
City, State, Zip Blue Bell, PA 19422 
Phone, including area code: 215-619-6062 
Facsimile, including area code:  
Email address: Patricia.stephenson@careallies.com 


Alternate Contact Information 
Name:  
Street Address:  
City, State, Zip  
Phone, including area code:  
Facsimile, including area code:  
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Email address:  
Project Information 


Brief description of the 
project/contract and description 
of services performed, 
including technical 
environment (i.e., software 
applications, data 
communications, etc.) if 
applicable: 


Multiple Service lines for physician 
review including External 
Independent Review, internal 
specialty matched review, specialty 
matched pre-authorization reviews, 
and general pre-authorization 
reviews.  Services delivered to their 
Medical Management department via 
AllMed’s PeerPoint web-portal. 


Original Project/Contract Start 
Date: 


10-01-2012 


Original Project/Contract End 
Date: 


ongoing 


Original Project/Contract 
Value: 


240,000/year 


Final Project/Contract Date: 300,000/year on-going 
Was project/contract completed 
in time originally allotted, and 
if not, why not? 


99% SLA performance levels at last 
review 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if 
not, why not? 


N/A 


 


4.3.3  Vendors must also submit Attachment F, Reference Questionnaire to the business references that 
are identified in Section 4.3.2.   


Confirmed; form completed as instructed. 


 


4.3.4  The company identified as the business references must submit the Reference Questionnaire directly 
to the Purchasing Division.  


Confirmed; form completed as instructed. 


 


4.3.5  It is the vendor’s responsibility to ensure that completed forms are received by the Purchasing 
Division on or before the deadline as specified in Section 8, RFP Timeline, for inclusion in the evaluation 
process.  Reference Questionnaires not received, or not complete, may adversely affect the vendor’s score 
in the evaluation process.   


Confirmed 
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4.3.6  The State reserves the right to contact and verify any and all references listed regarding the quality 
and degree of satisfaction for such performance. 


Confirmed 


 


4.4 VENDOR STAFF RESUMES  


A resume must be completed for each proposed key personnel responsible for performance under any 
contract resulting from this RFP per Attachment G, Proposed Staff Resume. 


Confirmed; please refer to exhibit 4.4 for each proposed key personnel. 


 


5. COST  


5.1 Vendors must provide detailed fixed prices for all costs associated with the responsibilities and 
related services.  Clearly specify the nature of all expenses anticipated (refer to Attachment I, Cost 
Schedule). 


Confirmed 


 


5.2 PEBP currently pays its Utilization Management/Large Case Management vendor $1.65 per 
participant per month (PPPM) for Large Case Management and $1.09 PPPM for Utilization Management. 


Understood but it’s also our understanding that we can submit pricing that is not identical to your 
current vendor.  


 


6. FINANCIAL  


6.1 PAYMENT 


6.1.1  Upon review and acceptance by the State, payments for invoices are normally made within 45 – 60 
days of receipt, providing all required information, documents and/or attachments have been received. 


Confirmed 


 


6.1.2  Pursuant to NRS 227.185 and NRS 333.450, the State shall pay claims for supplies, materials, 
equipment and services purchased under the provisions of this RFP electronically, unless determined by 
the State Controller that the electronic payment would cause the payee to suffer undue hardship or 
extreme inconvenience. 
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Confirmed 


 


6.2 BILLING 


6.2.1  The State does not issue payment prior to receipt of goods or services. 


Confirmed 


 


6.2.2  The vendor must bill the State as outlined in the approved contract and/or payment schedule. 


Confirmed 


 


6.2.3  Vendors may propose an alternative payment option.  Alternative payment options must be listed on 
Attachment J, Cost Proposal Certification of Compliance with Terms and Conditions of the RFP.  
Alternative payment options will be considered if deemed in the best interest of the State, project or 
service solicited herein. 


Confirmed 


 


7. WRITTEN QUESTIONS AND ANSWERS 


 


In lieu of a pre-proposal conference, the Purchasing Division will accept questions and/or comments in 
writing, received by email regarding this RFP. 


 


7.1 QUESTIONS AND ANSWERS 


7.1.1  The RFP Question Submittal Form is located on the Services RFP/RFQ Opportunities webpage at 
http://purchasing.state.nv.us/services/sdocs.htm.  Select this RFP number and the “Question” link. 


Confirmed 


 


7.1.2  The deadline for submitting questions is as specified in Section 8, RFP Timeline. 


Confirmed 
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7.1.3  All questions and/or comments will be addressed in writing and responses emailed or faxed to 
prospective vendors on or about the date specified in Section 8, RFP Timeline. Confirmed 


Confirmed 


 


 


8. RFP TIMELINE 


 


The following represents the proposed timeline for this project.  All times stated are Pacific Time (PT).  
These dates represent a tentative schedule of events.  The State reserves the right to modify these dates at 
any time.   


Task Date/Time 


Deadline for submitting questions 10/15/2013 @ 2:00 PM 


Answers posted to website  On or about 10/19/2013  


Deadline for submittal of Reference Questionnaires 
No later than 4:30 PM on 
12/02/2013  


Deadline for submission and opening of proposals 
No later than 2:00 PM on 
12/03/2013  


Evaluation period (approximate time frame) 12/04/2013-01/06/2014 


Selection of vendor  On or about 1/09/2014 


Anticipated BOE approval 4/08/2013 


Contract start date (contingent upon BOE approval) 7/01/2014 


 


 


Confirmed 


 


9. PROPOSAL SUBMISSION REQUIREMENTS, FORMAT AND CONTENT 
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9.1 GENERAL SUBMISSION REQUIREMENTS  


Vendors’ proposals must be packaged and submitted in counterparts; therefore, vendors must pay close 
attention to the submission requirements.  Proposals will have a technical response, which may be 
composed of two (2) parts in the event a vendor determines that a portion of their technical response 
qualifies as “confidential” as defined within Section 2, Acronyms/Definitions. 


 


If complete responses cannot be provided without referencing confidential information, such confidential 
information must be provided in accordance with Section 9.3, Part I B – Confidential Technical and 
Section 9.5, Part III Confidential Financial Information.  Specific references made to the tab, page, 
section and/or paragraph where the confidential information can be located must be identified on 
Attachment A, Confidentiality and Certification of Indemnification and comply with the requirements 
stated in Section 9.6, Confidentiality of Proposals. 


 


The remaining section is the Cost Proposal.  Vendors may submit their proposal broken out into the three 
(3) sections required, or four (4) sections if confidential technical information is included, in a single box 
or package for shipping purposes. 


 


The required CDs must contain information as specified in Section 9.6.4. 


 


Detailed instructions on proposal submission and packaging follows and vendors must submit their 
proposals as identified in the following sections.  Proposals and CDs that do not comply with the 
following requirements may be deemed non-responsive and rejected at the State’s discretion. 


 


Confirmed 


 


9.1.1  All information is to be completed as requested. 


Confirmed 


 


 


9.1.2  Each section within the technical proposal and cost proposal must be separated by clearly marked 
tabs with the appropriate section number and title as specified. 


Confirmed 
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9.1.3  Although it is a public opening, only the names of the vendors submitting proposals will be 
announced per NRS 333.335(6).  Technical and cost details about proposals submitted will not be 
disclosed.  Assistance for handicapped, blind or hearing-impaired persons who wish to attend the RFP 
opening is available.  If special arrangements are necessary, please notify the Purchasing Division 
designee as soon as possible and at least two (2) days in advance of the opening. 


Confirmed 


 


 


9.1.4  If discrepancies are found between two (2) or more copies of the proposal, the master copy will 
provide the basis for resolving such discrepancies.  If one (1) copy of the proposal is not clearly marked 
“MASTER,” the State may reject the proposal.  However, the State may at its sole option, select one (1) 
copy to be used as the master. 


Confirmed 


 


 


9.1.5  For ease of evaluation, the proposal must be presented in a format that corresponds to and 
references sections outlined within this RFP and must be presented in the same order.  Written responses 
must be in bold/italics and placed immediately following the applicable RFP question, statement and/or 
section.  Exceptions/assumptions to this may be considered during the evaluation process. 


Confirmed 


 


 


9.1.6  Proposals are to be prepared in such a way as to provide a straightforward, concise delineation of 
capabilities to satisfy the requirements of this RFP.  Expensive bindings, colored displays, promotional 
materials, etc., are not necessary or desired.  Emphasis should be concentrated on conformance to the RFP 
instructions, responsiveness to the RFP requirements, and on completeness and clarity of content. 


Confirmed 


 


Unnecessarily elaborate responses beyond what is sufficient to present a complete and effective response 
to this RFP are not desired and may be construed as an indication of the proposer’s lack of environmental 
and cost consciousness.  Unless specifically requested in this RFP, elaborate artwork, corporate 
brochures, lengthy narratives, expensive paper, specialized binding, and other extraneous presentation 
materials are neither necessary nor desired. 


Confirmed 
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The State of Nevada, in its continuing efforts to reduce solid waste and to further recycling efforts 
requests that proposals, to the extent possible and practical: 


Confirmed 


 


9.1.6.1 Be submitted on recycled paper; 


Confirmed 


 


9.1.6.2 Not include pages of unnecessary advertising; 


Confirmed 


 


9.1.6.3 Be printed on both sides of each sheet of paper; and 


Confirmed 


 


9.1.6.4 Be contained in re-usable binders or binder clips as opposed to spiral or glued bindings. 


Confirmed 


 


 


9.1.7  For purposes of addressing questions concerning this RFP, the sole contact will be the Purchasing 
Division as specified on Page 1 of this RFP.  Upon issuance of this RFP, other employees and 
representatives of the agencies identified in the RFP will not answer questions or otherwise discuss the 
contents of this RFP with any prospective vendors or their representatives.  Failure to observe this 
restriction may result in disqualification of any subsequent proposal per NAC 333.155(3).  This 
restriction does not preclude discussions between affected parties for the purpose of conducting business 
unrelated to this procurement. 


Confirmed 


 


 


9.1.8  Any vendor who believes proposal requirements or specifications are unnecessarily restrictive or 
limit competition may submit a request for administrative review, in writing, to the Purchasing Division.  
To be considered, a request for review must be received no later than the deadline for submission of 
questions. 
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The Purchasing Division shall promptly respond in writing to each written review request, and where 
appropriate, issue all revisions, substitutions or clarifications through a written amendment to the RFP. 


Administrative review of technical or contractual requirements shall include the reason for the request, 
supported by factual information, and any proposed changes to the requirements. 


Confirmed 


 


 


9.1.9  If a vendor changes any material RFP language, vendor’s response may be deemed non-responsive 
per NRS 333.311. 


Confirmed 


 


 


9.2 PART I A – TECHNICAL PROPOSAL 


 


9.2.1  The technical proposal must include: 


 


9.2.1.1 One (1) original marked “MASTER”; and 


9.2.1.2 Five (5) identical copies. 


 


9.2.2  The technical proposal must not include confidential technical information (refer to Section 9.3, Part 
I B, Confidential Technical) or cost and/or pricing information.  Cost and/or pricing information 
contained in the technical proposal may cause the proposal to be rejected. 


 


9.2.3  Format and Content 


 


9.2.3.1 Tab I – Title Page 


 


The title page must include the following: 
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Part I A – Technical Proposal 


RFP Title: Utilization Management and Large 
Case Management 


RFP: 3084 


Vendor Name:  


Address:  


Proposal Opening 
Date: 


December 3, 2013 


Proposal Opening 
Time: 


2:00 PM 


 


 


9.2.3.2 Tab II – Table of Contents 


 


An accurate and updated table of contents must be provided. 


 


9.2.3.3 Tab III – Vendor Information Sheet 


 


The vendor information sheet completed with an original signature by an individual authorized to bind the 
organization must be included in this tab. 


 


9.2.3.4 Tab IV – State Documents 


 


The State documents tab must include the following: 


 


A.  The signature page from all amendments with an original signature by an individual authorized to 
bind the organization. 







©Copyright 2013, Active Health Management, Inc. 76 
Proprietary and Confidential. 
 


 


B.  Attachment A – Confidentiality and Certification of Indemnification with an original signature by an 
individual authorized to bind the organization. 


 


C.  Attachment C – Vendor Certifications with an original signature by an individual authorized to bind 
the organization. 


 


D.  Copies of any vendor licensing agreements and/or hardware and software maintenance agreements. 


 


E.  Copies of applicable certifications and/or licenses. 


 


9.2.3.5 Tab V - Attachment B, Technical Proposal Certification of Compliance with Terms and 
Conditions of RFP  


 


A.  Attachment B with an original signature by an individual authorized to bind the organization must be 
included in this tab. 


 


B.  If the exception and/or assumption require a change in the terms or wording of any section of the 
RFP, the contract, or any incorporated documents, vendors must provide the specific language that is 
being proposed on Attachment B. 


 


C.  Only technical exceptions and/or assumptions should be identified on Attachment B.   


 


D.  The State will not accept additional exceptions and/or assumptions if submitted after the proposal 
submission deadline.  If vendors do not specify any exceptions and/or assumptions in detail at time of 
proposal submission, the State will not consider any additional exceptions and/or assumptions during 
negotiations. 


 


9.2.3.6 Tab VI – Section 3 – Scope of Work 
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Vendors must place their written response(s) in bold/italics immediately following the applicable RFP 
question, statement and/or section. 


 


9.2.3.7 Tab VII– Section 4 – Company Background and References 


 


Vendors must place their written response(s) in bold/italics immediately following the applicable RFP 
question, statement and/or section.  This section must also include the requested information in Section 
4.2, Subcontractor Information, if applicable. 


 


9.2.3.8 Tab VIII – Attachment G – Proposed Staff Resume 


 


A.  Vendors must include all proposed staff resumes per Section 4.4, Vendor Staff Resumes in this 
section.   


 


B.  This section should also include any subcontractor proposed staff resumes, if applicable. 


 


9.2.3.9 Tab IX – Other Informational Material 


 


Vendors must include any other applicable reference material in this section clearly cross referenced with 
the proposal. 


 


All requirements stated in 9.2 are confirmed. 


 


 


9.3 PART I B – CONFIDENTIAL TECHNICAL PROPOSAL  


9.3.1  Vendors only need to submit Part I B if the proposal includes any confidential technical information 
(refer to Attachment A, Confidentiality and Certification of Indemnification). 


9.3.2  The confidential technical proposal must include: 


9.3.2.1  One (1) original marked “MASTER”; and 







©Copyright 2013, Active Health Management, Inc. 78 
Proprietary and Confidential. 
 


9.3.2.2  Five (5) identical copies. 


 


9.3.3  Format and Content 


 


9.3.3.1 Tab I – Title Page 


 


The title page must include the following: 


Part I B – Confidential Technical Proposal 


RFP Title: Utilization Management and Large 
Case Management 


RFP: 3084 


Vendor Name:  


Address:  


Proposal Opening 
Date: 


December 3, 2013 


Proposal Opening 
Time: 


2:00 PM 


 


9.3.3.2 Tabs – Confidential Technical 


 


Vendors must have tabs in the confidential technical information that cross reference back to the technical 
proposal, as applicable. 


 


 


 


All requirements stated in 9.3 are confirmed. 
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9.4 PART II – COST PROPOSAL 


 


9.4.1  The cost proposal must include: 


 


9.4.1.1 One (1) original marked “MASTER”; and 


9.4.1.2 Five (5) identical copies. 


 


9.4.2     The cost proposal must not be marked “confidential”.  Only information that is deemed 
proprietary per NRS 333.020(5)(a) may be marked as “confidential”. 


 


9.4.3  Format and Content 


 


9.4.3.1 Tab I – Title Page 


 


The title page must include the following: 


Part II – Cost Proposal 


RFP Title: Utilization 
Management and 
Large Case 
Management 


RFP: 3084 


Vendor Name:  


Address:  
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Part II – Cost Proposal 


Proposal Opening Date: December 3, 2013 


Proposal Opening Time: 2:00 PM 


 


 


9.4.3.2 Tab II – Cost Proposal 


 


Vendor’s response for the cost proposal must be included in this tab. 


 


9.4.3.3 Tab III – Attachment J, Cost Proposal Certification of Compliance with Terms and Conditions of 
RFP 


 


A.  Attachment J with an original signature by an individual authorized to bind the organization must be 
included in this tab. 


 


B.  In order for any cost exceptions and/or assumptions to be considered, vendors must provide the 
specific language that is being proposed in Attachment J.   


 


C.  Only cost exceptions and/or assumptions should be identified on Attachment J.   


 


D.  Do not restate the technical exceptions and/or assumptions on this form.   


 


E.  The State will not accept additional exceptions and/or assumptions if submitted after the proposal 
submission deadline.  If vendors do not specify any exceptions and/or assumptions in detail at time of 
proposal submission, the State will not consider any additional exceptions and/or assumptions during 
negotiations. 
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All requirements stated in 9.4 are confirmed. 


 


 


 


9.5 PART III – CONFIDENTIAL FINANCIAL INFORMATION 


 


9.5.1  The confidential financial information part must include: 


 


9.5.1.1   One (1) original marked “MASTER”; and 


9.5.1.2   One (1) identical copy. 


 


9.5.2  Format and Content 


 


9.5.2.1 Tab I – Title Page 


 


The title page must include the following: 


Part III – Confidential Financial Information 


RFP Title: Utilization Management and Large 
Case Management 


RFP: 3084 


Vendor Name:  


Address:  


Proposal Opening 
Date: 


December 3, 2013 


Proposal Opening 2:00 PM 
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Part III – Confidential Financial Information 


Time: 


 


 


9.5.2.2 Tab II – Financial Information and Documentation 


 


Vendors must place the information required per Section 4.1.11 in this tab. 


 


 


All requirements stated in 9.5 are confirmed. 


 


 


 


 


9.6 CONFIDENTIALITY OF PROPOSALS 


 


9.6.1  As a potential contractor of a public entity, vendors are advised that full disclosure is required by 
law. 


Confirmed 


 


9.6.2  Vendors are required to submit written documentation in accordance with Attachment A, 
Confidentiality and Certification of Indemnification demonstrating the material within the proposal 
marked “confidential” conforms to NRS §333.333, which states “Only specific parts of the proposal may 
be labeled a “trade secret” as defined in NRS §600A.030(5)”.  Not conforming to these requirements will 
cause your proposal to be deemed non-compliant and will not be accepted by the State of Nevada. 


Confirmed 


 


9.6.3  Vendors acknowledge that material not marked as “confidential” will become public record upon 
contract award. 







©Copyright 2013, Active Health Management, Inc. 83 
Proprietary and Confidential. 
 


Confirmed 


 


9.6.4  The required CDs must contain the following: 


Confirmed 


 


9.6.4.1 One (1) “Master” CD with an exact duplicate of the technical and cost proposal contents only.   


Confirmed 


 


A.  The electronic files must follow the format and content section for the technical and cost proposal.   


Confirmed 


 


B.  The CD must be packaged in a case and clearly labeled as follows: 


Master CD 


RFP No: 3084 


Vendor Name:  


Contents: Part IA – Technical Proposal 


Part IB – Confidential Technical Proposal 


Part II – Cost Proposal 


 


Confirmed 


 


9.6.4.2   One (1) “Public Records CD” which must include the technical and cost proposal contents to be 
used for public records requests.   


Confirmed 
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A.  This CD must not contain any confidential or proprietary information.   


Confirmed 


 


B.  The electronic files must follow the format and content section for the redacted versions of the 
technical and cost proposal.   


Confirmed 


 


C.  All electronic files must be saved in “PDF” format, with one file named Part IA – Technical 
Proposal and one (1) file named part II – Cost Proposal. 


Confirmed 


 


D.  The CD must be packaged in a case and clearly labeled as follows: 


Public Records CD 


RFP No: 3084 


Vendor Name:  


Contents: Part IA – Technical Proposal for Public 
Records Request 


Part II – Cost Proposal for Public Records 
Request 


 


Confirmed 


 


9.6.5  The Public Records submitted on the CD will be posted to the Purchasing Website upon the Notice 
of Award. 


Confirmed 


 


9.6.6   It is the vendor’s responsibility to act in protection of the labeled information and agree to defend 
and indemnify the State of Nevada for honoring such designation.   
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Confirmed 


 


9.6.7  Failure to label any information that is released by the State shall constitute a complete waiver of 
any and all claims for damages caused by release of said information. 


 


Confirmed 


9.7 PROPOSAL PACKAGING 


 


9.7.1  If the separately sealed technical and cost proposals as well as confidential technical information 
and financial documentation, marked as required, are enclosed in another container for mailing purposes, 
the outermost container must fully describe the contents of the package and be clearly marked as follows: 


 


9.7.2   Vendors are encouraged to utilize the copy/paste feature of word processing software to replicate 
these labels for ease and accuracy of proposal packaging. 


Marcy Troescher 


State of Nevada, Purchasing Division 


515 E. Musser Street, Suite 300 


Carson City, NV  89701 


RFP: 3084 


PROPOSAL OPENING DATE: December 3, 2013 


PROPOSAL OPENING TIME: 2:00 PM 


FOR: Utilization Management and Large 
Case Management 


VENDOR’S NAME: ActiveHealth Management, Inc 


 


9.7.3   Proposals must be received at the address referenced below no later than the date and time specified 
in Section 8, RFP Timeline.  Proposals that do not arrive by proposal opening time and date will not be 
accepted.  Vendors may submit their proposal any time prior to the above stated deadline. 
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9.7.4  The State will not be held responsible for proposal envelopes mishandled as a result of the envelope 
not being properly prepared.   


 


9.7.5  Email, facsimile, or telephone proposals will NOT be considered; however, at the State’s discretion, 
the proposal may be submitted all or in part on electronic media, as requested within the RFP document.  
Proposal may be modified by email, facsimile, or written notice provided such notice is received prior to 
the opening of the proposals. 


 


9.7.6  The technical proposal shall be submitted to the State in a sealed package and be clearly marked as 
follows: 


Marcy Troescher 


State of Nevada, Purchasing Division 


515 E. Musser Street, Suite 300 


Carson City, NV  89701 


RFP: 3084 


PROPOSAL COMPONENT: PART I A – TECHNICAL PROPOSAL 


PROPOSAL OPENING DATE: December 3, 2013 


PROPOSAL OPENING TIME: 2:00 PM 


FOR: Utilization Management and Large Case 
Management 


VENDOR’S NAME: ActiveHealth Management, Inc 


 


 


9.7.7  If applicable, confidential technical information shall be submitted to the State in a sealed package 
and be clearly marked as follows: 


Marcy Troescher 
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State of Nevada, Purchasing Division 


515 E. Musser Street, Suite 300 


Carson City, NV  89701 


RFP: 3084 


PROPOSAL COMPONENT: PART I B – CONFIDENTIAL 
TECHNICAL PROPOSAL 


PROPOSAL OPENING DATE: December 3, 2013 


PROPOSAL OPENING TIME: 2:00 PM 


FOR: Utilization Management and Large Case 
Management 


VENDOR’S NAME: ActiveHealth Management, Inc 


 


9.7.8  The cost proposal shall be submitted to the State in a sealed package and be clearly marked as 
follows: 


 


Marcy Troescher 


State of Nevada, Purchasing Division 


515 E. Musser Street, Suite 300 


Carson City, NV  89701 


RFP: 3084 


PROPOSAL COMPONENT: PART II – COST PROPOSAL 


PROPOSAL OPENING DATE: December 3, 2013 


PROPOSAL OPENING TIME: 2:00 PM 


FOR: Utilization Management and Large Case 
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Management 


VENDOR’S NAME: ActiveHealth Management, Inc 


 


 


9.7.9  Confidential financial information shall be submitted to the State in a sealed package and be clearly 
marked as follows: 


Marcy Troescher 


State of Nevada, Purchasing Division 


515 E. Musser Street, Suite 300 


Carson City, NV  89701 


RFP: 3084 


PROPOSAL COMPONENT: PART III - CONFIDENTIAL FINANCIAL 
INFORMATION 


PROPOSAL OPENING DATE: December 3, 2013 


PROPOSAL OPENING TIME: 2:00 PM 


FOR: Utilization Management and Large Case 
Management 


VENDOR’S NAME: ActiveHealth Management, Inc 


 


9.7.10 The CDs shall be submitted to the State in a sealed package and be clearly marked as follows: 


Marcy Troescher 


State of Nevada, Purchasing Division 


515 E. Musser Street, Suite 300 


Carson City, NV  89701 
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RFP: 3084 


PROPOSAL COMPONENT: CDs 


PROPOSAL OPENING DATE: December 3, 2013 


PROPOSAL OPENING TIME: 2:00 PM 


FOR: Utilization Management and Large Case 
Management 


VENDOR’S NAME: ActiveHealth Management, Inc 


 


 


All requirements listed in 9.7 are confirmed.  


 


 


 


 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: ActiveHealth Management  


Contractor �Subcontractor 


Name:  Mark 
Donovan   Key Personnel 
Classification:  Director, Implementation # of Years in Classification: 5 


Brief Summary of 
Experience: 


Mark Donovan is the Director of the Implementation Department for 
ActiveHealth Management. Mark has been with ActiveHealth for 5 years, in 
the roles of Director of Implementation and Implementation Manager.  As a 
Manager, Mark implemented over 50 clients, including several state plans.  
Since taking over the department as Director, Mark has overseen hundreds of 
diverse client implementations, ranging from large complex municipal clients 
to major corporate wellness plans. Mark has over 25 years of experience in 
group healthcare. Prior to joining ActiveHealth, Mark held several key 
management positions with major insurance carriers as an Underwriter, 
Account Manager, Client Relations Manager, and Implementation Manager. 
Each of his roles has had a major emphasis on meeting and exceeding client 
needs.  


# of Years with Firm: 5 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present:  
Vendor Name:  
Client Name:  
Client Contact Name: 
Client Address, Phone Number, Email: Multiple
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
11/2008 
ActiveHealth Management 
Multiple 
Multiple 
Multiple 
Director, Implementation 
Responsible for all client implementations for 
ActiveHealth.   
 
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
08/2005-01/2008 
Great-West Healthcare 
Multiple 
Multiple 
Multiple 
Client Relations Manager 
Managed team handling key client and consultant site 
visits, including finalist meetings, SME presentations, 
business contract renewals and service meetings. 
Managed vendor relationships for both on-site and 
remote client meetings. 







Required Information: 
 
MMYYYY to MMYYYY:  
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
02/1998 – 02/2002 
Guardian Life 
Multiple 
Multiple 
Multiple 
Sales Support Manager 
Managed all client proposal and renewal functions of the 
Denver / Rocky Mountain Regional Sales Office.  
Partnered with sales team to plan market strategy and 
execution. 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


State University of New York 
Oneonta 
New York 
BA - History 
  


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


In addition to specific ActiveHealth client 
references provided with this response we’d be 
pleased to provide additional references if selected 
finalist as needed by the State. 


 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: ActiveHealth Management  


Contractor �Subcontractor 


Name:  David Evans 
MD   Key Personnel 


Classification:  


Senior Vice President of 
Clinical Programs and 
Senior Medical Director # of Years in Classification: 10 


Brief Summary of 
Experience: 


Dr. Evans joined ActiveHealth Management (AHM) in 2003. Within the 
Department of Clinical Programs and Product Development, David leads a 
medical team of physicians who provide on‐site clinical leadership and 
support to ActiveHealth’s Care Management and Utilization Management 
clinical operations staff at four service centers (Virginia, Illinois, Colorado, 
and North Carolina).   The ActiveHealth Training Department also reports to 
David, and the Trainers support both clinical and non‐clinical training needs 
across the organization, focused on both clinical content and technology.  
The Medical Directors and Trainers partner closely with other departments.  
Functional areas of support include technology‐based and classroom 
education, clinical case analysis, medical review, program analytics and 
quality improvement, clinical product design, outcomes improvement, 
thought leadership, and industry presentations.  David is Board‐Certified in 
Internal Medicine, has an Executive MBA from the Keenan‐Flagler School of 
Business at the University of North Carolina at Chapel Hill, and is a certified 
Medical Acupuncturist from the UCLA School of Medicine.  Before joining 
ActiveHealth, he was an Area Medical Director at Kaiser Permanente of the 
Mid‐Atlantic States. David received his Bachelor's degree from Rice 
University, his medical degree from the University of Texas Health Science 
Center at San Antonio, and his Internal Medicine training from the Sinai 
Hospital of Baltimore‐Johns Hopkins School of Medicine. 
 


# of Years with Firm: 10 


RELEVANT PROFESSIONAL EXPERIENCE 







Required Information: 
 
MMYYYY to Present:  
Vendor Name:  
Client Name:  
Client Contact Name: 
Client Address, Phone Number, Email: Multiple
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
11/2003 
ActiveHealth Management 
Multiple 
Multiple 
Multiple 
Senior Vice President of Clinical Programs and Senior 
Medical Director 
Responsible for management of on-site medical 
directors, clinical program development, the training 
department, and the clinical oversight of the Utilization 
Management and Case Management Programs   
 
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
7/1991 – 11/2003 
Kaiser Permanente 
Multiple 
Multiple 
Multiple 
Staff Physician, Area Medical Director 
Dr Evans was a staff physician of Internal Medicine and 
Complimentary Medicine in multiple locations around 
the Washington DC area. He also served as Area 
Medical Director for 3 years and Chief of Urgent Care 
for 4 years. 


Required Information: 
 
MMYYYY to MMYYYY:  
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
3/1990 –6/1991  
 
Kron Medical Corporation, Chapel Hill, NC 
Multiple 
Multiple 
Multiple 
Locum Tenens clinician 
 


EDUCATION 







Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Sinai Hospital, Johns Hopkins School of Medicine 
Baltimore 
Maryland 
Residency and Internship, Internal Medicine, 1987 – 1990 
 
Other Education 
The University of Texas Medical School at San Antonio, San Antonio, Texas 
  Doctor of Medicine, 1983 –1987 
 
Rice University, Houston, Texas 
  Bachelor of Arts, Biochemistry and Biology, 1978 – 1982 
 
University of North Carolina Keenan‐Flagler Business School, Chapel Hill 
  Advanced Leadership Program (Executive MBA), 2001 
 
University of California at Los Angeles 
  Medical Acupuncture Training and Certification Program, 2000 – 
2001 
 
 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


In addition to specific ActiveHealth client 
references provided with this response we’d be 
pleased to provide additional references if selected 
finalist as needed by the State. 


 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: AllMed 


�Contractor Subcontractor 


Name:  Dr. Samuel 
(Skip) Freedman, MD   Key Personnel 
Classification:  Executive Medical Director # of Years in Classification: 13 


Brief Summary of 
Experience: 


AllMed Healthcare Management, Inc. 
Executive Medical Director  
• Provides overall leadership and management to AllMed’s clinical 
operations team and Peer Specialists   
• Provides expert consultation to AllMed’s clients on peer review and 
medical management topics 
 
Associate Medical Director 
Washington County Emergency Medical Services 
Medical Director 
• Directs over 200 Emergency Medical Technicians 
• Serves as physician in charge of all ambulance care 
 
Willamette Falls Hospital 
Emergency Department, Physician 
Oregon Emergency Medicine Specialists 
President and Medical Director 
• Managed the emergency departments at Tuality Community Hospital 
and Tuality Forest Grove Hospital 
EmCare, Inc. 
Regional Medical Director 
• Supervised 35 emergency departments with over 250 physicians in 
five states 
 
Mercy Medical Center 
Emergency Department, Staff Physician 
Medical Director of six local ambulance companies 


# of Years with Firm: 10 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present:  
Vendor Name:  
Client Name:  
Client Contact Name: 
Client Address, Phone Number, Email: Multiple
Role in Contract/Project: 
Details and Duration of Contract/Project: 


AllMed Healthcare Management, Inc.  
 
2000 - present 
Executive Medical Director  
• Provides overall leadership and management to 
AllMed’s clinical operations team and Peer Specialists   
• Provides expert consultation to AllMed’s clients 
on peer review and medical management topics  
 







Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project:


Associate Medical Director  
2000 - 2002 
Washington County Emergency Medical Services  
Medical Director 
• Directs over 200 Emergency Medical 
Technicians 
• Serves as physician in charge of all ambulance 
care  


Required Information: 
 
MMYYYY to MMYYYY:  
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


Willamette Falls Hospital 1999 - present 
Emergency Department, Physician  


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Mercy Catholic Medical Center, Surgery Internship 
Thomas Jefferson Medical College, Medical Doctor Degree 
Yale University, Bachelor of Arts 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


In addition to specific ActiveHealth client 
references provided with this response we’d be 
pleased to provide additional references if selected 
finalist as needed by the State. 


 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: ActiveHealth Management  


Contractor �Subcontractor 


Name:  Susie Hepner   Key Personnel 
Classification: VP 
Sales  # of Years in Classification: 6.5 


Brief Summary of 
Experience: 


Susie Hepner is responsible for client solutioning and sales for the western 
territory for the full suite of ActiveHealth services.  Susie has been with 
Active for 6.5 years in the role of Sales and Account Executive, selling and 
managing some of Active’s largest national accounts.  Ms. Hepner has 
worked in the field of health and welfare program design for over thirteen  
years.  She has over 25 years experience across the healthcare continuum 
developing and managing a wide variety of products and services, including 
disease management programs, community based social services, a 24/7 nurse 
line, in and outpatient rehabilitation programs, a home health agency, a cancer 
care clinic, a free-standing hospice, a specialty care clinic, a perinatology 
clinic and a NICU. Susie has also served as Director of Quality for a large 
provider organization and has managed family practice and internal medicine 
provider clinics. In those capacities, Susie has worked closely with health 
plans across their organizations to contract services and integrate their service 
continuum.   


# of Years with Firm: 6.5 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present:  
Vendor Name:  
Client Name:  
Client Contact Name: 
Client Address, Phone Number, Email: Multiple
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
03/2007 
ActiveHealth Management 
Multiple 
Multiple 
Multiple 
Sales and Account Management 
Responsible for western region sales and account 
management for the full suite of ActiveHealth services.   
 
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
09/2006 – 2/2007 
Free and Clear (now Alere) 
Multiple 
Multiple 
Multiple 
Account Executive/Client Services Director 
Responsible for developing and implementing health 
plan strategy and delivery team for health plan vertical 







Required Information: 
 
MMYYYY to MMYYYY:  
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
3/2002 – 9/2006 
Matria (now Alere) 
Multiple 
Multiple 
Multiple 
Area Vice President, Client Management 
Sold and then executed key regional west coast wellness 
and healthcare delivery systems and provider groups for 
innovative government, health plan, self-insured 
employers and union accounts.  
 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Puget Sound 
Tacoma 
Washington 
BS Occupational Therapy 
Neuropsychology and Cognitive Behavioral Therapy 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


In addition to specific ActiveHealth client 
references provided with this response we’d be 
pleased to provide additional references if selected 
finalist as needed by the State. 


 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: ActiveHealth Management  


Contractor �Subcontractor 


Name:  Mary 
Kampman   Key Personnel 


Classification:  
Vice President – Account 
Management  # of Years in Classification: 11.5 


Brief Summary of 
Experience: 


Mary Kampman is responsible for leading a team of account managers 
supporting large employers in both state/government and commercial 
accounts providing wellness services including utilization, case and disease 
management. Provides strategic support for wellness initiatives, program 
expansion, and healthcare incentives to drive member engagement with their 
health.  


# of Years with Firm: 11.5 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present:  
Vendor Name:  
Client Name:  
Client Contact Name: 
Client Address, Phone Number, Email: Multiple
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
11/2007 to present: 
ActiveHealth Management 
Multiple 
Multiple 
Multiple 
Sales and Account Management 
Responsible for large government and commercial 
employer accounts with various clinical services, 
including utilization management, case management, 
disease management, online health services and 
incentive support. Provide client support with reporting, 
communications and strategic guidance for wellness 
initiatives. Current focus is primarily with large state 
and government accounts providing oversight to a team 
of account managers and associates supporting those 
accounts.  







Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
7/2002 – 11/2007 
ActiveHealth Management  
 Multiple 
Multiple 
Multiple 
VP Operations – oversaw the clinical and customer 
service support center in Chantilly, VA. Responsible for 
expanding the resources within the service center from 
50 FTEs to 250 FTEs. Overall responsibility for 
accreditation and state licensure for multiple lines of 
business including utilization management, case 
management and disease management. Worked in 
collaboration with sales and implementation in the 
expansion of our client base during the 5 years to over 2 
million lives.  


Required Information: 
 
MMYYYY to MMYYYY:  
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
4/2001 – 7/2002 
MAMSI (now United HealthCare)  
Multiple  
Multiple  
Multiple  
Clinical consultant and trainer for case managers and 
operations staff supporting external clients and 
customers. Developed materials and expanded the use of 
electronic training modules and materials. Focus on 
expanding the skills and knowledge of staff using 
electronic medical records. Taught college accredited 
course in medical terminology to customer service staff. 
Provided consulting support to senior leadership on 
reporting capabilities and developed internal reports 
focused on operational efficiencies.  


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


George Mason University  
Fairfax 
Virginia 
MSN – Master of Science in Nursing with an emphasis in administration  
Case Management Administrator 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


In addition to specific ActiveHealth client 
references provided with this response we’d be 
pleased to provide additional references if selected 
finalist as needed by the State. 


 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: ActiveHealth Management  


Contractor �Subcontractor 


Name:  Pamela Krol   Key Personnel 


Classification:  Executive Vice President # of Years in Classification: 
2 years, 10 
months 


Brief Summary of 
Experience: 


Pamela Krol is responsible for the ActiveHealth Management Account 
Management Team. 
 
Pamela has over 20 years of experience primarily in the area of consulting and 
employer health and welfare programs.  She brings a breadth of experience in 
how to develop strategies to how to implementation and measure program 
performance.  Pam is also an experienced manager and provides leadership 
and mentoring to her colleagues and teammates. 
 
 
 


# of Years with Firm: 7 years, 10 Months 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present:  
Vendor Name:  
Client Name:  
Client Contact Name: 
Client Address, Phone Number, Email: Multiple
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
03/2006 
ActiveHealth Management 
Multiple 
Multiple 
Multiple 
Account Management 
Responsible for the Account Management team. 
 
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
6/2002 – 3/2006 
Time Warner 
Supported all TimeWarner Divisions 
TimeWarner Center, New York, New York 
Director of Health and Welfare Programs 
Responsible for developing and implementing health 
plan strategy and delivery of health and welfare 
programs and program performance. 







Required Information: 
 
MMYYYY to MMYYYY:  
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
7/1998 –3/2004 
Lucent Technologies 
 
Murray Hill, New Jersey 
Headed up health and welfare program as well as 
pension administration.  
 


EDUCATION 


Institution Name:City: 
State: 
Degree/Achievement: 
Certifications: 
 
 
 


Boston University 
Boston 
MA 
Bachelors of Arts in Psychology 
 
Brandeis University 
Waltham 
MA 
Masters in Management in Health Services 
 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Guardian Industries 
Humana – State of Kentucky 
AstraZeneca 
 
 


 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: ActiveHealth Management  


Contractor �Subcontractor 


Name:  Kim Propst   Key Personnel 
Classification:  UM CM Program Manager # of Years in Classification: 6 


Brief Summary of 
Experience: 


Kim Propst is responsible for the program design for the Utilization and Case 
Management program design and delivery for the full suite of ActiveHealth 
services.  Kim has been with Active for 13 years with the  recent role of 
Utilization Management and Case Management Program Manager working 
directly under Ann Meyer, EVP Clinical Programs. Ms. Propst has worked in 
other roles at Active starting as a Utilization Management Care Manager, 
moving toward guideline development and other project development.  She 
has over 25 years experience in utilization management, cost containment, 
care management within the provider/hospital and managed care areas. Kim 
started her nursing career as a trauma critical care nurse.        


# of Years with Firm: 13 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present:  
Vendor Name:  
Client Name:  
Client Contact Name: 
Client Address, Phone Number, Email: Multiple
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
03/2000 
ActiveHealth Management 
Multiple 
Multiple 
Multiple 
UM/CM Program Manager 
Responsible for program design for our utilization and 
case management programs.   
 
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
6/1996-3/2000 
Concentra 
Multiple 
Multiple 
Multiple 
Clinical Auditor 
Performed hospital bill audits for customer serving DC, 
MD, DE area.  







Required Information: 
 
MMYYYY to MMYYYY:  
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
 1992-1995 
 HCX 
Multiple 
Multiple 
Multiple 
 Clinical Auditor 
Performed hospital bill audits for customer serving the 
Chicago area. 
 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


West Virginia University  
Morgantown 
West Virginia 
BS Nursing 
CMAC  


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


In addition to specific ActiveHealth client 
references provided with this response we’d be 
pleased to provide additional references if selected 
finalist as needed by the State. 


 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: ActiveHealth Management  


Contractor �Subcontractor 


Name:  Linda Sprauer   Key Personnel 
Classification:  Clinical Services Head  # of Years in Classification: 7  


Brief Summary of 
Experience: 


Linda Sprauer is Clinical Services Head for both the Rolling Meadows , IL 
Service Center and the Greenwood Village, Co Service Center  and  is 
responsible for the overall customer service, member outreach and clinical 
management for ActiveHealth’s disease management, utilization 
management, complex case management, Health Advocate , Maternity 
programs and Lifestyle Coaching programs. She has been with ActiveHealth 
Management for 7 years and was responsible for opening ActiveHealth 
Management’s  2nd Operation site in 2006.  
 
Linda is Registered Nurse and has clinical experience in general 
medical/surgical, oncology, orthopedic and neurology/neurosurgical nursing.  
Prior to joining ActiveHealth, Linda had  over 25 years experience in the 
insurance and care management industry.   Linda has held various leadership 
roles during that time with focus on call center operations, utilization 
management, case management and 24 hr Nurse triage. She has experience in 
supporting sales and account management, various product development 
initiatives with focus on operational interface and client implementations.  
 
 


# of Years with Firm: 7  


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present:  
Vendor Name:  
Client Name:  
Client Contact Name: 
Client Address, Phone Number, Email: Multiple
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
05/2006- present  
ActiveHealth Management 
Multiple 
Multiple 
Multiple 
Clinical/Operations site lead for Greenwood Village 
Service Center  
Responsible for Customer Service and Clinical 
Operations  for the full suite of ActiveHealth services.   


( UM/CM/ DM/ALC/Maternity /Health Advocate)  
 







Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
03/2005 -5/2006 
Concentra Preferred Services  
Multiple 
Multiple 
Multiple 
Account Manager  
Responsible for client relationship management for 
Midwest book of business for bill repricing services  


Required Information: 
 
MMYYYY to MMYYYY:  
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
12/1987- 9/2004  
Intracorp ( subsidiary Cigna Corp)  
Multiple 
Multiple 
Multiple 
Midwest Service Center Director  
Responsible for Customer Service and Clinical 
Operations for the full suite of  Intracorp services 
offered at this location  (UM/CM/ DM/ALC/Maternity 
/Health Advocate)  
 
 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Wesley-Passavant School of Nursing  
Chicago  
IL 
RN, Diploma 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


In addition to specific ActiveHealth client 
references provided with this response we’d be 
pleased to provide additional references if selected 
finalist as needed by the State. 


 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: ActiveHealth Management  


Contractor �Subcontractor 


Name:  Kevin Stewart   Key Personnel 
Classification:  Vice President - Informatics # of Years in Classification: 7 yrs 


Brief Summary of 
Experience: 


Vice President - Informatics,(Client/Operational Reporting) has an extensive 


background in healthcare including finance, project management, data 


warehouse development, account management, reporting, and psych. He 


brings more than 24 years of professional experience to his current role at 


ActiveHealth. Kevin joined ActiveHealth in September 2006 heading up the 


reporting team for both internal and external reporting. He has been a part of  


numerous implementation teams for a variety of clients implementing 


ActiveHealth's products and services.  


# of Years with Firm: 6.5 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present:  
Vendor Name:  
Client Name:  
Client Contact Name: 
Client Address, Phone Number, Email: Multiple
Role in Contract/Project: 
Details and Duration of Contract/Project: 


Kevin D. Stewart 
 
09/2006 to present 
ActiveHealth Management 
Informatics 
Kathe Fox 
Multiple 
Reporting and Informatics 
Today he manages a team of 13 Analysts and 
Production staff.  His team is responsible for ensuring 
that there is data coordination, validation, and timeliness 
to the 25,000+ quarterly reports and extracts generated 
for clients. In addition, his team is responsible for the 
development of new reports, data extracts, incentives, 
ad-hoc report requests, and working with new and 
existing clients to ensure successful program launch and 
ongoing face-to-face client support.   







Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
01/1997 – 10/2005 
Columbia University Medical School 
Faculty Practice Operations  
Multiple 
Multiple 
Prior to ActiveHealth, Kevin was the Director of 
Finance for Columbia University School of Medicine's 
1,500 physician strong Faculty Practice Operations, 
leading the IDX systems group and implementing new 
reporting through a data warehouse initiative he 
implemented. 
 


Required Information: 
 
MMYYYY to MMYYYY:  
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
12/1994 – 12/1998 
The Institute for Urban Family Health 
MIS Department 
Edward Fried 
Vice President 
Prior to working at CUMC, Kevin held numerous IT 
director roles at Beth Israel Medical Center and The 
Institute for Urban Family Health 


 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Creighton University; University of CO at Denver 
Omaha; Denver 
Nebraska; Colorado 
BS Mathematics, BS Sociology, Pre-Med; Grad level Social Work courses 
 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


In addition to specific ActiveHealth client 
references provided with this response we’d be 
pleased to provide additional references if selected 
finalist as needed by the State. 


 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: ActiveHealth Management  


Contractor �Subcontractor 


Name:  Barbara 
Leighton   Key Personnel 


Classification:  
Director of Quality 
Management # of Years in Classification: 11 years 


Brief Summary of 
Experience: 


Barbara Leighton is responsible for ActiveHealth URAC and NCQA 
Accreditations and regulatory compliance issues.  Barbara has been with 
Active for 11 years in Quality Management Department and has maintained 
the ActiveHealth URAC Health Utilization Management and Case 
Management Accreditations and obtained and maintained the NCQA Disease 
Management accreditation.  Barbara recently submitted the NCQA survey for 
the Health and Wellness Promotion Accreditation.  Barbara is a registered 
nurse and has worked in medical management settings since 1990.  Barbara 
supervises 4 personnel who work on insuring our utilization management 
state certifications or licenses are maintained in states that require this.  
Barbara’s team also audits denial determinations and coordinates appeals to 
ensure that federal and state requirements are met.    


# of Years with Firm: 11 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present:  
Vendor Name:  
Client Name:  
Client Contact Name: 
Client Address, Phone Number, Email: Multiple
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
08/2002 to present 
ActiveHealth Management 
Multiple 
Multiple 
Multiple 
Accreditation, regulatory compliance and appeal 
coordination 
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
12/1990 – 08/2002 
Value Options (previously Health Management 
Strategies)   
Multiple 
Multiple 
Multiple 
Accreditation and regulatory compliance 







Required Information: 
 
MMYYYY to MMYYYY:  
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
01/1986 – 12/1990 
Springwood Psychiatric Institute - facility 
Multiple 
Multiple 
Multiple 
Staff nurse 
Inpatient nursing care for children, adolescents and their 
families.  
 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Marquette University 
Milwaukee 
Wisconsin 
BSN 
Certified Professional in Healthcare Quality  


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


In addition to specific ActiveHealth client 
references provided with this response we’d be 
pleased to provide additional references if selected 
finalist as needed by the State. 
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State of Nevada  


Utilization Management and Large Case Management - 3084 


©Copyright 2013, Active Health Management, Inc. 
. 


TAB I – TITLE PAGE 


 
 


The title page must include the following: 
 


Part II – Cost Proposal 
RFP Title: Utilization Management and Large 


Case Management 
RFP: 3084 
Vendor Name: ActiveHealth Management, Inc. 
Address: 6501 South Fiddlers Green Circle 


Suite 320 
Greenwood Village, CO 80111-
4931 
(303) 824-7200 
 


Proposal Opening 
Date: 


December 3, 2013 


Proposal Opening 
Time: 


2:00 PM 


 








ATTACHMENT I 
 


COST SCHEDULE 
 


 
Vendor Name __ActiveHealth Management____________________ 
 
 


Service Plan Year 15 


7/1/14 – 6/30/15 


PPPM Rate


Plan Year 16 


7/1/15 – 6/30/16 


PPPM Rate


Plan Year 17 


7/1/16 – 6/30/17 


PPPM Rate


Plan Year 18 


7/1/17 – 6/30/18 


PPPM Rate


Plan Year 19 


7/1/18 – 6/30/19 


PPPM Rate 


Implementation Fees Included Included Included Included Included 


Case management/Large case management $1.60 $1.60 $1.60 $1.62 $1.65 


Pre-certification  $0.99 $0.99 $0.99 $1.00 $1.02 


Concurrent review Included Included Included Included Included 


Out-patient services pre-certification  Included Included Included Included Included 


Retrospective review  Included Included Included Included Included 


Management reporting Included Included Included Included Included 


Communication materials, printing, mailing charges, etc. $10,000 
Communications 


Budget 


$10,000 
Communications 


Budget 


$10,000 
Communications 


Budget 


$10,000 
Communications 


Budget 


$10,000 
Communications 


Budget 







Other (please be specific) Ad-hoc reporting 
requires development
scoped and agreed to
State prior to initiat
work. Ad-hoc 
development is a o
fee for each report
billed at $250/hr. 


Ad-hoc reporting that r
development will be 
and agreed to by the Sta
to initiating the work. 
report  development is
time fee for each repor
billed at $250/hr. 


Ad-hoc reporting 
requires development
scoped and agreed to
State prior to initiat
work. Ad-hoc 
development is a o
fee for each report
billed at $250/hr. 


Ad-hoc reporting that r
development will be 
and agreed to by th
prior to initiating the
Ad-hoc report  develop
a one-time fee for each
to be billed at $250/hr.


Ad-hoc reporting that r
development will be 
and agreed to by th
prior to initiating the
Ad-hoc report  develop
a one-time fee for each
to be billed at $250/hr. 


 













Utilization Management and RFP 3084 Page 1 of 57 
Large Case Management Services 


Part IA – Technical Proposal 
RFP Title: Utilization Management and  


Large Case Management 
 


RFP 3084 
Vendor Name: American Health Holding, Inc. 


Address: 7400 West Campus Road, F-510 
New Albany, OH 43054 


Proposal Opening Date: December 3, 2013 
Proposal Opening Time: 2:00 p.m. 


 


Creating Healthy Outcomes 
American Health Holding, Inc.  7400 West Campus Road, F-510  New Albany, Ohio 43054 


Web www.AmericanHealthHolding.com  Toll-free 866-614-4244  Email marketing@ahhinc.com 
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November 25, 2013 
 
 
 
 
State of Nevada, Purchasing Division 
Marcy Troescher, Purchasing Officer 
515 E. Musser Street, Suite 300 
Carson City, NV 89701 
 
Dear Ms. Troescher: 
 
On behalf of American Health Holding, Inc. (American Health), I thank you for the opportunity to participate in 
your Request for Proposal (RFP) process. American Health understands your plan design components and 
requirements as outlined in RFP 3084 for Utilization Management and Large Case Management. Our qualifications 
make us an excellent vendor candidate. Please accept this letter and accompanying material as our official 
proposal for the products and services requested by the State of Nevada in RFP 3084. 
 
We are a uniquely experienced Utilization Management and Large Case Management partner for PEBP. We 
believe our capabilities are best summarized by the qualities below:  


 Our commitment to Nevada – American Health is committed to providing “best in class” service to the 
169,540 lives we currently cover in the State of Nevada. Additionally, our proposed Account Manager for the 
state resides in Las Vegas and has experience servicing the State of Nevada. 


 Our experience with state government plans – American Health has the background and hands-on know-how 
to service a wide variety of clients, including state, health/welfare funds, self-insured companies, third party 
administrators and other types of organizations. Founded in 1993, American Health provides medical 
management services to approximately 2.3 million lives, including state enrollees of approximately 171,000.  


 Our success at controlling costs – American Health has developed a comprehensive approach to ensuring the 
quality and appropriateness of care while maximizing cost savings and avoiding preventable high-cost 
procedures and hospitalizations.  


 Satisfaction: 96% of our clients are satisfied with our products and services. In addition, 98% believe that our 
staff are well-trained, knowledgeable professionals. Our people work hard every day to go above and beyond 
our clients’ expectations. More than 60 of our clients have provided testimonials about our services, which we 
encourage you to view on our website: www.americanhealthholding.com. 


 Our approach – We will leverage our success and experience to form a true partnership with PEBP while 
working toward your objectives. We will consult with you and share ideas for plan design based upon best 
practices within the industry and our block of business. 



http://www.americanhealthholding.com/
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 Our Case Ownership Model – American Health assigns a specific nurse to each member with an open case. 
This model enables us to focus on individuals (rather than just “callers”) and to improve discharge planning. It 
also allows us to be fully cognizant of both the personal and financial implications of a case in a “real time” 
environment. 


 
We pride ourselves on delivering timely solutions that impact the daily lives of our members as well as our 
customer’s bottom line. We are confident that our extensive experience and broad array of medical management 
solutions will allow American Health to meet and exceed PEBP’s expectations, and we look forward to moving to 
the next stage of the selection process. Please feel free to contact me with questions any time. Again, thank you 
for the response opportunity.   
 
Best regards, 
 


 
 
Paul Lavin 
President and CEO 
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Services You Can Depend On 
We hold the belief that “when you’ve seen one 
customer, you’ve seen one customer.” Because no two 
customers are alike, we strive to understand the 
unique needs and directions of our clients. We deliver 
a medical management process that uniquely meshes 
our services with what our clients need and want. Our 
full spectrum of medical management services 
includes: 


 Utilization Management 


 Advanced Radiology Scheduling Services 


 Case Management 


 Specialty Case Management 


 Pre-Admission and Post-Discharge Counseling 


 Wellness 


 Disease Management 


 Performance-Based Wellness 


 Maternity Management 


 Medical Evacuation 


 Onsite Medical Management 


 Medical Review 


 Independent External Review 


 Medical Disclosure 


 Integrated Behavioral Health 


 24/7 Physician Consultations  


 24/7 Nurse Line and Information Library  


 Bill Audit Services 


 Out-of-Network Repricing and Negotiations 
 


 
Web www.AmericanHealthHolding.com 


Toll-free 866.614.4244  


Email marketing@ahhinc.com 


 


About American Health Holding, Inc. 
 
Founded in 1993, American Health Holding, Inc. (American 
Health) believes that the combination of building partnerships 
with clients and delivering innovative and cutting-edge methods 
of containing health care costs is vital to our continued growth 
and development. We provide comprehensive services through a 
professional staff of physicians and registered nurses who are 
highly qualified in cost management issues including quality 
assurance standards.  
 


Who We Are 
 National medical management firm serving approximately 


2.3 million lives in all 50 states, the Caribbean and Bermuda 


 More than 20 years of experience with cost management 
solutions and member advocacy 


 Services that span the health care continuum 


 URAC-accredited, integrated Utilization Management, Case 
Management and Disease Management programs 


 Client-focused flexibility to maximize cost savings and 
ensure quality of care 


 Licensed in all required states  
 


What Makes Us Unique 
 Onsite capabilities 


 One-stop shop for medical management 


 The preferred vendor among multiple stop-loss carriers 


 Proprietary software and guidelines from MCG Health 


 Leading-edge criteria and reporting capabilities 


 Client-focused flexibility, customizable programs 


 Technology-oriented, web-based access 


 Emphasis and commitment to quality  
 


Who We Serve 
 Third-party administrators 


 State and local governments 


 Health/welfare funds 


 Self-insured companies 


 Reinsurance carriers and MGUs 


 Health care/business coalitions 


 Health insurance carriers 


 PPOs, HMOs and MCOs 


 Independent Practice Associations  


 































































 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: American Health Holding, Inc.  


X   Contractor �   Subcontractor 
Name: Dennis Bryant X Key Personnel 


Classification: 
Vice President, Business 
Support # of Years in Classification: 6 


Brief Summary: of 
Experience: 


Dennis has more than 20 years of experience in customer service, technology, 
consulting and management. He previously applied his expertise to the 
insurance, manufacturing, global consulting and eCommerce industries, 
working with internationally recognized companies such as Abbott 
Laboratories, Philips Electronics and Atos-Origin. He joined American Health 
as a consultant in 2002 and was instrumental in the development and 
implementation of the company's industry-leading proprietary iSuite software 
system.  


# of Years with Firm: 11 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


07/01/2007 to Present 
American Health  
American Health 
Paul Lavin, President and CEO 
7400 West Campus Rd., New Albany, OH 43054 
614-933-7654 
plavin@ahhinc.com  
As Vice President, Business Support, Dennis oversees 
American Health's business support, facility 
management, project management and implementation 
teams. 



mailto:plavin@ahhinc.com





Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


06/05/2005 to 06/30/2007  
American Health  
American Health 
Paul Lavin, President and CEO 
7400 West Campus Rd., New Albany, OH 43054 
614-933-7654 
plavin@ahhinc.com 
Director, Applications Development 
Established and defined a new corporate IT strategic 
infrastructure and process. Established best-in-breed 
business and technical processes, positioning the 
company to utilize technical infrastructure to gain 
market share. Provided leadership to a cross-functional 
team of up to 22 professionals representing 35,000 
person-hours of effort to deliver a best-in-breed 
healthcare management system. Implemented a HIPAA 
compliant, rules-based, and secure Internet application. 
Implemented a HIPAA/EDI framework for the 278 and 
834 HIPAA transaction sets. Delivered processes and 
software to deploy new clients and convert existing 
clients in a highly efficient environment. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


  


EDUCATION 
Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Northeast Missouri State University  
Kirksville 
Missouri 
Bachelor of Science in Computer Science and Business Administration.  
Additionally, Dennis has completed extensive vendor and internal corporate 
training programs. 


REFERENCES 



mailto:plavin@ahhinc.com





Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Kerry Kovaleski 
Arizona Foundation for Medical Care 
Director, Medical Management 
(p) 602-417-2318 
KKovaleski@azfmc.com (Preferred contact 
method) 
 
Gregg Kamas 
Employee Benefit Management Services, Inc. 
Chief Health Officer 
(p) 800-777-3575 ext. 1249 
gkamas@ebms.com 
 
Melissa Walton 
Employee Benefit Management Services, Inc. 
Case Management Business Analyst 
800-777-3575 ext. 1297 
mwalton@ebms.com 


 



mailto:KKovaleski@azfmc.com

mailto:gkamas@ebms.com

mailto:mwalton@ebms.com
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4. COMPANY BACKGROUND AND REFERENCES 
 


4.1 VENDOR INFORMATION 
 


4.1.1 Vendors must provide a company profile in the table format below. 
 


Question Response 
Company name: American Health Holding, Inc.  
Ownership (sole proprietor, partnership, etc.): Corporation - American Health operates as 


an independent subsidiary of Aetna, Inc. 
(NYSE:AET) 


State of incorporation: Ohio 
Date of incorporation: January 15, 1993 
# of years in business: 20 
List of top officers: Paul Lavin, MBA, CPA, president and CEO 


Ron Gibb, executive vice president and chief 
operating officer 


Location of company headquarters: 7400 West Campus Road, F-150 
New Albany, OH 43054 


Location(s) of the company offices: In addition to our company headquarters at 
7400 West Campus Road, F-150, New 
Albany, OH 43054, our nurses and case 
managers telecommute from locations 
around the US.  


Location(s) of the office that will provide the 
services described in this RFP: 


In addition to our company headquarters at 
7400 West Campus Road, F-150, New 
Albany, OH 43054, our nurses telecommute 
from locations around the US. 


Number of employees locally with the 
expertise to support the requirements identified 
in this RFP: 


American Health currently has a staff of 
more than 471 employees located locally and 
nationally. 


Number of employees nationally with the 
expertise to support the requirements in this 
RFP: 


American Health currently has a staff of 
approximately 471 employees located locally 
and nationally.  


Location(s) from which employees will be 
assigned for this project: 


Primary services will be provided 
telephonically by American Health 
telecommuting nurses and case managers. 
Additional services will be provided 
telephonically by American Health 
telecommuting nurses and case managers in 
various US locations. Intake services will be 
provided telephonically by American Health 
staff located in our corporate offices in Ohio. 
In addition, many of our senior staff 
members, who will be actively involved with 
your account, are located in our corporate 
offices in Ohio. American Health anticipates 
providing an account manager based in 
Nevada and, subject to availability, a case 
manager in Northern Nevada.  
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 Case Management 


Specialty Case 
Management 


(Renal/Maternity/Onc
ology/Transplant) 


Utilization 
Management 


Intake 


Dedicated 
Staff 


Yes Yes 
 
Yes Yes 


Location  


Case Management services 
will be provided 
telephonically by American 
Health telecommuting case 
managers in various US 
locations. Additionally, 
subject to availability our 
Case Management staffing 
will include a nurse located 
in Northern Nevada. 


Case Management services 
will be provided 
telephonically by American 
Health telecommuting case 
managers in various US 
locations. 


Case Management services 
will be provided 
telephonically by American 
Health telecommuting 
nurses in various US 
locations. 


Intake services will be 
provided telephonically by 
American Health staff 
located in our corporate 
offices in Ohio. 


Comments 


To increase efficiency and 
effectiveness during high 
volume and vacation 
periods, back up will be 
provided telephonically by 
American Health corporate 
or telecommuting case 
managers. Our goal is 
always to provide dedicated 
staff; however, this is also 
dependent on volume. 


American Health case 
managers are highly-skilled 
in their areas of specialty. 
Our goal is always to 
provide dedicated staff; 
however, this is also 
dependent on volume. 


To increase efficiency and 
effectiveness during high 


volume and vacation 
periods, back up will be 


provided telephonically by 
American Health corporate 
or telecommuting nurses. 


Our goal is always to 
provide dedicated staff; 


however, this is also 
dependent on volume. 


Our goal is always to 
provide dedicated staff; 
however, this is also 
dependent on volume. 


Features 
of Staffing 
Model 


Even though select Case Management services may not require dedicated staff, our Case Ownership Model assigns a 
specific nurse to each member with an open case. Our model enables us to focus on individuals (rather than just “callers”) 
once a case has been identified via our Utilization Review process or through alternative methods for identification and 
referral. Our model also allows us to be more fully cognizant of both the personal and financial implications of a case in a 
“real time” environment.  
 
Communication between Case Management and Utilization Management is enhanced through iSuite, American Health’s 
proprietary, integrated medical management software system. Our nurses can see each other’s cases through iSuite and 
collaborate to ensure the member is getting the best possible care. As an added benefit to PEBP, we can load the State’s 
network information in iSuite on a weekly or monthly basis so all nurses, regardless of their location, will have access to the 
State’s listing of in-network physicians and providers. 


 
4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to 


the laws of another state must register with the State of Nevada, Secretary of 
State’s Office as a foreign corporation before a contract can be executed between 
the State of Nevada and the awarded vendor, unless specifically exempted by NRS 
80.015. 


American Health is registered with the Nevada Secretary of State Office as a foreign corporation. 


 
4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be 


appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant 
to NRS 76.  Information regarding the Nevada Business License can be located at 
http://sos.state.nv.us.  


 
Question Response 


Nevada Business License Number: NV20001233804 
Legal Entity Name: American Health Holding, Inc. 



http://sos.state.nv.us/
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Is “Legal Entity Name” the same name as vendor is doing business as? 


 
Yes X No  


 
If “No”, provide explanation. 


 
4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  


Vendors shall be proactive in verification of these requirements prior to proposal 
submittal.  Proposals that do not contain the requisite licensure may be deemed 
non-responsive. 


American Health acknowledges the above PEBP requirements. 
 


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?  
 


Yes  No X 
 


If “Yes”, complete the following table for each State agency for whom the work 
was performed.  Table can be duplicated for each contract being identified. 


 
Question Response 


Name of State agency:  
State agency contact name:  
Dates when services were 
performed: 


 


Type of duties performed:  
Total dollar value of the contract:  


 
4.1.6 Are you now or have you been within the last two (2) years an employee of the 


State of Nevada, or any of its agencies, departments, or divisions? 
 


Yes  No X 
 


If “Yes”, please explain when the employee is planning to render services, while 
on annual leave, compensatory time, or on their own time? 
 
If you employ (a) any person who is a current employee of an agency of the State 
of Nevada, or (b) any person who has been an employee of an agency of the State 
of Nevada within the past two (2) years, and if such person will be performing or 
producing the services which you will be contracted to provide under this 
contract, you must disclose the identity of each such person in your response to 
this RFP, and specify the services that each person will be expected to perform. 


 
4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, 


civil or criminal litigation in which the vendor has been alleged to be liable or held 
liable in a matter involving a contract with the State of Nevada or any other 
governmental entity.  Any pending claim or litigation occurring within the past six 
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(6) years which may adversely affect the vendor’s ability to perform or fulfill its 
obligations if a contract is awarded as a result of this RFP must also be disclosed. 


 
Does any of the above apply to your company? 


 
Yes  No X 


 
If “Yes”, please provide the following information.  Table can be duplicated for 
each issue being identified. 


 
Question Response 


Date of alleged contract failure or 
breach: 


 


Parties involved:  
Description of the contract 
failure, contract breach, or 
litigation, including the products 
or services involved: 


 


Amount in controversy:  
Resolution or current status of the 
dispute: 


 


If the matter has resulted in a 
court case: 


Court Case Number 
  


Status of the litigation:  
 


4.1.8 Vendors must review the insurance requirements specified in Attachment E, 
Insurance Schedule for RFP 3084.  Does your organization currently have or will 
your organization be able to provide the insurance requirements as specified in 
Attachment E. 


 


Yes 
X  
As 


modified 
No  


 
Any exceptions and/or assumptions to the insurance requirements must be 
identified on Attachment B, Technical Proposal Certification of Compliance 
with Terms and Conditions of RFP.  Exceptions and/or assumptions will be 
taken into consideration as part of the evaluation process; however, vendors must 
be specific.  If vendors do not specify any exceptions and/or assumptions at time 
of proposal submission, the State will not consider any additional exceptions 
and/or assumptions during negotiations.  
 
Upon contract award, the successful vendor must provide the Certificate of 
Insurance identifying the coverages as specified in Attachment E, Insurance 
Schedule for RFP 3084. 


American Health acknowledges the above PEBP requirements. 
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4.1.9 Company background/history and why vendor is qualified to provide the services 
described in this RFP.  Limit response to no more than five (5) pages. 


Founded in 1993, American Health provides medical management services to approximately 
2.3 million lives across the United States, the Caribbean and Bermuda. We believe our 
capabilities can be best summarized by the qualities below, which position us as a uniquely 
qualified partner of PEBP for the delivery of medical management programs and services to 
the State of Nevada.  


Our presence in Nevada 


While we are a national medical management company, we are proud to provide a personal 
customer service experience. For PEBP, this includes extensive experience in your state. We 
service 169,540 lives in Nevada, including partnerships with multiple Health and Welfare 
funds. 


In addition, our proposed account manager is based in Las Vegas and is experienced serving 
the State of Nevada. She is a registered nurse who holds a master’s degree in Health Care 
Informatics from the University of Colorado. She will leverage her strong clinical and 
informatics background to build a consultative relationship with the PEBP. 


Our customer service philosophy 


We work hard every day to exceed our clients’ expectations; as a result, they feel good about 
doing business with us. Our customer service philosophy can be described in the four points 
below, which offers clients a service experience that inspires loyalty and keeps them coming 
back for more. 


 Flexibility: At American Health, one size does not fit all. We have designed our services to 
be flexible, which allows our customers to customize their programs to fit their unique 
needs. We have experience working with clients of all sizes and in many industries, so you 
can have confidence in our ability to help design the medical management program that 
works best for you. 


 Competitive price: Thanks to our efficiency and strong productivity management, we offer 
very competitive pricing. We strive to make our services valuable to our customers. 
Quality programs and services are still our focus. 


 Satisfaction: 96% of our clients are satisfied with our products and services. In addition, 
98% believe that our staff are well-trained, knowledgeable professionals. Our people work 
hard every day to go above and beyond our clients’ expectations. More than 60 of our 
clients have provided testimonials about our services, which we encourage you to view on 
our website: www.americanhealthholding.com. Additionally, please visit Tab IX to see the 
results of our most recent client satisfaction survey.  


 Relationships: A big part why so many of our clients are satisfied with our services is that 
we take the time to build consultative relationships. We listen to our clients’ specific needs 
and work to find a solution, even if one is not apparent. We are trustworthy, attentive and 
proactive. We do not just have clients — we have partners. 


We tell our clients every day that if they ask us do something, we will try to figure out a way to 
do it; often at no extra charge. 


Our differentiators 


There are a few other attributes that set us apart: 



http://www.americanhealthholding.com/
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Quality: We offer unparalleled quality in our products. Our Utilization Management and Case 
Management programs are URAC-accredited. Our team is credentialed and experienced, our 
clinical programs use national guidelines and we have checks and balances along the way to 
ensure we are making appropriate decisions.  


Our comprehensive Total Quality Management (TQM) program is designed as an objective and 
systematic approach to monitoring and evaluating the quality of services we provide to our 
clients, their groups and members. The TQM Program includes regular auditing, monitoring 
and evaluation of performance against key indicators, thus enabling American Health to 
deliver continuous improvements and improved results. 


Best system platform, reporting and analytics: We believe our medical management system, 
iSuite, is the best in the industry. iSuite integrates our programs and provides the efficiency we 
need to get things done quickly and correctly. With iSuite, we manage work and offer system 
access to both HealthSCOPE and the State, allowing for full visibility into medical management 
activities.  


iSuite is web-based, meaning users can access its powerful features without the costly 
installation, set up, maintenance, hardware and software support costs typically associated 
with technology investments. iSuite’s rules and workflow engine automate all managed care 
processes and, because it places the patient at the center of all activities, integrates Utilization 
Management and Case Management.  


iSuite’s EZ Reports tool allows users to access a wide variety of reports on demand. Over the 
past several years, we have made a multi-million dollar investment in our Business Intelligence 
department, resulting in reporting capabilities that are best in class. We are positioned to 
make additional strides in our ability to quickly and proactively spot trends in outcomes, 
evaluate outliers and better assist plans in managing the health and wellness of their 
populations. 


Integration with HealthSCOPE Benefits: American Health has a strong relationship with 
HealthSCOPE. We work together to deliver custom and cost-effective solutions to 
approximately 35 HealthSCOPE groups, ranging in size from five to 74,000 employees. We have 
a high level of daily interaction already in place to ensure seamless service to clients. 


Specialty Case Management: Our URAC-accredited Case Management services are designed to 
improve the quality of patient care while maximizing cost savings. We provide individuals a 
better understanding of specialized care needs, access to Centers of Excellence and specialty 
care facilities, education on alternatives to costly inpatient care and direction toward in-
network discounts. We work with members to educate and help them make choices that 
contribute to a healthier lifestyle, thus reducing the incidence of complications and future 
medical costs. Our Specialty Case Management programs meet the complex needs of members 
in need of services for Maternity, Neonatal and Pediatrics, Oncology and Transplant cases. 


Data analytics: American Health has made substantial investments in reporting and analytics 
since 2011, including the following:  
 Built a data warehouse, which allows us to provide answers in a matter of hours 
 Formed a new Business Intelligence department 
 Assembled a team of eight informatics professionals and data analysts 
 Added substantial features to our quarterly reports 
 Enhanced our Executive Summary reporting capabilities for large groups 







Utilization Management and RFP 3084 Page 48 of 57 
Large Case Management Services 


However, our journey is not complete. Future plans include the introduction of a Client 
Information Portal for web-based, interactive analytics. We also have plans to leverage ICD-10 
for deeper analysis into intervention opportunities and to improve our claims data 
management capabilities and prepare for the advanced needs of population health 
monitoring. 


 
4.1.10 Length of time vendor has been providing services described in this RFP to the 


public and/or private sector.  Please provide a brief description. 


American Health has provided clinical management services, including Utilization Management 
and Case Management, since 1993 to a wide variety of entities such as TPAs, HMOs, PPOs, IPAs, 
Taft-Hartley multi-employer/union funds, single employer (corporate), City/State/Federal 
government, schools, and associations. We currently provide medical management services to 
nearly 2.3 million members. 


 
4.1.11 Financial information and documentation to be included in Part III, Confidential 


Financial Information of vendor’s response in accordance with Section 9.5, Part III 
– Confidential Financial Information.  


 
4.1.11.1 Dun and Bradstreet Number  


 
4.1.11.2 Federal Tax Identification Number 


 
4.1.11.3 The last two (2) years and current year interim: 


 
Profit and Loss Statement  
Balance Statement 


Per 4.1.11, responses to the above information can be found in Part III – Confidential Financial 
Information, which is included with our submission. 


 


 


See Part III - Confidential Financial Information  
 4.1.11.3 Aetna Financial Information and Documentation  


 
 


4.2 SUBCONTRACTOR INFORMATION  
 


4.2.1 Does this proposal include the use of subcontractors? 
 


Yes X No  
 


If “Yes”, vendor must: 
 


4.2.1.1 Identify specific subcontractors and the specific requirements of this 
RFP for which each proposed subcontractor will perform services. 


American Health utilizes the services of Family Practice Outreach, LLC, which is 
owned by Roland Griggs, M.D., our medical director who oversees our 
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Utilization Management process. In certain circumstances, our nurses and case 
managers will refer cases for review to Dr. Griggs. Cases may also be referred 
to our Consulting Physician Review Panel or to an Independent Review 
Organization (IRO). For purposes of this RFP, and unless instructed otherwise by 
PEBP, American Health considers Dr. Griggs as our only subcontractor and has 
included the appropriate subcontractor information in our proposal. American 
Health considers the IROs to be vendors versus subcontractors. 


 
4.2.1.2 If any tasks are to be completed by subcontractor(s), vendors must: 


 
A. Describe the relevant contractual arrangements; 


American Health’s board-certified medical director plays a number of key 
roles in the delivery of our medical management programs. For example, if 
a case has unique circumstances that raise questions for the Utilization 
Management nurse handling the case, the medical director will review the 
case to determine the best course of action and reach out to the member’s 
physician for a peer-to-peer discussion, if necessary. Our medical director 
also reviews all cases for which a provider or member has received an 
adverse review/decision to determine appropriate next steps. Our medical 
director also serves on the Total Quality Management Committee (TQM), 
reviews and approves the TQM Program Plan and Description and provides 
physician consultation for new procedures or new 
technology/pharmacology. 


 
B. Describe how the work of any subcontractor(s) will be 


supervised, channels of communication will be maintained and 
compliance with contract terms assured; and 


Certain delegated activities are regularly audited through the American 
Health TQM Program. Results of TQM Program audits are presented 
monthly to Senior Directors and Clinical Operations and quarterly to the 
TQM committee. American Health also reserves the right to 
investigate/audit a subcontractor’s performance at any time. American 
Health monitors performance using the specifications described in the 
contract/subcontract, quality indicators, and monthly financial and project 
management reports. 


 
C. Describe your previous experience with subcontractor(s). 


Dr. Griggs has been American Health’s consulting medical director since 
1993, bringing more than 22 years of medical management experience. Dr. 
Griggs is a licensed physician in 20 states. He received his B.A. from 
Dartmouth College and a Medical Degree and Masters Degree in Hospital 
and Health Services Administration from The Ohio State University. Dr. 
Griggs is certified in Quality Assurance and Utilization Review by the 
American Board of Quality Assurance and Utilization Review Physicians 
(ABQAURP) and by the American Board of Medical Specialties certified for 
Family Medicine. 
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4.2.1.3 Vendors must describe the methodology, processes and tools 


utilized for: 
 


A. Selecting and qualifying appropriate subcontractors for the 
project/contract; 


Dr. Griggs has served as American Health’s consulting medical director 
since 1993, our year of inception. For detailed information on his 
qualifications, please reference our response to 4.2.1.2 C. Our selection of 
vendors is based on a process including documenting our requirements, 
identifying multiple vendors who meet the requirements, evaluating them 
on consistent criteria, checking references, narrowing the vendor field, and 
selection.  


 
B. Ensuring subcontractor compliance with the overall performance 


objectives for the project;  


American Health monitors performance using the specifications described 
in the contract/subcontract, quality indicators, and monthly financial and 
project management reports. Additionally, our TQM Program includes 
audits that ensure subcontractor compliance with performance objectives. 


 
C. Ensuring that subcontractor deliverables meet the quality 


objectives of the project/contract; and 


Please see our response to 4.2.1.3 B above.  


 
D. Providing proof of payment to any subcontractor(s) used for this 


project/contract, if requested by the State.  Proposal should 
include a plan by which, at the State’s request, the State will be 
notified of such payments. 


American Health acknowledges this PEBP requirement. If proof of 
subcontractor payment is requested, we will notify the State in a manner 
agreed to by both parties. 


 
4.2.1.4 Provide the same information for any proposed subcontractors as 


requested in Section 4.1, Vendor Information. 
 


Question Response 
Company name: Family Practice Outreach, LLC 
Ownership (sole proprietor, partnership, etc.): LLC 
State of incorporation: Ohio 
Date of incorporation: 09/10/1987 
# of years in business: 27 
List of top officers: Roland Griggs, MD 


Location of company headquarters: 7739 East Broadway, #360, Tucson, AZ 85710 
Location(s) of the company offices: Tucson, AZ 
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Question Response 
Location(s) of the office that will provide the 
services described in this RFP: 


Tucson, AZ 


Number of employees locally with the 
expertise to support the requirements identified 
in this RFP: 


n/a 


Number of employees nationally with the 
expertise to support the requirements in this 
RFP: 


1 


Location(s) from which employees will be 
assigned for this project: 


Tucson, AZ 


 
4.2.1.5 Business references as specified in Section 4.3, Business 


References must be provided for any proposed subcontractors. 


American Health acknowledges this requirement and has provided three 
references. The references for medical management services also include 
comments representing client feedback for the services that are performed by 
Dr. Griggs as medical director. 


 
4.2.1.6 Vendor shall not allow any subcontractor to commence work until 


all insurance required of the subcontractor is provided to the vendor. 


American Health acknowledges the above requirement. 


 
4.2.1.7 Vendor must notify the using agency of the intended use of any 


subcontractors not identified within their original proposal and 
provide the information originally requested in the RFP in Section 
4.2, Subcontractor Information.  The vendor must receive agency 
approval prior to subcontractor commencing work. 


American Health acknowledges the above requirement.  


 
4.3 BUSINESS REFERENCES 


 
4.3.1 Vendors should provide a minimum of three (3) business references from similar 


projects performed for private, state and/or large local government clients within 
the last ten (10) years. 


American Health acknowledges this requirement and has provided three references.  
 


4.3.2 Vendors must provide the following information for every business reference 
provided by the vendor and/or subcontractor: 


 
The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor.  
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Reference #: 1 – HealthSCOPE Benefits, Inc.  


 American Health Holding, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 
Project Name: Utilization Management and Case Management Vendor  


Primary Contact Information 
Name: Mary Catherine Person 
Street Address: 27 Corporate Hill Drive  
City, State, Zip Little Rock, AR 72205 
Phone, including area code: 501-225-1551 
Facsimile, including area code: 501-225-9354 
Email address: Mary.person@healthscopebenefits.com  


Alternate Contact Information 
Name: Pat Kauffman 
Street Address: 27 Corporate Hill Drive  
City, State, Zip Little Rock, AR 72205  
Phone, including area code: 501-218-7753 
Facsimile, including area code: 501-225-9354 
Email address: Pat.kauffman@healthscopebenefits.com  


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


American Health serves as a medical 
management vendor partner for HealthSCOPE 
Benefits. We regularly exchange electronic 
enrollment and plan data in the manner 
described within our response. In addition, our 
leadership and account services teams are in 
continual contact in an effort to ensure client 
satisfaction. 


Original Project/Contract Start Date: June 1, 2009 
Original Project/Contract End Date: June 1, 2015 
Original Project/Contract Value: The annual revenue for each reference 


provided by American Health is between one 
million and 410 million dollars.  


Final Project/Contract Date: n/a 
Was project/contract completed in 
time originally allotted, and if not, 
why not? 


This is not applicable to the relationship 
between HealthSCOPE Benefits and American 
Health, as our contract and partnership are 
ongoing.  


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


This is not applicable to the relationship 
between HealthSCOPE Benefits and American 
Health, as our contract and partnership are 
ongoing. 


 
  



mailto:Mary.person@healthscopebenefits.com

mailto:Pat.kauffman@healthscopebenefits.com
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Reference #: 2 – State of Arkansas  


 American Health Holding, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 
Project Name: Utilization Management and Case Management Vendor  


Primary Contact Information 
Name: Michele Hazelett 
Street Address: 501 Woodlane Avenue, Ste. 500 
City, State, Zip Little Rock, AR 72201 
Phone, including area code: 501-682-5500 
Facsimile, including area code: 501-682-1168 
Email address: Michele.hazelett@dfa.arkansas.gov  


Alternate Contact Information 
Name: Doug Shackleford 
Street Address: 501 Woodlane Avenue, Ste. 500 
City, State, Zip Little Rock, AR 72201 
Phone, including area code: 501-682-5500 
Facsimile, including area code: 501-682-1168 
Email address: Doug.shackleford@dfa.arkansas.gov  


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


American Health provides Utilization 
Management, Case Management, Disease 
Management, bariatric program services, 
Maternity Management, and 24/7 Nurse Line 
for the State of Arkansas. The group utilizes 
our iSuite system. In addition, we coordinate 
imports/exports, plan rules, case transition, 
telecommunications, letters, reports and 
system access. 


Original Project/Contract Start Date: July 1, 2007 
Original Project/Contract End Date: July 1, 2010 
Original Project/Contract Value: The annual revenue for each reference 


provided by American Health is between one 
million and 410 million dollars.  


Final Project/Contract Date: July 1, 2013 to June 30, 2014 
Was project/contract completed in 
time originally allotted, and if not, 
why not? 


The original contract was completed in the 
time originally allotted and was extended 
through June 30, 2014. The State of Arkansas is 
currently under contract for services with 
American Health. As such, this is not applicable 
to the current contract.  


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


The State of Arkansas is currently under 
contract for services with American Health. As 
such, this is not applicable to the current 
contract. 


 
  



mailto:Michele.hazelett@dfa.arkansas.gov

mailto:Doug.shackleford@dfa.arkansas.gov
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Reference #: 3 – State of Arizona 


 American Health Holding, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 
Project Name: Utilization Management and Case Management Vendor  


Primary Contact Information 
Name: Chanelle Bergren  
Street Address: 100 North 15th Avenue 
City, State, Zip Phoenix, AZ 85007 
Phone, including area code: 602-542-0395 
Facsimile, including area code: 602-542-4744 
Email address: Chanelle.bergren@azdoa.gov  


Alternate Contact Information 
Name: Marcia Jarvis 
Street Address: 100 North 15th Avenue 
City, State, Zip Phoenix, AZ 85007 
Phone, including area code: 602-542-4985 
Facsimile, including area code: 602-542-4744 
Email address: Marcia.jarvis@azdoa.gov  


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


American Health provides the following 
services to the State of Arizona: Utilization 
Management, Case Management (including 
Transplant and Out-of-Network Negotiations), 
Disease Management, Maternity 
Management, and 24/7 Nurse Line. The group 
utilizes our iSuite system. In addition, we 
coordinate imports/exports, plan rules, case 
transition, telecommunications, letters, reports 
and system access. 


Original Project/Contract Start Date: January 1, 2008 
Original Project/Contract End Date: December 31, 2014, by amendment 
Original Project/Contract Value: The annual revenue for each reference 


provided by American Health is between $1 
million and 410 million dollars.  


Final Project/Contract Date: January 1, 2014-December 31, 2014 (amended) 
Was project/contract completed in 
time originally allotted, and if not, 
why not? 


The original contract was completed in the 
time originally allotted and was extended 
through December 31, 2014. The State of 
Arizona is currently under contract for services 
with American Health. As such, this is not 
applicable to the current contract.  


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


The State of Arizona is currently under contract 
for services with American Health. As such, this 
is not applicable to the current contract. 


 



mailto:Chanelle.bergren@azdoa.gov

mailto:Marcia.jarvis@azdoa.gov
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4.3.3 Vendors must also submit Attachment F, Reference Questionnaire to the business 
references that are identified in Section 4.3.2. 


American Health acknowledges the above PEBP requirements. 


 
4.3.4 The company identified as the business references must submit the Reference 


Questionnaire directly to the Purchasing Division.  


American Health acknowledges that our three references must submit Attachment F, Reference 
Questionnaire to the State of Nevada Purchasing Division. 


 
4.3.5 It is the vendor’s responsibility to ensure that completed forms are received by the 


Purchasing Division on or before the deadline as specified in Section 8, RFP 
Timeline, for inclusion in the evaluation process.  Reference Questionnaires not 
received, or not complete, may adversely affect the vendor’s score in the evaluation 
process.  


American Health acknowledges the above PEBP requirements. 


 
4.3.6 The State reserves the right to contact and verify any and all references listed 


regarding the quality and degree of satisfaction for such performance. 


American Health acknowledges the above PEBP requirements. 


 
4.4 VENDOR STAFF RESUMES  


 
A resume must be completed for each proposed key personnel responsible for performance under 
any contract resulting from this RFP per Attachment G, Proposed Staff Resume. 


Please see our completed Attachment G, Proposed Staff Resumes in Tab VIII.  


 
5 COST  
 


5.1  Vendors must provide detailed fixed prices for all costs associated with the responsibilities 
and related services.  Clearly specify the nature of all expenses anticipated (refer to 
Attachment I, Cost Schedule). 


American Health acknowledges the above PEBP requirements.  


 
5.2 PEBP currently pays its Utilization Management/Large Case Management vendor $1.65 


per participant per month (PPPM) for Large Case Management and $1.09 PPPM for 
Utilization Management. 


American Health acknowledges the above information. 
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6.  FINANCIAL  
 


6.1 PAYMENT 
 


6.1.1 Upon review and acceptance by the State, payments for invoices are normally made 
within 45 – 60 days of receipt, providing all required information, documents 
and/or attachments have been received. 


American Health acknowledges the above PEBP requirements.   


 
6.1.2 Pursuant to NRS 227.185 and NRS 333.450, the State shall pay claims for supplies, 


materials, equipment and services purchased under the provisions of this RFP 
electronically, unless determined by the State Controller that the electronic 
payment would cause the payee to suffer undue hardship or extreme inconvenience. 


American Health acknowledges the above PEBP requirements. 


 
6.2 BILLING 


 
6.2.1 The State does not issue payment prior to receipt of goods or services. 


American Health acknowledges the above PEPB requirement. 
 


6.2.2 The vendor must bill the State as outlined in the approved contract and/or payment 
schedule. 


American Health acknowledges the above PEPB requirement. 


 
6.2.3 Vendors may propose an alternative payment option.  Alternative payment options 


must be listed on Attachment J, Cost Proposal Certification of Compliance with 
Terms and Conditions of the RFP.  Alternative payment options will be 
considered if deemed in the best interest of the State, project or service solicited 
herein. 


American Health acknowledges the above PEBP requirements.  


 
7. WRITTEN QUESTIONS AND ANSWERS 
 


In lieu of a pre-proposal conference, the Purchasing Division will accept questions and/or 
comments in writing, received by email regarding this RFP. 


American Health acknowledges the above PEBP requirements. 


 
7.1 QUESTIONS AND ANSWERS 


 
7.1.1 The RFP Question Submittal Form is located on the Services RFP/RFQ 


Opportunities webpage at http://purchasing.state.nv.us/services/sdocs.htm.  Select 
this RFP number and the “Question” link. 


American Health acknowledges the above PEBP requirements. 



http://purchasing.state.nv.us/services/sdocs.htm
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7.1.2 The deadline for submitting questions is as specified in Section 8, RFP Timeline. 


American Health acknowledges the above PEBP requirements. 
 


7.1.3 All questions and/or comments will be addressed in writing and responses emailed 
or faxed to prospective vendors on or about the date specified in Section 8, RFP 
Timeline. 


American Health acknowledges the above PEBP requirements. 
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3. SCOPE OF WORK  
 


The Public Employees’ Benefits Program (PEBP) is seeking a vendor that will work in partnership 
with PEBP and other PEBP vendors to assure the continued success of the PEBP CDHP.  Vendors 
are required to duplicate the level of service presently offered to the participants of the PEBP 
CDHP.  This does not, however, preclude proposing vendors from presenting alternative solutions 
that relate to Utilization Management and Large Case Management services.   
 
UM services shall include, but will not be limited to, the following: 
 


• Utilization management and large case management;  
• Pre-certification of specified medical services to determine medical necessity; 
• Concurrent and retrospective review; and  
• Management reporting.  


 
PEBP oversees the administration of the CDHP medical and dental plans.  The medical plan 
requires the services of a Utilization Management (UM) vendor to provide pre-certification 
services, utilization management, large case management, and other medical management services 
for the participants of the PEBP CDHP as described in this RFP.   


American Health acknowledges the above information. 


 
3.1  CURRENT PLAN CENSUS 


 
The CDHP plan covers all eligible State employees, certain non-state local government 
agencies, full-time employees of the Nevada System of Higher Education, and members of 
the Nevada Senate and Assembly.  Dependents of the above-mentioned groups may also 
be covered.  Benefits are also extended to retirees who are receiving benefits from 
specified public retirement systems, their surviving spouses, and/or eligible dependent 
children. 
 
As of August 1, 2013, PEBP has approximately 42,183 plan participants who include 
active and retired individuals from the state and from several local government employers. 
Of those, 19,332 have elected the self-funded medical Consumer Driven Health Plan 
(CDHP) and dental PPO Plan; 11,146 participants have elected coverage from a Health 
Maintenance Organization (HMO) for medical benefits; and 9,761 participants are on the 
Medicare Exchange for medical benefits.  Only those participants and their covered 
dependents enrolled in the CDHP are eligible for utilization management/large case 
management as defined under this contract.   
  


   
Primary 


 
Dependents 


 
Total 


State Active             
  CDHP 


 
14,754 


 
13,095 


 
27,849 


Non-state Active             
  CDHP 


 
7 


 
6 


 
13 


State 
Retiree               
  CDHP 


 
2,866 


 
1,168 


 
4,034 


Non-state Retiree             
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  CDHP   1,705   244   1,949 


        Totals 
  


19,332 
 


14,513 
 


33,845 


American Health acknowledges the above information. 


 
3.2  CURRENT PEBP VENDORS  


 
• HealthSCOPE Benefits - Third Party Claims Administrator, HSA and HRA  


Administrator (CDHP), FSA Administrator, National Medical PPO Network; 
 
• Catamaran Rx - Pharmacy Benefits Manager (CDHP); 
 
• Walgreens Pharmacy and Walgreens Specialty Pharmacy – Subcontractor of 


Catamaran Rx for mail order and specialty drug services; 
 
• Extend Health - Medicare Exchange and HRA Administration for participants on the 


Exchange; 
 
• Sierra Healthcare Options and Hometown Health Providers – Nevada Statewide 


Medical PPO Network (PPO Plan); 
 
• Diversified Dental Services - Dental PPO Network (HMO and CDHP); 
 
• Health Claim Auditors - Health Plan Auditor services (Excludes HMO vendors); 
 
• Aon Hewitt - Actuary/ Consultants; 
 
• Hometown Health Plans – Northern Nevada HMO; 
 
• Health Plan of Nevada - Southern Nevada HMO; and 
 
• Hometown Health Providers - Utilization Management, Large Case Management. 
 
American Health acknowledges the above information. 
 


3.3 UTILIZATION MANAGEMENT, CASE MANAGEMENT, AND PRE-
CERTIFICATION 


 
Please refer to PEBP’s Master Plan Document (MPD) for a complete list of services that 
require pre-certification at www.pebp.state.nv.us.  Please note that the MPD posted on the 
PEBP website is indicative of the current plan year only. 
 
3.3.1 The plan’s current utilization management program includes the following services:  


 
3.3.1.1 Case management and large case management; 


 
3.3.1.2 All elective inpatient hospital admissions, including planned use of a 


hospital for a dental purpose; 
 



http://www.pebp.state.nv.us/
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Exception: a pregnant mother does not need to notify the UM 
company about the admission for delivery unless the stay will 
exceed 48 hours for a vaginal delivery or 96 hours for a C-section. 


 
3.3.1.3 All admissions to a skilled nursing facility or sub-acute facility; 


 
3.3.1.4 All admissions to any hospital or rehab facility for rehabilitation 


therapy; 
 


3.3.1.5 All organ/tissue pre-transplantation related expenses, including the 
admission for transplantation services; 


 
3.3.1.6 Foot surgeries such as bunionectomy, correction of hammer toes, or 


corrective procedures on metatarsals, phalanges (toes), 
metatarsophalangeal joint, and interphalanageal joint;  


 
3.3.1.7 Carpal tunnel surgery; 


 
3.3.1.8 Genetic testing and/ or counseling for, but not limited to 


amniocentesis, chorionic villus sampling (CVS), alphafetoprotein 
(AFP), BRCA1 and BRCA2, and apo E; 


  
3.3.1.9 Weight-loss surgery; 


  
3.3.1.10 All spinal surgeries, inpatient or outpatient, to include but not 


limited to laminotomy, discectomy, stereotaxis and 
neurostimulators; 


 
3.3.1.11 Dialysis- Inpatient and Outpatient; 


 
3.3.1.12 Cardiac Pace Makers; 


 
3.3.1.13 Illnesses requiring chemotherapy; 


 
3.3.1.14 Any procedure that might be deemed to be experimental and/or 


investigational; and 
 


3.3.1.15 Durable medical equipment when the cost is expected to exceed 
$1,000.00. 


American Health acknowledges the above PEPB requirements. 


 
3.4 MANAGEMENT REPORTING 


 
3.4.1 The UM vendor must provide management reports in a form and content approved 


by PEBP. These reports will be provided at PEBP’s request in a hard copy and/or 
electronic media format to PEBP and PEBP’s actuary/consultant when requested.  
PEBP is looking to its vendors to propose reporting that could best meet the needs 
of the State and the program. 
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3.4.2 UM vendor must provide access to the UM vendor’s web-based reporting tools to 
assigned PEBP staff.   


  
3.4.3 The UM vendor must also have the capability to provide ad hoc reports at PEBP’s 


request at no additional cost.  Proposing vendors should include sample copies of 
reports as an attachment to their proposals. 


American Health acknowledges the above PEBP requirements.  
 


3.5 VENDOR STAFFING 
 


The UM vendor must maintain sufficient staff to meet the needs of PEBP and PEBP 
participants, including but not limited to the following: 


 
3.5.1 An account manager, whose primary responsibility is PEBP;  


 
3.5.2 Registered nurses, whose primary responsibility is PEBP; and   


 
3.5.3 Technicians whose primary responsibility is to assist PEBP staff, PEBP 


participants, and PEBP providers with answers to questions.  
 


3.5.4 Nursing licensure requirements may be required in all 50 states.  Vendors are 
encouraged to review current licensing capabilities and compare them with the 
requirements in the State of Nevada www.nursingboard.state.nv.us. 


American Health acknowledges the above PEBP requirements. Regarding 3.5.3, American Health 
considers “technicians whose primary responsibility is to assist PEBP staff….” to refer to our 
Intake Coordinators. While our Utilization Management staff is nurse-driven, it is supplemented 
by our Intake Coordinators, who work with providers and/or members to complete 
documentation during an initial call.  


 
3.6 QUALITY ASSURANCE 


 
The UM vendor is responsible for internal quality control processes to regularly evaluate 
the performance and accuracy of the services provided.  Findings of internal quality control 
evaluations will be provided to PEBP and will be included in quarterly reports provided to 
the PEBP Board. 


American Health acknowledges the above PEBP requirements. 


 
 


3.7 UTILIZATION REVIEW AND PRE-CERTIFICATION APPEAL RESOLUTION 
 


The UM vendor is responsible for adhering to an appeal process certified by an accredited 
organization such as URAC.  The current appeal process is outlined in PEBP’s Master Plan 
Document (MPD) found at www.pebp.state.nv.us. 


American Health acknowledges the above PEBP requirements. We are accredited by URAC for Health 
Utilization Review. As such, our appeals process complies with URAC and DOL requirements as applicable. 


 



http://www.nursingboard.state.nv.us/

http://www.pebp.state.nv.us/
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3.8 NOTIFICATION OF SUB-CONTRACTORS 
 


3.8.1 Disclosure of the names of all vendor subcontractors, as well as the physical 
locations where PEBP data is maintained and/or stored, must be communicated to 
PEBP at least 60 days prior to contract implementation.  


 
3.8.1.1 Implementation will not be permitted until PEBP has provided 


written authorization to the vendor. 
 


3.8.1.2 Failure of the vendor to notify PEBP of a change to (or addition of) 
an authorized subcontractor may result in a financial penalty.  


 
A. The financial penalty is identified in the Performance Standards, 


Guarantees, and Penalties section of the RFP (Section 3.19.1).  
 


B. Failure to disclose a subcontractor or other entity at least 60 days 
prior to the subcontractor or other entity having access to PEBP 
data will result in a penalty of 5% of the vendor’s previous 
year’s billed administrative charges per occurrence.  Should 
subsequent billed charges not be sufficient to cover the penalty 
in full, the balance will be billed by PEBP and considered due 
upon receipt.  Vendors must indicate their organization’s 
acknowledgement of this requirement.  


American Health has one named subcontractor, Family Practice Outreach, 
LLC, which is owned by Roland Griggs, MD, our medical director of 20 
years. While we do not foresee any changes to this long-standing 
relationship, we recognize that if for some reason (for an example, a health 
issue) Dr. Griggs is no longer able to serve as medical director, American 
Health would respond promptly to identify and contract with an 
appropriate replacement. Because such an event could occur without 
notice, we are not able to accept the notification and penalty requirement 
defined above. With that said, we commit to timely, open communication 
with PEBP on any subcontractor change and would provide updates on the 
transition.  


 
3.9 COLLABORATION WITH PEBP AND PEBP VENDORS 


 
3.9.1 The UM/CM vendor will be required to allow PEBP’s Third Party Administrator, 


HealthSCOPE Benefits, view-only access to its Utilization Management/Case 
Management IT system on a real-time basis. 


 
3.9.2 The UM/CM vendor will be required to set up an electronic interface with PEBP’s 


Third Party Administrator, HealthSCOPE Benefits, for daily feeds of pre-
certifications and authorizations. 


 
3.9.3 The UM/CM vendor will be required to host bimonthly calls with PEBP and other 


vendors as identified by PEBP for status reports on participants enrolled in large 
case management.  


 
3.9.3.1 As the host, the UM/CM vendor agrees to provide a toll-free number 
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and passcodes for PEBP approved vendors to access the bimonthly 
calls.  These calls will allow for PEBP and its vendors to collaborate 
on the direction of care and provide solutions to any issues that may 
be identified.   


 
3.9.3.2 Before each call, the UM/CM vendor will send via secure email, a 


large case management report to PEBP and its participating vendors 
in a format approved by PEBP.  The report will include, but not be 
limited to, the names of the individual patients who are under large 
case management, ID number of primary PEBP participant, the 
diagnosis(es), current treatment, and place of treatment.  The 
discussion will include: 


 
A. The case manager’s recommendations (if any) for treatment 
based on the unique needs of each PEBP participant enrolled in 
large case management; 


 
B. Any claim payment issues the participant may have experienced 
to allow PEBP’s Third Party Administrator, HealthSCOPE Benefits, 
the opportunity to resolve; and 


 
C. Any prescription drug issues the participant may have 
experienced to allow PEBP’s pharmacy benefit manager, 
Catamaran, the opportunity to resolve. 


 
3.9.4 There may be instances where a Letter of Agreement is warranted for services 


provided, for example, at an out-of-network provider. The UM/CM vendor 
understands that PEBP and its third party administrator, HealthSCOPE Benefits, 
will have full discretionary authority to determine the level of benefits that will be 
provided.  Please indicate your organization’s ability to provide these services with 
these requirements. 


 
3.9.5 PEBP contracts with a health plan auditor to perform routine audits on behalf of 


PEBP.  PEBP and its health plan auditor will comply with all applicable 
confidentiality laws and will not reveal any confidential information acquired as a 
result of the audit.  PEBP has the right to review/audit records for the entire term of 
the contract without limitation. Any information, documents, etc., which the 
UM/CM vendor may deem as containing “trade secrets” or “proprietary 
information” will not preclude an examination of such items through the audit 
process.  Please indicate that your organization would agree to this condition. 


American Health acknowledges each of the above PEBP requirements in 3.9.  


 
3.10 REVIEWED CASES 


 
For the time period of July 1, 2012, through June 30, 2013, the current UM vendor 
provided the review services for PEBP as detailed in Attachment L – UM-CM Vendor 
Report Format. 


American Health acknowledges the above. 
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3.11 CARE COORDINATION 
 


3.11.1 Case Management and Large Case Management 
 


Case management is a collaborative process which assesses plans, implements, 
coordinates, monitors, and evaluates options and services to meet an individual’s 
health needs through communication and available resources to promote quality 
and cost-effective outcomes. 


 
3.11.1.1 How long has your organization provided case management 


services? 


American Health has provided Case Management services since 1993. 


 
3.11.1.2 What location will house the staff (including nurses) that will be 


responsible for PEBP’s case management? 


Please see American Health’s recommended Case Management staffing 
solution for PEBP, which is detailed below.  


 


 Case Management 
Specialty Case Management 
(Renal/Maternity/Oncology


/Transplant) 
Intake 


Dedicated Staff Yes  Yes Yes 


Location  


Case Management services will be 
provided telephonically by 
American Health telecommuting 
case managers in various US 
locations. In addition, subject to 
availability our Case Management 
staffing will include a nurse located 
in Northern Nevada. 


Case Management services will be 
provided telephonically by 
American Health telecommuting 
case managers in various US 
locations. 


Intake services will be provided 
telephonically by American Health 
staff located in our corporate 
offices in Ohio. 


Comments 


To increase efficiency and 
effectiveness during high volume 
and vacation periods, back up will 
be provided telephonically by 
American Health corporate or 
telecommuting case managers. Our 
goal is always to provide dedicated 
staff; however, this is also 
dependent on volume. 


American Health case managers 
are highly skilled in their areas of 
specialty. Our goal is always to 
provide dedicated staff; however, 
this is also dependent on volume. 


Our goal is always to provide 
dedicated staff; however, this is 
also dependent on volume. 


Features of 
Staffing Model 


Even though select Case Management services may not require dedicated staff, our Case Ownership Model 
assigns a specific nurse to each member with an open case. Our model enables us to focus on individuals (rather 
than just “callers”) once a case has been identified via our Utilization Review process or through alternative 
methods for identification and referral. Our model also allows us to be more fully cognizant of both the personal 
and financial implications of a case in a “real time” environment.  
 
Communication between Case Management and Utilization Management is enhanced through iSuite, American 
Health’s proprietary, integrated medical management software system. Our nurses can see each other’s cases 
through iSuite and collaborate to ensure the member is getting the best possible care. As an added benefit to 
PEBP, we can load the State’s network information in iSuite on a weekly or monthly basis so all nurses, regardless 
of their location, will have access to the State’s listing of in-network physicians and providers. 


American Health is committed to providing “best in class” service to the nearly 
169,540 lives we currently cover in the state of Nevada. For the July 1, 2014 
implementation, our philosophy is to recruit additional nurses in Nevada and its 
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surrounding states in order to further strengthen Case Management services 
we provide to Nevada-residing members. In addition, subject to availability our 
Case Management staffing will include a nurse located in Northern Nevada. 
 


3.11.1.3 Does your organization provide telephonic case management 
services, onsite case management, or a combination of both? 


American Health is proposing a telephonic Case Management model. 


 
 


3.11.1.4 Please describe in detail your organization’s criteria for general case     
management services.  Examples of general case management 
instances are provided below.  The following information should be 
included as an attachment to your proposal: 


 
A. Opportunities to transfer patients to facilities offering an 


appropriate level of care more cost effectively; 
 


B. Meeting durable medical equipment needs;  
 


C. Planning for hospital discharges; 
 


D. Coordinating home health care needs; 
 


E. Coordinating hospice care; and 
 


F. Coordinating community based services. 


Placement into Case Management is based on the ability to impact the quality, 
cost and/or appropriateness of services via a case manager’s interventions. 
Patients who have had frequent admissions (two or more in less than six 
months) are considered for Case Management services in order to avert 
ongoing readmissions. Cases are assigned by case type according to the level of 
nursing assessment, coordination, planning and evaluation requirements, the 
severity of illness and/or the number of co-morbidities, the complexity of 
treatment plan, the anticipated length of case duration, and the client’s need 
for medical information, cost projection or prognosis. Following are examples 
of case types for which American Health provides Case Management services: 
 Large Case Management  
 Continuing Care Coordination  
 Research and Review  
 Medical Disclosure  
 Behavioral Health/Substance Abuse  
 Maternal Newborn  
 Short-term Case Management (STCM)  
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Opportunities to transfer patients to facilities offering an appropriate level of 
care more cost effectively is a standard part of our process and contributes to 
cost savings.  


 


See Additional Attachments included with our Proposal  
 3.11.1.4 – 3.11.1.5 Case Management Criteria and Case Types  


 
3.11.1.5 Please describe in detail your organization’s criteria for large case 


management.  This information should be included as an attachment 
to your proposal.  Examples of potential large case management 
instances are provided below:  


 
A. Repeated in-patient admissions, excessive length of stay, or 


frequent treatment;  
 
B. Potentially large-dollar claims; 
 
C. Chronic or progressive disease;  
 
D. Lack of qualified care-givers in the home setting; 
 
E. Multiple diagnoses; 
 
F. Acute or subacute rehabilitation of physical, speech, or 


occupational therapies which exceed three (3) months of 
treatment; 


 
G. IV therapy or parenteral nutrition;  
 
H. Severe injuries; and  
 
I. Non-compliance with medical treatment plan as prescribed by 


physician or other health care provider. 


As indicated in our response above, American Health assigns cases to Case 
Management based on criteria and case type. For complete details, please 
refer to the document 3.11.1.4 – 3.11.1.5 Case Management Criteria and 
Case Types included in the Attachments section of our proposal. 


 


See Additional Attachments included with our Proposal  
 3.11.1.4 – 3.11.1.5 Case Management Criteria and Case Types  


 
3.11.1.6 Does your organization allow self-referrals for large case 


management?  Will your organization allow PEBP to refer covered 
individuals for large case management?  These services shall be 
provided at no additional cost. 


Yes. American Health will allow self-referrals and referrals by PEBP for Large 
Case Management at no additional charge. 
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3.11.1.7 Please describe your organization’s philosophy regarding large case 
management.  For example, is the goal of your organization to assist 
with restoration of the patient health and function, management of 
outcomes, and prevention of primary and secondary complications? 
Please describe your organization’s philosophy in detail, explaining 
how your organization maintains its philosophy and achieves 
maximum outcomes for complicated large cases. 


Case Management opportunities are identified during the Utilization Review 
process, using nationally recognized criteria and systems to flag a member's 
current medical situation. The system incorporates an automated trigger list 
that can be customized by PEBP. This list is based on ICD-9, CPT and dollar 
threshold criteria. A case is also flagged when a member’s length-of-stay 
reaches five days. When a case is identified for potential Case Management, it 
is then referred for further evaluation to ensure we work the right cases at the 
right times to achieve the best outcomes for both the member and PEBP. Once 
high-risk cases are identified, our Case Management program matches the level 
and method of services to the intensity of the case in the most cost-efficient 
manner possible. 


While all health care delivery requires some level of management, some cases 
need more focused intervention than others. The goal of our Case Management 
program is to target those cases that require more attention in order to achieve 
better medical outcomes for members and greater cost savings for our 
customers. Our criteria and systems are specifically designed to identify 
complicated large cases such as catastrophic and complex illnesses, transplants 
and trauma cases. They also prompt our review specialists to ask questions 
about seemingly routine, uncomplicated cases that may reveal increased risk.  


PEBP will benefit from our ability to provide a high level of integration between 
our Utilization Management and Case Management products. Our ability and 
expertise with providing you with tightly integrated solutions both sets our 
medical management apart in the marketplace and results in early 
intervention, providing substantial cost savings. 


 
3.11.1.8 Please describe in detail how your organization coordinates 


transplant cases.  This information should be provided as an 
attachment to your proposal.  


American Health’s Case Management criteria and systems are specifically 
designed to identify catastrophic and complex illnesses, transplants and trauma 
cases. Once high-risk cases are identified, American Health Case Management 
matches the level and method of case management services to the intensity of 
the case in the most cost-efficient manner possible. 


 


See Additional Attachments included with our Proposal  
 3.11.1.8 – 3.11.1.9 Transplants and Centers of Excellence  


 
3.11.1.9 PEBP’s third party administrator coordinates transplant services 


with recognized Centers of Excellence.  Does your organization 
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work with a Centers of Excellence referral program?  Will your 
organization agree to work in cooperation with PEBP’s third party 
administrator assisting the participants who require care at a Center 
of Excellence?   


American Health coordinates with the third-party administrator or other 
vendor partner to coordinate services and negotiate pricing. If PEBP requires a 
referral to a specific network, our nurses work with the member and 
recommend an in-network facility with the best services and location. American 
Health will agree to work in cooperation with PEBP’s third-party administrator 
to assist participants who require care at a Center of Excellence. 


 


See Additional Attachments included with our Proposal  
 3.11.1.8 – 3.11.1.9 Transplants and Centers of Excellence  


 
3.11.1.10 For an account the size of PEBP, how many covered individuals 


would your organization expect to meet large case management 
criteria? 


For an account the size of PEBP, we would expect to have approximately 500-
600 cases open per year. This estimate is based on the anticipated case volume 
that would result from American Health’s Utilization Management triggers, as 
well as referrals from other sources. 


PEPB’s Case Management volume as reported in Amendment 2 is lower than 
what we would expect. This is reflected in the pricing we provided in our Cost 
Proposal. Our pricing assumes no more than 20% greater than the utilization 
provided in Amendment 2 to Request for Proposal 3084. 


 
3.11.1.11 Please describe in detail how your organization’s case managers 


would interact with patients, patients’ families, and PEBP. 


Case managers speak with the member, family members (with member’s 
permission), treating physicians and facilities to ensure the best treatment plan 
for the individual. Case managers step in to help members efficiently navigate 
the health care system. They work with members to: 
 Help them understand what to expect during the course of their treatment  
 Establish collaborative long- and short-term goals 
 Complete telephonic assessments that assist in determining Case 


Management needs and requirements 
 Provide education on how to effectively interface with their providers 
 Address questions or concerns the member and/or family members may 


have throughout treatment and recovery 


Key to Case Management success is our case managers’ ability to identify, 
coordinate and negotiate alternative treatment plans and related costs. 
American Health works to judiciously expedite a member’s move from a costly 
inpatient setting to the most appropriate alternate setting. This requires the 
case manager to work with the member, family, treatment providers and 
facilities, as well as with additional ancillary vendors such as home health care 
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and local support groups, to coordinate a caring treatment plan that uses the 
member’s plan benefit dollars as efficiently as possible.  


Case managers negotiate at all levels of care for members and clients in an 
effort to reduce claims cost. Program results are reflected in the claims cost 
savings achieved through our case managers’ efforts. Case managers follow 
cases from start to completion and continually communicate with all parties 
involved. Every case is unique and is organized according to the specific needs 
of a member, but, on average, cases remain open for four months. At the onset 
of Case Management, a case manager may make multiple calls per day 
regarding a case, working with the member, provider, facility, client contact, 
and stop-loss carrier. As the member’s condition improves, the number of calls 
will decrease; but the case manager will continue to manage the case until the 
member is stable and all cost savings have been realized.  


 


See Part IB – Confidential Technical Proposal Attachments 
 3.11.1.11 – Case Management Process Flow 
See Additional Attachments included with our Proposal 
 Letter Sample: CM Welcome and Consent, Physician Outreach  


 
3.11.1.12 Please describe in detail how your organization’s case managers will 


interact with PEBP staff.  Under what circumstances does your 
organization expect to interact with PEPB staff?   


American Health case managers would interact with PEBP staff in a variety of 
ways to ensure ongoing success of the Case Management program. For 
example, our nurses would be available to meet weekly by telephone to review 
cases to ensure patients’ needs are being met and to discuss treatment options 
that are aligned with plan coverage. They would also work with PEBP to review 
reports, including:  


 Case Management Summary – Summarizes all Case Management activity 
such as patient participation and financial impact of case management. 


 Open Case Listing – Identifies the number of patients enrolled in Case 
Management and includes detail on diagnoses, intensity of services, the 
date a case was opened, and the case manager assigned to each case. 


 Clinical Case Management Report – Patient-specific, detailed clinical report 
that includes history, care plan, interventions, savings and prognosis of the 
participant. This report will include detail for Large Case Management 
cases in addition to Case Management cases and will be sent to the 
appropriate individual responsible for administration of the health plan. 


Simply stated, going forward our customer-focused flexibility and experience 
will allow us to work with PEBP in an ever-expanding role to ensure a successful 
program that achieves optimal results for the State of Nevada. 


 
3.11.1.13 Please describe in detail the qualifications that your organization 


requires of your case managers. 


American Health case managers have on average between 10 and 15 years of 
medical management experience providing case management services. In 
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addition to the qualifications listed below, their caring spirit and administrative 
professionalism makes them “best in class.”  


 Active registered nursing license in state of employment OR Bachelor’s 
degree in health related field and licensure as a health professional  


 At least three years of experience in an acute hospital setting or a 
minimum of five years of experience in a specialty field 


 Active CCM certification as a case manager preferred. Approximately 70% 
of our case managers are CCM certified.  


 Diverse medical background with exposure to multiple environments 


 Excellent verbal/written communication skills 


Case managers are also hired by specialty background with the following 
specialties represented by our current staff of nurses:  


 Oncology: In order to be on this team, nurses must be experienced in this 
area and knowledgeable about the latest cancer treatment options and 
alternatives. Our oncology nurses place a premium on cultivating 
relationships with Cancer Centers of Excellence and staying abreast of 
breakthroughs in oncology treatment strategies. 


 Maternity/Neonates: Maternity/Neonate Case Management provides a 
continuum of care during pregnancy and offers additional education, 
management and negotiation with home health vendors during 
complicated pregnancies. Case managers are extremely knowledgeable 
regarding the management of high-risk pregnancies, premature babies, 
childhood diseases, treatments, growth and developmental stages. They 
provide education and support to expectant mothers in order to reduce 
instances of complications and subsequent high-cost claims.  


 Medical/Surgical: Case managers have experience with an array of disease 
processes and services. Attuned to the nuances and progression of 
individual disease states, they are familiar with the criteria for treatment 
options and alternatives and work to ensure that the most appropriate 
treatment is chosen for patients. 


 Psychiatric/Substance Abuse: Master-level LISW or LSW, social workers and 
psychiatric nurses work with treatment centers to develop psycho/social 
assessments and identify community resources to assure that behavioral 
treatment plans minimize unnecessary inpatient days.  


 Rehabilitation: Case managers work with facilities to arrange services and 
equipment for transition from acute settings to appropriate levels of care. 
Case managers provide guidance and education to patients and monitor 
patient progress and outcomes to ensure levels of function are successfully 
maintained. 


 Transplant: Case managers work with Transplant Centers of Excellence, 
financial coordinators, and claims offices to coordinate services and 
negotiate pricing. Case managers follow patients receiving transplants to 
monitor outcomes.  
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As previously indicated, American Health is committed to providing “best in 
class” service to the 169,540 lives we currently cover in the State of Nevada. For 
the July 1, 2014 implementation, our philosophy is to recruit additional nurses 
in Nevada and its surrounding states in order to further strengthen Case 
Management services we provide to Nevada-residing members. 


 
3.11.1.14 What is your ratio of licensed staff to total covered lives? 


The table below indicates American Health’s current medical management 
staffing ratios. As you can see, our staffing levels reflect the efficiency provided 
by iSuite, our proprietary integrated medical management system. 


 
Position Staffing Ratio 


Utilization Management Nurses 1 FTE per 20,000 employees 
Case Management Nurses 1 FTE per 7,000 members 


Medical Directors 1 full-time, 3 part-time assistants 
Physician Review Panel 53 Physicians 


 
3.11.1.15 At what point during a hospital admission is discharge planning 


initiated?  Please describe your organization’s involvement with 
hospital discharge planning. 


Discharge planning begins during the pre-certification process in Utilization 
Management and is often initiated early during the member’s hospital stay or 
even before the member checks into the hospital. American Health’s Utilization 
Management nurses and case managers perform discharge-planning duties 
and will work with members, physicians, hospital staff and home care agencies 
as necessary. When possible, we coordinate appropriate planning for early 
discharge of the member to a less intense treatment setting or to their home, 
without sacrificing the quality of care. 


 
3.11.1.16 How does your organization calculate return on investment for case 


management expenses?  Please provide a sample copy of your 
organization’s return on investment report as an attachment to your 
proposal. 


American Health calculates ROI by totaling all managed and negotiated savings 
as generated by our case managers and dividing that total by the amount of fees 
paid for Case Management services in any given time period. To illustrate the 
overall value of Case Management, our market leading Case Management 
outcomes summary report provides a comprehensive and transparent view into 
these cost containment savings. 


 


See Additional Attachments included with our Proposal  
 3.12.1 – Executive Summary in Sample UM and CM Reports 


 


3.11.1.17 Is your organization’s case management service for behavioral 
health and substance abuse managed by a separate subcontracted 
vendor and/or provided at a different location from the location 
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indicated in section 3.10.1.2?  If yes, is the case management 
protocol different from other general case management services?  
Please describe the differences, if any. 


No. Case Management services for behavioral health and substance abuse are 
provided for by American Health’s staff of case managers and follow the same 
protocols as our general Case Management. Master-level LISW or LSW, social 
workers and psychiatric nurses work with treatment centers to develop 
psycho/social assessments and identify community resources to assure that 
behavioral treatment plans minimize unnecessary inpatient days. 


 
3.11.1.18 If your organization does not contract with a separate behavioral 


health and substance abuse case management vendor, please 
describe your organization’s protocol for managing these cases, or 
indicate if behavioral health/substance abuse protocol is the same as 
for other care management services. This information may be 
provided as an attachment to your proposal.   


American Health’s protocols for behavioral health/substance abuse cases are 
the same as those for our other Case Management case types. 


 


See Additional Attachments included with our Proposal  
 3.11.1.4 – 3.11.1.5 Case Management Criteria and Case Types 


 
3.11.1.19 Many PEBP participants reside outside of the state of Nevada, 


requiring licensed case management nurses in all states where PEBP 
participants reside.  Please indicate any state(s) in which your 
organization does not currently have a licensed case management 
nurse.    


American Health has nurses located and licensed in 44 of the 50 states. We do 
not currently have licensed nurses in Connecticut, Maine, North Dakota, Rhode 
Island, Vermont and Wyoming; however, this is not a limitation on our ability 
to provide Case Management in all 50 states.  


 
3.11.2 Pre-certification 


 
Pre-certification is the review of "need" for an inpatient hospital admission or 
other specified medical services before the services are rendered by a healthcare 
provider.  For a list of services that currently require a pre-certification, please 
refer to PEBP’s Master Plan Document located on the PEBP website at 
www.pebp.state.nv.us. 


 
3.11.2.1 Describe your organization’s process for managing inpatient 


hospital pre-certification requests. 


The following summary details American Health’s pre-certification process: 
 The patient, provider, claimant or their authorized representative may 


initiate a precertification request for a review by telephone, letter or fax. 
 Participants should follow their health plan’s rules and guidelines for 


making a Utilization Management request, including contacting the 



http://www.pebp.state.nv.us/
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Utilization Management vendor regarding an inpatient admission or 
outpatient service, (including elective, urgent, emergent, or other services 
defined by the client’s health plan). 


 If the initial caller is a patient or their authorized representative, the intake 
coordinator or Utilization Management nurse will: 
○ Search the UR system for an existing patient or member, record and 


verify the demographic information or, if no record is found, obtain 
and enter the initial demographics in the UR system within 24 hours of 
receipt of request. 


○ Contact the attending physician’s office or the admitting/UR 
Department at the hospital/facility to verify the information provided 
by the patient or their authorized representative. 


○ Request any additional clinical information needed to complete the 
review. 


 If the initial caller is a physician’s office, the admitting/UR department at a 
hospital or a medical provider, and the caller has clinical information, the 
intake coordinator will transfer the caller to a nurse who will: 
○ Confirm the type of review request. The nurse may override late 


notification as needed or upon request of Client. 
○ Obtain and document all relevant clinical information, including the 


type of admission, diagnosis code, and procedure code(s) requested or 
performed. 


○ After receipt of the clinical information necessary for completion of the 
review, the review determination will be made. 


 Apply appropriate clinical criteria when making medical necessity 
determinations for requested services. Review determinations are based 
solely on the clinical information obtained at the time of the review 
determination. 


 If necessary clinical information is provided and clinical criteria appear to 
be met, results of the review will be verbally communicated to the caller at 
the time of the determination. The caller/requestor will be advised of the 
following: 
○ Number of certified days/services; 
○ Reference number; 
○ Last day covered by certification; and 
○ Date that an update is needed for continued inpatient stay settings. 
○ The intake coordinator will read the appropriate disclaimer, document 


that it has been given, and certify the case in the UR system. 
 If necessary clinical information is provided and clinical criteria are not 


met, the nurse will 
○ Advise the patient’s physician/provider, that we are unable to certify 


services, and must refer the case the same day to a physician reviewer. 
○ Document in the UR System that criteria has not been met and indicate 


that case has been referred to a physician reviewer. 
 Assess the patient’s discharge planning needs/services to determine if 


appropriate for Case Management referral. 
 Record detailed information about each contact in the UR system, including 


the date and name of person(s) contacted. 
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3.11.2.2 What is the average length of time for your organization to pre-
certify inpatient hospital admissions? 


The average length of time for American Health to pre-certify an inpatient 
hospital admission is 24 – 48 hours, depending on whether we receive the 
request during normal business hours or during the weekend or holiday.  


Elective and emergency admission requests are reviewed the same day as 
received. If the necessary medical information is provided and medical criteria 
are met, the caller is advised of the approved days/services and a date for 
follow-up review at the time of the initial review request. If the caller is unable 
to provide the medical information, necessary for completion of review, the 
review is completed within one working day of receipt of the pertinent medical 
information. Certification letters are sent to the patient.  


 
3.11.2.3 Describe your organization’s process for managing outpatient 


surgery pre-certification requests. 


American Health follows the same process to pre-certify outpatient surgeries 
that we use to pre-certify inpatient requests, which are outlined in our response 
to question 3.11.2.1 above. 


 
3.11.2.4 What is the average length of time for your organization to pre-


certify outpatient surgical services? 


The average length of time for American Health to pre-certify an outpatient 
hospital admission is 24 – 48 hours, depending on whether we receive the 
request during normal business hours or during the weekend or holiday. 


 
3.11.2.5 Does your organization refer to established medical necessity 


guidelines for pre-certification, such as those published by 
Milliman?  


American Health’s Utilization Management and Case Management programs 
use criteria from MCG Health, LLC (formerly Milliman Care Guidelines) to help 
establish appropriate, patient-specific goals, and implement intensive 
management techniques to ensure that the member’s needs are met as 
effectively and cost-efficiently as possible.  


American Health uses the 17th Edition of MCG Health’s Care Guidelines. Among 
the most important features of the Care Guidelines are the benchmarks they 
provide to help establish appropriate, patient-specific goals. The following MCG 
Health modules are used during the course of providing Utilization 
Management services: 
 Ambulatory Care 
 Inpatient and Surgical Care 
 General Recovery Guidelines 
 Recovery Facility Care 
 Behavioral Health 
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Infrequently, MCG Health care guidelines are not available. In these instances, 
we use Aetna guidelines and/or other sources from the public domain when 
certifying requests. 


 
3.11.2.6 How are pre-certifications accepted?  Please complete the following 


table by double-clicking the appropriate responses below.     
 


Method Accepted 


Telephone Yes   No 


E-mail/Internet Yes   No 


Facsimile Yes   No 


Regular mail Yes   No 


Other (please describe)  


 
3.11.2.7 Does your organization provide written confirmation when a pre-


certification request is approved or denied?  Please provide a sample 
of your pre-certification approval and denial notifications as an 
attachment to your proposal. 


When a pre-certification request is approved, American Health sends a letter to 
the member within one working day of service approval (providers are notified 
verbally of all certified decisions when the determination is made). If the pre-
certification is denied, an appropriate letter is mailed within 24 hours after the 
date of the request and all medical information necessary to substantiate the 
need for the treatment or service recommended is received. Letters are sent to 
the patient, provider, facility and claims payer. Claims payers are notified of all 
determinations via mail, fax, or electronic transmission.  


The sample letters included with our proposal are representative of the letters 
we send. American Health is happy to work with PEBP to develop custom, co-
branded letters that meet PEBP’s specific needs.  


 


See Additional Attachments included with our Proposal  
 3.11.2.7 -  Letter Samples: UM Certification and UM Denial  


 
3.11.2.8 Concerning PPO plans for which your organization provides pre-


certification services:  During the time periods of July 1, 2011 – 
June 30, 2012, and July 1, 2012 – June 30, 2013, what percentage of 
inpatient hospital pre-certification requests were denied by your 
organization?  Please list each time period separately.  
American Health’s denial rates for inpatient hospital pre-certification requests 
for the applicable time periods are provided below. Our block of business is 
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comprised of predominantly self-funded groups. The groups have summary 
plan descriptions that require a benefit differential for PPO networks. However, 
we do not specifically report on PPOs. 


Pre-certification Denial Rate 
July 1, 2011 – June 30, 2012 ...................................... 1.6% 
July 1, 2012 – June 30, 2013 ...................................... 1.8% 


 
3.11.2.9 What are the credentials, qualifications, and experience of staff 


determining pre-certifications for inpatient and outpatient services? 


The vast majority of pre-certification is performed by American Health’s staff of 
Utilization Management nurses who on average have 10 years of experience 
and the following qualifications: 
 Registered nurse  
 Active licensure in state of practice 
 Diverse medical background 
 At least three years acute hospital care and/or Utilization Management 


experience 
 Excellent verbal/written communication skills 


While most pre-certifications are completed by a nurse, there are instances (5-
10%) when a non-clinical intake coordinator may perform "auto-certifications," 
e.g. if PEBP wants a procedure or test certified so it will trigger to Case 
Management. Intake coordinators have the following qualifications: 
 Four-year degree is strongly preferred 
 Medical coding/terminology knowledge, preferred 
 Prior call center experience 
 Excellent verbal and written communication skills 
 Knowledge of computer/word processing/typing skills 


 
3.11.2.10 Please describe in detail your organization’s denial process.  


Describe inpatient and outpatient services separately.  


In compliance with the requirements of the regulations under the Patient 
Protection and Affordable Care Act (PPACA), American Health makes the initial 
determination for urgent care requests within 24 hours of receipt of request 
and in accordance with the Full and Fair Review requirements, provides 
claimant notice before a determination is made.  


When a denial is made, an appropriate letter is mailed within 24 hours after the 
date of the request and all medical information necessary to substantiate the 
need for the treatment or service recommended is received. Letters are sent to 
the patient, person acting on behalf of the patient, or health care provider. 
 For end-of-stay determinations, a Utilization Review system-generated 


letter is mailed. 
 For pre-op days, delay in service days, etc., a special letter is prepared and 


mailed (Utilization Review nurse shall document in notes). 


For adverse determinations, the written notice will include: 
 The specific reason or reasons and clinical rationale for the adverse 


determination. 







Utilization Management and RFP 3084 Page 25 of 57 
Large Case Management Services 


 If applicable, reference to the specific plan provisions on which the benefit 
determination is based. 


 If applicable, the source of the clinical criteria that was used as guidelines 
in making the determination. 


 Details on how to request and receive, free of charge, reasonable access to, 
and copies of, all documents, records and other information relevant to the 
patient’s request and also any internal rule, guideline, protocol or similar 
clinical criteria that was relied upon in making the adverse determination. 


 Instructions on how to further appeal the adverse determination. 


Non-certification determinations may only be made by Physician Reviewers. 
Nurses will record non-certification of the appropriate day(s) and/or 
procedure(s) in each case, facilitate a Reconsideration request and/or 
Expedited Appeal request as needed, ensure appropriate non-cert letters are 
dispensed, and educate members/family/providers regarding our Standard 
Appeal processes. 


Each non-cert requires an adverse determination (non-certification) letter that 
is mailed to the member, attending physician and facility. The Utilization 
Management nurse is responsible for ensuring the appropriate non-cert letter is 
posted the same day the determination is received. If the non-cert 
determination is at the end of the patient’s stay, the system will generate the 
non-cert letter. The Utilization Management nurse shall view the letter in the 
system to ensure all information in the letter is correct including the non-cert 
reason. If the non-cert determination involves a pre-op day, delay of service 
day(s), a partial cert/non-cert, etc., a special non-cert letter which cannot be 
generated by the system will be required. The Utilization Management nurse 
must oversee completion of correct letter including review of all information 
after letter is typed. The attending physician may request Reconsideration if 
he/she wishes to speak with the Physician Reviewer who made the non-cert 
determination or an alternate Physician Reviewer if initial reviewer is not able 
to return call. 


Attending physicians or facilities may submit additional information which is 
first reviewed by the Utilization Management nurse to see if criteria can now be 
met. If criteria are still not met, the nurse will forward additional clinical 
information to the Physician Reviewer. The nurse will then provide the 
Physician Reviewer’s telephone number and explain to the attending physician 
that he/she will need to call the Physician Reviewer to discuss the case. The 
Physician Reviewer has 24 hours to return the call and inform the attending 
physician of the determination including a statement of the medical reasons for 
non-certification of services. 


The Utilization Management nurse must follow up to ensure the physician to 
physician conversation was completed. If there is a reversal of the non-cert 
determination, the Nurse will notify all providers, document each call and 
revise the non-certifications. If the case involves Urgent Care, the attending 
physician may request an Expedited Appeal within 24 hours after a non-
certification determination is rendered. 
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3.11.2.11 Please describe your criteria for determining medical necessity for 
weight loss surgeries such as gastric bypass or lap band surgery.   


American Health’s Utilization Management and Case Management programs 
use criteria from MCG Health, LLC (formerly Milliman Care Guidelines) to 
determine medical necessity for weight loss surgeries; however, we will defer to 
more stringent criteria established by the plan and are happy to work with 
PEBP to evaluate your plan design. 


 
3.11.2.12 Please confirm that your organization has reviewed PEBP’s current 


pre-certification requirements as described in the PEBP Master Plan 
Document and your ability to provide this service. 


American Health confirms that we have reviewed PEBP’s current pre-
certification requirements included in the Master Plan Document. 


 
3.11.2.13 If PEBP expands the number of services that require pre-


certification, please confirm that your organization will not increase 
its fees as quoted in your original cost proposal. 


American Health’s price for Utilization Management is based on the utilization 
provided in Amendment 2, #21. While our goal is to keep pricing stable, we 
reserve the right to review the projected volume that would result from the 
expanded services to determine the need for additional pricing. As an 
alternative option, we would be available to work with the State to identify 
possible options to eliminate certification of services that may not be providing 
savings or referrals in order to offset the cost of the new services. 


 
3.11.3 Concurrent Review 


 
3.11.3.1 Please describe your organization’s process for inpatient hospital 


concurrent reviews.  This information may be provided as an 
attachment to your proposal in the form of a narrative and/or flow 
chart. 


Concurrent review is conducted based on severity of illness, intensity of service, 
and length of stay when the patient remains hospitalized, or when the course 
of treatment extends beyond the initial certified length of stay. The review 
frequency for extension of the initial determination varies and is not routinely 
conducted on a daily basis. 
 On the assigned review date, the Utilization Management staff will contact 


the physician’s office, or hospital/facility, and request information 
regarding continued stay, continued outpatient services or discharge status 
of the patient. 


 If clinical criteria are met for continued stay, the nurse will: 
○ Advise the requestor of the certification of additional days/services 


and the reference number. 
○ Advise the caller of the number of extended days certified, the new 


total number of certified days, the last covered day and the next 
review date for medical necessity determination for continued 
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services. For services, the number of extended visits certified, the new 
total number of certified visits, total certification period and the next 
review date for medical necessity determination for continued 
services. All information is documented in the case notes. 


 If clinical criteria are not met for continued stay, the nurse will: 
○ Advise the patient’s physician/provider, that we are unable to certify 


services, and refer the case the same day to a physician reviewer. 
○ Document in the UR System that criteria has not been met and indicate 


that case has been referred to a physician reviewer. 


 
3.11.3.2 How frequently does your organization re-assess a patient’s need for 


continued hospitalization under the concurrent review process? 


The frequency with which we conduct concurrent review varies from client to 
client and is based on a number of variables, such as the severity of illness, 
intensity of service, the length of stay when the patient remains hospitalized, or 
when the course of treatment extends beyond the certified length of stay. 


 
3.11.3.3 Please describe your organization’s criteria for determining 


continued medical necessity. 


American Health’s Utilization Management and Case Management programs 
use criteria from MCG Health, LLC (formerly Milliman Care Guidelines) to 
determine continued medical necessity.  


  
3.11.3.4 If your organization refers to its own medical necessity guidelines, 


please describe your guidelines in detail.  This information should 
be included as an attachment to your proposal.  


American Health’s Utilization Management and Case Management programs 
use criteria from MCG Health, LLC (formerly Milliman Care Guidelines). 
Infrequently, Milliman Guidelines are not available. In these instances, we use 
Aetna guidelines and/or other sources from the public domain when certifying 
requests. 


 
3.11.3.5 Please provide examples of all provider and participant 


communications related to this function and how your organization 
delivers these communications. 


 


 


See Additional Attachments included with our Proposal  
3.11.3.5 / 3.11.4.5 Letter Samples: Concurrent and Retrospective 
Review 


 
3.11.4 Retrospective Review 


 
3.11.4.1 Please describe the process and criteria used for retrospective 


review.  This information may be provided as an attachment to your 
proposal in the form of a narrative and/or flow chart. 
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Retrospective reviews for medical necessity are completed when American 
Health is provided with clinical information after an admission/service has 
taken place and if requested by the customer to review the case. 
 The charge for our Medical Review services is included in the pre-


certification PPPM price provided in Attachment I, Cost Proposal.  
 There may be client-specific timeframes for determination of a 


retrospective review. 
 The UR nurse will attempt to obtain the necessary clinical information via 


phone. 
○ If the information is not available by phone, the Utilization Review 


nurse will request the relevant clinical information. 
○ Upon receipt of such information, the UR nurse will review to 


determine if appropriate criteria appear to be met. 
 If clinical criteria appear to be met, results of the review will be verbally 


communicated to the caller and will also be sent in writing to the 
patient/member, physician, and provider, as appropriate, within one (1) 
calendar day of the medical necessity determination. The caller is advised 
that the days/services have been certified and that the case has been 
entered in the Utilization Review system. 


 If clinical criteria do not appear to be met, the Nurse will: 
○ Advise the patient’s physician/provider that we are unable to certify 


services and refer the case the same day to a Physician Reviewer. 
○ Document in the Utilization Review system that criteria do not appear 


to be met and indicate that the case has been referred to a Physician 
Reviewer. 


 
3.11.4.2 Does your organization perform retrospective reviews on-site, 


telephonically, or a combination of both? 


American Health performs retrospective reviews telephonically.  


 
3.11.4.3 What are the credentials, qualifications, and experience of staff 


handling retrospective review? 


Retrospective reviews are conducted by American Health’s staff of registered 
nurses who have on average 10 years of experience and the following 
qualifications: 
 Registered nurse  
 Active licensure in state of practice 
 Diverse medical background 
 At least three years acute hospital care and/or Utilization Management 


experience 
 Excellent verbal/written communication skills 
 


3.11.4.4 How is the need for retrospective review determined? 


As detailed in our response to question 3.11.4.1 above, American Health 
completes retrospective reviews for medical necessity when we are provided 
with clinical information after an admission/service has taken place or when 
requested by the customer to review the case. 
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3.11.4.5 Please provide examples of all participant communications related 


to this function and how your organization delivers these 
communications. 


 


 


See Additional Attachments included with our Proposal  
 3.11.3.5 / 3.11.4.5 Letter Samples: Concurrent and 


Retrospective Review  


 
3.12 MANAGEMENT REPORTING 


 
3.12.1 Please describe and list your organization’s standard reports and provide examples 


of each.  Your standard reports should include but not be limited to case 
management reports; outcomes; bed days approved, denied, and saved; average 
length of stay; and large case management status reports.  


Over the past several years, we have made a multi-million dollar investment in our Business 
Intelligence department, resulting in reporting capabilities that are best in class. We are 
positioned to make additional strides in our ability to quickly and proactively spot trends in 
outcomes, evaluate outliers and better assist plans in managing the health and wellness of their 
population. Following is a summary of our Case Management and Utilization Management 
reports that are available through iSuite, American Health’s proprietary medical management 
system. In addition to the scheduled reports listed below, PEBP will be able to use iSuite to 
generate ad hoc reports when reports are needed more frequently. Ad hoc reports are included 
in our care management programs at no additional charge. 


For reports that include patient information, PEBP can be assured that we follow strict HIPAA 
guidelines to protect the privacy and security of PHI, ePHI and other sensitive documents and 
information. Furthermore, American Health implements industry “Best-Practice” security 
standards to safeguard the integrity, confidentiality, and availability of its electronic data.  
 
CASE MANAGEMENT REPORTS  


 Case Management Summary: An aggregate report summarizing all Case Management 
activity. Includes patient-specific information, such as diagnosis and referral source, and 
financial impact of Case Management, such as savings detail and negotiated and managed 
savings. Quarterly. 


 Open Case Listing: Group-level report identifying the number of patients enrolled in Case 
Management, and includes detail on diagnoses, intensity of services, the date the case was 
opened, and the case manager assigned to each case. Available upon client request. 


 Clinical Case Management: Patient-specific, detailed clinical report that includes history, 
care plan, interventions, savings and prognosis of the participant. Monthly or bimonthly. 


 
UTILIZATION MANAGEMENT REPORTS 


 Utilization Management Summary: An aggregate report that summarizes all Utilization 
Management activity, including statistical impact, comparison with benchmarks, and 
savings associated with the program. Quarterly. 


 Daily Patient Activity: Detailed listing of cases reviewed by the Utilization Management 
department, including patient-specific information such as admission activity, discharge 
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activity, diagnoses, providers, Case Management triggers and length of services certified. 
Report can be run by notification date, admission/start date or discharge/end date. 
Available upon client request. 


 Certification Activity: Detailed listing of all cases reviewed by the Utilization Management 
department, including a patient activity update detailing length of stay, diagnoses, services 
provided, providers and physicians, as well as authorization information and whether the 
case triggered for Case Management. The report captures all certification activity, including 
TPA notes, for cases in which a decision has been rendered. Available upon client request. 


 Extended Length of Stay: Detailed listing of cases reviewed by the Utilization Management 
department that shows cases in which the length of acute stay exceeded a number of days 
agreed upon with our client (typically 5-7 days). The report includes patient-specific 
information such as length of stay, diagnoses, services provided, providers and physicians, as 
well as authorization information and whether the case triggered for Case Management, 
and nurse notes. Available upon client request. 


 Case Management Referral Activity: Detailed listing of Utilization Management cases in 
which a patient’s diagnosis triggered referral to Case Management or required monitoring 
during concurrent review. The report includes information on length of stay, diagnoses, 
services provided, providers and physicians, as well as authorization information. Available 
upon client request. 


 Inpatient Facility Distribution: Summarizes inpatient activity by facility. Includes total 
admissions, total days utilized and average length of stay. Available upon client request. 


For the State of Nevada, American Health will be pleased to produce a quarterly and annual 
Executive Summary to augment our standard reporting package. The Executive Summary is 
intended to provide unique insights into aggregate medical management outcomes across the 
entire of spectrum of programs and services. The report is tailored to the specific experience of 
large groups, and, as such, follows a general guideline for content. The State of Nevada will 
benefit from the services of a dedicated Business Intelligence analyst who will be responsible for 
analyzing your cost containment outcomes and benchmarking those outcomes against key 
statistics. There is no additional fee for this Executive Summary report and analytics service. An 
sample Executive Summary report is included in our attachments for your review. 


 


See Additional Attachments included with our Proposal  
 3.12.1 Sample Reports: Case Management and Utilization Management 


 
3.12.2 Are your reports available via the web? 


Yes. Assuming the State’s third-party administrator provides a State of Nevada-specific eligibility 
file to American Health, PEBP will have access to a wide variety of reports through iSuite’s EZ 
Reports application.  


Options include: 


Scheduled  
 Set up by American Health's Business Support Team 
 System-generated during off hours 
 Clients can access EZ Reports through the iSuite portal 
 Ideal for running standard reports at predetermined, set intervals (daily, weekly, monthly, 


quarterly) 
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On Demand  
 Generated by the client on an as-needed basis using preset templates 
 Ideal for running reports at renewal time or for custom date ranges 
 Reports can be generated at the client or group level and simultaneously run for multiple 


groups 


Program Highlights 
 User-friendly portal 
 Online option eliminates fax or mail time 
 Accessible via the EZ Reports page on iSuite 
 Secure portal and role-based access ensure confidentiality of information 
 Search capability allows clients to quickly find important information within a report 
 Copy and paste functionality allows for reproduction of specific report elements 
 Reports can be saved to the client’s network and e-mailed or printed as needed   


 


See Additional Attachments included with our Proposal  
 3.12.2 Overview of iSuite Reporting 


 
3.12.3 Please describe the process for requesting ad hoc reports and list the average 


turnaround time for each.  Please confirm that ad hoc reports will be provided to 
PEBP at no additional cost. 


If PEBP requires a report with a specific date range that falls outside your scheduled reports, you 
can utilize the On-demand Reports feature in EZ Reports to generate an ad hoc report. On-
demand ad hoc reporting allows trained users to generate reports from preset templates, using 
whatever date range is needed. On-demand reporting will allow you to generate reports as 
needed, using preset templates, and to generate reports at renewal time or for variable date 
ranges. As previously indicated, ad hoc reports are included in our care management programs 
at no additional charge. 


 
3.12.4 Does your organization provide the following standard reports?  Double-click each 


appropriate response.  
 
 


Report Provided 
 


Outcome Management 
 


Yes   No 
 


Patterns of Care  
 


Yes   No 
 


Inpatient utilization 
 


Yes   No 
 


Utilization by diagnosis 
 


Yes   No 
 


Case specific detail  
 


Yes   No 
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Activity and days reduced  
 


Yes   No 
 


Savings summary 
 


Yes   No 


 
3.13 FACILITY CHANNELING 


 
3.13.1 Please describe the process and criteria used by your organization that will direct 


PEBP participants to in-network facilities. 


If we are provided with the PEBP’s electronic download of networks or given access to online 
listings, our case managers and Utilization Management nurses can direct enrollees to in-
network providers. To that end, and as part of our medical management services, we can help 
plan participants in identifying in-network providers and explain the impact of using in-network 
providers on their out-of-pocket costs. This typically involves steerage to in-network providers or 
referral of the member back to their benefit plan.  


 
3.13.2 If a bed is not available at an in-network facility, will your organization negotiate a 


discount with an out-of-network facility?  Is there a separate fee for providing this 
service? 


Negotiation for services is included in our Case Management program—we do not charge a 
separate fee. If a bed is not available at an in-network facility, a case manager will contact the 
physician/provider to describe Case Management’s role and to obtain clinical information and 
treatment plan. The nurse will determine the medical necessity of services prior to any rate 
negotiations, define services and timeframes for which the case manager is requesting a 
discount, request and obtain the physician/provider’s list/retail cost for the service, and 
discuss/negotiate a discounted rate for the defined service. The case manager will review the 
stated list/retail cost, negotiated rate, services and time frames with the physician/provider to 
verify that all information is accurate. 


In instances in which negotiation cannot take place at the point of the admission, American 
Health can provide out-of-network claim repricing and negotiation services. Our Out-of-Network 
Discounts program offers PEBP access to a network of more than 300,000 providers, ensuring the 
best opportunity for savings is achieved on bills that are not covered by a primary network 
discount. A network discount is found for approximately 85% of claims within minutes of 
entering them into the system. In either option, high-dollar claims and those for which no 
discount is found are reviewed by an American Health out-of-network claim specialist to ensure 
that maximum savings are achieved. In situations where there is no match to a network 
provider, our claim specialists can typically negotiate a discount of 15% to 20% of billed charges. 


 
3.13.3 How are out-of-network negotiated discounts communicated to PEBP and PEBP’s 


third-party administrator?   


When negotiating out-of-network discounts, the case manager will discuss the negotiation 
proposal with the claims payer or PEBP contact prior to making a final agreement with the 
physician/provider and develop and forward the service notification form with the pricing, 
service and time frame information to the physician/provider and claims payer unless otherwise 
directed by PEBP. 







Utilization Management and RFP 3084 Page 33 of 57 
Large Case Management Services 


 
3.13.4 Attach a detailed description of the entire discount negotiation process, including 


communications between all parties involved in the process. 
 


 


See Part IB – Confidential Technical Proposal Attachments 
 3.13.4 Policy and Procedure - CM Pricing Negotiations  


 
3.14 ACCOUNT SERVICE 


 
3.14.1 During what hours (and time zones) will your organization’s telephone lines be 


staffed? 
 


3.14.1.1 For PEBP staff?  
3.14.1.2 For PEBP participants? 
3.14.1.3 For providers? 
 


Our phone lines will be open Monday through Friday from 5 a.m. to 5 p.m. PT; 
however, we are happy to work with PEBP to adjust the hours in order to meet 
your needs. American Health will provide PEBP with a dedicated, toll-free 
customer service telephone line(s) using new telephone numbers or the toll-free 
numbers PEBP currently uses, which will allow us to streamline the transition of 
services for your members. In addition, confidential voice mail, which includes 
instructions for leaving messages, is available after business hours and during 
holidays. Voice mail is monitored 24/7 with responses made to urgent requests 
in a timely manner. We can also provide PEBP with a customized pre-
certification website that we would monitor during normal business hours. The 
website allows PEBP providers to make requests for pre-certification and 
clinical updates any time, any day. 


 


See Additional Attachments included with our Proposal 
 3.14.1 PEBP AHH Pre-certification Website  


 
3.14.2 PEBP requires vendors to assign a dedicated account manager to meet with PEBP 


on a regular basis to discuss performance, address administration issues, and review 
reports.  Please confirm that your organization agrees to this requirement. 


American Health confirms its agreement to assign a dedicated account manager. The account 
manager will be assigned based on his or her proven ability as an advocate and will be given the 
authority within our organization to drive change. Our account manager will lead escalation and 
resolution of any issues and will be readily available to meet with PEBP on a regular basis to 
discuss performance, address administration issues, and review reports. A key responsibility of 
the account manager is to understand your needs so our partnership with you results in 
satisfaction levels that exceed PEBP’s expectations.  


 
3.14.3 From what location will the account manager be servicing PEBP? 


American Health’s objective is to have the account manager service PEBP from a location in 
Nevada. Depending on staffing, we plan to assign Julie Wilson as your account manager. She is 
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based in Las Vegas and is experienced serving the State of Nevada. She is a registered nurse who 
holds a master’s degree in Health Care Informatics from the University of Colorado. She will 
leverage her strong clinical and informatics background to build a consultative relationship with 
the PEBP. 


 
3.14.4 Can you receive electronic enrollment and eligibility data?  Please confirm that 


your organization will accept electronic enrollment information in a format 
determined by PEBP. 


American Health can receive electronic enrollment and eligibility data. We can transfer a daily 
export file that includes all medical decisions to the outsourcing company (claims payer) via a 
data feed, so you can adjudicate claims accordingly. American Health can accept a client’s data 
in any desired frequency, including daily, and in many formats, including the version 5010 HIPAA 
834 format. The data is sent to us securely using PGP encryption on our FTP/SFTP server. As part 
of the implementation process, we will work with you to ensure successful loading of the 
eligibility into iSuite, which uses Secure Socket Layer (SSL) with 128-bit encryption over the 
Internet to ensure privacy of protected health information (PHI). Our software is compliant with 
HIPAA security, privacy and transaction standards, and we support the X12N EDI 5010 
transaction set 834 (Enrollment and Disenrollment in a Health Plan). 


 
3.14.5 Do you employ the services of a Medical Director?  If so, please list the Director’s 


qualifications, credentials, and experience. 


Roland Griggs, M.D., M.P.H., a subcontractor, has been American Health’s Medical Director since 
1993, bringing more than 20 years of both clinical and medical management experiences to our 
team. He is an active Family Practice Physician and has more than 10 years of service in a 
medical managed care environment. He received his B.A. from Dartmouth College and a Medical 
Degree and Masters Degree in Hospital and Health Services Administration from The Ohio State 
University. Dr. Griggs holds a managed care accreditation from the American Board of Quality 
Assurance and Utilization Review Physicians, Inc. and is a licensed physician in numerous states, 
including Nevada.  


 
3.15 IMPLEMENTATION SERVICES 


 
3.15.1 Describe your implementation plan to meet a start date of July 1, 2014.  Include 


steps required to implement the program such as notification to PEBP participants, 
providers, and other vendors. 


American Health will work in tandem with PEBP and its business partners to develop a quality 
implementation plan that meets the needs of each organization. The sample plan included with 
our proposal details the processes and steps we address during the implementation process. We 
provide a team of professionals, led by an implementation manager, from each area of our 
company to ensure a successful implementation. One of our goals is to build an implementation 
team comprised of staff from PEBP and American Health to bring collaborative knowledge of 
both operations together. During the implementation, we focus on areas such as client discovery, 
iSuite system setup, imports/exports, pre-certification rules, case transition, medical 
management models, telecommunications, letters, reports, and system access. Within these 
areas we determine if the programs will be private-labeled and if customized phone flows, 
networks, program carve-outs, etc. will be utilized. Our approach allows us to jointly deliver a 
seamless transition. American Health provides electronic versions of member materials that can 
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be private-labeled for the State to distribute to members. We are available to assist with the 
creation of a provider communication for distribution by the State or network. As part of the 
implementation plan, we would determine any required vendor communications.  


 


See Additional Attachments included with our Proposal  
 3.15.1 PEBP Implementation Plan  


 
3.15.2 Is your organization prepared to assign an exclusive team to assist with the 


implementation process?  How many exclusive service representatives would be 
assigned for the initial implementation?  


Yes. American Health will assign an exclusive team to assist PEBP before, during, and after 
implementation. We recognize the importance of implementing your choice of our medical 
management services efficiently and seamlessly. To do that, we manage each implementation in 
a “Project Management” mode. This entails the following: 
 An implementation project manager (IPM) from our Business Support Team (BST) will be 


assigned to your implementation.  
 The IPM will establish a kickoff meeting with you to begin this process. 
 Between the kickoff meeting and the “go-live” date, status meetings will be conducted as 


requested by the IPM and our team (usually weekly). 
 A detailed project plan will be designed for your implementation, including clearly defined 


activities, responsibilities and timelines, to ensure the desired “go-live” date is met.  
 A dedicated account manager located in Nevada will be assigned to your account prior to 


implementation and will remain with you to serve your needs consistently. 
 General workforce training typically consists of a two- to three-week period before the “go 


live” date to cover American Health’s systems and procedures. 
As stated above, we manage each implementation as a project. While we can guarantee the 
State’s implementation will be a high-priority project for our organization, we cannot guarantee 
that our IPM will exclusively work on this account. Additionally, it is occasionally necessary to 
bring in additional specialists to ensure delivery of a high-quality implementation. American 
Health will draw on the depth of our organization as/if needed to ensure the State’s 
implementation runs smoothly.  


 
3.15.3 Describe the most frequent problems your organization has encountered during 


previous transitions for plans of this size.  How were these resolved?  


Implementations typically run efficiently. Our largest implementation to start at one time was a 
large, national retailer with 170,000 employee and 425,000 member lives. The entire 
implementation process went very smoothly without any telephone, computer or other 
problems. Occasionally, we encounter difficulties with IT department scheduling and workflows 
between the parties, which can result in delays or other issues. As a result, we will ensure our 
early discussions focus on describing processes and expectations to support a smooth 
implementation in all areas.  
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3.15.4 Please confirm that your cost proposal includes all costs associated with 
implementation services.  You must provide a detailed description of any 
implementation service and/or fee charge not specifically included in your cost 
proposal. 


American Health confirms that our cost proposal includes all costs associated with 
implementation services. 


 
3.15.5 What is the minimum amount of time recommended to ensure a clean transition 


into the proposed program? 


American Health recommends a minimum of four months to ensure a clean transition into PEBP’s 
programs, assuming the State requires a separate instance of iSuite. Should the State not require 
a separate instance of iSuite, the implementation timeframe would be reduced to three months. 


 
3.16 DISASTER RECOVERY PLAN 


 
3.16.1 Your organization is required to submit with the proposal a disaster recovery plan 


in the event of a major disaster that disables most or all of your processing 
capabilities for the PEBP.  A major disaster includes, but is not limited to: 


Disaster Backup and Recovery (DBAR) is based on a primary and fail-over data center. Both data 
centers are hardened, state-of-the-art facilities that use redundant commercial power sources, 
diesel powered emergency generators and redundant data/telephonic circuits from multiple 
carriers. The application is installed and operational in the primary data center. There is 
redundant hardware in the fail-over data center and the data is replicated between the two 
sites. In the event of a disaster in the primary site, the backup copy is promoted to full 
production. 


 
3.16.1.1 A hardware system failure/collapse; 


The system employs multiple and redundant servers on the presentation and 
business logic tiers. The system would continue to operate in the event of a 
hardware failure on a single server. 


 
3.16.1.2 A software system failure/collapse; 


American Health maintains three independent environments: development, 
testing and production. All software changes are promoted from development 
to the testing area. Our quality team performs rigorous tests to ensure defects 
are not published to production. The system undergoes one major and two 
minor releases each month using a controlled change methodology. This 
process has allowed AHH to maintain a 99.8% system up metric for five years. 


 
3.16.1.3 Any natural disaster or Act of God; and 


The data centers are hardened facilities that can withstand most disaster 
scenarios. As mentioned above, the two data centers act as a backup to each 
other. 
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3.16.1.4 Total loss of electrical/backup power. 


Both data centers have diesel powered emergency back generators that can 
run indefinitely to maintain power to the systems. 


 


See Part IB – Confidential Technical Proposal Attachments 
 3.16.1 Emergency Management Response Plan 


 
3.16.2 Please explain the anticipated time frames to restore normal operations once the 


disaster situation has been resolved. 


Each scenario is unique and the recovery times vary with the scenario. The planned time to 
restore normal operations following a disaster is four days. 


 
3.16.3 How often is your disaster recovery plan reviewed and/or updated? 


American Health formally reviews and updates our plans twice annually. 


 
3.16.4 Describe in detail how the plan will be customized to meet the needs of PEBP. 


The DBAR plan will not be customized for PEBP, as it meets and/or exceeds the requirements. 
American Health can deploy a separate instance of iSuite for PEBP in order to meet the data 
retention requirements. This instance would follow the same robust DBAR plan as the rest of 
American Health’s systems. 


 
3.16.5 Please provide with your proposal your plan for regularly scheduled backups for 


PEBP data for the day-to-day computer-related processing operations and where 
the backups will be stored.   


The system is fully backed up once per day, and transaction logs are backed up every hour. These 
backup files are moved to SAN storage and replicated to the failover data center. 


 
3.17 PRIVACY AND SECURITY  


 
3.17.1 Is all data contained in the proposed system (active and “at rest”) stored in an 


encrypted format? 


Yes, the system encrypts all information in transit using 32-bit Secured Socket Layer (SSL) 
encryption. The databases at rest are encrypted using Microsoft’s Transparent Data Encryption 
(TDE) facility. 


 
3.17.2 Do all of your organization’s current systems, policies and procedures currently 


comply with the following (including any systems storing or processing PEBP 
data):  


 
3.17.2.1 Title 45 of the Codified Federal Regulations (CFR) HITECH  


Breach Rule  - 45 CFR §160 and §164; 
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3.17.2.2 HIPAA Privacy and Security Rules – 45 CFR §160, §162, and §164; 
and 


 
3.17.2.3 Audited for compliance with the HITECH Breach Rule and HIPAA 


Privacy and Security Rules.  
 


3.17.2.4 Are corrective actions implemented by your organization for issues 
identified in the audit?  


Regarding 3.17.2, American Health’s systems, policies and operating 
procedures meet or exceed all HIPAA and HITECH privacy and security rules. 
Our employees are trained annually in the proper use and protection of 
protected health information. Our care management programs, systems and 
policies are certified with URAC. American Health undergoes annual audits 
from our parent company and employs an external security company to 
conduct vulnerability testing. American Health maintains a robust risk and 
change management program, our policies are reviewed/updated annually and 
electronic logs are continually checked. 


 
3.17.3 Vendor and all of the vendor’s subcontractors must comply with all PEBP privacy 


and security policies and procedures.  A copy of PEBP’s privacy and security 
policies and procedures is provided under Attachment M – Privacy Security 
Policies and Procedures.  Please indicate that your organization would agree to 
these conditions. 


American Health maintains policy and procedure that is similar to and supports PEBP policy and 
procedure contained in Attachment M. 


 
3.17.4 Vendor must sign and agree to the terms of PEBP’s Business Associates 


Agreement (BAA).  A copy of PEBP’s BAA is provided under Attachment N – 
Business Associate Agreement. Please indicate that your organization would agree 
to this condition. 


Please refer to Attachment B in Tab V for American Health’s exceptions to the State’s 
Attachment N, Business Associate Agreement. 


 
3.18 ELECTRONIC DATA INTERCHANGE (EDI)  


 
3.18.1 All exchange of PEBP electronic formatted data, as well as data exchange between 


PEBP and vendors, shall be approved in advance by PEBP’s Information 
Technology Officer or designated staff. 


American Health will work with PEBP’s Information Technology Officer or other designated staff 
for pre-approval of all electronic data interchange. 
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3.18.2 The file format for eligibility data exchange is fixed field, flat file.  Exact file 
specifications will be determined by PEBP.  All EDI will require file level 
encryption.  All files exchanged between PEBP and its vendors are accomplished 
via FTP.  Please confirm your ability to comply with this requirement. 


American Health can accept fixed field, flat file format eligibility files. The mutually agreed upon 
specification must contain the minimum information necessary to populate the required fields in 
our software system. American Health is capable of sending/receiving files encrypted using PGP 
(Pretty Good Privacy) and SFTP (Secure File Transport Protocol). 


 
3.18.3 All data is the property of PEBP.  Data cannot be shared, distributed, or used 


outside contract specification without permission from PEBP.  All data must be 
made available upon PEBP’s request.  


American Health agrees that all data is the property of PEBP. We agree that PEBP data cannot 
be shared, distributed or used outside contract specification without permission from PEBP. 


As an option, American Health is able to build a separate, distinct instance of our software, 
iSuite, for the support of PEBP and its data. The data in the separate instance will be solely that 
of PEBP. The separate instance would allow American Health to purge data, and the entire 
instance, in accordance with PEBP requirements and applicable regulatory guidelines. Our cost 
proposal includes separate pricing for this option, and our implementation timeline has been 
adjusted accordingly. The separate system instance incorporates new hardware, software, 
storage and on-going workflow changes to support PEBP’s requirements. 
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3.19 PERFORMANCE STANDARDS, GUARANTEES, PENALTIES 
 


Please confirm that your organization will agree to the following performance standards, 
guarantees, and financial penalties.  Compliance will be determined by PEBP and PEBP’s 
health plan auditor.  PEBP reserves the right to revise the performance standards, 
guarantees, and financial penalties as needed.  PEBP’s health plan auditor will audit the 
UM Vendor every odd numbered year of the existing vendor contract.  


 
July 1, 2014- June 30, 2019 


Service Performance 
Standard 


Guarantee Method of Measurement Performance Guarantee 
Penalty Amount 


I.  Quarterly and annual 
management reports  


100.0% Delivery of Quarterly reports 
within 45 days of end of 
reporting period as established 
by PEBP  


1% of annual administration 
fees per report per day greater 
than 10 days.  


II. Notification of potential high 
expense cases. High 
expense case is defined as a 
single claim or treatment 
plan expected to exceed 
$100,000.00.  


95.0% Designated PEBP staff will be 
notified within 5 business days 
of the UM vendors initial 
notification of the requested 
service  


For each percentage point, or 
a fraction thereof below the 
annual guarantee, 1% of 
annual administration fees. 


III. Pre-certification                       
      information shall be  
      provided to PEBP’s third   
      party administrator  


98% Pre-certification requests from 
healthcare providers shall be 
communicated to PEBP’s Third 
Party Administrator using an 
approved method e.g. 
electronically, within 5 business 
days of UM completing 
Precertification determination 


For each percentage point, or 
a fraction thereof below the 
annual guarantee, 1% of 
annual administration fees. 


IV. Concurrent hospital  
     review  


98% Concurrent hospital reviews shall 
be completed and communicated 
using an approved method e.g. 
electronically within 5 business 
days of determination decision  


For each percentage point, or 
a fraction thereof below the 
annual guarantee, 1% of 
annual administration fees. 


 


Compliance with service category I is determined by PEBP’s Executive Officer.  Compliance with service 
categories II, III & IV is determined by audits performed by PEBP’s health plan auditor conducted in odd numbered 
years. Annual is typically defined as the time period starting July 1 and ending June 30 of each year of the contract. 
 


• Public Employees’ Benefits Program will collect performance guarantee amount by withholding the 
appropriate amount from vendor’s annual administration fees.  If no further administrative fees are due, PEBP 
will send an invoice for the penalty amount to the vendor.  Payment is due within 30 days.  Failure to pay 
within 30 days will result in a penalty of 1.5% of the penalty amount per month, compounded monthly. 


 


• Upon contract termination, PEBP may withhold payment of a portion of the last invoice until after all audits 
have been accepted by the PEBP Board.  The portion of payment withheld will be not more than the lesser of: 
1. The last invoice received by PEBP; or 
2. An amount equal to 100% of the largest quarterly penalty assessed during the last two years of the    


contract. 


American Health confirms its agreement with the above performance standards, guarantees and financial 
penalties. 
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3.19.1 Selected vendor will be required to have an independent financial audit performed 
annually and a copy of the audit shall be provided to the State within 30 days of its 
completion.   The date of the audit shall be mutually agreed upon.  


American Health is a subsidiary of Aetna, Inc., a publicly held company. American Health will 
annually provide a copy of Aetna, Inc.’s. annual financial report at the time of its availability. 


 
3.19.2 Exceptions to the requirements of this Scope of Work must be clearly stated in 


Attachment B – Technical Proposal Certification of Compliance with Terms and 
Conditions of RFP, noting a) the RFP section to which vendor is taking exception, 
and b) future expectations for meeting the requirement, a projected timetable, and 
detailed plans for meet the requirement, along with the vendor staff and 
qualifications assigned. 


American Health acknowledges the above PEBP requirement. 


 
3.19.3 Vendors are encouraged to include any additional information in their proposals 


that would be considered useful to PEBP.   


Following are three key characteristics of American Health that set us apart from the 
competition: 
 American Health has extensive experience implementing and servicing key accounts, 


including state government clients for which we currently cover approximately 171,000 
members. What sets us apart from the competition is our flexibility and hands on 
commitment. For example, in addition to assigning a dedicated account manager to PEBP, 
our Leadership Team and Paul Lavin, the president of our company, will be available as 
resources for strategic planning and to ensure service levels meet the State of Nevada’s 
expectations.  


 Our proposed account manager is based in Las Vegas and gained experience serving the 
State of Nevada during her tenure with APS Healthcare. She is a registered nurse and holds a 
masters degree in Health Care Informatics. She will leverage her strong clinical and 
informatics background to build a consultative relationship with the PEBP. 


 Over the years, American Health has developed successful recruiting, training and retention 
programs that allow us to ramp up to provide “best in class” medical management services 
for PEBP. This will enable us to work with PEBP to define a customized solution that includes 
American Health employees who reside in Nevada. 


 In addition, our presence in the State of Nevada is a key differentiator. We currently manage 
nearly 169,540 lives in Nevada, providing us an excellent understanding of regional care 
norms, providers and health care trends in the state. 


  







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: American Health Holding, Inc.  


X   Contractor �   Subcontractor 
Name: Donna Todd, MSN, RN-BC, CCM X Key Personnel 


Classification: 
Senior Director, Clinical 
Operations  # of Years in Classification: 3 


Brief Summary: of 
Experience: 


Donna has more than 25 years of health care experience in both acute and 
managed care. Prior to joining American Health, Donna worked at Mount 
Carmel St. Ann's Hospital in Columbus, Ohio, as Team Lead of Case 
Management/Social Work Services.  


# of Years with Firm: 14 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


05/2010 to Present 
American Health  
American Health 
Paul Lavin, President and CEO 
7400 West Campus Rd., New Albany, OH 43054 
614-933-7654 
plavin@ahhinc.com  
As Senior Director, Clinical Operations, Donna is 
responsible for the leadership of case management and 
serves as the clinical expert within the senior 
management team. Her expertise is called upon to 
determine the strategic direction of our products, as well 
as to provide information to clients and potential clients. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


05/2009 to 05/2010  
American Health  
American Health 
Paul Lavin, President and CEO 
7400 West Campus Rd., New Albany, OH 43054 
614-933-7654 
plavin@ahhinc.com 
Interim Director of Case Management 
Duties included performing oversight of the case 
management department. 
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Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


08/2008 to Present  
American Health  
American Health 
Paul Lavin, President and CEO 
7400 West Campus Rd., New Albany, OH 43054 
614-933-7654 
plavin@ahhinc.com 
Director, Product Management 
Duties included training, legal/compliance liaison, 
Information Technology liaison and client 
implementations for the operations department.  
Other roles at American Health from 02/1999 to 
08/2008 included Interim Director of Disease and 
Wellness Management, Case Management Staff 
Development Coordinator, Case Management 
Supervisor and Case Manager.  


EDUCATION 
Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Otterbein College 
Westerville 
Ohio 
Masters of Science in Nursing. Graduated June 1998 
Bachelors of Science in Nursing. Graduated December 1988 
Associate of Science in Nursing. Graduated June 1983 
Advanced Practice Nurse Educator Certificate, Concentration in Staff 
Development/Client Education. Completed June 2008 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Gregg Kamas 
Chief Health Officer  
EBMS, Inc.  
(p) 800-777-3575 ext. 1249 
gkamas@ebms.com  
 
Karen Glassman, CRRN, RN  
Manager, Case Management and Medical Appeals   
Assurant Health 
(p) 414-299-6338 
Karen.glassman@assurant.com  
 
Tiya Kifle, MSN, MEd, RN  
Clinical Director  
Felbry College, School of Nursing 
(p) 614-781-1085 
tkifle@felbrycollege.com 
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PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: American Health Holding, Inc. 


X   Contractor �   Subcontractor 
Name: Julie Wilson X Key Personnel 
Classification: Account Executive # of Years in Classification: 2 


Brief Summary: of 
Experience: 


Julie brings a strong background in clinical informatics and client relations to 
American Health. In her previous role as Operations Manager at APS 
Healthcare, Julie oversaw the daily operations of the company’s Nevada 
service center and served as an Account Manager. She has 15 years of clinical 
experience as a registered nurse. As an account executive, Julie provides 
account management and support to clients ensuring that the voice of the 
customer is communicated throughout American Health operations. 


# of Years with Firm: 2 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


9/2011 to Present 
American Health 
American Health 
Paul Lavin, President and CEO 
7400 West Campus Rd., New Albany, OH 43054 
614-933-7654 
plavin@ahhinc.com   
Account Executive  
Responsible for client satisfaction and oversight of 
contractual delivery for Western Region, including self-
funded, fully-insured, state and municipality and Taft 
Hartley Fund clients. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


9/2007 to 9/2011 
APS Healthcare 
APS Healthcare 
44 South Broadway, Suite 1200 
White Plains, NY 10601 
800-305-3720 
Clinical Operations Manager/Client Delivery Executive 
Responsible for daily oversight and management of the 
team responsible for delivery of UM/CM/DM services. 
Clients included State of Nevada PEBP, Nevada 
Medicaid, and Colorado Medicaid. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 


EDUCATION 
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Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Colorado 
Denver 
Colorado 
Master of Science, Health Care Informatics 
August 2013 
 
Pennsylvania State University 
University Park 
Pennsylvania  
Bachelor of Science, Nursing 
December 1998 
 
Current Nevada RN License 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Chanelle Bergren  
Plan Administration Manager 
Human Resources Division, Benefit Services  
Arizona Department of Administration 
100 N.15th Ave Suite 103, Phoenix, AZ 85007 
Phone 602-542-0395  
Fax 602-542-4048 
Chanelle.Bergren@azdoa.gov 
 
Leslie Johnstone 
Vice President, Nevada Operations 
HealthInsight 
Phone 702-777-8370 
Fax 702-968-4501 
ljohnstone@healthinsight.org 
 
Shelli Lara 
Innovative Healthcare Delivery 
3540 W Sahara Ave #444 
Las Vegas, NV 89102 
Phone702-218-4493 
Fax 702-441-7106 
slara@.ihdcare.com 
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PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: American Health Holding, Inc.  


X   Contractor �   Subcontractor 
Name: Lisa Hopkins, RN  X Key Personnel 


Classification: 
Director, Utilization 
Management # of Years in Classification: 2 


Brief Summary: of 
Experience: 


Lisa has been a nurse for over 30 years. She spent thirteen of those years in 
the acute care arena. Prior to joining American Health, she worked as Clinical 
Team Leader for Private Healthcare Systems, directly supervising Care 
Coordinators and Staff Assistants on a daily basis. She transitioned to the role 
of Utilization Management Nurse Reviewer when American Health acquired 
Private Healthcare Systems in 2007.  


# of Years with Firm: 6 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


02/2011 to Present  
American Health 
American Health 
Paul Lavin, President and CEO 
7400 West Campus Rd., New Albany, OH 43054 
614-933-7654 
plavin@ahhinc.com  
As Director, Utilization Management, Lisa oversees 10 
direct reports and a department of 60 UM nurses. She is 
primarily responsible for UM including the appeal 
department, Medical Review and Independent External 
Review. She assists with client-related functions. Lisa 
ensures compliance with applicable laws and regulations 
on an ongoing basis.   


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


02/2009 to 02/2011 
American Health 
American Health 
Paul Lavin, President and CEO 
7400 West Campus Rd., New Albany, OH 43054 
614-933-7654 
plavin@ahhinc.com  
As Utilization Management Nurse Manager, Lisa 
organizes, manages, and provides clinical leadership in 
day-to-day operations of the UM department, including 
appeals and medical review. She acts as the liaison 
between UM and other operational areas, performs 
recruitment/evaluation/training for 24 direct reports, and 
assists in resolving client issues. Lisa ensures 
compliance with policies, procedures, DOL timeframes, 
URAC and HIPAA standards. 



mailto:plavin@ahhinc.com

mailto:plavin@ahhinc.com





Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


03/2008 to 02/2009  
American Health  
American Health 
Paul Lavin, President and CEO 
7400 West Campus Rd., New Albany, OH 43054 
614-933-7654 
plavin@ahhinc.com 
As Utilization Management Nurse Supervisor, Lisa 
supervised Care Coordinators and Staff Assistants daily. 
She also provided training, collaborated with 
management, and dealt with claims payers to resolve 
issues as needed. 


EDUCATION 
Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


York College of Pennsylvania  
York 
PA 
Bachelor of Science in Nursing, Minor in Psychology 
 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


John Kachergius 
Vice President of Administration 
Allied Benefit Systems, Inc. 
(p) 312-261-9258 
(f) 312-906-8443 
jkachergius@alliedbenefit.com 
 
Arthur Orzano 
Managing Supervisor 
National Organization of Industrial Trade Unions 
(p) 718-291-3434 
(f) 718-291-0531 
aorzano@noitu.org 
 
Gregg Kamas 
Chief Health Officer  
EBMS, Inc.  
(p) 800-777-3575 ext. 1249 
gkamas@ebms.com  


 



mailto:plavin@ahhinc.com

mailto:jkachergius@alliedbenefit.com

mailto:aorzano@noitu.org

mailto:gkamas@ebms.com





 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: American Health Holding, Inc.  


X   Contractor �   Subcontractor 
Name: Rob Dubois X Key Personnel 


Classification: 
Senior Director, Client 
Services # of Years in Classification: 1 


Brief Summary: of 
Experience: 


Rob has 19 years’ experience in the health care industry, most recently as 
Director of Product Development for a leading consumer-directed health plan. 
His diverse background includes direct clinical practice as a behavioral 
health/substance abuse therapist, call center management and implementation, 
and account management. As Senior Director, Client Services, Rob leads the 
account executive team to ensure the voice of the customer is communicated 
throughout American Health’s operations. 


# of Years with Firm: 6 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


3/2013 to Present 
American Health  
American Health 
Paul Lavin, President and CEO 
7400 West Campus Rd., New Albany, OH 43054 
614-933-7654 
plavin@ahhinc.com  
Senior Director, Client Services 
Rob manages the Client Services Department, ensuring 
overall client satisfaction and oversight of contractual 
delivery for over 150 self-funded, fully-insured, state 
and municipality and Taft Hartley Fund clients. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


3/2008 to 3/2013 
American Health  
American Health 
Paul Lavin, President and CEO 
7400 West Campus Rd., New Albany, OH 43054 
614-933-7654 
plavin@ahhinc.com  
Account Executive  
Responsible for client satisfaction and oversight of 
contractual delivery for Midwest Region, including self-
funded, fully-insured, state and municipality and Taft 
Hartley Fund clients. 



mailto:plavin@ahhinc.com

mailto:plavin@ahhinc.com





Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 


EDUCATION 
Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


The Ohio State University 
Columbus 
Ohio 
Masters of Social Work 
 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Chanelle Bergren 
Insurance Contract Administrator  
Arizona Department of Administration  
(p) 602-542-0395 
(f) 602-542-4744 
Chanelle.Bergren@azdoa.gov 
 
John Kachergius 
Vice President of Administration 
Allied Benefit Systems, Inc. 
(p) 312-261-9258 
(f) 312-906-8443 
jkachergius@alliedbenefit.com 
 
Arthur Orzano 
Managing Supervisor 
National Organization of Industrial Trade Unions 
(p) 718-291-3434 
(f) 718-291-0531 
aorzano@noitu.org 
 


 



mailto:Chanelle.Bergren@azdoa.gov

mailto:jkachergius@alliedbenefit.com

mailto:aorzano@noitu.org





 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: American Health Holding, Inc.  


�   Contractor X   Subcontractor 
Name: Roland Griggs, MD X Key Personnel 
Classification: Medical Director # of Years in Classification: 20 


Brief Summary: of 
Experience: 


Dr. Griggs has been American Health’s consulting Medical Director since 
1993, bringing more than 22 years of medical management experience. In 
addition, he has operational experience for multiple provider-based businesses 
including a telemedicine supported, house-call practice and a rural integrated 
hospital system. Dr. Griggs has worked extensively with underserved 
populations such as the Navajo tribe, physically challenged children and 
homebound poor. Dr. Griggs is a licensed physician in 20 states. 


# of Years with Firm: 20 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


01/1993 to Present 
American Health  
American Health 
Paul Lavin, President and CEO 
7400 West Campus Rd., New Albany, OH 43054 
614-933-7654 
plavin@ahhinc.com  
As Medical Director, Dr. Griggs plays a number of key 
roles in the delivery of our medical management 
programs. For example, if a case has unique 
circumstances that raise questions for the Utilization 
Management nurse handling the case, the medical 
director will review the case to determine the best 
course of action and reach out to the member’s 
physician for a peer-to-peer discussion, if necessary. 
Our medical director is also available to review cases for 
which a provider or member has received an adverse 
review/decision to determine appropriate next steps. Dr. 
Griggs also performs all initial reviews that involve 
medical necessity determinations and Physician 
Consultation for new procedures or new 
technology/pharmacology. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


  



mailto:plavin@ahhinc.com





Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


  


EDUCATION 
Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Dartmouth College 
Hanover 
New Hampshire 
Bachelors Degree  
 
Ohio State University  
Columbus 
Ohio  
Medical Degree and Master’s Degree in Hospital and Health Services 
Administration.  
Dr. Griggs is certified in Quality Assurance and Utilization Review by the 
American Board of Quality Assurance and Utilization Review Physicians 
and is American Board of Medical Specialties certified for Family Medicine 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Mary Catherine Person  
President 
HealthSCOPE Benefits, Inc. 
(p) 501-225-1551 
Mary.Person@healthscopebenefits.com  
 
Chanelle Bergren 
Insurance Contract Administrator  
Arizona Department of Administration  
(p) 602-542-0395 
(f) 602-542-4744 
Chanelle.Bergren@azdoa.gov 
 
Michelle Hazelette 
State of Arkansas  
Benefits Department  
Stat of Arkansas Department of Finance and 
Administration 
(p) 501-682-5500 
(f) 501-682-1168 
Michele.hazelett@dfa.arkansas.gov 


 



mailto:Mary.Person@healthscopebenefits.com

mailto:Chanelle.Bergren@azdoa.gov

mailto:Michele.hazelett@dfa.arkansas.gov





 
 


 
 


 


Additional Attachments Included with Response to  
Request for Proposal 3084 – IA Technical Proposal 


 
 


 Attachment 3.11.1.4 – 3.11.1.5 Case Management Criteria and Case Types  
 
 Attachment 3.11.1.8 - 3.11.1.9 Transplants and Centers of Excellence  
 
 Attachment 3.11.1.11 –Letter Sample: CM Welcome and Consent, Physician Outreach 
 
 Attachment 3.11.2.7 - Letter Samples: UM Certification and UM Denial 
 
 Attachment 3.11.3.5 - 3.11.4.5 Letter Samples: Concurrent and Retrospective Review 
 
 Attachment 3.12.1 - Sample Reports: Case Management and Utilization Management 
 
 Attachment 3.12.2 - Overview of iSuite Reporting 
 
 Attachment 3.14.1 - PEBP American Health Pre-certification Website 
 
 Attachment 3.15.1 PEBP Implementation Plan 







 
 


Attachment 3.11.1.4 / 3.11.1.5 
Case Management Case Types 


 
Cases are assigned to case type according to the level of nursing assessment, coordination, planning 
and evaluation requirements, the severity of illness and/or the number of co-morbidities, the complexity of 
treatment plan, the anticipated length of case duration, and the client’s need for medical information, cost 
projection or prognosis. 
 


Definitions 
Large Case Management case types: 
 Are patient-focused 
 Have a complex treatment plan, and include: 


o Patients with complex diagnoses, multiple co-morbidities 
o Patients who require high level nursing assessment, coordination, planning, intervention and 


evaluation 
 Patients considered for Large Case Management case types include: 


o Complex medical cases 
o Transplant 
o Rehabilitation 
o Long-term acute care 
o Acute inpatient rehabilitation 
o Neonatology/pediatrics 
o Oncology 
o Maternity 
o Pregnant patients with high-risk factors such as uncontrolled co-morbidities or a history of 


pre-term delivery where the patient is less than 37 weeks gestation 
 
 
Continuing Care Coordination case types: 
 Are patient-focused 
 Have coordination of services as the primary objective 
 Have a simple treatment plan, and include: 


o Patients with non-catastrophic diagnoses and minimal co-morbidities 
o Patients who require minimum to moderate level nursing assessment, coordination, planning, 


interventions and evaluations 
 Are non-responsive to or have declined Case Management; however, will require Case Management 


to oversee treatments/therapies, response to treatments, medical necessity authorizations and 
possible negotiations 


 Patients considered for Continuing Care Coordination case types include: 
o Home Health (1-2 simple services) and DME 







o Hospice Care (Inpatient and outpatient) 
o Short- term rehab after joint replacement surgery 
o Infusion therapy for medical necessity determination and negotiations 
o Outpatient therapy, with out of network providers 
o Monthly Synagis injections 
o Readmissions for complications or wound infection following surgical procedure 
o Multiple hospitalizations with a focus on controlling costs 


 
 
Research and Review case types: 
 Are focused on the client’s need for: 


o Resolution of a single issue/question related to medical necessity 
o Medical information related to clinical status, treatment plan, prognosis and estimation of 


expected costs 
 Include patients who are medically stable and/or with chronic disease processes who are at risk for 


exacerbation 
 Patients may require assessments for knowledge deficits related to disease, medications and or 


treatment plan 
 Have an expected case duration of less than two months unless approved by a supervisor 
 Co-morbidities are limited 
 Have a treatment plan that is moderate to non-complex 
 Patients considered for Research and Review case types include: 


o Need for medical information only 
o Approval for high dollar DME 
o Retrospective medical necessity reviews 
o Claims department referrals for high utilization or high dollar claims 


 
 
Medical Disclosure case types: 
 Are focused on the client’s need for medical information 
 Include patients who have usually reached stop loss and the client requires updates on clinical status, 


prognosis and estimation of expected costs 
 Diagnoses and co-morbidities are not relevant 
 Have an estimated case duration of 3-4 days 
 Complexity of treatment plan is not applicable 
 Patients considered for Medical Review case types include: 


o Plan or member renewals 
 
 
Behavioral Health/Substance Abuse case types: 
 Include all patients whose primary diagnosis is related to Behavioral Health are assigned to this case 


type 
 Patients considered for Behavioral Health/Substance Abuse case types include: 


o Drug/substance abuse 
o Suicide attempts 
o Mental Health 


 
 







Maternal Newborn case types: 
 This is a wellness program for client’s who have purchased this program 
 Include pregnant patients who are less than 34 weeks gestation and who are enrolled in this program 


and participate until they deliver 
 Patients in this program, who develop complications, can be transitioned to a Large Case 
 Management case by closing out the Maternal Newborn case and opening a new case 
  
Short-Term Case Management (STCM) case types: 
 Are focused on the client’s need for negotiations or certification services 
 Have a short case duration limited to the time it takes to get an answer to the specific question 
 Diagnoses and co-morbidities are not relevant to this case type determination 
 Patient’s considered for this case type are PHCS certification of outpatient services or for a 


specialized rate negotiation program 







 
 


Attachment 3.11.1.8 / 3.11.1.9 
Transplants and Centers of Excellence 


 
American Health’s Case Management program targets those cases requiring more attention, resulting in 
better medical outcomes for members and greater cost savings for employers. Our criteria and systems 
are specifically designed to identify catastrophic and complex illnesses, transplants and trauma cases. 
They also prompt our review specialists to ask questions about seemingly routine, uncomplicated cases 
that may reveal increased risk. Once high-risk cases are identified, American Health’s Case Management 
matches the level and method of our services to the intensity of the case in the most cost-efficient manner 
possible.  
 
Dealing with a serious illness changes lives of both the patient and the family members. Deciding on the 
right treatment options can be difficult, and it is important for everyone who is involved in the patient’s 
life—including the claims payer—to understand the patient’s disease and the options for treatment. In 
order to serve the long-term needs of the patient, our Transplant Specialists coordinate with the medical 
team through the entire care process. They work even closer with the patient, the patient’s family, and 
support network to provide comprehensive assistance in all areas relating to ongoing education, medical 
history, medications, development of support systems, lifestyle changes and behavior modifications, and 
financial options. 
 
If a client or stop-loss contract requires a referral to a specific network, our Transplant Specialists will 
work with the member and recommend an in-network transplant facility with the best services and 
location. They can access all available networks on a case-by-case basis in order to achieve the best 
discounts for our clients without an access fee. In most situations, since contracts exist between the 
Centers of Excellence and claims payers, Transplant Specialists act as liaisons between the two parties. 
When contracts are unavailable, they have the ability to work with Transplant Centers of Excellence, 
financial coordinators, reinsurance carriers and claims offices to coordinate services and negotiate 
discounts that range from 10 to 30 percent. 
 
Transplant Case Management Process 
The following is a summary of the procedures followed by our Transplant Specialists when contacting the 
various stakeholders involved in a potential transplant case. 
 
Client Contact 


 Verify patient eligibility with the plan 


 Clarify transplant benefit language and limitations of the plan 


 Discuss potential transplant financial costs to the plan  


 Discuss use of transplant networks vs. PPO use to facilitate savings  


 Discuss clinical status of the patient and potential transplant plan of care 







 Obtain permission to discuss the case with the reinsurance carrier to assure proper payment to the 
claims payor according to the stop loss coverage 


 Confirm authorization process and appeal process 


 Maintain contact throughout the transplant case to discuss medical plan of care, physician review 
determination and clinical status of the patient 


 
Physician/Transplant Facility Contact 


 Verify center of excellence status of the facility 


 Encourage verification of patient eligibility/coverage 


 Confirm patient referral /transplant evaluation process/progress 


 Discuss financial strategies for transplant related care 


 Obtain transplant protocol/ informed consent 


 Maintain contact throughout transplant process 


 Obtain ongoing clinical status /medical plan of care 


 Provide necessary authorizations for care delivery 


 Follow patient for at least 100 days post-transplant procedure 
 
Patient and Family Contact 


 Assess knowledge base of disease/ treatment plan 


 Educate about potential treatment process, financial responsibilities, and the medical plan of care 


 Encourage patient to discuss transplant with family members 


 Discuss transplant centers of excellence and the importance of network provider use  


 Discuss use of clinical trials, off label use of medications, experimental/ investigational treatment 


 Review transplant approval process 


 Encourage knowledge of benefit plan language as it relates to transplant care 


 Maintain ongoing contact with the patient and/ or family throughout the transplant process to provide 
support and education 


 Explore available community resources including medication assistance if necessary 
 


Physician Review Process, Role of our Case Manager 


 Receives transplant evaluation and protocol from facility/MD 


 Reviews the clinical information/ transplant protocol according to accepted medical standard criteria, 
reviews medications according to FDA approval for the patient’s diagnosis 


 Formulates review questions for the specialist physician reviewer relative to medical necessity, standard 
of care and investigational/experimental aspects of the proposed treatment regimen 


 Forwards all information to the independent physician reviewer for evaluation 


 Receives physician review determination and discusses the determination with the claims payor, 
reinsurance carrier representative, the patient and the patient’s physician 


 Assists with any appeals if transplant found not to be medically necessary or standard of care or if found 
to be investigational/ experimental or part of a clinical trial 







 
Post-Transplant Follow-Up 


 Maintain ongoing contact with providers to obtain ongoing treatment plan and clinical response to the 
transplant procedure for approximately one year post transplantation 


 Authorize medically indicated care to address any post-transplant needs 


 Maintain ongoing contact with the patient to provide support and education 


 Discuss the patient status and medical needs with the claims payor and reinsurance representative 
 
 
Investing in Healthier Outcomes 
Return on Investment (ROI) for Transplant Case Management is calculated based on savings from price 
negotiations for services and use of alternative settings or services. ROI for American Health’s Transplant 
Case Management is currently 18:1. 
 







 


(Contact CompanyName) 
(Contact CombinedContactName) 
(Contact Address1) 
(Contact Address2) 
(Contact Address3) 
(Contact City),  (Contact State) (Contact PostalCode) 


PATIENT:  (LCMI PFN) (LCMI PMN) (LCMI PLN) 
CARDHOLDER:  (LCMI CHFN) (LCMI CHMN) (LCMI CHLN) 
CASE ID#:  (LCMI RefNumber) 
GROUP:  (LCMI GroupName) 


(Contact SalutationName) (Contact CombinedContactName), 


I am a Case Manager working on behalf of your health plan. They have asked that I contact you 
because case management services could be of assistance to you. These services are a part of 
your benefits package. 


As a Case Manager, I work with you, your family and your health care team to assist in 
coordinating delivery of services recommended by your health care professionals. I have 
enclosed a brochure with this letter, which you might find helpful in further explaining Case 
Management services.  


I will be calling you in the near future to discuss my role, but feel free to call me toll-free 1 
(LCMI CMPhoneCombo), if you have any questions about my services. If you reach voicemail, 
be assured that it is confidential and you may leave a message. I will return your call promptly. 
If at any time you have difficulty contacting me or have a complaint, please call toll-free 1 
(LCMI CMPhone) and ask our operator to direct your call to a case management supervisor. 
You may also call me at the number listed above if you have any questions about why you were 
chosen for the Case Management program.  


In order for me to help coordinate any services recommended by your health care professionals, 
and obtaining medical and other information from your doctor and health care team, I am 
asking you for your written permission. Please sign the enclosed form, Consent for Case 
Management Services and Authorization for Release of Medical Information, and return it to 
me in the enclosed self-addressed envelope. While waiting on your response, I will begin 
coordinating the services recommended by your health care professionals to avoid delays in 
your treatment.  


Your participation in Case Management is voluntary and you may decline services at any time 
by contacting me at the phone number above. I look forward to working with you.  


Respectfully,(LCMI CMFN) (LCMI CMLN) 







Consent for Case Management Services  
and Authorization for Release of Medical Information 


 (LetterInfo LetterDate) 
PATIENT: (LCMI PFN) (LCMI PMN) (LCMI PLN) 
CARDHOLDER: (LCMI CHFN) (LCMI CHMN) (LCMI CHLN) 
CASE ID#: (LCMI RefNumber) 
GROUP: (LCMI GroupName) 


I authorize (LCMI KnownAsName)  to evaluate my health care needs under the Case 
Management Program. 


I authorize any physician, hospital, service agency, or other health care provider involved in my 
care to release all medical records and other information to (LCMI KnownAsName). 


I understand that this may include interviews with my family, physician, and other health care 
providers. Also, it may require a review of my medical records and history pertinent to my care 
for the purpose of assessing my needs and developing appropriate case management plans.  


I understand that there may be times when medical information may be shared with the claims 
payor or others, when necessary to assist in claims payment, determining available benefits or 
other authorized health care operations or treatment matters.  


I understand that I will be notified, in writing, of any adverse determinations or medical 
necessity that are made by (LCMI KnownAsName) related to services that have been reviewed 
in the Case Management program.  


All information will be kept confidential as required, and shall not be improperly used or 
disclosed.  


This consent is subject to revocation by the patient at any time, but will not apply to any 
information already released in accordance with this consent.  


_____ Accept Case Management       _____ Decline Case Management 


 


___________________________________       ____________________________ 
Patient or Guardian Signature       Date 


 
Please provide a phone number where case management can reach you.  


Phone #: _____________________________       Best Time to Call: _____________ 
 
 
 
 
 
 
 







 
 
 


(Contact CompanyName) 
(Contact CombinedContactName) 
(Contact Address1) 
(Contact Address2) 
(Contact Address3) 
(Contact City),  (Contact State) (Contact PostalCode) 


CONFIDENTIAL 
(LetterInfo LetterDate) 


PATIENT: (LCMI PFN) (LCMI PMN) (LCMI PLN) 
PATIENT DOB:  
CARDHOLDER:  (LCMI CHFN) (LCMI CHMN) (LCMI CHLN) 
MEMBER ID:  (LCMI PatientID) 
GROUP:  (LCMI GroupName) 


(Contact SalutationName) (Contact CombinedContactName), 


This letter is to inform you that I am a Case Manager, working on behalf of the health 
plan for the above named patient. My role as a Case Manager involves contacting 
physicians and other health care professionals to gather health information and 
treatment plans. This information is necessary to assist with the coordination and 
arrangement of services, supplies and equipment as well as the timely processing of 
claims.  


Please feel free to contact me if you have any additional information regarding this 
patient or if you have any questions regarding case management services. I can be 
reached at (LCMI CMPhoneCombo).  


Sincerely, 
(LCMI CMFN) (LCMI CMLN) 
Case Manager  


CM-27  


 
 
 
 


 







 


Member/Patient Name      CONFIDENTIAL 
Address1        Date 
City, State  Zip   


 
Ref. Number:  Member ID:  


Patient:  Physician:  
Group:  Facility:  
  Admit Date:  


Dear (Contact SalutationName) (Contact CombinedContactName), 


The above referenced hospitalization meets criteria for inpatient hospitalization and has 
been certified for an initial <DAYS CERTIFIED> day(s).. <KNOWN AS NAME> will 
be checking on the patient's medical progress on <FOLLOW UP DATE>  


This notice is not a guarantee of payment. Benefits are subject to all eligibility, plan 
provisions and limitations in force at the time services are rendered. For benefit and 
eligibility information, please contact your benefit plan administrator at 
<Benefits/Customer Service Phone>. 


Should you have any questions regarding this matter, please do not hesitate to call.  We 
can be reached at <Known As Phone>. 


Sincerely, 


<KNOWN AS NAME>/UR-202 


 


 


 


INPATIENT CERTIFICATION LETTER – This letter indicates that an 
urgent/emergency inpatient hospitalization has been certified. 


 







 


Member/Patient Name      CONFIDENTIAL 
Address1        Date 
City, State  Zip   


 
Ref. Number:  Member ID:  


Patient:  Physician:  
Group:  Facility:  
  Admit Date:  


 Dear (Contact SalutationName) (Contact CombinedContactName), 


This letter contains important information about rights and responsibilities involving an 
initial adverse medical necessity determination. 
 
The group health plan sponsored by the above employer has certain provisions requiring 
medical necessity review of hospital admissions.  We have conducted a careful review 
and are not able to certify this admission as medically necessary.  It was determined this 
admission was not medically necessary because <NONCERT REASON>.  A copy of the 
guideline relied upon in making this determination, and an explanation of the scientific or 
clinical reason for this determination, are available free of charge upon request. 
 
This adverse determination does not mean the patient should not enter the hospital, or 
that medical care is not needed.  Those decisions rest with the treating medical 
professional and the patient.  This determination was based only on medical necessity, 
and did not consider eligibility, available health care benefits or claims payment 
guidelines.  Questions about such issues should be directed to the claims payer at 
<CLAIMS PAYER PHONE>. 
 
The patient or an authorized representative may request an appeal of an adverse 
determination within 180 days from receipt of the letter.  Any additional medical or other 
relevant information should be included. 
 
If a Standard Appeal is chosen, it can be requested by writing to us at the address on this 
letter.  We will respond to this appeal within 15 days of receipt of such request.  If the 
appeal decision is not satisfactory, a second appeal may be requested.  We will respond to 
the second appeal within 15 days of receipt of the request. 
 







If an Expedited Appeal is chosen (for example, where the patient has not yet been 
admitted, is currently hospitalized, or if urgent care is involved), it can be requested by 
writing or calling us at <KNOWN AS PHONE>.  Please indicate the request is for an 
Expedited Appeal.  We will respond to the Expedited Appeal within 72 hours.  If the 
Expedited Appeal decision is not satisfactory, the claimant has a right to file legal action 
against the Health Plan under Section 502(a) of the Employee Retirement Income 
Security Act of 1974 (ERISA). 
 
In addition to appeal rights mentioned above, if you are enrolled in a non-grandfathered 
health plan (as determined by the Patient Protection and Affordable Care Act), you may 
also be eligible to request an independent external review.  To determine if you are in a 
non-grandfathered plan and eligible for an independent external review, you should 
contact <KNOWN AS NAME>.  If eligible, you may request the independent external 
review by contacting us within four months after the date of receipt of the adverse 
determination.  If the request is for an urgent healthcare service (i.e., an urgent situation 
is one in which your health may be in serious jeopardy or, in the opinion of your 
physician may experience pain that cannot be adequately controlled while you wait for a 
decision on your appeal, you may request an expedited external appeal by contacting 
<KNOWN AS PHONE>.  An independent third party will then review the adverse 
determination along with any additional information you provide and issue a final 
decision. 
 
We regret that this determination is not more favorable.  If you have any questions 
regarding this letter you may contact us. 
 
Sincerely, 
 
Medical Advisor UR-223A 
 
 
 
 
 
 
 
 
 
 


 


 


 


 







 


RESOURCES AVAILABLE TO HELP YOU 


You have the right to receive the diagnosis and treatment codes (and their meanings) for 
the services listed on the attached letter simply by writing to us at the address listed on 
the attached letter. 


In addition to the information listed on the attached letter, there may be other resources 
available to help you.  You should ask your employer if your plan is subject to the health 
care reform law.  If it is, you may also contact the Employee Benefits Security 
Administration at 1-866-444-EBSA (3272) for help, if your health plan is provided by 
your employer. 


 


 


 


 


 


 


 


 


 


 


 


 


 


ADMISSION NON-CERT LETTER – This letter is sent to the physician, facility 
and member/patient.  This letter is used to notify parties that we are unable to 
certify based on medical necessity for the entire admission/length of stay.  This letter 
informs the parties of appeal rights. 


 







 


Member/Patient Name      CONFIDENTIAL 
Address1        Date 
City, State  Zip   


 
Ref. Number:  Member ID:  


Patient:  Physician:  
Group:  Facility:  
  Admit Date:  


Dear (Contact SalutationName) (Contact CombinedContactName), 


The above referenced hospitalization meets criteria for inpatient hospitalization and has 
been certified for a total of <DAYS CERTIFIED> day(s).  


This notice is not a guarantee of payment. Benefits are subject to all eligibility, plan 
provisions and limitations in force at the time services are rendered. For benefit and 
eligibility information, please contact your benefit plan administrator at 
<Benefits/Customer Service Phone>. 


Should you have any questions regarding this matter, please do not hesitate to call. We 
can be reached at (LIAI KnownAsPhoneNum). 


Sincerely, 


<KNOWN AS NAME>/UR-203 


 


 


 


RETROSPECTIVE INPATIENT CERTIFICATION LETTER – This letter 
indicates that a hospitalization that occurred in the past has been certified.  Patient 
has already been discharged. 







 


Member/Patient Name      CONFIDENTIAL 
Address1        Date 
City, State  Zip   


 
Ref. Number:  Member ID:  


Patient:  Physician:  
Group:  Facility:  
  Admit Date:  


 Dear (Contact SalutationName) (Contact CombinedContactName), 


This letter contains important information about rights and responsibilities involving an 
initial adverse medical necessity determination. 
 
The group health plan sponsored by the above employer has certain provisions requiring 
medical necessity review of hospital admissions.  We have conducted a careful review 
and are not able to certify this admission as medically necessary.  It was determined this 
admission was not medically necessary because <NONCERT REASON>.  A copy of the 
guideline relied upon in making this determination, and an explanation of the scientific or 
clinical reason for this determination, are available free of charge upon request. 
 
This adverse determination does not mean the patient should not enter the hospital, or 
that medical care is not needed.  Those decisions rest with the treating medical 
professional and the patient.  This determination was based only on medical necessity, 
and did not consider eligibility, available health care benefits or claims payment 
guidelines.  Questions about such issues should be directed to the claims payer at 
<CLAIMS PAYER PHONE>. 
 
The patient or an authorized representative may request an appeal of an adverse 
determination within 180 days from receipt of the letter.  Any additional medical or other 
relevant information should be included. 
 
If a Standard Appeal is chosen, it can be requested by writing to us at the address on this 
letter.  We will respond to this appeal within 15 days of receipt of such request.  If the 
appeal decision is not satisfactory, a second appeal may be requested.  We will respond to 
the second appeal within 15 days of receipt of the request. 
 







If an Expedited Appeal is chosen (for example, where the patient has not yet been 
admitted, is currently hospitalized, or if urgent care is involved), it can be requested by 
writing or calling us at <KNOWN AS PHONE>.  Please indicate the request is for an 
Expedited Appeal.  We will respond to the Expedited Appeal within 72 hours.  If the 
Expedited Appeal decision is not satisfactory, the claimant has a right to file legal action 
against the Health Plan under Section 502(a) of the Employee Retirement Income 
Security Act of 1974 (ERISA). 
 
In addition to appeal rights mentioned above, if you are enrolled in a non-grandfathered 
health plan (as determined by the Patient Protection and Affordable Care Act), you may 
also be eligible to request an independent external review.  To determine if you are in a 
non-grandfathered plan and eligible for an independent external review, you should 
contact <KNOWN AS NAME>.  If eligible, you may request the independent external 
review by contacting us within four months after the date of receipt of the adverse 
determination.  If the request is for an urgent healthcare service (i.e., an urgent situation 
is one in which your health may be in serious jeopardy or, in the opinion of your 
physician may experience pain that cannot be adequately controlled while you wait for a 
decision on your appeal, you may request an expedited external appeal by contacting 
<KNOWN AS PHONE>.  An independent third party will then review the adverse 
determination along with any additional information you provide and issue a final 
decision. 
 
We regret that this determination is not more favorable.  If you have any questions 
regarding this letter you may contact us. 
 
Sincerely, 
 
Medical Advisor UR-223A 
 
 
 
 
 
 
 
 
 
 


 


 


 


 







 


RESOURCES AVAILABLE TO HELP YOU 


You have the right to receive the diagnosis and treatment codes (and their meanings) for 
the services listed on the attached letter simply by writing to us at the address listed on 
the attached letter. 


In addition to the information listed on the attached letter, there may be other resources 
available to help you.  You should ask your employer if your plan is subject to the health 
care reform law.  If it is, you may also contact the Employee Benefits Security 
Administration at 1-866-444-EBSA (3272) for help, if your health plan is provided by 
your employer. 


 


 


 


 


 


 


 


 


 


 


 


 


 


ADMISSION NON-CERT LETTER – This letter is sent to the physician, facility 
and member/patient.  This letter is used to notify parties that we are unable to 
certify based on medical necessity for the entire admission/length of stay.  This letter 
informs the parties of appeal rights. 
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Group-Level Standard Reports 
The following is a summary of our standard reports. We are able to create customized reports and make changes to 
standard reports for an hourly fee. Reports are subject to change to reflect enhancements and/or changes to the product 
offering or processes. 
 


Utilization Management Reports 


Utilization Management Summary 
 Aggregate report summarizes all Utilization Management activity 
 Includes statistical impact, comparison with benchmarks, and savings associated with the program 
 Frequency: Quarterly 


Daily Patient Activity 
 Detailed listing of cases reviewed by the Utilization Management department 
 Includes patient-specific information such as admission activity, discharge activity, diagnoses, providers, Case 


Management triggers and length of services certified 
 Report can be run by notification date, admission/start date or discharge/end date 
 Frequency: Available upon client request 


Certification Activity 
 Detailed listing of all cases reviewed by the Utilization Management department 
 Includes a patient activity update detailing length of stay, diagnoses, services provided, providers and 


physicians, as well as authorization information and whether the case triggered for Case Management 
 Report captures all certification activity, including TPA notes, for cases in which a decision has been rendered 
 Frequency: Available upon client request 


Extended Length of Stay 
 Detailed listing of cases reviewed by the Utilization Management department shows cases in which the length 


of acute stay exceeded a number of days agreed upon with the client (typically 5-7 days) 
 Includes patient-specific information such as length of stay, diagnoses, services provided, providers and 


physicians, as well as authorization information and whether the case triggered for Case Management, and 
nurse notes 


 Frequency: Available upon client request 


Case Management Referral Activity 
 Detailed listing of Utilization Management cases in which a patient’s diagnosis triggered referral to Case 


Management or required monitoring during concurrent review 
 Includes information on length of stay, diagnoses, services provided, providers and physicians, as well as 


authorization information 
 Frequency: Available upon client request 


Inpatient Facility Distribution 
 Summarizes inpatient activity by facility 
 Includes total admissions, total days utilized and average length of stay 
 Frequency: Available upon client request 
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Case Management Reports 


Case Management Summary 
 Aggregate report summarizes all Case Management activity 
 Includes patient-specific information, such as diagnosis and referral source, and financial impact of Case 


Management, such as savings detail and negotiated and managed savings 
 Frequency: Quarterly 


Open Case Listing 
 Group-level report identifies the number of patients enrolled in Case Management 
 Includes detail on diagnoses, intensity of services, the date the case was opened, and the Case Manager 


assigned to each case 
 Frequency: Available upon client request 


Clinical Case Management 
 Patient-specific, detailed clinical report 
 Includes history, care plan, interventions, savings and prognosis of the participant 
 Frequency: Monthly or bimonthly 


 







 
 


  


 
 


  


 


Welcome to American Health. 


Welcome to the American Health certification website. This online certification process is designed to 
improve the response time for completing your request for review. 
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Task Task Description Status Start Finish AHH Responsible Client Resp Comments


1 AHH Implementation Coordination
1.1 Sales sends proposal and yes form to Impl Mgr Open 03/01/14 03/01/14 AHH Sales
1.2 Confirm client demographics Open 03/05/14 03/05/14 Impl Mgr
1.3 Distribute client information within AHH Open 03/05/14 03/05/14 Impl Mgr
1.4 Assign Account Executive Open 03/05/14 03/05/14 VP Client Svcs
1.5 Assign CM Supervisor Open 03/05/14 03/05/14 Director of CM
1.6 Assign CM Coordinator Open 03/05/14 03/05/14 Director of CM
1.7 Assign IT representative Open 03/05/14 03/05/14 Director of Data Mgmt
1.8 Assign Business Support Team representative Open 03/05/14 03/05/14 AVP, Bus Support
1.9 Preliminary meeting with AHH staff Open 03/05/14 03/05/14 Impl Mgr
1.10 Introductory client contact Open 03/31/14 04/04/14 AE Client
1.11 Review implementation plan with client Open 03/31/14 04/04/14 Impl Mgr Client
1.12 Determine client contact/s for implementation meetings Open 03/31/14 04/04/14 Impl Mgr Client
1.13 Determine implementation meeting schedule Open 03/31/14 04/04/14 Impl Mgr Client
1.14 Confirm specific product lines being implemented Open 03/31/14 04/04/14 Impl Mgr, AE Client
1.15 Provide AHH contact sheet Open 03/31/14 04/04/14 Impl Mgr
1.16 Assessment of staffing needs Open 03/01/14 03/01/14 Ops Directors
1.17 Service agreement/amendment drafted Open 03/03/14 03/31/14 Legal Client


2 Client Discovery
2.1 Determine hours of operation Open 04/01/14 04/08/14 Impl Mgr Client
2.2 Determine number of groups Open 04/01/14 04/08/14 Impl Mgr Client
2.3 Identify number of employee lives managed per product Open 04/01/14 04/08/14 Impl Mgr Client
2.4 Provide new business client profile form Open 04/01/14 04/04/14 Impl Mgr
2.5 Complete & return client profile form Open 04/04/14 04/15/14 Client
2.6 Review completed client profile form Open 04/15/14 04/22/14 Impl Mgr, AE Client
2.7 Distribute completed client profile form Open 4/22/14/ 04/22/14 Impl Mgr
2.8 Provide copy of member ID card Open 06/02/14 06/02/14 Client
2.9 Provide copy of member SPD Open 05/02/14 05/06/14 Client
2.10 Determine private labeling requirements Open 04/15/14 04/22/14 Impl Mgr, AE Client
2.11 Provide logo Open 05/02/14 05/06/14 Client
2.12 Provide letterhead Open 05/02/14 05/06/14 Client
2.13 Prepare mock-up of private label documents Open 05/09/14 05/13/14 Impl Mgr
2.14 Obtain client approval of private label documents Open 05/16/14 05/20/14 Impl Mgr Client


3 i-Suite System
3.1 Identify set-up hierarchy Open 05/02/14 05/06/14 Business Support Client
3.2 Create/Load client Open 05/15/14 05/15/14 Business Support
3.3 Create/Load groups Open 05/15/14 05/15/14 Business Support
3.4 Create/Load networks Open 05/15/14 05/15/14 AHH IT
3.5 Create/Load logo Open 05/15/14 05/15/14 AHH IT
3.6 Create/Load letterhead Open 05/15/14 05/15/14 AHH IT
3.7 Create/Load billing schedule Open 06/01/14 06/15/14 AHH IT


4 Imports/Eligibility
4.1 Identify claims system utilized Open 04/08/14 04/08/14 Impl Mgr Client
4.2 Determine how eligibility will be received Open 04/08/14 04/08/14 AHH IT Client
4.3 Determine file frequency Open 04/08/14 04/08/14 AHH IT Client
4.4 Identify full file vs. update file Open 04/08/14 04/08/14 AHH IT Client
4.5 Identify number of files that will be sent Open 04/08/14 04/08/14 AHH IT Client
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Task Task Description Status Start Finish AHH Responsible Client Resp Comments
4.6 Terminations must be sent on file (leave on for two cycles) Open 04/08/14 04/08/14 AHH IT Client
4.7 Provide electronic eligibility file format specification (3.1 layout) Open 04/04/14 04/04/14 AHH IT
4.8 Provide electronic eligibility test file Open 05/15/14 06/14/14 Client
4.9 Load groups to i-Suite test system Open 05/15/14 05/15/14 AHH IT
4.10 Load eligibility file Open 06/15/14 06/15/14 AHH IT
4.11 Define Eligibility Error Reporting Open 05/15/14 05/15/14 AHH IT
4.12 Obtain report parameters Open 05/15/14 05/15/14 AHH IT
4.13 Error report generated Open 05/15/14 05/15/14 AHH IT


5 Exports/Pre-cert file
5.1 Determine file frequency Open 04/08/14 04/08/14 AHH IT Client
5.2 Define export formats Open 04/15/14 04/15/14 AHH IT Client
5.3 Identify types of cases expected in file (IP, OP) Open 04/15/14 04/15/14 AHH IT Client
5.4 Identify types of cases expected in file (Open, Closed, Pend) Open 04/15/14 04/15/14 AHH IT Client
5.5 Create file formats Open 04/15/14 04/15/14 AHH IT
5.6 Create and send test files Open 05/22/14 05/22/14 AHH IT
5.7 Document test results Open 05/22/14 05/22/14 AHH IT Client
5.8 Obtain client approval of file Open 06/05/14 06/05/14 AHH IT


6 Electronic Interface Transmission
6.1 Provide FTP/SFTP specifications Open 04/08/14 04/08/14 AHH IT
6.2 Identify FTP/SFTP site and login information for Client Open 04/22/14 04/22/14 AHH IT
6.3 Create FTP/SFTP directory Open 04/22/14 04/22/14 AHH IT
6.4 Send Client AHH PGP key Open 04/22/14 04/22/14 AHH IT
6.5 Client send AHH PGP key Open 04/22/14 04/22/14 AHH IT Client
6.6 Drop test file to FTP/SFTP site Open 04/29/14 04/29/14 AHH IT
6.7 Document test results Open 04/29/14 04/29/14 AHH IT
6.8 Confirm file received and decrypted appropriately Open 04/29/14 04/29/14 AHH IT


7 i-Suite Rules
7.1 Review plan requirements Open 05/01/14 05/01/14 AHH UM Client
7.2 Send precert requirements to "rules" for coding Open 05/08/14 05/08/14 AHH UM
7.3 Write rules for i-Suite Open 05/08/14 05/08/14 Rules Analyst
7.4 Review rules with client Open 05/15/14 05/21/14 Impl Mgr, AE Client
7.5 Obtain sign-off on rules Open 05/22/14 05/22/14 Client
7.6 Test rules Open 06/01/14 06/14/14 AHH IT
7.7 Deploy rules Open 06/15/14 06/15/14 AHH IT


8 Utilization Management
8.1 Provide new business group profile form (UM/CM) Open 04/01/14 04/04/14 Impl Mgr
8.2 Complete & return group profile forms Open 04/04/14 04/15/14 Client
8.3 Review completed group profile forms Open 04/15/14 04/22/14 Impl Mgr, AE Client
8.4 Distribute completed group profile forms Open 4/22/14/ 04/22/14 Impl Mgr
8.5 Determine program known as name Open 04/22/14 04/22/14 Impl Mgr, AE Client
8.6 Confirm UM model applicable Open 04/08/14 04/08/14 AHH UM Client
8.7 Determine pre-certification process Open 04/08/14 04/08/14 AHH UM Client
8.8     Retrospective review process Open 04/08/14 04/08/14 Impl Mgr Client
8.9     "On the fly" requirement Open 04/08/14 04/08/14 Impl Mgr Client
8.10 Network steerage requirement Open 04/08/14 04/08/14 Impl Mgr Client
8.11 Review any special UM workflow Open 04/08/14 04/08/14 AHH UM Client
8.12 Review any carve out programs Open 04/08/14 04/08/14 AHH UM Client
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Task Task Description Status Start Finish AHH Responsible Client Resp Comments
8.13 Transplant program Open 04/08/14 04/08/14 AHH UM Client
8.14 Maternity management Open 04/08/14 04/08/14 AHH UM Client
8.15 Mental health program Open 04/08/14 04/08/14 AHH UM Client
8.16 Substance abuse program Open 04/08/14 04/08/14 AHH UM Client
8.17 Employee assistance program Open 04/08/14 04/08/14 AHH UM Client
8.18 Disease Management program Open 04/08/14 04/08/14 AHH UM Client
8.19 Wellness program Open 04/08/14 04/08/14 AHH UM Client
8.20 Determine reinsurer communication process Open 04/08/14 04/08/14 Impl Mgr, AE Client
8.21 Provide reinsurance carrier information Open 04/08/14 04/08/14 Client
8.22 Determine appeal process Open 04/08/14 04/08/14 AHH UM Client
8.23 Determine number of appeal levels Open 04/08/14 04/08/14 AHH UM Client
8.24 Who handles appeals (AHH vs Claims Dept) Open 04/08/14 04/08/14 AHH UM Client
8.25 Determine transition of open UM cases Open 05/15/14 05/15/14 AHH UM Client
8.26     Review approximate # of UM cases that will transition Open 06/01/14 06/01/14 Impl Mgr
8.27 Obtain report of UM open cases Open 06/22/14 06/22/14 Client
8.28 UM enters cases into i-Suite Open 06/23/14 06/29/14 AHH UM
8.29 UM communicates client information to AHH corporate staff Open 06/29/14 06/29/14 AHH UM


9 Case Management
9.1 Provide new business group profile form (UM/CM) Open 04/01/14 04/04/14 Impl Mgr
9.2 Complete & return group profile forms Open 04/04/14 04/15/14 Client
9.3 Review completed group profile forms Open 04/15/14 04/22/14 Impl Mgr, AE Client
9.4 Distribute completed group profile forms Open 4/22/14/ 04/22/14 Impl Mgr
9.5 Determine program known as name Open 04/22/14 04/22/14 Impl Mgr, AE Client
9.6 Review CM model Open 04/08/14 04/08/14 AHH CM
9.7 Review CM acuity levels Open 04/08/14 04/08/14 AHH CM
9.8 Review CM FAQs Open 04/08/14 04/08/14 AE
9.9 Review CM brochure Open 04/08/14 04/08/14 AE
9.10 Review CM billing process with client Open 04/08/14 04/08/14 AE
9.11 Review any special CM workflow Open 04/08/14 04/08/14 AHH CM Client
9.12 Determine any special CM triggers Open 04/08/14 04/08/14 AHH CM Client
9.13 CM permission for service requirements/contact Open 04/08/14 04/08/14 AHH CM Client
9.14 Determine reinsurer communication process Open 04/08/14 04/08/14 Impl Mgr, AE Client
9.15 Provide reinsurance carrier information Open 04/08/14 04/08/14 Client
9.16 Determine transition of open CM cases Open 05/15/14 05/15/14 AHH CM Client
9.17     Review approximate # of CM cases that will transition Open 06/01/14 06/01/14 Client
9.18 Obtain report of CM open cases Open 06/22/14 06/22/14 Client
9.19 CM enters cases into i-Suite Open 06/23/14 06/29/14 AHH CM
9.20 CM communicates client information to AHH corporate staff Open 06/29/14 06/29/14 AHH CM


10 Telecommunications
10.1 Determine telecomm sites Open 04/15/14 04/15/14 Impl Mgr, AHH IT Client
10.2 Provide telephone number/s - UM Open 04/15/14 04/15/14 Impl Mgr 800-641-5566
10.3 Provide telephone number/s - CM Open 04/15/14 04/15/14 Impl Mgr 800-641-3224
10.4 Identify ownership of phone numbers Open 04/15/14 04/15/14 Impl Mgr Client
10.5 Identify if RespOrg is required, or if phone # can be pointed Open 04/15/14 04/15/14 Impl Mgr Client
10.6 If new #, add to Call Center Reports Open 05/15/14 05/15/14 Call Center Mgr
10.7 Review greetings and scripts Open 04/29/14 04/29/14 Impl Mgr Client
10.8 Design call flow Open 04/29/14 04/29/14 Impl Mgr, AHH IT
10.9 Obtain client approval of call flow Open 04/29/14 05/15/14 Impl Mgr Client
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Task Task Description Status Start Finish AHH Responsible Client Resp Comments
10.10 Program call flow Open 06/01/14 06/01/14 AHH IT
10.11 Test telephone lines Open 06/01/14 06/01/14 Impl Mgr, AHH IT Client
10.12 Provide fax numbers - UM Open 04/15/14 04/15/14 Impl Mgr 614-818-3236
10.13 Provide fax numbers - CM Open 04/15/14 04/15/14 Impl Mgr 866-440-3487
10.14 Test fax lines Open 04/15/14 04/15/14 Client
10.15 Identify after hours phone coverage (weekends & holidays) Open 04/15/14 04/15/14 Impl Mgr, AHH IT Client


11 Letters
11.1 Provide sample letters - UM Open 04/08/14 04/08/14 Impl Mgr
11.2 Provide sample letters - CM Open 04/08/14 04/08/14 Impl Mgr
11.3 Review sample letters Open 04/15/14 04/15/14 Client
11.4 Obtain client approval of letters Open 04/22/14 04/29/14 Impl Mgr
11.5 Identify which letters should be sent (i.e. cert letters, D/C notice) Open 04/29/14 04/29/14 Impl Mgr Client
11.6 Identify letter recipients (i.e. mbr, physician, claims contact) Open 04/29/14 04/29/14 Impl Mgr Client
11.7 Identify delivery method (i.e. FTP, fax, mail, e-mail) Open 04/29/14 04/29/14 Impl Mgr Client
11.8 Create letter sets Open 05/15/14 05/15/14 Business Support
11.9 Assign letter sets Open 05/15/14 05/15/14 Business Support Client
11.10 Create letter batch Open 05/15/14 05/15/14 Business Support


12 Reports
12.1 Provide sample reports - UM Open 04/08/14 04/08/14 Impl Mgr
22.2 Provide sample reports - CM Open 04/08/14 04/08/14 Impl Mgr
22.3 Determine reporting schedule Open 05/15/14 05/15/14 Impl Mgr, AE Client
22.4 Determine report delivery method (FTP site, EZ Reports, other) Open 05/15/14 05/15/14 Impl Mgr, AE Client
12.5 Determine report contacts Open 05/15/14 05/15/14 Impl Mgr, AE Client


13 i-Suite Access
23.1 Provide information on i-Suite user roles Open 06/01/14 06/01/14 Impl Mgr
23.2 User access forms provided Open 06/01/14 06/01/14 Impl Mgr
23.3 Complete user access forms Open 06/01/14 06/15/14 Client
23.4 Add client views Open 06/15/14 06/15/14 Business Support
23.5 Assign client staff views Open 06/15/14 06/15/14 Business Support
13.6 Designate AHH corporate views Open 06/15/14 06/15/14 Ops Directors
13.7 Assign AHH corporate views Open 06/15/14 06/15/14 Business Support


14 Training
14.1 EZ Reports training Open 06/22/14 06/22/14 AE Client
14.2 Group management process training Open 06/29/14 06/29/14 AE, Impl Mgr Client


15 On-Site Staffing
25.1 Assessment of staffing needs Open 04/08/14 04/08/14 AHH HR
15.2 Determine leased or non-leased Open 04/08/14 04/08/14 AHH HR Client
15.3 Determine if staff are telecommuters Open 04/08/14 04/08/14 AHH HR
15.4 Determine recruiting responsibilities Open 04/08/14 04/08/14 AHH HR Client
15.5 Determine performance evaluation process Open 04/08/14 04/08/14 AHH HR, Field Dir Client
15.6 Determine back-up coverage provisions Open 04/08/14 04/08/14 Field Director
15.7 Provide training schedule Open 05/01/14 05/01/14 Sr Dir Field Ops
25.8 Identify travel arrangements Open 05/01/14 05/01/14 Sr Dir Field Ops Client
15.9 i-Suite training Open 05/01/14 05/01/14 AHH Training Client
15.10 Staff benefits review Open 06/22/14 06/22/14 AHH HR Client
15.11 Policy and procedure training Open 06/22/14 06/22/14 Ops Directors Client


16 Equipment (for on-site operations)
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Task Task Description Status Start Finish AHH Responsible Client Resp Comments
16.1 Forward "System Specifications" document to Client IT Open 04/08/14 04/08/14 AHH IT
16.2 Provide i-Suite connection specifications Open 04/08/14 04/08/14 AHH IT
16.3     Test ISP connections Open 06/01/14 06/01/14 AHH IT Client
16.4     Document and report results Open 06/01/14 06/01/14 AHH IT Client
26.5 Identify needed supply of computers and phones Open 05/01/14 05/08/14 AHH IT
16.6 Setup work areas Open 06/01/14 06/15/14 Client
16.7 Test work areas Open 06/01/14 06/15/14 Client
16.8 Work area active Open 06/15/14 06/29/14 Client
16.9 Setup active directory and e-mail for employees Open 06/15/14 06/29/14 Client


17 Financial
17.1 Provide Payment Information documentation Open 06/01/14 06/01/14 Impl Mgr Client
17.2 Determine billing arrangement and billing contact(s) Open 06/01/14 06/01/14 Impl Mgr Client
27.3 Arrange meeting with Finance/Billing contact(s) Open 06/01/14 06/01/14 Impl Mgr, Finance Mgr Client
17.4 Finance to review pricing with client Open 06/01/14 06/01/14 Impl Mgr, Finance Mgr Client


Go-Live Date X
Open Tasks 186


Closed Tasks 0
Total 186


Percent complete 0%


28 Post Implementation
28.1 Send post implementation survey to Client Open Impl Mgr Client







<Group Name>


Medical Management
Executive Summary Report


Month DD, YYYY


Note: This is a sample Executive Summary report as produced by AHH Business


Intelligence. The report intent is to provide unique insights into medical management


outcomes and is prepared/customized for large groups. As such, each report follows a


general guideline for content; however, actual group report content may vary depending


upon the report time period, service lines and specific cost containment outcomes.


SAMPLE







2  <Group Name> – Q4 2012 Medical Management Review


Q4 2012 Review – Table of ContentsQ4 2012 Review – Table of Contents


 Executive Overview


• Return on Investment


• 2012 – Key Trends and Metrics


 Medical Management Summary


• Utilization Management


• Case Management


• Maternity Management


• Disease Management


SAMPLE







Executive Overview


SAMPLE







4  <Group Name> – Q4 2012 Medical Management Review


Return on Investment – January, 2012 through December, 2012


2012


Fees Savings ROI


Utilization Management $287,414 $5,124,549 17.8 to 1


Case Management $383,244 $6,920,022 18.0 to 1


Total $670,658 $12,044,571 17.9 to 1


Utilization Management Breakout
• Inpatient Savings = $2,980,061 
• Outpatient Savings = $2,144,488


Executive OverviewExecutive Overview SAMPLE







5  <Group Name> – Q4 2012 Medical Management Review


Executive OverviewExecutive Overview


 2012 – Key Trends and Metrics 


• Acute inpatient cases and hospital days are down approximately 11% and 13% 
respectively from 2011


• Psychiatric cases consumed the most number of acute inpatient actual days in both 
2011 (656 days) and 2012 (601 days)


• The number of requested outpatient radiology procedures has increased over 16.5%
between 2011 and 2012


• The number of acute inpatient substance abuse cases is up from 15 in 2011 to 29
in 2012


• Of all Maternity Management cases closed in 2012 (123), 67% were closed because 
we were unable to reach the patient


SAMPLE







Medical Management Summary
Utilization Management
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Utilization Management – Overall SummaryUtilization Management – Overall Summary


Overall Summary – All Plans


# Cases
2011


# Cases
2012 Variance


1,263 1,119 -11.4%


56 68 +21.4%


1,319 1,187 -10.0%


9,804 9,948 +1.5%


Total UM Savings Q4 2012 = $1,283,892


• Inpatient savings = $700,881 from 210 saved days 
• Outpatient savings = $583,011 from 2,008 saved services/units


Setting # Cases
Q3 2012


# Cases
Q4 2012 Variance


Acute Inpatient 286 248 -13.3%


Other Inpatient 20 20 -


Total Inpatient 306 268 -12.4%


Outpatient 2,433 2,462 +1.2%
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Utilization Management
Inpatient Summary
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Q1 2012 Q2 2012 Q3 2012 Q4 2012
Req. Days 1,233 1,282 1,349 1,079
Appr. Days 1,104 1,085 1,141 940
Actual Days 1,128 1,090 1,181 959
Cases 284 301 286 248
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Utilization Management – Inpatient Utilization Management – Inpatient 


req.


appr.
act.


cases


Totals
4,943
4,270
4,358
1,119
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Utilization Management – Inpatient Utilization Management – Inpatient 


2011 2012
Req. Days 5,958 4,943
Appr. Days 5,023 4,270
Actual Days 5,016 4,358
Cases 1,263 1,119
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Var.
-17.0%
-15.0%
-13.1%
-11.4%


req.


appr.
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cases


Acute IP
Non-Appr. 


Rate in 2012: 
13.6%


Acute IP
Non-Appr. 


Rate in 2012: 
13.6%


Acute IP
Non-Appr. 


Rate in 2011: 
15.7%


Acute IP
Non-Appr. 


Rate in 2011: 
15.7%
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Q1 2012 Q2 2012 Q3 2012 Q4 2012
Req. Days 289 199 318 443
Appr. Days 234 182 287 372
Actual Days 234 182 283 372
Cases 17 11 20 20
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Other Inpatient Summary
2012


Utilization Management – Inpatient Utilization Management – Inpatient 
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appr.; act.


cases
Totals
1,249
1,075
1,071


68
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2011 2012
Req. Days 1,301 1,249
Appr. Days 1,056 1,075
Actual Days 1,084 1,071
Cases 56 68
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Utilization Management – Inpatient Utilization Management – Inpatient 


Var.
-4.0%
+1.8%
-1.2%


+21.4%


req.


appr.
act.


cases


Other IP
Non-Appr.


Rate in 2012: 
13.9%


Other IP
Non-Appr.


Rate in 2012: 
13.9%


Other IP
Non-Appr.


Rate in 2011: 
18.8%


Other IP
Non-Appr.


Rate in 2011: 
18.8%
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Utilization Management – Inpatient Utilization Management – Inpatient 


Acute Inpatient Statistics – Admits/1000
MedicalMedical SurgicalSurgical


Mental HealthMental Health Substance AbuseSubstance Abuse


 Although Medical
admits/1000 in 2012 were 
45.8% higher than the 
benchmark, the number of 
cases (657) has decreased 
23.9% from 2011 (863
cases)


 Surgical, Mental Health 
and Substance Abuse 
admits/1000 in 2012 were 
slightly below their 
respective category 
benchmarks:


Surgical = 357 cases
MH = 53 cases
SA = 29 cases
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Utilization Management – Inpatient Utilization Management – Inpatient 


Acute Inpatient Statistics – Days/1000


 Although Medical
days/1000 in 2012 were 
55.8% higher than the 
benchmark, the number 
of actual days (2,513) 
was 27.4% lower than 
2011 (3,462 actual days)


 Surgical days/1000 in 
2012 were 18.1% lower 
than the benchmark 
(1,194 days)


 Substance Abuse 
days/1000 in 2012 were 
23.5% lower than the 
benchmark (167 days)


 Mental Health 
days/1000 in 2012 were 
4.8% lower than the 
benchmark (401 days)


MedicalMedical SurgicalSurgical


Mental HealthMental Health Substance AbuseSubstance Abuse


SAMPLE







15  <Group Name> – Q4 2012 Medical Management Review


Utilization Management – Inpatient Utilization Management – Inpatient 


Acute Inpatient Statistics – Average Length of Stay
MedicalMedical SurgicalSurgical


Mental HealthMental Health Substance AbuseSubstance Abuse


 Although Medical
admits/1000 and
days/1000 exceeded
the benchmark by approx. 
50% in 2012, the Medical 
ALOS was only .3 days 
above the benchmark, 
providing evidence that 
Utilization Management may 
be working effectively


 Surgical ALOS was 17.5%
lower than the benchmark 
in 2012, at 3.3 days


 Substance Abuse ALOS
was 12.1% lower than the 
benchmark in 2012, at 5.8
days


 Mental Health ALOS was
.2 days above the 
benchmark in 2012 
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Q1 2012 Q2 2012 Q3 2012 Q4 2012


Utilization Management – Inpatient Utilization Management – Inpatient 


Acute Inpatient Summary – Most Common Diagnosis by Major Category


– By Case Count –


64.7% drop from prior quarter


220% increase from prior quarter
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Q1 2012 Q2 2012 Q3 2012 Q4 2012


Utilization Management – Inpatient Utilization Management – Inpatient 


Acute Inpatient Summary – Most Common Diagnosis by Major Category


– By Actual Days –
29 cases for the year
1 case discharged on 9/18/12 = 35 actual days


601 actual days


86.5.% drop from prior quarter


74.2.% drop from prior quarter


165.6% increase prior quarter
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Utilization Management – Inpatient Utilization Management – Inpatient 


Acute Inpatient Summary – 2012 Primary Diagnosis Breakout
– Top 10 Discharges by Actual Days –


Case Primary Diagnosis Admit 
Date


Discharge
Date


Actual 
Days


nnnnnnn Anorexia nervosa 08/08/12 09/14/12 37
nnnnnnn Early or threatened labor 08/14/12 09/18/12 35
nnnnnnn Mood disorder in conditions classified elsewhere 04/11/12 05/16/12 35
nnnnnnn Malignant neoplasm of pancreas, part unspecified 01/18/12 02/20/12 33
nnnnnnn Obstructive chronic bronchitis, with (acute) exacerbation 01/23/12 02/24/12 32


nnnnnnn Intracranial injury of other and unspecified nature, without mention of open 
intracranial wound, with state of consciousness unspecified 11/16/12 12/17/12 31


nnnnnnn Opioid type dependence, unspecified 01/12/12 02/11/12 30
nnnnnnn Mild or unspecified pre-eclampsia 04/24/12 05/22/12 28
nnnnnnn Burn of unspecified site, unspecified degree 11/16/12 12/12/12 26
nnnnnnn Anorexia nervosa 10/04/12 10/29/12 25


TOTAL TOP 10 312


• 7.1% of all acute IP days in 2012 were from 10 cases (312 total days)
• 12.0% of all acute IP days in 2012 were from 20 cases (523 total days)
• 16.0% of all acute IP days in 2012 were from 30 cases (699 total days)
• 19.5% of all acute IP days in 2012 were from 40 cases (851 total days)
• 22.6% of all acute IP days in 2012 were from 50 cases (987 total days)


2012 Acute IP Statistics
1,119 cases with 4,358 actual days
2012 Acute IP Statistics
1,119 cases with 4,358 actual days
2012 Acute IP Statistics
1,119 cases with 4,358 actual days
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Utilization Management – Inpatient Utilization Management – Inpatient 


Facility Break-Out: Top Ten Facilities (Acute Inpatient)


Facility
#  IP Cases


2012
nnnnnnnnn Xxx Medical Center 95


nnnnnnnnn Xxx Regional Medical Center 85


nnnnnnnnn Xxx Healthcare 66


nnnnnnnnn Xxx Clinic 56


nnnnnnnnn Xxx Medical Center 53


nnnnnnnnn Xxx Hospital and Medical Center 53


nnnnnnnnn Xxx  Medical Center 48


nnnnnnnnn Xxx Medical Center 44


nnnnnnnnn Xxx Medical Center 38


nnnnnnnnn Xxx Hospital 37


Total Top 10 IP Facilities 575
(51.4%)


All Other Facilities (97) 544
(48.6%)


Grand Total 1,119
(100%)


Facility
Actual Days


2012
nnnnnnnnn Xxx Regional Medical Center 359


nnnnnnnnn Xxx Medical Center 294


nnnnnnnnn Xxx Medical Center 286


nnnnnnnnn Xxx Hospital and Medical Center 249


nnnnnnnnn Xxx Healthcare 245


nnnnnnnnn Xxx Clinic 203


nnnnnnnnn Xxx Children’s Hospital (35 cases) 185


nnnnnnnnn Xxx Medical Center 183


nnnnnnnnn Xxx Medical Center 174


nnnnnnnnn Xxx Medical Center 141


Total Top 10 IP Facilities 2,319
(53.2%)


All Other Facilities (97) 2,039
(46.8%)


Grand Total 4,358
(100%)


– Where Members Were Admitted – – Where Members Consumed Days –


Note: Facility grouping was performed using only Tax ID
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Utilization Management – Inpatient Utilization Management – Inpatient 


Top Members with Multiple Acute IP Admissions in 2012


Member iSuite Auth ID Facility Name Admit Date Discharge Date Actual Days


1


nnnnnnn Xxx Medical Center 01/22/12 01/26/12 4
nnnnnnn Xxx Medical Center 02/16/12 03/01/12 14
nnnnnnn Xxx Medical Center 07/27/12 07/31/12 4
nnnnnnn Xxx Medical Center 08/27/12 08/27/12 0
nnnnnnn Xxx Medical Center 08/29/12 09/03/12 5
nnnnnnn Xxx Medical Center 09/07/12 09/15/12 8
nnnnnnn Xxx Medical Center 10/02/12 10/05/12 3


2


nnnnnnn Xxx Hospital 04/13/12 04/16/12 3
nnnnnnn Xxx Hospital 04/26/12 04/26/12 0
nnnnnnn Xxx Hospital 05/12/12 05/15/12 3
nnnnnnn Xxx Hospital 05/15/12 05/17/12 2
nnnnnnn Xxx Hospital 05/18/12 05/22/12 4
nnnnnnn Xxx Hospital 05/22/12 05/28/12 6
nnnnnnn Xxx Hospital 07/22/12 07/27/12 5


3


nnnnnnn Xxx Medical Center 02/20/12 02/23/12 3
nnnnnnn Xxx Medical Center 02/24/12 02/28/12 4
nnnnnnn Xxx Medical Center 03/04/12 03/07/12 3
nnnnnnn Xxx Medical Center 03/18/12 03/21/12 3
nnnnnnn Xxx Medical Center 04/15/12 04/20/12 5
nnnnnnn Xxx Medical Center 05/25/12 05/30/12 5
nnnnnnn Xxx Medical Center 08/24/12 08/29/12 5
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2012 Member Admission Statistics
• 4 members had 7 separate acute inpatient admissions (displayed above)
• 4 members had 5 separate acute inpatient admissions (2 of these were related to Banner facilities)
• 10 members had 4 separate acute inpatient admissions 
• 39 members had 3 separate acute inpatient admissions 
• 93 members had 2 separate acute inpatient admissions 
• 728 members had 1 acute inpatient admission each


Utilization Management – Inpatient Utilization Management – Inpatient 


Top Members with Multiple Acute IP Admissions in 2012


Member iSuite Auth ID Facility Name Admit Date Discharge Date Actual Days


4


nnnnnnn Xxx Medical Center 03/20/12 03/24/12 4
nnnnnnn Xxx Medical Center 04/03/12 04/08/12 5
nnnnnnn Xxx Medical Center 04/13/12 04/22/12 9
nnnnnnn Xxx Medical Center 05/24/12 06/01/12 8
nnnnnnn Xxx Medical Center 06/13/12 06/16/12 3
nnnnnnn Xxx Medical Center 06/24/12 06/28/12 4
nnnnnnn Xxx Medical Center 09/06/12 09/11/12 5
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Utilization Management
Case Management Referrals
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Utilization Management – CM Referrals Utilization Management – CM Referrals 


Case Management Referrals from UM – 2012 


Inpatient Outpatient


# Cases Referred to CM 528 2,080


# Cases Deemed Appropriate for CM 149 170


Case Acceptance % from UM Referrals 28.2% 8.2%


• $1,507,620


• $1,968,616


Inpatient


Outpatient


Accumulated CM Savings from 2012 Referrals:
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Utilization Management
Outpatient Summary
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Utilization Management – OutpatientUtilization Management – Outpatient


Outpatient Summary – All Plans – Q4 2012


Outpatient Service # Cases
Q4 2012


# of 
Requested 
Services


# of 
Certified 
Services


Savings


Elective Diagnostic Testing 1,209
(49.1%)


1,648 1,604 $35,046


Elective Surgery 618
(25.1% of all cases)


1,057 1,040 $13,904


Med Treatment 287
(11.7% of all cases)


7,830 7,794 $41,572


DME 178
(7.2% of all cases)


14,718 14,276 $01


Total Top 4 OP Services 2,292
(93.1% of all cases) $90,522


All Other Services 170
(6.9% of all cases)


$492,489


Total Outpatient 2,462 $583,011


1Savings from non-certification of 23 Hour Observation cases are not calculated at the current time
2Includes DME and Home Health services (e.g. each day a device is certified counts as 1 requested service item in this table)


Outliers:
2 Home Health cases with 
$475,837 in total savings


SAMPLE







26  <Group Name> – Q4 2012 Medical Management Review


Utilization Management – OutpatientUtilization Management – Outpatient


Outpatient Outlier Analysis – 2012 – Top 5 Non-Certs. by Savings1


Auth. 
ID Service Facility Physician


Units
Req.


Units
Appr. Savings


nnnnnnn Med Treatment Xxxxxx Xxxxxxx 246 0 $577,937


nnnnnnn Home Health Xxxxxx Xxxxxxx 1,428 423 $289,226


nnnnnnn Med Treatment Xxxxxx Xxxxxxx 78 0 $210,307


nnnnnnn Home Health Xxxxxx Xxxxxxx 660 360 $186,611


nnnnnnn Med Treatment Xxxxxx Xxxxxxx 54 11 $147,625


Total Top 5
(65.9% of all 2012 OP Savings) $1,411,704


1Based on procedure code match to Milliman benchmarks


Q3


Q4


Q2


Q4


Q2
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Utilization Management – OutpatientUtilization Management – Outpatient


Q1 2012 Q2 2012 Q3 2012 Q4 2012
Diagnostic Tests - Elective 1,216 1,327 1,142 1,209
Surgery - Elective 682 652 702 618
Med. Treatment 206 245 247 287
DME 156 127 169 178
MH/SA Office Visits 172 85 55 61
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Utilization Management – OutpatientUtilization Management – Outpatient


2011 2012
Diagnostic Tests - Elective 4,531 4,894
Surgery - Elective 2,417 2,654
Med. Treatment 847 985
DME 628 630
MH/SA Office Visits 1,081 373
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Utilization Management – OutpatientUtilization Management – Outpatient


Var.
+16.5%
+17.8%
+17.4%


units req.
units cert.


# cases


Outpatient authorizations were scanned for 125 of the most common radiology CPT codes; grouping was performed regardless of setting/service/urgency


2011 2012
Units Requested 4,139 4,824
Units Certified 3,952 4,655
# Cases 3,021 3,547
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Utilization Management – OutpatientUtilization Management – Outpatient


Radiology Procedures – Setting Analysis – 2011 vs. 2012


 Radiology testing 
procedures performed in 
the Physician setting 
have increased over 
120% between 2011 and 
2012, although the 
volume is less than 3% 
of the overall total


 Over 97% of radiology 
procedures are still 
performed in the 
Outpatient setting# 
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Case ManagementCase Management


Activity Summary – All Plans


Case Activity Q1– Q3 2012


Beginning 200


Opened 278


Closed 281


Ending 197


Q4 2012


197


75


99


173
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Case ManagementCase Management


Savings Summary – All Plans


Q1 – Q3
2012


Q4
2012


Total
2012


CM Savings $5,526,006 $1,394,016 $6,920,022


Average Savings per Case = $13,924
(based on 497 cases with an open status for at least 30 days between 1/1/12 and 12/31/12)
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Case ManagementCase Management


CM Savings Summary – By Plan


Plan Name Total Savings
Q1 – Q3 2012


Total Savings
Q4 2012


Total Savings
2012


Xxxxxx $4,295,277 $1,376,021 $5,671,298


Xxxxxx $559,610 $6,765 $566,375


Xxxxxx $657,214 $11,230 $668,444


Xxxxxx $13,905 $0 $13,905


Total All Plans $5,526,006 1,394,016 $6,920,022
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Case ManagementCase Management


Case Type Summary – All Plans


Case Type # of Cases
Opened in 2012


Continuing Care Coordination 92


Research and Review 63
Psych/SA 43


Medical Case Management 41
Oncology 40


Short Term Case Management 28


Maternity Case Management 16


Rehabilitation 13


Neonatology/Peds 11


Transplant 3
Transplant – Network Access 3


Medical Disclosure -


Total 353
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Case ManagementCase Management


Cost Savings


 Recommended benefit exception
 Referral to specialist/med consultant
 Referral to community resources
 Transition to alternative level of care
 Services reduced via CM intervention
 Steerage to network provider


Negotiated Savings reflect actual cost avoidance achieved by the Case Manager through 
negotiated price reductions, lower rates, discounts, etc.


Managed Savings reflect avoidance of potential charges that are 
realized through the intervention/actions of the Case Manager. 


 Alternative payer source identified
 Averted inpatient admission
 Averted usage of services
 Averted medical complications
 Days saved via CM intervention
 Development of alternative care plan


This includes:


We follow guidelines
prescribed by the Case
Management Society of
America (CMSA)


We follow guidelines
prescribed by the Case
Management Society of
America (CMSA)
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Case Management Case Management 


Cost Savings – Sources
Reason For Savings Savings


Q1 – Q3 2012
Savings
Q4 2012


Total Savings
2012


Total Savings
2011


Averted Usage of Services $2,786,720 $23,859 $2,810,579 $2,753,221
Averted Inpatient Admission $1,064,557 $286,718 $1,351,275 $992,974


Averted Medical Complications $599,323 $753,885 $1,353,2081 $375,955
Services Not Medically Necessary $530,633 $80,850 $611,483 $525,564


Days Saved via Intervention $242,143 $40,037 $282,180 $228,427
Services Reduced via intervention $65,149 $45,244 $110,393 $363,419


Transition to Alternate Level of Care $36,958 $92,478 $129,436 $74,282
Alternative Payer Source Identified $29,635 - $29,635 $213,025


Steerage to Network Providers $10,555 $67,950 $78,505 $92,426
Recommended Benefit Exceptions $10,530 - $10,530 


Development of Alternate Care Plan $4,130 - $4,130 $32,255
Referral to Community Resource - - - $12,000


Referral to Specialist/Medical Consultant - - - $17,406


Total Managed Savings $5,380,333 $1,391,021 $6,771,354 $5,680,954
Transplant $78,544 - $78,544 $1,066,8292


Pre-Transplant $51,291 - $51,291 $160,090
Post-Transplant $14,115 $2,995 $17,110 $95,193


Other $1,723 - $1,723 $3,910


Total Negotiated Savings $145,673 $2,995 $148,668 $1,326,022


Total Savings $5,526,006 $1,394,016 $6,920,022 $7,006,976
1Case #nnnnnnn (Maternity CM) = $515,970 in savings from 130 averted NICU days.
2There were 13 cases in 2011 with Transplant savings reason > $30,000; 4 of these were > $100,000.
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-- CONFIDENTIAL -- 
April 13, 2011


 
ABC Corporation 
123 Jackson Street 
Atlanta, GA 12345 
 
PATIENT:   Patient Name 
CARDHOLDER:      Cardholder Name 
ID#:    11111 11111 
GROUP:   ABC Corporation 
REFERRAL SOURCE: UR Dept. 
REFERRAL REASON: Dx has Potential for High Dollar Claims 
DIAGNOSIS:   CNS DEMYELINATION NOS     
DATE OPENED:  February 06, 2011 
 
REPORTING PERIOD: March 2, 2011-April 13, 2011 
 
HISTORY: This patient is a 38 year-old female with a history of CNS Demyelination.  She was 
admitted on March 5, 2011 to Howard County Hospital with a diagnosis of encephalitis and an 
intracranial abscess.  She was then transferred to Kernan Hospital for admission to their acute inpatient 
rehabilitation program with an estimated discharge date of April 6, 2011. 
 
CURRENT MEDICAL STATUS/TREATMENT PLAN: The patient had lost use of her legs and 
was using a sliding board for transfers.  She required moderate assistance for bed mobility and transfers.  
The patient made good functional gains in the acute rehabilitation setting.  She was independent with 
transfers with her sliding board and supervision with bed mobility.  She was able to tolerate standing 20 
minutes in a standing frame and was independent in bathing and dressing at the wheelchair level. 


Due to her progress and desire to go home, the Case Manager assisted the discharge planner in 
coordinating outpatient therapy for this patient and she was discharged to home on March 26, 2011.  Her 
parents are staying with her at this time.   


When the Case Manager contacted the patient to see how her therapy was going, it was discovered that 
the facility discharge planner did not coordinate this patient’s therapy with the network providers that 
were supplied for them.  The patient essentially had nothing in place, so the Case Manager made several 
calls and coordinated the patient’s outpatient therapy.  The patient reported to the Case Manager that she 
had a custom wheelchair on order and that the cost was $3,000.  After discussion with the patient related 
to the purpose of the chair and explanation of medical necessity, the patient agreed that she did not need 
this chair and that a rental wheelchair would be fine.  The Case Manager arranged for a rental wheelchair 
for the patient and the order for the custom wheelchair was cancelled.   


The patient began her outpatient physical therapy on April 5, 2011, and is to attend three times a week.  
The estimated length of treatment is three months.  The patient reports that she is doing really well and is 
gaining back the use of her legs. 
 
PROGNOSIS: Stated rehabilitation potential is good. 
 







Sample Monthly Case Management Report 
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CASE MANAGEMENT INTERVENTIONS: 
• Received the case and reviewed medical information. 
• Contacted benefits to obtain benefit information. 
• Established and maintained contact with the inpatient rehabilitation unit to monitor the patient’s 


progress, review her plan of care, identify needs, and authorize needed services.  The Case Manager 
facilitated her early discharge from rehabilitation to home. 


• Attempted to negotiate a rate with the out-of-network rehabilitation facility.  The facility declined.  
• Contacted the patient to monitor her progress and plan of care, and to provide education and support. 
• Coordinated her outpatient physical therapy with an in-network provider. 
• Coordinated monthly rental of a wheelchair. 
• Issued vendor agreement to reflect discounted rates. 
• Averted purchase of a custom wheelchair for this patient. 
 
COST SAVINGS: Cost savings will be associated with the Case Manager’s steerage to a network 
provider for the patient’s outpatient physical therapy.  
 
MANAGED SAVINGS: 
Early discharge from an acute rehabilitation program by proactive Case Manager review of the patient’s 
progress and coordinating outpatient physical therapy.  The estimated length of stay was 3/5/05-4/6/05.  
The Case Manager facilitated the patient’s discharge 11 days early.  Rehab facility reported average 
charges of $1,100 per day x 11 days = $12,100. 


Averted purchase of a $3,000 custom wheelchair, minus the cost of a three month rental ($79/mo 
x 3 months = $237) = $2,763.   
 
PROVIDER/SERVICE POTENTIAL COSTS SAVINGS 
Total Savings This Reporting 
Period 


Early discharge from acute 
rehabilitation.  
 
3 month rental of wheelchair in lieu 
of purchase of a custom wheelchair. 


$12,100  
 
 
$2,763 


Total Savings Previous 
Reporting Period 


 $0 


Total Savings  $14,863 
 
POTENTIAL CARE COSTS: 


ANTICIPATED SERVICES ANTICIPATED 
DURATION 


ANTICIPATED COST 
IF KNOWN 


Outpatient Physical Therapy 2 months Per PHCS PPO Network 
Physician Follow-up Appointments   
 
CM RECOMMENDATIONS / ACTION ITEMS: 
• The Case Manager finds that the acute rehabilitation stay was appropriate for this patient’s diagnosis. 
• The Case Manager finds that outpatient physical therapy is appropriate for this patient’s diagnosis.   
• The Case Manager finds that a custom wheelchair is not appropriate for this patient at this time.  It is 


anticipated that she will recover from this exacerbation of her illness and will not be wheelchair-
bound. 


• The Case Manager will continue to monitor this patient’s progress and plan of care, assist with 
coordination of services, review for medical necessity and monitor for further cost savings 
opportunities. 







Sample Monthly Case Management Report 
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NEXT REPORT DUE: On or about May 13, 2011 
 
Please feel free to contact me if you have any questions regarding this case.  I can be reached at 
800-641-3224 x1000. 
 
Respectfully submitted, 
 
Nancy Joseph, RN, BSN, CCM 







                ABC Company
Case Management Summary


01/01/2013 to 08/31/2013







Activity Summary


Beginning Ending


Report Period 2 4


YTD 2 4


Opened Closed


Report Period 8 6


YTD 8 6


Report Period Statistics Year-To-Date Statistics


Case Type
# of 


Cases
High 


Acuity
Medium
Acuity


Low 
Acuity


# of 
Cases


High 
Acuity


Medium 
Acuity


Low 
Acuity


Oncology 3 1 1 1 3 1 1 1


Research and Review 3 3 0 0 3 3 0 0


Transplant 2 0 2 0 2 0 2 0


Continuing Care Coordination 1 0 0 1 1 0 0 1


Neonatology/Peds 1 1 0 0 1 1 0 0


Case Types by Acuity Levels


Case Counts Case Activity
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Case Management SummaryPeriod: 01/01/2013 to 08/31/2013


Prepared: 09/30/2013YTD: 01/01/2013 to 08/31/2013


                           ABC Company







Referral Source Summary
Case Management cases can be referred for services from a variety of sources. The table below presents case counts and percentages for each type of 
referral source.


Report Period Statistics Year-To-Date Statistics


Referral Source # of Cases % of Cases # of Cases % of Cases


Utilization Review 9 90.0% 9 90.0%


Transitioned from other vendor 1 10.0% 1 10.0%


Total 10 100% 10 100%
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Case Management SummaryPeriod: 01/01/2013 to 08/31/2013


Prepared: 09/30/2013YTD: 01/01/2013 to 08/31/2013


                           ABC Company







Report Period Statistics Year-To-Date Statistics


Referral Reason # of Cases % of Cases # of Cases % of Cases


System trigger for diagnosis 6 60.0% 6 60.0%


Catastrophic Diagnosis 2 20.0% 2 20.0%


System Trigger for patient previously being in CM 1 10.0% 1 10.0%


System trigger for procedure 1 10.0% 1 10.0%


Total 10 100% 10 100%


Case Management cases can be referred for services for a variety of reasons. The table below presents case counts and percentages for each type of 
referral reason.


Referral Reason Summary


Page 4 of 11


Case Management SummaryPeriod: 01/01/2013 to 08/31/2013


Prepared: 09/30/2013YTD: 01/01/2013 to 08/31/2013


                            ABC Company







Diagnosis Summary
A member engaged in Case Management is identified with a primary diagnosis, and any number of secondary diagnoses or comorbidities. Each specific 
diagnosis belongs to a Major Diagnostic Category. The table below illustrates the number of cases with conditions in each Major Diagnostic Category, by 
primary and secondary diagnoses.


Major Diagnostic Category


# with 
Primary 


Diagnosis


% with 
Primary 


Diagnosis


# with 
Secondary 
Diagnosis


% with 
Secondary 
Diagnosis


# with 
Primary 


Diagnosis


% with 
Primary 


Diagnosis


# with 
Secondary 
Diagnosis


% with 
Secondary 
Diagnosis


Neoplasms 4 40.0% 0 0.0% 4 40.0% 0 0.0%


Symp/Signs/Ill-defined 3 30.0% 3 33.3% 3 30.0% 3 33.3%


Digestive 2 20.0% 0 0.0% 2 20.0% 0 0.0%


Perinatal 1 10.0% 1 11.1% 1 10.0% 1 11.1%


Genitourinary 0 0.0% 3 33.3% 0 0.0% 3 33.3%


Circulatory 0 0.0% 1 11.1% 0 0.0% 1 11.1%


Other 0 0.0% 1 11.1% 0 0.0% 1 11.1%


Blood & Lymphatic 0 0.0% 0 0.0% 0 0.0% 0 0.0%


C.N.S./Head/Sensory 0 0.0% 0 0.0% 0 0.0% 0 0.0%


Congenital Anomalies 0 0.0% 0 0.0% 0 0.0% 0 0.0%


Dermatology 0 0.0% 0 0.0% 0 0.0% 0 0.0%


Endocrine/Metabolic 0 0.0% 0 0.0% 0 0.0% 0 0.0%


Infectious 0 0.0% 0 0.0% 0 0.0% 0 0.0%


Injury & Poisoning 0 0.0% 0 0.0% 0 0.0% 0 0.0%


Musculoskeletal 0 0.0% 0 0.0% 0 0.0% 0 0.0%


Obstetric 0 0.0% 0 0.0% 0 0.0% 0 0.0%


Psychiatric 0 0.0% 0 0.0% 0 0.0% 0 0.0%


Respiratory 0 0.0% 0 0.0% 0 0.0% 0 0.0%


Totals 10 100.0% 9 100.0% 10 100.0% 9 100.0%


Report Period Statistics Year-To-Date Statistics
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Case Management SummaryPeriod: 01/01/2013 to 08/31/2013


Prepared: 09/30/2013YTD: 01/01/2013 to 08/31/2013


                            ABC Company







Savings Summary


Savings Report Period YTD Accumulated Savings


Negotiated $7,770 $7,770 $7,770


Managed $72,472 $72,472 $78,237


Total $80,242 $80,242 $86,007


Negotiated Savings - Report Period


Managed Savings - Report Period


Savings Source Amount


Pre-transplant


Savings Source Amount


Averted Medical Complications


Averted Usage of Services


Averted Inpatient Admission
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Case Management SummaryPeriod: 01/01/2013 to 08/31/2013


Prepared: 09/30/2013YTD: 01/01/2013 to 08/31/2013


                            ABC Company







Case Detail


Date Savings Source Savings Type Amount


4/29/2013 Averted Medical Complications Managed $30,000


Type:


Case Mgr:  


Source:


Reason:


Closed:


************Member ID:


Opened:                 03/31/2013 


Case Information Referral Information


Patient: ************


Case Number:     ********       


Acuity:


Savings Source


Diagnosis


MALIGNANT NEO ARYEPIGLOTTIC FOLD


Closure Reason


Benefits/group termed (Oncology)


Patient's condition has stabilized (Oncology)


Savings Type Report Period YTD Accumulated Savings


Negotiated $0 $0 $0


Managed $30,000 $30,000 $30,000


Total $30,000 $30,000 $30,000


4/29/2013 Averted Medical Complications Managed $30,000


This patient initially refused chemoradiation treatment recommendations and opted to receive radiation therapy only.  Case management provided patient 
teaching regarding why these recommendations are made, disease recurrence rates with and without chemotherapy and encouraged the patient to speak with 
her physician further regarding the recommended treatment plan.  The patient did eventually accept concurrent chemoradiation treatment, thus decreasing her 
chances for disease recurrence or progression.  Potential avoidance of an additional course of chemoradiation therapy estimated at $30,000 based on cost of 
current treatment plan.  Total potential savings of $30,000 using Milliman Oncology Benchmarks and Redbook Online AWP for drug costs.   


Savings Detail
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Prepared: 09/30/2013YTD: 01/01/2013 to 08/31/2013


                 ABC Company







Case Detail


Date Savings Source Savings Type Amount


1/10/2013 Pre-transplant Negotiated $7,770


Type:


Case Mgr:


Transplant


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


Source: Transitioned from other vendor


Reason: Catastrophic Diagnosis


7/2/2012 Closed:


************Member ID:


Opened:


Case Information Referral Information


Patient: ************


Case Number: ********


Acuity: Medium


Savings Source


Diagnosis


CIRRHOSIS LIVER WO ALCOHOL


Closure Reason


Savings Type Report Period YTD Accumulated Savings


Negotiated $7,770 $7,770 $7,770


Managed $0 $0 $5,765


Total $7,770 $7,770 $13,535


1/10/2013 Pre-transplant Negotiated $7,770


Through CM coordination with PPO for liver transplant at Banner Good Samaritin savings were realized. Liver transplant – pre transplant (evaluation) phase 
per 2008 Milliman is $25,900, estimated 30% savings or $7,770.


Savings Detail
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                 ABC Company







Case Detail


Date Savings Source Savings Type Amount


3/28/2013 Averted Inpatient Admission Managed $7,392


Type:


Case Mgr:


Neonatology/Peds


***********


Source: Utilization Review


Reason: System trigger for diagnosis


3/1/2013 Closed: 4/29/2013


************Member ID:


Opened:


Case Information Referral Information


Patient: ************


Case Number: *******


Acuity: High


Savings Source


Diagnosis


OT RESPIRATORY PROBLEM AFTER BIRTH


OTHER PRETERM INFANTS UNS


Closure Reason


No further cost savings opportunities (Neonatology/Peds)


Patient's condition has stabilized (Neonatology/Peds)


Savings Type Report Period YTD Accumulated Savings


Negotiated $0 $0 $0


Managed $7,392 $7,392 $7,392


Total $7,392 $7,392 $7,392


3/28/2013 Averted Inpatient Admission Managed $7,392


By providing education to this child's mother regarding Respiratory Syncytial Virus, including risk factors, signs and symptoms, and preventative measures, a 
potential inpatient admission was averted. Milliman guidelines state the goal length of stay for this type of admission is one day. Benchmark pricing (Milliman 
2012) is $7,392 per day. 


Savings Detail
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Glossary of Terms


• Managed Savings- An avoidance of potential charges that are realized through the intervention/actions of the case manager
• Alternate Payer Source- Identified separate responsible party such as Medicare or Worker's Compensation
• Averted Inpatient Admission- Assessed patient education, environment, and compliance and acted accordingly to reduce unnecessary 


admissions
• Averted Medical Complication- Prevented usages of services related to complications/exacerbations
• Averted Usage of Services- Lead to early discharge or decrease in services
• Days Saved via Intervention- Treatment provided at a less restrictive environment or early discharge or care continued at an alternate 


lower cost location/provider
• Development of Alternate Care Plan- Analysis determined a lower level of care would be appropriate
• Recommended Benefit Exception- Analysis showed that a benefit exception could result  in cost savings
• Referral to Community Resources - Referred patient to community based programs (Diabetes, Alzheimer, Cancer) which then lead to a 


reduction in costs to primary insurance
• Referral to Specialist/Medical Consultant- Ensured patient had the most appropriate physician treatment plan
• Services not Medically Necessary- Approved only appropriate services
• Services reduced via Interventions - Negotiated a reduction in services or a timely discharge to next appropriate level of care
• Steerage to Network Providers- Facilitated the transitions to network providers
• Transition to Alternate Level of Care- Facilitated a timely transfer to a lower level of care


• Negotiated Savings - Savings off actual charges that are negotiated by the case manager with an individual provider.  This includes Price 
Reductions, Negotiated Rates, Discounts, or Prompt -Pay Break in any of the following categories:


• Acute Care
• DME/ Supplies
• Home Health Care Hospice
• Infusions/ Medications
• LTAC Negotiated
• Other
• Outpatient Diagnostic Treatment


• Outpatient Therapies
• Physician
• Post-Transplant
• Pre-Transplant
• Rehab
• Residential Treatment
• SNF Transplant
• Transportation


• Negotiated -Other as a Savings Source- Initially, cases in iSuite only used "Negotiated" to indicate various negotiated savings sources. 
Improvements to iSuite over time brought about additional selections for Case Managers to show the source of the negotiated rate.


Managed Savings


Negotiated Savings


Accumulated Savings


• Sum total of savings from case inception to the end of the report period. When there are two report periods displayed,  accumulated savings 
always refers to the report period listed first.
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Report Parameters
Label Option


Report Name Case Management Summary
Company ABC Company
Report Group ABC Company
Case Status Open, Closed
Period Start Date 01/01/2013
Period End Date 08/31/2013
YTD Option Calendar Year-to-Date
YTD Start Date 01/01/2013
YTD End Date 08/31/2013
Show Confidential False
Savings Explanations Not Suppressed
Branding Option Meritain Health
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Case Management Referral


  10/12/2011 To 10/12/2011


                   Client Name
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Client Name Case Management Referral 13 Oct 2011
Thru  10/12/2011 10/12/2011


City, State Zip CodeCity, State  Zip Code


Auth InformationPhysician
Physician Name


ProviderMemberPatient
Patient Name Cardholder Name


Address Line 1
Provider Name Reference #:  99999999 Status: Open


DOB : 8/20/1955 Female Spouse Address Line 1 Address Line 1
Type: LT Acute  


      Employer Group Emp:
Notify: 10/7/2011 [X] On Time


TPA : Client Name
City, State Zip Code


Admit: 10/10/2011 Phy Ref: N
PCP :  Member ID: Disch:


Case Mgmt: 


Oth Ins:
INTERNAL MEDICINE


11111111


N 10/7/2011


Patient ID: 1111111111 Tax ID:  222222222 Tax ID:  333333333


(111) 111-1111
Fax:
Phone:


Fax:
(111) 111-1111Phone:


 0  7  7  0Act: Req: Apr: NonCert: Disp: N/ALength of Stay
DescriptionDiagnosis


*586 RENAL FAILURE UNSPEC
707 Chronic ulcer of skin
995.91 SEPSIS


Remarks


Nurse Notes 


NCert:  0 7Apv: 7Req:Completed10/10/11


10/10/11  12:16 pm


This is to notify you that there is a new attachment. The attachment is dated: 10.10.2011 12:16


AttachmentFAX ReceivedCara Skaggs


10/7/11   5:32 pm


This is to notify you that there is a new attachment. The attachment is dated: 10.07.2011 17:32


AttachmentFAX ReceivedCara Skaggs


10/7/11   4:18 pm


Build cert and refer to case management.


OtherDawn Chahin


10/7/11   4:13 pm


Caller: Caller Name/111-111-1111/Corp Office/Facility: Verified all information including facility TIN; facility is in network; stated will fax clinical


Initial RequestOtherDawn Chahin
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Client Name Case Management Referral 13 Oct 2011
Thru  10/12/2011 10/12/2011


Total Authorizations :  1
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		03 Attachment 3.11.1.11 Letter Sample CM Welcome and Consent.pdf

		Untitled



		09 Attachment 3.12.2 Overview of iSuite Reporting.pdf

		Group-Level Standard Reports



		11 Attachment 3.15.1 PEBP Implementation Plan.pdf

		Project Plan












Part II – Cost Proposal 
RFP Title: Utilization Management and  


Large Case Management 
 


RFP 3084 
Vendor Name: American Health Holding, Inc. 


Address: 7400 West Campus Road, F-510 
New Albany, OH 43054 


Proposal Opening Date: December 3, 2013 
Proposal Opening Time: 2:00 p.m. 


 


Creating Healthy Outcomes 
American Health Holding, Inc.  7400 West Campus Road, F-510  New Albany, Ohio 43054 


Web www.AmericanHealthHolding.com  Toll-free 866-614-4244  Email marketing@ahhinc.com 
 








ATTACHMENT I 
 


COST SCHEDULE 
 


 
Vendor Name: American Health Holding, Inc. 


 


Service 
Plan Year 15 


7/1/14 – 6/30/15 
PPPM Rate 


Plan Year 16 
7/1/15 – 6/30/16 


PPPM Rate 


Plan Year 17 
7/1/16 – 6/30/17 


PPPM Rate 


Plan Year 18 
7/1/17 – 6/30/18 


PPPM Rate 


Plan Year 19 
7/1/18 – 6/30/19 


PPPM Rate 


Implementation Fees - Optional customization to 
support separate instance of software for PEBP 1 $150,000 1 N/A N/A N/A N/A 


Case management/Large case management 2 $1.09 PPPM 2 $1.09 PPPM 2 $1.13 PPPM 2 $1.18 PPPM 2 $1.23 PPPM 2 


Pre-certification 2 $1.50 PPPM 2 $1.50 PPPM 2 $1.56 PPPM 2 $1.62 PPPM 2 $1.69 PPPM 2 


Concurrent review Included in Pre-
Certification 


Included in Pre-
Certification 


Included in Pre-
Certification 


Included in Pre-
Certification 


Included in Pre-
Certification 


Out-patient services pre-certification Included in Pre-
Certification 


Included in Pre-
Certification 


Included in Pre-
Certification 


Included in Pre-
Certification 


Included in Pre-
Certification 


Retrospective review Included in Pre-
Certification 


Included in Pre-
Certification 


Included in Pre-
Certification 


Included in Pre-
Certification 


Included in Pre-
Certification 


Management reporting 
Included in 


Precertification and 
Case Management 


Included in 
Precertification and 
Case Management 


Included in 
Precertification and 
Case Management 


Included in 
Precertification and 
Case Management 


Included in 
Precertification and 
Case Management 







Service 
Plan Year 15 


7/1/14 – 6/30/15 
PPPM Rate 


Plan Year 16 
7/1/15 – 6/30/16 


PPPM Rate 


Plan Year 17 
7/1/16 – 6/30/17 


PPPM Rate 


Plan Year 18 
7/1/17 – 6/30/18 


PPPM Rate 


Plan Year 19 
7/1/18 – 6/30/19 


PPPM Rate 


Communication materials, printing, mailing charges, 
etc.3 


Included in 
Precertification and 
Case Management 3 


Included in 
Precertification and 
Case Management 3 


Included in 
Precertification and 
Case Management 3 


Included in 
Precertification and 
Case Management 3 


Included in 
Precertification and 
Case Management 3 


Other- Separate instance (optional) of software 
License and maintenance fee 1 $ 0.40 PPPM 1 $ 0.40 PPPM 1 $0.42 PPPM 1 $0.43 PPPM 1 $0.45 PPPM 1 


Other – Custom Reporting $175.00 per hour $175.00 per hour $175.00 per hour $175.00 per hour $175.00 per hour 


Other – Negotiations (in-network/ 
out-of- network claims) and Repricing 4 20% of savings 4 20% of savings 4 20% of savings 4 20% of savings 4 20% of savings 4 


 
1 Per our response to 3.18.3, this pricing is required to support the option for a separate instance of our proprietary software, iSuite. The data in the separate instance will 


be solely that of PEBP. The separate instance would allow American Health to purge data, and the entire instance, in accordance with PEBP requirements and 
applicable regulatory guidelines. The separate instance incorporates new hardware, software, storage and on-going workflow changes to support PEBP’s requirements. 


2 Case Management and Precertification pricing assumes utilization of no more than 20% greater than the utilization provided in Amendment 2 to Request for Proposal 
3084. 


3 Printing and Mailing charges for member and provider letters are included. Communication materials will be sent electronically to PEBP for distribution to members.  
4 Depending on volume, American Health may use a subcontractor for overflow for this optional service. If the State is interested in using our Negotiations and Repricing, 


we will be happy to discuss our overflow process - and any appropriate next steps related to the possible use of an overflow subcontractor - as part of the finalist 
process.  


 

















 


PROPOSED STAFF RESUME 
 


A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: DBMS, INC. 


Contractor Subcontractor 


Name:  Andres E. Jimenez  Key Personnel 


Classification: Account Manager # of Years in Classification: 2 


Brief Summary: of 


Experience: 


Andres Jimenez is an experienced client services lead and account manager 


with years of experience in client services and general account management. 


Mr. Jimenez is also highly qualified and experienced in the informatics field. 


# of Years with Firm: 2 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 


 


MMYYYY to Present: 


Vendor Name: 


Client Name: 


Client Contact Name: 


Client Address, Phone Number, Email: 


Role in Contract/Project: 


Details and Duration of Contract/Project: 


2012 to Present 


DBMS, INC. 


Enterprise Group Planning 


Ken Uveges 


5910 Harper Rd | Cleveland, OH 44139 | 800.229.2210 


kenuveges@egp-inc.com 


Lead of Client Services/ Account Manager 


Care Management Services (UM, CM, DE) including client 


portal access and EDI. This project has been ongoing since 


2008. 
Required Information: 


 


MMYYYY to MMYYYY: 


Vendor Name: 


Client Name: 


Client Contact Name: 


Client Address, Phone Number, Email: 


Role in Contract/Project: 


Details and Duration of Contract/Project: 


2012 to Present 


DBMS, INC. 


Stoner & Associates 


Bob Voegeli 


205 W 4th St., Suite 225 | Cincinnati, OH 45202 | 


800.832.7113 


bob@findcare.com 


Lead of Client Services/ Account Manager 


Care Management Services (UM, CM, DE) including client 


portal access and EDI. This project has been ongoing since 


2007. 


Required Information: 


 


MMYYYY to MMYYYY: 


Vendor Name: 


Client Name: 


Client Contact Name: 


Client Address, Phone Number, Email: 


Role in Contract/Project: 


Details and Duration of Contract/Project: 


2012 to Present 


DBMS, INC. 


Stewart C. Miller 


Erik Miller 


3440 Kossuth Street | P.O. Box 5769 | Lafayette, IN 47903 


765.447.8803 


erikm@scmiller.com 


Lead of Client Services/ Account Manager 


Care Management Services (UM, CM, DE) including client 


portal access and EDI. This project has been ongoing since 


2001. 


EDUCATION 


Institution Name: 


City: 


State: 


Degree/Achievement: 


Certifications: 


Georgia State University 


Atlanta 


Georgia 


BS of Biology 


Certified Medical Interpreter 







REFERENCES 


Minimum of three (3) required, including name, title, 


organization, phone number, fax number and email 


address 


Ken Uveges, President 


Enterprise Group Planning  


Tel. 800.229.2210 Fax. 440.349.4268 


kenuveges@egp-inc.com 


 


Bob Voegeli, Vice President 


Stoner & Associates 


Tel. 800-832-7113 Fax. 513-381-0238 


bob@findcare.com 


 


Erik Miller, Vice President 


Stewart C. Miller 


Tel. 765.447.8803 Fax. 765.449.4338 


erikm@scmiller.com 


 


 







PROPOSED STAFF RESUME 
 


A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: DBMS, INC. 


Contractor Subcontractor 


Name:  Alexis Nicholson, RN CCM  Key Personnel 


Classification: Case Manager Lead # of Years in Classification: 1 


Brief Summary: of 


Experience: 


Alexis Nicholson is an experienced case manager with years of experience in 


onsite and telephonic case management. Ms. Nicholson is CCM Certified and 


has worked for large insurers such as Anthem and BCBS.  


# of Years with Firm: 1 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 


 


MMYYYY to Present: 


Vendor Name: 


Client Name: 


Client Contact Name: 


Client Address, Phone Number, Email: 


Role in Contract/Project: 


Details and Duration of Contract/Project: 


2012 to Present 


DBMS, INC. 


Enterprise Group Planning 


Ken Uveges 


5910 Harper Rd | Cleveland, OH 44139 | 800.229.2210 


kenuveges@egp-inc.com 


Case Management Lead 


Care Management Services (UM, CM, DE) including client 


portal access and EDI. This project has been ongoing since 


2008. 
Required Information: 


 


MMYYYY to MMYYYY: 


Vendor Name: 


Client Name: 


Client Contact Name: 


Client Address, Phone Number, Email: 


Role in Contract/Project: 


Details and Duration of Contract/Project: 


2012 to Present 


DBMS, INC. 


Stoner & Associates 


Bob Voegeli 


205 W 4th St., Suite 225 | Cincinnati, OH 45202 | 


800.832.7113 


bob@findcare.com 


Case Management Lead 


Care Management Services (UM, CM, DE) including client 


portal access and EDI. This project has been ongoing since 


2007. 


Required Information: 


 


MMYYYY to MMYYYY: 


Vendor Name: 


Client Name: 


Client Contact Name: 


Client Address, Phone Number, Email: 


Role in Contract/Project: 


Details and Duration of Contract/Project: 


2012 to Present 


DBMS, INC. 


Stewart C. Miller 


Erik Miller 


3440 Kossuth Street | P.O. Box 5769 | Lafayette, IN 47903 


765.447.8803 


erikm@scmiller.com 


Case Management Lead 


Care Management Services (UM, CM, DE) including client 


portal access and EDI. This project has been ongoing since 


2001. 


EDUCATION 


Institution Name: 


City: 


State: 


Degree/Achievement: 


Certifications: 


Marion University 


Indianapolis 


Indiana 


BS of Nursing 


CCMC 


REFERENCES 







Minimum of three (3) required, including name, title, 


organization, phone number, fax number and email 


address 


Ken Uveges, President 


Enterprise Group Planning  


Tel. 800.229.2210 Fax. 440.349.4268 


virginiawilson@egp-inc.com 


 


Virginia Wilson, Claims Manager 


Enterprise Group Planning  


Tel. 800.229.2210 Fax. 440.349.4268 


virginiawilson@egp-inc.com 


 


Bob Voegeli, Vice President 


Stoner & Associates 


Tel. 800-832-7113 Fax. 513-381-0238 


bob@findcare.com 


 


 







PROPOSED STAFF RESUME 
 


A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: DBMS, INC. 


Contractor Subcontractor 


Name:  Susie Johnson, LPN   Key Personnel 


Classification: 


Utilization Management 


Lead # of Years in Classification: 4 


Brief Summary: of 


Experience: 


Susie Johnson is a veteran utilization manager with years of experience in 


onsite and telephonic nurse utilization management.  


# of Years with Firm: 18 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 


 


MMYYYY to Present: 


Vendor Name: 


Client Name: 


Client Contact Name: 


Client Address, Phone Number, Email: 


Role in Contract/Project: 


Details and Duration of Contract/Project: 


2012 to Present 


DBMS, INC. 


Enterprise Group Planning 


Ken Uveges 


5910 Harper Rd | Cleveland, OH 44139 | 800.229.2210 


kenuveges@egp-inc.com 


Utilization Management Lead 


Care Management Services (UM, CM, DE) including client 


portal access and EDI. This project has been ongoing since 


2008. 
Required Information: 


 


MMYYYY to MMYYYY: 


Vendor Name: 


Client Name: 


Client Contact Name: 


Client Address, Phone Number, Email: 


Role in Contract/Project: 


Details and Duration of Contract/Project: 


2012 to Present 


DBMS, INC. 


Stoner & Associates 


Bob Voegeli 


205 W 4th St., Suite 225 | Cincinnati, OH 45202 | 


800.832.7113 


bob@findcare.com 


Utilization Management Lead 


Care Management Services (UM, CM, DE) including client 


portal access and EDI. This project has been ongoing since 


2007. 


Required Information: 


 


MMYYYY to MMYYYY: 


Vendor Name: 


Client Name: 


Client Contact Name: 


Client Address, Phone Number, Email: 


Role in Contract/Project: 


Details and Duration of Contract/Project: 


2012 to Present 


DBMS, INC. 


Stewart C. Miller 


Erik Miller 


3440 Kossuth Street | P.O. Box 5769 | Lafayette, IN 47903 


765.447.8803 


erikm@scmiller.com 


Case Management Lead 


Care Management Services (UM, CM, DE) including client 


portal access and EDI. This project has been ongoing since 


2001. 


EDUCATION 


Institution Name: 


City: 


State: 


Degree/Achievement: 


Certifications: 


Marion University 


Indianapolis 


Indiana 


BS of Nursing 


CCMC 


REFERENCES 







Minimum of three (3) required, including name, title, 


organization, phone number, fax number and email 


address 


Ken Uveges, President 


Enterprise Group Planning  


Tel. 800.229.2210 Fax. 440.349.4268 


virginiawilson@egp-inc.com 


 


Virginia Wilson, Claims Manager 


Enterprise Group Planning  


Tel. 800.229.2210 Fax. 440.349.4268 


virginiawilson@egp-inc.com 


 


Bob Voegeli, Vice President 


Stoner & Associates 


Tel. 800-832-7113 Fax. 513-381-0238 


bob@findcare.com 
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Business Associate Agreement 
 


This Business Associate Agreement (“Agreement”) is effective December 1, 2012 


and made by and between the State of Nevada, acting by and through its Public 


Employees’ Benefits Program (together “PEBP” or “Covered Entity”), and (“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 


Definitions 


 


1.01 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. 
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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 Vendor.   


(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 
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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.  
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(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 
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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 five (5) 


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 
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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.  
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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 
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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 
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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 
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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. 
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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 Entity 


 


4.01 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 
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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 
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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, 
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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. 
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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. 


 


 


 


Vendor 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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I n d i v i d u a l i ze d  Ca re  Ma n a g e me n t  Se rv i ce s  


D B M S  H e a l t h  


These are the main components to the Disaster Recovery document.  


 Disaster Recovery & Business Continuance Processes 


 Disaster Recovery Exercise (Schedule A) 


 Business-Continuity and Disaster-Recovery Services (Schedule B) 
 


1. Planned outages 


On occasion, IT needs to interrupt one or many services for maintenance purposes.  As part of the 
Business Continuance process, communicating the scheduled interruption and acquiring permission is 
key in avoiding Business interruption.  
 
All system updates are scheduled with the Client’s I/T in advance.  When installing system updates, 
and after completing a unit/full test by DBMS’ I/T and, if necessary Client’s Testers,  the client’s I/T 
project manager will receive a message to inform the Client’s users of the new changes.  They may 
then sign off then back into the system, if they would like to use some of the new system 
updates/enhancements immediately, especially if such changes are applicable to their business area.  
This concept minimizes the downtime and interruption during normal business hours.  Major release 
updates take place after business hours or over the weekend and will include Client participation in 
Testing.  
 


2. Electrical Power 


Our internal ability to ensure the stability and manageability of electrical power is an integral part of 
hardware and information protection.  Electrical power supplied to servers is routed through an 
Uninterruptible Power Supply unit (UPS).  An UPS will protect the servers from fluctuations in power 
that could damage hardware or cause the server to shutdown unrepentantly (Dirty Shutdown). In the 
rare event servers need to be shut down, graceful shutdowns initiated by in interruption in electrical 
power will be in place for all servers.    


 


3. Hardware Failures 


Hardware failures are unpredictable but can be avoided.  The continual refreshment of hardware 
with reputable products can significantly reduce hardware failure but will not eliminate them. Our 
ability to respond to hardware failures is critical in Business Continuance. 
 
Reasonable hardware failure response time can be reached by establishing relationships and 
contracts with suppliers to provide replacement parts and units within pre-established time frame. 
Either these contracts will be in place and /or spare parts / units will be kept on site.  The contracts 
and parts will be reviewed and be verified at least once a year. 
 
There will be replacement plans, such as having an extra server and a secondary data center site (hot-
site) location, will be in place with the replacement equipment being large enough to handle the 
demands of any existing mission critical applications..  


4. Data Backup and Restore 


Data Backup and restore is a basic operation of any business using computers.  Data backups are 
performed diligently.  This will be combined with monitoring and testing.  
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I n d i v i d u a l i ze d  Ca re  Ma n a g e me n t  Se rv i ce s  


D B M S  H e a l t h  


Restore testing will be broken down into two categories. The first is a local test of restore success as 
discussed earlier. The second is a foreign test of restore success. 
 
The foreign restore test is required to ensure that the data stored on media can be restored using 
similar equipment in a facility not in the region where the data is currently in use. This type of testing 
will verify that tape drives are not misaligned whereby the data stored on the tape can successfully 
recovered with the drive used to write the data. In case of a disaster, the drive used to write the data 
will most likely not be available for restore functionality. Cross regional exchange of media can 
accommodate this type of testing.   Client must also commit to this  testing. 


5. Off-Site Virtual/Media Storage & Backup Sites 


Storing backup media Off-Site is essential in our ability to recover from a disaster whereby the 
facilities where the computing resources are located are no longer accessible (fire, flood, structural 
damage, etc.). In addition, DBMS has duplicated its core servers to run at a secondary site location, 
over 50 miles away from the main Indianapolis location, in order to point to a separate server (data 
center) in case of a major failure. DBMS’ I/T and clinical staff are set-up to work remotely from home 
or another remote location, in the event of a natural disaster.  


6. Security 


 Applicable security services (encrypted data security and username/password).  Off site / hot site 
locations will have, at a minimum, the same level of security as the primary site.   


 


7. Off-Site Facilities  


 
We have off-site service configured in Pittsburg, PA and another undisclosed hot-site location. These 
facilities utilize snapshot technology and have a snapshot of our servers (all drives) that allow us to 
restore current data (that gets imported into various virtualization environments),  backed up 
properly in order for such backup servers to run within 48 hours in the event of a major disaster, as 
indicated below.  


 


 Indianapolis, IN (Main development, support, and data location) 


 Pittsburgh, PA (Production will be recoverable at SUNGUARD) 


 Undisclosed hot-site services (Snapshot image ready for recovery).  
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I n d i v i d u a l i ze d  Ca re  Ma n a g e me n t  Se rv i ce s  


D B M S  H e a l t h  


Schedule A 
Disaster Recovery 


1. Introduction 


The core subject of this document focuses on the DBMS Server(s) that support 
and maintain DBMS’ Integrated Care Management System (ICMS/eCARE 
applications), its continuous accessibility and maintenance/support procedures 
in case of a disaster.  
 


1.1 Precedence of Obligations.  The Parties acknowledge that certain obligations 
may be set forth in both this Schedule and elsewhere in this or the DBMS Software 
License Agreement. 


1.2 Section References.  Unless otherwise specified, Section references in this 
Schedule refer to the Sections of this Schedule. 


1.3 Definitions.  Capitalized terms used and not otherwise defined in this 
Schedule have the meanings given them in the Agreement. 


2. DBMS Disaster Recovery Objectives 


 
This document contains the scope, scenario, objectives, assumptions, and success 
criteria for the DBMS’s  disaster recovery exercise (the “Disaster Recovery Exercise”). It 
was leveraged from the scope, scenarios, objectives, assumptions and success criteria 
for DBMS’s 2009 disaster recovery exercise.   
 
Items related to Supplier’s participation and responsibilities in the Disaster Recovery 
Exercise are labeled as “DBMS”. These were primarily WISHARD’s roles and 
responsibilities in DBMS’s disaster recovery exercise related to the Servers and Server 
recoveries and support of the recovered environments for which DBMS will have 
responsibility in the production environment, such as online processing, 
interfaces/integration, monitoring/support, etc. 
 
DBMS will be responsible for distributed server and application recoveries for which 
they will retain responsibility in the production environment, such as ICMS-Server, ICMS 
database, etc. 
 
Dedicated network connectivity (Citrix and VPN) between the DBMS network and 
SunGard (or others) will need to be in place prior to the Disaster Recovery Exercise.  The 
completion of this will be a shared responsibility between SunGard, DBMS, and 
WISHARD.  Both networks must be place and will be tested in the Disaster Recovery 
Exercise. 
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One 48-hour exercises will be scheduled by DBMS (in advance)   For scheduling 
purposes, dates that the DBMS business units can support and/or execute these 
exercises will be between October 15 – 30th of 2011.  


EXERCISE SCOPE 


The purpose of this document is to outline the associated exercise activities to test the 
recovery capabilities of both DBMS and Wishard.   
 
This exercise will recover the following computing environments which have been made 
available at the DBMS Indianapolis data center, and at the SUNGARD site: 
 
 Production servers (ICMS SqlServer)  
 Selected Active Directory and Domain servers (DBMS Exchange Server) 
 DBMS CRONOS (Development and Test server) 
 
This recovery exercise will also include the following changes related to secondary 
objectives to be pursued if time permits:  
▪ None at this time.  These can be requested by WISHARD and will be accommodated 


as time and resources permit.    
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DBMS DISASTER RECOVERY EXERCISE  


– 2010 SCOPE – OBJECTIVES – SUCCESS CRITERIA 


EXERCISE SCENARIO 


 


The Disaster Recovery Exercise will be performed based on the following disaster 
scenario. 
 The Castle Creek Data Center building was destroyed by fire; no other buildings on 


the Castle Creek campus are affected. 
 All required DBMS and DBMS staff members are available to perform recovery tasks. 
 DBMS is responsible for media in offsite storage facilities and data rotation was 


performed prior to the disaster. 
 All documentation located in the Castle Creek Data Center was destroyed, offsite 


documentation will be used. 
 DBMS is responsible for providing equipment, directly or as contracted with 


SunGard, at the SunGard Recovery Center as required for a successful test.   
 Other DBMS computing data centers are functioning as normal. 
 


EXERCISE OBJECTIVES 


If both DBMS and WISHARD primary objectives are successfully accomplished and the 
actual results of the Disaster Recovery Exercise achieve the Success Criteria, then both 
DBMS and WISHARD will consider the Disaster Recovery Exercise a success. 
 


DBMS OBJECTIVES - PRIMARY 


 Test predetermined distributed application connectivity through the gateways to the 
server environment. 


 Test predetermined distributed applications on selected distributed equipment. 
 Establish data network connectivity between the SUNGARD recovery facility and the 


following: 
 DBMS Indianapolis, IN (main development & support location) 
 DBMS Pittsburgh, PA (production services) 
 WISHARD 


 
 Configure network router to manage out-bound data traffic from the exercise 


facility. 
 
 Provide DBMS the Citrix and other configuration for equipment in Indianapolis, IN: 


 prevent exercise traffic from accessing production environment 
 provide for server print capability in Indianapolis, IN. 
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 Provide network connectivity between SUNGARD and Indianapolis, IN Provide 
network connectivity for distributed equipment located on DBMS campuses: 


 Acceptance servers in Indianapolis 
 Development server in Indianapolis 
 DBMS Domain server in Indianapolis 


 Coordinate the use of the following servers for the exercise: 
 Acceptance servers in Indianapolis 
 Development server in Indianapolis 
 DBMS Domain server in Indianapolis 
 Server Equipment at SUNGARD 


 Provide DBMS the Disaster Recovery Exercise workstation configuration for 
workstations in Castle Creek. 


 Manage, distribute and/or destroy any printed reports originating from the Disaster 
Recovery Exercise and printed in Indianapolis, IN. 


 Perform recovery of report distribution databases 
 DBMS will identify server applications and associated run schedules that will be 


tested 
 For applications being recovered, the exercise will consist of the following activities: 


 verify applications are operational and functional against known criteria. 
 verify all required data is available / accessible for exercising. 
 execute jobs as required to simulate production requirements 


 


DBMS OBJECTIVES - SECONDARY 


 None 


DBMS  PRIMARY OBJECTIVES 


 DBMS will restore the server computing environment and turnover the environment 
to DBMS 24 hours prior to the end of the Disaster Recovery Exercise for the 
validation of the identified critical production applications.  


 DBMS will coordinate delivery of backup tapes (or will verify virtual backup data and 
configuration) remotely or in person. 


 DBMS will restore data from the targeted backup tapes (or virtual backup). 
 DBMS will follow the problem reporting procedures as outlined in the Disaster 


Recovery Plan. 
 DBMS will follow the status call procedures as outlined in the Disaster Recovery 


plan.  
 DBMS will provide operational support for the recovered systems as in the 


production environment 


DBMS SECONDARY GOALS 


 None 
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OUT-OF-SCOPE OBJECTIVES 


 Recovery of computer processing environments in other DBMS locations 
 Recovery of voice communications 
 Recovery of business work areas 
 Recovery of test/acceptance/development data and systems 
 Recovery of Warehouse data 
 Connections to 3rd party vendors 
 Print from Castle Creek print center using Info-print (if applicable) 


 


DISASTER RECOVERY EXERCISE ASSUMPTIONS 


The following issues and assumptions are critical to the timely completion and success 
of the Disaster Recovery Exercise.   
 
SUNGARD has installed allocated and verified server and distributed equipment for the 
exercise. 
 DBMS will identify the applications that will be tested during this exercise.  
 DBMS will not be held accountable for missing any associated Service Levels as a 


result of DBMS staff accessing the Disaster Recovery environment prior to formal 
turnover nor shall DBMS be held accountable for any associated Service Level 
Credits.  


 DBMS will make available the off-site tapes required for the application recovery 
process. 


 Connection is available to Indianapolis, IN, via Citrix and other equipment. 
 All service level agreements and their measurements are not applicable to this 


exercise.  
 DBMS will identify the critical applications that will be recovered during this 


exercise.  
 DBMS is responsible for the documentation and procedures to be used in the testing 


of the application recovery process.  
 DBMS is responsible for notifying external sources (for which they hold employment, 


contract, and/or agreements with) of this Disaster Recovery Exercise. 
 Time permitting; secondary objectives will be attempted as part of the exercise; 


however the results of the secondary objectives will not affect the success/failure of 
the exercise. 


 Disaster Recovery Test environment for the DBMS’ ICMS application will not support 
entire user community. 


 DBMS will be responsible for performing the backup and recovery of the SQL 
databases. 


 DBMS will provide for an outage window on the selected distributed servers to 
perform Disaster Recovery backups.  Outage window must be at the same time for 
all servers that require backups. 


 







 


 


 


DBMS CONFIDENTIAL                                DO NOT COPY       Page 9 


 


I n d i v i d u a l i ze d  Ca re  Ma n a g e me n t  Se rv i ce s  


D B M S  H e a l t h  


 
 


SUCCESS CRITERIA 
 
The actual results of the Disaster Recovery Exercise will be categorized as follows:  
 
 
 
 
 
 
 
 
 
 
 
 


 
The Disaster Recovery Exercise will be deemed to have achieved the Success Criteria if 
and only if the results for each of the Success Criteria are either “Successful!” or 
“Exceeds Expectations.”  The Disaster Recovery Exercise will not be deemed to have 
achieved the Success Criteria if the results for any of the Success Criteria are either 
“Unsuccessful” or “Partially Successful.” 


A description of the Success Criteria by component follows.  Success Criteria for DBMS 
tasks and responsibilities has been highlighted in BOLD BLACK and is noted as ***DBMS 
is responsible. 
 
WISHARD Testers will, upon completion of any Disaster Recovery Exercise within the 
overall test, promptly report to DBMS as to the results of the Disaster Recovery Exercise 
with respect to each of the Success Criteria. 
 


 


Unsuccessful 


Successful! 


Exceeded Expectations! 


Partially Successful 
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NETWORK 
 
Isolation Access allowed outside Disaster Recovery 


environment 
(rated for duration (DBMS production, outside DBMS network) 
of the exercise)     
   
 


 
 
No access allowed outside Disaster 
Recovery Environment 


 
No network support actions needed to 
maintain isolation during the exercise 


 
 
 
 
System Connectivity   No connectivity between any recovered 
(rated for duration   systems 
of the exercise) 


Connectivity to up to 85% of recovered 
systems (including pinging) 


        
Connectivity to 86 – 100% of recovered 
systems (including pinging) 
 
Data exchanges between recovered 
systems 


 
 
 
 
 
User Connectivity No workstation connectivity between 
(rated by site for any recovered systems 
duration of testing)  


Workstation connectivity to up to 85% of 
recovered systems (including pinging) 


        
Workstation connectivity to 86 – 100% of 
recovered systems (including pinging) 
 


 
       No network support actions needed for  
       user connectivity during the exercise 
 
        
 


Unsuccessful 


Partially Successful 


Successful! 


Exceeded Expectations! 


Unsuccessful 


Partially Successful 


Successful! 


Exceeded Expectations! 


Unsuccessful 


Partially Successful 


Successful! 


Exceeded Expectations! 
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SERVER’s & Mainframe’s 
 
 
Met the Build SLA LPAR (per customer’s requirement) not 


built w/in SLA (48 hrs) 
(rated by LPAR) 
***DBMS responsible   
 Up to 85% of LPAR built w/in SLA (48 hrs) 


   
    
   LPAR built by SLA (48 hrs) 
 
 
   LPAR built in less than SLA (<48 hrs) 
 
 
 
 


DISTRIBUTED SERVER BUILDS 


 
DBMS Server not built w/in SLA (48 hrs) 
(rated by Server) 
   
 Up to 85% of Server built w/in SLA (48 hrs) 


   
    
   Server built by SLA (48 hrs) 
 
 
   Server built in less than SLA (<48 hrs) 


 
 
 


Unsuccessful 


Partially Successful 


Successful! 


Exceeded Expectations! 


Unsuccessful 


Partially Successful 


Successful! 


Exceeded Expectations! 
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APPLICATIONS 


(ICMS & other eCARE - rated by application) 
 
IT Verification      Application not recovered 
 
 


Up to 85% data restoration & functionality 
 
86 – 100% data restoration & functionality 
 
 
 


 
 
 
 
User Verification   Application unavailable for testing 
 
 


Up to 85% data restoration & functionality 
 
 
86 – 100% data restoration & functionality 


 
 
 
 
 
HL7, other Real-Time, or Batch Processing 
 
 Unable to complete real-time or batch 
***(shared with DBMS) processing 
 
 Up to 85% of planned real-time or batch 


jobs processed 
  
 86 – 100% of planned real-time or batch 


jobs processed 
 
 
 
 
 
 
 
 


 
Interface with other    Unable to interface with appropriate 


Unsuccessful 


Partially Successful 


Successful! 


Exceeded Expectations! 


Unsuccessful 


Partially Successful 


Successful! 


Exceeded Expectations! 


Unsuccessful 


Partially Successful 


Successful! 


Exceeded Expectations! 


Unsuccessful 


Partially Successful 


Successful! 
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     Applications   applications 
(HL7 - in scope as planned) 
 
   Up to 85% of interfaces successful 
 
 
   86 – 100% of interfaces successful 


 
 
 
 
 
 


ADDITIONAL SUCCESS CRITERIA for DBMS’ ICMS 


 
Database Recovery     Not recovered 
(rated by Database) 
 
       Up to 85% data restoration & 
       functionality 
 
       86 – 100% data restoration & 
       functionality 
     
 
 
 
 
 
Staffware Recovery     Not recovered 
 
 
       Up to 85% restoration &  
       functionality 
 
       86 – 100% restoration & 
       functionality 
 
 
     
 
 
FAXing (RightFax, if applicable) 
 


     No FAXes sent/received 
 
 
       Up to 85% of FAXes sent/received 
 
 
       86 – 100% of FAXes sent/received 
 


Unsuccessful 


Partially Successful 


Successful! 


Exceeded Expectations! 


Unsuccessful 


Partially Successful 


Successful! 


Exceeded Expectations! 


Unsuccessful 


Partially Successful 


Successful! 


Exceeded Expectations! 
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Schedule (B) 
Business-Continuity and Disaster-Recovery 


 


 
BUSINESS-CONTINUITY AND DISASTER-RECOVERY SERVICES 


 
Customer 
Obligations 


   


 Business Continuity  


 


Customer will retain responsibility for its Business-Continuity plans and 
management activities.   


Supplier will describe its business continuity plans as needed by Customer. 


Supplier will assist Customer in Business-Continuity planning and testing as it 
relates to the Services.  To the extent that the Disaster-Recovery Services 
included as part of Supplier’s scope are included as part of Customer’s overall 
Business-Continuity plan, Supplier will also be supporting that plan.  


Supplier will also share its business-continuity methodology with Customer to 
assist Customer in validating its overall business-continuity process. 


Develop and 
Maintain 
Business-
Continuity Plans. 
 
 
 


 The Supplier’s responsibilities include:  


 


1.0 Updating, maintaining, managing, testing and implementing any 
portion of the Business-Continuity plans and activities that relate to 
the continued provisioning of the Services. 


 


 2.0 Disaster-Recovery Planning  


 


Customer will provide the requirements (i.e., Recovery Time 
Objective/Recovery Point Objective) by which Supplier will develop the 
Disaster-Recovery Plans for the Services Supplier provides with Customer 
having final review, approval and oversight of the Supplier  Disaster Recovery 
Plans, Supplier Disaster Recovery exercise. and corrective action plans   
Customer will Approve all Disaster Recovery plans and modifications to such 
plans. 


Provide and 
distribute 
requirements 
and Disaster 
Recovery 
objectives and 
approve 
Disaster-
Recovery Plans. 


 The Supplier’s responsibilities include:  


 


1. Updating, maintaining, managing, testing and implementing any 
portion of the Business Continuity plans and activities that relate to 
the continued provisioning of the Services. 


2. Effectively managing and maintaining the Disaster-Recovery Plans of 
Customer, as they exist on the Effective Date. 


 
Supplier will maintain the current recovery procedures, including 
through if applicable, the use of any Customer recovery vendor 
agreement(s), during the applicable Transition Period.  Supplier will 
use Customer’s current recovery vendor agreement(s), if applicable, to 
provide Disaster Recovery Services for the Servers until such 
agreement(s) expire(s).   Supplier will then renew or replace that 
agreement(s) with an equivalent capability. 


 


 


3. Performing a gap analysis of Customer’s Disaster-Recovery Plans that 
exist on the Effective Date, and developing rationale and 
recommendations to address any perceived gaps. 


 


 


4. To the extent that Customer does not have a documented Disaster-
Recovery Plan encompassing all Services, Supplier will develop and 
implement a Disaster-Recovery Plan using the Supplier’s best practices 
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and standards for companies of similar industry, size, and services. 
 


Supplier will provide a customized disaster recovery approach for 
Customer’s Mainframe and Server environments, which takes 
advantage of the increased resiliency available through Supplier’s dual 
data-center solution.   


 


5. Customer will approve any such Disaster-Recovery Plan developed by 
Supplier and will provide support in creating the plan  


Review and 
approve 
Disaster-
Recovery Plan. 


 
6. Maintaining and continually enhancing the Supplier’s Disaster-


Recovery Plans throughout the term of the Agreement, including: 
 


 


7. Enhancements required due to the introduction and use of new 
technologies (Equipment, Systems Software, Applications Software, 
etc.), Resource Units, processes, business functions, locations, and 
priorities. 


 


7.1 Maintain Disaster Recovery contracts (during 
the migration from one location or system to a 
new environment the Disaster Recovery 
contracts will be modified to reflect the 
changes.) 
 


7.2 Conduct annual Disaster-Recovery Plan review 
with Customer. 


 


7.3 Execute Disaster-Recovery exercises. 


 


7.4 Subject to the availability (Customer and 
Disaster Recovery site) coordinate the 
scheduling of annual Disaster-Recovery 
exercise. 


 


7.5 Develop a customized Disaster-Recovery Test 
Plan for each Disaster-Recovery exercise. 
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7.6 Mutually define the scope and success criteria 
for each Disaster-Recovery  exercise. 


 


7.7 Establish joint test objectives to verify that 
Customer Systems will be available within an 
established timeframe. 


 


7.8 Provide technical resources to recover the 
existing Disaster-Recovery solution. 


 


7.9 Work jointly with Customer to develop a 
customized Disaster-Recovery post test review 
plan for each Disaster-Recovery exercise. 


 


7.10 Provide Customer with a formal report of the 
test results within thirty (30) days of each test.  


 


7.11 Execute disaster declaration. 


 


7.12 Report Disasters (or potential Disasters) to 
Customer immediately upon identification 
based on parameters defined in the Disaster-
Recovery Plan, and consult with Customer for 
an official declaration of a Disaster as 
appropriate. 


 


7.13 Focal point for all teams (Disaster Recovery site, 
Supplier crisis management team, Supplier 
recovery team, Customer contingency planning 
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coordinator). 


 


7.14 Assign Supplier technical resources to recover 
the existing Disaster-Recovery solution. 


 


7.15 In accordance with the Disaster-Recovery Plan, 
and in conjunction with Customer determine 
what resources to deploy; and conducting, 
supervising, and administering the operation 
and implementation of such resources. 


 


7.16 Provide focal point for the move back to 
primary data center after facilities or mutually 
agreed upon alternate site is ready. 


 


7.17 Following any Disaster, conducting a post-
Disaster meeting with Customer in order to 
understand that cause of the Disaster; and 
developing plans to eliminate or mitigate future 
occurrences. 


 


7.18 Recovery times will be as required by Customer 
in accordance with the approved Disaster-
Recovery Plan. 


 


7.19 Supplier understands that the in-scope 
organization has enterprise-wide 
Disaster Recovery planning and testing 
and confirms that it will assume these 
functions. 
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7.20 Integrating the Disaster-Recovery Plans 
related to the Services with any 
company-wide Business-Continuity plans 
and activities of Customer. 


 


 


7.21 Documenting the manner and 
procedures by which the Supplier will 
perform backups without impacting 
production availability, provide Disaster-
Recovery Services and assist with 
Business Continuity. 


 


 


7.22 Documenting Customer’s priorities for 
recovery, Disaster-Recovery and Business 
Continuity based on the priorities 
established by Customer. 


 


 


7.23 Documenting the methods and 
timeframes that allow Customer to 
change priorities. 


 


 


8. With Customer’s input and approval, developing a process that will 
determine and modify the list of mission critical Applications on an 
annual basis.   


. 


 
9. Working with Customer to incorporate security measures, as defined 


for normal operations. 
 


 


10. Maintaining a list of key personnel contacts and notification 
procedures for Customer, the Supplier, and Third Party Vendor 
personnel. 


 


 


11. Providing a single point of contact for Business-Continuity and 
Disaster-Recovery Plans, related communications and other activities 
that are the Supplier’s responsibility. 


 


 2.1 Disaster-Recovery Testing  


 The Supplier’s responsibilities include:  


 
1. Working with Customer to establish joint test objectives  to verify that 


Customer’s Systems will be available within an established timeframes.   
. 


 


2. Subject to the availability of a Customer-designated test site(s), 
scheduling and testing all components of the Disaster-Recovery Plans 
at least annually in cooperation with Customer, its designees, any 
testing and recovery providers, and any other Third Party Vendors 
providing services to Customer. 


 


 


3. Scheduling testing dates with Customer’s approval and giving 
Customer and its representatives the opportunity to observe and 
participate in the tests. 


 


 
4. Coordinating and administering Third Party Vendors utilized by 


Customer during testing in accordance with the Disaster-Recovery 
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Plan(s). 


 
5. Continuing to operate and manage the Services during periodic 


Disaster-Recovery tests. 
 


 


6. Providing Customer with a formal report of the test results within 
thirty (30) days of each test.  At a minimum, these reports should 
include: 


 


 6.1 The results achieved. 
 


 


6.2 A comparison of the results to the measures 
and goals identified in the respective Disaster 
Recovery requirements and objectives outlined 
in the Approved plan. 


 


 


6.3 A report on the feedback from Authorized Users 
as to the adequacy of continuity for their 
respective areas. 


 


 


6.4 A plan and a schedule to remedy any gaps or 
identified failures revealed during testing 
submitted to Customer within 45 days. 


Need to Check 
SLAs 


 


7. Retesting the failed component within (i) ninety (90) days, or (ii) the 
earliest possible date available at the applicable DR vendor site, if any 
disaster simulation(s) fails to achieve specified results due to the 
Supplier’s failure to perform its responsibilities.  Reporting to 
Customer upon retesting and verifying that the remedy was successful.    


 


 2.2 Disaster-Recovery Activities    


 The Supplier’s responsibilities include:  


 


1. Reporting Disasters (or potential Disasters) to Customer immediately 
upon identification based on parameters defined in the Disaster-
Recovery Plans, and consulting with Customer for an official 
declaration of a Disaster as appropriate. 


 


 


 


2. For all facilities where the Supplier has oversight responsibility, 
declaring Disasters in accordance with procedures existing at the time 
of declaration and notifying Customer of situations that may escalate 
to Disasters as soon as practicable.  


 


 


3. Executing the Disaster-Recovery Plans including assumption of the 
responsibility to operate the Equipment; restoring the Software; 
verifying that data is recovered to the appropriate point in time; and 
providing all other functions associated with the Services. 


 


 


4. In accordance with the Disaster-Recovery Plans, determining what 
resources to deploy; and conducting, supervising, and administering 
the operation and implementation of such resources. 


 


 


5. Providing additional resources as necessary to maintain provision of 
the Services for unaffected areas and realigning technical resources to 
maintain Business Continuity. 


 


 6. In accordance with the Disaster-Recovery Plans, coordinating and  
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administering Third Party Vendors utilized by Customer. 


 


7. Following any Disaster, conducting a post-Disaster meeting with 
Customer in order to understand that cause of the Disaster; and 
working with Customer to develop plans to eliminate or mitigate 
future occurrences. 


 


 


8. Whether a Disaster-Recovery Plan exists or not, at a minimum 
restoring the Services within a timeframe that is expected in the 
industry from large, well-managed outsourcing services companies. 


 


 2.3 Other Disaster-Recovery Activities  


 The Supplier’s responsibilities include:  


 


1. Negotiating and managing contracts with Third Party Vendors 
providing Disaster-Recovery services, as agent for Customer to the 
extent permitted by the third-party agreements. 


 


 


2. At all times, maintaining strict compliance with the Disaster-Recovery 
policies, standards and procedures contained in Customer's Disaster-
Recovery Plans. 


 
Supplier will have operational and financial responsibility for Disaster-
Recovery in accordance with the Services stated in Section 12.0 
(Business-Continuity and Disaster-Recovery Services) of thus Exhibit 
2.1. (Cross Functional-General Services). 


 


 


3. Training Supplier and Customer personnel in Disaster Recovery 
procedures and implementing a process to obtain immediate access to 
such procedures in a disaster situation. 


 


 


4. For Server and Mainframe Services, providing and maintaining 
backups; file recovery capabilities; and historical files of data and 
Software (including source code; provided, in the case of Software not 
provided by Supplier, Customer has provided Supplier with source 
code) utilized to process data for the purpose of offsite recovery.  
Additional responsibilities will include: 


 


 


4.1 Adhering to the time periods specified for 
recovery by Customer in the Disaster-Recovery 
Plan.   


Define time 
periods for 
recovery. 


 


4.2 Using magnetic media, or other media 
approved by Customer and accessible to 
Customer. 


 


 


4.3 Performing the required functions to interface 
with the off-site storage third party services 
supplier or providing off-site storage in a secure 
facility for the foregoing, as well as daily pickup 
and delivery to the off-site storage site. 


 


 


4.4 Performing such functions in accordance with 
standards and procedures in the Disaster-
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Recovery Plans, and being no less stringent than 
the standards and procedures used at well-
managed companies providing similar backup 
and recovery features for similar services. 


 


5. Supporting connectivity to Customer’s mission-critical production 
network and the production host Systems or to the contingency 
network and the recovery sites as required by the Disaster-Recovery 
Plans, provided that Customer will retain responsibility for connectivity 
to the SunGard Disaster Recovery site prior to the expiration of 
Customer’s Disaster Recovery agreement with SunGard. 


 


 


6. Providing design and other consulting support for networking 
requirements at the contingency site, including such support for local 
connectivity to required Servers and printers.   


 


 


7. Supporting connectivity from Supplier’s contingency site to all external 
Suppliers and other organizations, as required by the Disaster-
Recovery Plans. 
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XXXXX XXXXXXXX


Code Minutes Note Date


10  90 09/20/2013


10  90 09/24/2013


18  120 09/20/2013


 300  3TOTALS:


XXXXX XXXXXXXX


Code Minutes Note Date


 0 09/24/2013


01  120 09/11/2013


02  45 09/20/2013


10  90 09/24/2013


 255  4TOTALS:


XXXXX XXXXXXXX


Code Minutes Note Date


10  90 09/24/2013


 90  1TOTALS:
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XXXXX XXXXXXXX


Code Minutes Note Date


 0 09/24/2013


10  90 09/24/2013


 90  2TOTALS:


XXXXX XXXXXXXX 


Code Minutes Note Date


10  90 09/24/2013


 90  1TOTALS:


XXXXX XXXXXXXX


Code Minutes Note Date


10  90 09/24/2013


 90  1TOTALS:


XXXXX XXXXXXXX


Code Minutes Note Date


02  90 09/09/2013


10  90 09/24/2013


 180  2TOTALS:


XXXXX XXXXXXXX


Code Minutes Note Date


10  90 09/24/2013


 90  1TOTALS:


XXXXX XXXXXXXX


Code Minutes Note Date


10  90 09/24/2013


 90  1TOTALS:


XXXXX XXXXXXXX 


Code Minutes Note Date


10  90 09/24/2013


 90  1TOTALS:


XXXXX XXXXXXXX


Code Minutes Note Date
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10  90 09/24/2013


 90  1TOTALS:


 19  2,550  39
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DBMS Health


5975 Castle Creek Pkwy N Dr


Suite 465 Indianapolis, IN


Phone: 765-448-1864


Tollfree: 800-728-0327


Fax: 765-447-8335


www.dbmshealth.com


Comprehensive Condition Management Report


Date of  Initial Report: 03/31/2013
Case #: WSGV-123772


Patient Name: XXXXX XXXXXXXX


Report Type: Update


Status: Open


Print Date: 10/13/2013
Participant In: Trigger


LCM Ttype:


Large Claim Notification


Date Open:


Employer:


Patient Name:


DOB:


Member Name:


Member SSN:


Patient Phone:


Administrator:


Reinsurer:


Stop Loss:


UR Number:


Sent To:


Administrator:


Reinsurer:


Is patient currently hospitalized:


Procedure:


Cancer Related:


Diagnosis:03/31/2013 


XYZ Employer


XXXXX XXXXXXXX
07/06/1951


XXXXX XXXXXXXX 
GSF0368011500 
GSF0368011500 
(330) -788-9631


ABC TPA


DEF Reinsurer


Spec $75,000/ Agg $35,000


1114003


No


No


MALIGNANT NEO PROSTATE, CORRECTION PROMINENT EAR


Yes


CYSTOURETHROSCOPY (SEPARATE PRO


No


Member ID:
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Comprehensive Condition Management Report


Date of  Initial Report: 03/31/2013
Case #: WSGV-123772


Patient Name: XXXXX XXXXXXXX


Report Type: Update


Status: Open


Print Date: 10/13/2013
Participant In: Trigger


LCM Ttype:


Outpatient or Ancillary Services


12/13/2012 12/13/2012  1 CLEVELAND CLINIC FOUNDATION


Diagnosis:


Procedure:


PhysicianFacilityLOSDate Range


03/12/2013 03/12/2013  1   - (In Network)


ELEVATED PROSTATE SPECIFIC ANTIGEN


BIOPSY, PROSTATE; NEEDLE OR PUNCH, SINGLE OR MULTI


Diagnosis:


Procedure:


PhysicianFacilityLOSDate Range


04/26/2013 04/26/2013  1 CLEVELAND CLINIC FOUNDATION - (In 


Network)


ANDREW STEPHENSON - (In Network)


MALIGNANT NEO PROSTATE


TRANSPERINEAL PLACEMENT OF NEEDLES OR CATHETERS IN


Diagnosis:


Procedure:


PhysicianFacilityLOSDate Range


06/05/2013 06/05/2013  0


MALIGNANT NEO PROSTATEDiagnosis:


Procedure:


PhysicianFacilityLOSDate Range


04/18/2013 04/18/2013  1 SURGERY CENTER OF SOUTHWOOD RICHARD LEHRER


SENILE NUCLEAR SCLEROSIS


EXTRACAPSULAR CATARACT REMOVAL WITH INSERTION OF I


Diagnosis:


Procedure:


PhysicianFacilityLOSDate Range


Hospitalizations related to current condition


Diagnosis:


Procedure:


PhysicianFacilityLOSDate Range
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Comprehensive Condition Management Report


Date of  Initial Report: 03/31/2013
Case #: WSGV-123772


Patient Name: XXXXX XXXXXXXX


Report Type: Update


Status: Open


Print Date: 10/13/2013
Participant In: Trigger


LCM Ttype:


==================================


101/07/2013 09:11 AM


==================================


Patient was referred to Cleveland Clinic Urology Dept for elevated PSA on routine screening. ( 7.33 on 2/29) He has been on testosterone therapy 


for over 1 yr.


Core biopsies done 9/12/13 confirm diagnosis of prostate cancer, Gleason score of 3+4=7.


Underwent implantation of radioactive "seeds" for brachytherapy 4/26/13.


Of note, patient's medical history includes chronic lymphoid leukemia, diagnosed in 2010. He is currently on viral phrpohylaxsis only.


Case History


Current Medical Status
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Comprehensive Condition Management Report


Date of  Initial Report: 03/31/2013
Case #: WSGV-123772


Patient Name: XXXXX XXXXXXXX


Report Type: Update


Status: Open


Print Date: 10/13/2013
Participant In: Trigger


LCM Ttype:


==================================


10/07/2013 08:58 AM


==================================


Fax sent to office of Dr Bennett Cleveland Clinic Uro  for clinical update.///Judith Bastin, RN, CCM


==================================


10/07/2013 08:57 AM


==================================


UR activity. Patient underwent implantation of radioactive "seeds" for brachytherapy to prostate on 9/26/13///judith Bastin, Rn, CCM


================================== 
10/07/2013 08:40 AM 
================================== 
From fax in UR File, notes from 3/13 OV. Summary:


Being seen for transrectal US and biopsy of prostate. Nerve block of periprostatic nerves with lidocaine. under US guidance, 12 core biopsies 


taken from prostate gland. US visualization shows no hyperechoic lesions. Total prostate volume 46gm. He tolerated procedure well. To see hime 


back in 1 week to discuss biopsy results.


Pathology Report: 12 core samples reviewed, 2 each from right and left base, mid and apex. All 6 right cores with benign tissue though the right 


mid did show some evidence of chronic inflammation. Both left base cores and left mid cores show adenocarcinoma with Gleason scores of 3+4. 


Left apex shows high grade intraepithelial neoplasia.///Judith Bastin, RN, CCM


==================================


10/06/2013 04:30 PM ==================================


From fax in UR file. OV 9/7/13 with urologist Dr JL Bennett. Summary:


Seen in referral from PCP for elevated PSA. Has been on testosterone therapy for over 1 yr. He also reports a weaker than usual urinary stream. 


No nocturia. He does have a medical history of Chronic Lymphoid Leukemia (is on valacyclovir) from back in 2010. ROS - Denies fever, chills, 


weight loss or fatigue. Uses CPAP for sleep apnea. Current medication list included.


Exam - BP 128/67  Wt 214# No palpable lymphadenopathy. GU - Digital prostate exam. normal size for age, symmetrical, non tender and w/o 


palpable nodules.


Labs: PSA screen level from 2/29 7.33  3/5 test 6.07. tesosterone level 2/29 786


Plan - Will schedule biopsy -slated for 3/13. ///Judith Bastin, RN, CCM


==================================


10/06/2013 03:10 PM


==================================


Case discovered through internal UR review. New prostate cancer diatgnosis. LCm enrollment approved by Virginia W at EGP (tpa). Case 


opened in system. Welcome packet generated to include ROI for with SASE for its return.///Judith Bastin, RN, CCM


Medications
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Comprehensive Condition Management Report


Date of  Initial Report: 03/31/2013
Case #: WSGV-123772


Patient Name: XXXXX XXXXXXXX


Report Type: Update


Status: Open


Print Date: 10/13/2013
Participant In: Trigger


LCM Ttype:


================================== 
10/06/2013 04:37 PM 
================================== 
Per office visit 3/7/13


allergy status not documented


lunesta 2 mg at bedtime as needed for sleep


lexapro 10mg daily


calcium 250mg daily


valacyclovir 1g daily


tramadol 50 mg every 6 hrs as needed for pain.


flonase 2 sprays daily


fish oil 1500 mg daily


flax seed oil 1000mg daily


Vit D suppliment daily


senna 2 caps daily


Family Dynamics/Support System


================================== 
10/06/2013 04:37 PM 
================================== 
biopsy done 3/13 as OP  auth # 1113998


OP - implantation of radioactive "seeds" 4/26 # 1114003


==================================


10/06/2013 04:37 PM ==================================


Married, wife supportive. Former smoker quit in 1985. No alcohol use. 
Service Authorized


Recommendations/Notes


==================================


10/07/2013 09:11 AM


==================================


For now, will continue to follow this patient on a monthly reporting cycle.


Completed By Judith Bastin11/07/2013Next Report Date
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DBMS Health
5975 Castle Creek Pkwy N Dr
Suite 465 Indianapolis, IN
Phone: 765-448-1864  Toll Free: 800-728-0327
Fax: 765-447-8335
www.dbmshealth.com


ICM Re


Patient


ID#:


Address


DOB:


Office: (765) 448-1864


Member:


NEGOTIATED COSTS FOR SERVICES:


Diagnosis:


Procedures:


Dates of Service: To:


In Network Savings:


11/1/2013


Utilization Review #: Report:  1                  Initial


Print Date: Company:


Provider: SURGCENTER 
24025 C. Park Road Suite 2 
Beachwood, OH 44122


Phone: Fax:


Payor: ENTERPRISE GROUP PLANNING 
5910 SUNNYVILLE RD
INDIANAPOLIS, IN 44139


Phone: Fax:


XYZ Employer, LLC


04/07/2000


Alexis Nicholson, RN, CCM 
XXXX XXXXXXXXXX
7376 HUDSON PARK DR 
HUDSON, OH 44236


GSF0378XXXX XXXXX XXXXXXXXXXXX


PROLONGED PHYSICIAN SERVICE IN THE OFFICE OR OTHER; GAMUNEX INJECTION


05/23/2013 05/24/2013


1143906


SavingsCost QuantityUnitsItems Notes


Surgcenter Infusion Day  1$23,076.00 $4,615.20 IVIG infusion at Surgcenter


Total (Cost  - Savings) $18,460.80


11/1/2013 
----------------------------------------------------------------------------------------------------------------------


Signature of Provider Representative Date


Signature of ICM Representative Date


11/1/2013 
----------------------------------------------------------------------------------------------------------------------


Provider Sign this Sheet and Fax to DBMS (765) 447-8335


This is your copy of the negotiated price for your services. All payment is subject to eligibility, deductibles, and benefits of the plan of the 
patient. Reimbursement is contingent upon membership, deductibles, co-payment and lifetime maximums according to current benefits.  Contact 
DBMS by phone at the numbers listed above or the DBMS Indianapolis, IN main office @ (800) 728-0327 or (317) 578-9433.


LETTER OF AGREEMENT








ID Task Name Start Finish Duration Resource 
Names


1 Care Management Implementation Mon 6/2/14 Fri 7/11/14 30 days
2
3 Phase-I (Going Live by 12/20/13, providing Req'd Data & Contract Tasks/signed by 11/1/13) Mon 6/2/14 Fri 6/13/14 10 days
4 Start Project Phase Mon 6/2/14 Wed 6/4/14 3 days
5 Complete & Sign Legal Software License & Support Agreement Mon 6/2/14 Tue 6/3/14 2 days
6 Complete and Finalize License Agreement Mon 6/2/14 Mon 6/2/14 1 day
7 Issue Initial Payment for Phase I Implementation Tue 6/3/14 Tue 6/3/14 1 day
8 Identify Key Business/clinical & I/T  Resources Tue 6/3/14 Thu 6/5/14 1 day Both Teams
9 Identify Additional Vendor Resources (if required) Wed 6/4/14 Wed 6/4/14 1 day Addl Vendor


10 Complete Project Plan Wed 6/4/14 Thu 6/5/14 2 days Addl Vendor
11 place on shared Project Directory (or FTP) Thu 6/5/14 Thu 6/5/14 1 day
12 Finalize Participant & Provider Notification Mon 6/2/14 Mon 6/2/14 1 day?
13 Finalize PEBP Member cards Mon 6/2/14 Mon 6/2/14 1 day?
14 Users Access (Web Browser, Citrix, & Set-up/Configuration) Wed 6/4/14 Fri 6/6/14 3 days
15 Establish necessary access for I/T (FTP & Other Access) Thu 6/5/14 Mon 6/9/14 3 days Both Teams
16 Establish necessary client user access (Portals) Fri 6/6/14 Tue 6/10/14 3 days
17 Ensure Necessary FTP and/or VPN accesss is present for DBMS' IT Thu 6/5/14 Mon 6/9/14 3 days Both Teams
18 Provide Addtional Vendor with Local OS Administrator password Thu 6/5/14 Mon 6/9/14 3 days Both Teams
19 Test Terminal Server Access to Database Server (if applicable) Thu 6/5/14 Mon 6/9/14 3 days Addl Vendor
20 Create Project Folders and Prelim Docs on Database Server Tue 6/10/14 Thu 6/12/14 3 days Addl Vendor
21 Follow Addtional Vendor Standards for SQL Server (if applicable, if hosted) Tue 6/10/14 Thu 6/12/14 3 days Addl Vendor
22 Set-up and Test Client Printers/Fax or RightFax/Other Tue 6/10/14 Thu 6/12/14 3 days
23 Data Conversion Phase (starts on Nov 1st., 2010) Fri 6/6/14 Thu 6/26/14 15 days
24
25 Data & Information Gathering Fri 6/6/14 Thu 6/26/14 15 days
26 Identify ALL Data File Feeds & Interfaces Fri 6/6/14 Wed 6/11/14 4 days Both Teams
27 Provide access to all Data Feeds Mon 6/2/14 Tue 6/3/14 2 days Both Teams
28 Provide Functional Specs template to capture data feed info & bus. rules Mon 6/9/14 Mon 6/16/14 6 days Addl Vendor
29 Complete Functional Specs Doc for each Data Feed per Addtional Vendor template Tue 6/17/14 Thu 6/19/14 3 days Both Teams
30 Provide Addtional Vendor with ALL Data Files (Eligibility, Member Notes & referral History) Wed 6/18/14 Mon 6/23/14 4 days Both Teams
31 Identify new dev: Reporting Req's - TBD by 11/12/13 Fri 6/20/14 Thu 6/26/14 5 days
32 Phase (2) Development (new reports) Fri 6/20/14 Thu 6/26/14 5 days
33
34 Map Data File/Table Feeds to Addtional Vendor/IAddtionalS Database Sun 6/1/14 Sun 6/1/14 1 day?
35 Identify Interfaces (Inbound/Outbound) Mon 6/2/14 Mon 6/2/14 1 day? TBD
36
37 Identify Inbound and Outbound Data Sources/Files) Wed 6/4/14 Tue 6/24/14 15 days DBMS Team
38 Initial Data Load Requirements - All Files Will be Extracted from DBMS' FTP Wed 6/4/14 Tue 6/24/14 15 days
39 Files for Eligibility Notes, Authorizations, Providers Wed 6/4/14 Tue 6/24/14 15 days
40 Eligibility File (1) -  from Client TPA on DBMS FTP (Initial Load) Wed 6/4/14 Tue 6/24/14 15 days
41 Identify Specs of Data (Src: TPA,  Freq: Initial Load & Monthly) Wed 6/4/14 Tue 6/24/14 15 days
42 Member Notes File (2) - From Prev Vendor For Initial load - (Addl/SW/DM) Wed 6/4/14 Tue 6/24/14 15 days
43 Identify Specs of Data (Src: Previous Vendor,  Freq: Initial Load) Wed 6/4/14 Tue 6/24/14 15 days
44 Medical and Pharmacy Claims File (3) Wed 6/4/14 Tue 6/24/14 15 days
45 Identify Specs of Data (Src: TPA, Freq: Initial Load & Monthly) Wed 6/4/14 Tue 6/24/14 15 days
46 Providers/Network File (4) - From Client (base on NPI) Wed 6/4/14 Tue 6/24/14 15 days
47 Identify Specs of Data (Src: TPA,  Freq: Initial Load & Monthly) Wed 6/4/14 Tue 6/24/14 15 days
48 Daily Precert EDI (5) - From DBMS to TPA Wed 6/4/14 Tue 6/24/14 15 days


W T F S S M T W T F S S M T W
Dec 12, '04 Dec 19, '04


Task


Split


Milestone


Summary


Rolled Up Task


Rolled Up Split


Rolled Up Milestone


Rolled Up Progress


External Tasks


Project Summary


External Milestone


Inactive Task


Inactive Milestone


Inactive Milestone


Inactive Summary


Manual Task


Duration-only


Manual Summary Rollup


Manual Summary


Start-only


Finish-only


External Tasks


External Milestone


Progress


Deadline


Integrated Care management System (Wishard)
74% 1 
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ID Task Name Start Finish Duration Resource 
Names


49  Identify Specs of Data (Src: ICMS,  Freq: Initial Load & Monthly) Wed 6/4/14 Tue 6/24/14 15 days
50
51 Files for Client Additional Vendors (Elig-Notes-Claims-Auth) Wed 6/4/14 Tue 6/24/14 15 days
52 Eligibility File (6) from Client TPA on DBMS FTP (Initial Load) Wed 6/4/14 Tue 6/24/14 15 days
53 Identify Specs of Data (Src: State,  Freq: Daily) Wed 6/4/14 Tue 6/24/14 15 days
54 Member Notes File (7) From Previous Vendor (All Care Management Notes) - 


Initial Load
Wed 6/4/14 Tue 6/24/14 15 days


55 Identify Specs of Data (Src: Prev Vendor,  Freq: One-Time History)  Wed 6/4/14 Tue 6/24/14 15 days
56 Train the Trainers prior to using the system by PEBP Wed 6/18/14 Thu 6/19/14 2 days? DBMS
57 Trainers and DBMS to train new system users, right before using the system Wed 6/18/14 Thu 6/19/14 2 days Both Teams
58 Wed 6/4/14 Wed 6/4/14 1 day?
59 Implementation & Client Acceptance for Phase I Wed 6/11/14 Thu 6/19/14 7 days
60 Complete Customization for Client Access Portals Wed 6/11/14 Fri 6/13/14 3 days
61 Modify Screens (UM, CM, DM) Wed 6/11/14 Fri 6/13/14 3 days DBMS
62 Modify Reports Mon 6/16/14 Fri 7/18/14 25 days DBMS
63 Add/Modify Business Rules Mon 6/16/14 Fri 7/18/14 25 days DBMS
64 Client Acceptance Sun 6/1/14 Thu 6/5/14 4.5 days? Both Teams
65 Client's System Users' Training Fri 6/20/14 Fri 6/20/14 1 day
66 Q/A and Test with production data Mon 6/23/14 Tue 6/24/14 2 days Both Teams
67 Vendor QA Test and Bug Fixes Wed 6/25/14 Thu 6/26/14 2 days Addl Vendor
68 Review & Approve specifications meets Client's Requirement Fri 6/27/14 Fri 6/27/14 0.5 days Wishard
69 Participant & Provider Notification Mon 6/16/14 Mon 6/16/14 1 day
70 Mail out Participant Notifications Mon 6/16/14 Mon 6/16/14 1 day
71 Mail out Provider Notifications Mon 6/16/14 Mon 6/16/14 1 day
72 Going-Live Fri 6/27/14 Tue 7/1/14 3 days
73 Obtain Client Approval (sign-off) Fri 6/27/14 Tue 7/1/14 3 days Both Teams
74 Start Operation in Production by 7/1/14 Tue 7/1/14 Tue 7/1/14 1 day


W T F S S M T W T F S S M T W
Dec 12, '04 Dec 19, '04


Task


Split


Milestone


Summary


Rolled Up Task


Rolled Up Split


Rolled Up Milestone


Rolled Up Progress


External Tasks


Project Summary


External Milestone


Inactive Task


Inactive Milestone


Inactive Milestone


Inactive Summary


Manual Task


Duration-only


Manual Summary Rollup


Manual Summary


Start-only


Finish-only


External Tasks


External Milestone


Progress


Deadline


Integrated Care management System (Wishard)
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Services 
Reporting  & Outcomes 


Compliance 
Domestic & International Savings


Exceeding your Expectations
for more than 20 Years


DBMS Health
Individualized Care Coordination Services







Pick and Choose all 
options to meet your 


needs including place 
of service, your office 


or ours!


DBMS Health Services
INDIVIDUALIZED CARE COORDINATION SERVICES


INNOVATIVE CARE COORDINATION SOLUTIONS
DBMS HEALTH’s mission is to EXCEED YOUR EXPECTATIONS by providing you 
excellence in   innovative care management services and technology solutions.  Our 
combined suite of integrated programs and resources are designed to help you reduce 
health risks and improve the health of your members while reducing your organizations 
overall healthcare costs. 
 
DBMS HEALTH’s unique position as a URAC Accredited managed care service         
provider as well as a software and technology developer gives our clients options 
unavailable anywhere else in the industry. Not only can you pick and choose options 
from our extensive “menu of services” that best fit your needs on a case by case basis 
but you also have options on how they are delivered.


MENU OF DBMS HEALTH CARE COORDINATION SERVICES:


UTILIZATION REVIEW PROGRAMS
INPATIENT Medical & Surgical Care 
INPATIENT Psychiatric & Substance Care 
OUTPATIENT Surgical Procedures 
OUTPATIENT Diagnostic Testing & Radiology Networks 
OUTPATIENT Psychiatric & Substance Care 
OUTPATIENT Continuing Care, PT, OT, Chiro, etc.
Out-of-Network Claims Negotiation 
*Optional INTERNATIONAL Medical Tourism Utilization 


CASE MANAGEMENT
High Risk Maternity • Fragile Infant Management •  
Infectious Diseases •  HIV/AIDS • Oncology•  
Hematological/Sickle Cell Anemia • Neurological Disorders - MS, 
LG, Epilepsy • Renal - Pre & Post Dialysis • Dialysis Networks• 
Transplants • Chronic Liver Failure• Catastrophic Illness/Trauma/
Accidents & Rehabilitation• Complex Care Cases


DISEASE MANAGEMENT & WELLNESS
Lifestyle Coaching Programs in: 
 • Smoking • Fitness • Weight • Stress 
Disease Education “As You Use It” 
Health Assessments & Health Risk Assessments
Evidence-based Care Plans
Episodes of Care (Gaps in Care) and Acuity Stratification 
Maternal Obstetric Management (MOM)  
On-Line Health Education Portal 
Wellness Programs - HRA & Lifestyle Coaching 
24/7 Nurse Care Line & Audio Library 
Universal Electronic Medical Record (In over 60 Languages) 


ADDITIONAL PRODUCTS
Pre-Determination & Medical Reviews 
Work Injury Management 
Short-Term Disability
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DBMS Technology
A totally integrated care coordination system in the clouds


DBMS Health’s Technology is one of the most advanced and comprehensive 
in the nation. The base system was developed over a 4-year period of time 
utilizing over 180 physicians, nurses and IT professionals. The system’s 
design allows each unique organization to tailor and configure it to meet their 
clinical and operational needs. Additionally, this technology can easily interface 
with any other system, (claims, pharmaceutical, labs, etc.) which allows the 
clinical user a total and holistic picture of the patient. 


THE DBMS Integrated and Vertical Health Care Management System also 
allows for data mining activity on any element or group of elements captured 
in the system. Data mining and the countless numbers of standard reports 
allow the payer to fully understand their population’s health potential risks 
and outcomes at any given time. Treating the patient with the latest clinical 
protocols and predicting the future risks of a population are all possible with 
DBMS’s amazing and flexible technology.


3  SERVICE OPTIONS Available: 
OPTION 1:
DBMS HEALTH’s Care Coordination Services are conducted from DBMS 
HEALTH’s corporate office utilizing our highly skilled clinical staff and 
technology. 


OPTION 2:          
Care management services are conducted at YOUR OFFICES with our 
oversight using DBMS HEALTH’s protocols, P&P’s and technology. DBMS 
HEALTH will provide the Medical Director and panel of board certified 
physicians, the quality management and P&Ps, the accreditations, the 
liability responsibility and much more. You then have a fully accredited 
operation at your site without the responsibility and liability.  


OPTION 3:           
You manage your operation independently at your site utilizing the “best of 
breed” DBMS HEALTH Technology.
 


SYSTEM COMPONENTS:
Integrated Hospital System


Utilization Management


Adulatory Care


Diagnostic Testing


Partial Hospitalization


Case Management


Disease Management


Patient Registry


Clinical Pathways/Milestones


RN/MD Task Management


Clean Claims Processing


Integrated Online Member 
Notes/Faxes


Scanned Documents Into 
EMR & Billing


Care Management Workflow 
Process


Long-Term Care Management


Specialty Drugs & NDC       
Mapping


Data Mining


Automated Eligibility


Integrated Clinical Knowledge


Reporting/Outcomes


NCQA & HEDIS Reporting


Demographics


User-Role Based Security


User Defined Fields


Standard/Ad-hoc Letters    
Builder


Assessment Builder


Episodes of Care (Conditions)


Evidence-Based Care Plans


Clinical Codes


Billing Capabilities


Unlimited Note Capability


Personal Health Record


And Much, Much More!2







Utilization Management Services
INDIVIDUALIZED CARE COORDINATION SERVICES


INPATIENT MEDICAL SURGICAL, PSYCHIATRIC & SUBSTANCE 
ABUSE MEDICAL MANAGEMENT


OUTPATIENT SERVICE MANAGEMENT


RADIOLOGY NETWORKS & MANAGEMENT


DBMS Health’s initial review of any case centers on making sure 
that the patient care is appropriate, meets medical necessity 
criteria and is being administered in the right setting and at the 
right time. At the time of notification, the DBMS Health clinical staff 
evaluates the medical documentation, establishes dialogue with 
the physician and facility, and initiates a discharge plan specific 
to that patient. All cases are also immediately assessed for their 
potential to be in Case Management and/or Disease Management.  
Reporting processes are in place to immediately notify the payor 
and the reinsurer of these cases. On-line/real time HIPAA compliant 
reporting is available 24/7 so clients can monitor activity. 


A large percentage of the health care dollar today is now spent on 
outpatient services. DBMS Health encourages that plan language 
includes the need for pre-certification of outpatient procedures. 
This allows DBMS Health’s clinical staff to evaluate the need for 
early intervention and education to reduce and avoid unnecessary 
services/supplies and to direct the patient to the preferred 
providers and networks available to lower the cost of many of the 
high cost procedures and tests. We will provide you with  a list of 
recommended procedures which can be customized to meet your 
specific needs.


MRIs, CT and PET scans eat up 12 cents of every dollar spent 
on healthcare today. Growth in imagining is occurring at twice the 
rate of prescription drug costs and general healthcare spending. 
Increased radiology costs may be acceptable if services are 
performed appropriately, as they can lead to a reduction in other 
more expensive and more invasive services. Unfortunately, 
20% to 50% of exams are unnecessary or inaccurate and over 
70% of imaging exams are performed at hospital out-patient 
imaging centers, which cost 50% more than the rates charged by 
freestanding imaging centers. DBMS has a turnkey solution to 
provide you with both the review of the appropriateness of a test 
as well as the nation’s largest network of radiology providers, with 
more than 3,000 imaging centers in locations in all 50 states. You 
can realize up to 50% reduction in costs using our review and 
scheduling service to access network radiology providers. That 
means reduction in out-of-pocket costs for members and lower 
claims costs for the payor.
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Case Management Services
INDIVIDUALIZED CARE COORDINATION SERVICES


COMPLEX CASE MANAGEMENT


A patient needing a transplant; a premature infant; hospice 
arrangements and intravenous antibiotic therapies, all of these are the 
types of cases carefully managed by the DBMS Case Management 
SERVICES staff.


The Case Management referral list is extensive and includes the 
management of many types of illnesses and services. These are 
provided by professional, experienced nurses working with the patient 
and the care team to ensure appropriate and cost-effective care. Our 
Case Managers have access to 90 medical protocols and care plans 
within the DBMS Health proprietary medical system that help guide 
the care and the needs of the patient while also providing Patient 
Education to empower and improve the patient’s quality of life. 


The Case Manager also implements specific contracts providing 
the best quality and pricing. The staff of the Case Management 
department follows rigorous ongoing education requirements in order 
to assure the client that the most current standards and guidelines are 
being applied.


DATA MINING


Who is most at risk for a catastrophic claim? Who is at risk managing 
their chronic disease? Our best of class proprietary technology allows 
us to monitor, mine and analyze your data daily and take action 
immediately to answer these questions. With our ability to combine 
information on patients from our UR, CM, and HRAs data with medical 
claims, pharmacy, and lab data, we can proactively identify at-risk 
patients, stratify their condition and overall acuity level, and identify 
their compliancy (Episodes of Care) to improve their outcomes 
through early interventions.


CONDITIONS REFERRED 
INTO CASE MANAGEMENT 
BUT ARE NOT LIMITED TO:


High Risk Maternity


Premature Birth


Diabetes


Hypertension


Hyperlipidemia


Fragile Infant Management


Traumatic Injuries & Rehab


HIV & AIDS


Heart Disease


COPD


Cerebrovascular Disease


Arthopathies


Catastrophic Conditions


Transplants


And more!
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Disease Management Services
INDIVIDUALIZED CARE COORDINATION SERVICES


DISEASE MANAGEMENT 


HEALTH ASSESSMENTS & EVIDENCED BASED CARE PLANS


HEALTH EDUCATION PORTAL


Disease Management is provided to all members you desire. Our 
unique approach allows you to only pay for services as they are 
provided.


Potential patient participants are identified through wellness coaches, 
HRA results, biometric screenings, patient referrals, case manager 
referrals, data mining of claims and pharmacy (PBM) information and 
are stratified according to the intensity of their condition by utilizing 
medical claims, pharmacy, and care coordination related data.


Episodes of Care compliancy is verified through claims and pharmacy 
data mining processes that run behind the scenes to find gaps in care 
for entire groups and populations or single individuals  with the click of 
a button.


DBMS Health has developed its own proprietary Health Assessments 
that are applied at different times during the medical management 
process. There are over 90 different assessments and clinical 
pathways on diseases and conditions (heart disease to oncology 
and more) that are used by clinical staff to manage patients. The 
assessments provide risk scores and acuity levels that are used as 
internal tools to help identify conditions at risk and in need of further 
care management. 


Our assessments generate unique and customizable care plans that 
take into account multiple conditions and assessments to provide our 
care coordinators with ONE personalized Care Plan for each patient 
or member. The answers entered into our assessments also trigger 
supplemental assessments to identify other conditions the individual 
might have to ensure that they receive the most comprehensive care 
plan and medical attention necessary. 


DBMS offers an exciting on-line education portal that engages your 
members directly. They will learn about various health conditions 
and get daily updates on the latest healthcare information.


•  A Personal Health Record
•  Personalized Medical Content & Medical Encyclopedia
•  Loads of Tools & Trackers
•  Interactive Tools That Keep Participants Engaged & 
 Track Progress Over Time
•  Tailored to User’s Preferences, Risks & Readiness to Change
•  13 Self-Paced, Action-Oriented Behavior Change Programs
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Wellness Services
INDIVIDUALIZED CARE COORDINATION SERVICES


A combination of a Health Risk Assessment and lifestyle coaching helps 
participants take their first step towards better health. A Wellness Coach 
and a Nurse will work together with the participant to assist them in 
reaching their optimum state of health through lifestyle management 
coaching. 


Beginning with a comprehensive assessment, which is available online 
or in paper form, in both English and Spanish, participants learn to take 
personal responsibility for their health. Once the health assessment is 
completed, a detailed report is provided to the participant with practical 
recommendations for improving their health.


The employer receives a comprehensive report that will aid them in 
understanding their risk (absenteeism, presenteeism, financial, etc.), as 
well as practical steps that can be taken as a company to improve the 
health and awareness of their employees. 


WELLNESS PROGRAM


LIFESTYLE COACHING
The Lifestyle Coaching program includes Weight Management, Exercise 
Management, Stress Management and Tobacco Cessation coaching. 
For those who are overweight, want to begin an exercise program, 
learn how to manage stress, or have a desire to “kick the habit” we 
have behavioral coaches available to work with them one-on-one. The 
results? Testimonials are pouring in:


“It was so great to talk to you; you are so motivational and 
inspirational for me. You are helping me to be a better person 
mentally, physically, and even spiritually…here is my “before” 
picture because there will be an “after” picture. I just can not say 
thank you enough!”


24/7 NURSE CARE LINE
Consult with a licensed physician 24/7 via the phone and/or secure 
email as often as needed for advise and prescriptions. Members can 
consult immediately with doctors for common, non-emergent conditions. 
Consult-A-Doctor replaces unnecessary and expensive in-office doctor 
visits with phone or email medical consultations. Our services can save 
upwards of 25% on overall healthcare costs and enhance productivity.


ONLINE PERSONAL 
HEALTH RECORD


DBMS Health’s PHR allows 
your members to create a 


completely confidential online 
Personal Health Record (PHR). 


Participants can enter everything 
from their appointments, 


medications and family history 
to preventative screenings and 


immunization history. Claims 
data and lab results can populate 


the record as well as PBM 
data. Participants will have their 
information on their own health 


all in one place and share it 
with their physicians to avoid 
duplicate tests or medication 


and fully inform their healthcare 
provider of their health history. 


If required, Claims and Rx data 
and LAB results can populate the 
PHR record for the member.client 


presentation.
 


MATERNAL OBSTETRIC MANAGMENT (MOM)
The MOM program is dedicated to assisting expectant mothers during 
their pregnancy. All patients are screened for high risk potential and 
are followed up with as appropriate. MOM participants are provided 
Trimester Newsletters throughout their pregnancy and have direct 
access to their nurse for questions and/or issues. All high risk, 
expectant patients are immediately put into our high-risk perinatal 
program for ongoing oversight and intervention.
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Additional Products
INDIVIDUALIZED HEALTH MANAGEMENT SERVICES


CONSULT-A-DOCTOR


SCREENING SERVICES


SHORT-TERM DISABILITY MANAGEMENT


Consult with a licensed physician 24/7 via the phone and/or secure email as 
often as needed for advise and prescriptions. Members can consult immediately 
with doctors for common, non-emergent conditions. Consult-A-Doctor replaces 
unnecessary and expensive in-office doctor visits with phone or email medical 
consultations. Our services can save upwards of 25% on overall healthcare costs 
and enhance productivity.


Is your blood sugar high? Is plaque starting to clog your arteries? 50% of diabetics 
are undiagnosed and 47% of us have high cholesterol and don’t know it. Now 
DBMS Health Services helps you “know your numbers” to help minimize the 
potentially higher costs for care when initially untreated. Our screening services can 
be taken by your members in the comfort of their own home or On-site at a client’s 
location.


As Short-Term Disability benefits become increasingly expensive and the utili-
zation of those benefits rise, many employers have chosen to self-insure these 
programs. DBMS HEALTH provides an objective, independent analysis of the 
medical necessity of the claim and ensures that the case is managed appropri-
ately and equitably for both the employee and the employer.


The goals for the program include:
• Early management intervention
• Appropriate level of care for employees with reported disability
• Early return to work


As an independent medical management company, DBMS HEALTH is able to 
assist the employee through the treatment process while helping the employer by 
overseeing quality medical care and timely return-to-work goals.


DBMS Health’s Short-Term Disability program can work with all of your benefit 
plans currently in place!


Tired of the abuse in Workers’ Comp? We can help!
• DBMS Health gathers Disability claims/consent forms from the employee and 
determines the primary diagnosis and gathers medical facts.
• DBMS Health’s Disability Managers then evaluate all facts pertinent to the 
Disability request including:


•  Appropriate treatment & medication
•  Employee age, occupation & overall health status
•  Evaluation of the employee’s job duties
•  Evaluation of medical records from physician & plan of treatment for condition


Your DBMS Health Disability Manager will evaluate the appropriateness throughout 
the length of the claim while striving to see that the employee returns to work 
as soon as medically appropriate. All parties will be kept informed of progress 
throughout the claim.


WORK INJURY MANAGEMENT
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DBMS Health Reporting
CARE COORDINATION REPORTING


CARE COORDINATION AND QUALITY COMPLIANCE 
REPORTING


DBMS Health utilizes the most innovative and robust Care 
Coordination system on the market to produce invaluable 
reports to identify compliance, savings, care coordination, 
patient and member status, and so much more!  


With our Dynamic Report builder we can also create and 
customize reports to better meet the needs of your institution.
 
With our online portal, you can give immediate access to 
insurers or providers to access imporant and necessary system 
reports and patient notes. Patient information is securely 
accessible all over the world.


SOME OF OUR MOST 
POPULAR REPORTS 
INCLUDE:


Quality State Reporting 
(Medicaid/Medicare – NCQA/
HEDIS)


Savings Report (Claim and 
Patient)


Medical Management Savings 
Report


High Risk Case Management 
Report


Care Plan Report (Long Term 
Care Report)


Care Plan Aging Report


Assessment Report


Disease Activity Report 


Disease Dashboards (By 
Condition or Globally)


Executive Summary


Daily UR Precert Report (Pa-
tient Activity Report)


Daily CM Referral Activity 
Report


UR Certification Activity 
Report


UR Extended Length of Stay 
Report


UR Discharge Activity Report
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Case Management & Utilization Management
SAVE ON HEALTHCARE COSTS THROUGH INDIVUAL CASE MONITORING & UTILIZATION OF SERVICES 


COMPLEX CARE MANAGEMENT REPORT


The DBMS system allows you to generate detailed COMPLEX CASE MAN-
AGEMENT REPORT that incorporates all information related to the patients 
care and combines into one elegant report that is easy to read and follow 
through all of the patients case history. This report contains all of the patient’s 
diagnoses, the hospitalization history , all Case management notes as well as 
the savings incurred for the case. The robust integration of all of the system 
components allows for complex reports such as this one to be generated with 
ease.
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MEDICAL MANAGEMENT REPORT


The MEDICAL MANAGEMENT REPORT provides a complete analysis of 
all Utilization Management and Case Management activity of your groups. 
This report will breakdown and display your UM data into authorization type 
categories, age groups, diagnostic class, length of stay, and inpatient and 
outpatient facilities. It also displays the savings generated for each referral  and 
each case management case. The final page, as shown above, displays the 
total savings accumulated for each department of case management along with 
totals and comparisons to national averages.


REINSURANCE RENEWAL / PRECERTIFICATION REPORT


The REINSURANCE RENEWAL REPORT provides you with a quick 
overview of all Utilization Management cases open or closed by reporting 
basic patient information, service and discharge dates, along with 
diagnostic and procedure codes for those authorizations. The report also 
tells you which of those cases were taken into Large Case Management 
to provide a more personalized observation of the patient to improve the 
patient’s health and keep medical expenses down.
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Population Health & Disease Management
POPULATION HEALTH MANAGEMENT REPORTS HELP YOU MANAGE THE HEALTH OF YOUR GROUP


DISEASE ACTIVITY REPORT


The DISEASE ACTIVITY REPORT breaks down all the disease activity 
within a population and also has a projected savings based upon 
participation in disease management programs. It also displays how many 
members have each type of disease and the percentage of the population 
that number represents.


RISK STRATIFICATION REPORT


The RISK STRATIFICATION BY CONDITION REPORT breaks down 
each condition into 4 main risk   levels to determine the severity of each 
condition among your groups population. It is a summary report that shows 
how many members are at each risk level by condition and can even 
compare multiple conditions at the same time. This report is a great tool to 
determine if more member education is needed to control the progression 
and outbreak of disorders in your group. 
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CARE PLAN SUMMARY REPORT


Imagine having the medical and clinical opinion of over 180 Medical 
Doctors and 50 Nurses at your disposal for the treatment of your 
conditions. Our CARE PLAN SUMMARY REPORT delivers just that. With 
over 500,000 combinations of problems, goals, interventions the DBMS 
system will generate a comprehensive and personalized care plan for 
each of your members based on the each of the answers entered into 
our assessments. The CARE PLAN SUMMARY REPORT also tracks the 
status, domain, and history of each problem goal and intervention to allow 
the patient to see how he or she is progressing in his care plan and in 
which areas he or she needs to improve.


Our disease management nurses also have the ability to adapt each 
recommended care plan to answer to the unique circumstances that 
may develop in certain cases. The custom goals and interventions 
can be reviewed by doctors for medical necessity and are tracked for 
Quality Assurance. 


CUSTOMIZABLE CARE PLANS


ON DEMAND                      
POPULATION HEALTH 


MANAGEMENT
DBMS System allows for the 


electronic delivery of reports on 
your entire groups population. It 
doesn’t matter if the group is 10 


members or over a million, ICMS 
will deliver the information you 
need in the reports you want.  


MULTIPLE CONDITIONS
Our Care Plan Protocol 


engine takes into account 
multiple conditions by 


reviewing and evaluating the 
answers entered in on each                   


assessment to eliminate           
conflicting treatment plans.
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Episodes of Care Reporting
IDENTIFYING COMPLIANCE WITHIN YOUR ENTIRE POPULATION IN ONE CLICK


The EPISODES OF CARE report identifies all the members in your 
population with a specific condition and identifies the number and 
percentages of those who are compliant with the NCQA guidelines for 
each condition. The report analyzes the compliancy for each measure and 
can compare the data to an entire book of business. The report will also 
show how many of these members are in a disease management program, 
disease education program or have opted out.


EPISODES OF CARE SUMMARY REPORT


• DIABETES
• HYPERLIPIDEMIA
• CAD


• ASTHMA
• HYPERTENSION
• FLU


SOME CURRENTLY CONDITIONS AVAILABLE


PLUS MANY MORE!
Our Episodes of Care Builder allows 
us to create new Episodes of  Care 
reports for new conditions easily. Any 
condition can be added to ensure you 
get the information you want about 
your group’s population.   
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EPISODES OF CARE DETAILS 


The EPISODES OF CARE DETAIL REPORT provides a breakdown of all 
the population identified in the Summary report and lists in what area of 
treatment the member is not compliant in. This allows for a more    direct 
and specific outreach to educate each member on the Importance of each 
procedure  and its benefit to the member’s health. One diabetic eye exam 
a year could save the member’s vision and thousands of dollars in savings. 


The assessment based episodes of care report populates the most 
important fields that are captured in DBMS’ in-depth Condition 
assessments. These assessment based reports capture  all the specific  
details that are needed to see where the gaps in the member’s care are. 
Medical professional scan then divert their attention to  these areas of  
concern when treating the patient. 


MEMBER SPECIFIC & ASSESSMENT BASED EPISODES OF 
CARE REPORT


14







Quality & State Reporting
HELPING YOU COMPLY WITH GOVERNMENT AND STATE REGULATIONS


AUTHORIZATION TIMELINE & STATE ACCREDITATION REPORT


The AUTHORIZATION TIMELINE & STATE  
ACCREDITATION   REPORT shows all authorizations 
and the types giving you a quick overview of the 
authorizations done on the patients, the authorization 
type, the decisions, and denial reasons. This State 
Report, as well as all the others, can be customized to 
show Medicare and Medicaid claims, or claims from 
any other government program.


GOVERNMENT COMPLIANCE
• MEDICARE
• MEDICAID
• STATE HEALTH PROGRAMS


MEDICAL NECESSITY REVIEW REPORT


Our MEDICAL NECEISSTY REVIEW REPORT display how many medical 
necessity determinations were processed during the selected date range, 
along with how many denials were issued and how many of those denials 
were resubmitted and/or reconsidered and over turned.  This is a great 
report for tracking and confirming these important activities. 
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MEDICAL NECESSITY REVIEW REPORT


The AUTHORIZATION QA REPORT captures potential authorizations 
that will be rejected during the Claims Processing system. Making 
the necessary corrections prior to transmitting the Authorizations 
or Precertification data to claims systems will ensure that over 95% 
of the Precertification’s are paid from the time the first payment is 
processed. This prevents delays in processing claims and avoids 
Medicaid or Medicare penalties.


As a medical management company and IT company, DBMS 
understands that reporting can vary not only from institution to 
institution, but also from state to state. We can quickly customize our 
reporting engine to capture the required information to  keep your 
institution compliant at the state or even national level. 


GOVERNMENT COMPLIANCE


ON DEMAND REPORTING
Reports can be generated as 


your institution requires and 
automated reporting processes 


can also be established to 
ensure you receive the reports 
you need at the time you need. 


Never be unprepared for that 
important client   meeting or 


show up empty handed to your 
client presentation.


WEB PORTAL SOLUTIONS
With our dynamic Web Portal,     
obtaining and sharing reports 
is a breeze. A username and 


password is all that is required 
to give you access to all of your 


client information and generating 
reports only takes seconds after 


the click of a button. Our Web 
Portal component saves time and 
ensures you have access to you 


information wherever you go.
client presentation.


DYNAMIC REPORT 
BUILDER


Our system reports have been 
created utilizing our reports 


builder engine that allows custom 
reports to be generated easily 


and accurately to guarantee that 
your data is displayed how you 


want it when you want it. Custom 
reports can also be made 


available on the Web Portal 
and placed into the automated 


reporting queue.16







Medical Tourism
TAKING HEALTHCARE TO NEW HORIZONS TO IMPROVE QUALITY AT A LOWER COST


MEDIAL TOURISM CANDIDATE IDENTIFI-
**Participation in the International Medical Tourism program requires a separate signed agreement. Additional information is available upon request.


The DBMS System has reports designed to identify potential patients that qualify 
for Medical Tourism programs. Through our partnership with Global Medical 
Consortium, patients would be flown to popular vacation destinations with their 
spouse, receive  top-quality  medical care and therapies, and be brought back 
to the US for a fraction of the cost of the same treatment here in the US. The 
Medical Tourism program is a great incentive to improve employee moral by 
adding a vacation to their medical procedure and a great way to save money. 
Savings typically range at about 30-50% per case.


It provides alternatives to insurance companies, care management institutions, and individuals 
looking to battle the rising cost of medical services in the US. By connecting patients with 
internationally accredited institutions, superior quality healthcare services can be provided at 
fraction of the domestic cost. Our network of hospitals, physicians and support facilities abroad offer 
seamless, high quality medical services, and ensure a safe and enjoyable travel experience from the 
moment you set foot on the plane to leave the US, until you are recovered and on the plane back 
home. 


WHY MEDICAL TOURISM?


• ORTHOPEDIC
• DENTAL
• EYE SURGERY


• UROLOGY
• FERTILITY
• AND MANY MORE!


PROCEDURES CURRENTLY AVAILABLE:
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SOUTH AMERICA


South American countries are finally emerging as health and economic powers 
leaving nothing to  be desired from other fully developed nations. The World 
Health Organization recently released its World Health Report that identified 
COLOMBIA and other South American nations as some of the WORLD 
LEADERS in healthcare, even surpassing countries like the USA, Switzerland, 
Canada and Germany. Of the top 35 hospitals identified in Latin America, 
Colombia has eight. Don’t let Colombia’s dark past scare you. While drugs may 
still be an underlying issue, crime and violence is no more prevalent in Colombia 
than in New York City and Colombia ranks 36th in the world in # of crimes 
compared to the US which is #1. 


The Dominican Republic and Central America offer  exotic vacation 
destinations married with great healthcare. Though not as modern  as 
most South American destinations, these  hospitals still can deliver quality 
healthcare in a tropical environment filled with luxurious resorts and great 
people. Other countries like Costa Rica and Panama are also top tourist 
destinations that have been heavily targeted in medical tourism programs 
worldwide and provide another alternative to those still weary of traveling to 
lesser known locations. 


CARIBBEAN & CENTRAL AMERICA
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One System, One Database  


One Integrated Solution


This brochure only contains a fraction 
of the services, features, reports, and 
benefits of the DBMS Care Coordination 
and Integrated Health Management 
System. With over 36 healthcare specific 
components, over 100 protocols, and 
over 60 languages, the DBMS system    
distinguishes itself as one of the most 
robust health information systems that 
is suitable for any health insurance 
company, any hospital, and any 
country. The DBMS system brings you 
tomorrow’s dynamic technology today 
with components that are still decades 
ahead of their time.  Add to this the 
partnership with international medical 
tourism programs and institutions, 
DBMS has the  solution for  tomorrow’s 
healthcare needs.


5975 Castle Creek Pkwy N Dr,  
Ste. 465 
Indianapolis, Indiana 46250  
317.582.1200 ph   
317.578.9443 fax 
www.DBMSHealth.com 
Clientservices@dbmshealth.com


FOR MORE INFORMATION:


DBMS Health 


A totally integrated care coordination system in the clouds








ICM Reinsurance Renewal Report For


XYZ Employer


From 8/1/2012   2:48:53PM To 11/11/2013   2:48:53PM


Name Member ID DOB Qty Diagnosis LCM


Date 


Admit


Date


Discharge


Care


Mode


Case


Status


Proc


Code


Date


Received


Diag


Code


NZBHP0065539 06/14/1967 10/15/2013 10/18/2013  3 IP O FRACTURE FOOT BO10/16/2013 825.20 No


NZBHP0065543 04/15/1973 09/01/2013 09/30/2013  1 OP O KELOID SCAR 1104308/12/2013 701.4 No


NZBHP0076289 02/11/1986 09/23/2013 10/23/2013  1 O ABDOMINAL PAIN U 4538009/23/2013 578.1 No


NZBHP064836 11/16/1968 02/08/2013 02/08/2013  1 OP O SPINAL STENOSIS LUM 6449301/29/2013 721.3 No


NZBHP064836 11/16/1968 03/01/2013 03/08/2013  1 OP O LUMBAGO 6449302/20/2013 721.3 No


NZBHP064836 11/16/1968 10/01/2013 11/01/2013  1 OP O DISPLACED LUMBAR 6448309/23/2013 722.10 No


NVPH0070223 06/05/1975 06/10/2013 10/22/2013  7 O DEPRESSIVE DISORD 9079104/30/2013 311 No


NZBHP085514 05/25/1978 08/05/2013 08/08/2013  3 IP O UNSPECIFIED FALL08/08/2013 E888.9 No


NZBHP0701693 11/22/1969 08/24/2013 09/11/2013  18 O COCAINE DEPENDENC08/27/2013 303.90 No


NZBHP00629 07/16/1955 12/03/2012 12/03/2012  1 OP O UNIL INGUINAL HERN 4950711/29/2012 550.10 No


NZBHP027502 01/30/1945 11/06/2013 11/08/2013  2 IP O OSTEOARTHROSIS L 2744610/18/2013 715.16 No


NZBHP0070856 03/10/1957 01/16/2013 01/23/2013  7 IP O CEREBRAL ANEURYS 6170001/03/2013 437.3 No


NZBHP0963262 08/20/1974 10/31/2013 10/31/2013  1 OP O MALFUNCTION VASC 10/30/2013 996.1 Yes


NZBHP0072735 09/04/1979 09/06/2012 09/22/2012  1 C DEPRESSIVE TYPE P02/08/2012 296.20 No


NZBHP0065634 12/06/1979 07/12/2013 07/12/2013  2 IP C CALCULUS OF KIDN07/12/2013 592.0 No


NZBHP0048573 09/16/1963 09/19/2012 10/19/2012  1 C LUMBAGO L048009/14/2012 722.11 No


NZBHP0483446 03/24/1962 03/15/2013 03/20/2013  5 IP C UNS INTESTINAL OB03/18/2013 560.9 No


NZBHP0483446 03/24/1962 07/15/2013 07/18/2013  3 IP C DIABETES MELLITUS 4364405/29/2013 250.0 No


NZBHP0542400 02/08/1953 10/22/2012 10/23/2012  1 OBS C UNSPEC CHEST PAIN10/23/2012 786.50 No


NZBHP0804834 02/26/1988 08/23/2012 08/23/2012  1 OP C DEGENER LUMBAR/L 6449308/17/2012 721.3 No


XXXX, XXXXXXX 


XXXX, XXXXXXX 


XXXX, XXXXXXX 


XXXX, XXXXXXX 


XXXX, XXXXXXX 


XXXX, XXXXXXX 


XXXX, XXXXXXX 


XXXX, XXXXXXX 


XXXX, XXXXXXX 


XXXX, XXXXXXX 


XXXX, XXXXXXX 


XXXX, XXXXXXX 


XXXX, XXXXXXX 


XXXX, XXXXXXX 


XXXX, XXXXXXX 


XXXX, XXXXXXX 


XXXX, XXXXXXX 


XXXX, XXXXXXX 


XXXX, XXXXXXX 


XXXX, XXXXXXX 


XXXX, XXXXXXX NZBHP0804834 03/13/1972 04/30/2013 05/15/2013  1 OP C DYSPLASIA OF VAGI 1162304/24/2013 623.0 No
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NZBHP004834 03/13/1972 07/10/2013 05/23/2013  0 OP C STRESS INCONTINENC 5184505/23/2013 618.4 No


NZBHP0806107 01/17/1977 02/13/2013 02/15/2013  2 IP C NORMAL DELIVERY02/13/2013 650 No


NZBHP006107 02/13/2013 05/20/2013 05/22/2013  2 IP C URINARY TRACT INF05/21/2013 288.60 No


NZBHP0079548 08/24/1986 08/23/2012 08/24/2012  1 IP C FRACTURE FACIAL B08/24/2012 802.8 No


NZBHP0079548 08/24/1986 09/05/2012 09/06/2012  1 OP C ONE EYE TOT VISION 1315109/05/2012 369.61 No


NZBHP041365 10/23/1979 05/15/2013 05/17/2013  2 IP C NORMAL PREGNANC 5961005/16/2013 V22 No


               11/08/2013 10/31/2013  0 OP C ACQUIRED SPONDYL 6231110/31/2013 715.35 NoNZBHP011545 10/24/1956 


NZBHP0074786 05/28/1974 02/26/2013 02/26/2013  1 C 9920501/23/2013 No


NZBHP046396 08/12/2006 12/06/2012 12/31/2012  1 OP C IMPACTED CERUME 6943612/05/2012 380.4 No


NZBHP046396 06/14/1984 05/25/2013 05/25/2013  1 OP C UNS IRON DEFICIENC 4323905/23/2013 280.9 No


NZBHP046396 06/14/1984 07/08/2013 07/15/2013  1 OP C 2055206/12/2013 No


NZBHP046396 06/14/1984 08/06/2013 08/06/2013  1 OP C SACROILIITIS OTHER 2055207/22/2013 720.2 No


NZBHP0072119 12/31/1991 03/03/2013 08/31/2013  7 C GENERALIZED ANXI03/15/2013 300.02 No


NZBHP0068070 03/29/1959 01/31/2013 01/31/2013  1 OP C HISTORY COLON POL 4538001/11/2013 789.00 No


NZBHP0068070 03/29/1959 01/31/2013 01/31/2013  1 OV C 4323901/29/2013 No


NZBHP0076880 02/11/1964 10/16/2012 10/29/2012  13 IP C CLOSED FRACTURE E10/22/2012 807.08 No


NZBHP084014 05/17/1965 09/10/2013 09/16/2013  6 IP C ABDOMINAL PAIN U09/11/2013 276.51 No


NZBHP084014 08/11/1957 09/13/2011 09/13/2012  1 RX C SPASMODIC TORTIC 6461310/13/2011 333.83 No


NZBHP084014 08/11/1957 10/16/2012 10/31/2012  1 OP C SPASMODIC TORTIC 6461310/15/2012 333.83 No


NZBHP084014 08/11/1957 01/16/2013 01/30/2013  1 OP C SPASMODIC TORTIC 6461312/28/2012 333.83 No


NZBHP084014 08/11/1957 04/17/2013 10/17/2013  2 RX C GENETIC TORSION D 6461303/13/2013 333.6 No


NZBHP023814 03/09/1954 04/05/2013 04/05/2013  1 OP C OTHER HAMMER TO03/26/2013 735.4 No


NZBHP023814 03/09/1954 07/17/2013 07/18/2013  2 IP C BILAT INGUINAL HER 4950507/12/2013 550.92 No


NZBHP0065535 11/07/1960 03/09/2013 03/09/2013  1 C OTH NONINFECTIOU 4323502/28/2013 558.9 No


NZBHP0065535 11/07/1960 03/05/2013 03/31/2013  1 OP C DIVERTICULITIS COL 4323903/04/2013 530.85 No


NZBHP069004 04/18/1952 06/27/2013 06/27/2013  1 OP C SPRAIN/STRAIN ELBO 2434206/25/2013 841.8 No


NZBHP0065539 03/31/1989 06/24/2013 06/24/2013  1 OP C OTH ANOMALIES CE 5670006/19/2013 752.49 No
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NZBHP0065539 05/21/1967 03/14/2013 03/31/2013  1 OP C ESOPHAGEAL REFLU 4323503/06/2013 530.81 No


NZBHP09057 02/18/1956 08/22/2012 08/26/2012  4 IP C HEMATEMESIS08/27/2012 578.0 No


12/11/2012 03/11/2013  2 C OBSTRUCTIVE SLEEP A703412/11/2012 327.23 No


05/28/2013 05/28/2013  1 OP C OTHER DISORDERS G 4756305/21/2013 575.8 No


08/26/2013 08/26/2013  0 IP C08/26/2013 No


11/21/2012 11/24/2012  3 IP C FRACTURE FEMUR S09/04/2013 821.01 No


07/25/2013 08/31/2013  1 OP C KELOID SCAR 7229507/18/2013 701.4 No


10/10/2012 10/11/2012  1 OP C UNDIAGNOSED CARD 9330610/10/2012 785.2 No


NZBHP0076606 01/06/1962 


NZBHP0076297 08/03/1989 


NZBHP0076297 08/03/1989 


NZBHP0076297 08/03/1989 


NZBHP0065543 04/15/1973 


NZBHP0065543        12/31/1966


NZBHP0078505 12/09/1965 04/28/2013 05/01/2013  3 IP C UNSPECIFIED ESSEN04/29/2013 401.9 No


NZBHP069256 03/07/1952 05/15/2013 05/30/2013  1 OP C SPECL SCREENING MA 4538005/01/2013 V76.51 No


NZBHP087578 03/07/1974 06/02/2012 06/02/2013  4 RX C CHRONIC MIGRAINE W 6461205/17/2012 346.71 No


NZBHP0987578 03/07/1974 09/27/2012 10/27/2012  1 RX C CHRONIC MIGRAINE W 6461209/26/2012 346.71 No


NZBHP0987578 03/07/1974 10/17/2012 10/21/2012  5 C UNSPECIFIED PSYCH10/18/2012 298.9 No


NZBHP0987578 03/07/1974 01/31/2013 02/28/2013  1 OP C CERVICAL SPONDYLO 6231001/29/2013 721.0 No


NZBHP0987578 03/07/1974 03/01/2013 03/31/2013  2 OP C DEGENERATION CER 6449002/18/2013 721.0 No


NZBHP0987578 03/07/1974 03/25/2013 03/31/2013  1 OP C CERVICALGIA 6449003/25/2013 721.0 No


NZBHP0987578 03/07/1974 04/11/2013 04/15/2013  1 OP C CERVICAL SPONDYLO 6463304/08/2013 721.0 No


NZBHP0987578 07/29/1996 09/25/2012 09/25/2012  1 OP C VIRAL WARTS UNSPE 1711109/18/2012 078.10 No


NZBHP0065966 07/18/1965 09/12/2013 09/12/2013  1 OP C SEBACEOUS CYST 1144208/29/2013 706.2 No


NZBHP0065574 12/27/1972 11/21/2012 11/30/2012  1 OP C BLOOD IN STOOL11/16/2012 533.90 No


NZBHP0065574 12/27/1972 11/21/2012 11/28/2012  1 OP C OTHER SYMPTOMS D 4323911/20/2012 578.1 No


NZBHP0065575 01/21/1981 05/28/2013 06/01/2013  1 C 9079105/24/2013 No


NZBHP0065427 10/23/1969 04/10/2013 07/10/2013  1 C OSTEOARTHROSIS U L184604/10/2013 715.96 No


NZBHP0727306 04/22/1959 02/16/2013 02/16/2013  1 OP C ANAL/RECTAL PAIN 4323902/15/2013 569.42 No


NZBHP0727306 12/14/1990 07/01/2013 07/05/2013  4 IP C NORMAL PREGNANC 5962007/02/2013 V22 No


NZBHP0727306 03/09/1959 08/28/2012 10/31/2012  10 C UNSPECIFIED PSYCH08/31/2012 298.9 No


NZBHP0727306 03/09/1959 11/27/2012 11/30/2012  3 C UNSPECIFIED PSYCH11/28/2012 298.9 No
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Care Mode Descriptions:


AMB - Ambulance DME - Durable Medical Equipment IP - Inpatient


MIS - Miscellaneous OBS - Observation OV - Office Visit


OP - Outpatient PO - Psych Outpatient Visits STD - Short Term 


Disability


Care Status Descriptions:


O - Open C - Closed


Care Mode Breakdown


CountCare Mode


 27IP


 5OBS


  58OP


 2OV


 7RX
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The information contained in this Summary 


Report is confidential and intended only for the 


use of the employer identified in the report.  The 


information contained in this report is a 


compilation of aggregate statistics and is not 


specific to any particular patient or employee 


covered by the employer's benefit plan.  Any 


disclosure, distribution, copying, or taking any 


action which would result in disclosure, 


distribution, or copying of this report or any of 


its contents is strictly prohibited.
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PRIMARY ONLY


UTILIZATION DATA


XYZ Employer LLC


Summary Report 


Custom


11/01/2012 - 11/12/2013


INPATIENT DISCHARGES


MATERNITY  33


MEDICAL/SURGICAL  201


NEONATAL  5


 239TOTAL INPATIENT DISCHARGES 


OUTPATIENT ADMISSIONS


 798


PRIMARY ONLY


INPATIENT DISCHARGE CALCULATION


MEDICAL/SURGICAL/MATERNITY  234


TOTAL HOSPITAL DAYS


AVERAGE LENGTH OF STAY


 1,247


 5.3


NEONATAL  5


TOTAL HOSPITAL DAYS


AVERAGE LENGTH OF STAY


 108


 21.6
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TOTALS


XYZ Employer LLC


Summary Report 


Custom


11/01/2012 - 11/12/2013


 47Total Number of Alternative Care Plans


 5Total Number of Denied Activities


 36Total Number of Days Saved


DOCUMENTED SAVINGS


Case Management $22,976.80 


Hospital Reviews $83,387.10 


TOTAL $106,363.90 
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Calculation Tools and Definitions


Total Hospital Days: Total inpatient hospital days are calculated according to total days 


realized by the client, not taking into consideration any denied days. 


The total number of hospital days divided by the number of 


discharges.  The current national average is 5 days *


Average Length of Stay:


Out of every 1,000 potential patients (covered lives not just 


employees), the potential number of hospital days experienced.  The 


current national average is 254 bed days per thousand. * 


Bed Days Per Thousand:


Those cases which had unusual circumstances or multiple diagnoses 


extending the length of stay.


Outliers:


Number of cases in which Care Manager's intervention established 


savings and/or alternative settings were developed.


Alternative Care Plans:


Inpatient hospital days or surgical procedures not approved by 


Consulting Physician Reviewer as medically necessary.


Denied Days/Procedures:


Hospital inpatient days saved by strict management, intensive 


concurrent review process and early case management intervention. 


These sums are derived from the total number of discharges 


multiplied by 15% which is the industry accepted level.  


Calculations for procedure savings are procedure specific.


Calculations for Days Saved:
 Med/Surg Room & Board $4,500.00/day


Psychiatric/Substance Abuse per diem $4,500.00/day


Daily Physician Inpatient Visit $150.00/day/per doctor


Hospital Review Savings:


Dollars/days saved because of direct intervention by Care Managers. 


Intervention can involve inpatient setting, home health care, home 


infusion services, durable medical equipment, etc. 


Care Management 
Savings:


Case where care manager intervened for determination of medical 


necessity, intensity of service or medical appropriateness. These 


cases are not classified as inpatient or outpatient and are therefore 


not captured elsewhere in the report. 


Other Care Management 
Intervention:


* Medicode: source of national data for comparison purposes
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Length of Stay By Admit Type, Age and Sex - PRIMARY COVERAGE ONLY


Discharges


XYZ Employer LLC


Summary Report 


Custom


11/01/2012 - 11/12/2013


Acute Rehab


ADMIT TYPE


TOTAL 


DAYS


NO 


DSCH DEPENDENTSPOUSEMEMBERFEMALEMALE


AVG. 


LOS


Age 35 to 44  2  21  2  0  2  0  0 10.50


Age 55 to 64  3  58  0  3  0  3  0 19.33


 5  79  2  3  2  3  0 15.80


 2.09%PERCENT OF TOTAL


CCU/Telemetry


ADMIT TYPE


TOTAL 


DAYS


NO 


DSCH DEPENDENTSPOUSEMEMBERFEMALEMALE


AVG. 


LOS


Age 19 to 34  1  1  1  0  0  0  1 1.00


Age 35 to 44  4  16  2  2  2  2  0 4.00


Age 45 to 54  4  19  1  3  1  2  0 4.75


Age 55 to 64  5  16  2  3  2  3  0 3.20


 14  52  6  8  5  7  1 3.71


 5.86%PERCENT OF TOTAL


Chem Dep/Sub Abuse


ADMIT TYPE


TOTAL 


DAYS


NO 


DSCH DEPENDENTSPOUSEMEMBERFEMALEMALE


AVG. 


LOS


Age 19 to 34  1  7  1  0  1  0  0 7.00


 1  7  1  0  1  0  0 7.00


 0.42%PERCENT OF TOTAL
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General (Med/Surg)


ADMIT TYPE


TOTAL 


DAYS


NO 


DSCH DEPENDENTSPOUSEMEMBERFEMALEMALE


AVG. 


LOS


Age 1 to 18  14  44  5  9  1  0  13 3.14


Age 19 to 34  24  99  9  15  9  10  5 4.13


Age 35 to 44  25  71  10  15  9  16  0 2.84


Age 45 to 54  26  116  7  19  6  19  0 4.46


Age 55 to 64  36  171  18  18  18  17  1 4.75


Age 65+  5  39  3  2  3  2  0 7.80


 130  540  52  78  46  64  19 4.15


 54.39%PERCENT OF TOTAL


General (Medical)


ADMIT TYPE


TOTAL 


DAYS


NO 


DSCH DEPENDENTSPOUSEMEMBERFEMALEMALE


AVG. 


LOS


Age 1 to 18  1  4  0  1  0  0  1 4.00


Age 55 to 64  1  2  1  0  1  0  0 2.00


 2  6  1  1  1  0  1 3.00


 0.84%PERCENT OF TOTAL


General (Surgical)


ADMIT TYPE


TOTAL 


DAYS


NO 


DSCH DEPENDENTSPOUSEMEMBERFEMALEMALE


AVG. 


LOS


Age 1 to 18  1  3  0  1  0  0  1 3.00


Age 55 to 64  1  6  0  1  0  1  0 6.00


 2  9  0  2  0  1  1 4.50


 0.84%PERCENT OF TOTAL


ICU


ADMIT TYPE


TOTAL 


DAYS


NO 


DSCH DEPENDENTSPOUSEMEMBERFEMALEMALE


AVG. 


LOS


Age 1 to 18  1  2  1  0  0  0  1 2.00


Age 19 to 34  4  13  2  2  1  1  2 3.25


Age 45 to 54  2  12  1  1  1  1  0 6.00


Age 55 to 64  5  49  2  3  2  3  0 9.80


 12  76  6  6  4  5  3 6.33


 5.02%PERCENT OF TOTAL
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LTAC


ADMIT TYPE


TOTAL 


DAYS


NO 


DSCH DEPENDENTSPOUSEMEMBERFEMALEMALE


AVG. 


LOS


Age 55 to 64  3  40  0  3  0  3  0 13.33


 3  40  0  3  0  3  0 13.33


 1.26%PERCENT OF TOTAL


Maternity


ADMIT TYPE


TOTAL 


DAYS


NO 


DSCH DEPENDENTSPOUSEMEMBERFEMALEMALE


AVG. 


LOS


Age 1 to 18  2  6  0  2  0  0  2 3.00


Age 19 to 34  24  69  0  24  2  21  1 2.88


Age 35 to 44  6  19  0  6  0  6  0 3.17


Age 45 to 54  1  4  1  0  1  0  0 4.00


 33  98  1  32  3  27  3 2.97


 13.81%PERCENT OF TOTAL


Mental Health


ADMIT TYPE


TOTAL 


DAYS


NO 


DSCH DEPENDENTSPOUSEMEMBERFEMALEMALE


AVG. 


LOS


Age 19 to 34  1  2  1  0  0  0  1 2.00


 1  2  1  0  0  0  1 2.00


 0.42%PERCENT OF TOTAL


NICU


ADMIT TYPE


TOTAL 


DAYS


NO 


DSCH DEPENDENTSPOUSEMEMBERFEMALEMALE


AVG. 


LOS


Age 1 to 18  4  107  3  1  0  0  4 26.75


 4  107  3  1  0  0  4 26.75


 1.67%PERCENT OF TOTAL
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No Bed Type Available


ADMIT TYPE


TOTAL 


DAYS


NO 


DSCH DEPENDENTSPOUSEMEMBERFEMALEMALE


AVG. 


LOS


Age 1 to 18  6  31  6  0  0  0  6 5.17


Age 19 to 34  10  115  6  4  4  1  5 11.50


Age 45 to 54  2  13  1  1  1  1  0 6.50


Age 55 to 64  1  10  0  1  0  1  0 10.00


 19  169  13  6  5  3  11 8.89


 7.95%PERCENT OF TOTAL


Observation


ADMIT TYPE


TOTAL 


DAYS


NO 


DSCH DEPENDENTSPOUSEMEMBERFEMALEMALE


AVG. 


LOS


Age 1 to 18  1  0  0  1  0  0  1 0.00


Age 35 to 44  2  1  0  2  0  2  0 0.50


Age 45 to 54  1  1  0  1  0  1  0 1.00


Age 55 to 64  2  3  0  2  0  2  0 1.50


 6  5  0  6  0  5  1 0.83


 2.51%PERCENT OF TOTAL


PICU


ADMIT TYPE


TOTAL 


DAYS


NO 


DSCH DEPENDENTSPOUSEMEMBERFEMALEMALE


AVG. 


LOS


Age 55 to 64  1  1  0  1  0  1  0 1.00


 1  1  0  1  0  1  0 1.00


 0.42%PERCENT OF TOTAL


SNF


ADMIT TYPE


TOTAL 


DAYS


NO 


DSCH DEPENDENTSPOUSEMEMBERFEMALEMALE


AVG. 


LOS


Age 45 to 54  2  33  0  2  0  2  0 16.50


Age 55 to 64  3  77  0  3  0  3  0 25.67


Age 65+  1  54  0  1  0  1  0 54.00


 6  164  0  6  0  6  0 27.33


 2.51%PERCENT OF TOTAL


 239  1,355  86  153  67  125  45 5.70


DEPENDENTSPOUSEMEMBERFEMALEMALE
TOTAL 
DAYS


AVG. 
LOS


NO 
DSCH


TOTALS
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Summary Report 


Custom


11/01/2012 - 11/12/2013


XYZ Employer LLC


Admissions


 By Age and Sex - PRIMARY COVERAGE ONLYInpatient


AGE GROUP


TOTAL 


ADM


%


ADM


%


MALE


%


FEMALE


%


MEMBER


%


SPOUSE


%


DEPENDENT


Age 1 to 18  30  13%  50%  50%  3%  0%  97%


Age 19 to 34  65  27%  31%  69%  26%  51%  23%


Age 35 to 44  39  16%  36%  64%  33%  67%  0%


Age 45 to 54  38  16%  29%  71%  26%  68%  0%


Age 55 to 64  61  26%  38%  62%  38%  61%  2%


Age 65+  6  3%  50%  50%  50%  50%  0%


TOTAL  239  100%  86  153  67  125  45


 By Age and Sex - PRIMARY COVERAGE ONLYOutpatient


AGE GROUP


TOTAL 


ADM


%


ADM


%


MALE


%


FEMALE


%


MEMBER


%


SPOUSE


%


DEPENDENT


Age 1 to 18  99  12%  43%  57%  1%  0%  98%


Age 19 to 34  133  17%  47%  51%  37%  28%  34%


Age 35 to 44  140  18%  53%  47%  54%  43%  0%


Age 45 to 54  207  26%  59%  41%  60%  32%  1%


Age 55 to 64  182  23%  36%  64%  37%  59%  0%


Age 65+  37  5%  46%  54%  49%  51%  0%


TOTAL  798  100%  385  411  336  289  144
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AVG 


LOS


AVG 


LOS


TOTAL 


DAYS


TOTAL 


DAYS


NO. 


DSCH


NO. 


DSCHDIAGNOSTIC CLASS


Summary Report 


Custom


11/01/2012 - 11/12/2013


XYZ Employer LLC


SECONDARY ONLYPRIMARY ONLY


Length of Stay by Diagnostic Class


Discharges


Blood, Blood Forming Organs and Immuno Disorders  2  0 6  0 3.0  0.0


Circulatory System Disorders  12  0 58  0 4.8  0.0


Digestive System Disorders  8  0 26  0 3.3  0.0


Diseases of Skin and Subcutaneous Tissues  4  0 18  0 4.5  0.0


Endocrine, Nutritional and Metabolic Disorders  6  0 49  0 8.2  0.0


External Causes of Injury and Poisoning  1  0 5  0 5.0  0.0


Factors Influencing Health Status and Services  24  0 91  0 3.8  0.0


Female Reproductive Disorders  7  0 16  0 2.3  0.0


Genitourinary System Disorders  9  0 66  0 7.3  0.0


Hepatobiliary System and Pancreas Disorders  9  0 34  0 3.8  0.0


Infectious and Parasitic Disorders  3  0 14  0 4.7  0.0


Injury, Poisoning and Toxic Drug Effects  14  0 59  0 4.2  0.0


Mental Disorders  14  0 112  0 8.0  0.0


Musculoskeletal/Connective Tissue Disorders  34  0 172  0 5.1  0.0


Nervous System Diseases  4  0 17  0 4.3  0.0


Newborns and Neonates  2  0 8  0 4.0  0.0


No Diagnostic Class Avalable  5  0 17  0 3.4  0.0


Nose and Throat Disorders  2  0 4  0 2.0  0.0


Poorly Diff Neoplasms  13  0 132  0 10.2  0.0


Pregnancy, Childbirth and Puerperium  13  0 40  0 3.1  0.0


Respiratory System Disorders  20  0 216  0 10.8  0.0


Signs, Symptoms, and Poorly Defined Conditions  27  0 133  0 4.9  0.0


Substance Abuse  6  0 62  0 10.3  0.0


TOTAL  239  0 1,355  0 5.7  0.0
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SECONDARY ONLY


% of all 


ADM


% of all 


ADM ADMADMINPATIENT FACILITIES


PRIMARY ONLY


XYZ Employer LLC


Summary Report 


Custom


11/01/2012 - 11/12/2013


FACILITY NOT AVAILABLE  2  0 0.8%  0.0%


BLOOMINGTON HOSPITAL  1  0 0.4%  0.0%


BLUFFTON REGIONAL MEDICALCENTER  1  0 0.4%  0.0%


CLARIAN TRANSPLANT CENTER  1  0 0.4%  0.0%


CLARIAN WEST MEDICALCENTER  1  0 0.4%  0.0%


CLARK MEMORIAL HOSPITAL-ACH  1  0 0.4%  0.0%


COLUMBUS REGIONAL HOSPITAL  1  0 0.4%  0.0%


COLUMBUS REGIONAL HOSPITAL - ACH  3  0 1.3%  0.0%


COMMUNITY HEALTH NETWORK OUTPATIENT REHAB SE  1  0 0.4%  0.0%


COMMUNITY HOSPITAL EAST  2  0 0.8%  0.0%


COMMUNITY HOSPITAL EAST -RX  2  0 0.8%  0.0%


COMMUNITY HOSPITAL NORTH  24  0 10.0%  0.0%


COMMUNITY HOSPITAL NORTH - RX  1  0 0.4%  0.0%


COMMUNITY HOSPITAL OF INDIANA - EAST  1  0 0.4%  0.0%


COMMUNITY HOSPITAL SOUTH  10  0 4.2%  0.0%


COMMUNITY HOSPITAL SOUTH INC  2  0 0.8%  0.0%


COMMUNITY HOSPITAL SURGERY CTR. - KOKOMO, IN  1  0 0.4%  0.0%


COMMUNITY HOSPITALS OF INDIANA  1  0 0.4%  0.0%


DANVILLE REGIONAL REHABILITATION CENTER  1  0 0.4%  0.0%


DEACONESS HOPITAL, INC  1  0 0.4%  0.0%


DECATUR COUNTY MEMORIAL HOSP DIAG CTR  1  0 0.4%  0.0%


FAIRBANKS HOSPITAL  3  0 1.3%  0.0%


FRANCISCAN ST. FRANCIS IN  2  0 0.8%  0.0%


GRAND STRAND MEDICAL CENTER  1  0 0.4%  0.0%


GULF BREEZE HOSPITAL  1  0 0.4%  0.0%


HANCOCK MEMORIAL HOSPITALHHC  1  0 0.4%  0.0%


HANCOCK REGIONAL HOSPITAL  2  0 0.8%  0.0%


HARSHA BEHAVIORAL CENTER INC IP  1  0 0.4%  0.0%


HCR MANORCARE  1  0 0.4%  0.0%


HENDRICKS COMMUNITY HOSPITAL  2  0 0.8%  0.0%
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HENDRICKS COMMUNITY HOSPITAL-PROF GRP  1  0 0.4%  0.0%


HENDRICKS REGIONAL HEALTH  11  0 4.6%  0.0%


HENDRICKS REGIONAL HEALTH - AVON, IN  1  0 0.4%  0.0%


I U HOSPITAL  4  0 1.7%  0.0%


INDIANA HEART HOSPITAL, THE  1  0 0.4%  0.0%


INDIANA ORTHOPAEDIC HOSPITAL LLC  1  0 0.4%  0.0%


INDIANA ORTHOPEDIC HOSPITAL  1  0 0.4%  0.0%


INDIANA UNIVERSITY CANCER PAVILLION  1  0 0.4%  0.0%


INDIANA UNIVERSITY HEALTH  3  0 1.3%  0.0%


INDIANA UNIVERSITY HEALTH - WEST  8  0 3.3%  0.0%


INDIANA UNIVERSITY HEALTH NORTH  1  0 0.4%  0.0%


INDIANA UNIVERSITY HOSPITAL  6  0 2.5%  0.0%


INDIANA UNIVERSITY HOSPITAL - 702 BARNHILL - IN  1  0 0.4%  0.0%


IU CANCER CENTER  1  0 0.4%  0.0%


IU HEALTH NORTH  2  0 0.8%  0.0%


IU HEALTH WEST  3  0 1.3%  0.0%


IU HEALTH WEST - AVON, IN  1  0 0.4%  0.0%


IU MED. CTR. - 550 N UNIVERSITY BLVD. - IN  2  0 0.8%  0.0%


JOHNSON MEM. HOSP. - FRANKLIN, IN  2  0 0.8%  0.0%


JOHNSON MEMORIAL HOSPITAL  2  0 0.8%  0.0%


JOHNSON MEMORIAL HOSPITAL OUTPT PHYSICAL THERAP  1  0 0.4%  0.0%


KINDRED - INDIANAPOLIS  1  0 0.4%  0.0%


KINDRED HOSPITAL  1  0 0.4%  0.0%


KINDRED HOSPITAL LOUISVILLE  1  0 0.4%  0.0%


KINDRED TRANSITIONAL CARE AND  REHABITIALATION  2  0 0.8%  0.0%


MAJOR HOSPITAL  3  0 1.3%  0.0%


MANOR CARE - PRESWICK  1  0 0.4%  0.0%


METHODIST HOSPITAL - INDIANAPOLIS, IN  13  0 5.4%  0.0%


MONROE HOSPITAL AMBULANCESERVICE LLC  1  0 0.4%  0.0%


NORTON BROWNSBORO HOSPITAL  1  0 0.4%  0.0%


NORTON SUBURBAN HOSP  2  0 0.8%  0.0%


OPTIONS TREATMENT CENTER ACQ CORP  1  0 0.4%  0.0%


PALM PARTNERS  2  0 0.8%  0.0%


PARKVIEW ORTHOPEDIC HOSPITAL  1  0 0.4%  0.0%


PEYTON MANNING CHILDREN'S HOSPITAL  1  0 0.4%  0.0%


REHAB HOSPITAL OF INDIANAPOLIS  1  0 0.4%  0.0%


REID HOSPITAL & HEALTH CARE SERVICES  1  0 0.4%  0.0%


RILEY CHILDREN'S HOSPITAL PHARMACY  3  0 1.3%  0.0%


RILEY HOSP. FOR CHILDREN - INDIANAPOLIS, IN  4  0 1.7%  0.0%


RILEY HOSPITAL  1  0 0.4%  0.0%


RILEY HOSPITAL FOR CHILDREN  1  0 0.4%  0.0%


RIVERVIEW HOSPITAL  3  0 1.3%  0.0%
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SAINT ANNE HOME & RETIREMENT COMM  1  0 0.4%  0.0%


SAINT FRANCIS HOSPITAL  5  0 2.1%  0.0%


SAINT VINCENT HOSPITAL  1  0 0.4%  0.0%


SAINT VINCENT WOMENS HOSPITAL  1  0 0.4%  0.0%


SCHNECK MEDICAL CENTER - SEYMOUR, IN  1  0 0.4%  0.0%


SCHNECK MEDICAL CENTER HOSPICE  1  0 0.4%  0.0%


ST FRANCES HOSPITAL & HEALTH CENTERS  1  0 0.4%  0.0%


ST FRANCIS HOME HEALTH CARE SERVICES  1  0 0.4%  0.0%


ST FRANCIS HOSP & HEALTH CENTERS  2  0 0.8%  0.0%


ST FRANCIS HOSPITAL & HEALTH CENTERS  1  0 0.4%  0.0%


ST JOHNS HEALTH SYSTEM  1  0 0.4%  0.0%


ST JOSEPH HOSPITAL  2  0 0.8%  0.0%


ST MARG MERCY BEHAVIORAL HLTH OUTPT  1  0 0.4%  0.0%


ST MARY MEDICAL CENTER  1  0 0.4%  0.0%


ST VINCENT HOSPITAL & HEALTH SERVICES  1  0 0.4%  0.0%


ST VINCENT HOSPITAL W 86TH ST  4  0 1.7%  0.0%


ST VINCENT STRESS CENTER  1  0 0.4%  0.0%


ST VINCENT WOMENS HOSPITAL  2  0 0.8%  0.0%


ST. CLAIRE MEDICAL CENTER  1  0 0.4%  0.0%


ST. FRANCIS HEALTHCARE  1  0 0.4%  0.0%


ST. FRANCIS HOSPITAL  7  0 2.9%  0.0%


ST. JOHN'S HEALTH SYSTEMS  1  0 0.4%  0.0%


ST. VINCENT CARMEL HOSP.- IN  1  0 0.4%  0.0%


ST. VINCENT CARMEL HOSPITAL  2  0 0.8%  0.0%


ST. VINCENT HOSP.  1  0 0.4%  0.0%


ST. VINCENT HOSPITAL - INDIANAPOLIS, IN  3  0 1.3%  0.0%


ST. VINCENT STRESS CENTER - HARCOURT ROAD  - IN  1  0 0.4%  0.0%


ST. VINCENT'S WOMENS HOSPITAL  1  0 0.4%  0.0%


TIPTON HOSPITAL  2  0 0.8%  0.0%


TRINITY HOUSE  1  0 0.4%  0.0%


UNIVERSITY HOSPITAL - INDIANAPOLIS, IN  3  0 1.3%  0.0%


VALLA VISTA  2  0 0.8%  0.0%


VALLE VISTA - GREENWOOD, IN  1  0 0.4%  0.0%


VALLE VISTA HEALTH SYSTEM  1  0 0.4%  0.0%


WESTVIEW HOSPITAL  4  0 1.7%  0.0%


WISHARD MEM HOSP- REGENSTRIEF  PHARMACY  1  0 0.4%  0.0%


WISHARD MEMORIAL HOSPITAL  1  0 0.4%  0.0%


WITHAM MEMORIAL HOSPITAL  3  0 1.3%  0.0%


WOMEN'S HEALTH CENTER  1  0 0.4%  0.0%


 239  100.0%  0  0.0%Total
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% of All 


PROCESSEDPROCESSEDDIAGNOSTIC CLASS


Procedure Categories - PRIMARY ONLY


Outpatient


Summary Report 


Custom


11/01/2012 - 11/12/2013


XYZ Employer LLC


Anesthesia  1  0.2%


Auditory Surgery  29  4.8%


Breast Procedure  12  2.0%


Cardiovascular  11  1.8%


Cardiovascular Medicine  3  0.5%


Chemotherapy  6  1.0%


CLASS NOT AVAILABLE  2  0.3%


Dialysis  3  0.5%


Digestive System  153  25.3%


Endocrine  3  0.5%


Female Genital System  27  4.5%


Hemic and Lymphatic Systems  1  0.2%


Larynx  2  0.3%


Lumbar or sacral, single facet joint  3  0.5%


Male Genital System  8  1.3%


Maternity Care  2  0.3%


Musculoskeletal System  99  16.4%


N/A  40  6.6%


Nervous System Surgery  66  10.9%


Neurology  3  0.5%


Nose and Sinuses  15  2.5%


Opthalmological Surgery  14  2.3%


Pathology and Laboratory  1  0.2%


Physical Medicine  2  0.3%


Psychiatric Medicine  11  1.8%


Radiology, Nuclear Medium, and Ultrasound  54  8.9%


Respiratory  4  0.7%


Skin, Subcutaneous, Accessory Structures  16  2.6%


Special Reports and Services  2  0.3%


Urinary System  11  1.8%


Vascular Excluding Cardiac  1  0.2%


TOTAL  605  100.0%
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% of all 


ADM


PRIMARY ONLY


ADM


XYZ Employer LLC


Summary Report 


Custom


11/01/2012 - 11/12/2013


OUTPATIENT FACILITIES


180 MEDICAL INC  2  0.3%


ABBOUD KAWAK  1  0.1%


ABDUL M KHAN  1  0.1%


ACTION BRACE AND PROSTHETIC, INC  1  0.1%


ADVANCED INTEGRATED MEDICAL  2  0.3%


ADVANCED ORTHO PRO  1  0.1%


ADVANCED ORTHOPRO INC  1  0.1%


ADVANCED ORTHOPRO, INC.  1  0.1%


ALEX WALKER  1  0.1%


ALLA SOYFER  1  0.1%


ALPHA HOME PHYSICAL THERAPY  5  0.6%


AMERICAN HEALTH NETWORK OF IND.LLC  1  0.1%


AMERICAN HEALTH NETWORK OF INDIANA LLC  1  0.1%


AMERICAN SLEEP DISORDER ASSOC.  1  0.1%


ANDREW DICK  1  0.1%


ANDREW NIGH  1  0.1%


ANDREW VICAR  2  0.3%


ANGIE GLYNN  1  0.1%


ANN HEDDERMAN  1  0.1%


ANNA HUANG  1  0.1%


ANTHONY ALEXANDER  1  0.1%


ANTHONY SABATINO  2  0.3%


AT HOME HEALTH SERVICES, LLC  1  0.1%


ATHENS DIAGNOSTIC CENTER  1  0.1%


ATHENS OP SERVICES  1  0.1%


ATLAS ORTHOPEDIC AND SPORTS MEDICINE  1  0.1%


BAKUL PATEL  1  0.1%


BALL OUTPATIENT SURGERY CENTER LLC  1  0.1%


BARNES JEWISH HOSPITAL  1  0.1%


BAYLOR GENETICS  1  0.1%


BEDFORD REGIONAL MEDICAL CENTER  2  0.3%


BELTWAY SURGERY CENTER  2  0.3%


BELTWAY SURGERY CENTERS LLC  5  0.6%


BLOOMINGTON ENDOSCOPY CENTER  1  0.1%


BLOOMINGTON HOSPITAL  1  0.1%
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BLUE RIVER DIALYSIS CENTER  2  0.3%


BREAST DIAGNOSTIC CENTER EAST  1  0.1%


BRIDGETT SANDERS  1  0.1%


BRUCE DURELL  1  0.1%


C. MELTON DOXEY  1  0.1%


CARLOS BERRIOS  2  0.3%


CARMEL AMBULATORY SURGERYCENTER  1  0.1%


CAROLE THOMAN  1  0.1%


CDI  2  0.3%


CENTER FOR DIAGNOSTIC IMAGING  1  0.1%


CENTER FOR ORTHOPEDIC SURGERY & SPORTS MEDICIN  1  0.1%


CENTER FOR SPECIAL SURGERY  2  0.3%


CENTER FOR SPECIAL SURGERY - INDIANAPOLIS, IN  1  0.1%


CENTRAL DIAGNOSTIC IMAGING  1  0.1%


CENTRAL INDIANA CANCER CENTERS  2  0.3%


CENTRAL INDIANA CANCER CTR- PHARMACY  1  0.1%


CENTRAL INDIANA CANCER CTRS-CO LINE RD  1  0.1%


CENTRAL INDIANA ORTHOPEDICS  1  0.1%


CHAD WAITS  1  0.1%


CHARLES KINSELLA  1  0.1%


CHRIS BALES  1  0.1%


CHRISTOPHER POTEE  1  0.1%


CLARA FAIRBANKS CENTER FOR WOMEN  1  0.1%


CLARIAN WEST MEDICALCENTER  1  0.1%


CLARK MEMORIAL HOSPITAL  1  0.1%


CLAY COUNTY HEALTH CENTER  1  0.1%


COLUMBUS PAIN INSTITUTE  3  0.4%


COLUMBUS REGIONAL HOSP-TRANSPORT  1  0.1%


COLUMBUS REGIONAL HOSPITAL  3  0.4%


COLUMBUS REGIONAL HOSPITAL - ACH  9  1.1%


COLUMBUS SPECIALITY SURGERY CENTER  1  0.1%


COLUMBUS SURGERY CENTER  5  0.6%


COMMUNITY HOME CARE SERVICES  3  0.4%


COMMUNITY HOME HEALTH  1  0.1%


COMMUNITY HOME HEALTH SERVICES  1  0.1%


COMMUNITY HOME HEALTH SERVICES INC  1  0.1%


COMMUNITY HOME MEDICAL  1  0.1%


COMMUNITY HOSPITAL EAST  2  0.3%


COMMUNITY HOSPITAL NORTH  7  0.9%


COMMUNITY HOSPITAL OF  1  0.1%


COMMUNITY HOSPITAL SOUTH  8  1.0%


COMMUNITY HOSPITAL SOUTH INC  2  0.3%


COMMUNITY HOSPITAL SURGERY CTR. - KOKOMO, IN  1  0.1%


COMMUNITY REGIONAL CANCER CENTER  1  0.1%


DALE SNEAD  1  0.1%


DANIEL CUTTICA  1  0.1%
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DANIEL SALVAS  1  0.1%


DANVILLE REGIONAL MEDICAL CENTER  1  0.1%


DARRON WILSON  1  0.1%


DARRYL TANNENBAUM  1  0.1%


DAVID GRAYBILL  1  0.1%


DAVID RATZMAN  1  0.1%


DAVID STUHLDREHER  1  0.1%


DAWES FRETZIN DERMATOLOGY  1  0.1%


DEAN FELKER  1  0.1%


DECATUR COUNTY MEMORIAL HOSP DIAG CTR  1  0.1%


DECATUR MEMORIAL HOSPITAL - DECATUR, IL  1  0.1%


DECATUR VEIN CLINIC - INDIANAPOLIS, IN  1  0.1%


DERRON WILSON  4  0.5%


DIANNA BOYER  1  0.1%


DJO ORHTOPEDICS  1  0.1%


DONALD KING  1  0.1%


DOUGLAS SMITH  2  0.3%


DR CRAIG JOHNSTONE MD & CORP  1  0.1%


DUKES MEMORIAL HOSPITAL  2  0.3%


DYNASPLINT SYSTEMS  1  0.1%


EAGLE HIGHLAND SURGICAL CENTER  2  0.3%


EAGLE HIGHLANDS SURGERY CENTER  4  0.5%


EASTSIDE CHIROPRACTIC CENTER  2  0.3%


EDMUND GOMEZ  1  0.1%


EDWARD KOWLOWITZ  1  0.1%


EDWARD TODDERUD  1  0.1%


ELIZABETH BRATER  1  0.1%


EMPI  1  0.1%


ENDOSCOPY CENTER  1  0.1%


ENDOSCOPY CENTER - N SENATE - INDY, IN  1  0.1%


ENDOSCOPY CENTER - S EMERSON AVE. - IN  4  0.5%


ERIC LEAMING  1  0.1%


ERIC POTTS  1  0.1%


FACILITY NOT AVAILABLE  33  4.1%


FAIRBANKS HOSPITAL  2  0.3%


FAIRBANKS HOSPITAL INC  2  0.3%


FIGLEAF BOUTIQUE  1  0.1%


FISHERS SURGERY CENTER  1  0.1%


FOCUS EXPRESS MAIL PHARMACY  1  0.1%


FOOT AND ANKLE CENTER  1  0.1%


FOOT AND ANKLE SURGERY CENTER  2  0.3%


FRANCIS BEAN  1  0.1%


FRANCISCAN SPINE  1  0.1%


FRANCISCAN ST. FRANCIS IN  1  0.1%


FRANCISCAN SURGERY CENTER  13  1.6%


FRANCISCAN SURGERY CENTER - 5255 - INDY, IN  2  0.3%
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FRANCISCAN SURGERY CENTERLLC  1  0.1%


GENTIVA  1  0.1%


George Maiers  1  0.1%


GOODMAN CAMPBELL BRAIN AND SPINE  6  0.8%


H JEFFERY WHITAKER  1  0.1%


HANCOCK MEMORIAL HOSPITAL  1  0.1%


HANCOCK REGIONAL HOME MEDICAL EQUIPMENT  1  0.1%


HANCOCK REGIONAL HOSPITAL  3  0.4%


HANCOCK SURGERY CENTER  6  0.8%


HANSEN CENTER  1  0.1%


HAROLD SMITH  1  0.1%


HEIDI BAGWELL  1  0.1%


HENDRICKS REGIONAL HEALTH  20  2.5%


HENRY COUNTY MEM HOSP  1  0.1%


HIBBELN SURGERY CENTER  4  0.5%


HOME HEALTH DEPOT  2  0.3%


HOME RESPIRATORY CARE  4  0.5%


HOMECARE ADVANTAGE LLC-TERRE HAUTE  1  0.1%


HOOKS O2 - INPLS  1  0.1%


HORIZON ONCOLOGY  1  0.1%


HOWARD REGIONAL GASTROENTEROLOGY  1  0.1%


HULON CRAYTON  1  0.1%


I U HOSPITAL  2  0.3%


I. U. HEALTH/CLARIAN  1  0.1%


I.U. CANCER CENTER  3  0.4%


I.U. HOME CARE  1  0.1%


INDIANA CANCER PAVILION  1  0.1%


INDIANA CLINIC-1701 N SENATE BLVD  1  0.1%


INDIANA HAND CENTER INDIANAPOLIS  2  0.3%


INDIANA HAND SURGERY CENTER  1  0.1%


INDIANA HEALTH IMAGING  1  0.1%


INDIANA HEART PHYSICIANS  1  0.1%


INDIANA INTERNAL MEDICINECONSULTANTS  1  0.1%


INDIANA ORTHOPAEDIC HOSPITAL LLC  5  0.6%


INDIANA ORTHOPAEDIC SURGERY CENTER  2  0.3%


INDIANA ORTHOPEDIC CENTER  1  0.1%


INDIANA ORTHOPEDIC HOSPITAL  7  0.9%


INDIANA ORTHOPEDIC HOSPITAL WEST  2  0.3%


INDIANA SPECIALITY SURGERY CEN  2  0.3%


INDIANA SPINE AND REHABILITATION  1  0.1%


INDIANA SPINE GROUP  1  0.1%


INDIANA SURGERY CENTER  8  1.0%


INDIANA SURGERY CENTER - EAST - IN  5  0.6%


INDIANA SURGERY CENTER - KOKOMO, IN  2  0.3%


INDIANA SURGERY CENTER - NOBLESVILLE, IN  3  0.4%


INDIANA SURGERY CENTER - NORTH - IN  13  1.6%
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INDIANA SURGERY CENTER - SOUTH  - IN  13  1.6%


INDIANA SURGERY CENTER EAST  1  0.1%


INDIANA SURGERY CENTER NORTH  2  0.3%


INDIANA UNIVERSITY CANCER PAVILLION  4  0.5%


INDIANA UNIVERSITY HEALTH  2  0.3%


INDIANA UNIVERSITY HEALTH CENTRAL INDIANA CANCE  1  0.1%


INDIANA UNIVERSITY HELALTH - NORTH  3  0.4%


INDIANA UNIVERSITY HOME CARE  3  0.4%


INDIANA UNIVERSITY HOSP. - 550 N UNIVERSITY - IN  3  0.4%


INDIANA UNIVERSITY HOSPITAL  4  0.5%


INDIANA UNIVERSITY HOSPITAL - 702 BARNHILL - IN  1  0.1%


INDIANAPOLIS ENDOSCOPY CENTER  2  0.3%


INDIANAPOLIS ENDOSCOPY CENTER, LLP  5  0.6%


INDIANAPOLIS GASTROENTEROLOGY  1  0.1%


INDIANAPOLIS HEALTH IMAGING  1  0.1%


INDIANAPOLIS SURGERY CENTER  2  0.3%


INDY DENTAL SLEEP  1  0.1%


INNERVISION ADVANCED MEDICAL IMAGING  5  0.6%


INSTITUTE OF COMPREHENSIVE PAIN MANAGEMENT  2  0.3%


INSTITUTE OF COMPREHENSIVE PAIN MGMT  1  0.1%


IU CANCER CENTER  1  0.1%


IU HEALTH NORTH  3  0.4%


IU HEALTH WEST  1  0.1%


IU HEALTH WEST - AVON, IN  3  0.4%


IU HOME CARE - SUITE 700 - IN  3  0.4%


IU HOME CARE/CLARIAN HOME CARE - BLDG XE040 - IN  1  0.1%


IU MED. CTR. - 550 N UNIVERSITY BLVD. - IN  3  0.4%


IUMG-PC EPLER PARKE  1  0.1%


JANICE BILBY  1  0.1%


JASON GUTT  1  0.1%


JEAN-PIERRE MOBASSER  1  0.1%


JEFFREY STEVENS  1  0.1%


JOHN BALDEA  1  0.1%


JOHN CHASE  1  0.1%


JOHN CUMMINGS  1  0.1%


JOHN GARBER  1  0.1%


JOHN UNISON  1  0.1%


JOHN WAGNER  1  0.1%


JOHNSON MEM. HOSP. - FRANKLIN, IN  1  0.1%


JOHNSON MEMORIAL HOSPITAL  3  0.4%


JONATHAN MANDELBAUM  1  0.1%


JONATHON SHOOK  1  0.1%


JOSE AZAR  1  0.1%


JOSEPH BRIGANCE  1  0.1%


JOSEPHSON-WALLACK-MUNSHOWER NEUROLOGY  1  0.1%


JUAN SANCHEZ  2  0.3%
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JUDITH DUNIPACE  2  0.3%


K. DONALD SHELBORNE  1  0.1%


KENDRICK REG CTR FOR COLON & RECTAL  1  0.1%


KENTUCKIANA DIAGNOSTICS  1  0.1%


KEVIN JULIAN  2  0.3%


KEVIN MACADAEG  2  0.3%


KRAL VARHAN  1  0.1%


Kyle Ritter  1  0.1%


LAKESHORE SURGICARE LLC  1  0.1%


LANIE HUFFMAN  1  0.1%


LANTER EYE CARE AND LASERSURGERY  1  0.1%


LANTZ MEDICAL  1  0.1%


LARRY SALBERG  1  0.1%


LEONARD STEINBERG  1  0.1%


LIBERATOR MEDICAL SUPPLY INC  1  0.1%


LINCARE  2  0.3%


LINCARE INC  1  0.1%


LLOYD LEWIS JR  1  0.1%


LLOYD LEWIS, JR.  1  0.1%


MAJOR HOSPITAL  10  1.3%


MAJOR HOSPITAL - SHELBYVILLE, IN  2  0.3%


MARK CORNETT  1  0.1%


MARK RUNKLE  2  0.3%


MARKUS NIEDERWANGER  1  0.1%


MARY BIRCH  2  0.3%


Mary Deschler-Olsen  2  0.3%


MARY MAYER  1  0.1%


MED SUPPLIES  1  0.1%


MEDTRONIC MINIMED  2  0.3%


MEHUL PATEL  1  0.1%


MELANIE SANDERS  1  0.1%


Meredith Sweeney  1  0.1%


MERIDIAN HEALTH GROUP  1  0.1%


MERIDIAN MEDICAL GROUP PC  1  0.1%


MERIDIAN NORTH IMAGING CENTER  1  0.1%


MERIDIAN PLASTIC SURGERY CENTER  2  0.3%


METHODIST HOSPITAL - INDIANAPOLIS, IN  7  0.9%


METHODIST MEDICAL PLAZA- SOUTH  1  0.1%


METHODIST OUTPATIENT CENTER SOUTH  2  0.3%


METHODIST SPORTS MEDICINE CENTER  2  0.3%


METHODIST SPORTS MEDICINECENTER  1  0.1%


MICHAEL BEREND  1  0.1%


MICHAEL WEISS  1  0.1%


MIDWEST ORTHOTICS & TECHNOLOGY  1  0.1%


MIDWEST PAIN AND SPINE  1  0.1%


MONICA JOYNER  1  0.1%
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MONROE HOSPITAL AMBULANCESERVICE LLC  1  0.1%


MOORESVILLE ENDOSCOPY CENTER LLC  1  0.1%


MORGAN COUNTY HOSP. - 2209 - MARTINSVILLE, IN  1  0.1%


MY ORTHO TEAM  1  0.1%


NAAB ROAD SURGERY CENTER - INDIANAPOLIS, IN  1  0.1%


NANCY MILES  1  0.1%


NOBLESVILLE OB/GYN  1  0.1%


Norman Mindrebo  1  0.1%


NORTH MERIDIAN SURGERY CENTER  3  0.4%


NORTHSIDE GASTROENDOSCOPY CTR. - 8424 - INDY, IN  2  0.3%


ORBIT MEDICAL  1  0.1%


ORTHO INDY  1  0.1%


ORTHO INDY NORTHWEST SURGERY CENTER  1  0.1%


ORTHODYNAMICS COMPANY INC  1  0.1%


ORTHOINDY  1  0.1%


ORTHOINDY-BROWNSBURG  1  0.1%


ORTHOTIC & PROSTHETIC DESIGNS  1  0.1%


OSMAN CLINC & ASSOCIATES PC  1  0.1%


OTTOBOCK ORTHOPEDIC SERVICES  1  0.1%


PALM PARTNERS  1  0.1%


PALMETTO HEALTH RICHLAND  1  0.1%


PANKRATZ EYE INSTITUTE  2  0.3%


PAUL SKIERCZYNSKI  1  0.1%


PHILIP IRELAND  1  0.1%


PHOENIX MEDICAL EQUIPMENT AND SUPPLY  1  0.1%


PODIATRY ASSOCIATES  1  0.1%


PODIATRY ASSOCIATES OF INDIANA  1  0.1%


PUTNAM COUNTY HOSPITAL  2  0.3%


RAFAT ABONOUR  1  0.1%


RHEUMATOLOGY ASSOCIATES  1  0.1%


RICHARD WIETHOFF  1  0.1%


RILEY HOSP. FOR CHILDREN - INDIANAPOLIS, IN  2  0.3%


RILEY HOSPITAL  1  0.1%


RILEY HOSPITAL FOR CHILDREN  2  0.3%


RILEY OUTPATIENT CENTER  2  0.3%


RIVERVIEW HOSPITAL  4  0.5%


ROBERT HULER  1  0.1%


ROBERT KINN  1  0.1%


ROBERT MALINZAK  1  0.1%


ROBERT SILBERT  2  0.3%


S. Sayar  1  0.1%


SAINT FRANCIS HOSPITAL  6  0.8%


SAINT JOSEPH HOSPITAL & HLTH CTR - HOSP  1  0.1%


SAINT VINCENT CARMEL HOSPITAL  1  0.1%


SAINT VINCENT HOSPITAL  2  0.3%


SCHNECK MEDICAL CENTER  2  0.3%
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SCHNECK MEDICAL CENTER HOSPICE  1  0.1%


SCOTT KILBERG  1  0.1%


SCOTT ROBBINS  1  0.1%


SCOTT SCHULMAN  1  0.1%


SENATE STREET SURGERY CENTER LLC  1  0.1%


SERVICE MEDICAL EQUIPMENT  1  0.1%


SHEKAR NARAYANAN  1  0.1%


SHLOMO HELLERSTEIN  1  0.1%


SINUTOPIC, INC.  1  0.1%


SOUTH CENTRAL SURGERY CENTER LLC  1  0.1%


SOUTH EMERSON SURG. CTR. - INDIANAPOLIS, IN  2  0.3%


SOUTH EMERSON SURGERY CENTER  4  0.5%


SOUTHERN INDIANA SURGERY  1  0.1%


SOUTHERN INDIANA SURGERY - COLUMBUS, IN  1  0.1%


SOUTHERN INDIANA SURGERY CENTER  1  0.1%


SOUTHSIDE PAIN SOLUTIONS  1  0.1%


SPECIAL WOMEN BOUTIQUE  1  0.1%


ST FRANCES HOSPITAL & HEALTH CENTERS  9  1.1%


ST FRANCIS HOMECARE  1  0.1%


ST FRANCIS HOSPITAL  6  0.8%


ST FRANCIS HOSPITAL & HEALTH CENTERS  7  0.9%


ST FRANCIS HOSPITAL & HEALTH CENTERS - INDIANAPOLI  1  0.1%


ST FRANCIS HOSPITAL SOUTH  1  0.1%


ST FRANCIS MEDICAL GROUP LLC  3  0.4%


ST FRANCIS SOUTH HOSPITAL  1  0.1%


ST JOHN'S MEDICAL SUPPLY  1  0.1%


ST JOSEPH HOSPITAL  2  0.3%


ST VINCENT CARMEL HOSPITAL  3  0.4%


ST VINCENT CARMEL HOSPITAL INC  1  0.1%


ST VINCENT HOSP & HEALTH SVS HHA  1  0.1%


ST VINCENT HOSPITAL & HEALTH SERVICES  4  0.5%


ST VINCENT HOSPITAL W 86TH ST  5  0.6%


ST VINCENT MEDICAL GROUP INC  1  0.1%


ST VINCENT MERCY HOSPITAL  1  0.1%


ST VINCENT MERCY HOSPITALINC - ELWOOD  1  0.1%


ST VINCENT STRESS CENTER  4  0.5%


ST. CLAIRE MEDICAL CENTER  1  0.1%


ST. ELIZABETH BREAST CENTER  1  0.1%


ST. FRANCIS AMB. SURG. CTR.-1215-MOORESVILLE, IN  2  0.3%


ST. FRANCIS CANCER CTR. - INDIANAPOLIS, IN  1  0.1%


ST. FRANCIS HEALTHCARE  1  0.1%


ST. FRANCIS HOSPITAL  25  3.1%


ST. FRANCIS HOSPITAL - 8111 - INDIANAPOLIS, IN  1  0.1%


ST. FRANCIS MED. CTR. - CAPE GIRARDEA, MO  1  0.1%


ST. JOHN'S MEDICAL SUPPLIES  1  0.1%


ST. JOHN'S MEDICAL SUPPLY  1  0.1%
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ST. JOSEPH HOSPITAL - KOKOMO, IN  4  0.5%


ST. VINCENT CARMEL HOSP.- IN  3  0.4%


ST. VINCENT CARMEL HOSPITAL  4  0.5%


ST. VINCENT HEART CENTER - 10580 - IN  2  0.3%


ST. VINCENT HOSP & HEALTH CENTER  1  0.1%


ST. VINCENT HOSPITAL - INDIANAPOLIS, IN  5  0.6%


ST. VINCENT HOSPITAL AND HEALTH SERVICES  2  0.3%


ST. VINCENT MERCY HOSPITAL - ELWOOD, IN  2  0.3%


ST. VINCENT STRESS CENTER - HARCOURT ROAD  - IN  2  0.3%


STEVEN LEVINE  1  0.1%


STEVEN PURSELL  1  0.1%


SURGERY CENTER OF CARMEL  2  0.3%


SURGERY CENTER OF INDIANAPOLIS - N CAPITAL AVENU  1  0.1%


SURGERY CENTER PLUS  4  0.5%


SURGERY CENTER PLUS INC  1  0.1%


SURGICAL CARE CENTER  3  0.4%


TECH SURGICAL  2  0.3%


TECH SURGICAL INC  1  0.1%


THE ENDOSCOPY CENTER  6  0.8%


THE ENDOSCOPY CENTER LLC  3  0.4%


THOMAS CIULLA  1  0.1%


THOMAS JONES  1  0.1%


THOMAS REILLY  1  0.1%


TIPTON HOSPITAL  1  0.1%


TRISTAN STONGER  1  0.1%


TRUSTED LIFE CARE INC  1  0.1%


UNITY SURGICAL CENTER  1  0.1%


UNIVERSITY PEDIATRICS ASSOCIATES  1  0.1%


UROLOGY ASSOCIATES  1  0.1%


UROLOGY OF INDIANA  1  0.1%


UROLOGY OF INDIANA 8240 NAAB RD  1  0.1%


VALLE VISTA HEALTH SYSTEM  1  0.1%


VIDYA SUNDARAM  1  0.1%


VINCENT DELUMPA  1  0.1%


VISION SURGICAL CTR AT SPRINGHILL-GRP  1  0.1%


VIVEK AGRAWAL  1  0.1%


VNA NAZARETH HOME CARE  3  0.4%


WAEL HARB  2  0.3%


WALGREENS OPTIONCARE  1  0.1%


WESTVIEW HOSPITAL  2  0.3%


WILLIAMS BROTHERS HEALTH CARE (DME)  1  0.1%


WISHARD MEMORIAL HOSPITAL  3  0.4%


WITHAM HEALTH SERVICES  2  0.3%


WITHAM MEMORIAL HOSPITAL  7  0.9%


YASEMIN ALTUGLU  1  0.1%


ZENON DUDA  2  0.3%
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TOTAL  798  100.0%
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NETWORK NAMESAVINGSDESCRIPTIONNUMBER


XYZ Employer LLC


Summary Report 


Custom


11/01/2012 - 11/12/2013


Alternative Care Plans


1097462 Anthem Benefit1 pr. of orthotics L3020


1098744 Anthem BenefitPurchase of C-Pap E0601


1098744 Anthem BenefitPurchase of Humidifer E0562


1098798 $2,275.00 Oral Device E0486


1100258 Anthem BenefitRental x 3 months for C-pap E0601


1100362 $92.39 1


1101732 Anthem BenefitPurchase of TENS Unit E0730


1101542 $718.00 uploader brace


1104366 Anthem BenefitPurchase of Nebulizer E0570


1104475 Anthem BenefitRental of CPM machine


1104758 Anthem Benefit3 month rental of C-pap E0601


1104758 Anthem Benefit3 month rental of humidifer


1109103 $116.17 E0247


1112474 Anthem BenefitA7030


1112474 Anthem BenefitA7031


1112474 Anthem BenefitA7035


1112474 Anthem BenefitA7037


1112474 Anthem BenefitA7038


1112474 Anthem BenefitA7039


1112474 Anthem BenefitA7046


1116914 Anthem BenefitL4360 Walking Boot


1118999 Anthem BenefitC-pap E0601 3 month rental


1118999 Anthem BenefitHumidifer  E0562 3 month rental


1125257 Anthem BenefitA7030 C-pap supplies


1125257 Anthem BenefitA7035


1125257 Anthem BenefitA7037


1125257 Anthem BenefitA7038


1125557 Anthem BenefitL3000 orthotics


1128871 Anthem BenefitA0671 C-Pap


1128871 Anthem BenefitA7046 Water Chamber for C-Pap


1128871 Anthem BenefitE0562 Humidifier for C-Pap
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1129003 Anthem BenefitL1940 AFO


1129003 Anthem BenefitL23310 Lacer molded to pt.


1129003 Anthem BenefitL2820


1131228 Anthem BenefitPurchase of C-Pap E0601


1131228 Anthem BenefitPurchase of Humidifier for C-pap E0562


1131228 Anthem BenefitPurchase of water chamber for C-pap A7046


1131652 Anthem BenefitL1845 Knee Brace


1131652 Anthem BenefitL2397


1131652 Anthem BenefitL2425


1131652 Anthem BenefitL2780


1133594 Anthem Benefit3 month rental of C-pap E0601


1133594 Anthem Benefit3 month rental of Humidifier E0562


1134176 Anthem BenefitL0631 Back brace


1134853 Anthem BenefitPurchase of A7030


1134853 Anthem BenefitPurchase of A7035


1136706 Anthem BenefitL3906 purchase of arm splint


$3,201.56 TOTAL


Denied Activities


NETWORK SAVINGSNUMBER DESCRIPTION


WSGV-142176 64493 $313.04 


WSGV-144273 30140 $494.87 


WSGV-144273 30520 $996.26 


WSGV-144273 42826 $550.95 


WSGV-144477 Remicade $0.00 


TOTAL $2,355.12 
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Savings Summary For
XYZ Employer LLC 


 11/01/2012 - 11/12/2013


 2,1703. Total Members


4. Utilization Management and Case Management Savings $106,363.90


5. Projected Disease Management Savings (based on participation $75,662.04


7. Total Savings $182,025.94


8. Average Annual Savings Per Member


9. Average Monthly Savings Per Member


10. Percentage of Savings Compared to National Average*


$83.88


$6.99


2.33 %


6. Hard DM Savings $0.00


1. Total Claims Expenditure $9,567,124.57


2. Average Percentage of Savings 1.90 %


* National Monthly Premium Rate Is Approximately $300


1. Provided by TPA/Employer per period


2. (Total Savings / Total Claims Expenditure) * 100


4. Total Utilization and Case Management Savings


5. Sum of 10% of average annual cost per condition


6. Hard DM Savings - Savings Captured By Case Manager For Each Case


7. Sum of Utilization/Case Management Savings and Projected Disease Management Savings/Hard DM Savings


8. Total Savings / Total Members


9. (Total Savings / Total Members) / 12


10. (((Total Savings / Total Members) / 12 ) / National Average) * 100


ROI (@ 10%)Average Annual CostDisease
Asthma $7,449.80  744.98


Back Pain $7,629.58  762.96


Chronic Renal Failure $40,004.84  4,000.48


Coagulopathy $12,755.30  1,275.53


Congestive Heart Failure $38,326.37  3,832.64


COPD $19,273.63  1,927.36


Coronary Artery Disease $17,742.74  1,774.27


Demyelinating Disease $17,786.07  1,778.61


Depression $7,963.88  796.39


Diabetes $9,927.86  992.79


Hyperlipidemia $6,352.57  635.26


Hypertension $7,449.80  744.98


Immune Disorders $36,457.71  3,645.77


Inflammatory Bowel Disease $14,508.92  1,450.89


Liver Disease $23,336.43  2,333.64


Migraine $8,459.55  845.96


Osteoarthritis $12,755.30  1,275.53


Parkinsonism $13,123.59  1,312.36


Smoking $3,391.00  339.10


The Center for Disease Control (CDC) identifies disease education/management programs' proposed return on investment as 1:9. 


A projected reduction in health care costs per member is 10% according to accepted industry calculations.
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1 INTRODUCTION 


1.1 Purpose 


The purpose of the Contingency and Business Continuity Plan (CBCP) is to prepare for and 
address the elements necessary to ensure continuity of service to critical business systems 
during various emergencies.  This Keystone Peer Review Organization (KePRO) CBCP establishes 
procedures to recover business systems following a disruption for the KePRO <SAMPLE> 
Contract located at <insert address> 
  
The following objectives have been established for this plan:  


 Maximize the effectiveness of contingency operations through an established plan that 
consists of the following phases:  


o Notification/Activation phase to detect and assess damage and to activate the 
plan  


o Recovery phase to restore temporary business systems and recover damage 
done to the original facilities 


o Reconstitution phase to restore business processing capabilities to normal 
operations  


 Identify the activities, resources, and procedures needed to carry out business 
processing requirements during prolonged interruptions to normal operations.  


 Assign responsibilities to designated KePRO personnel and provide guidance for 
recovering the business operations during prolonged periods of interruptions to normal 
operations. 


 Ensure coordination with other staff who participate in the contingency planning 
strategies.  Ensure coordination with external points of contact and vendors who 
participate in contingency planning strategies.   


1.2 Applicability 


This CBCP applies to the KePRO <SAMPLE> Contract and the functions, operations, and 
resources necessary to restore and resume operations as it is currently installed and/or used.  
This CBCP applies to all persons associated with KePRO as identified under Section 2.3 
Responsibilities.  


1.3 Scope 


1.3.1 Planning Principles 


Various scenarios and assumptions have been considered to form a basis for the plan.  The 
KePRO CBCP details how critical business processes will be fulfilled if business operations are 
down due to an extraordinary event.  Critical operations are resumed at one of the following 
KePRO designated alternate recovery sites: 
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  Information Protection and Recovery International (IPR) located at 2561 Bernville 
Road, Reading, PA 19506. 


 The KePRO Corporate Office located at 777 East Park Drive, Harrisburg, 
Pennsylvania, 17111.  


 The applicability of this plan is predicated on these key principles: 


 All or part of critical business operations are inaccessible and fail to meet minimum 
production requirements.    


 The alternate recovery sites, IPR International and KePRO Corporate Office are 
developed and available for implementation if required. 


o KePRO will use the alternate site Information Systems (IS) resources to recover 
functionality during an emergency situation that prevents access to the original 
facility.  


o The designated computer system at the alternate site has been configured to 
begin processing information. 


o The alternate site will be used to continue recovery and processing throughout 
the period of disruption, until the return to normal operations. 


1.3.2 Assumptions/Constraints 


Based on these principles, the following assumptions/constraints have been used to develop 
this KePRO CBCP:  


 Business functions are inoperable.   


 Critical business systems can be recovered at the alternate site. 


 Key personnel have been identified and provided initial and annual training in their 
emergency response and recovery roles; they are available to activate this CBCP.  


 Preventive controls (for example, generators, environmental controls, waterproof tarps, 
sprinkler systems, fire extinguishers, and fire department assistance) are fully 
operational. 


 Information systems equipment, including supporting components, are connected to an 
uninterruptible power supply (UPS) that provides adequate electricity during a power 
failure. 


 Current backups of the application software and data are intact and are accessible by 
the information systems team for installation at the alternate site. 


 The equipment, connections, and capabilities required to operate the IS are available at 
the alternate site. 


 Service agreements are maintained with IS hardware, software, and communications 
providers to support the emergency recovery operation. 


 Disaster recovery (DR), continuity of operations, and emergency evacuation procedures 
are an integral part of this plan. 
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 Should a disaster occur within the <SAMPLE>, VA region, <SAMPLE> Contract staff 
would be enabled to work at residential locations and/or the Harrisburg Corporate 
Office. 


2 CONCEPT OF OPERATIONS 


2.1 Business and Information System Descriptions 


The following describes the KePRO business environment and critical Information Systems (IS) 
that are covered as part of this CBCP for the <SAMPLE> Contract. 


2.1.1 Business Description 


KePRO is a leading quality improvement and care management organization and offers 
innovative and outcomes-focused solutions to reduce the utilization of health care resources 
and optimize quality of care for public and commercial clients. KePRO is Utilization Review 


Accreditation Commission (URAC)-accredited in both health utilization management and case 
management.  KePRO operates out of several locations in various states of the United States.  
The following locations are covered by this CBCP: 


 
KePRO <SAMPLE> Contract 
<Insert address> 
Phone:  
Fax:  
 
Atrezzo Data Center located at IPR 
1201 N. Market Street  
Wilmington, DE 
Phone:  877.543.4077 
 
 


2.1.2 Information Systems 


Atrezzo Care Management Application located at IPR Wilmington Facility 


Failover at IPR Reading Facility 


KePRO has contracted IPR International to host the Care Management Information Systems 
servicing the <SAMPLE> Contract.  IPR offers a fully-managed production computing 
environment hosted at the IPR Wilmington Continuous Computing Center (CCC) interconnected 
with the managed Disaster Recovery (DR) environment at the IPR Reading Business Continuity 
Center (BCC) for failover.   


 


Wilmington Facility 
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The following points detail the in-depth capabilities of the Wilmington facility hosting the 
KePRO Atrezzo Care Management Application: 


 Fully-redundant in all areas (power, devices, logical data flows, application state) 
 Three (3) tiers of security (External Firewalls, Adaptive Security Appliance [ACE] Load 


Balancers, Backend Firewalls) 
 Dual Internet connections which can scale from 100 Megabits per second (Mbps) to 


1 Gigabit per second (Gbps) - BGP (Border Gateway Patrol) routing allows these two 
connections to be balanced and distributed, both for performance and high-
availability 


 Support for 1 Gigabit Ethernet today with support for 10 Gigabit Ethernet (as 
required) 


 Nexus 1000v Virtual Switch Architecture for delivering advanced switching services 
and management to the Virtual Server Infrastructure 


 Network virtualization within the Adaptive Security Appliance (ASA) Firewalls and 
Adaptive Communication Environment (ACE) Load Balancers to allow both scale and 
isolation without the need to deploy multiple physical devices 


 Foundation: Continuous monolithic slab poured on reinforced concrete footings 
 Construction: Fireproof steel frame with steel beams and steel deck 
 Fireproofing: Sprayed on Asbestos Free Fiber 
 Floor Loading: 150lb./sq. foot live load 
 Floor to Floor Height:14’-6” 
 Ceilings: 2’ x 2’ Exposed “T” acoustical tile ceiling 
 Stairwell: Two (2) fire stairs per floor enclosed in Fire Rated Tower 
 1500 Kilovolt Ampere (kVA) / 3,200 amps. and 2,500 kVA / 4,000 amps 
 Voltage of feed delivery: 12,600 
 Redundant Power Feed: Four (4) separate substations providing 2N redundancy 
 Fiber Links: Three (3) separate entry points into building 
 Cooling Redundancy: 2,000 tons available 
 Flood Plain: 500-year flood plain 







 


KePRO PROPRIETARY AND CONFIDENTIAL 5 


 


 Backup Generators: Four (4) permitted diesel generators at 1,750 (Kilowatts) kW 
each; 2,188 kVA 


 Multiple carriers provide redundant entry points and routes into the building and 
 across multiple states 


 Redundant paths from each provider are geographically diverse and do not run 
along the same path 


 Carrier-class routing equipment 
 Providers are carrier neutral, access to any public Internet/private network provider 
 levels of secure control 


o Guard station 
o Elevator code 
o Key card plus biometrics 
o Escort 


 Closed circuit cameras throughout building 
 Stairwell entrances protected by electric locks 
 Two (2) Liebert wet battery systems. Each system is one (1) module redundant 
 Capacity: • AP600 system has four (4) 300 kVA modules providing 900 kVA capacity 


with 300 kVA reserve power in case one (1) module fails 
 AP500 system has four (4) 270 kVA modules providing 810 kVA capacity with 270 


kVA reserve power in case one (1) module fails 
 Critical Load Hours • 24 hours power backup - utility power only  
 20-minute battery backup at full load 
 Extended backup on partial load or load shedding 
 Two (2) new fully-redundant 150-ton modular chillers 
 Two-pump redundancy - building system is fall back system 
 27 BOHN DX type self-contained water service units 
 20-80 ton chilling capacity 
 Condenser water system cools two (2) building plate and frame heat exchangers 
 Centrifugal fans blow through four (4) cells at 583 tons each 
 Electric resistance heating from fan-powered Variable Air Volume (VAV) boxes 


located at perimeter 
 Data Center heat exchangers 
 3,000 gallons per minute (GPM) primary flow 
 3,000 GPM secondary flow (total flow) 
 Four (4) permitted diesel generators each with belly tank 
 Fuel tanks as permitted by city code 
 One (1) 6,000 Gallon 
 One (1) 3,000 Gallon 
 Exterior fuel-pumping station 


 


Reading Facility 
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The following details key points regarding the IPR Reading Business Continuity Center (BCC), 
which serves as the disaster recovery facility for the KePRO Atrezzo Enterprise Care 
Management Application. 


 Tier III+ data center - 37 feet underground built on a four (4)-foot thick floating slab. 
Base is clay. 


 110,000 sq. ft. of raised floor 
 Green facility 
 Heat recycling uses heat from raised floor areas to heat non-raised floor areas 
 Capability to make slush to cool the water for the chillers 
 Twenty-four (24)-inch raised floor built to load capacity of 300 lb./sq. ft., twenty-one 


(21) feet  slab-to-slab clearance 
 Workstations for 1,000 
 Onsite cafeteria, showers, lockers 
 Private airport with heliport, major highways, and public transportation 
 Eighty-five (85) feet above 500-year flood plain 
 Four (4) 300 ton Trane units 
 Two (2) heat recovery systems 
 N+1 redundant 
 Water leak detection system 
 Two (2) 15,000 gallon water tanks to act on stand-by 
 Commercial water, along with backup water supply for cooling towers, plus 


underground pumps with wells 
 24 x 7 manned security command center 
 Key card access 
 Forty-five (45) closed circuit cameras 
 Multiple carriers and last mile fiber providers for connectivity 
 Redundant core routing for Internet 
 Carrier-class routing equipment 
 Seven (7) state redundant private fiber ring with access to more than sixty (60) cities 
 N+1 redundancy of uninterruptible power supplies (UPS) 
 Substation on power ring 
 Automatic/parallel switch gear 
 Dual power to each rack unit from independent Power Distribution Units (PDU) 
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 Redundant UPS 
 Three (3) 500 kVA parallel units 
 Full capacity: 20 minutes 
 One hour @ 500 kVA 
 Data Center generators 
 Five (5) 2 megawatt generators 
 One (1) 1.25 megawatt generators 
 Two (2) 15,000 gallon fuel tanks 
 Two (2) life safety generators (120 kW, 3,000 gallons each) 


 


2.1.2.1 Server & Application Environment 


KePRO contracts VMware virtual environments hosted at the IPR Wilmington site.  KePRO has 
administrative control at the operating level and performs all management of operating 
systems and applicable applications. 


 


Figure 2-2 Production/Development Environment Diagram details the system layout for 
<SAMPLE> Contract services.  


 


Figure 2-1: Production/Development Environment Diagram 
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2.1.2.2 Information System Contingency and Business Continuity Controls 


The following table highlights some of the key features of the contingency and business continuity controls in-place for the Atrezzo Information Systems. 


Overall Threat Sub-threats Controls in-place Contingency Planning 


Application 
Availability & 
Integrity 


Site Failure: 
  Major disaster event 


 Systems hosted by Tier 3 Continuous 
Computing Center (CCC) with real time 
replication to alternate recovery site for DR 
protection. 


In the event of a major disaster and CBCP plan 
being activated, KePRO has real-time replication of 
all Production systems to the KePRO alternate 
recovery site and has tested the resumption of 
business systems with the same access to services 
currently deployed. 


Application 
Availability & 
Integrity 


Provider Portal Failure 
 Hardware failure 
 Poor performance 
 Application errors 
 Provider case processing 


concerns 


 Load balanced web services for provider portal 
performance 


 Virtualized systems 
 Redundant Internet circuits for provider access 
 Application owned by KePRO 
 Clustered SQL services 
 Fifteen (15) minutes transaction log backups of 


database environments 
 Real-time system replication to alternate 


disaster recovery site 
 Development environment that matches the 


Production environment 
 Ability for faxes and phone calls to be short-


term substitute for portal environment 


In the event of disruption to the provider portal, 
KePRO has the following capabilities for 
contingency planning:  


 Hardware resources such as random 
access memory (RAM), disk space and 
processors can be added to alleviate any 
performance issues 


 Movement of systems to alternate 
virtualized systems transparently 


 Dynamic increase in bandwidth availability 
for provider access to portal 


 Team of developers to fix issues in the 
portal application. 


 Ability to failover database systems for 
patching and maintenance or in the event 
of a hardware failure 


 Restoration of systems from recovery 
point replicated data within 5-15 minutes 
of event 


 


Overall Threat Sub-threats Controls in-place Contingency Planning 


Application 
Availability & 
Integrity 


 Application errors  Development environment  Application errors can be tested in the 
Development environment and pushed via 
change control to the Production environment 
to mitigate application errors. 
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Application 
Availability & 
Integrity 


Client Application failure: 
 Hardware failure 
 Poor performance 
 Application errors 
 KePRO client application 


concerns 
 


 Client application running on virtualized Citrix 
environment to ensure satisfactory 
performance 


 Redundant paths available to access systems 
and can be configured if needed 


 Application owned by KePRO 
 Clustered database services 
 Replicated reporting services to ensure reports 


generation does not affect production 
processing 


 Real-time system replication to alternate 
disaster recovery site 


 Development environment that matches the 
Production environment 


In the event of disruption to the client 
application,  KePRO has the following 
capabilities for contingency planning:  


 Hardware resources such as RAM, disk space 
and processors can be added to alleviate any 
performance issues 


 Movement of systems to alternate virtualized 
systems transparently to end user 


 Dynamic increase in bandwidth availability for 
provider access to portal 


 Team of developers to fix issues in the client 
application 


 Ability to failover database systems for 
patching and maintenance or in the event of a 
hardware failure 


 Restoration of systems from recovery point 
replicated data  within 5-15 minutes of event 


 Application errors can be tested in the 
Development environment and delivered to 
the Production environment for mitigation 


Overall Threat Sub-threats Controls in-place Contingency Planning 


Application 
Availability & 
integrity 


Fax Service failure  Multiple fax lines for fax receipt 
 Multiple fax solutions for redundancy 
 Vendor maintenance agreement 


In the event of disruption to faxing, KePRO has the 
following capabilities for contingency planning:  


 Redirection of faxing to alternate fax 
solution 


 Ability to receive case information via 
phone and portal 


 Fax system is replicated to the Reading 
site and can be restored or operated from 
the Reading site 
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2.1.3 Critical Business Systems Processing 


Care Management Platform: 


 Manual entry of patient demographic and medical information into a Care Management 
Application where various medical reviews and determinations are completed.   


 System outputs in the form of reports, letters and data file extracts. 


 Access to system via web services and desktop applications for data entry, searching, 
case inquiries, and reporting. 


 File transformation and data loads into Care Management System. 


Communications: 


 Call Center functionality that allows intelligent routing of calls and assistance to clients 
by KePRO staff.  Call recording capabilities. 


 Sending and receiving of electronic faxes. 


 E-mail messaging. 


 Secure data file transfers. 


 Internet. 


Data Repository: 


 File Servers 


2.2 Line of Succession 


The KePRO management team identifies an order of succession to ensure that decision-making 
authority for this CBCP is uninterrupted.  The KePRO Chief Information Officer (CIO) is 
responsible for ensuring the safety of personnel and the execution of procedures documented 
within this CBCP.  If the KePRO CIO is unable to function as the overall authority or chooses to 
delegate this responsibility to a successor, the KePRO Chief Operating Officer (COO) functions 
as that authority.  


2.3 Responsibilities 


The following teams have been developed and trained to respond to a contingency event 
affecting KePRO <SAMPLE> Contract business operations.  


The KePRO Recovery Response Team consists of the Chief Information Officer (CIO), the 
Contingency Planning Coordinator (CPC), the Damage Assessment and Recovery Team (DART), 
and the Data Owner (DO) responsible for recovery of the computer environment and all 
applications.  Members of this team include personnel who are also responsible for the daily 
operations and maintenance of the business.  The CIO directs the KePRO Recovery Response 
Team.  







 


KePRO PROPRIETARY AND CONFIDENTIAL 11 


 


The relationships of the team leaders involved in the KePRO business recovery and their 
member teams are illustrated in Figure 2-2.  All team members are KePRO employees.  


 


 


Figure 2-2: Recovery Response Team 


Recovery Response Team responsibilities: Alternate positions assume the same responsibilities 
as associated positions. 


Chief Information 
Officer 


(CIO) 


Contingency Planning 
Coordinator 


(CPC) 


Damage Assessment 
and Recovery Team 


(DART) 


Damage Assessment 
and Recovery Team 


Lead: Facilities 
(DARTFL) 


Damage Assessment 
and Recovery Team 


Lead: Systems 
(DARTSL) 


Data Owner 


(DO) 


 


CPC Alternate 


DART: Alternate 


 


DARTFL  


Alternate 


 


DARTSL 


Alternate 


DO Alternate 
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 Chief Information Officer (CIO): 


The CIO has overall authority during recovery operations.  The CIO liaises with KePRO 
Senior Management regarding all recovery activities that are performed and provides 
guidance to the recovery team as required. 


 Contingency Planning Coordinator (CPC): 


The CIO functions as the CPC and is responsible for the initiation, monitoring, and 
reporting of all recovery operation tasks.  The CPC activates the appropriate teams and 
serves as a conduit for all activities. 


 Damage Assessment and Recovery Team (DART): 


The DART is made of two teams responsible for performing the initial and ongoing 
assessment and recovery of a Disaster Recovery (DR) event.  The two team leads in the 
DART report to the CPC all known issues that affect the operations of the KePRO IS.  


 DART Facilities Lead (FL): 


The DARTFL is responsible for the physical assessment and recovery of the site during a 
DR event.  The DARTFL reports to the CPC. 


 DART Systems Lead (SL): 


The DARTSL is responsible for the Information System assessment and recovery during a 
DR event.  The DARTSL reports to the CPC. 


 Data Owner (DO): 


The DO is responsible for communication with contract officers, coordinating staff work 
schedules, providing guidance relating to contract deliverables, and being the 
liaison/coordinator with end users during DR end-to-end user testing. 


 


2.4 Threats 


KePRO concentrates strategies and plans in this CBCB primarily upon the decision to activate 
the alternate site or to remain in the existing facility.  This decision is determined by damage 
assessment procedures.  This CBCP provides the procedures based on a decision to relocate 
some or all of the IS to the alternate site. 


Minor events that do not require relocation of services to the alternate site are handled as 
needed by the recovery team but these minor event procedures are not the focus of this CBCP 
unless or until the decision to relocate to the alternate site is made.  Some short-term 
strategies KePRO employs for minor events are included for completeness: 


 Temporary Power Loss:  KePRO sites are powered by backup generators that are used in 
the event of a power outage to maintain system uptime.  The KePRO Management 
Team monitors downtime and works with building management to ensure a thorough 
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understanding of when power will be restored.  KePRO management then adjusts 
employee work schedules to make up for lost time and productivity. 


 Air Conditioning (AC) Failure: Additional fans and/or portable AC units are located in 
facilities or can be purchased to maintain adequate cooling for server or workroom 
conditions.  Heating, ventilation, and air conditioning (HVAC) contractors are hired to 
resolve the air conditioning failure. KePRO management then adjusts employee work 
schedules to make up for lost time and productivity. 


 Communications Loss: KePRO works with the communications provider for alternate 
circuit.  KePRO coordinates manual documentation of processes that would normally 
necessitate a communications circuit.  KePRO management then adjusts employee work 
schedules to make up for lost time and productivity. 


 Inclement weather:  KePRO assesses the employee capability of working within the 
office.  KePRO works to provide remote access to employees as needed. KePRO 
management then adjusts employee work schedules to make up for lost time and 
productivity. 


 Data Destruction: KePRO maintains daily backups of all critical data and exercises 
restoration of data as needed.  KePRO maintains Service Level Agreements (SLA) for 
critical hardware within the IS to ensure recovery of single item failures. KePRO 
management then adjusts employee work schedules to make up for lost time and 
productivity. 


 


2.4.1 Probable Threats 


The table depicts the threats most likely to impact KePRO IS and components of KePRO and 
their management.  The specific threats that are represented by (X) are considered the most 
likely to occur within the KePRO environment.  These risks have been determined by the 
collective knowledge of the KePRO staff; past history of running IS operations; and the 
geographic locations of sites. 
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Table 2-1:  KePRO Risk Analysis Matrix 


3 NOTIFICATION AND ACTIVATION PHASE 


This phase addresses the initial actions taken to detect and assess damage inflicted by a 
disruption to business operations.  Based on the assessment of the event, the plan is activated 
by the CPC.  The CPC role is held by the KePRO CIO.  The form of notification during an event is 
dependent upon the IS capabilities but also entails one or all of the following: verbal face-to-
face, verbal via telecommunications, messaging via e-mail, and/or KePRO corporate website 
updates. 


 


 


Contact information for key personnel is located in Appendix B, Personnel Contact List.  The 
notification sequence is listed below.  


KePRO Risk Analysis Matrix  ATREZZO IPR Wilmington 
Location 


<SAMPLE> Contract 
<SAMPLE> Location 


Probability of Occurrence: High Medium Low High Medium Low 


Air Conditioning Failure   X  X  


Aircraft Accident   X   X 


Blackmail   X   X 


Bomb Threats   X   X 


Chemical Spills/HazMat   X   X 


Cold/Frost/Snow   X  X  


Communications Loss   X  X  


Data Destruction   X  X  


Earthquakes   X   X 


Fire   X   X 


Flooding/Water Damage   X   X 


Nuclear Mishaps   X   X 


Power Loss/Outage   X  X  


Sabotage/Terrorism   X   X 


Storms/Hurricanes   X   X 


Vandalism/Rioting   X   X 


NOTE:  In an emergency, the top priority is to preserve the health and safety of staff before 
proceeding to the notification and activation procedures.  
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3.1 Notification Procedure: 


 The first responder notifies the CPC.  All known information is relayed to the CPC.  


 The CPC notifies or confirms that civil emergency personnel (for example, police, fire) 
have been notified.  


 The CPC notifies the DART Leaders and the DO of the event.  The DART Leaders begin 
assessment procedures of the facilities and the IS.  The DO notifies designated points-of- 
contact (POC) for each company client. 


 The DART Leaders notify team members and direct them to complete the assessment 
procedures outlined below to determine the extent of damage and estimated recovery 
time.   


3.2 Damage Assessment Procedure: 


 The DART follows this CBCP and provides a damage assessment report to the CPC. 


 When the damage assessment has been completed, the DART Leaders notify the CPC of 
the results.  


 The CPC evaluates the results and determines whether or not the CBCP is to be 
activated and if relocation is required.  


 Based on assessment results, the CPC notifies civil emergency personnel (for example, 
police, fire) as appropriate.  


 The CBCP is activated if one or more of the following criteria are met:  


1. The KePRO Atrezzo IS at the Wilmington location will be unavailable for more 
than 24 hours.  


2. The KePRO <SAMPLE> Contract facility is damaged and will be unavailable for 
more than 24 hours 


3. Approval is requested and/or received from the KePRO Chief Executive Officer 
(CEO) to activate this CBCP. 


 If the plan is to be activated, the CPC notifies the DART Leaders and informs them of the 
details of the event, and if relocation is required.  


 Upon notification from the CPC, DART Leaders notify their respective teams.  Team 
members are informed of all applicable information and prepared to respond and 
relocate to the alternate site, if necessary.  


 The CPC notifies remaining personnel either verbally, via e-mail, or via KePRO corporate 
website updates on the general status of the incident. 
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4 RECOVERY OPERATIONS 


This section provides procedures for recovering KePRO <SAMPLE> Contract business operations 
at the alternate site, as well as efforts to repair damage to the original system and capabilities.  
Scenarios are detailed to show instances where consideration of recovery are at either IPR 
International or the KePRO Corporate Office, which also includes staff residential locations. 


4.1 Scenarios 


4.1.1 Scenario 1: CBCP Activated for Atrezzo Data Center (IPR Wilmington):  


The following table shows critical business systems that need to be recovered and the site 
dependencies on these services:  


 


Service location, site dependencies, and designated recovery site. 


Critical Business System <SAMPLE> Contract Designated Recovery Site 


Care Management 


 Atrezzo Client (Citrix) X IPR Reading 


 CERME X IPR Reading 


 Provider Portal X IPR Reading 


 SQL DBMS X IPR Reading 


 Fax Services X IPR Reading 


 


Table 4-1:  Atrezzo Data Center CBCP Activation 


4.1.2 KePRO Recovery Response Team Procedures: 


The following procedures are for recovering critical business systems at the alternate site.  
Procedures are outlined per team required.  Each procedure should be executed in the 
sequence in which it is presented to maintain efficient operations.   


4.1.2.1 Recovery Steps: 


 KePRO notifies IPR of CBCP activation. 


 KePRO/IPR confirms and performs shut-down of any remaining services. 


 IPR performs internal disaster recovery procedures to enable the Reading site: 


o Verifies system availability at Reading site. 
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o Identifies latest recovery point and communicates information to KePRO. 


o Provides Internet Protocol Security (IPSec) client configuration to KePRO Systems 
Administrators for initial access to Reading information systems. 


 KePRO Systems Administrators configure/perform: 


o DNS to Reading site for Citrix/portal systems 


o Site-to-site Virtual Private Network (VPN) to Harrisburg office for Active 
Directory (AD) authentication 


o Site-to-site VPN from <SAMPLE> to Reading for Citrix access 


o Configure cross-connect between Atrezzo Systems and centralized disk-based 
backup at Reading site 


o Data backups of restored systems 


 Systems Validation: Systems Administrators and Operations user group 


o Access to the following systems: 


 SQL production database systems 


 Web portal Internet Information Services (IIS) servers 


 Citrix farm 


 Citrix client via the Internet 


 Citrix client via <SAMPLE> facility 


 Incoming faxes route to Atrezzo Systems 


 Outgoing faxes sent successfully 


 File Transfer Protocol (FTP) services 


o Data State: Operations group 


 Identify and confirm the data restore point 


 Identify and input missing data from faxes 


 Restore user access 


4.1.3 Return to Normal Operations 


This section discusses activities necessary for restoring KePRO IS operations at the applicable 
KEPRO business office or a new site.  When the computer center at the original or new site has 
been restored, IS operations at the alternate site are transitioned back.  The goal is to provide a 
seamless transition of operations from the alternate site to the operating facility.  


4.1.3.1 Restoration Steps: 


 KePRO organizes system cut-over to original/new site with IPR and KePRO Operations 
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 KePRO disables access to Reading location 


 KePRO performs data backup of information systems 


 Systems replicated and restored to original/new site 


 KePRO Systems Administrators configure/perform: 


o DNS to Wilmington site for Citrix /portal systems 


o Confirm site-to-site VPN to Harrisburg office for AD authentication 


o Confirm site–to-site VPN from <SAMPLE> to Reading for Citrix access  


o Remove cross-connect between Atrezzo Systems and centralized disk-based 
backup at Reading site 


o Perform data backups of restored systems 


 Systems Validation: Systems Administrators and Operations user group 


o Access to the following systems: 


 SQL production database systems 


 Web portal/IIS servers 


 Citrix farm 


 Citrix client via the Internet 


 Citrix client via <SAMPLE> facility 


 Incoming faxes route to Atrezzo Systems 


 Outgoing faxes sent successfully 


 FTP services 


o Data State: Operations group 


 Identify and confirm the data restore point 


 Identify and input missing data from faxes 


 Systems Administration group 
o Perform systems backup 


 Go-live of services: 
o Enable access to information systems to all users 
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4.1.4 Scenario 2: CBCP Activated for <SAMPLE> Contract Facilities:  


 


Service location, site dependencies and designated recovery site. 


Table 4-2:  <SAMPLE> CBCP Activation 


 


4.1.5 KePRO Recovery Response Team Procedures: 


The following procedures are for recovering critical business systems at the alternate site.  
Procedures are outlined per team required.  Each procedure should be executed in the 
sequence in which it is presented to maintain efficient operations.   


 


Critical Business Systems <SAMPLE> 
Contract 
Services 


located in: 
<SAMPLE> 


<SAMPLE> 
Contract 
Services 


located in: 
Harrisburg 


Designated Recovery Site: 


Communications 


 Nortel PBX:  


 Toll Free lines 


 ACD 


 External Calling 


 


X 


 


X 


 


 


X 


Harrisburg 


 Engage Call Recording X  Harrisburg 


 Voicemail  X Harrisburg 


 Secure Data Transfer  X Harrisburg 


 E-mail X X (outbound 
e-mail) 


Harrisburg 


 Remote Access  X Harrisburg 


 Internet X  Harrisburg 


Data Repository 


 File Server X  Harrisburg 
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4.1.6 Recovery Steps: 


4.1.6.1 Atrezzo Information Systems: 


 KePRO Operations organizes <SAMPLE> Contract employees to work from home or 
travel to corporate office. 


 KePRO Systems Administrators configure/perform: 


o Setup of <SAMPLE> employees for work from home access to Atrezzo Systems 


4.1.6.2 Communications: 


 Telecom: Telecom Systems Administrator performs the following:  
 Create specified Direct Inward Dialing (DID) numbers within the Harrisburg 


Private Branch Exchange (PBX) that would route to the <SAMPLE> call flow 
and the Xmedius fax server.  


 Contact the telephone company/carriers (Paetec/TNCI) to remote call-
forward the published <SAMPLE> Call Center and fax toll-free hotline phone 
numbers to these specified DID numbers located in the KePRO Harrisburg 
office. 


 Build soft phones for <SAMPLE> Call Center staff within the Harrisburg PBX 
and pass the telephone number (TN) information to the KePRO Service Desk 
to remotely assist the Call Center staff to install a VPN client and the soft 
phone client on the Call Center agent home computer.  These agents would 
then use computer-connected headsets for the soft phones.   


 If applicable, program additional phone sets within the Harrisburg office to 
handle <SAMPLE> Call Center staff that may travel to Harrisburg to work. 


 Add the entire soft phone Automatic Call Distribution Numbers (ACDN) and 
DIDs for the Call Center staff working remotely and within the Harrisburg 
office (if applicable) to the Harrisburg Telstrat Engage Server for phone call 
recording functionality. 


 Add all the soft phones and additional phones utilized within the Harrisburg 
office (if applicable) to the Contact Center ACD System. 


 E-mail: Systems Administrators perform the following: 
 Restoration of Exchange Server to Harrisburg from disk-based backups. 


 Internet: 
 <SAMPLE> Contract employees utilize residential or corporate Internet 


services. 
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4.1.6.3 Data Repository: 


 File Servers: Systems Administrators perform the following: 
 Restore data from disk-based backups to corporate Storage Area Network 


(SAN). 
 Grant access to restored folders. 


4.1.7 Return to Normal Operations 


This section discusses activities necessary for restoring KePRO IS operations at the applicable 
KEPRO business office or a new site.  When the computer center at the original or new site has 
been restored, IS operations at the alternate site are transitioned back.  The goal is to provide a 
seamless transition of operations from the alternate site to the operating facility.  


 


4.1.8 Restoration Steps: 


KePRO Recovery Response Team procedures: 


 Organize timeframe for cut-over from alternate site to the original/new site 


o Setup operating environment at original/new site 


o Configure networking equipment 


 Patch panels 


 Workstation cabling 


 Server cabinets 


 Routers 


 Internet router 


 Management router 


 Firewall 


 Web content filter 


 Switches 


 Configure Internet/remote access 


 If new site, turn-up circuits – T1 


 If new site, configure DNS to new IP address range 


 Configure secure remote access clients 


 Shut-down systems at alternate site: 


o Perform snapshot backups of all business systems 


o Transport equipment to original/new site 


 Install and power up equipment 


 Test system 


o Arrange user system testing 
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o End-to-end test of system functionality meets business requirements 


 Restore user access 
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APPENDIX A ACRONYM LIST 


ACRONYM TERM 


AC Air Conditioning 


ASA Adaptive Security Appliance 


BCC Business Continuity Center 


BGP Border Gateway Patrol 


BIA Business Impact Analysis 


CCC Continuous Computing Center 


CEO Chief Executive Officer 


CIO Chief Information Officer 


COO Chief Operating Officer 


CPC Contingency Planning Coordinator 


CBCP Contingency and Business Continuity Plan 


CERME Care Enhanced Review Manager 


CPU Central Processing Unit 


DART Disaster Assessment and Recovery Team 


DARTSL Disaster Recovery and Assessment Team: Systems Lead 


DARTFL Disaster Recovery and Assessment Team: Facilities Lead 


DO Data Owner 


DNS Domain Naming System 


DR Disaster Recovery 


E-mail Electronic Mail 
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ACRONYM TERM 


Gbps Gigabits Per Second 


HVAC Heating, Ventilation, and Air Conditioning 


IP Internet Protocol 


IPR Information Protection and Recovery 


IS Information System 


ITS Information Technology Services 


KBIZ KePRO Business Intelligence Zone (Intranet) 


KePRO Keystone Peer Review Organization 


Mbps Megabits Per Second 


N/A Not applicable 


NIST National Institute of Standards and Technology 


OS Operating System 


PDF Portable Document File 


PHI Protected Health Information 


POC Point of Contact 


SA Systems Administrator 


SQL Structured Query Language 


UPS Uninterruptible Power Supply 


VHD Virtual Hard Disk 
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CONTINGENCY AND BUSINESS CONTINUITY PLAN  


APPENDIX B - G 


 


The following appendices are included based on system and plan requirements:  


Appendix B - Personnel Contact List 


Appendix C - Vendor/Customer Contact List  


Appendix D - Equipment and Specifications  


Appendix E - Contracts and/or Agreements  


Appendix F - Business Impact Analysis 
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APPENDIX B PERSONNEL CONTACT LIST 


KePRO Personnel Contact List 


Title Point of Contact  
(POC) 


Phone No. (s) 
Work (W): 
Mobile (M): 


E-mail  


 


Contingency Plan Coordinator    


Contingency Plan Coordinator 
Alternate 


   


Damage Assessment and 
Recovery Team: Systems Lead 


   


Damage Assessment and 
Recovery Team: Systems Lead 
Alternate 


   


Damage Assessment and 
Recovery Team: Facilities Lead 


   


Damage Assessment and 
Recovery Team: Facilities Lead 
Alternate 


   


Data Owner    


Data Owner Alternate    


<SAMPLE> Client Contact    


<SAMPLE> IT Contact    


Table B-1: Personnel Contact List 
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APPENDIX C VENDOR/CUSTOMER CONTACT LIST 


 


Table C-1:  Vendor/Customer Contact List 


KePRO Vendor/Customer Contact List 
Title POC Phone No. (s) 


Work (W): 
Mobile (M): 


E-mail (s) 
Work (W): 
Alternate (A): 


Grouper Software 
3M Health Information Systems 
12215 Plum Orchard Drive, Silver 
Spring, Maryland  20904 


William D. Thomas W: 717.625.4960 
M: 717.271.9226 


W: wdthomas@mmm.com 
A: N/A 


UPS 
APC 
132 Fairgrounds Road  
W. Kingston , Rhode Island  02892 


Support W: 800.555.2725 
M: N/A 


W: N/A 
A: N/A 


Telecomm Circuits 
ARG 
7926 Jones Branch Drive, Suite 
1150, McLean, Virginia 22102 


Justin Praske W: 703.770.2430 
M: N/A 


W: jpraske@myarg.com 
A: N/A 


Software 
CheckPoint 


Support W: 888.361.5030 
M: N/A 


W: N/A 
A: N/A 


Networking Equipment Cisco Support W: 800.553.2447 


M: N/A 
W: N/A 
A: N/A 


Bulk Cabling 
Cumberland Electronics 
2501 Sycamore Street 
Harrisburg, Pennsylvania 17111-
1003 
 


Sales W: 717.232.9715 
M: N/A 


W: N/A 
A: N/A 


Networking Equipment Dell Support W: 877.671.3355 
M: N/A 


W: N/A 
A: N/A 


Networking Equipment 
Dynamic Computer Corporation 
23400 Industrial Park Court  
Farmington Hills, Michigan  48335 


Heather  McKenna W: 248.473.2200 x 108 
M: N/A 


W: hmckenna@dcc-
online.com 
A: N/A 


Network Cabling 
I.B. Abel 
620 S. Edgar St. 
York, Pennsylvania 17403 


Mike Costella W: 717.845.1639 
M: 717-577-5595 


W: mcostella@ib-abel.com 
A: N/A 


DR Site 
IPR International 
2561 Reading Road, Reading, 
Pennsylvania 19506  


Jim Walsh W: 484 533 6828 
M: 484 302 1112 


W: jim.walsh@iprintl.com 
A: N/A 
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KePRO Vendor/Customer Contact List 
Title POC Phone No. (s) 


Work (W): 
Mobile (M): 


E-mail (s) 
Work (W): 
Alternate (A): 


Software Controls 
Infragistics 


Support W: 800.231.8588 
M: N/A 


W: N/A 
A: N/A 


Printers 


Lexmark 


Support W: 800.539.6275 


M: N/A 


W: N/A 


A: N/A 


InterQual Software 


McKesson Health Solutions 


Sales W: 800.742.1334 


M: N/A 


W: N/A 


A: N/A 


Software 


Microsoft 


Support W: 800.642.7676 


M: N/A 


W: N/A 


A: N/A 


IT Staffing 


Peak Solutions 


Keith Einig W: 717.737.0369 


M: 717.329.1650 


W: 
keith.einig@peaksolutions
.com 


A: N/A 


Networking Equipment 


Premier Technical Services 


312 East Main Street 


Luray, Virginia  22835-2030 


Mike Lam W: 540.743.5700 


M: 540.830.0210 


W: mike.lam@pts-
usa.com 


A: N/A 


IT Staffing 


RemX 


455 S. Gulph Road, King of 
Prussia, Pennsylvania 19406 


George Barr W: 610.491.9335 


M: 610.491.9223 


W: gbarr@remxit.com 


A: N/A 
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KePRO Vendor/Customer Contact List 


Title POC Phone No. (s) 
Work (W): 
Mobile (M): 


E-mail (s) 
Work (W): 
Alternate (A): 


Document Shredding 


SHRED-IT 


Operations W: 877.607.4733 


M: N/A 


W: N/A 


A: N/A 


Telephone Systems 


Shared Technologies 


2550 Eisenhower Avenue 
Suite 200A 
Norristown , Pennsylvania 
19403 


Chris Quinn W: 610.650.6804 


A: N/A 


W: 
christopher.quinn@share
dtechnologies.com  


A: N/A 
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APPENDIX D EQUIPMENT AND SPECIFICATIONS 


See KePRO software/inventory list located on KePRO Business Intelligence Zone (KBIZ). 







 


 


KePRO PROPRIETARY AND CONFIDENTIAL 31 


 


APPENDIX E CONTRACTS AND/OR AGREEMENTS 


 Dell ProSupport for IT On-Site Response with Mission Critical Enhanced Service 


o http://www.dell.com/downloads/global/services/Global%20English%20ProSupp
ort%20for%20IT%20Service%20Description%20Version%204.pdf 


 Dell Basic Hardware support: Next Business Day 


o http://www.dell.com/downloads/global/services/Dell_Global_Basic_HW_Service
_Rev%203.1_US_English.pdf  


 Cisco 24x7x4 Support Contract 


 


Contact Information: 


Dell: 877.671.3355 


Cisco: 800.GO.CISCO 



http://www.dell.com/downloads/global/services/Global%20English%20ProSupport%20for%20IT%20Service%20Description%20Version%204.pdf

http://www.dell.com/downloads/global/services/Global%20English%20ProSupport%20for%20IT%20Service%20Description%20Version%204.pdf

http://www.dell.com/downloads/global/services/Dell_Global_Basic_HW_Service_Rev%203.1_US_English.pdf

http://www.dell.com/downloads/global/services/Dell_Global_Basic_HW_Service_Rev%203.1_US_English.pdf
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APPENDIX F BUSINESS IMPACT ANALYSIS 


<SAMPLE> Contract Services 
<insert address> 
Phone:  
IS Details: 
In-office users:  
Remote users:  
Servers:   
Workstations: 
Switches:  
 
Atrezzo Data Center located at IPR 
1201 N. Market Street  
Wilmington, DE 


IS Details: 


Servers: 13 (VMware virtual Hosts) 


 


The KePRO <SAMPLE> Contract office relies on KePRO Information Systems (IS) and 
components for standard automated processes, such as Care Management processing, 
telecommunications, secure file transfers, reporting, electronic mail (e-mail), Internet, and 
remote access.  The KePRO CPC is responsible for developing the KePRO IS contingency plan 
which begins with the Business Impact Analysis (BIA).  


KePRO IS Stakeholders are: 


 CEO 


 CIO 


 CFO 


 Director of Security and Service Management 


 Infrastructure Manager 


 Facility Manager  


 IS Users 


 Systems Administrators (SA) 


 KePRO Management 


 


The CPC details the following information regarding KePRO business systems:  


 The Care Management Applications are required to support KePRO contract 
requirements; the systems provide review and reporting capabilities that are required 
per contract deliverables to our clients.  If the systems were unavailable for more than 
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24 hours, significant business impacts would result in producing contract deliverable 
reviews and reports.  The <SAMPLE> Contract needs to access the Atrezzo Care 
Management Application identified in these plans to preserve business continuity 
following a disaster.  


o Outputs from the Care Management Applications are in the form of reports and 
letters that are generated on a daily, weekly, monthly, semi-annual, and annual 
basis. 


o Review and reports could be generated as hard copies until full functionality is 
restored to the IS in the event of a disaster.  


o KePRO onsite assessment teams at client locations, as well as KePRO sub-
contractors could continue working independently offsite until systems are 
restored either onsite or at the alternate site. 


 Communications is an essential service; however, business continuity is not severely 
affected when these services are unavailable for up to 24 hours. 


 Some minor services such as supporting servers, workstations, notebooks, and printing 
are an essential service; however, business continuity is not severely affected when 
these services are unavailable for up to 48 hours. 


Based on the information gathered in discussions with stakeholders, the CPC follows the three-
step BIA process to identify required IS resources, identify outage impacts and allowable outage 
times, and develop recovery priorities.  


Identify Required IT Resources  


The CPC has identified the following resources as required, meaning that they support business 
processes:  


 Atrezzo Data Center services 


 Workstations/Notebooks 


 Network Devices 


 Internet Access 


 Printers 


 Network Cabling  


 Electric Power  


 HVAC 


 Physical Security  


 Facility 


 


 


 


Identify Outage Impacts and Allowable Outage Times  
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The following are allowable outage times for the required resources:  


Device Role Business Function Outage Impact Allowable Outage 
Time 


Business Information 
Systems. 


Care Management, E-
mail, File Services, Telco 


Interruption to: 
Care Management, 
Communications, 
data repository. 


24 hours 


Internet Access Connectivity to Care 
Management application 


Unable to process 
case reviews. 


24 hours  


Business Critical 
Workstations and 
Notebooks 


End user computer No Access to Care 
Management 
application. 


24 hours  


Network Devices Routers and switches 
used to provide IS 
connectivity and access 
to resources and backup 
of IS data  


No Access to Care 
Management 
application and no 
backup of IS data.  


24 hours 


Network Cabling Physically connects IS 
devices 


No Access to Care 
Management 
application. 


24 hours 


Electric Power Powers IS devices No Access to Care 
Management 
application. 


24 hours 


HVAC Provides cooling and 
heating for IS 


Equipment 
malfunction.  
Employee absence.  


No Access to Care 
Management 
application.  


24 hours 


Physical Security Provides a secure 
environment for the IS 


Employees unable 
to work within site 


24 hours 


Facility Houses IS/employees Employees unable 
to work within site. 


24 hours 
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Remaining Servers Anti-virus, Development, 
Imaging, Printing. 


No anti-virus 
updates, no 
development of 
application, no 
printing. 


48 hours  


Remaining 
Workstations and 
Notebooks 


End user computer Access to Care 
Management 
application. 


48 hours 


Printers End user print device Printing not 
available – letters 
and reports unable 
to be printed. 


48 hours 


Table F-1:  Outage Impacts and Allowable Outage Times 
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Develop Recovery Priorities  


Critical Resources Recovery Priority 


Atrezzo IPR Data Center CAT I 


Communications 
 Telecom 
 Email 
 Secure File Transfers 
 Internet 


CAT I 


Data repository CAT I 


Printers CAT II 


Workstations/Notebooks CAT II 


Network Devices CAT II 


Network Cabling CAT II 


Electric Power CAT II 


HVAC CAT II 


Physical Security CAT II 


Facility CAT II 


Remaining Servers CAT II 


Remaining 
Workstations/Notebooks 


CAT II 


Table F-2:  Resource Recovery Priorities 
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Preliminary Systems Information 


Site/Program Office Name: KePRO <SAMPLE> 
Contract 


Date BIA Completed: 4/16/2012 


IS Name: KePRO IS BIA POC:  


System/IS Manager POC:  


KePRO is a leading quality improvement and care management organization and offers 
innovative and outcomes-focused solutions to reduce the utilization of health care resources 
and optimize quality of care for public and commercial clients. KePRO is URAC accredited in 
both health utilization management and case management.  KePRO operates out of several 
locations in various states of the United States.  The following locations are covered by this 
CBCP: 


<SAMPLE> Contract 
<insert address>   
Phone:    
IS Details 
In-office users:   
Remote users:   
Servers:   
Workstations: 
Switches:  


Care Management Platform: 


Manual entry of patient demographic and medical information into the Atrezzo Care 
Management Application where various medical reviews and determinations are completed.  
System outputs in the form of reports, letters, and data file extracts. Access to system via web 
services and desktop applications for data entry, searching, case inquires, and reporting. 


File transformation and data loads into Care Management System 


Communications: 


 Call center functionality that allows intelligent routing of calls and assistance to clients 
by KePRO staff.   


 Call recording capabilities. 
 Sending and receiving of electronic faxes. 
 E-mail messaging. 
 Secure data file transfers. 


Data Repository: 


File Servers. 







 


 


KePRO PROPRIETARY AND CONFIDENTIAL 38 


 


A. Identify System POCs  Role  


Internal:   


 CIO 


 COO 


 Security and Database 


 Medical Physician Review 


 IT Administration 


 Developers/Programmers 


 KePRO staff 


 CIO/CPC 


 Data Owner 


 Security and Service Management 


 Medical Director 


 Infrastructure 


 Applications 


 Operations/Department Services 


External:   


 IPR 


 Dell 


 Cisco 


 SoPHOS 


Atrezzo IPR data center disaster recovery 


Hardware support 


Hardware support 


Anti-virus software support 


B. Identify System Resources  


Hardware  


 VMware Virtual Hosts 


 Dell PowerEdge Servers 


 Cisco Switches 


 Cisco Routers 


 Dell Optiplex Workstations 


 Dell Latitude Notebooks 


 Lexmark Printers 


 Cisco ASA Firewalls 


 Avamar Disk Based Backup Devices 


 EMC SANs 


 SoPHOS e-mail and web content filtering 


 


Software  


 Microsoft Windows 2008 R2/ 2003 SP2/ 


 Microsoft Windows 7/XP 
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 Microsoft Office 2007 


 Adobe Acrobat Reader 


 SoPHOS Anti-virus 


 Care Management Applications 


 McKesson Interqual CERME 10.0 


 SoPHOS Full Disk Encryption 


 Microsoft Visio 2007 


 Microsoft Project 2007 


 Visual Studio 2010 


 Microsoft Structured Query Language (SQL) Server 2008 R2 Enterprise 


 


C. Identify critical roles, resources, outage impacts, and allowable outage times  


Critical Roles Resource Outage Impact Maximum 
Allowable 
Downtime 


KePRO Staff Facility Access to IS 24 hours 


KePRO Staff Care Management Platform 


Communications 


Data Repositories 


Inputs/Outputs 
unavailable 


24 hours 


Dell Server/Workstation 
Hardware 


Access to IS 24 hours 


Cisco Network Devices Access to IS 24 hours 


Developers All IS hardware and 
software 


Access to IS 48 hours 
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D. Prioritize resource recovery  


Resource Recovery Priority 


Atrezzo IPR data center CAT I 


Communications CAT I 


Data Repository CAT I 


Server Hardware CAT II 


Network Devices CAT II 


Remote Access to Corporate services CAT III 


 








Calculation Methods 
 
 
MEMBERSHIP FILTERS 
I. Members Included 


a. Eligible at time of case management 
b. Enrolled/engaged in case management program 
c. Identified through predictive model or direct referrals 


 
 
MEMBERSHIP COUNTS 


I. Number of Unique Members 
a. Report the unique number of members for the total membership and for each program category 


II. Membership Denominator 
a. Referral month use as index 
b. Referral month as cohort 
c. Following members all months past referral month 


 
  
UTILIZATION STANDARDS 


I. Inpatient Admissions 
II. ED Visits 


III. Other Visits 
 


  
DETERMINING SAVINGS 
I. Managed vs. Non-Managed 


a. Managed 
i. Engaged Members with a Claim 


b. Non-Managed 
i. Not Engaged Members with a Claim 


c. Calculate Case Counts  
d. Calculate Total Paid Amounts 
e. Calculate Average Paid Amounts 
f. Group by Referral Month and Risk Level 
g. Calculate future periods for above categories as defined: 


i. Average per member per category for months following referral 
 







 
 
 
II. Cost Avoidance 


a. Calculate Members with Goals Met 
b. Assign Goal Categories 


i. Risk For Infection 
1. Member will verbalize ways to decrease the risk for infection 


 
ii. Treatment Compliance 


1. Member will identify possible reasons for noncompliance  
2. Member will increase compliance to treatment regimen  
3. Member will verbalize compliance with chemotherapy treatment  
4. Member will increase compliance to treatment regimen 


 
iii. Medication Compliance 


1. Member will verbalize importance of adherence to  medication schedule 
 


iv. Healthy Lifestyle 
1. Member will attain desirable body weight with optimal maintenance of health 
2. Member will verbalize understanding of importance of keeping body well hydrated 
3. Member will verbalize lifestyle changes to decrease fluid consumption.  
4. Member will verbalize limit intake of caffeine  
5. Member will verbalize lifestyle changes to increase fluid consumption.  
6. Member will create healthy eating patterns 


 
v. Safety 


1. Member will verbalize understanding of safety and hazard precautions 
 


vi. Pain Management 
1. Member will verbalize effective ways to use pain relievers. 
2. Member will verbalize non pharmacologic methods that provide relief 
3. Member will verbalize relaxation techniques to cope with pain 
4. Member verbalizes acceptable levels of pain 
5. Member verbalizes what may possibly trigger their pain 


M anaged Non-M anaged


Referral M onth Risk Level Savings M ember Count Paid Amount PM PM M ember Count Paid Amount PM PM


Jun-13 5 200,000$           1000 1,000,000$       1,000$               5000 6,000,000$       1,200$               


Jun-13 4 225,000$           1500 900,000$           600$                   7500 5,625,000$       750$                   


Jun-13 3 240,000$           2000 800,000$           400$                   10000 5,200,000$       520$                   


Jun-13 2 300,000$           2500 750,000$           300$                   12500 5,250,000$       420$                   


Jun-13 1 350,000$           3000 700,000$           233$                   15000 5,250,000$       350$                   


Jul-13 5 200,000$           1000 1,000,000$       1,000$               5000 6,000,000$       1,200$               


Jul-13 4 225,000$           1500 900,000$           600$                   7500 5,625,000$       750$                   


Jul-13 3 240,000$           2000 800,000$           400$                   10000 5,200,000$       520$                   


Jul-13 2 300,000$           2500 750,000$           300$                   12500 5,250,000$       420$                   


Jul-13 1 350,000$           3000 700,000$           233$                   15000 5,250,000$       350$                   


Aug-13 5 200,000$           1000 1,000,000$       1,000$               5000 6,000,000$       1,200$               


Aug-13 4 225,000$           1500 900,000$           600$                   7500 5,625,000$       750$                   


Aug-13 3 240,000$           2000 800,000$           400$                   10000 5,200,000$       520$                   


Aug-13 2 300,000$           2500 750,000$           300$                   12500 5,250,000$       420$                   


Aug-13 1 350,000$           3000 700,000$           233$                   15000 5,250,000$       350$                   


Total-----------> 3,945,000$       







 
 


c. Calculate Average Cost Savings Per Goal Category Per Member 
 
 


 
 
 


 
III. Clinical Comparisons 


a. Clinical Indicators 
i. Average length of stay 


ii. Days/1000 
iii. Admits/1000 
iv. Readmission Rates 


 


 
 
 
IV. Annual Pre-Post Comparisons 


a. Members identified for referral from year prior to program 


M embers Average Savings M anaged


Category M eeting Goad per M ember Savings


Risk for Infection 50 1,000$                  50,000$             


Treatment Compliance 30 500$                      15,000$             


Medication Compliance 50 1,500$                  75,000$             


Healthy Lifestyle 20 750$                      15,000$             


Safety 25 250$                      6,250$               


Pain Management 10 500$                      5,000$               


Total-----------> 185 898.65$                166,250$           


M anaged Non-M anaged


Referral M onth Risk Level M ember 


Count


Ave 


LOS


Days/


1000


Admits/


1000


Readmit 


Rate


M ember 


Count


Ave 


LOS


Days/


1000


Admits/


1000


Readmit 


Rate


Jun-13 5 1000 4.2 189 45        20% 5000 4.6   229 49.5     22%


Jun-13 4 1500 4.1 164 40        10% 7500 4.7   217 46.0     11%


Jun-13 3 2000 4.0 140 35        10% 10000 4.7   195 41.3     11%


Jun-13 2 2500 3.9 117 30        10% 12500 4.6   166 35.7     11%


Jun-13 1 3000 3.5 88   25        10% 15000 4.4   137 31.3     11%


Jul-13 5 1000 4.2 189 45        20% 5000 4.6   229 49.5     22%


Jul-13 4 1500 4.1 164 40        10% 7500 4.7   217 46.0     11%


Jul-13 3 2000 4.0 140 35        10% 10000 4.7   195 41.3     11%


Jul-13 2 2500 3.9 117 30        10% 12500 4.6   166 35.7     11%


Jul-13 1 3000 3.5 88   25        10% 15000 4.4   137 31.3     11%


Aug-13 5 1000 4.2 189 45        20% 5000 4.6   229 49.5     22%


Aug-13 4 1500 4.1 164 40        10% 7500 4.7   217 46.0     11%


Aug-13 3 2000 4.0 140 35        10% 10000 4.7   195 41.3     11%


Aug-13 2 2500 3.9 117 30        10% 12500 4.6   166 35.7     11%


Aug-13 1 3000 3.5 88   25        10% 15000 4.4   137 31.3     11%







b. Members identified for referral from 1
st


 program year 
c. Annual Ongoing 


 


 
 


 
DETERMINING ROI 
 
I. Return on Investment 


a. Calculate the gross savings result  
b. Calculate the program costs  
c. Verified by KEPRO and Client  
d. Calculate ROI = Return on Investment (ROI) is calculated by dividing gross savings by costs 
e. Example Calculation: 


i. ROI = gross savings / costs 
ii. ROI = $2,000,000  / $1,000,000 


iii. ROI = 2.0  (savings of 2 times the investment of $1 million) 
 


Category Year 0 Year 1 Year 2 Year 3


Member Counts


Paid Amount


PMPM


Managed vs. Non-Managed


Cost Avoidance


Ave LOS


Days/1000


Admits/1000


Readmit Rates






 (
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Date







Member Name	             			Re: 

Address					Insured’s ID#: 

					Employer: 

					Reference/Case Number: 







Dear ___________,



KePRO is contracted with the insured’s Employer Group to perform utilization management services.  One of the goals of this process is for the patient to receive optimal care in the most suitable setting with the most appropriate utilization of services. During the review process, KePRO may use InterQual Criteria, Milliman Care Guidelines, or other nationally accepted clinical criteria, in determining medical necessity. 



KePRO received your request regarding ________ for dates of service x/xx/20xx – x/x/20xx. 

[bookmark: Text13]KePRO has authorized this admission/procedure and the authorization # is ______.



Review by medical management does not guarantee benefits or claims payment for medical services provided to this patient. Benefits are subject to all plan terms and provisions in effect at time of services are provided. 



For questions, contact the medical management department at 407-475-3900 or 888-522-7742.







Sincerely,

Medical Management
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Cc:   Facility

         Provider
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Date

Case Management Dept


             

Re: 


Address




Insured’s ID#:


Address




Employer: 






Reference/Case Number: 


Case Management,

KePRO is contracted with the insured’s Employer Group to perform utilization management services.  One of the goals of this process is for the patient to receive optimal care in the most suitable setting with the most appropriate utilization of services. During the review process, KePRO may use Interqual Criteria, Milliman Care Guidelines, or other nationally accepted clinical criteria, in determining medical necessity. 


KePRO received your request for an appeal regarding inpatient hospitalization for dates of service (Date) to (Date). KePRO initially did not authorize date of service (Date) and thereafter. After receiving additional clinical information, continued inpatient hospitalization is clinically indicated.


The appeal is partially overturned, and an additional (number of day) day has been approved for a total of (total) days. 


Partial denial for (number) days stands as care could have been provided at a lower level of care, i.e. outpatient services as of (date). 


The authorization # is 


Review by medical management does not guarantee benefits for medical services provided to this patient. Benefits are subject to all plan terms and provisions in effect at time of services are provided. 


For questions, contact the medical management department at 407-475-3900 or 888-522-7742.


Sincerely,


Medical Management
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Date

Case Management Department


             

Re: 

Name




Insured’s ID#: 

Address




Employer: 

Address




Reference/Case Number: 


Case Management,

KePRO is contracted with the insured’s Employer Group to perform utilization management services.  One of the goals of this process is for the patient to receive optimal care in the most suitable setting with the most appropriate utilization of services. During the review process, KePRO may use Interqual Criteria, Milliman Care Guidelines, or other nationally accepted clinical criteria, in determining medical necessity. 


KePRO received your request for an appeal regarding (service), CPT:/dates of service. KePRO initially did not authorize (service). After receiving additional clinical information, the (service) is medically necessary.

Therefore, appeal is overturned.


The authorization # is 

Review by medical management does not guarantee benefits for medical services provided to this patient. Benefits are subject to all plan terms and provisions in effect at time of services are provided. 


For questions, contact the medical management department at 407-475-3900 or 888-522-7742.


Sincerely,


Medical Management
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Date

Case Management Department
                                                   Re: 

Address




  Insured ID#  

Address



           
  Employer: 


Address



           
  Case/Reference #:                                                                                                    

Case Management: 


KePRO has contracted with the insured’s Employer Group to perform utilization management services.  One of the goals of this process is for the patient to receive optimal care in the most suitable setting with the most appropriate utilization of services. During the review process, KePRO may use Interqual Criteria, Milliman Care Guidelines, other nationally accepted clinical criteria and/or other guidelines in making medical necessity determinations.


KePRO received an appeal request regarding the denial of the inpatient stay, dates of service (DATES). KePRO did not authorize this admission based on the submitted clinical documentation. A second medical opinion was obtained by a Board Certified Internal Medicine physician. This independent reviewer is not employed by KePRO.

The second medical physician has reviewed all the provided medical documentation and advises based on this information, (DETERMINATION)

The clinical rationale and clinical review criteria used in making this decision will be provided, in writing, upon request at the above address or phone number


While we regret that this did not have a more favorable outcome, this concludes KePRO’s involvement in the appeal process. 


If you wish to appeal this determination, please contact the insured’s employer. 


Review by medical management does not guarantee benefits for medical services provided to this patient. Benefits are subject to all plan terms and provisions in effect at time of services are provided. 


For questions, contact the medical management department at KePRO at 407-475-3900 or 888-522-7742.

Sincerely, 
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Date

Case Management Department
                     
               RE: 

Hospital Name
                                                 Subscriber ID#: 

Address
                                                 Employer: 


Address
                                                 Reference/Case #: 

Case Management;  

KePRO is contracted with the insured’s Employer Group to perform utilization management services.  One of the goals of this process is for the patient to receive optimal care in the most suitable setting with the most appropriate utilization of services. During the review process, KePRO may use Interqual Criteria, Milliman Care Guidelines, or other nationally accepted clinical criteria, in determining medical necessity. 


KePRO has received the request for an inpatient hospital admission for dates of service xx/xx/xxxx – xx/xx/xxxx. Physician review of this request has determined that based on the clinical information provided the requested admission is not clinically indicated. (provide reasoning)  


The principle reason for denial is: Based on the provided information, the requested admission is not clinically indicated. (Insert Medical Director denial reason)

The clinical rationale and clinical review criteria used in making this decision will be provided, in writing, upon request.


If you wish to appeal this determination or request the clinical rationale, please call or write to:


KePRO

2450 Maitland Center Parkway

Ste 203

Maitland, FL  32751


888-522-7742

Please include all documentation to support medical necessity for the proposed medical services.  The request for an appeal must be received within one hundred and eighty (180) days from the receipt of this letter. A determination is issued within thirty (30) calendar days of the initiation of the appeal process.  If requested, an expedited review will be completed no later than 72 hours after the initiation of the appeal process and receipt of all information necessary to complete the appeal review. A summary of KePRO’s Appeal policy will be provided upon request.  


Review by medical management does not guarantee benefits for medical services provided to this patient. Benefits are subject to all plan terms and provisions in effect at time of services are provided. 


For questions, contact the medical management department at 407-475-3900 or 888-522-7742.


Sincerely,

Medical Management
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Date:

Facility/MD name
                     
               RE: 

Address
                                                 Subscriber ID#: 

Address
                                                 Employer: 



                                                 Reference/Case #: 

Name;  

KePRO is contracted with the insured’s Employer Group to perform utilization management services.  One of the goals of this process is for the patient to receive optimal care in the most suitable setting with the most appropriate utilization of services. During the review process, KePRO may use Interqual Criteria, Milliman Care Guidelines, or other nationally accepted clinical criteria, in determining medical necessity. 


KePRO has received the request for an (PROCEDURE); CPT code: 0. Physician review of this request has determined that based on the clinical information provided the requested procedure is not clinically indicated. There is no documentation of any conservative management or medications having been attempted.

Therefore, we are unable to authorize this request at this time.  


The principle reason for denial is: Based on the provided information, the requested procedure is not clinically indicated at this time. (Insert Medical Director denial reason)

The clinical rationale and clinical review criteria used in making this decision will be provided, in writing, upon request.


If you wish to appeal this determination or request the clinical rationale, please call or write to:


KePRO

2450 Maitland Center Parkway

Ste 203

Maitland, FL  32751


888-522-7742

Please include all documentation to support medical necessity for the proposed medical services.  The request for an appeal must be received within one hundred and eighty (180) days from the receipt of this letter. A determination is issued within thirty (30) calendar days of the initiation of the appeal process.  If requested, an expedited review will be completed no later than 72 hours after the initiation of the appeal process and receipt of all information necessary to complete the appeal review. A summary of KePRO’s Appeal policy will be provided upon request.  


Review by medical management does not guarantee benefits for medical services provided to this patient. Benefits are subject to all plan terms and provisions in effect at time of services are provided. 


For questions, contact the medical management department at 407-475-3900 or 888-522-7742.


Sincerely,

Medical Management
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Date

Name







        RE: 


Address

                                                                                              Subscriber ID#: 


Address                                    

                                                   Employer: 


                                         


        Reference/Case: 


Name:

KePRO has contracted with the insured’s Employer Group to perform utilization management services.  One of the goals of this process is for the patient to receive optimal care in the most suitable setting with the most appropriate utilization of services. During the review process, KePRO may use Interqual Criteria, Milliman Care Guidelines, or other nationally accepted clinical criteria, in determining medical necessity.


KePRO has received a request for (ITEM); CPT code:.Physician review of this request has determined that despite numerous requests, clinical information was not provided to determine medical necessity.

Therefore, KePRO is unable to authorize the requested durable medical equipment.

The principle reason for denial is: Clinical information was not provided to determine medical necessity for the requested (ITEM). Medical necessity cannot be determined without this information.

The clinical rationale and clinical review criteria used in making this decision will be provided, in writing, upon request.

If you wish to appeal this determination or request the clinical rationale, please call or write to:


KePRO

2450 Maitland Center Parkway

Ste 203

Maitland, FL 32751

888-522-7742


Please include all documentation to support medical necessity for the proposed medical services. The request for an appeal must be received within one hundred and eighty (180) days from the receipt of this letter. A determination is issued within thirty (30) calendar days of the initiation of the appeal process. If requested, an expedited review will be completed no later than 72 hours after the initiation of the appeal process and receipt of all information necessary to complete the appeal review. A summary of KePRO’s appeal policy is available upon request.


Review by medical management does not guarantee benefits for medical services provided to this patient. Benefits are subject to all plan terms and provisions in effect at time of services are provided.


For questions, contact the medical management department at 407-475-3900 or 888-522-7742.


Sincerely,

Medical Management
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Date

Dr Name


             Re: 

Address


             Insured’s ID Number: 


Address


             Employer: 




             Reference/Case Number: 


Dr.:


KePRO has contracted with the insured’s Employer Group to perform utilization management services.  One of the goals of this process is for the patient to receive optimal care in the most suitable setting with the most appropriate utilization of services. 

KePRO has received your request for:

KePRO is unable to authorize the requested service.

The Principle reason for the denial is:  Clinical review has determined that care and treatment is a non covered benefit under your plan. Due to this provision KePRO is unable to authorize your request.  

Review by medical management does not guarantee benefits for medical services provided to this patient. Benefits are subject to all plan terms and provisions in effect at time of services are provided. 


For questions regarding your benefits, please contact the customer service department at:

Sincerely, 
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NV PEBP Program Dashboard 


Weekly Trend for Authorization Status 


 
 Weekly trend for authorization status was consistent 


with the overall annual data. However, during the 


months of October and November 2011 an updat-


ed version of web portal system was deployed 


that resulted in some sharp peak and valleys for 


approved, denied and voided cases. 


Cases Volume and Program Savings 


 
 A total of 412,103 cases were processed. 


 Over 3.6 million units request were denied. 


 Projected annual medical cost savings from denied 


units amounted to over 704.6 million dollars in 


three years. 


Top Reported Diagnoses Trend 


  There was no significant change in the top most 


frequently reported diagnoses over the reviewed three 


years period. 


 Mental health, obesity and pneumonia consistently 


remained among the top 10 most frequent diagnoses. 


Overall Case Authorization Status 


 Overall case approval rate was about 85%. 


 Less than half a percent of cases were denied. 


Annual Trend in Program Savings 


 Program savings increased linearly from 170.3 million 


dollars in year 2009 to 325.5 million in year 2011. 


 Major contribution of 52 – 56% to program savings was 


from outpatient cases, that was reflective of case volume. 


Top ICD-9 Diagnoses by Type of Service 
 


 


Type of review 


 


 


ICD 9 Diagnosis Code & Description 


 


 


Request Volume 


Percent of 


Total 


In-patient 296.90 UNS EPISODIC MOOD DISORDER 5,465 1.16 


DME 314.01 ATTN DEFICIT W HYPERACTIVITY 35,429 7.52 


MYPAC 486 PNEUMONIA, ORGANISM UNSPEC 36,023 5.01 


Outpatient 278.0 OVERWEIGHT and OBESITY 41,235 9.03 


PDN 799.9 UNKN CAUSE MORB/MORT OT 4,722 1.00 
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 NV PEBP Focused Dashboard: Radiology 


KEY FINDINGS 


 Over the three years period, about 45 thousands 


less claims of advance imaging were reported 


(Figure 1). 


 Despite reduction in total number of claims, cost of 


advance imaging increased linearly by 116.2 


million dollars from 882.9 million in 2009 to 999.1 


millions in 2011 (Figure 1). 


 Overall, the highest number of claims were re-


ported for ER Service (n = 1.38 millions) but the 


highest total amount reimbursed was reported 


for product type of Cardiology (449.4 million 


dollars, Figure 2). 


 Advance imaging services were utilized primarily by 


beneficiaries ages 55 and older, with a linear trend as 


age increased from 55 years to 100 year old (Figure 


3). 


 All advance imaging categories (CT, MR and PET) 


under product type of HT were observed as the most 


expensive services with an average cost per benefi-


ciaries of over $1500 (Table 1). 


 Erroneous claims rate was more than 19% for CT and 
MRI reports and more than 14% for X-Rays reports 
(Tables 2 & 3). 


 ER services, Ultrasound, CT, Observation and MRI 


were the top five categories by volume of claims 


(Figure 4), thus resulting in the major share of cost 


(Table 1). 


Figure 4. 


Top Five Categories by Volume of Claims 


Figure 1. 


Figure 2. 


Figure 3. 
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Table 1. 


 


Erroneous Claims and Amounts for X-Rays  


Type of Error  Claims, %  Amount  


No Physician Order Documented  8.9  $   


No Documentation for Report Interpretation  8.3  $   


Total errors (gross)  17.2  $   


(Overlapping errors)  2.9  $   


Total errors (net)  14.3  $   


 


 


 


Erroneous Claims and Amounts for CT and MI Reports 


Type of Error  Claims, %  Amount  


No Physician Order Documented  12.1  $  18,213,349 


No Documentation for Report Interpretation  12.2  $  18,612,138 


Total errors (gross)   24.3   $    36,825,487 


(Overlapping errors)  5.1  $  7,458,215 


Total errors (net)   19.2  $  29,367,272 


 


 


Table 2. 


Table 3. 







Outcome Management State of Nevada PEBP


Medicare BCBSDate: 1/1/2013 - 12/31/2013







Program Name # Goals Set % Met Goal Type # Goals Set # Goals Met % Met


Bladder Cancer Assessment 63 90.48% Long Term 459 432 94.12%


Breast Cancer Assessment 226 96.90% Short Term 636 612 96.23%


Endometrial Cancer Assessment 46 95.65%


General Cancer Assessment 310 92.90%


Kidney (Renal Cell) Cancer Assessment 17 100.00%


Leukemia Assessment 40 100.00%


Lung Cancer Assessment 81 95.06%


Melanoma Assessment 9 100.00%


Non-Hodgkin Lymphoma Assessment 7 100.00%


Pancreatic Cancer Assessment 25 100.00%


Prostate Cancer Assessment 194 96.91%


Thyroid Cancer Assessment 8 75.00%


Date: 1/1/2013 - 12/31/2013


Outcome Management State of Nevada PEBP


9


7


25


188


Counts by Program (Closed Cases) Counts by Goal Type (Closed Cases)


# Goals Met


57


219


6


44


288


17


40


77







Outcome Management State of Nevada PEBP
Date: 1/1/2013 - 12/31/2013


Risk Score # Goals Set # Goals Met


0 1 1


1 296 275


2 12 12


3 6 6


4 22 22


5 62 57


6 30 29


7 104 103


8 562 539


100.00%


91.94%


96.67%


99.04%


95.91%


Counts by Risk Score (Closed Cases)


% Met


100.00%


92.91%


100.00%


100.00%







Problem Goal Type # Goals Set # Goals Met % Met


Doctor has not communicated need to be 


compliant with improving or maintaining mental 


health


Short Term 1 1 100.00%


Doctor has not communicated need to keep blood 


pressure controlled   


Short Term 1 1 100.00%


Impaired gas exchange related to disease process Short Term 20 20 100.00%


Impaired gas exchange related to disease process Long Term 3 3 100.00%


Impaired gas exchange related to disease process Short Term 18 18 100.00%


Impaired oral mucous membrane related to side 


effects of therapeutic agent/radiation, dehydration 


or malnutrition.


Long Term 1 1 100.00%


Impaired oral mucous membrane related to side 


effects of therapeutic agent/radiation, dehydration 


or malnutrition.


Short Term 4 4 100.00%


Knowledge deficit r/t device Long Term 1 1 100.00%


Knowledge deficit r/t device Short Term 2 2 100.00%


Member does not know if physician has ever 


calculated their BMI


Short Term 1 1 100.00%


Member does not know if they had a glaucoma eye 


exam within the past year


Short Term 1 1 100.00%


Member is on prescription(s) for Certain Drugs with 


a High Risk of Side Effects


Short Term 1 1 100.00%


Risk for  imbalanced nutrition related to unhealthy 


food choices 


Short Term 2 2 100.00%


Risk for activity intolerance related to imbalance 


oxygen supply


Long Term 20 18 90.00%


Risk for activity intolerance related to imbalance 


oxygen supply


Short Term 18 17 94.44%


Risk for adverse interaction of prescribed 


medication


Short Term 1 1 100.00%


Risk for adverse interaction of prescribed 


medication


Long Term 1 1 100.00%


Risk for adverse interaction of prescribed 


medication


Short Term 8 8 100.00%


Risk for anxiety Long Term 6 6 100.00%


Risk for anxiety Short Term 30 29 96.67%


Date: 1/1/2013 - 12/31/2013


Outcome Management State of Nevada PEBP


Member will verbalize understanding of over the counter 


medications and potential interactions with prescribed 


Member will verbalize understanding of over the counter 


medications and potential interactions with prescribed 


Member will identify ways to decrease anxiety 


Member will identify ways to decrease anxiety 


Glaucoma Testing: CM to notify MD of non compliant 


measures for follow up


Prescriptions for Certain Drugs with a High Risk of Side 


Effect: CM to notify MD of non compliant measures for 


Member will verbalize knowledge of different resources that 


can help obtain food 


Member will identify ways to decrease activity intolerance


Member will identify ways to decrease activity intolerance


Member will verbalize the importance of notifying physicians 


of all current over the counter  medication being taken 


Member will identify solutions to decrease fatigue


Member will verbalize different ways to keep oral mucosa 


moist.


Member will verbalize different ways to keep oral mucosa 


moist.


Member will verbalize reason for the device


Member will verbalize reason for the device


Adult BMI Assessment:  CM to notify MD of non compliant 


measures for follow up


Counts by Goal (Closed Cases)


Goal


 Improving or maintaining mental health: CM to notify MD of 


non compliant measures for follow up


Controlling Blood Pressure: CM to notify MD of non 


compliant measures for follow up


Member will have an effective personal action plan


Member will identify solutions to decrease fatigue







Problem Goal Type # Goals Set # Goals Met % Met


Date: 1/1/2013 - 12/31/2013


Outcome Management State of Nevada PEBP


Counts by Goal (Closed Cases)


Goal


Risk for decrease effect of prescribed medication Short Term 1 1 100.00%


Risk for decreased self-esteem r/t hair loss from 


treatment


Short Term 1 1 100.00%


Risk for difficulty breathing related to increase fluid 


intake 


Short Term 1 1 100.00%


Risk for edema related to increase intake of fluids 


in a short period of time 


Short Term 3 3 100.00%


Risk for falls related to weakness Long Term 4 4 100.00%


Risk for falls related to weakness Short Term 8 8 100.00%


Risk for fluid volume deficient Long Term 11 11 100.00%


Risk for fluid volume deficient Short Term 50 50 100.00%


Risk for hypotension related to dehydration Short Term 7 7 100.00%


Risk for imbalanced fluid status r/t side effects of 


treatment


Short Term 4 4 100.00%


Risk for imbalanced nutrition Long Term 2 2 100.00%


Risk for imbalanced nutrition Short Term 17 15 88.24%


Risk for imbalanced nutrition Short Term 1 1 100.00%


Risk for impaired ADL’s relate to pain Long Term 3 3 100.00%


Risk for impaired ADL’s relate to pain Short Term 21 20 95.24%


Risk for impaired nutrition status related to 


treatment


Long Term 4 3 75.00%


Risk for impaired nutrition status related to 


treatment


Short Term 7 5 71.43%


Risk for impaired nutrition status related to 


treatment


Long Term 3 3 100.00%


Risk for impaired nutrition status related to 


treatment


Short Term 2 2 100.00%


Risk for impaired skin integrity Long Term 12 12 100.00%


Risk for impaired skin integrity Short Term 34 34 100.00%


Risk for improper use of medications Long Term 1 1 100.00%


Risk for improper use of medications Short Term 2 2 100.00%


Risk for improper use of medications Long Term 7 7 100.00%


Risk for improper use of medications Short Term 43 42 97.67%


Risk for improper use of pain medications Short Term 1 1 100.00%


Risk for improper use of pain medications Short Term 1 1 100.00%


Risk for ineffective coping related to radiation 


therapy and its side effects.


Long Term 3 3 100.00%


Risk for ineffective coping related to radiation 


therapy and its side effects.


Short Term 1 1 100.00%


Member will verbalize non pharmacologic methods that 


provide relief Member will verbalize different ways to cope


Member will verbalize different ways to cope


Member will verbalize proper skin are techniques


Member will verbalize understanding of disease process in 


correlation with the medication use Member will verbalize understanding of disease process in 


correlation with the medication use Member will verbalize understanding of medication purpose


Member will verbalize understanding of medication purpose


Member will verbalize effective ways to use pain relievers.


Member verbalizes what may possibly  trigger their pain


Member will attain desirable body weight with optimal 


maintenance of health


Member will attain desirable body weight with optimal 


maintenance of health


Member will verbalize understanding of body and energy 


needs 


Member will verbalize understanding of body and energy 


needs 


Member will verbalize proper skin are techniques


Member will verbalize understanding of importance of 


keeping body well hydratedMember will identify solutions for side effects of 


chemotherapy 


Member will identify solutions for side effects of 


chemotherapy Member will identify solutions for side effects of 


chemotherapy Member will verbalize knowledge how to decrease nausea 


and/or vomitingMember verbalizes what may possibly  trigger their pain


Member will verbalize lifestyle changes to decrease fluid 


consumption. 


Member will verbalize knowledge how to monitor fluid 


status and reduce recurrence of fluid excess


Member will verbalize lifestyle changes to increase fluid 


consumption. Member will verbalize lifestyle changes to increase fluid 


consumption. Member will verbalize limit intake of caffeine 


Member will verbalize limit intake of caffeine 


Member will verbalize understanding of over the counter 


medications and potential interactions with prescribed 


Member will identify solutions for side effects of treatment







Problem Goal Type # Goals Set # Goals Met % Met


Date: 1/1/2013 - 12/31/2013


Outcome Management State of Nevada PEBP


Counts by Goal (Closed Cases)


Goal


Risk for ineffective coping related to treatment and 


and/or its side effects.


Long Term 7 7 100.00%


Risk for ineffective coping related to treatment and 


and/or its side effects.


Short Term 8 8 100.00%


Risk for infection Long Term 27 26 96.30%


Risk for infection Short Term 119 113 94.96%


Risk for knowledge deficit Long Term 302 281 93.05%


Risk for knowledge deficit Short Term 15 15 100.00%


Risk for knowledge deficit of anemia Long Term 2 2 100.00%


Risk for knowledge deficit of anemia Short Term 2 2 100.00%


Risk for knowledge deficit r/t transplant Short Term 1 1 100.00%


Risk for knowledge deficit regarding chemotherapy 


treatment


Long Term 14 13 92.86%


Risk for knowledge deficit regarding chemotherapy 


treatment


Short Term 51 49 96.08%


Risk for knowledge deficit regarding radiation 


therapy


Long Term 1 1 100.00%


Risk for knowledge deficit regarding radiation 


therapy


Long Term 6 6 100.00%


Risk for knowledge deficit regarding radiation 


therapy


Short Term 34 32 94.12%


Risk for knowledge deficit regarding surgical 


treatment


Short Term 6 6 100.00%


Risk for knowledge deficit related to advanced care 


planning


Long Term 1 1 100.00%


Risk for knowledge deficit related to advanced care 


planning


Short Term 4 4 100.00%


Risk for knowledge deficit relating to radiation 


therapy


Long Term 3 3 100.00%


Risk for knowledge deficit relating to radiation 


therapy


Short Term 11 11 100.00%


Risk for noncompliance Short Term 1 1 100.00%


Risk for noncompliance r/t side effects of 


chemotherapy


Long Term 2 2 100.00%


Risk for noncompliance r/t side effects of 


chemotherapy


Short Term 1 1 100.00%


Risk for noncompliance related to knowledge deficit Long Term 1 1 100.00%


Risk for noncompliance related to knowledge deficit Short Term 1 1 100.00%


Member will verbalize compliance with chemotherapy 


treatment 


Member will verbalize understanding of disease process in 


correlation with the medication use 


Member will verbalize understanding of medication purpose


Member will verbalize understanding the purpose of an 


advanced directive


Member will verbalize understanding the purpose of an 


advanced directive


Member will verbalize purpose of  radiation therapy


Member will verbalize purpose of  radiation therapy


Member will increase compliance to visit their physician


Member will identify solutions for side effects of 


chemotherapy


Member will verbalize the potential side effects of 


chemotherapy


Member will verbalize the potential side effects of 


chemotherapy


Member will verbalize purpose of  radiation therapy


Member will verbalize the potential side effects of radiation 


therapy


Member will verbalize the potential side effects of radiation 


therapy


Member will verbalize understanding of surgical treatment


Member will verbalize ways to decrease the risk for 


infectionMember will verbalize understanding of symptoms, signs, 


and expected course of their cancerMember will verbalize understanding of symptoms, signs, 


and expected course of their cancerMember will verbalize understanding of the symptoms, 


signs and treatment of anemiaMember will verbalize understanding of the symptoms, 


signs and treatment of anemiaMember will verbalize understanding of treatment


Member will identify different ways to cope


Member will identify different ways to cope


Member will verbalize ways to decrease the risk for 


infection







Problem Goal Type # Goals Set # Goals Met % Met


Date: 1/1/2013 - 12/31/2013


Outcome Management State of Nevada PEBP


Counts by Goal (Closed Cases)


Goal


Risk for noncompliance to treatment r/t knowledge 


deficit


Short Term 5 4 80.00%


Risk for noncompliance to treatment regimen Short Term 1 1 100.00%


Risk for noncompliance to treatment regimen Short Term 1 1 100.00%


Risk for noncompliance to treatment regimen Long Term 2 2 100.00%


Risk for noncompliance to treatment regimen Short Term 2 2 100.00%


Risk for poly-pharmacy Long Term 1 1 100.00%


Risk for post-op complications r/t surgery Short Term 5 4 80.00%


Risk for post-op complications r/t surgery Long Term 1 1 100.00%


Risk for post-op complications r/t surgery Short Term 21 20 95.24%


Risk for sexual dysfunction related to disease 


process


Short Term 1 1 100.00%


Risk for unhealthy eating patterns Long Term 4 3 75.00%


Risk for unhealthy eating patterns Short Term 12 12 100.00%


Risk for urine retention Long Term 3 3 100.00%


Risk for urine retention Short Term 11 9 81.82%


Risk of knowledge deficit related to acceptable pain 


levels


Short Term 3 2 66.67%


testing Short Term 7 7 100.00%test 1


Member will verbalize understanding of expected outcomes 


of their disease process


Member will create healthy eating patterns


Member will create healthy eating patterns


Member will verbalize s/s of urine retention


Member will verbalize s/s of urine retention


Member verbalizes acceptable levels of pain


Member will verbalize importance of adherence to  


medication scheduleMember will verbalize importance of adherence to  


medication scheduleMember will verbalize understanding of medication purpose


Member will verbalize knowledge of post-op instructions


Member will verbalize s/s of post-op complications


Member will verbalize s/s of post-op complications


Member will increase compliance to treatment regimen


Member will identify possible reasons for noncompliance 


Member will increase compliance to treatment regimen
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Patterns of Care State of NV PEBP 


Eligibility Trends 
Figure 1:  Total Members Eligible on the First Day of Each Month from Nov 2012 through Sept 2013 


 


 


Claim and Procedure Volume  
Figure 2:  Volume of Prior Auth and Non-Prior Auth Procedures Jan 2010 to Dec 2012 
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Reviewed Procedure Volume 
Figure 3:  Monthly Reviewed Services Volume Jan 2012 to Jun 2013 


 


Table 1:  Monthly Review Volume by Service Type 


Service Type Name 2012-
12 


2013-
01 


2013-
02 


2013-
03 


2013-
04 


2013-
05 


2013-
06 


2013-
07 


Total 


Ambulance   0   2         2 


Cardiac Rehabilitation 0 3 2 1 2       8 


Dental – Office 242 228 259 248 190 200 185 159 1711 


DME 425 757 533 484 638 519 553 546 4455 


HHC - Other 74 70 51 51 62 54 87 94 543 


Imaging Studies – Imaging 
Center 


433 542 461 479 460 460 411 521 3767 


Medical/Surgical – IP 
Hospital 


17 48 31 14 26 23 20 44 223 


Occupational Rehabilitation 31 21 23 31 48 26 25 8 213 


Pain Management 2 6 8 9 14 6 17 17 79 


Physical Rehabilitation 483 523 399 331 487 377 353 401 3354 


Physical Rehabilitation – IP 
Hospital 


1 0   6 5 2 4 2 20 


Pulmonary Rehabilitation 4               4 


Skilled Nursing Services 37 55 70 56 33 37 40 46 374 


Specialist Visit 4590 6121 5489 5690 5833 5541 4951 6975 45190 


Speech Rehabilitation 6 1 4 2 4 2 1 2 22 


Surgery/Procedures – OP 
Hospital 


405 547 420 481 425 448 359 473 3558 


Wound Care 8 9 4 2 3 9 7 10 52 
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Service Type Name 2012-
12 


2013-
01 


2013-
02 


2013-
03 


2013-
04 


2013-
05 


2013-
06 


2013-
07 


Total 


Grand Total 6758 8931 7754 7887 8230 7704 7013 9298 63575 


 


Figure 4:  Service Types with the Sharpest Decline in Total Reviews Dec 2012 to July 2013 


 


 


 


Figure 5:  Percent of Total Claims Denied Dec 2012 to July 2013 
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Service Place 
Table 2:  Procedures by Service Place 


Service Place Not Reviewed 
Procedures 


Reviewed 
Procedures 


Total 
Procedures 


Primary Care Physician 481634 224831 706465 


Specialist Services Office 327628 228826 556454 


Emergency Room (facility) 369184 13501 382685 


Specialist Services Inpatient 235419 16742 252161 


Specialist Services Emergency 
Room 


137893 15302 153195 


Outpatient DXL 133048 3349 136397 


Outpatient services specialist 98227 27657 125884 


Outpatient facility 66115 45735 111850 


Specialist DXL services 46613 14092 60705 


Durable Medical Equipment 14782 13745 28527 


Dental Services 1095 19212 20307 


Home Health Services 4043 9687 13730 


Ambulance Service 11377 845 12222 


Dental Surgery 74 10826 10900 


Infusion Therapy 8776 2 8778 


Oxygen services 4111 3 4114 


HD 269 249 518 


Inpatient skilled nursing 4 2 6 
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Figure 6:  Total Procedures and Average Cost per Procedure by Service Place 


 


 


Non Prior Auth Procedures 


Table 3:  Most Common Procedures Not on Prior Auth List 


PxShort Description Service 
Place 


Total 
Procedures 


80053 COMPREHEN METABOLIC PANEL PS 46706 


99232 SUBSEQUENT HOSPITAL CARE IS 43863 


80061 LIPID PANEL PS 41459 


99233 SUBSEQUENT HOSPITAL CARE IS 41175 


85025 COMPLETE CBC W/AUTO DIFF WBC PS 35527 


90862 MEDICATION MANAGEMENT MH 29247 


84443 ASSAY THYROID STIM HORMONE PS 28986 


99285 EMERGENCY DEPT VISIT ES 25311 


36415 ROUTINE VENIPUNCTURE PS 25111 


85025 COMPLETE CBC W/AUTO DIFF WBC ER 21427 


83036 GLYCOSYLATED HEMOGLOBIN TEST PS 20900 


82962 GLUCOSE BLOOD TEST PS 20585 


0250 NULL – G0270 = MD INR test revie inter mgmt.? ER 19908 


99284 EMERGENCY DEPT VISIT ES 19073 


99223 INITIAL HOSPITAL CARE IS 18040 


99283 EMERGENCY DEPT VISIT ER 15792 


99283 EMERGENCY DEPT VISIT ES 15447 
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PxShort Description Service 
Place 


Total 
Procedures 


99284 EMERGENCY DEPT VISIT ER 15111 


80053 COMPREHEN METABOLIC PANEL ER 14836 


93010 ELECTROCARDIOGRAM REPORT ES 14303 


85025 COMPLETE CBC W/AUTO DIFF WBC OD 11241 


80053 COMPREHEN METABOLIC PANEL OD 11229 


36415 ROUTINE VENIPUNCTURE SS 10710 


71010 CHEST X-RAY 1 VIEW FRONTAL IS 10639 


 


Table 4:  Non-Prior Auth Procedures with an Increasing Frequency from 2010 to 2012 


Description Total 
Px 


2010 


Total 
Px 


2012 


Avg 
Paid 
2010 


Avg 
Paid 
2012 


Sum Paid 
2010 


Sum Paid 
2012 


Increase 
Freq 


Percent 


Increase 
Cost 


Percent 


DIAB SHOE FOR 
DENSITY INSERT 


1 205 $0 $77 $0 $15,846 20400 158464500 


CYTOPATH C/V 
AUTO IN FLUID 


3 579 $0 $25 $0 $14,347 19200 143473300 


FLU VACCINE NO 
PRESERV 3 & > 


7 1014 $1 $7 $10 $6,702 14386 67532 


ADMIN 
PNEUMOCOCCAL 
VACCINE 


2 220 $0 $0 $0 $18 10900 183900 


ADMIN INFLUENZA 
VIRUS VAC 


13 520 $0 $0 $5 $110 3900 2104 


HOCM 350-
399MG/ML 
IODINE,1ML 


7 209 $0 $5 $0 $1,010 2886 10097900 


HOT OR COLD 
PACKS THERAPY 


122 2918 $5 $2 $653 $4,634 2292 610 


0762 (E0762 - 


TRANSCUTANEOUS 
ELECTRICAL JOINT 
STIMULATION 
DEVICE SYSTEM, 
INCLUDES ALL 
ACCESSORIES) 


250 2303 $160 $153 $40,112 $352,320 821 778 


COMPLETE CBC 
AUTOMATED 


301 2362 $6 $11 $1,698 $25,094 685 1378 


762 88 622 $233 $167 $20,531 $104,024 607 407 
RX CERTIFIED EHR 116 786 $0 $0 $1 $9 578 1271 


ECG MONIT/REPRT 
UP TO 48 HRS 


47 308 $73 $63 $3,423 $19,394 555 467 
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Description Total 
Px 


2010 


Total 
Px 


2012 


Avg 
Paid 
2010 


Avg 
Paid 
2012 


Sum Paid 
2010 


Sum Paid 
2012 


Increase 
Freq 


Percent 


Increase 
Cost 


Percent 


DRUGS 
UNCLASSIFIED 
INJECTION 


98 616 $0 $0 $2 $0 529 0 


INJECTION, 
BUPIVICAINE 
HYDRO 


62 292 $1 $0 $71 $38 371 0 


FILGRASTIM 480 
MCG INJECTION 


68 283 $577 $395 $39,228 $111,729 316 185 


ELEC STIM OTHER 
THAN WOUND 


1307 4742 $9 $7 $11,161 $33,017 263 196 


MEASURE BLOOD 
OXYGEN LEVEL 


732 2534 $1 $0 $462 $136 246 0 


INFLUENZA A/B AG 
EIA 


82 258 $18 $15 $1,469 $3,953 215 169 


IRRIG DRUG 
DELIVERY DEVICE 


156 465 $9 $6 $1,428 $2,684 198 88 


LOCM 200-
299MG/ML 
IODINE,1ML 


69 201 $5 $0 $317 $86 191 0 


WHIRLPOOL 
THERAPY 


129 337 $8 $11 $1,040 $3,838 161 269 


X-RAY EXAM L-S 
SPINE BENDING 


152 373 $43 $38 $6,589 $14,202 145 116 


DAPTOMYCIN 
INJECTION 


195 475 $520 $209 $101,442 $99,301 144 0 


3 CC STERILE 
SYRINGE&NEEDLE 


98 216 $0 $0 $0 $0 120 0 


0259 (G0259 : 


Injection procedure 
for sacroiliac joint; 
arthrograpy) 


1892 4170 $6 $10 $12,009 $42,059 120 250 


SET RADIATION 
THERAPY FIELD 


177 371 $45 $115 $7,882 $42,566 110 440 


INSULIN INJECTION 237 480 $0 $15 $98 $7,023 103 7060 


 


 







Savings Summary State of Nevada PEBP
Date: 1/1/2013 - 12/31/2013


Category Goal Type Average  Cost Savings


Long Term $7,441.50 $230,686.50


Short Term $7,441.50 $915,304.50


$1,145,991.00


Long Term $2,000.00 $4,000.00


Short Term $2,000.00 $4,000.00


$8,000.00


Long Term $8,832.00 $264,960.00


Short Term $8,832.00 $1,678,080.00


$1,943,040.00


Long Term $2,000.00 $2,000.00


Short Term $2,000.00 $16,000.00


$18,000.00


$3,115,031.00


Treatment Compliance 1


8


9


387


Cost estimates source:


Average medical cost of infection:


http://www.infectioncontroltoday.com/articles/2011/02/making-the-business-case-for-infection-prevention.aspx


Average cost of noncompliance:


http://alignmap.com/noncompliance-fact-fiction/costs/


Healthy Lifestyle:


http://www.servicefoods.com/our-health-experts/other-articles/the-enormous-cost-of-not-living-a-healthy-lifestyle


Medication Compliance 2


2


4


Risk For Infection 30


190


220


Savings


# Goals Met


Healthy Lifestyle 31


123


154
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Last 12 Months M


e


Benchmark Provider 


Name


[#] New Cases


Denial Reason [#] Services % Services


REG MED CTR


Service Snapshot State of NV PEBP


Inpatient Utilization Statistics Top 10 Submitting Providers


Average LOS  3.93 HOSPITAL CENTER                      5,569 


MEDICAL UNIV HOSP AUTH                      4,823 


Admits per 1000  56.66 CENTER HOSPITAL                      2,089 


                     1,745 
Days per 1000  222.46 


MED CENTER                      1,741 


HEALTHCARE SYSTEM                      1,354 


REGIONAL HEALTHCARE                      1,174 


REGIONAL MEDICAL CEN                      1,168 Denial Rate


HOSPITAL SYSTEM                      1,167 


STATE FACILITY                      1,161 


Review Submission Method


Top 3 Denial Reasons


Not medically necessary                3,579 43.2%


Administrative Denial                2,471 29.8%


Benefit Exhausted                2,242 27.0%







# CNCNT 


RQST


# COMP 


RQST


# New 


SVC


# SVC 


PROCD


# SVC 


APRVD


# SVC 


Denied


% 


Denied


# SVC  


Voided


# SVC 


Pended


423 1,599 1,787 1,749 1,604 21 1.2% 124 2


38 25,295 31,675 31,753 23,123 2,170 6.8% 6,425 107


461 26,894 33,462 33,502 24,727 2,191 6.5% 6,549 109


122 3,578 7,994 8,229 5,753 1,017 12.4% 1,454 52


31 171 371 393 218 57 18.1% 104 0


61 1,359 3,885 4,105 3,558 295 7.2% 252 13


1 0 0 0 0 0 0 0


32 149 232 220 180 16 7.3% 24 12


162 6,851 14,404 14,506 10,062 2,678 18.5% 1,766 57


0 72 189 201 149 24 11.9% 26 0


3 609 1,019 1,030 580 79 7.7% 371 8


1,117 6,001 22,696 22,817 14,817 684 13.7% 4,853 23


1,529 18,790 50,790 51,501 35,317 4,850 14.2% 8,850 165


1,990 45,684 84,252 85,003 60,044 7,041 11.2% 15,399 274


Operational Productivity 


Report Description


Counts of New, Open, and Completed Cases by service Type


Report Field
 Field Description


Service Type The type or kind of service a case is submitted for. Example,  DME, Inpatient …etc


Service Category Medical category for the service type. Permitted values: Inpatient, Outpatient and Waiver.


# New Cases The total number of cases submitted within The Reporting Timeframe.  Date parameter uses Case Submit Date.


# New RQST The total number of reviews submitted within The Reporting Timeframe.  Date parameter uses Request Submit Date.


# CNCNT RQST The total number of concurrent requests submitted within The Reporting Timeframe.  Date parameter uses Request Submit Date.


# COMP RQST Total number of reviews that have request procedures approved or denied within The Reporting Timeframe.  Date parameter uses Procedure Certified Date.


# New Services Total number of request procedures submitted within The Reporting Timeframe.  Date parameter uses Procedure Submit Date.


# Services Processed Total number of request procedures approved, denied, rejected and voided within The Reporting Timeframe.  Date parameter uses Procedure Certified Date.


Services Approved Total number of request procedures certified as approved within The Reporting Timeframe.  Date parameter uses Procedure Certified Date.


Services Denied Total number of request procedures certified as denied within The Reporting Timeframe.  Date parameter uses Procedure Certified Date.


Services Partially Denied Total number of request procedures that are certified as approved where the # units requested is greater than the # units approved within The Reporting Timeframe. 


% Denied ( (# Services Denied + # Services Partially Denied )/ # Services Processed )*100%


Services Rejected Total number of rejected request procedures within The Reporting Timeframe.  Date parameter uses Procedure Submit Date.


Services Voided Total number of voided request procedures within The Reporting Timeframe.  Date parameter uses Procedure Submit Date.


Services Pended Total number of pended request procedures within The Reporting Timeframe.  Date parameter uses Procedure Submit Date.


Cases Pended Total count of unique cases pended within The Reporting Timeframe. Includes retrospective reviews.


Report Parameter
 Parameter Description


Select Plan Health Plan for this contract (Type: Required)


Requesting Provider Name Can be used to filter the report for specific service requesting provider (Type: Optional)


Service Type The type or kind of service a case is submitted for. Example: DME, Inpatient …etc (Type: Required)


Auth Reason Reason authorization decision was based. Example, Not Medically Necessary, Non-Covered Service…etc (Type: Required)


Request Type Type of review. Example, concurrent, retro...etc (Type: Required)


Start Date & End Date The Reporting Timeframe -  Date parameter of from and thru dates.


Operational Intelligence


Operational Activity State of NV PEBP
1/1/2013 - 12/31/2013


Service Category Service Type Name # New 


Cases


# New 


RQST


# SVC 


Partially 


Denied


# SVC 


Rejected


# Cases 


Pended-
(Cumulative)


Inpatient


CSA Residential Treatment 1,334 1,757 0 0


Category Total 30,547 31,013 1


2


Inpatient 29,213 29,256 1 11 107


11 109


Outpatient


DME 3,580 3,794 1 4 49


Home Health 199 232 14 0 0


Hospice 1,351 1,420 0 0 13


ICF/MR LOC 531 531 0 0 0


Medical Services 153 185 0 0 12


Mental Health Counseling 7,235 7,419 0 0 57


Organ Transplant 77 79 0 2 0


Surgical Justification 785 810 0 0 8


Therapies (PT, OT, ST) 6,133 7,311 2,443 19 23


Category Total 20,044 21,781 2,458 25 162


271Total 50,591 52,794 2,459 36







# Cases # Cases Denied


                    20,027                       1,822 


                      1,541                             19 


                    18,486                       1,803 


                    39,550                       4,643 


                      6,446                           976 


                          263                             50 


                      3,617                           285 


                          189                             16 


                    11,446                       2,667 


                          173                             24 


                          587                             71 


                    16,829                           554 


Totals 59,577                6,465                  53,112  0.94


TIMELINESS BY SERVICE TYPE


Report Description


Summarizes case processing turnaround time by service type


Report Field
 Field Description


Service Type The type or kind of service a case is submitted for. Example,  DME, Inpatient …etc


Service Category Medical category for the service type. Permitted values: Inpatient, Outpatient and Waiver.


# Cases Total number of procedures certified within the reporting timeframe


# Cases Denied Total number of procedures certified as denied 


# Cases Approved Total number of procedures certified as approved


Average TAT Total Turnaround Time/ Total number of procedures submitted within the reporting timeframe.


Report Parameter
 Parameter Description


Select Plan Health Plan for this contract (Type: Required)


Date From & Date Thru Date procedure was submitted (Type: Required).


Service Category Service Type # Cases Approved Average TAT*


Inpatient                          18,205 


CSA Residential Treatment                            1,522 0.95


Inpatient                          16,683 0.98


Outpatient                          34,907 


DME                            5,470 1.20


0.95


Home Health                               213 0.70


Hospice                            3,332 1.10


Operational Intelligence


Timeliness By Service Type NV PEBP


Surgical Justification                               516 0.80


Medical Services                               173 0.89


Mental Health Counseling


Therapies (PT, OT, ST)                          16,275 0.78


Organ Transplant                               149 1.50


                           8,779 







Number of Cases  # Denied Days/Units


2,191 2,792


2,781 101,156


1 1


884 57,506


5,857 161,455


Savings Summary - Utilization Management State of NV PEBP


1/1/2013 - 12/31/2013


Saving Type Savings


Inpatient Days Denied $2,104,260


Total Medical Management Impact $8,738,803


Outpatient Units Denied $4,866,497


Inpatient Days Agreed Reductions $900


Outpatient Agreed Reductions $1,767,145







Ranking Diagnosis Description Total Cases Total Requests Total Services


1 Other Unknown And Unspecified Cause Of Morbidity Or Mortality                 8,518                   8,656                  8,674 


2 Pneumonia Organism Unspecified                    576                      578                     586 


3 Unspecified Chest Pain                    417                      424                     427 


4 Abdominal Pain Unspecified Site                    383                      387                     395 


5 Fever Unspecified                    342                      349                     352 


6 Depressive Disorder Not Elsewhere Classified                    339                      378                     384 


7 Congestive Heart Failure Unspecified                    309                      313                     318 


8 Unspecified Episodic Mood Disorder                    284                      330                     336 


9 Altered Mental Status                    266                      275                     277 


10 Acute Respiratory Failure                    258                      259                     263 


11 Urinary Tract Infection Site Not Specified                    256                      264                     266 


12 Sepsis                    255                      261                     262 


13 Other Convulsions                    249                      256                     275 


14 Dehydration                    234                      239                     240 


15 Shortness Of Breath                    233                      238                     239 


16 Acute Pancreatitis                    224                      228                     234 


17 Acute Kidney Failure Unspecified                    194                      198                     199 


18 Chronic Airway Obstruction Not Elsewhere Classified                    187                      191                     193 


19 Cellulitis And Abscess Of Unspecified Sites                    184                      188                     188 


20 Respiratory Abnormality Other                    175                      177                     179 


21 Unspecified Psychosis                    171                      178                     178 


22 Obstructive Chronic Bronchitis With (Acute) Exacerbation                    167                      171                     171 


23 Cerebral Artery Occlusion Unspecified With Cerebral Infarction                    164                      169                     170 


24 Hemorrhage Of Gastrointestinal Tract Unspecified                    159                      161                     162 


25 Oppositional Defiant Disorder                    155                      200                     201 


              14,699                 15,068                15,169 


Top 25 Inpatient Diagnosis Codes


Report Description


List of most common primary diagnoses


Report Field
 Field Description


Ranking Ranking for most common primary diagnoses.


Code ICD 9 code of most common primary diagnoses.


Diagnosis Description Long description of most common primary diagnoses.


Total Cases The total number of cases submitted within The Reporting Timeframe for the most common primary diagnoses.  


Total Requests Total count of requests for cases submitted within The Reporting Timeframe for the most common primary diagnoses.  


Total Services Total number of procedures for cases submitted within The Reporting Timeframe for the most common primary diagnoses.   


Report Parameter
 Parameter Description
Select Plan Health Plan for this contract (Type: Required)


Date From The Reporting Timeframe -  Date parameter of from and thru dates.(Type: Required).


Service Category Medical category (Type: Required). Permitted values: Inpatient, Outpatient


Utilization Management


Utilization by Diagnosis State of NV PEBP


1/1/2013 - 12/31/2013


Diagnosis 


799.9


486


786.50


789.00


780.60


311


428.0


296.90


780.97


518.81


599.0


995.91


780.39


276.51


786.05


577.0


584.9


496


682.9


786.09


298.9


491.21


434.91


578.9


313.81







Ranking Procedure Description Total Cases Total Requests Total Services


1 Therapeutic procedure, 1 or more areas, each 15 minutes; therapeutic exercises to develop 


strength and endurance, range of motion and flexibility


               3,124                         3,824                         4,354 


2 Psychotherapy, 45 minutes with patient and/or family member                2,662                         2,692                         2,899 


3 Physical therapy evaluation                2,651                         2,730                         2,818 


4 Comprehensive multidisciplinary evaluation Not payable by Medicare                2,517                         2,527                         2,559 


5 Therapeutic activities, direct (one-on-one) patient contact (use of dynamic activities to 


improve functional performance), each 15 minutes


               1,720                         2,242                         2,542 


6 Family psychotherapy (conjoint psychotherapy) (with patient present)                2,148                         2,169                         2,539 


7 Psychotherapy, 60 minutes with patient and/or family member                1,766                         1,784                         2,077 


8 Manual therapy techniques (eg, mobilization/ manipulation, manual lymphatic drainage, 


manual traction), 1 or more regions, each 15 minutes


               1,444                         1,753                         1,946 


9 Therapeutic procedure, 1 or more areas, each 15 minutes; neuromuscular reeducation of 


movement, balance, coordination, kinesthetic sense, posture, and/or proprioception for 


sitting and/or standing activities


                  942                         1,209                         1,364 


10 Wheelchair component or accessory, not otherwise specified Carrier judgment                   684                            690                         1,282 


11 Psychosocial rehabilitation services, per 15 minutes Not payable by Medicare                   593                            614                         1,219 


12 Treatment of speech, language, voice, communication, and/or auditory processing disorder; 


individual


                  791                         1,029                         1,215 


13 Hospice care, in the home, per diemNot payable by Medicare                1,161                         1,200                         1,202 


14 Respite care, in the home, per diemNot payable by Medicare                1,143                         1,179                         1,184 


15 Nursing care, in the home; by registered nurse, per hour (use for general nursing care only, 


not to be used when CPT codes 99500-99602 can be used)Not payable by Medicare


               1,135                         1,169                         1,172 


16 NOC for enteral supplies Special coverage instructions apply                   779                            785                         1,131 


17 Therapeutic procedure, 1 or more areas, each 15 minutes; gait training (includes stair 


climbing)


                  760                            942                         1,032 


18 Self-care/home management training (eg, activities of daily living (ADL) and compensatory 


training, meal preparation, safety procedures, and instructions in use of assistive technology 


devices/adaptive equipment) direct one-on-one contact, each 15 minutes


                  641                            786                            923 


19 Physical therapy re-evaluation                   666                            798                            863 


20 Application of a modality to 1 or more areas; electrical stimulation (manual), each 15 


minutes


                  641                            775                            847 


21 Family psychotherapy (without the patient present)                   671                            678                            829 


22 Application of a modality to 1 or more areas; ultrasound, each 15 minutes                   639                            752                            816 


23 Occupational therapy evaluation                   576                            597                            613 


24 Durable medical equipment, miscellaneous Carrier judgment                   315                            316                            589 


25 Psychotherapy, 30 minutes with patient and/or family member                   441                            443                            517 


             30,610                       33,683                       38,532 


Top 25 Outpatient Procedure Codes


Report Description
List of most common procedures 


Report Field
 Field Description
Ranking Ranking for most common services.


Code Procedure code of most common services.


Procedure Desc Long description of most common services.


Total Cases Total count of cases submitted within The Reporting Timeframe for the most common services. 


Total Requests Total count of requests for cases submitted within The Reporting Timeframe for the most common services. 


Total Services Total number of procedures for cases submitted within The Reporting Timeframe for the most common services. 


Report Parameter
 Parameter Description
Select Plan Health Plan for this contract (Type: Required)


Date From The Reporting Timeframe -  Date parameter of from and thru dates. (Type: Required).


Service Category Medical category (Type: Required). Permitted values: Inpatient, Outpatient


90846


97035


97003


E1399


90832


S9123


B9998


97116


97535


97002


97032


97112


K0108


H2017


92507


S9126


S9125


97001


H2000


97530


90847


90837


97140


Utilization Management


Utilization by Procedure State of NV PEBP


1/1/2013 - 12/31/2013


Procedure 


97110


90834
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EXECUTIVE SUMMARY 
 
 
 
 
 
 
 
 
 
KEPRO is the best partner to support Nevada’s Utilization Management and Large Case 
Management Services Program. We have continuously delivered timely reviews, quality 
outcomes, case management results, data analysis, and recommendations to improve each 
clients’ programs for more than 28 years. And with this experience comes results – in 2012, 
we delivered a 16:1 return on investment (ROI) for our clients. This means that for every 
dollar invested, our customer saves $16.  
 
We will demonstrate why KEPRO is the MOST QUALIFIED and BEST CHOICE vendor to 
perform the work for Nevada’s Utilization Management and Large Case Management 
Services Program by: 
1. Demonstrating our understanding of the: 


o Challenges facing Nevada’s  
 Utilization, Quality, and Case Management Scope of Work (SOW) 
 Utilization management and large case management 
 Pre-certification of specified medical services to determine medical necessity; 
 Concurrent and retrospective review; and  
 Management reporting. 


 
o Objectives and intended results of the project  


 
2.  Proving KEPRO’s long-term success as a valuable and trusted partner 
 
3. Highlighting our offer of proven solutions that demonstrate KEPRO is the Best Qualified 


to perform the work 
 
DEMONSTRATING OUR UNDERSTANDING of PEBP GOALS 
 
KEPRO will work collaboratively to help PEBP achieve its goals for utilization and large case 
management program.  We have developed a customized approach ideally suited for PEBP 
that includes: 
• Comprehensive utilization and large case management services for all participants 
• Best practices in designing and implementing a successful program including the 


development of on-site case management program 


KEPRO is a client-focused partner, delivering results 100% of the time!! 


Our 28 years of utilization management and case management experience 
enables us to provide cost-effective results and measureable improvements, 


including a significant return on investment for our clients. 


2012 Clients’ ROI:  16:1 
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• Development and Implementation of Centers of Excellence Program 
• A partnership equally committed to high levels of customer service and promoting 


informed healthcare decisions 
• Designing and implementing the PEBP vision by making program goals our priority and 


collaborating with PEBP to develop creative alternative solutions as program needs 
change.    


 
 
Understanding the Challenges Facing Nevada Government 
 
It is more critical than ever to select the Best-Value Vendor that can efficiently and effectively 
provide timely utilization management services, deliver quality case management outcomes, 
automate the process, and serve as a partner to the Nevada Board of Public Employees’ 
Benefit Program (PEBP).   We will work with the PEBP to address the State’s unique 
environment and future challenges presented by health care reform, and to reduce unhealthy 
behaviors that significantly contribute to potentially avoidable utilization of health care 
services. 
 
Dedicated, Local Service Delivery  
KEPRO will support this contract by providing a local Nevada-based team supplemented with 
additional paraprofessionals, administrative, operations, and information technology support 
personnel based in our Orlando, Florida Office.    This also includes subject matter experts for 
both Utilization and Case Management, Quality Assurance, Customer service and program 
support. 
 
KEPRO is committed to a local service delivery model as a best practice.  Local operations and 
personnel that are passionate, focused, knowledgeable and trusted by clients are essential to 
providing holistic and proactive solutions.   
 
Local Service Delivery:  Key Staff 
Leading our comprehensive solution are two highly skilled healthcare leaders. Our proposed 
Account Manager, Ms. Chandra Tucker, RN, BSN, CCM has 25 years of senior healthcare 
management experience across all RFP spectrums.  She is an accomplished leader with a 
proven track record of effective critical thinking skills, outstanding customer relationships, 
seamless implementation management and excellent conceptual and analytic skills.  Ms. 
Tucker will be fully dedicated to the PEBP program and has direct experience with the 
Nevada population and government.   She has led QI/UR and case management programs for 
large industry players including United Healthcare, Amerigroup and Sierra Health Services.  
She is a native of Nevada.  
 
Our proposed Medical Director, Douglas Peters, MD, is board-certified in Internal Medicine, 
licensed in Nevada, and has over 25 years of clinical and medical management experience.  
He has served as the Medical Director for several healthcare companies such as St. Mary’s 
HealthPlans, Blue Cross Blue Shield of North Carolina and Cigna health care.  He is 
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experienced in serving populations with medically complex needs and is an expert in both 
Utilization and Care Management.  Dr. Peters is also a native to Nevada and is intimately 
familiar with the nuances unique to the State.  
 
Integrity 
KEPRO has been a QIO or QIO-like entity since 1985. We have both State and National 
contract experience in UM/QI /CM.  We are URAC accredited in utilization management, case 
management and disease management.  This triple accreditation demonstrates that KEPRO 
not only experienced, but successful in providing all services described in the RFP. 
 
KEPRO has served the Department of Defense’s (DoD’s) military health system and other 
agencies with politically sensitive and visible programs.  In fact, during our 28 years in 
business KEPRO has never had a breach in HIPAA compliance or confidentiality. 
 
Implementation-Commitment to Exceed Right from the Start 
The best indicator of future success is past performance. We would like PEBP to focus on our 
satisfied clients as proof of our abilities to provide a seamless transition. KEPRO has 
transitioned in & out of more than 125 contracts in just the past 5 years and knows the 
importance of coordination of all parties to ensure we please new clients. 
 
To ensure successful Implementations, KEPRO marshals both corporate and project 
resources through our Project Management Office (PMO) and a designated Implementation 
Manager.  Our proven track record of successful implementations, combined with a team of 
implementation experts and daily monitoring of transition activities ensures an effective and 
efficient startup.  
 
Reporting Capabilities-More Tools and Useful Data for Decision-Making 
 KEPRO’s proprietary medical management system, Atrezzo, is designed with a clinical focus, 
a web-enabled architecture and a rules-driven workflow engine. The flexibility inherent in the 
Atrezzo software architecture offers significant advantages which will be discussed throughout 
our response.   
 
Atrezzo provides a comprehensive set of tools to facilitate independent, impartial evaluation of 
care, and support a whole array of health care services.  Atrezzo capitalizes on more than 20 
years of successful KEPRO innovation and experience to deliver greater functionality and 
flexibility. 
 
KEPRO commits to more varied and useful data to support informed decision-making now 
and as PEBP’s needs change over the contract period. We will start with weekly dashboard 
reporting on review status and other updates, including ROI. PEBP to perform its own queries 
as often as it likes (with help-line support to do so). KEPRO thoroughly understands the 
state’s need for information quickly and often, and supports that in our bid and through our 
extensive experience. 
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Summary 
KEPRO offers vast utilization and case management experience generating the most cost 
savings for our clients.  In addition to our expertise, we also bring a long history of program 
success, innovation and efficiencies, as well as the ability to work with you as a partner and 
trusted advisor to build a stronger program by integrating other cost savings initiatives.   


 
 


INTELLIGENT VALUE…THIS IS KEPRO 
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SECTION 3 – SCOPE OF WORK     
 
3.  SCOPE OF WORK   
 


The Public Employees’ Benefits Program (PEBP) is seeking a vendor that will work in 
partnership with PEBP and other PEBP vendors to assure the continued success of the PEBP 
CDHP.  Vendors are required to duplicate the level of service presently offered to the 
participants of the PEBP CDHP.  This does not, however, preclude proposing vendors from 
presenting alternative solutions that relate to Utilization Management and Large Case 
Management services.   
 
UM services shall include, but will not be limited to, the following: 
 


 Utilization management and large case management;  
 Pre-certification of specified medical services to determine medical necessity; 
 Concurrent and retrospective review; and  
 Management reporting. 


 


PEBP oversees the administration of the CDHP medical and dental plans.  The medical plan 
requires the services of a Utilization Management (UM) vendor to provide pre-certification 
services, utilization management, large case management, and other medical management 
services for the participants of the PEBP CDHP as described in this RFP.   


 
KEPRO RESPONSE: 
 
Understanding the Department’s Utilization and Large Case Management Scope of Work 
Facing the challenges of keeping all healthcare related costs in check are critical to the 
PEBP’s ability to provide for employees healthcare and to carry out the duties outlined in this 
scope of work.  
 
We also understand and agree to maintain ready access for service providers to submit all 
utilization management and large care management requests, and that we will ensure a 
seamless implement. We will evaluate and make determinations regarding (but will not be 
limited to) pre-certification services, utilization management, large case management, and 
other medical management services described in this RFP for the participants of the PEBP 
self-funded consumer driven health plan (CDHP).  UM services shall include, but will not be 
limited to, the following: 
 Utilization management and large case management;  
 Pre-certification of specified medical services to determine medical necessity; 
 Concurrent and retrospective review; and  
 Management reporting 
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As we do for all of our customers, we will perform professional and technical services and 
other duties in accordance with, and subject to, applicable Federal and State statutes and 
regulations, and all PEBP policies and procedures.   
 
Our ability to customize solutions and adapt to the evolving healthcare marketplace, allow 
KEPRO to accommodate ongoing changes as needed throughout the contract. Changes might 
include federal and state legislation, regulation, policy changes, or even recommendations 
KEPRO makes to improve the efficiency and effectiveness of the Utilization Management and 
Large Case Management Services Program and processes.  
 
Because our systems are proprietary, we can customize to capture data required for 
comprehensive analysis and reporting to meet your specific needs.  And because our systems 
are fully automated, we can generate numerous reports, many in real time, to give clients a 
clear understanding of current utilization of medical services, trends within their populations, 
and other vital information to make necessary program improvements and contain costs. We 
will deliver our reports within the identified time frames as detailed in Sections 3.4 and 3.12, 
Management Reporting Requirements.  
 
KEPRO is known for the high quality education and training support given to our providers, 
especially during new contract implementation. Our dedication and expertise in provider 
outreach is based on our foundation of ownership by the Pennsylvania Medical Society, which 
represents 17,000 Pennsylvania physicians. We work closely with our clients and their 
provider communities to consistently deliver impressive results and improved health outcomes.  
 
To accomplish this successfully, it requires extensive interaction with PEBP leadership and 
providers to achieve high provider participation rates. We provide program materials on our 
contract-specific website to educate providers about our electronic processing system, as well 
as program policies and processes.   We will also offer web-based training seminars to educate 
providers regarding care management, utilization management, submission of prior 
authorization requests, quality of care and the use of data and analytics to improve 
performance.    
 
 


Understanding the Objectives and Intended Results of the UM and CM Project 
KEPRO understands that, given the rising costs of health care, utilization and case 
management programs must achieve the intended results.  All health care services and 
supplies must be medically appropriate and: 
 Necessary to meet the basic health needs of the client;  
 Rendered in the most cost-efficient manner and type of setting appropriate for the delivery 


of the covered service;  
 Consistent in type, frequency, duration of treatment with scientifically based guidelines of 


national medical, research, or health care coverage organizations agencies;  
 Consistent with the diagnosis of the condition;  
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 Required for means other than convenience of the client or his or her physician;  
 No more intrusive or restrictive than necessary to provide a proper balance of safety, 


effectiveness, and efficiency;  
 Of demonstrated value; and  
 No more intense level of service than can be safely provided. 


The program must also: 
 Assist members in improving their health along the care continuum by taking a more 


proactive role in managing their health and complying with prescribed treatment plans 
 Safeguard against unnecessary or inappropriate use of healthcare services and against 


excess payments; 
 Assess the quality of those services; and 
 Provide for the control of the utilization of services. 
 
Achieving the Intended Results for the Program 
As a Quality Improvement Organization, KEPRO understands the importance of designing 
processes to achieve the desired outcomes.  We also understand the importance of data 
collection and integrity to validate outcomes.  Our quality improvement program routinely 
monitors performance and makes modifications as necessary to guarantee success.    
 
  
3.1  CURRENT PLAN CENSUS  
 


The CDHP plan covers all eligible State employees, certain non-state local government 
agencies, full-time employees of the Nevada System of Higher Education, and members 
of the Nevada Senate and Assembly.  Dependents of the above-mentioned groups may 
also be covered.  Benefits are also extended to retirees who are receiving benefits from 
specified public retirement systems, their surviving spouses, and/or eligible dependent 
children. 
 


As of August 1, 2013, PEBP has approximately 42,183 plan participants who include 
active and retired individuals from the state and from several local government 
employers. Of those, 19,332 have elected the self-funded medical Consumer Driven 
Health Plan (CDHP) and dental PPO Plan; 11,146 participants have elected coverage 
from a Health Maintenance Organization (HMO) for medical benefits; and 9,761 
participants are on the Medicare Exchange for medical benefits.  Only those participants 
and their covered dependents enrolled in the CDHP are eligible for utilization 
management/large case management as defined under this contract.   
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Primary Dependents Total 


State Active             
  CDHP 14,754 13,095 27,849


Non-state Active             
  CDHP 7 6 13
State 
Retiree               
  CDHP 2,866 1,168 4,034


Non-state Retiree             
  CDHP   1,705   244   1,949


Totals 19,332 14,513 33,845
 
KEPRO RESPONSE:  
  
KEPRO understands and acknowledges that the Consumer Driven Health Plan (CDHP) 
covers all enrolled, eligible State employees (active and retired,) certain non-state local 
government agencies, full-time employees of the Nevada System of Higher Education, and 
members of the Nevada Senate and Assembly.  In addition, dependents of the above-
mentioned groups may also be covered.  Benefits are also extended to retirees who are 
receiving benefits from specified public retirement systems, their surviving spouses, and/or 
eligible dependent children. 
 
We are experienced at managing similar populations both in size and location, as well as 
larger volume participants.   
 


 


 3.2 CURRENT PEBP VENDORS    
 


 HealthSCOPE Benefits - Third Party Claims Administrator, HSA and HRA  
Administrator (CDHP), FSA Administrator, National Medical PPO Network; 


 
 Catamaran Rx - Pharmacy Benefits Manager (CDHP); 
 


 Walgreens Pharmacy and Walgreens Specialty Pharmacy – Subcontractor of 
Catamaran Rx for mail order and specialty drug services; 


 


 Extend Health - Medicare Exchange and HRA Administration for participants 
on the Exchange; 


 


 Sierra Healthcare Options and Hometown Health Providers – Nevada 
Statewide Medical PPO Network (PPO Plan); 
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 Diversified Dental Services - Dental PPO Network (HMO and CDHP); 
 


 Health Claim Auditors - Health Plan Auditor services (Excludes HMO 
vendors); 


 


 Aon Hewitt - Actuary/ Consultants; 
 


 Hometown Health Plans – Northern Nevada HMO; 
 


 Health Plan of Nevada - Southern Nevada HMO; and 
 


 Hometown Health Providers - Utilization Management, Large Case 
Management. 


 
KEPRO RESPONSE:   
 
KEPRO has great expertise with quickly establishing trusting partnerships and collaborative 
relationships with a large variety of stakeholders.  During implementation we identify the role 
of each of the PEBP vendors and work collaboratively with them to establish seamless, 
integrated processes and interfaces that allow for a seamless experience for members and 
providers.  For more detailed discussion, please see section 3.9   
 


3.3 UTILIZATION MANAGEMENT, CASE MANAGEMENT, AND PRE- 
  CERTIFICATION    
 


Please refer to PEBP’s Master Plan Document (MPD) for a complete list of services that 
require pre-certification at www.pebp.state.nv.us.  Please note that the MPD posted on the 
PEBP website is indicative of the current plan year only. 


 
KEPRO RESPONSE:   
 
KEPRO has read, understands and acknowledges all content in the PEBP Master Plan 
Document (MPD).  We understand that the services noted on the website are indicative for the 
current plan year only.   
 
For over a quarter of a century, KEPRO has provided utilization management solutions to 
public and commercial clients.  We began providing utilization management services in 1992 
and case management services in 2006.  Today, KEPRO is the leading Quality Improvement 
and Care Management organization offering outcomes-focused solutions to reduce the 
utilization of healthcare resources and optimize quality of care for our clients.  For PEBP, this 
means an experienced, proven, innovative partner who is prepared to evolve with our clients to 
meet the ever-changing needs of the healthcare marketplace. 
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Figure 1 demonstrates our prior authorization review volume experience on the next page. 


Contracts 
# of 


Years Annual Volume
Florida Medicaid 10 450,000
Virginia  Medicaid 7 375,000
Maryland Medicaid 4 175,000
Commercial Accounts 7 80,000
South Carolina Medicaid 1 74,000
Wyoming Medicaid 1 180,000
Hillsborough County, FL 7 40,000
Nevada 20,0000
New Hampshire Medicaid 1 20,000
Tenncare 6 18,000
Minnesota Medicaid 1 60,000
Total 45 1,307,000
 


 
Our case management experience is just as impressive.  Approximately 300,000 lives were 
eligible for our general or large case management programs in 2013.  With an expected 
enrollment of at least 1 percent of the population, we manage a minimum of 3,000 cases 
annually.     
  


Our experience gives us a unique insight into the needs of PEBP and your members.  We 
understand the challenges of implementing large-scale programs, and we possess the expert 
knowledge, skills, and resources to successfully fulfill the requirements of the contract.  


 
3.3.1 The plan’s current utilization management program includes the following 


services: 
 
KEPRO RESPONSE:   
 
Regardless of the review type, we apply the same basic utilization management process relative 
to submitting requests, completing medical necessity reviews, requesting additional 
information, referring to medical director review, notifying members and providers of the 
determination, and processing appeals.  For reference, our utilization management workflow 
is included in each relevant section. 
 


Figure 1. Prior Authorization Review Experience By Contract 
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The goal of Utilization Management (UM) is to maintain the quality and efficiency of health 
care delivery by caring for patients at the appropriate level of care, by coordinating health care 
benefits, ensuring the least costly but most effective treatment benefit and the presence of 
medical necessity.  And to further manage appropriate use of health care resources, UM must 
also allow for managing the member’s health across the care continuum outside of the prior 
authorization process – through large and general case management programs.  Below we 
provide a very brief example of factors considered when managing the listed services.    
 


3.3.1.1 Case management and large case management; 
 
KEPRO RESPONSE:   
 
Please reference section 3.11.1.4 (General Case Management) and section 3.11.1.5 (Large 
Case Management for a description of our case management programs and philosophy.   
 


3.3.1.2 All elective inpatient hospital admissions, including planned 
use of a hospital for a dental purpose; 


  
KEPRO RESPONSE:   
 
Reviewing elective admissions provides the opportunity to:   
 Ensure the inpatient setting is the most appropriate level of care for the planned 


services/procedures  
 Refer members to general case management for the purpose of initiating discharge 


planning activities.  As an example, prior to being hospitalized for knee or hip 
replacement, the case manager can work with the member on home modifications required 
to support the recovery process such as setting up a bed on the first level until the member 
is able to manage stairs.  


 Enrolling members in general case management to educate them on alternative treatment 
options (shared decision making) and/or on what to expect and how to prepare for pre/post 
procedure.   


 
Exception: a pregnant mother does not need to notify the UM 
company about the admission for delivery unless the stay will 
exceed 48 hours for a vaginal delivery or 96 hours for a C-
section. 


 
KEPRO RESPONSE: 
   
We understand this exception for pregnant mothers.  We do suggest educating pregnant 
mothers – and women who plan on becoming pregnant – on the benefits of self-referral to 
large case management in the event they are diagnosed as high risk.   
 







State of Nevada (Purchasing Division)
Utilization Management and Large Case Management Services


Part I A – Technical Proposal
RFP:  3084


 


Page 26 of 145 


3.3.1.3 All admissions to a skilled nursing facility or sub-acute facility; 
 
KEPRO RESPONSE:   
 
Please refer to section 3.3.1.4 below.  
 


3.3.1.4 All admissions to any hospital or rehab facility for 
rehabilitation therapy; 


 
KEPRO RESPONSE:   
 
Admissions to skilled nursing facilities, sub-acute facilities, or admissions to any inpatient 
setting for rehabilitation therapy again are an opportunity to assess for appropriate level of 
care.  It is also important to refer the member to general or large case management to review 
and monitor the plan of care to determine if it is evidence based and supports the member’s 
prognosis (recovery goals are realistic).  Review for continuation of services determines if the 
member is progressing along the care continuum and if not, may warrant a peer to peer 
discussion to determine if alternative care is more appropriate to achieve the member’s 
recovery goals.   It is important to recognize when the member has maximized their recovery – 
especially for rehabilitative therapy.  This is done through close collaboration with the 
member, the member’s physician and, in the case of rehabilitation, the member’s therapists.   
  


3.3.1.5 All organ/tissue pre-transplantation related expenses, including 
the admission for transplantation services; 


 
KEPRO RESPONSE:   
 
Once the transplant has been certified as medically necessary, the member is managed in 
large case management until such time they are seamlessly transitioned to the Center of 
Excellence case manager.  Depending on the member’s status, we may resume oversight and 
support once discharged from COE.   
 We educate the member and family on the pre/post transplant care,  
 Identify and address any barriers to treatment plan compliance,  
 Facilitate a self management plan (both pre/post transplant) 
 Support the member in remaining transplant eligible 
 Monitor pre-transplant and post-transplant related expenses and determine which services 


are included in the COE contract 
 Assist member/family with post op care coordination and/or referrals to community 


support resources 
 
Please refer to section 3.11.1.8 and 3.11.1.9 for information on how we collaborate with COE 
networks.   
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3.3.1.6 Foot surgeries such as bunionectomy, correction of hammer 
toes, or corrective procedures on metatarsals, phalanges (toes), 
metatarsophalangeal joint, and interphalanageal joint; 


 
KEPRO RESPONSE:   
 
Once the surgery has been certified as medically necessary, the member is referred to general 
case management to coordinate post-op DME requirements and assist the member with 
preparing the home to accommodate temporary limitations.   


 
3.3.1.7 Carpal tunnel surgery; 


 
KEPRO RESPONSE:   
 
Because of the potential complications, lingering side effects, and possibility of a second 
surgery in the near future, it is important to ensure all credible, non-invasive therapies are 
tried before resorting to this surgery.    
 


3.3.1.8 Genetic testing and/ or counseling for, but not limited to 
amniocentesis, chorionic villus sampling (CVS), 
alphafetoprotein (AFP), BRCA1 and BRCA2, and apo E; 


  
KEPRO RESPONSE:   
 
A genetic counselor can provide information about the pros and cons of testing; genetic 
testing results may help a person make life decisions such as family planning.  Member’s and 
their family may benefit from psychosocial support and counseling based on testing results so 
a referral to general case management may be in order – especially if test results indicate 
probable issues and the family opts to continue with a pregnancy.     
 


3.3.1.9 Weight-loss surgery; 
 
KEPRO RESPONSE:   
 
Member’s approved for weight-loss surgery are referred to general case management to 
ensure the member and their family understand that the surgery alone will not guarantee long 
term weight loss.  Members should understand the post-op care and what to expect during 
their recovery period.  Members are educated on the need to follow special diets, adapt 
different eating habits, take food supplements the rest of their life, and see their physician on a 
regular basis.   
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3.3.1.10 All spinal surgeries, inpatient or outpatient, to include but not 
limited to laminotomy, discectomy, stereotaxis and 
neurostimulators; 


 
KEPRO RESPONSE:   
 
Studies show it's difficult to accurately predict who will benefit from back surgery and who 
won't. For this reason, and because most back pain improves with time, non-surgical 
treatments like physical therapy should be tried before back surgery is considered. Medical 
necessity review will determine if non-surgical treatments were tried and to what level of 
success.  A general case management referral may or may not be necessary (depending on 
type of surgery and expected recovery) to coordinate post op care and support services. 
 


3.3.1.11 Dialysis- Inpatient and Outpatient; 
 
KEPRO RESPONSE:   
 
Large case management interventions include monitoring the member’s compliance and, 
depending on the member’s prognosis, coordinating with the member and member’s physician 
on transplant options and/or end of life considerations. 
 


3.3.1.12 Cardiac Pace Makers; 
 
KEPRO RESPONSE:   
 
Medical necessity review first determines if the Pace Maker is to be temporary or permanent.  
If temporary, the member is normally hospitalized while the temporary device is in place; 
expected length of stay is evaluated for medical necessity.  If permanent, the member is 
referred to general case management to verify their understanding special precautions  
And the importance of having the device checked regularly. 
    
 


3.3.1.13 Illnesses requiring chemotherapy; 
 
KEPRO RESPONSE:   
 
Medical necessity review for chemotherapy should be done in conjunction with a review of the 
complete treatment plan – to include surgeries and radiation therapy – to ensure that the plan 
is consistent with evidenced based practice guidelines.   Members on chemotherapy are always 
referred to large case management where interventions include (but are not limited to): 
 Determining if the chemotherapy agents are available at lower cost (directly from the PBM 


rather than purchased from the oncologist) 
 Verifying that the member and family understand the prognosis 







State of Nevada (Purchasing Division)
Utilization Management and Large Case Management Services


Part I A – Technical Proposal
RFP:  3084


 


Page 29 of 145 


 Assisting the member with treatment plan compliance (to reduce complications and 
avoidable use of health care resources) 


 Providing psychosocial support to the member and family; may include referral to 
behavioral  health and/or community support groups 


 Facilitating end of life discussions (prognosis dependent) 
 


3.3.1.14 Any procedure that might be deemed to be experimental and/or 
investigational; and 


 
KEPRO RESPONSE:   
 
Experimental and/or investigational procedures are seldom deemed to be medically necessary 
nor covered under the benefit plan.  In rare instances though, procedures still listed as 
experimental or investigational have become “evidenced based” practice for certain 
conditions.  In such instances, requests are forwarded to the medical director and/or one of 
our specialty consultants to determine medical necessity.  Depending on plan language, 
coordination with the benefit plan advisors may be required prior to authorizing services in 
these rare instances.   
 


3.3.1.15 Durable medical equipment when the cost is expected to 
exceed $1,000.00. 


 
KEPRO RESPONSE:   
 
A number of factors are considered as part of the medical necessity review process or as 
general case management interventions (depending on the DME).  They include, but are not 
limited to:    
 Cost effectiveness of authorizing rental versus purchase  
 Length of time the member will need the DME 
 (Depending on the DME and length of time it will be used ) Whether maintenance is 


included in the price 
 Who is responsible for repair should it malfunction 
 Whether the member has this particular DME already and if so, is it in safe working 


condition 
 Does the member need educated on safe use 
 
3.4 MANAGEMENT REPORTING  
 


3.4.1 The UM vendor must provide management reports in a form and content 
approved by PEBP.  These reports will be provided at PEBP’s request in a hard 
copy and/or electronic media format to PEBP and PEBP’s actuary/consultant 
when requested.  PEBP is looking to its vendors to propose reporting that could 
best meet the needs of the State and the program. 
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KEPRO RESPONSE: 
 
KEPRO will provide management reports in either hard copy and/or electronic media in a 
mutually agreed upon schedule.  KEPRO understands that well designed management reports 
will often turn up more questions than answers that then serve as ideas for future 
investigation and ad hoc reports.  Our reports help to further inform our clients and enable 
them to consider potential policy and benefit design decisions.  Understanding that analytic 
work and the development of additional areas to drill into is as much about the journey as it is 
the destination.  Our approach to management reporting is to take clients across the analytic 
spectrum from data to knowledge, and ultimately action as described in an example below in 
figure 2. 
 
Figure 2. 


 
 
For over 28 years KEPRO has utilized a comprehensive toolkit of analytic techniques to 
provide management reports that range from classic statistical methods to the newest in 
technological modeling and algorithms to answer a variety of health utilization and quality 
improvement questions.  KEPRO understands that the research question is the foundation of 
any statistical analysis that supports care management activities and our analytic team is 
comprised of Masters level specialists from all disciplines of health service research including 
epidemiology, bio-statistics, informaticians, and medical directors.   
 
Our management reports have included dozens of successful deep-dive analyses that often 
requires the merging of disparate databases or sources of information including inpatient and 
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outpatient medical claims, pharmacy data, audits of patient medical records, and many 
publicly available sources.  These studies have investigated topics such as:  
 Drivers of 30 day hospital readmissions 
 Ventilator-associated pneumonia 
 Lower back pain treatment and outcomes 
 Predictors of maternal-fetal risk 
 Evaluation of patients presenting with new chest pain to assess adherence to best practice 


guidelines in determining hospitalization or outpatient monitoring.  
 
All of our management reports are driven by evidence-based insights and are compiled using 
the same rigor and scrutiny that is found the peer reviewed medical literature.   
 
KEPRO accomplishes this high level of analytics by staffing its Health Intelligence team with 
professionals with many years of experience and training in healthcare delivery analysis.  The 
Health Intelligence team is responsible for Management Reports and is overseen by Ms. 
Meghan Harris.  Meghan is the chief operating officer for KEPRO and brings nearly 15 years 
of experience in the health services research field, with expertise in biostatistics, experimental 
design, sampling, regression, health outcomes, and savings calculations.  Meghan earned her 
Bachelor of Science degree in Mathematics from Malone College in Canton, Ohio; and her 
Master of Science degree in Statistics from the University of Akron. She’s a member of the 
Cleveland Chapter of American Statistical Association, the American Society for Quality, and 
the American Health Quality Association. With oversight of both the operations and analytics 
teams Meghan ensures that information flows freely between both groups and the 
collaboration from centralized operations and analytics functions provides the operations 
team access to valuable information. 
 
The day to day activities of KEPRO’s Health Intelligence team is led by Mr. Benjamin 
Novinger, Director of Health Services Research.  Ben has more than 15 years of experience in 
health technology for health plans and care management organizations, and has exceptional 
ability to combine proprietary and publicly available data with statistical methods and the 
latest in information technology advances to identify opportunities for improvement in clinical 
outcomes.  Ben received his Bachelor of Arts degree in Business Administration, with an 
economics concentration from Catawba College in Salisbury, North Carolina. He received his 
Masters of Science degree in Public Health Science from Penn State University where he was 
the recipient of the Mark J. Young Award for Outstanding Scholarship. Ben received the 
Managed Healthcare Professional Designation from the Health Insurance Association of 
America.  Ben has also been published in the medical literature, specifically for this work in 
predictive analytics.  His publications can be seen in the Journal of Population Health 
Management and the American Journal of Managed Care.   
 
 


3.4.2 UM vendor must provide access to the UM vendor’s web-based reporting tools to 
assigned PEBP staff.   
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KEPRO RESPONSE:  
 
KEPRO offers clients an extensive number of comprehensive, online, real-time reports 
presented in a reader-friendly format with multiple parameter/filter capabilities. Clients can 
conduct queries on numerous fields to monitor additional areas or gain additional insights. 
KEPRO’s reports are designed to help clients with improved decision-making and initiate 
improvements in quality of care, health care delivery, and cost savings.  
 


3.4.3 The UM vendor must also have the capability to provide ad hoc reports at PEBP’s 
request at no additional cost.  Proposing vendors should include sample copies of 
reports as an attachment to their proposals. 


 
KEPRO RESPONSE:  
 
KEPRO agrees to work with the PEBP to modify data elements of report formats as requested.  We 
recognize that reporting of data is important to: 
 Continuously monitor quality of data sets, including reliability and validity of all data 
 Identify patterns and trends within data sets that may indicate actionable responses 
 Validate that KEPRO is meeting contractual requirements related to abstracting activity. 
 
KEPRO has the capability to accommodate multiple file formats if at any time to provide the 
underlying data to support a report.  KEPRO’s reports are built using multiple point-and-click 
options for selecting parameters and are easily modified to help answer any ad hoc questions 
from PEBP.   
 
Sample reports are included in Attachment 4. 
 
3.5 VENDOR STAFFING   
 


The UM vendor must maintain sufficient staff to meet the needs of PEBP and PEBP 
participants, including but not limited to the following: 


 
3.5.1 An account manager, whose primary responsibility is PEBP; 


 
3.5.2 Registered nurses, whose primary responsibility is PEBP; and   


 
3.5.3 Technicians whose primary responsibility is to assist PEBP staff, PEBP 


participants, and PEBP providers with answers to questions.   
 


3.5.4 Nursing licensure requirements may be required in all 50 states.  Vendors are 
encouraged to review current licensing capabilities and compare them with the 
requirements in the State of Nevada www.nursingboard.state.nv.us. 
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KEPRO RESPONSE:   
 
 


 


 
 


KEPRO Staffing Plan 
Our 28 years of health care management experience offers the Department well-established 
and proven corporate recruiting, credentialing, and retention capabilities. This experience has 
resulted in KEPRO’s ability to maintain a 90% employee retention rate.  
 
KEPRO develops a staffing plan for each contract that is customer-focused and community-
integrated. We account for back-up personnel, support a sufficient number of supervisors, and 
use professional staff whose qualifications are appropriately matched. Our process mitigates 
PEBP’s risk of our non-performance, or lower level of performance caused by an inadequate 
number of staff, inadequate supervision, and/or insufficient skill or experience levels. 
 
KEPRO’s personnel plan has three objectives: 
 Recruit and hire knowledgeable staff with experience that is relevant to the work required 


under the contract, and provide them with appropriate tools and training 
 Structure the organization in a way that supports communication and integration across 


contract responsibilities, but makes lines of authority clear to PEBP, all management and 
staff 


 Monitor the performance of staff at multiple levels on an ongoing basis to ensure customer 
satisfaction. 
 


To provide the most effective and efficient contract administration, KEPRO clearly delineates 
its staff reporting structures as shown in figure 3 our Organizational Chart below.   
Experience has shown that clearly defined lines of authority greatly enhance employee 
performance, efficient operations and increased customer and other stakeholder satisfaction. 
 
A hallmark of KEPRO’s plan is the achievement of flexible staffing levels made possible 
through judicious use of well-trained part-time (PRN) nurses and telecommuting staff. In an 
emergency situation or to accomplish special projects directed by PEBP, KEPRO is able to call 
on staff from all our office locations across the country. And we have also proven our ability 
to quickly train and bring online temporary staff when requested – both licensed and support 
staff, as appropriate to the need. 
 
 
 
 
 
 


KEPRO has been ranked in the top 100 best places to work.  
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Figure 3. Organizational Chart 
 
 


 
KEPRO Guarantees to Maintain the Adequate Staffing Levels 
KEPRO is aware of the serious nature regarding the maintenance of proper staffing levels for 
superior customer service, high quality of work, and maintaining positive and productive 
relationships with the providers.  We guarantee to maintain adequate staffing levels for the 
PEBP contract.  
 
Key Staff-Qualifications and Roles 
For this opportunity, KEPRO proposes the expertise and time of two high level managers who 
offer rich experience, expertise and leadership with the many facets of Utilization and Large 
Care Management including but not limited to those cited in the requirements. The 
qualifications of these crucial project staff and the proposed staffing plan as depicted in our 
Staffing Matrix (figure 7) demonstrate our acuity and capacity for all tasks to be performed 
under this contract.  
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KEPRO has 100% of the leadership team in place.   
We are poised and ready to go! 


 
 
 
 
KEPRO has identified the following key management team members:    
 Julie Wright, Project Implementation Manager 
 Chandra Tucker, Account Manager 
 Douglas Peters, Medical Director 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 


 
 
 
 
 
 
 


Julie Wright, BA, MBA  
Project Implementation Manager-*key personnel 
 
Julie Wright is a proven, leader with more than 15 years experience the health care arena.  Her 
hard work, dedication and drive made her one of KEPRO’s “best of the best”. With a solid track 
record of consistently meeting and exceeding corporate goals, objectives, and deliverables we are 
proud to present Ms. Wright as the project implementation manager.  Her ability to identify 
problems through root cause analysis and take appropriate actions to resolve issues stems from 
her background as our corporate Compliance officer.  She is an expert in a number of Medicaid 
contracting activities, as demonstrated by the following experience: 
 Over 13 years Account Management experience in health care services for Federal, State, 


County, and private sector clients 
  Successful project implementation and management of more than 7 major Medicaid 


UM/CM contracts 
 Over 5 years of Government contracting experience, including ensuring overall contract 


compliance, licensure and maintaining specialty certifications.


Chandra Tucker, RN, BS, MS, CCM 
Account Manager- * key personnel 
 
Ms. Chandra Tucker, RN, BSN, CCM has 25 years of senior healthcare management experience 
across all RFP spectrums.  She is an accomplished leader in field of both utilization and case 
management.  She has a proven track record of effective critical thinking skills, outstanding 
customer relationships, seamless implementation management and excellent conceptual and 
analytic skills.  Ms. Tucker will be fully dedicated to the PEBP program and has direct experience 
with the Nevada population and government.   She has led QI/UR and case management programs 
for large industry players including United Healthcare, Amerigroup and Sierra Health Services.  
She is a native of Nevada and is soon to complete her Master’s Degree. She is an expert in a 
number of related contracting activities, as demonstrated by the following experience: 
 Over 20 years of Account Management experience in the commercial and government 


environment, both in the State of Nevada and across the nation.   
 A wealth of experience from federal, state, and commercial providers, payer and contractor 


viewpoints and currently enjoys a successful working relationship with all her clients.   
 History of successful program start-ups and implementations with similar size projects. 
 Established and respected as an effective and collaborative leader, producing measureable 


improvements for each customer she serves.  
 10 years of experience with managed care organizations and compliance with Federal state 


and local regulations and standards.
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All key staff resumes are included in Tab VIII. 
 
In addition to our key staff, we also present the following Registered Nurse team members: 
 Virginia Cavallaro, RN, BS, CCM, LNC- Over 15 years’ experience in utilization 


management and large case management.  Certified Case Manager.  Nevada native.   
 Rosalie Garcia, BSN, CCM – 22 years of professional nursing experience, with the past 10 


years specializing in utilization/case management. Nevada native 
 Kathy Kelvington, RN, BA, CCM, CCRN- Over 30 years professional nursing experience, 


with the past 15 years serving in case management. Nevada native. 
 Nicole Figles, RN, BS- over 10 years direct experience working in both utilization 


management and case management.  Nevada native.  
 
Staffing Matrix 
KEPRO presents our proposed Staffing Matrix (Figure 4) for this opportunity, including a 
description of our corporate support services. 
 
After 28 years of experience providing healthcare management solutions, we have a thorough 
understanding of the staffing needs associated with all types of programs. Many factors are 
taken into consideration when calculating our proposed FTE counts for each deliverable. 
Given the size (volume) and complexity of the scope of work, KEPRO feels confident that our 


Douglas Peters, MD 
Medical Director-*key personnel 
 
Our proposed Medical Director, Douglas Peters, MD,  is board-certified in Internal Medicine, 
licensed in Nevada, and has over 25 years of clinical and medical management experience.  He has 
served as the Medical Director for several healthcare companies such as St. Mary’s HealthPlans, 
Blue Cross Blue Shield of North Carolina and Cigna health care.  He is experienced in serving 
populations with medically complex needs and is an expert in both Utilization and Care 
Management.  Dr. Peters is also a native to Nevada and is intimately familiar with the nuances 
unique to State. He is well versed on Nevada policies and procedures, and has first-hand 
experience with the utilization management/service authorization and case management services.    
 Expertise in developing and implementing clinical policy, utilization management, case 


management guidelines, product design, and provider incentive programs that align provider 
and member incentives with the Plan’s objective of ensuring access to medically necessary and 
proven care. 


 Achieved documented health improvement for various populations and positive bottom-line 
impact for health plans and employer groups.  


 Able to work well with providers to develop and pilot innovative practice models to provide 
better and more resource efficient care to patients, including innovative reimbursement 
schemes. 


 Recognized for building good will and trust, and collaborating with providers to develop 
relationships that improve the odds for a payer trying to implement controversial or innovative 
changes in care delivery. 
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proposed staffing levels will provide the adequate coverage and supervision necessary to meet 
the contract specifications. If our estimates are incorrect and additional resources are 
required to support PEBP’s requirements, additional resources will be added without 
additional expense to PEBP.  
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Figure 4. Staffing Matrix  


Position Qualifications (including 
licensure and certification 


Roles/Duties 


Medical 
Director 
 


Board certified, unrestricted 
license to practice medicine, 
with the relevant experience and 
capability to oversee the 
contract.    
 


Monitors physician reviewer decisions to ensure appropriateness. 
Performs physician level reconsideration reviews for services that do not 
appear to meet initial criteria for coverage.  Provides clinical leadership 
in the review and update of clinical review criteria.  Shares medical 
knowledge with staff for interpretation of clinical criteria and/or other 
professional medical issues. Conducts peer-to-peer discussions with 
treating providers to validate treatment plans against evidence-based 
guidelines.  


Physician Peer  
Reviewer 


Licensed, Board-certified 
physicians with appropriate 
specialty areas  


Used on consulting basis as needed. Access to consultation with other 
appropriate physicians to carry out utilization management activities. 
Completes credentialing and training program; review selected medical 
records to address potential utilization and/or quality concerns; 
participates in reconsiderations requested by providers as assigned. 


Account 
Manager 


Bachelors in healthcare or 
related field. Extensive 
experience (7+ years) in health 
care, managed care, or 
Medicaid/Medicare 
administration. 


Manage the day to day operations and supervisory staff 
Ensure effective daily operations and high quality services for all state 
and commercial contracts administratively, operationally and fiscally 
Oversee and coordinate all activities associated with any KEPRO 
commercial and state government contracts 
Establish action plans, budgets, timetables and outcome measurements; 
obtain and allocate resources; and review progress of the program in 
order to accomplish objectives 


Licensed 
Reviewers 


Active RN license with a 
minimum of 5 years clinical 
experience and one year 
utilization management 
experience 


Performs utilization and quality reviews; prepares correspondence; 
prepares cases for physician review; records review results utilizing 
appropriate review tool. 
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Position Qualifications (including 
licensure and certification 


Roles/Duties 


Case 
Managers 


Registered nurses with 
minimum of 5 years clinical 
experience and one to two years 
case management experience; 
certification preferred; must 
agree to obtain certification 
within 2 years of hire 


Serves as principle care manager responsible for coordinating with (but 
not limited to) the individual, individual’s family/care giver(s), and 
individual’s primary care physician, state, county, and local 
community/faith based organizations in developing and implementing a 
viable transition plan for assigned individuals.  Also responsible for post 
inpatient transition follow up to reduce/prevent re-admissions. 
Conduct an in-depth initial assessment of the member and assess the 
ongoing progress of members by performing a thorough review of the 
person’s medical history, current treatment modalities including all 
current and past medications; social history is collected in order to 
understand the unique needs of each individual and to understand his/her 
cultural, religious, and ethnic views on illness, treatment, and end of life.  
Primary care management responsibility for the development and 
implementation of the care plan for the member to assure that goals are 
defined and met.   
Perform ongoing assessments to monitor the ongoing progress of 
members by reviewing of any changes in medical status, treatments, and 
medications 


Customer/ 
Provider 
Service 
Representative 


HS grad or GED; 1 to 2 years of 
experience in managed care or 
hospital environment with 
experience in customer service, 
provider relations, admissions 
or call center.  Strong 
keyboarding skills necessary. 


Responsible for supporting the integrated care management process.  
Answers incoming calls and initiates requests by collecting and entering 
demographic, provider and procedure information into the system.  
Processes prior authorization requests received by fax, mail, or website.  
Generates and mails review letters. Adheres to all PEBP approved policies 
and procedures.  Investigates and resolves or reports customer problems.  
Identifies and escalates difficult situations to the appropriate party.  Also 
responsible for supporting the case management process through member 
outreach and enrollment activities; fulfillment functions, and other 
administrative support tasks.  
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Nursing Licensure Requirements 
Our organization has full time Quality Assurance, Compliance and Regulatory staff that continuously 
monitors and ensure compliance with all governmental regulations.  Only clinicians with active, clear, 
and validated licenses are employed by KEPRO.  Only licensed nurses conduct evaluations and 
interpret clinical data.   
 
An electronic credentialing database is maintained and reviewed on a monthly basis to ensure licenses 
are current.  For licenses due to expire, a reminder email is sent 10 weeks prior to expiration to the 
clinician, with a copy to her/his supervisor(s) reminding them of their pending expiration date and 
requiring them to bring in their renewed license.  A second reminder is sent four weeks prior to 
expiration, and every week thereafter as necessary.  Upon receipt, the credentialing database is 
updated.  Under no circumstances will any KEPRO employee be allowed to perform any work without 
an active, clear and valid license as appropriate. 
 
KEPRO is familiar with current licensure requirements nationwide. We have RNs licensed in multiple 
states, and through compact/reciprocal licensure we cover an even larger percentage. KEPRO will hire 
nurses licensed and located in Nevada as our primary utilization management and case management 
nurses and will supplement their licensure as needed to address states which do not employ compact or 
reciprocal licensure.  
 
KEPRO employs the same licensing and credentialing standards for all of our medical directors and 
physician reviewer consultants.   
 
3.6 QUALITY ASSURANCE   
 


The UM vendor is responsible for internal quality control processes to regularly evaluate the 
performance and accuracy of the services provided.  Findings of internal quality control evaluations 
will be provided to PEBP and will be included in quarterly reports provided to the PEBP Board. 


 
KEPRO RESPONSE: 
 
Our business philosophy is rooted in the principle of continuous quality improvement – ongoing 
improvement that is consistently planned, measured, and evaluated. This philosophy both requires and 
ensures that we: 
 Comply with all federal and state legal and statutory requirements  
 Perform all contract activities in a professional and ethical manner 
 Provide products and services characterized by the utmost integrity and reliability. 
 
Utilization management and quality assurance are the gateways to other programmatic elements that, 
combined, ensure the right care in the right place at the right time. Utilization management is a crucial 
component of the overall QI program, acting as the first line of defense to effectively manage health 
care costs. We also minimize or eliminate inappropriate levels of care, admissions, and procedures, and 
prevent untimely or premature discharges. All these efforts support sufficient financial resources to 
allocate to those who need it.  
 
To ensure quality, KEPRO assesses both first-level clinical reviewer and second-level physician 
reviewers for accuracy, timeliness, and reliability monthly to ensure we continually provide valid, 
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timely decisions. Monitoring falls into two categories, case audits (did the reviewer make the right 
decision in this particular case) and Inter-rater Reliability (given similar situations, will all reviewers 
make similar decisions).  
 
KEPRO audits clinical reviewer performance against standards on a monthly basis. Each individual, 
physician and nurse, is assessed on the points described in Figure 5. 
 
FIGURE 5. ASSESSMENT POINTS 


PERFORMANCE ITEM ASSESSMENT POINTS 


Case Identifiers 
 


Case ID 
Service Type 
Comments. 


Documentation 
 


Request Date 
Received Via? 
Was workflow documented? 
Comments. 


Completion - Timeliness 
 


Completion Date 
Completed w/in Timeframes? 
Comments. 


Diagnosis 
 


Is diagnosis code noted? 
Diagnosis Code Number 
Diagnosis Description 
Comments. 


Criteria 
 


Criteria Used 
Criteria Appropriate? 
Comments. 


Referral 
 


Referred Appropriately? 
Referral To 
Specialty of Reviewer 
Physician Reviewer Name 
Comments. 


Contract Compliance 
 


Was decision made based on contract guidelines? 
Comments. 


Outcome 
 


Outcome 
Reason Code. 


 
 
Nurse Reviewer QC Plan 
We establish and maintain internal quality controls for monitoring, accuracy, productivity, and quality 
output for the program, which includes the following areas: 
 Case Audits 
 Proficiency Testing and Inter-Rater Reliability 
 Statistical Process Control   
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Case Audits 
KEPRO’s comprehensive audit plan ensures both nurse and physician reviewers are monitored for 
reliability and accuracy. KEPRO defines reliability as dependable, reproducible, consistent data, and 
defines accuracy as valid, correct data. We measure both reviewer types to ensure that quality services 
are being provided. The program contains two levels of monitoring, as outlined below, applicable to all 
active reviewers. 
 
Reliability and accuracy in data collection are ensured through monitoring of a sample of cases per 
reviewer per month. Sampling strata include all providers and all service types to ensure that reliability 
studies are not biased by a particular case type. Areas reviewed during the audit include the following: 
 Completeness of required documentation 
 Timeliness 
 Knowledge and application of criteria 
 Knowledge and application of client-specific policies 
 Knowledge and application of workflow 
 Appropriate referral of cases to higher level of review  
 Quality and accuracy of determinations. 
 
Our use of online review enables the manager to retrieve cases from the master review database and to 
evaluate the review activities performed by reviewers individually or as an aggregate. For new 
employees and contract activities, the ability to evaluate performance determines additional areas of 
training required and indicates the readiness of the reviewer to move to a live environment. Therefore, 
for any new contracts or new employees, monitoring takes place weekly, until the site achieves a 
satisfactory baseline score, then audits are performed monthly.  
 
An overall accuracy rate of 90 percent or greater must be achieved. If this rate is not achieved, 
additional training is provided. If a reviewer does not meet a 90 percent accuracy rate after repeated 
training, additional corrective actions are taken.  
 
Figure 6 shows results of our internal audits over the last three years. 
 


FIGURE 6. KEPRO’S INTERNAL AUDIT RESULTS 


2010 2011 2012 


Documentation 99.96% 99.95% 99.95%


Timeliness 98.66% 98.24% 98.70%


Criteria Application 99.52% 99.58% 99.56%


Workflow 99.52% 99.39% 99.52%


Contract Compliance 97.94% 98.47% 98.72%
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Proficiency Testing and Inter-Rater Reliability (IRR) 
Reviewers are required to complete a set of test cases on a monthly basis to assess reliability and 
dependability of decisions and knowledge of the review process. These test cases are designed to 
measure the reviewer’s proficiency in the following areas: 
 Approval process 
 Application of review criteria 
 Application of workflows, especially referrals to medical directors. 
 
In addition, as all reviewers receive the same sample cases, KEPRO can analyze the agreement 
between reviewers (inter-rater reliability). Test cases will be given to all reviewers at the completion of 
initial training. Additionally, gold standard cases are assigned to assess reliability on a monthly basis.  
 
With the detailed reporting from our auditing process, KEPRO is able to identify areas of weakness 
that may require additional training for a particular reviewer or may require additional training for a 
specific service type. The proficiency testing is performed monthly, and results are available to the 
management team for review. The Quality team and Management team work together to improve the 
process. 
 
Figure 7 shows the results of our IRR assessment for one of our Medicaid accounts.  This data 
measure commonality of outcomes among different reviewers given the same test cases. The accuracy 
rates shown exceed our internal quarterly benchmark of 90 percent. 
 


 
 
 
 
 
 
 
 
 


 
Physician Reviewer QC Plan 
We also monitor performance of our physician reviewers. Before a physician can become a reviewer, 
he/she must successfully complete the credentialing process. We also ensure that our reviewers are 
licensed in the state in which they are performing review, area Board-certified, and are not on any 
State or Federal debarred or suspended lists. Our reviewers undergo vigorous training on contract-
specific requirements and the KEPRO review process prior to performing “live” reviews.  


FIGURE 7. IRR ASSESSMENTS 


 1ST QRTR 2ND QRTR 3RD QRTR YTD 


Approval 92.6% 96.4% 97.3% 95.4% 


Criteria 95.5% 99.2% 99.3% 98.0% 


Referral 92.3% 96.2% 97.3% 95.3% 


Average 93.5% 97.3% 97.9% 96.2% 


IMPRESSIVE RESULTS!  
KEPRO’s IRR assessment score for the last 2 years:   99%   
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Each quarter, the medical director conducts internal quality performance monitoring on a random set 
of reviewed cases to assess the quality and accuracy of each physician reviewer. Information from the 
monitoring process may identify areas for improvement, and ensures that a quality product is delivered. 
Several areas of the process are evaluated, including: 
 Was the medical expert report timely? 
 Was the peer reviewer compliant with HIPAA confidentiality standards? 
 Does the rationale support the standard of care determination? 
 Were all pertinent questions answered? 
 Were evidence-based references contained in the report? 
 Was the report clear, concise, and easily interpreted? 
 Were all secondary factor/system problems identified? 
 
Physician reviewers failing to meet the standards are notified of the need for additional training, and 
may require the implementation of a corrective action plan, suspension or removal from our panel. 
 
In addition to physician reviewer individual performance assessment, our physicians also participate in 
IRR assessments quarterly. The medical director selects actual cases by specialty (this rotates quarterly 
as well). The physicians with like specialties are selected and requested to complete the IRR test. The 
Quality team analyzes the results and then conducts follow-up meetings with the medical directors to 
discuss scores, successes, patterns of outcomes, and any opportunities for additional training. 
 
Customer Service Representatives 
 KEPRO also audits customer service representatives (CSRs). Standard reporting from KEPRO’s 
telecommunications system includes the following system service levels over the course of the work 
shift which allows us to continuously monitor performance. Along with the following call components, 
we can report on those callers who hang up while on hold, and the number of calls transferred to 
another staff member:  
 Percent of calls answered 
 Average speed of answer 
 Length of calls in queue 
 Average holding time by caller/group 
 Agents (staff) required 
 Queue/split comparisons 
 Delay spectrum that reports abandoned and delayed calls hourly and over shift periods 
 Number of callers encountering busy signals to ensure that no one is hearing a busy signal 
 Information on trunk components such as idle and connect times. 
 
In addition to the overall telephone statistics for all staff, each CSR is monitored on five calls per 
month for the above standards and through silent monitoring by the Call Center Supervisor, which the 
system supports, for courtesy, efficiency and service. Specifically, the Supervisor monitors each CSR 
for the following: 
 Greeting and professional communication; Verification 
 Navigation of Systems 
 Knowledge of Products/Procedures 
 Inquiry Resolution 
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 Hold/Transfer Procedures 
 First Call Resolution 
 Call Closing. 


 
Each CSR is scored based on how well he or she performs during the call interaction, on knowledge of 
products and services and on navigation of KEPRO systems which includes logging and 
documentation of calls. For those performing below standards (a score of 85 percent or lower), we 
provide retraining and focused monitoring until results indicate improvement. 
 
Statistical Process Control 
Corporate processes for performing case reviews have been tested and verified for efficiency and 
effectiveness. Our processes include specific measures to ensure the staff execute at an above-average 
performance level. This approach results in the verification of expected outcomes, consistent 
application methodology, and increases the reliability of the review process. It facilitates staff training, 
process control, and performance monitoring. 
 
Review managers use reports provided by the quality manager to make sure their assigned staff are 
meeting established standards. Reports of individual nurse reviewer workload (i.e., number of cases 
completed, timeliness) will be analyzed for exception activity (i.e., variation monitoring/statistical 
process control). In addition, all team members are given summary information about department-
specific data and information regarding nonconformities, trends and patterns. Management provides 
ongoing reviews of the data to determine the need for corrective action, new assignment of 
responsibilities, or resolution of problems.  
 
Outcomes 
In addition to the internal quality measures, we also monitor utilization management outcomes to 
ensure we are providing value to our clients.  We track the following and compare against MCG 
(formally Milliman USA) moderately managed benchmarks to measure our effectiveness.  Measures 
include: 
 Discharges/1000 (covered lives)  
 Bed days/1000  
 Average length of stay 
 
KEPRO consistently meets or exceeds MCG moderately managed benchmarks as reflected in the table 
below.   
 
Figure 8. Utilization management Outcomes, 2013 YTD 


 
 
 
 
 
 
 
 
 


Utilization management 
Measure 


MCG  
Moderately Managed Benchmark 


Outcomes 


Average LOS 2012 Moderately Managed:  4.28 3.73 


Days/1000 2012 Moderately Managed:  237.36 176.77 


Admits/1000 2012 Moderately Managed:  55.51 44.21 
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If we fail to at least meet the moderately managed benchmarks, we initiate a quality improvement 
project to identify the need for additional training, revised processes – or to identify case outliers that 
contributed to the increase in outcomes data.   
 
Performance Improvement 
Should any monitoring measures for nurse or physician reviewer or CSRs result in nonconformance 
or other measures of subpar performance against our predetermined standards, KEPRO will initiate 
performance improvement activities. Figure 9 illustrates how we monitor improvement through all 
levels of the program. 


 
 
FIGURE 9:  QUALITY MONITORING 


 
 
Internal corrective action plans are designed to eliminate the cause of the problem, not just the 
symptoms. We identify root cause analyses to identify the best plan to eliminate the issue. Then those 
actions are monitored to ensure that the problem does not reoccur. Outcomes are reported to the staff 
and to corporate management. 
 







State of Nevada Purchasing Division
Utilization Management and Large Case Management Services


Part I A – Technical Proposal 
RFP 3804


 


  Page 47 of 145 


KEPRO tracks all corrective actions in an internal system we have for such needs. This automated 
system tracks the following: 
 Initiating a new corrective and preventive action request 
 Document root cause analysis 
 Document corrective and preventive action 
 Report generation to monitor for trends. 
 
Scorecards and dashboard reports are published to a companywide database that facilitates 
collaboration, provides content management, houses business processes, and provides access to 
company information essential to achieving KEPRO’s organizational goals. Each month, the Quality 
Committee holds meetings to discuss the results of IQC audits and IRR results in comparison to 
corporate standards, and adjusts accordingly. KEPRO’s outstanding reputation for 27 years is built on 
ensuring we perform within and across contracts. 
 
KEPRO will develop Performance Improvement Plans when needed to support additional training and 
focused learning needs. Components of an effective performance improvement plan will include: 
 Retraining of staff 
 Increased frequency of performance monitoring and evaluation  
 Issuance of internal review bulletins to clarify a specific review issue or procedure 
 Revision of review manuals, processes, procedures or training curriculum 
 Use of Continuous Improvement (CI) tools and techniques to uncover root causes and correct 


problems  
 Systematic feedback provides objective information about progress.  
 
Reporting 
Findings of internal quality control evaluations will be provided to PEBP and will be included in 
quarterly reports provided to the PEBP Board.  Figures 10-12 are sample reports that demonstrate our 
past performance and success on current contracts.   
 


FIGURE 10. QUARTERLY TREND DATA FOR OVERALL REVIEWERS PERFORMANCE 


REVIEWER TASK Q1 2012 Q2 2012 Q3 2012 Q4 2012 


Documentation 100.00% 99.84% 100.00% 99.78% 


Timeliness 99.91% 99.40% 99.59% 93.88% 


Diagnosis 99.67% 99.41% 99.76% 99.91% 


Criteria 99.32% 99.36% 99.58% 99.01% 


Workflow 99.91% 99.46% 99.48% 99.23% 


Contract Compliance 96.34% 96.57% 99.26% 96.09% 


Overall Average 99.19% 99.01% 99.61% 97.98% 
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Figure 11. Overall Average Performance Scores 


 
 
 


FIGURE 12. SUMMARY DATA ON INTER-RATER RELIABILITY  


  Q1 2012 Q2 2012 Q3 2012 Q4 2012 YTD 


Decision 98.33% 99.40% 98.61% 98.05% 98.60% 


Decision Criterion 100.00% 98.94% 99.70% 100.00% 99.66% 


Physician Referral 98.33% 99.40% 98.61% 98.55% 98.72% 


Overall Average 98.89% 99.24% 98.97% 98.87% 98.99% 
 
3.7    UTILIZATION MANAGEMENT AND PRE-CERTIFICATION APPEAL RESOLUTION   
 


The UM vendor is responsible for adhering to an appeal process certified by an accredited 
organization such as URAC.  The current appeal process is outlined in PEBP’s Master Plan 
Document (MPD) found at www.pebp.state.nv.us. 


 
KEPRO RESPONSE: 
 
KEPRO has read, understands and will comply with the current appeal process as outlined in PEBP’s 
Master Plan Document.  As part of our integrated care management program, KEPRO offers 
physician review and appeal services for the following review levels:  
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 Prospective 
 Concurrent 
 Retrospective 
    
KEPRO holds URAC accreditation for Health Utilization Management (UM), Case Management, and 
Disease Management (see Appendix 3).  In addition, we are licensed in all 27 states which require 
Department of Insurance Utilization management Licensure (23 states do not require licensure), 
meaning that we are able to serve in all U.S. states and territories.  Finally, KEPRO’s program 
complies with all Department of Labor (DOL) and State Department of Insurance requirements as 
appropriate for employer groups. Formal appeals or special requests will be specialty matched as 
required by URAC Standards or state law, whichever standards are the most stringent. 
 
KEPRO’s program provides: 
 Compliance with accrediting agency standards 
 Compliance with the DOI, DOL/ERISA, and/or client guidelines as applicable 
 Quality management oversight 
 Turnaround times that comply with state, federal, and national  requirements 
 Credible, well documented review determinations 
 Processes that meet the needs of the client 
 Extensive, diverse physician panel to accommodate like-specialty match requirements for appeals  
 Credible outcomes that meet or exceed industry standards 
 
Please refer to Section 3.11.2.10 -3.11.2.13 for a detailed description of our appeals processes, 
including incorporation of PEBP-specific appeals process language.  
 
3.8    NOTIFICATION OF SUB-CONTRACTORS  
 


3.8.1 Disclosure of the names of all vendor subcontractors, as well as the physical locations 
where PEBP data is maintained and/or stored, must be communicated to PEBP at least 60 
days prior to contract implementation.   


 
3.8.1.1 Implementation will not be permitted until PEBP has provided written 


authorization to the vendor.   
 


3.8.1.2 Failure of the vendor to notify PEBP of a change to (or addition of) an 
authorized subcontractor may result in a financial penalty.   


 
A. The financial penalty is identified in the Performance Standards, 


Guarantees, and Penalties section of the RFP (Section 3.19.1).  
 


B. Failure to disclose a subcontractor or other entity at least 60 days 
prior to the subcontractor or other entity having access to PEBP data 
will result in a penalty of 5% of the vendor’s previous year’s billed 
administrative charges per occurrence.  Should subsequent billed 
charges not be sufficient to cover the penalty in full, the balance will 
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be billed by PEBP and considered due upon receipt.  Vendors must 
indicate their organization’s acknowledgement of this requirement. 


 
KEPRO RESPONSE: 
 
PEBP data will be stored and maintained securely in our Harrisburg Data Warehouse and offsite at an 
area Iron Mountain facility. Please refer to Attachment 1 details on our security, privacy and 
compliance standards.  
 
KEPRO understands that implementation will not be permitted until PEBP has provided written 
authorization to proceed.   
 
KEPRO has not proposed the use of subcontractor’s for any of the work defined in this RFP however 
we have read, understand, acknowledge and will comply with said requirements should subcontractors 
be pursued in the future. 
 
Our proposed solution is fully integrated and does not include subcontractors, providing PEBP a 
single-source vendor for this scope of work. In Section 3.19.3, we have outlined additional services that 
PEBP may elect to implement, some of which are performed by selected best-in-class vendor partners 
and subcontracts. KEPRO has reviewed and agrees to the penalties (Section 3.17.1) associated with 
failure to notify PEBP and receive written approval for any change related to the use of subcontractors 
to perform this or any additional scope of work.   
 
3.9 COLLABORATION WITH PEBP AND PEBP VENDORS   
 
KEPRO RESPONSE: 
 
KEPRO has read, understands and will comply with all requirements in the RFP, including section 3.9, 
regarding collaboration and coordination with other PEBP and PEBP vendors/stakeholders.      
 
As a valued collaborator, we will continue our long standing practice of being a “trusted partner and 
advisor” opposed to serving simple as the PEBP vendor.   This collaboration is discussed in more detail 
throughout our response.  
 


3.9.1 The UM/CM vendor will be required to allow PEBP’s Third Party Administrator, 
HealthSCOPE Benefits, view-only access to its Utilization Management/Case 
Management IT system on a real-time basis. 


 
KEPRO RESPONSE: 
 
KEPRO understands and will comply with the requirement to allow PEBP’s Thirds Party 
Administrator, HealthSCOPE benefits, view-only access to our Utilization Management/Case 
Management IT system on a real-time basis.   We have worked directly with HealthSCOPE Benefits in 
the past and have maintained a collaborative and productive relationship. 
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3.9.2 The UM/CM vendor will be required to set up an electronic interface with PEBP’s Third 
Party Administrator, HealthSCOPE Benefits, for daily feeds of pre-certifications and 
authorizations. 


 
KEPRO RESPONSE: 
 
KEPRO has set up file exchanges with HealthSCOPE Benefits in the past and will work in concert 
with HealthSCOPE Benefits to set up an electronic interface for daily feeds of pre-certifications and 
authorizations.   
 


3.9.3 The UM/CM vendor will be required to host bimonthly calls with PEBP and other vendors 
as identified by PEBP for status reports on participants enrolled in large case management.   


 
KEPRO RESPONSE: 
 
KEPRO understands and agrees to host bimonthly calls with PEBP and other stakeholders identified 
by PEBP for status reports on participants enrolled in large case management.  Over the past two 
decades, we have found that this level of collaboration always results in improved outcomes and 
enhances efficiency.   
 


3.9.3.1 As the host, the UM/CM vendor agrees to provide a toll-free number and 
passcodes for PEBP approved vendors to access the bimonthly calls.  These 
calls will allow for PEBP and its vendors to collaborate on the direction of 
care and provide solutions to any issues that may be identified.   


 
KEPRO RESPONSE: 
 
KEPRO will facilitate the bimonthly calls, provide a toll-free number and associated passcodes for the 
PEBP approved vendors participation, and ensure collaboration on developing solutions to all issues 
identified.   
 


3.9.3.2 Before each call, the UM/CM vendor will send via secure email, a large 
case management report to PEBP and its participating vendors in a format 
approved by PEBP.  The report will include, but not be limited to, the 
names of the individual patients who are under large case management, ID 
number of primary PEBP participant, the diagnosis(es), current treatment, 
and place of treatment.  The discussion will include: 


 
A. The case manager’s recommendations (if any) for treatment based 


on the unique needs of each PEBP participant enrolled in large case 
management; 


 
 


B. Any claim payment issues the participant may have experienced to 
allow PEBP’s Third Party Administrator, HealthSCOPE Benefits, 
the opportunity to resolve; and 
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C. Any prescription drug issues the participant may have experienced 
to allow PEBP’s pharmacy benefit manager, Catamaran, the 
opportunity to resolve. 


 
KEPRO RESPONSE: 
 
KEPRO has read, understands and will comply with all requirements noted in section 3.9.3.2. A- C.    
 


3.9.4 There may be instances where a Letter of Agreement is warranted for services provided, 
for example, at an out-of-network provider.  The UM/CM vendor understands that PEBP 
and its third party administrator, HealthSCOPE Benefits, will have full discretionary 
authority to determine the level of benefits that will be provided.  Please indicate your 
organization’s ability to provide these services with these requirements. 


 


KEPRO RESPONSE: 
 
KEPRO understands that there may be instances where a Letter of Agreement is warranted.  We also 
understand that PEBP and HealthSCOPE Benefits have full discretionary authority to determine the 
level of benefits that will be provided.   
 
KEPRO has experience with obtaining Letters of Agreement for out-of-network providers – especially 
when discounts have been negotiated.  We have the ability to provide these services.   
 


3.9.5 PEBP contracts with a health plan auditor to perform routine audits on behalf of PEBP.  
PEBP and its health plan auditor will comply with all applicable confidentiality laws and 
will not reveal any confidential information acquired as a result of the audit.  PEBP has the 
right to review/audit records for the entire term of the contract without limitation. Any 
information, documents, etc., which the UM/CM vendor may deem as containing “trade 
secrets” or “proprietary information” will not preclude an examination of such items 
through the audit process.  Please indicate that your organization would agree to this 
condition. 


  
KEPRO RESPONSE: 
 
KEPRO agrees to the routine audit provisions outlined in 3.9.5. 
 


3.10  REVIEWED CASES  
 


For the time period of July 1, 2012, through June 30, 2013, the current UM vendor 
provided the review services for PEBP as detailed in Attachment L – UM-CM Vendor 
Report Format. 


 


KEPRO RESPONSE: 
 
KEPRO has read, understands and acknowledges the current vendors report format provided in Attachment L.   
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3.11 CARE COORDINATION     
 


3.11.1 Case Management and Large Case Management 
 


Case management is a collaborative process which assesses plans, implements, 
coordinates, monitors, and evaluates options and services to meet an individual’s health 
needs through communication and available resources to promote quality and cost-
effective outcomes.   


 


3.11.1.1 How long has your organization provided case management services? 
 
KEPRO RESPONSE:  
 
KEPRO has been providing case management services for ten (10) years.  Our case management 
services are designed with flexibility in mind to meet the specific needs of our clients.  Our scope 
includes care coordination, general (short term/episodic) case management; care transition 
management, and large/complex case management.  We have been URAC accredited for CM since 
2007.  
 


3.11.1.2 What location will house the staff (including nurses) that will be 
responsible for PEBP’s case management? 


 
KEPRO RESPONSE: 
 
KEPRO will maintain a local presence in Nevada to support the Account Manager, Medical Director, 
and primary Registered Nurses responsible for overseeing utilization and case management services.  
We believe this presence is necessary to facilitate communications with PEBP staff and Nevada-based 
providers, and to maintain a Nevada-specific perspective on regional health care and regulatory 
requirements.   
 
Additional Nurse utilization and case managers and non-clinical support staff will be located in our 
Orlando, Florida office which serves as base for all of our case management services.  This allows us 
to designate experienced utilization and case management staff to this account and provide back-up 
services when designated case management and non-clinical support staff are out of the office.  It also 
facilitates coordination with other clinical specialists on our case management team who support our 
primary case managers.   
 


3.11.1.3 Does your organization provide telephonic case management services, 
onsite case management, or a combination of both? 


 
KEPRO RESPONSE:  
 
Our program primarily incorporates telephonic case management services.  Telephonic interventions 
are augmented with electronic communications and web-based educational modules and tools via the 
secure member portal.  For those without Internet access, we augment telephonic interventions with 
written materials. 
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On-site services in the member’s home (or medical facility if that is the member’s current location) 
may be provided in certain circumstances.  For example, when the member’s condition is so complex 
or cultural or psychosocial issues impede a thorough assessment, on-site services may be provided.   
 
We also have the capability of expanding on-site services to the member and/or locating case managers 
in the physician’s office if PEBP prefers this model.   
 


3.11.1.4 Please describe in detail your organization’s criteria for general case 
management services.  Examples of general case management instances 
are provided below.  The following information should be included as 
an attachment to your proposal: 


   
KEPRO RESPONSE: 
 
Members who qualify for general case management are relatively stable.  They are able to effectively 
self-manage their condition and comply with their treatment plans all or most of the time.  Their 
immediate care coordination needs are short term and require minimal interventions.  Enrollment in 
general case management averages about 30 days.    If a member requires longer term, more complex 
interventions they may be transitioned into the large case management program. 
 
General case management services focus on conditions/care needs that require short term care 
coordination activities to facilitate transition from one level of care to another.  This transition may be 
from one inpatient facility to another inpatient facility or outpatient facility or transition to home (with 
or without continued outpatient services).  No or poor communications and care coordination during 
this transition significantly contributes to gaps in care which leads to avoidable use of health care 
resources such as emergency department visits or readmissions.  We evaluate all inpatient admissions 
(acute, skilled nursing, rehabilitation, behavioral health facilities), regardless of diagnosis, to assess 
the member’s transition risk; we outreach to all members who may benefit from care transition 
interventions.  Members targeted include, but are not limited to, those with: 
 Polypharmacy 
 Multiple providers (uncoordinated care) 
 Multiple follow up appointments 
 Home Health services 
 Durable medical equipment requirements 
 Home modifications needs 
 Cultural beliefs that may impact compliance 
 Low - moderate health literacy gaps 
 Other care needs identified through the discharge planning process 
 
Utilization management activities are the primary mechanism to identify potential candidates for 
general case management. Our proprietary system has criteria logic programmed to auto-generate a 
referral to general case management based on diagnosis and/or requested services.  If the member is 
not system referred, the utilization management nurse may generate a referral if changes in the 
member’s condition now indicate need for general case management.   
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Utilization management is not the only source of identification for general case management.  Many 
conditions are treated in an outpatient setting and do not require prior authorization.  Some members 
may need help with access to care so they can be treated.   Member self-referrals, provider referrals, or 
referrals from other programs are an excellent identification source.  Members may have some of the 
same needs as listed above or fall into one of the categories below:   
 Need assistance with locating in-network, quality care providers/transitioning from out of network 


to in-network providers 
 Minimal support needs that may require coordinating with community resources 
 Hospice coordination 
 Newly diagnosed, stable condition; member requires initial education and assistance with 


developing a self-management plan 
 
This criterion is not all inclusive.  Most short term care coordination efforts that return members to a 
stable health status are considered for general case management services.   
 


A.  Opportunities to transfer patients to facilities offering an appropriate 
level of care more cost effectively; 


KEPRO RESPONSE: 
 
Opportunities to transfer patients to facilities offering an appropriate level of care most cost effectively 
are typically identified through the prior authorization process.  When a criterion, such as InterQual or 
MCG (formally Milliman USA Guidelines) indicates that quality, safe care may be provided at a lower 
level of care, the case is flagged for general case management intervention – Skilled Nursing Facility 
or Home Health rather than an inpatient admission for wound care as an example.  Case managers 
coordinate with the physician and the member to discuss alternate level of care options.  If the 
physician and member agree to the alternate level of care, the case manager identifies an in-network 
service provider and coordinates services as necessary.   
 
More cost effective alternate levels of care are not always associated with a lower level of care.  When 
benefit plans offer tiered provider networks, it may be necessary to coordinate with the member to find 
an appropriate tiered provider that can deliver the same quality care more cost effectively.  An easy 
example is assisting the member in locating Centers of Excellence that provide needed services at a 
lower rate. 
 


B.  Meeting durable medical equipment needs;  
 
KEPRO RESPONSE: 
 
The cost of rental versus purchase is always considered when addressing DME needs – which includes 
evaluating the length of time the member will need the equipment, equipment maintenance, and the life 
expectancy of the equipment.   
 
We locate an in-network DME provider near the member’s home and arrange for pick up or delivery 
depending on the equipment and the member’s capabilities.  If the member is being discharged to 
home, ideally, the equipment should be delivered prior to the member’s discharge.  If this is not 
feasible, then delivery should be arranged for the day of discharge.  If it’s a piece of equipment that 
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will be returned to the DME provider, we also arrange for pick up when the member no longer needs 
the DME.   
 
We also assess the member’s ability to use the equipment and arrange for either the hospital staff to 
educate the member prior to discharge or for the DME vendor to educate the member and family/care 
giver when the equipment is delivered.   
 
We follow up to ensure the equipment was delivered, that it is in good working order, and that the 
member is able to use it properly. 
 


C.  Planning for hospital discharges; 
 
KEPRO RESPONSE: 
 
Discharge planning starts when we receive the prior authorization request. Each member is evaluated 
for discharge planning needs.  Members with moderate to complex discharge planning needs are 
referred to general case management for intervention.  Please refer to our response to section 3.11.1.15 
for detailed discussion of our discharge planning process. 
 


D.  Coordinating home health care needs; 
 
KEPRO RESPONSE: 
 
One of the first things to evaluate when home health is ordered is whether the member or family/care 
giver can be educated to provide the care safely and effectively.  If so, we immediately coordinate 
resources to begin educating the member/family.  Teach back methods work well in determining their 
understanding and capabilities.   
 
If the member/family/care giver cannot provider the care; or the care requires professional clinical 
intervention, we identify an in-network home health agency close to the member’s home and 
coordinate with them to deliver the required services.  We provide the member with the name and 
contact information of the agency and information as to when and how often they will be in the 
member’s home, how long they will be there, and what they will do when they arrive.  .   
We follow up with the member to ensure the home health services are being provided and that they are 
effective.  We may also validate the member’s progress with the agency.  We continue to monitor the 
member’s progress to ensure services are discontinued when the member’s goals are met.  If the 
member is not progressing along the care continuum, we coordinate with the member’s physician to 
determine if a different course of care is required. 
 


E.  Coordinating hospice care; and 
KEPRO RESPONSE:  
 
Members with a terminal prognosis who have made their end of life decisions and communicated them 
to their family may just need assistance in locating an in-network hospice in their area.  We ensure the 
member/family understands the role of hospice, what hospice includes/doesn’t include, and that the 
hospice case manager will assume responsibility for their care needs.  We coordinate with the 
member’s physician to determine if they are associated with a particular in-network hospice provider 
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and whether he/she has already referred the member to their care.  We coordinate with the hospice 
case manager to ensure a seamless transition for the member and family.  We facilitate transfer at the 
most appropriate time to maximize hospice benefits.   
 
We flag the member in our system to indicate that they are a hospice patient to ensure their end of life 
wishes are supported when future care needs are requested. 
 
If end of life decisions have not been made, the case manager supports the member and family (as 
appropriate) in addressing such sensitive topics.  Depending on religious and cultural beliefs, we may 
refer members to appropriate clergy or community support groups; social worker consultation may also 
be of value.  We encourage members to consider powers of attorney and advance directives; we assist 
members in communicating their wishes to family and care providers.   
 


F.  Coordinating community based services. 
 
KEPRO RESPONSE:  
 
Often members have care needs that cannot be addressed through care providers, the benefit plan 
structure, or other employer services (such as EAP).  In these instances, we coordinate government, 
community, or church based services to bridge the gap.  Needs may include support groups, 
transportation, meals on wheels, help with grocery shopping/meal preparation, or any number of 
similar type of services.   
 
We identify the community support options available in close proximity to the member and discuss 
options with the member/family.  If the member prefers, we coordinate services and provide the 
member with a summary of who will be providing what and when and their contact information.  We 
follow up with the member to determine how things are going and make adjustments as necessary.   
 


3.11.1.5 Please describe in detail your organization’s criteria for large case 
management.  This information should be included as an attachment to 
your proposal.  Examples of potential large case management instances 
are provided below:  


 
KEPRO RESPONSE:  
 
Members who qualify for large case management have complex needs that require longer term, more 
intense interventions.  They may have unstable conditions that require long term treatment and/or may 
require extensive support to obtain the skills, knowledge, and abilities to self-manage their condition.  
Often barriers to treatment plan compliance exist that the member in unable to overcome.  Enrollment 
in large case management exceeds 30 days and can be as long as 4 – 6 months.  Members with 
catastrophic illness or injury, that requires long term treatment, may face benefit coverage challenges. 
Patient care conferences that include representatives from PEBP’s benefits office may be required to 
determine how the benefit design supports the member’s long term care needs.  Case managers 
evaluate and address alternatives to benefit coverage as necessary to ensure un-interrupted care and 
support for the member.    
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Embedded within our medical management system are triggers that identify covered persons as 
potentially requiring large case management interventions.  These triggers are comprised of ICD-9’s 
and ICD-10’s that have been identified as potential/actual catastrophic diagnoses or other factors 
requiring long term case management.  These include but are not limited to:      
 Repeated/frequent inpatient admissions, excessive length of stays 
 High-dollar claims 
 Skilled Nursing Facility or inpatient rehabilitation (acute/sub-acute) 
 Long term physical, occupational or speech therapy  
 Transplant cases 
 Catastrophic conditions 
 Complex/multiple diagnoses  
 Prolonged/severe illness and injuries, including chronic and progressive disease 
 Extensive discharge planning requirements 
 Cases that do not meet any of the above criteria but are of such intensity that they warrant clinical 


management and scrutiny e.g., a case that is a limitation/exclusion to the plan that has developed a 
complication, and the complication is covered by the plan. 


 Long term need for high dollar DME 
 High dollar pharmaceuticals 
 
Specific diagnosis triggers include, but may not be limited to, the following:  
 


 AIDS  Huntington’s disease 
 Alzheimer’s  Leukemia 
 ALS  Liver Disease 
 Bleeding disorders  Cancer 
 Brain tumor  Multiple sclerosis 
 CVA  Muscular Dystrophy 
 Cerebral hemorrhage  Osteomyelitis  
 Cerebral palsy  Parkinson’s Disease 
 COPD  Respiratory dependency 
 Heart Failure  Scleroderma 
 Chronic Renal Failure  Sickle cell anemia 
 Cystic Fibrosis  Spina bifida 
 Diabetes  Tuberculosis 
 Failure to thrive  Lupus Erythematosus 
 Guillian-Barre  Crohn’s Disease 
 Head injury/traumatic brain 


injury 
 Knee/Hip Replacement 


 High-Risk Pregnancy  CABG (Coronary Artery Bypass 
Grafting) 


 Hip fracture  
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The triggers for potential large case management were developed through combined efforts of our 
Chief Medical Officer, medical directors, clients, and reinsurers. The system’s flexibility allows us to 
customize this trigger list to meet the specific requirements of our clients.  During the implementation 
phase, we will work with PEBP to ensure the customized trigger list identifies covered members 
according to the plan document and existing medical claims cost drivers.   
 
The prior authorization process is not the only source of identifying members for large case 
management.  Direct referrals from other programs such as Disease Management, Employee 
Assistance Program, and other vendors are an important part of total integration.  We have also set up 
relationship with high volume physicians and provider s that allows them to directly refer members to 
our programs. 
 


A. Repeated in-patient admissions, excessive length of stay, or frequent 
treatment;  


 
KEPRO RESPONSE:  
 
Repeated admissions and frequent treatments may be an indication of poorly managed conditions – 
which may be a result of physician non-compliance with evidenced based practice guidelines or 
member non-compliance with prescribed treatment plans and/or lack of knowledge required to 
effectively manage their existing conditions.  They may also be related to care required to treat a 
complex condition – a serious injury requiring multiple surgeries as an example.   
 
Regardless of the reason, each triggers for large case management as does excessive length of stay 
which may indicate a catastrophic illness or injury that requires monitoring to ensure the member 
progresses along the care continuum and that he/she is moved to alternate levels of care appropriately.  
The case manager assesses each case to determine the underlying cause of the problem and develops 
an applicable case management plan of care.    
 


B. Potentially large-dollar claims; 
 
KEPRO RESPONSE: 
 
Members trigger for large case management because they have an actual large-dollar claim or, based 
on our predictive model, have the potential to generate a large-dollar claim. The goal in this instance is 
to intervene early enough to avoid/control costs.  A comprehensive assessment is completed to 
determine the potential/actual issues driving cost; a case management plan of care is created in 
coordination with the member, their family/care giver, and physician(s) that systematically address 
each issue.   
 


C. Chronic or progressive disease;  
 
KEPRO RESPONSE: 
 
Chronic conditions, for the most part, cannot be cured but they can be controlled.  Members with 
chronic disease must learn to adjust their lifestyle and health habits to prevent the complications that 
will, over time, lead to a progression of the disease that decreases the member’s quality of life and 
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increases the use of health care resources.  A diagnosis of a chronic condition in and of itself does not 
necessarily require large case management.  Claims analysis tells us if the disease is well controlled, 
whether gaps in care exist, and if the physician is following evidenced based practice guidelines.  Poor 
control is definitely a trigger for large case management. 
 
As indicated above, progressive disease may be an indication of poor control related to physician non-
compliance with evidenced based practice and/or member non-compliance and poor self-management.  
In any event, large case management is warranted.  Progressive disease may also indicate a need for 
end of life and palliative care decisions.  Depending on the member’s prognosis, the case manager 
introduces end of life discussions at the appropriate time to assist the member and family in dealing 
with these sensitive decisions.   
 


D. Lack of qualified care-givers in the home setting; 
 
KEPRO RESPONSE: 
 
Lack of qualified care givers in the home may warrant a referral to general or large case management 
depending on the reason the member requires a care giver and the solution to the problem.  Case 
managers determine if care giver support is long or short term and, if family/care givers are available, 
what coordination is required to resolve the issue – moving the member to the care giver’s location as 
an example.   
 
When family members are not available, willing, or able and the member requires long term support, 
obviously a long term solution is required. All options are evaluated such as capable and willing friend 
of the member, home health aide coverage, church or community resources, or even government 
programs such as Medicaid (assuming the member meets eligibility requirements).   
 


E. Multiple diagnoses; 
 
KEPRO RESPONSE: 
 
Members with multiple diagnoses are frequently receiving care from multiple providers and, more 
often than not, the care is not coordinated.  The potential for quality of care concerns and over-
utilization of health care resources exist.  Members may be receiving duplicate medications or 
medications that are contraindicated for one of the other conditions.  Members may not understand 
which condition is causing their complications and see more than one of their physicians to address 
their signs/symptoms.   
 
The goal of large case management is to ensure the member has a primary care physician/medical 
home that takes responsibility for all of the member’s co-morbidities.  If specialty care is required, the 
medical home coordinates the member’s care with the specialist to ensure totally integrated treatment 
plan.   
 
The member’s health literacy relative to each condition is assessed – to include the 
reactions/interactions of each condition.  Case managers facilitate the development of an integrated 
self-management plan that enables the member to respond appropriately to avoid complications of each 
condition. 
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F. Acute or subacute rehabilitation of physical, speech, or occupational 


therapies which exceed three (3) months of treatment; 
 
KEPRO RESPONSE: 
 
When members require physical, occupational, or speech therapy for longer than three months, the 
primary focus must be on ensuring the therapy is having an impact; that the member is progressively 
regaining functionality.   
 
Case managers start by coordinating with the member’s physician to understand the member’s 
prognosis and the expected level of recovery.   Each interaction with the member and the therapy team 
is an opportunity to measure the member’s progress and ensure the therapy plan is adjusted 
accordingly as the member improves.  The therapy plan should include the projected time when the 
member can be moved to an alternate level of rehabilitation and ultimately to home rehabilitation with 
follow up appointments to measure continued progress.   
 
Home modifications and/or DME support – short or long term – are considered and coordinated based 
on the member’s expected level of recovery. 
 


G. IV therapy or parenteral nutrition;  
 
KEPRO RESPONSE: 
 
As with therapies, the case manager coordinates with the member’s physician to understand the plan of 
care and determine the expected length of treatment.  While IV therapy normally has an end point, 
parenteral nutrition may be an on-going treatment.  The case manager coordinates with the member, 
their family, and the member’s physician to ensure the most appropriate, cost effective level of care 
consistent with InterQual or MCG guidelines.  If home treatments are an option and can be done by a 
lay person, the case manager will facilitate educational sessions for the care giver with teach-back 
verification of their understanding and abilities.  As with any long term care, the case manager 
continues to monitor treatments to ensure its effectiveness.  When the situation is stable and no direct 
case management interventions are required, the member may be discharged from active management 
and placed in a monitoring status.  The case manager will periodically call the member/care giver to 
verify their status. 
 


H. Severe injuries; and  
 
KEPRO RESPONSE: 
 
Severe injuries often require long term care from multiple providers – both inpatient and outpatient.  
The same type of situations may occur as described under paragraph E. (Multiple diagnoses) above.   If 
a primary care provider/medical home doesn’t exist, the case manager coordinates with each provider 
to determine who will take primary responsibility for coordinating the member’s care.  Normally 
inpatient care is relatively coordinated; issues have a greater chance of occurring once the member 
moves to outpatient services.  The primary physician should be identified and an integrated treatment 
plan created prior to the member’s discharge.   
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If members have suffered cognitive impairment, case manager’s work with the family/care giver 
designated as having medical power of attorney to address the member’s care and support needs.  In 
most situations of severe injury, the family will need case management intervention to cope with the 
short and long term impact of the member’s injury.   
 
The primary care physician should be responsible for coordinating an integrated medical treatment 
plan for the member that includes the member’s prognosis.  The case manager uses this treatment plan 
to assist the member/care giver in projecting current and future health care support needs and goals – 
both long and short term.  This may include home modifications, job retraining, DME, and other long 
term support. 
 


I. Non-compliance with medical treatment plan as prescribed by physician 
or other health care provider. 


 
KEPRO RESPONSE: 
 
Frequent admissions, use of the emergency department, and evidence of gaps in care may be an 
indication of non-compliance with medical treatment plans which most certainly requires a referral to 
large case management.  Please see our response to section 3.11.1.7 which incorporates our approach 
to non-compliant members.   
 


3.11.1.6 Does your organization allow self-referrals for large case management?  
Will your organization allow PEBP to refer covered individuals for 
large case management?  These services shall be provided at no 
additional cost. 


 
KEPRO RESPONSE:  
 
We incorporate a variety of mechanisms to identify members for potential case management – all of 
which are included at no additional cost.  Additional fees may apply if PEBP requires customized 
communications beyond what we mention below.   
 
Referral sources may include medical and pharmacy claims analysis, referrals from other programs 
such as the PEBP Live Well, Be Well (Wellness and Disease Management), referrals from 
HealthSCOPE Benefits, or direct referrals from PEBP.    Referrals can be made by phone, secure fax, 
secure email, or any other mechanism convenient for the referring entity.  We work with each entity 
during implementation to establish an efficient referral process.   
 
The ideal source of identification though are member self-referrals, provider referrals, and referrals 
from the Utilization Management process as these have a tendency to occur in “real time” – meaning 
members self-refer or are referred at the point of service/diagnosis that signals the need for case 
management services.   This allows for timely case management intervention to immediately begin 
addressing the identified health care issues.   
 
Our utilization management system has triggers built-in that will “auto-refer” members for case 
management.  A case management case is automatically initiated and placed in the case management 
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department’s work queue to initiate outreach and assessment efforts.  This case management trigger 
logic can be customized to ensure your members are appropriately referred based on requirements in 
the Master Plan Document.   
 
To facilitate provider and member self-referrals, we work with PEBP staff to develop a clear 
communications strategy to promote program awareness.  We use mail, email, office/break room 
posters, and other mechanisms to market the program – all branded with the PEBP logo and text.  We 
are experienced at assisting our clients in developing an awareness campaign that is best suited to your 
population.  And, given the diversity of your population, you may require different strategies for the 
State and Non-state active and retiree populations.   
 


3.11.1.7 Please describe your organization’s philosophy regarding large case 
management.  For example, is the goal of your organization to assist 
with restoration of the patient health and function, management of 
outcomes, and prevention of primary and secondary complications? 
Please describe your organization’s philosophy in detail, explaining how 
your organization maintains its philosophy and achieves maximum 
outcomes for complicated large cases. 


KEPRO RESPONSE:  
 
Our Philosophy 
KEPRO’s philosophy regarding large case management is based on the theory of self-care (self-
management) and compliance. Each individual has the ability to perform self-care and is responsible 
for their health as well as the health of their dependents.  Self-care is the activities that individuals 
perform on their own behalf to maintain life, health, and well-being and to recover from disease or 
injury, or cope with the effects of the disease or injury.  A self-care deficit exists when the patient or 
family member is not able to provide care for him/herself; case management’s goal then is to overcome 
these deficits and/or coordinate services to compensate.    This philosophy reinforces the member 
responsibilities listed in the Nevada PEBP 2013 Master Plan Document, page v – vi; specifically:   
 “You have the responsibility to take personal responsibility for your overall health by adhering to 


healthy lifestyle choices.  Understand that you are solely responsible for the consequences of 
unhealthy lifestyle choices.”   


 “Follow your physicians recommended treatment plan and ask questions if you do not fully 
understand your treatment plan and what is expected of you.”  


 
Non-compliance with prescribed treatment plans drives a significantly high percentage of avoidable 
health care cost.  Non-compliance with treatment plans causes: 
 33– 69 percent of all medication-related admissions in the US at a cost of $100 billion 
 Three times as many doctor visits and $2,000 per year in additional costs compared to patients who 


follow their treatment plan 
 10 – 25 percent of hospital and nursing home admissions, resulting in 340 deaths per day 
 
Medication non-adherence costs alone are estimated at $290 billion avoidable medical spending in the 
United States each year.   
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Members who comply with treatment plans are able to effectively self-manage their condition(s) and 
live healthier lifestyles.  They are able to prevent primary and secondary complications which normally 
results in fewer, if any, episodes of avoidable use of health care resources – such as emergency 
department visits and acute hospitalizations.  Members who are able to self-care and comply are able to 
effectively restore their health and functionality to the greatest extent possible (based on their 
prognosis) and are more productive in their work and daily lives. Their overall quality of life and 
behavioral health is enhanced. What does this mean to you?  The PEBP benefits from a healthier 
population by realizing a decrease in absenteeism, more productive employees, and a decrease in 
medical cost trends.   
 
Our philosophy of self-care and compliance drives our primary goals of empowering members to take 
control of their health, adopt effective self-management plans, and work more collaboratively with 
their physician(s) and other health care providers – which are also in line with PEBP member 
responsibilities. We accomplish our goals by working collaboratively with members and their 
physician(s) to increase the member’s health literacy, remove barriers to compliance, and help develop 
his/her self-management plan.  


 
Maintaining the Philosophy 
Each step of our care management process maintains focus on ensuring the member has all of the 
skills, knowledge and tools necessary to support their self-care – starting with the initial assessments 
completed when members consent to participate in the program.  Using our own proprietary medical 
management system allows us to customize assessments to support our philosophy and case 
management goals.  Our assessments serve multiple purposes.  Not only do they capture information 
about the member’s general and condition specific health, they also:   
 Determine if prescribed treatment plans are evidenced based 
 Identify barriers to compliance 
 Evaluate the member’s health literacy relative to their conditions 
 Identify self-care deficits 
 Target areas that require direct case management intervention on behalf of the member (such as 


care coordination of resources) 
 
The results of this assessment generate a member-specific case management plan which includes the 
member’s health care goals.  Prior to finalizing the plan, we coordinate with the member’s physician(s) 
and family/care giver as appropriate, to ensure we have a complete perspective on the member’s health 
status.  The resulting care plan documents the type and frequency of interventions required to remove 
barriers to self-care and compliance.  We also identify who is responsible for the interventions/actions 
– especially when the member’s condition requires short or long term assistance with self-care.   
During each interface with the member, the case manager evaluates the progress made towards self-
care and compliance; the plan is adjusted as necessary to ensure the desired outcomes of the program 
are realized.   
 
To facilitate self-care, the case manager acts as a “coach” in many instances – empowering the 
member to “take charge” of their health and work collaboratively with their physicians.  Adjustments 
are made to the member’s self-management plan when certain aspects are not effective.  Through 
“teach back” methodology, the case manager determines the member’s understanding of the potential 
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complications of their condition, how to avoid them through compliance with their treatment and self-
management plan, and the appropriate course of action should they occur.   
 
The case manager supports the member (family, and caregiver), follows up to determine what, if any, 
assistance they need, and intervenes on their behalf when required.  As an example, members with long 
term rehabilitation needs may require assistance until such time they are able to function 
independently.  The case manager coordinates with the family and/or care giver to determine their 
ability and availability to provide assistance. If family or care givers are not available, the case 
manager coordinates with the member’s physician for other health care provider support (such as 
home health aides) or refers the member to community resources depending on benefit plan coverage 
and availability of community resources.   
 
All interventions and progress towards realizing the member’s goals are documented in the member’s 
case in Atrezzo.  Once all goals are met, the case manager completes a final assessment of the 
member’s ability to comply and self-manage before they are discharged from the program.   
 
Achieving Maximum Outcomes 
We start with desired outcomes in mind when creating our programs and services.  In the instance of 
case management, the desired outcomes are decreasing avoidable use of health care resources (which 
decreases medical cost trends) and maximizing the quality of life and behavioral health of members.     
 
As stated earlier, treatment plan compliance is vital to realizing these outcomes.  Our case management 
interventions are designed to empower members to work more collaboratively with their physician, take 
a proactive role in managing their health, and create and follow effective self-management plans.  We 
track and trend our ability to realize these outcomes.   
 We analyze claims data to track medical cost trends and a decrease in gaps in care for those 


enrolled in the program. 
 We assess member’s quality of life (using the SF12) and behavioral health (using the PHQ9) at 


time of enrollment and at discharge and report on the member’s perceived improvement in their 
status. 


 We assess the member’s improve ability to comply with their prescribed treatment plan and self-
manage their condition (self-reported data plus evidence in a decrease in medical costs and gaps in 
care).  


 We assess the member’s overall satisfaction with the program and it’ ability to support their health 
goals 


 
To date, we have realized up to a 5:1 ROI for our clients and an average of 90% compliance with 
treatment plans and self-care.   
 
A high level workflow that represents the assessment and intervention phase of our large case 
management process is below in figure 15.   
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Figure 13. 
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3.11.1.8 Please describe in detail how your organization coordinates transplant 
cases.  This information should be provided as an attachment to your 
proposal.  


 
KEPRO RESPONSE:  
 
Our standard process for coordinating transplant cases is summarized below.  We will review this in 
more detail with PEBP during implementation and customize as necessary to mirror your existing 
solution.     
 
Transplant cases are normally identified through the utilization management process when our 
customer service representatives receive a call or web portal request to prior authorize a transplant.  
Once the transplant is approved as medically necessary (which includes verification of benefits), the 
member is referred to large case management. 
 
One of the first actions of the case manager is to ensure the COE contract is executed.   
Depending on the client’s preference, our case managers may coordinate directly with the COE facility 
or with another entity that has responsibility for the COE network.  It is our understanding that the 
third party administrator, HealthSCOPE Benefits, is responsible for coordinating the transplant 
services with the COE facility.  We will work with PEBP and HealthSCOPE Benefits during 
implementation to determine how our case managers can best support this phase of the transplant 
process.     
 
Once the contract is finalized, the case manager works with the member and family on a number of 
interventions designed to ensure a successful transplant.  These interventions include, but are not 
limited to: 
 Educating on the contract to ensure members and family understand the scope of services that are 


included such as pre and post op care, transportation and hotel accommodations (if travel is 
required), etc.   


 Supporting the member with pre-transplant compliance to ensure he/she remains transplant 
eligible 


 Educating on what to expect pre and post-transplant – both immediately following and long term 
post-transplant 


 Assisting the member in drafting a self-management plan that can be adjusted as the member 
becomes more knowledgeable about their condition post-transplant 


 Coordinating with the COE and member as required and appropriate 
 Supporting family in completing any home modifications that may be required to support the 


member immediately post-op 
 
As the member moves closer to the actual transplant, our case manager calls the transplant case 
manager to summarize the member’s history and current status.  He/she then “warm transfers” the 
member to the COE case manager by coordinating an introductory conference call with the COE case 
manager and the member and their family.  The COE is responsible for coordinating services during 
the transplant phase.   
 







State of Nevada Purchasing Division
Utilization Management and Large Case Management Services


Part I A – Technical Proposal 
RFP 3804


 


  Page 68 of 145 


KEPRO’s case manager stays abreast of the member’s condition by coordinating with the COE case 
manager on a regular basis.  He/she resumes responsibility for managing the member once COE 
contract coverage is exhausted.  The member remains in active in KEPRO’s large case management 
program until they are able to effectively manage their own condition and have shown the ability to 
comply with their treatment plan most – if not all – of the time.  The member is discharged from active 
management and may be placed in a monitoring status for periodic follow up. 
 
 


3.11.1.9 PEBP’s third party administrator coordinates transplant services with 
recognized Centers of Excellence.  Does your organization work with a 
Centers of Excellence referral program?  Will your organization agree to 
work in cooperation with PEBP’s third party administrator assisting the 
participants who require care at a Center of Excellence?   


 
KEPRO RESPONSE:  
 
KEPRO does not work with a specific Centers of Excellence (COE) referral program. However, we 
integrate with the COE network as offered by the each benefit plan as part of our care planning 
process.  We will work in cooperation with PEBP’s third party administrator to assist participants who 
require COE care.   
 
It is our understanding (per Amendment 2 of this Request for Proposal) that requests for transplant 
services will typically come through the utilization management process.  Once determined to be 
medically necessary, our case manager will coordinate with the third party administrator, who will then 
coordinate with the COE to ensure contracts are signed between the COE entity and the member.  If 
the third party administrator prefers, our case manager will coordinate directly with the COE. 


 
 


3.11.1.10 For an account the size of PEBP, how many covered individuals would 
your organization expect to meet large case management criteria? 


 
KEPRO RESPONSE:  
 
Across our book of business, approximately 1-2% of the overall membership meets criteria for large 
case management. This represents the top tier of utilization, usually those members most in need of 
intervention. We assume similar benchmarks for PEBP; however if we receive claims data we can 
provide a more detailed estimate.  
 


3.11.1.11 Please describe in detail how your organization’s case managers would 
interact with patients, patients’ families, and PEBP. 


 
KEPRO RESPONSE:  
 
Regardless of the reason the member was targeted for case management – chronic or progressive 
disease, multiple diagnoses, lengthy rehabilitation, severe injuries, non-compliance, or other reasons – 
the basic approach is the same.  The method, frequency, and type of interaction with members and 
their families are driven by the member’s risk, the number and complexity of their health care goals, 
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and the member’s ability to complete tasks on their own.  The frequency of interactions may be as often 
as a couple of times a day to as little as once/month depending on the member’s needs and goals.  How 
much the case manager does on the member’s behalf versus coaching the member to do independently 
will depend on where the member is along the self-care continuum.  The nurse may intervene directly 
more often during the initial stages of enrollment and slowly transition responsibilities to the member 
as they progress along their self-care goals.   
 
The methods of interactions are multi-faceted and include: 
 Telephonic interactions as our primary method of interacting with patients and families.   
 Written materials may be sent to the member at various intervals throughout their enrollment in the 


program. Written materials may include enrollment letters, welcome packets, program brochures, 
and educational materials.  


 Secure member portal offers the member educational materials, surveys, learning quizzes, tracking 
tools, exercise modules, and nutritional planning.  The member portal also provides the patient and 
case manager an opportunity to communicate electronically.   


 On-site at the member’s home or health care facility in rare situations where the members 
condition is so complex and/or their cultural/psychosocial issues are hinder the ability to complete 
an accurate assessment.    


 
The case manager primarily interacts with the member unless their condition is such that they are not 
capable of making decisions on their own.  In this scenario, the case manager works with the 
family/care giver designated as being responsible for the member’s care.   
 
In instances where the member’s condition and support needs require family participation, the case 
manager suggests, and then obtains the member’s permission to include designated family members in 
the case management process.  (Permission is necessary to honor the member’s right to confidentiality 
of PHI.)  We do encounter situations where the member defers all care decisions to a spouse or adult 
son/daughter and prefers that we work directly with him/her in managing the member’s health care 
needs.   
 
We also work directly with all family members, as necessary, to address their own needs relative to the 
member’s current health status.  As an example, when a member is diagnosed with cancer, the family 
more often than not needs help in dealing with this diagnosis and the impact it has on the family.  This 
is most evident if the member has a terminal diagnosis and end-of-life considerations must be 
addressed.  We may intervene directly and/or refer family members to other resources such as 
Employee Assistance Programs, community support groups, church groups, or other health care 
professionals.   
 
The first case manager interaction with the member/family is the initial assessment.  As a result of this 
assessment, a problem list and corresponding case management plan is initiated.  Reinforcing our goal 
of empowering members to take control of their health, the case manager coaches the member/family 
in prioritizing the problems so as not to be overwhelmed by trying to address everything at once.  As 
problems are resolved and goals met, remaining problems will be activated and added to the plan. 
 
Interventions designed to resolve the problem and achieve goals are discussed and timelines for each 
are identified.  To the greatest extent possible, the case manager supports the member/family in taking 
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action themselves.  As examples:  suggesting that they call their primary care physician as soon as 
possible to tell them about side effects they are having from their medication or coaching them on the 
types of questions to ask the physician during the next appointment.  The case manager will follow up 
with the member/family to ensure they called their physician and that they asked questions during their 
last appointment.  The case manager will also determine if the member/family understands the 
responses from the physician and provide further education with “teach back” scenarios to ensure they 
understand and can apply principles to self-management.     
 
Significant emphasis is placed on behavioral modification (when existing behaviors are negatively 
impacting the member’s ability to comply with treatment plans) and increasing the health literacy of 
members and families.  Education is at the core of most interactions.  The case manager will educate 
directly and also refer the member/family to the portal for more detailed information; the next session 
focuses on member/family “teach back” to show their understanding.  The case manager monitors the 
member’s actions to see how well they are incorporating what they learned into their self-management 
plan.  Monitoring also includes checking the on-line classes suggested to see if they were completed or 
if the member is tracking important information such as weight for those with congestive heart failure 
or glucose for diabetics.   
 
Often the case manager completes actions on behalf of the member such as finding community 
resources to support needs such as transportation to appointments or support groups for 
members/families with chronic or progressive disease.  The case manager may call the member’s 
physician directly, even though they instructed the member call, to ensure the member talked with their 
physician.  An example is notifying the physician that the member is not taking their medications 
because they don’t like the side effect.  The case manager will determine if the physician can order an 
effective substitute medication without side effects to ensure the member complies with their prescribed 
medication plan.   
 
The case manager’s interactions become less frequent as: 
 The member/family is complying with their prescribed treatment plan 
 The member/family has developed and is following an effective self-management plan 
 Resources are in place to allow the member to self-manage (such as DME or home modifications)  
 Support resources are arranged and effectively compensate for gaps in self-care – such as home 


aide or community support for members without adequate family/care giver support 
 
Once all goals are met, the case manager continues to monitor the member/family to ensure modified 
behaviors have become part of their daily routine and that they are complying with their self-
management plan – which also supports compliance with their prescribed treatment plan.  Members 
are discharged from active management and offered the opportunity to complete a satisfaction survey 
that measures the member’s perceived effectiveness of the program.  The case manager may place a 
follow up call post discharge to continue to monitor the member’s progress.   
 
Please refer to section 3.11.1.12 below for a description on how our case managers will interact with 
PEBP staff.   
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3.11.1.12 Please describe in detail how your organization’s case managers will 
interact with PEBP staff.  Under what circumstances does your 
organization expect to interact with PEPB staff?   


 
KEPRO RESPONSE:  
 
KEPRO expects to interact with PEPB staff for multiple purposes throughout the life of the contract 
which include, but are not limited to:   
 
Implementation 
Our dedicated implementation team interacts with PEPB staff throughout the implementation – 
starting with a review of an extensive project plan to review the tasks, timelines, and responsible 
parties.  Primary KEPRO contact for all implementation tasks is the account manager assigned to 
PEBP; other members include the operational manager responsible for day-to-day operations, 
analytics/reporting, and information technology, We discuss every aspect of the scope of work to 
include:  existing processes – what’s working/not working, customization, reporting (other than our 
recommended standard report packages), data exchange/file extracts, secure email processes, provider 
communications, member communications, standing meetings, other vendor interfaces, referral 
processes (for case management), and key contacts just to name a few topics.  Weekly status meetings – 
if not daily in some instances –will occur between KEPRO, PEBP staff, and other vendor staff as 
dictated by the topic.  Meetings continue after go-live to conduct an after action review and monitor 
operations to determine any need for adjustments. 
 
Day to Day Operations  
The KEPRO account manager and operational management staff become the primary points of contact 
for all contract related issues after go-live.  The account manager is the primary point of contact and 
responsible for coordinating all aspects of the contract to include contract modifications, routine and 
ad hoc status meetings, action logs, data and process questions, and reports.  The account manager 
monitors and reports on all deliverables and performance guarantees and is responsible for presenting 
reports along with other members of our operations team.   
 
PEB operations staff may interface directly with our operations manager on all items related to day to 
day operations.  This direct contact allows for timely interface with subject matter experts on the status 
of all case management activities.  The operations manager is responsible for coordinating all 
operational issues/action items and coordinating and facilitating regular or ad hoc operations meetings 
with PEBP operations staff to ensure timely communications and data exchange.   
 
Case managers   
The extent to which our case managers will interact with PEPB staff is largely driven by PEPB’s 
needs.  Their involvement is primarily related to direct management of members enrolled in the 
program.  They may, however, be included in discussions aimed at improving existing processes or 
determining the impact of potential changes.   
 
We do attempt to limit case manager involvement in “administrative” type of meetings given their time 
is focused on scheduled interactions with enrolled members and their families, and physicians.  We 
establish standard/custom reports during implementation that ensure you receive the required 
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information relative to enrolled members.  However, case managers are included in all member-
specific discussions to ensure the most detailed, up-to-date information is presented.  These discussions 
may include (but are not limited to): 
 Verifying patient eligibility and benefits.  If the referred member is not listed in the eligibility files, 


our case management department contacts PEBP to verify eligibility (often we are referred to the 
Third Party Administrator’s customer service department to verify eligibility).  And, if the case 
manager has questions about the benefit plan design, he/she contacts PEBP benefits office for an 
interpretation.    


 Patient care conferences:  Members with complex, long term care needs may warrant a patient care 
conference to discuss the member’s prognosis, expected treatment plan, and benefit plan 
implications.  If the plan allows “flexing benefits”, those options may be discussed here.  Patient 
care conferences allow for long term benefit planning ensuring the member has access to 
appropriate, quality care within benefit plan design. It also allows PEBP to project long term 
implications as required.   


 Air transport:  Members may be away from home when care needs are identified – such as a severe 
injury.  Care may/may not be provided by network providers; air transport may be required to 
return the member to network providers and/or the member’s home environment where 
family/community resources are available to assist with their care.   


 Stop Loss Updates:  Case summaries, as part of our standard report package, are prepared 
monthly.  We understand that stop loss carriers may require updates before the case summaries are 
prepared.  Case managers are available to discuss the most current status with PEBP and/or stop 
loss carrier staff.     


 Quality of care concerns:  Case managers may identify quality of care concerns and/or fraud and 
abuse.  This information is documented and forwarded to PEBP staff per processes determined 
during implementation.   


 Member or provider complaints: Complaints that members may have about their provider or care 
access and complaints members or providers may have about PEBP policy and procedures are 
forward to the appropriate PEBP staff.   


 
Policy meetings:  Case managers may attend PEBP policy planning meetings to provide subject matter 
expertise.   
 


3.11.1.13 Please describe in detail the qualifications that your organization 
requires of your case managers. 


 
KEPRO RESPONSE: 
  
We apply rigorous standards to the education and experience of our clinical staff. Our case managers 
are registered nurses with an active, unrestricted nursing license consistent with the requirements of 
the state issuing their license.  They must have five or more years of directly related experience, 
including at least three years of acute clinical nursing experience plus case management experience. 
Many of our case managers have a BSN or related degree and advanced certification such as Certified 
Case Manager (CCM). RNs that don’t possess advanced certification at the time they are hired must 
obtain it within two years of hire as a condition of employment.      
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Our case managers use critical thinking and apply sound clinical judgment and assessment skills when 
assisting members with case management needs. They also possess excellent interpersonal skills and 
build a one-to-one relationship with the member that fosters trust. Strong negotiation and time 
management skills are key to the role, as are computer, and web-based knowledge.  Case managers are 
experienced clinicians who prioritize their case loads to ensure each member receives appropriate 
interventions designed to successfully meet their goals.   
 


3.11.1.14 What is your ratio of licensed staff to total covered lives? 
 
KEPRO RESPONSE: 
  
KEPRO determines case management staffing needs after completing a claims analysis that identifies 
the prevalence of risk and the percent of the population that would benefit from case management.  
The average case load for our complex case management staff ranges from 50 – 65 depending on the 
severity mix of the cases assigned to the case manager.  While the ratio of case managers to covered 
lives can vary depending on the demographics, utilization history, and risk factors of the population, 
KEPRO’s ratio of case managers to covered member lives is currently 1:20,000. 
 


3.11.1.15 At what point during a hospital admission is discharge planning 
initiated?  Please describe your organization’s involvement with 
hospital discharge planning. 


 
KEPRO RESPONSE:  
 
Discharge planning starts when the request for authorization is received.  The utilization management 
nurse will determine the extent of discharge planning, potential/actual services required post 
discharge, and whether any interventions can be completed prior to admission (for scheduled 
admissions).  The nurse reviewer works in conjunction with the member, the member’s family/care 
givers, member’s provider(s), hospital discharge planning staff, and other health care providers as 
appropriate to ensure timely transfer from one level of care to another.   
 
Discharge planning needs are assessed with each interaction the nurse reviewer has with the utilization 
management department.  Members can be admitted with no or minimal projected discharge planning 
needs however, change in the member’s health status during the admission can generate the need for 
more complex discharge planning.  One of the most important elements of our discharge planning 
process is the capability to make real-time referrals to case management. Because we start discharge 
planning early in the process, member needs for more intense discharge planning can be identified and 
the member can be referred to case management. Case management interventions with the member 
and family can begin before the member is discharged.   
 
Overarching goal of discharge planning is to ensure the member is transitioned to the most appropriate 
level of care based on health status and care needs – to include transition to home.  This also includes 
ensuring the member is not discharged prematurely which often results in readmissions within 30 days 
of discharge.  Another integral goal is to reduce/avoid complications that result in avoidable use of 
health care resources – such as emergency department visits or re-admissions.  This care transition is 
an excellent opportunity to reconcile medications and coordinate communications between health care 
providers to avoid gaps in care.   
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Typically, KEPRO works closely with the facility utilization management department and treating 
providers to coordinate discharge planning. In some instances, where discharge planning presents 
unique or challenging circumstances and/or requires the participation of the member, the case 
manager may contact the member or the member’s family, directly to ensure they understand the 
discharge plan and have the skills, knowledge, and abilities to comply.  Any self-care deficits, 
compliance issues, and care gaps are identified prior to discharge and a plan to address each issue is 
developed in conjunction with the member and their family and physician.   
 
An integral part of discharge planning is educating the member/family and ensuring that the member 
can be cared for at home.  The case manager assess the home environment to identify required 
modifications (relocating sleeping quarters to the first floor as an example) and determines the 
family/care giver’s willingness and capability of providing required care.  The case manager assists 
with coordinating appropriate supplies and equipment and ensures the family/care giver has the 
required training to deliver safe, appropriate home care.    
 
Case managers may follow up post discharge to reinforce the discharge plans and provide support 
during this care transition.  This follow up may last up to 30 days and just require periodic monitoring 
and intervention to prevent readmissions or, the member may be enrolled in large case management to 
assist with complex health care needs. 
 


3.11.1.16 How does your organization calculate return on investment for case 
management expenses?  Please provide a sample copy of your 
organization’s return on investment report as an attachment to your 
proposal. 


 
KEPRO RESPONSE:  
 
KEPRO understands cost savings calculations in care management programs are complex and varied.  
KEPRO relies on industry standard methods such as those developed and published by the Care 
Continuum Alliance to guide cost savings and return on investment (ROI) estimates.   
 
We use a savings methodology in which both hard and soft savings are calculated to evaluate the 
success of our programs.  Hard savings are defined as savings derived from coordination of alternative 
care, reduction in the duration or level of care, and any negotiated or agreed upon reduction of 
provider fees.  Soft savings are associated with “cost avoidance” activities that reduce utilization and 
are attributed to proactive education of participants and their families, resulting in behavior 
modification and change in lifestyle choices, as an example. Savings criteria include but may not be 
limited to the following: 
 Decreased number of office visits or services  
 Decreased in hospital admissions and re-admissions 
 Reduced length of stay  
 Transition to lower level of care/alternate level of care 
 Stringent clinical management of treatment and services to ensure quality          
 Non-certification of unnecessary visits/services 
 Out-of-plan negotiation when services can be obtained at lower cost   
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KEPRO evaluates the effectiveness of our program by tracking, trending, and evaluating financial, 
clinical and humanistic outcomes.  While most programs track only financial and humanistic 
outcomes, we firmly believe that these do not by themselves represent the fullest indicators of whether 
the member’s quality of life is maximized by program interventions.   
 
As a physician-driven quality improvement and medical management organization, our corporate 
philosophy is to apply and disseminate knowledge to advance the quality and efficiency of healthcare 
delivery and patient centric health outcomes.  Our care management model leverages innovative 
technology, data analytics, evidence-based guidelines and other resources to remove barriers to self-
management, strengthen the patient-physician relationship while optimizing the care and satisfaction 
of members. We deliver results that significantly bend the trend of healthcare costs for your clients’ 
entire population.   
 
Our methodology to calculate ROI includes: 
 Negotiated Savings:  Savings through re-pricing or alternative arrangements for services 
 Hard Savings:  Savings by direct intervention to obtain same or equivalent service at lower cost 


without negotiation: 
o Change in care setting (e.g., moving from hospital to home, hospice, clinic) 
o Substitution with lower-cost, clinically-equivalent supplies, services, drugs 
o Elimination of redundant or unnecessary fees 


 Cost Avoidance Savings:  Costs avoided through direct, documented intervention: 
o Reduced hospital utilization (ER and in-patient stays) through improved compliance and patient 


support 
 
Financial Outcomes 
As noted, KEPRO uses a savings methodology in which both hard and soft savings are reported.  
Savings criteria used when factoring savings dollars include the following: 
 Decreased number of visits or services requested 
 Reduced length of stay by promoting early discharge to home or less acute alternatives (where 


applicable) 
 Transition to lower level of care 
 Use of community resources where applicable 
 Suggestions and use of alternative care 
 Stringent clinical management of treatment and services to ensure quality           
 Outcomes: use of standardized clinical criteria (e.g., InterQual®) 
 Negotiation with provider of services 
 Non-certification of unnecessary visits requested 
 Decreased hospital re-admissions 
 Transition of patients to alternate/appropriate level of care such as hospice 
 Out-of-plan negotiation when services can be obtained at lower cost  


 
Clinical Outcomes 
KEPRO measures outcomes that reflect our ability to remove barriers that prevent members from 
appropriately coordinating their own care and complying with medical treatment plans.  These factors 
have a significant positive impact on the member’s overall clinical status and quality of life, reducing 
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unnecessary utilization and decreasing cost for the plan.  The following are examples of outcomes we 
track and evaluate:  
 Care access and utilization. Our goal is to ensure every member has a medical home/care team and 


that the member is using this medical home on an appropriate schedule.  In addition, the member 
must have access to appropriate specialty networks as their condition warrants 


 Member’s compliance with a prescribed medical plan of care that they understand and adhere to.  
This includes complying with treatment requirements such as medications, diet, physiologic 
monitoring, etc. 


 Member’s ability to maximize their activity level relative to their condition 
 Member’s ability to maximize their behavioral health relative to their medical and mental condition 
 Appropriate use of hospice relative to the member’s condition 
 Utilization related to complications of the member’s condition. 
 
Humanistic Outcomes 
Each member discharged from our case management program is provided the opportunity to complete 
a satisfaction survey.  Survey questions are designed to determine if, as a result of their participation in 
the program, the member:  
 Has a better understanding of their condition and medical treatment plan 
 Is better able to work with their physician(s) in coordinating their own care 
 Agrees that the program had a positive impact on helping to maximize their quality of life relative 


to their condition. 
 
KEPRO’s Methodology to evaluate program success is bulleted below with detailed calculations 
documented in Attachment 2: 
 Pre-Post Intervention 


o Compares medical and pharmacy claims cost prior to the case management model with costs 
after program implementation to assess savings 


 Trend Analysis 
o Project costs for members in case management programs as if they had not been managed and  


compare projected to actual costs to assess savings 
 ROI = (Negotiated Savings + Medical and RX Claims Savings)/Total Costs  
 
Please refer to Attachment 2 for the KEPRO return on investment report.  Please note that reports are 
embedded throughout the narrative of this attachment.   
 


3.11.1.7 Is your organization’s case management service for behavioral health 
and substance abuse managed by a separate subcontracted vendor and/or 
provided at a different location from the location indicated in section 
3.10.1.2?  If yes, is the case management protocol different from other 
general case management services?  Please describe the differences, if 
any. 
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KEPRO RESPONSE:  
 
KEPRO does not subcontract any case management services.  All case management services for 
behavioral health and substance abuse will be managed out of the same location as indicated in section 
3.10.1.2 using the same protocols and philosophy as described for general and large case management.   
 


3.11.1.18 If your organization does not contract with a separate behavioral health 
and substance abuse case management vendor, please describe your 
organization’s protocol for managing these cases, or indicate if 
behavioral health/substance abuse protocol is the same as for other care 
management services. This information may be provided as an 
attachment to your proposal.   


 
KEPRO RESPONSE:  
 
KEPRO incorporates the same general philosophy, protocols, and processes for behavioral health and 
substance abuse services as we do for other case management services.  The goal is self-management 
and compliance although often members with behavioral health and substance abuse diagnoses 
require greater support and more intense interventions over a longer period of time – as does the family 
who normally need help coping with and understanding the member’s behaviors.  And in some 
instances, the member may never progress to total self-management or consistent compliance.   
 
We complete the same general assessment, which incorporates the SF12 and PHQ9, and condition 
specific assessments which focus on behavioral health and substance abuse diagnoses.  If the member 
has medical conditions, we also complete a condition specific assessment to address medical co-
morbidities.  All problems are reflected in an integrated, member-centric case management plan.  In 
these instances, close coordination with all health care providers is essential to maximize quality 
outcomes for all conditions.    
 
Members who are moderate or high risk and require high intensity interventions are managed by nurse 
case managers with behavioral health education and experience who understand the evidenced based 
behavioral health treatment protocols.  If they have questions or concerns about the prescribed 
treatment protocols, they consult with the appropriate board certified Behavioral Health Specialist on 
our medical review panel.  Closer interaction with the member’s physician/health care provider is 
paramount to understanding the current and projected long term treatment course and options.  If the 
member has medical co-morbidities, the behavioral health case manager may consult with one of the 
other case managers on our team with clinical expertise consistent with the member’s medical 
diagnoses.   
 
Often members with chronic or progressive conditions have behavioral health needs – mostly related to 
depression – which may be identified when completing the PHQ9 assessment.   For this reason, all of 
our case managers are educated in the management of depression.  Members whose behavioral health 
needs are low risk and secondary to their medical needs may be managed by a medical case manager.  
He/she consults with one of our behavioral health case managers as needed to assist the member in 
meeting each health care goal.   
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3.11.1.19 Many PEBP participants reside outside of the state of Nevada, requiring 
licensed case management nurses in all states where PEBP participants 
reside.  Please indicate any state(s) in which your organization does not 
currently have a licensed case management nurse.    


 
KEPRO RESPONSE: 
  
KEPRO understands state licensure requirements for nurses and we currently employ nurses in 10 or 
more states to support our nationwide clients. Many of our nurses hold active, un-restricted licenses in 
multiple states.  Additionally, we are very familiar with compressed/compact states which grant 
privileges to a nurse licensed in one of these states to practice in all compact states under that single 
license.  Non-compact states grant reciprocity and make it easy for nurses to obtain licensure in that 
state.  Prior to go-live, we will ensure licensure for all 50 states as required by PEBP to support 
participants residing in all states.  
 


3.11.2 Pre-certification    
 


Pre-certification is the review of "need" for an inpatient hospital admission or other 
specified medical services before the services are rendered by a healthcare provider.  For a 
list of services that currently require a pre-certification, please refer to PEBP’s Master Plan 
Document located on the PEBP website at www.pebp.state.nv.us. 


 
KEPRO RESPONSE: 
 
KEPRO has read, understands and acknowledges all pre-certification services required in this scope of 
work as outlined in the Master Plan Document. 
 
 


3.11.2.1 Describe your organization’s process for managing inpatient hospital 
pre-certification requests. 


 


KEPRO RESPONSE: 
 


Tested, compliant processes, custom-tailored to PEBP requirements 
KEPRO has successfully combined the many components of a comprehensive utilization management 
together through an integrated solution designed to save our clients money and improve quality of 
care. URAC accredited to perform Health Utilization Management (UM) since 2004, KEPRO contracts 
achieved up to a 16:1 ROI and savings of $273 million for clients across our book of business last year. 
We routinely exceed URAC Standards for Health Management Utilization, Department of Labor 
regulations and client mandated processing requirements. 
 
Reviews are completed based on member eligibility and client benefit plan design, and our process 
includes, but is not limited to, the following functions:  


 Channeling to network providers 
 Negotiating out of network fees 
 Medical necessity and level of care determination based on nationally recognized guidelines 


(such as Milliman or Interqual) and client-specific criteria.  
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 Discharge or post-care planning for inpatient admissions and outpatient treatments to drive 
member compliance or ensuring the member has a post service plan for outpatient treatments 


 Early identification and referrals to other medical management programs as appropriate.   
 


Each review by the nurse and medical director is completed within the benefit plan design to ensure 
services provided are covered under the plan. All determinations are documented in our medical 
management system Atrezzo and transferred to the claims payer in the nightly file extract. If there are 
any questions about the coverage/interpretation of the plan document, the nurse will call the 
designated client contact to ensure proper interpretation of coverage prior to reviewing the request.  
Services not covered under the plan are indicated as “benefit plan denials” and can be tracked, 
trended, and reported to the client for use in making potential benefit plan modifications.  The process 
for benefit plan denials is established during the implementation process based on the client’s specific 
needs. 
 
During contract implementation we document all PEBP’s pre-certification, pre-notification and prior 
authorization requirements in our medical management system. We also request access to current plan 
documents and provider network files and develop data interfaces to receive daily eligibility files. 
Review staff references these tools during the review process, and establishing interfaces and an 
ongoing process for updates early ensures we have access to the most up-to-date member information. 
Plan design changes are communicated to staff and updated in our system as soon as they are 
communicated to us by PEBP.  
 
Accountability 
The ultimate authority and oversight responsibility for the KEPRO Utilization Management program 
lies with KEPRO’s Chief Medical Officer (CMO).  KEPRO’s PEBP-designated medical director 
reports to the CMO and supports the processes and programs that address the coordination of medical 
review processes for pre-admission reviews, concurrent and retrospective reviews, and appeals and 
reconsiderations.  The medical director also manages the oversight of the review process, including 
overflow and distribution of reviews to assistant medical directors or outside reviewers.  Our Chief 
Operating Officer manages all nursing and non-nursing staff delivering our UM services.  In addition, 
our Vice President of Operations oversees the delivery of the utilization management product, 
forecasting and resource management, planning, assigning and directing work, and process 
improvement.  
 
Detailed Process Description  
The following outlines each step of our pre-certification process, from initial receipt of the request 
through discharge planning and handoff to case management or other available care management 
resources as appropriate.   
 
Intake Process 
Pre-certification or prior authorization requests are initiated by the provider or member via phone, fax, 
or mail. Additionally, we can offer a Web-based system as a buy-up option. This functionality works 
best when the members being served are highly concentrated in a specific geographic area and the 
program supports a high level of provider engagement.  
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Intake staff creates cases for requested services and procedures that require pre-certification or prior 
authorization based on PEBP specific eligibility requirements. Members are redirected to the benefit 
plan if eligibility cannot be determined. Alternatively, eligible members who meet criteria for case 
management, disease management, wellness programs or other available health management 
programs are referred accordingly. We consider the point of pre-certification a teachable moment and 
can drive early identification of members who will most benefit from care management.  
 
As an aide, we have provided figure 12 as high level visual overview of our standard operating 
procedure (SOP) for prior authorization.    
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Overview of the Pre-certification Process 
 
Inpatient Pre-certification  
 If the request for a review is not submitted via the web our CSRs manually enter service authorization 
requests received by fax or mail, into our proprietary medical management system. This automatically 
triggers our system to verify eligibility prior to the start of a PA review. They attach documents, faxes, 
or other forms to the request and they then become a permanent part of the record. CSRs check the 
request for completeness and accuracy, then route the cases to the appropriate work queues for 
processing by trained and experienced clinical review staff. Our processes for conducting reviews are 
the same for all type and service requests.   
 
Clinical Assessment 
The first step in the review process involves a complete clinical assessment.   Supporting 
documentation, history and physical, physicians' orders, and any other documentation requested to 
support the need for services will be reviewed by properly credentialed, licensed and qualified clinical 
reviewers. 
 
Medical Necessity Determination 
The reviewer will apply PEBP approved criteria, guidelines, policies, procedures, and processes to 
make determinations to ensure that medically necessary services are rendered in the most appropriate 
setting. All PA’s will be approved, denied, modified, or pended within the required time frames 
specified in the RFP. We thoroughly train our review staff on all contract-specific clinical review 
criteria and benefits management requirements and monitor their performance for consistency, 
accuracy, and timeliness by application of our Quality Control plan (see Section 3.6).  The information 
submitted with the request will be review, if appropriate, the medical record and any supporting 
documentation in order to perform a comprehensive review for medical necessity.  
 
Medical Necessity Determination 
Clinical information is obtained from a number of sources to determine medical necessity for both 
inpatient and outpatient services, including the facility’s utilization management department, the 
attending physician’s office, and in some cases the member or the member’s family or representative.  
Past medical records may be requested to document previous treatments and/or the member’s response 
to treatment.  Our medical director may also request a peer to peer discussion with the attending 
physician to best understand the plan of care before making any determination.   
 
The utilization management nurse records all available clinical information and compares it to the 
appropriate nationally recognized criteria set (such as InterQual and Milliman) and client specific 
requirements  to determine medical necessity. If the RN reviewer determines that additional clinical 
information is necessary, they contact via telephone the attending physician, discharging hospital staff, 
family members and/or representatives to solicit additional information regarding the patient’s 
condition.  Any questionable case is referred to the physician reviewer for final determination. If 
additional information is not received within a specified time frame (to meet URAC or PEBP 
standards) the case will be forwarded to the medical director for determination based on existing 
information.     
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A service is deemed "medically necessary" when: 
 Services are reasonably calculated to prevent, diagnose, prevent the worsening of, alleviate, correct, 


or cure conditions in the member that endanger life, cause suffering or pain, cause physical 
deformity or malfunction, threaten to cause or to aggravate a handicap, or result in illness or 
infirmity 


 Services must be of a quality that meets professionally recognized standards of health care, and 
must be substantiated by records including evidence of such medical necessity and quality 


 Clinical information supports evidence-based medicine, benefit plan design and State and/or 
Federal regulations when appropriate 


 
As part of the medical necessity review, the nurse reviewer is considering whether the level of care 
requested is appropriate for the planned services/procedures.  If criteria indicates a lower level of care 
(for example:  skilled nursing facility instead of acute inpatient), the nurse reviewer may discuss this 
option with our medical director then make the recommendation to the attending physician.  If the 
attending physician does not agree with the recommendation, the nurse reviewer will forward the 
request to our medical director for review and potential denial of requested level of care.    
 
If clinical information does not support medical necessity, cases are routed to our medical director staff 
for final determination.  
 
Insufficient Information 
If the provided information is insufficient to meet criteria, the KEPRO reviewer will place the case in a 
“pend” status in our Atrezzo system. We track these requests for additional information in our web-
based system, along with all supporting documentation for each review, and adhere to all required 
timeframes to meet PEBP client deliverables. Tracking this information in our system enables us to 
respond promptly to State agency requests for the status of all cases, including those that are awaiting 
additional information.   Please refer to figure 15 below visually describing our “Request for 
Additional Information” process.  
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Figure 15. Request for Additional Information 


Notification of Determination 
All review decisions will be posted to Atrezzo, and display electronically on our provider web portal. 
Providers can submit additional clinical information through Web portal, email, or fax: 
 Appropriate severity of illness clinical factors 
 Appropriate treatment elements in their services 
 Application of any other clinical guidelines approved by PEBP 
 Covered services applicable as described in the PEBP Master Plan Document. 


 
Once the clinical reviewer validates that criteria are met the case is routed into a “Complete” status in 
Atrezzo.  Once we receive all necessary information, we will post the determination to the provider web 
portal, and notify providers if appropriate.  
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Physician Review for Prior Determinations 
When criteria are not met for an authorization request, our clinical reviewer will forward the coverage 
determination to a physician reviewer who is licensed in the state of Nevada. Our physician reviewers 
will have received extensive training on PEBP criteria and appropriate Federal and State regulations 
in order to render an appropriate decision.  
 
Our physician evaluator will review the medical record and all supporting documentation pertaining to 
an admission before rendering a decision. If the physician requires more information or clarification 
to make a determination, he/she will attempt to contact the ordering physician/hospital for the 
documentation before making a decision or suspending the case. If the attending physician is 
unavailable, the peer reviewer informs the attending physician’s staff of the purpose of call, verbal 
instructions on how to arrange a peer-to-peer discussion, telephone number, and name. If no peer-to-
peer discussion occurs, we will issue our written determination.  
 
Reconsiderations 
Providing appeals and addressing medical challenges of our authorization reviews and benefits 
determinations has been a component in our contracts for 28 years. Providers and beneficiaries who 
disagree with a KEPRO determination to deny/reduce services can submit a request for appeal or 
expedited appeal to KEPRO within the established approved DHHS  timeframe. All cases with adverse 
decisions will be eligible for additional levels of review according to DHHS standards. 
 
Our process for reconsideration review is as follows: 
 We fax/email/web portal an acknowledgement of receipt of a request for reconsideration to the 


provider and beneficiary that we have received an appeal and that they have a comment period for 
submitting additional information. The KEPRO appeals staff places the case in an electronic tickler 
file during the comment period. 


 
 Once the comment period has passed and/or we have received additional information, we generate 


a reconsideration worksheet and forward the case to a specialty matched peer reviewer who is: 
o Licensed and board certified in the same specialty as the attending physician 
o Not associated with the original denial 
o Not related to the beneficiary 
o Not responsible for the care of the beneficiary. 


 
Our peer reviewer uses the information that led to the denial determination, the complete medical 
record, any additional information submitted, and PEBP policies and approved criteria to make his/her 
decision. We will render our decision upon receipt of all necessary information for an appeal, but will 
work with PEBP to establish the timeframe should you so desire.  
 
The peer reviewer will make an attempt prior to reach the attending physician after the additional 
information was received. During the peer-to-peer discussion, the attending physician may provide 
additional information to assist KEPRO’s peer reviewer in making his or her determination. Our peer 
reviewer will provide his or her determination to the attending physician during the telephone 
discussion.  
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If the attending physician is unavailable, the peer reviewer informs the attending physician’s staff of 
the purpose of call, verbal instructions on how to arrange a peer-to-peer discussion, telephone number 
and contact information. If no peer-to-peer discussion occurs, we will issue our written determination.  
 
When requests do not meet clinical review criteria, we fax a written denial notice to the provider and 
mail a letter to the beneficiary. The notification includes all required information.  Please see figure 
8 for our detailed process. 
 
Pre-Notification 
Pre-notification requires that the member/provider notify us of any planned/unplanned services 
however, supporting clinical information and a medical necessity review is not required.  Conditions, 
procedures, or drugs that might be considered for pre-notification only are those that are normally 
approved however may warrant case management oversight.  These conditions may be identified 
through analysis of the client’s claims trends over time and/or the type of medical management 
programs offered by the client to it employees.  For example, if an employer offers a maternity 
management program, maternity cases should require prior-notification at the time of the initial visit to 
the obstetrician so that each pregnant member can be assessed for high risk factors and managed 
accordingly.   
 
Pre-notifications also initiate our concurrent review and discharge planning processes which monitor 
expected discharge dates and the need for continued services when they exceed the initial planned 
discharge.   
 
Written Notification 
When we make a determination to approve or deny (in part or in full) a request, we use the following 
three classifications to communicate review status: 
 Approved – the request has met all authorization criteria 
 Denied – the request does not meet authorization criteria 
 Pended – the provider has not submitted sufficient information for us to approve or deny a request. 


Additional information is required and will be requested in order to make a determination.  
 


If the determination is to deny, reduce, terminate, delayed or suspend the requested service, a letter 
(and Web portal notification) are system generated from KEPRO to the provider. This letter includes 
appeal rights as outlined in PEBP policy, along with all other specifications per the above 
requirements.  We will post notification on our online provider portal, in the MMIS, and send written 
notification of our determinations within one business day of our decision to the client, provider, and 
PEBP. 
 
All related procedures will be approved by PEBP prior to implementation.  We will data enter the 
results of cases that go to PEBP for Administrative Appeal in our Atrezzo system so that we have a 
complete history of all cases, once the department shares the information with us. 
 
Discharge Planning and Concurrent Review  
Discharge planning starts when the request for authorization is received.  The utilization management 
nurse will determine the extent of discharge planning, potential/actual services required post 
discharge, and whether any interventions can be completed prior to admission.  The nurse reviewer 
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works in conjunction with the member, the member’s family/care givers, member’s provider(s), 
hospital discharge planning staff, and other health care providers as appropriate to ensure timely 
transfer from one level of care to another.  If the discharge plan qualifies the member for case 
management under the PEBP, the utilization management nurse will initiate an automated referral 
and discuss the member’s discharge plan with the case manager prior to transferring the case. 
 
The review staff follows up with the provider or hospital utilization management department to verify 
progress against the medical treatment plan.  If additional days/services are required, a medical 
necessity review is conducted as outlined in the above process – to include referral to the medical 
director if clinical status does not support a continued stay.  The nurse reviewer may refer a case to the 
medical director at any point during the admission to discuss the medical treatment plan and/or 
extended lengths of stays.  This process continues until the member is discharged in which case the 
discharge date is recorded and the case is closed. 
 
Early identification of needs and cross programmatic referrals 
Early identification of members who may benefit from case management or chronic care management 
is key to ensuring optimal health outcomes and providing a positive impact on healthcare costs.  
KePRO programs have early identification and referral triggers built-in.  Members may be auto-
referred to case management based on trigger conditions.  The nurse reviewer may also refer the 
member at any point in the utilization management process if the member’s condition and/or discharge 
plan warrants based on PEBP guidelines.  The case manager and utilization management nurse 
coordinate to seamlessly transfer the member to case management oversight.   
 


3.11.2.2 What is the average length of time for your organization to pre-certify 
inpatient hospital admissions? 


 
KEPRO RESPONSE: 
 
KEPRO’s policy is to conduct utilization decisions, notifications and confirmations in an expedient 
manner to increase care coordination, continuity of care and to accommodate clinically “urgent” 
review scenarios.  On average, we process and make determinations on inpatient pre-certification 
reviews within 24 hours of receipt of all required information.   
 
We adheres to the following URAC designated time frames for prospective review:  


a. For prospective review, the organization issues a determination: 
i. As soon as possible based on the clinical situation, but in no case later than 72 hours 


of the receipt of request for a utilization management determination, if it is a case 
involving urgent care; or 


ii. Within 15 calendar days of the receipt of request for a utilization management 
determination, if it is a non-urgent case.   


 
3.11.2.3 Describe your organization’s process for managing outpatient surgery 


pre-certification requests. 
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KEPRO RESPONSE: 
 
Similar to our review process for inpatient procedures, our pre-certification of outpatient procedures 
begin with a request for pre-certification.  Once the request has been categorized as outpatient, it is 
further categorized as a procedure, high-dollar diagnostic, therapy, or service.  All reviews are 
conducted based on established URAC standards and Department of Labor regulations, as applicable.   
  
KEPRO follows a comprehensive pre-certification process that includes verification of eligibility, 
benefits coverage, network status, and a clinical review for appropriate level of care, actual medical 
necessity and appropriateness of the surgery or service being requested, necessity for a proposed 
preoperative hospital stay, necessity for 23 hour observation. While KEPRO has a recommended list of 
outpatient surgeries that should be pre-certified, we will customize the surgery authorization list to 
accommodate PEBP requirements.   
 


3.11.2.4 What is the average length of time for your organization to pre-certify 
outpatient surgical services? 


 


KEPRO RESPONSE: 
 
The length of time for outpatient pre-certification is the same as inpatient however, most 
determinations are made within three business days once all required clinical information has been 
received, in line with PEBP’s benefit plan.   
 
KEPRO adheres to the following URAC designated time frames for prospective review:  


a. For prospective review, the organization issues a determination: 
i. As soon as possible based on the clinical situation, but in no case later than 72 hours 


of the receipt of request for a utilization management determination, if it is a case 
involving urgent care; or 


ii. Within 15 calendar days of the receipt of request for a utilization management 
determination, if it is a non-urgent case.   


 
3.11.2.5 Does your organization refer to established medical necessity guidelines 


for pre-certification, such as those published by Milliman?  
 


KEPRO RESPONSE: 
 
KEPRO is richly experienced and adept with incorporating various clinical criteria in our review 
processes for clients.  In addition to experience with industry standards such as MCG (Formally 
Milliman Care Guidelines) for evidence-based decision support, we also have the ability to incorporate 
InterQual® and/or client specific criteria  based on the client’s corporate goals such as higher savings 
and/or higher member satisfaction.  We have access to the full complement of InterQual and MCG 
which allows us to manage all services/specialties across the care continuum.   


 
We know from experience that the use of nationally recognized, proven, and validated criteria will 
provide the following benefits to our clients: 
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 Assign credibility to – and support consistency of – our review decisions through a legally 
supportable source 


 More appropriately identify questionable care and ultimately result in higher denials or 
recommendations for alternative care  


 Keep decisions current with industry standards through regular updates. 
 


The Milliman Care Guidelines® are widely regarded as the industry’s resource for evidence-based 
knowledge at the point of care.  Designed to be used in conjunction with healthcare professionals’ 
expert clinical judgment, these criteria sets are used to provide informed, consistent decisions when 
determining the most appropriate level of care and the duration and frequency of that care. If the 
nurse reviewer has questions about the clinical justification, or, in his or her clinical judgment, the 
medical appropriateness of the request, he or she consults with our Medical Director who oversees the 
review process. In all instances where the clinical justification does not meet medical necessity, the 
request is forwarded to the Medical Director for review/determination.  
 
Guidelines are maintained in an electronic format for easy access by KEPRO Nurse Reviewers in order 
to evaluate the medical necessity of care and/or setting for the requested service.  
 


3.11.2.6 How are pre-certifications accepted?  Please complete the following 
table by double-clicking the appropriate responses below.     


 


Method Accepted 


Telephone Yes   No


E-mail/Internet Yes   No


Facsimile Yes   No


Regular mail Yes   No


Other (please describe)  


 


3.11.2.7 Does your organization provide written confirmation when a pre-
certification request is approved or denied?  Please provide a sample of 
your pre-certification approval and denial notifications as an attachment 
to your proposal. 


 
KEPRO RESPONSE: 
 
Yes.   KEPRO’s policy is to provide both verbal and written confirmation on all approved pre-
certification requests to the requesting facility or provider.   When a denial occurs, this determination 
is also communicated verbally to the requesting provider and in writing to the facility, provider and 
PEBP participant.  All review determinations can be accessed by PEBP, the Provider and facility via 
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our webportal.  Written confirmation of the determination is consistent with URAC, Department of 
Labor or appropriate State Department of Insurance requirements and includes the rationale with 
references in support of the determination and, if non-certified, appeal rights, instructions on the 
appeal process, and contact information.   


 
Written notification is mailed to the member with a copy to the provider and the facility where services 
are being provider within one business day of the determination.   
 
All written, non-certified notifications will include: 
 


 Rationale for the non-certification in both laymen terms and the specific plan provision used in 
making the non-certification.  Including the clinical rationale and criteria used for the decision.  


 Detailed description of appeal rights, including applicable time limits for filing appeals 
 Instructions on appeal process/procedures 
 Statement that an approval does not constitute a guarantee of payment 


 
Please refer to Attachment 3 for a copy of our standard appeal letter. 
 


3.11.2.8 Concerning PPO plans for which your organization provides pre-
certification services:  During the time periods of July 1, 2011 – June 
30, 2012, and July 1, 2012 – June 30, 2013, what percentage of inpatient 
hospital pre-certification requests were denied by your organization?  
Please list each time period separately. 


 
KEPRO RESPONSE:  
 
The table below illustrates KEPRO’s denial rates for inpatient hospitalization requests for the periods 
requested for non-gatekeeper plans.  Additionally we have included the savings amounts for these 
denials in figure 16.   
 
  July 1 2011 - June 30 2012 July 1 2012 - June 30 2013 
Services Denied 1,756 3,517 
Services Processed 51,067 58,412 
Percentage Denied 3.4% 6.0% 
      
Savings from Denials $16,557,729  $26,631,420  


 
 


3.11.2.9 What are the credentials, qualifications, and experience of staff 
determining pre-certifications for inpatient and outpatient services? 


 


KEPRO RESPONSE: 
 
Please refer to our response in Section 3.3 above. Clinical staff performing pre-certifications include 
RN Reviewers, Medical Directors and Physician Consultants. 
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3.11.2.10 Please describe in detail your organization’s denial process.  Describe 
inpatient and outpatient services separately.  


 
KEPRO RESPONSE: 
 
Unless otherwise dictated by PEBP policy, a nurse may non-certify based on eligibility or benefits; only 
a physician can issue a medical necessity denial determination. 
 
If the clinical information does not support medical necessity or level of care, the request is forwarded 
to one of our staff medical directors for review.  In conjunction with InterQual or MCG,  the medical 
director uses professional experience, currently accepted  practice guidelines and benefit plan coverage 
as part of the review process.   
 
They may also contact the requesting provider to discuss the case and better understand the treatment 
plan. Every reasonable attempt is made to contact the provider if a peer to peer discussion was 
requested prior to a non-certified determination.  The medical director may also consult with one of the 
practicing physician consultants before making a determination.  We have over 3,200 board certified, 
practicing physicians in a wide variety of specialties available for consultation on an as-needed basis.   
 
If the request is denied in total or in part, the case is returned to the nurse reviewer who telephonically 
notifies the requesting party of the medical director’s decision and informs them of appeal rights.  
Written notification is then mailed within one business day of the determination to the member, 
requesting provider, and the facility where services are being provided.  The written notification 
contains specific rationale as to why the services were non-certified.  All aspects of the denial process 
are documented in the member’s automated record for auditing and retrieval purposes.   
 
We follow this same process for both inpatient and outpatient denials. In both inpatient and outpatient 
denials, we close the case and re-open it if the denial is appealed.  The exception is denials for an 
inpatient continued stay.  In this instance, we do not close the case; we document the last certified day 
but continue to follow the member through discharge to monitor for quality of care concerns and 
document the final discharge date.    


 
3.11.2.11 Please describe your criteria for determining medical necessity for 


weight loss surgeries such as gastric bypass or lap band surgery.   
 
KEPRO RESPONSE: 
 
KEPRO employs both InterQual and Milliman criteria for determining medical necessity for weight 
loss surgeries such as gastric bypass or lap band surgery. Additionally, our RNs will access specific 
PEBP benefit plan language, evidence-based criteria appropriate to the treatment and member-specific 
information from the treating provider.  
 
In the event the clinical information provided does not support medical necessity, our medical director 
will offer peer-to-peer discussion to best understand the treating physician’s perspective and obtain 
more specific details of the member’s clinical and psychological condition.  The medical director may 
also consult with one of the specialty reviewers on our panel.   
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3.11.2.12 Please confirm that your organization has reviewed PEBP’s current pre-


certification requirements as described in the PEBP Master Plan 
Document and your ability to provide this service. 


 
KEPRO RESPONSE: 
 
KEPRO confirms that our organization has reviewed PEBP’s current pre-certification requirements as 
described in PEBP Master Plan Document.  We have extensive experience in all areas and are 
extremely capable of successfully providing this service.   
 


3.11.2.13 If PEBP expands the number of services that require pre-certification, 
please confirm that your organization will not increase its fees as quoted 
in your original cost proposal. 


 
KEPRO RESPONSE: 
 
KEPRO confirms that we will not increase our fees as quoted in our original cost proposal if PEBP 
expands the number of services that require pre-certification.   
 


3.11.3 Concurrent Review   
 


3.11.3.1 Please describe your organization’s process for inpatient hospital 
concurrent reviews.  This information may be provided as an attachment 
to your proposal in the form of a narrative and/or flow chart. 


 
KEPRO RESPONSE: 
 
The processes and criteria (InterQual and/or MCG) used for hospital concurrent reviews are 
essentially the same as those used for prior authorization however; the turnaround time for 
determinations is much shorter.  Please refer to section 3.11.2 for a description of the prior 
authorization process and criteria. 
 
We follow up with the facility’s utilization management department at least one day before the last 
certified day to get an update on the member’s condition, treatment plan, and expected length of stay.  
If this department does not have sufficient information on which to make a determination, we follow 
up that same day or the next to facilitate the review.  Concurrent reviews evaluate the medical necessity 
of requested services, appropriateness of level of care – to include bed type, avoidable hospital days, 
and days required to treat hospital acquired conditions.   We also monitor for other quality of care 
concerns.  All findings and review determinations are captured in the member’s case for tracking, 
trending, and reporting purposes.  Concurrent reviews continue until the member is discharged at 
which point we document the discharge date and close the inpatient case.  The member may be 
followed in general or large case management.   
 
All extended length of stay cases are periodically reviewed with the medical director.  And, if the nurse 
reviewer has concerns about the member’s progress and/or the stated treatment plan, he/she will refer 
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the case to our medical director for review and consultation.  When the clinical information does not 
support continued stay, the case is also referred to the medical director for medical necessity 
determination.    
 
We communicate the review determination to members and providers consistent with the prior 
authorization process.  Members receive mailed notices; providers receive copies of the member’s letter 
via mail, fax, or the provider web portal.    
 
Our turnaround times for making a determination are consistent with URAC standards which 
reinforce DOL requirements.  Some state regulatory agencies may have specific timeframes for review 
that are more restrictive than DOL regulations in which case we follow state requirements.    When 
previously approved course of treatment is reduced or terminated, we issue the determination early 
enough to allow the member to request a re-review and receive the results of that review before the 
reduction or termination occurs.   
 
When we receive a request to extend a hospital stay, we issue the determination within the following 
minimum standards.  In most cases though, the determination is made within one business day.   
 24 hours of the request if the case involves urgent care and the request for extension was received 


at least 24 hours before the expiration of the currently certified course of treatment 
 72 hours of the request if the case involves urgent care and the request for extension was received 


less than 24 hours before the expiration of the currently certified course of treatment.   
 
 Please refer to figure 17 below visually describing our “Concurrent Review” process.  
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3.11.3.2 How frequently does your organization re-assess a patient’s need for 
continued hospitalization under the concurrent review process? 


 
KEPRO RESPONSE: 
 
The member’s condition and expected length of stay influences the frequency with which our review 
nurses or case managers re-assess a member’s need for continued acute inpatient hospitalization.  
When the admission is initially authorized, we assign a length of stay of no more than 1 – 3 days unless 
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the member is expected to have an extended length of stay – such as a member who suffered a severe 
injury and is being treated in intensive care.  In this instance, nurse reviewers may authorize up to 5 
days.    We realize that the member will require far greater than 5 days however, we do feel it is 
important to routinely check on the member to monitor quality of care, determine their current status 
(has it improved faster than expected or taken a turn for the worse), ensure the member is transitioned 
to lower levels of care within the acute care facility (move to the step-down unit from intensive care) as 
their condition stabilizes, and begin coordinating discharge plans.   Frequent concurrent reviews also 
allow us to provide the most up-to-date information on high dollar cases to PEBP and other 
appropriate PEBP vendors.   
 


3.11.3.3 Please describe your organization’s criteria for determining continued 
medical necessity. 


 
KEPRO RESPONSE: 
 
Our review nurses and physicians use InterQual and/or MCG (formally Milliman Care Guidelines) 
criteria for determining continued medical necessity.  We also incorporate client specific criteria if it 
exits.  Medical Directors also consider evidenced based practice guidelines and professional clinical 
experience in conjunction with the national criteria. 
 


3.11.3.4 If your organization refers to its own medical necessity guidelines, 
please describe your guidelines in detail.  This information should be 
included as an attachment to your proposal.  


 
KEPRO RESPONSE: 
 
Not applicable.   KEPRO uses nationally recognized guidelines or client specific guidelines as listed in 
the previous response.   
 


3.11.3.5 Please provide examples of all provider and participant communications 
related to this function and how your organization delivers these 
communications. 


 
KEPRO RESPONSE: 
 
As a standard, determination letters are addressed to the member; a copy of the letter is sent to the 
treating physician and the facility (when appropriate).  Examples of our communications are at 
Attachment 3.   
 
Letters are mailed to members however; physicians/providers may receive copies via the provider web 
portal, fax, or hard copy mail depending on their preference.   
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3.11.4 Retrospective Review   
 


3.11.4.1 Please describe the process and criteria used for retrospective review.  
This information may be provided as an attachment to your proposal in 
the form of a narrative and/or flow chart. 


 
KEPRO RESPONSE: 
 
The process and criteria (InterQual and/or MCG) used for retrospective reviews are essentially the 
same as those used for prior authorization and continued medical necessity review.  Please refer to 
section 3.11.3.4 for a description of this process and criteria. 
 
There are a few minor differences which are defined by when we get the request for medical necessity 
review, who submits the request, and how we obtain the clinical information on which to make a 
determination.  Retrospective reviews may be considered in the following instances (as dictated and 
allowed by PEBP policy).  We have extensive experience with each scenario.   
 
Health Care Services are in progress when we get the request for medical necessity review.   
We conduct a retrospective review from the date services began to the date we received the request to 
determine medical necessity and appropriateness of level of care.    Such requests are usually made by 
the provider who is also able to provide required clinical information on which to make a 
determination.  Requests may be made telephonically, or by fax or secure provider web portal.  
Additional continued medical necessity reviews then fall into the “prior authorization” category.  
Determinations are entered into the member’s case; members and providers are notified via written, 
faxed, or provider portal communications consistent with our prior authorization process.  The Claims 
Administrator is notified via the nightly file extract.  In this instance, we would not be determining if 
charges are Usual and Customary.   
 
Health Care Services have been provided but the claim has not been submitted.   
The provider notifies us telephonically or by fax or provider portal.  We request the complete medical 
records be mailed or faxed to our office; the review determines medical necessity of the initial services, 
level of care, and continuation of services.  The member and provider are notified of review 
determinations as above.   
 
 In this instance we do not determine if charges are Usual and Customary unless the provider also 
submits a draft of the claim.   If we identify any quality of care concerns, we document such in the 
member’s case record and notify PEBP per established protocols.  If we completed a “Usual and 
Customary” review we also notify the Claims Administrator.   
 
Health Care Services have been provided and the claim has been submitted. 
This is the most typical scenario.  The Claims Administrator receives a claim for services that, by 
Master Plan Document, require medical necessity determination but there is no medical necessity 
determination in their system.  The Claims Administrator will notify KEPRO of the need for a 
retrospective review and pend the claim until they receive the determination.   
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KEPRO will contact the provider to request complete medical records and review the records to 
determine medical necessity of services, level of care, continuation of services, and Usual and 
Customary charges.  We also document any quality of care concerns. 
 
We communicate the results to the Claims Administrator in writing.  We do not communicate the 
determination to the member or provider although we can customize the process to include member 
and/or provider notification if PEBP prefers. 
 
A high level workflow of our Retrospective Review process is depicted below in figure 18.   
 
Figure 18. Retrospective Review Process 
 


 
 
 
 


3.11.4.2 Does your organization perform retrospective reviews on-site, 
telephonically, or a combination of both? 


 
KEPRO RESPONSE: 
 
Given that retrospective reviews are completed after services have already been provided, retrospective 
reviews are normally done through a medical record review.  In the majority of cases, the medical 
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records are no longer at the point of service.  We request a copy of the medical record be mailed or 
faxed to our Orlando office for review.  We may follow up with a call to the provider to clarify 
information in the record before we determine medical necessity.   
 
A telephonic review may be completed if the request for medical necessity is received shortly after the 
care has been provided.  In this instance, the member’s medical records may still be at the point of 
service.  In this case, we can complete a telephonic review.  If the provider prefers, they can submit the 
request and the records via the provider portal or they can fax the records to our office via secure fax.   
 
We do complete retrospective reviews on-site if the contract requires on-site.  This is frequently the case 
when the benefit plan’s policy is to review all admissions retrospectively and facilities have a large 
volume of admissions.  Copying/mailing and faxing the records would be a significant drain on the 
facility’s resources.   In such circumstances, we locate nurse review staff remotely, in close proximity to 
the facilities, to complete on-site retrospective reviews. 
 


3.11.4.3 What are the credentials, qualifications, and experience of staff handling 
retrospective review? 


 
KEPRO RESPONSE: 
 
The same staff responsible for prior authorizations and continued stay reviews also handles 
retrospective reviews.  Please refer to 3.11.2.9 for details on credentials, qualifications, and experience 
of our review staff.   
 


3.11.4.4. How is the need for retrospective review determined? 
 
KEPRO RESPONSE: 
 
The need for retrospective review is determined by the date of the request and the date(s) of service.  If 
the service is on-going at the time of the request, we treat the request as a “prior-authorization”.  We 
do ask for clinical information going back to the start of service/treatment to determine medical 
necessity for the service and level of care.  This initial retrospective review also considers medical 
necessity of continued stay/treatment.  Additional continued stay reviews are conducted just as we 
would with non-retrospective review requests.   
 
If the service/treatment has been completed at the time of the request, we consider the review 
retrospective.  Whether the member/provider is permitted to request a retrospective review is dictated by 
the plan.  Some plans may levy financial penalties for late submissions.  In these instances we can 
track, trend, and report this data.   
 


3.11.4.5 Please provide examples of all participant communications related to 
this function and how your organization delivers these communications. 


 
KEPRO RESPONSE: 
 
The type of communications used for retrospective reviews may vary depending on who is requesting 
the review.  If the member or provider is requesting the review before the claim has been submitted, we 
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communicate directly to the member with copy to the provider.  In this instance we use the same prior 
authorization letter templates as displayed at Attachment 3. 
 
If the request for retrospective review comes from the claims administrator, we communicate the 
determination back to them via secure email (secure email process is established during 
implementation.) The letter is formatted to the claims administrator’s specifications such that they can 
“copy/paste” medical necessity determinations, summaries of quality issues, or “usual and customary 
rate” findings from our letter and insert into their template. The letter format is decided during 
implementation.   
 
3.12     MANAGEMENT REPORTING    
 


3.12.1 Please describe and list your organization’s standard reports and provide examples of each.  
Your standard reports should include but not be limited to case management reports; 
outcomes; bed days approved, denied, and saved; average length of stay; and large case 
management status reports. 


 
KEPRO RESPONSE:  
 
KEPRO‘s standard reports contain information designed to provide quick answers and facilitate the 
decision making process.  Our suite of reports contains the following: 
 Program Dashboards:  Separate summarized and focused views customized to your specific areas 


of monitoring interest and build with recommendations of our analytic consultants the program 
dashboard contains at-a-glance direction status graphics for your most important metrics. 


 Case Management outcomes:  A suite of reports that include a dashboard to summarize outcome 
results and patient goal status as well as detailed supporting results listing goals met by program, 
goal compliance stratified by risk score, individual goal and metric results, cost avoidance savings 
by goal type, and patient level information containing referral source, risk level, and diagnosis 
information.  


 Utilization Management service performance:  A comprehensive package of performance 
monitoring and program tracking reports that contain: 
o Service Snapshot:  consolidated measures that include average length of stay, admissions per 


1000, and bed days per 1000, both trended and compared against industry benchmarks, trended 
denial rates, top submitting providers, and proportional submission methods for authorizations.   


o Operational Intelligence Volumes:  Dynamic date functionality driven report that tracks new 
requests submitted, approved, and denied, by service type (i.e. inpatient, outpatient, home 
health, etc.) for any period of time the user selects. 


o Timeliness by Service Type:  Counts of cases approved and denied with specific turnaround 
time rates by service type including dynamic date functionality. 


o Utilization Management Savings Summary:  A savings report by savings type (inpatient days 
denied, outpatient units denied, inpatient agreed reductions, and outpatient agreed reductions) 
factored against KEPRO savings rates.  Includes the ability to select any time period. 


o Top 25 Diagnosis:  A ranking report of requests by ICD9 code of the top 25 diagnosis type 
requests for any period of time chosen by the user. 


o Top 25 Procedures: A ranking report of requests of the top 25 procedure codes requested by any 
period of time chosen by the user. 
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KEPRO has provided all of the reports described above in the appendix for your review. 
 


 3.12.2 Are your reports available via the web? 
 
KEPRO RESPONSE: 
 
Yes, our standard reports are available via the secure client portal.  KEPRO offers clients an extensive 
number of comprehensive, online, real-time reports presented in a reader-friendly format with multiple 
parameter/filter capabilities. Clients can conduct queries on numerous fields to monitor additional 
areas or gain additional insights. KEPRO’s reports are designed to help clients with improved decision-
making and initiate improvements in quality of care, health care delivery, and cost savings.  
 


3.12.3 Please describe the process for requesting ad hoc reports and list the average turnaround 
time for each.  Please confirm that ad hoc reports will be provided to PEBP at no 
additional cost. 


 
KEPRO RESPONSE:  
 
KEPRO will work with PEBP and key stakeholders to develop ad hoc reports at no additional cost.  Ad 
hoc report requests are typically completed within 1- 2 days depending on the complexity of the request.  
We utilize a process for ad hoc reports where each report will be defined with an agreement and sign 
off process between KEPRO and PEBP.  Once this step is completed, a mock report will be produced by 
the data analyst to ensure agreement and understanding of requirements.  The report is then 
programmed by the analyst and taken through KEPRO’s internal reports quality process.  This process 
demonstrates that one analyst produces an initial report and another analyst checks the programming 
before being submitted to the requestor. 
 
Once the report is completed, it enters KEPRO’s deliverable quality process which includes roles for 
the data analyst, quality specialist and program manager.  Each person has a role in making sure the 
report is accurate and meets the deliverable requirement, adding layers of oversight and opportunities 
to explore outliers and potential programmatic developments.  The process for validating reports is 
depicted in figure 19 and begins with the initial run of the report.   
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Figure 19. Ad Hoc Report Validation Process 


 
 
The data analyst reviews the report to make sure that all the summary information matches the detailed 
and that all columns and rows reconcile.  At this point any outliers are identified and communicated to 
the project director and compliance specialist.  Once the analyst signs off on the report, it is forwarded 
to the compliance specialist who reviews the report for any formatting changes and to ensure it is the 
complete deliverable.  Once the compliance specialist signs off, the project manager drafts a memo, 
checks the numbers once more, and is then responsible to ensure the delivery of the report.  This 
process is expedited to ensure timely delivery of requested reports. 
 
Once the report is delivered to the client, KEPRO solicits feedback about the information and the 
format provided.  We also set up a periodic formal meeting to discuss all of our findings and any 
observations and recommendations we have at that time. 
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3.12.4 Does your organization provide the following standard reports?  Double-click each 
appropriate response. 


 
 


Report Provided 


 


Outcome Management 


 


Yes   No 


 


Patterns of Care 


 


Yes   No 


 


Inpatient utilization 


 


Yes   No 


 


Utilization by diagnosis 


 


Yes   No 


 


Case specific detail  


 


Yes   No 


 


Activity and days reduced  


 


Yes   No 


 


Savings summary 
 


Yes   No 


 
3.13  FACILITY CHANNELING   
 


3.13.1 Please describe the process and criteria used by your organization that will direct PEBP 
participants to in-network facilities. 


 
KEPRO RESPONSE:  
 
Channeling to in-network providers and facilities is a standard component of all of our medical 
management programs.  If channeling is not feasible, we follow PEBP out of network benefit plan 
requirements when coordinating care outside of the network. 
 
During implementation, we obtain and load provider files into our medical management system; files 
are updated monthly (preferably).  If provider files are not available, we indicate the network(s) in our 
system and our staffs access the provider network web site to verify the requesting/servicing provider’s 
status.  We are able to load/indicate up to four networks which allows us to not only steer to network 
but to steer to preferred providers within a network.  And if a web-search is not conclusive, we contact 
the PEBP/Third Party Administrator’s provider relations department to determine a provider’s status. 
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Urgent/Emergent Care 
If care is urgent/emergent and the out of network facility/provider is the only option available, out of 
network care is facilitated.  Aggressive utilization management and discharge planning is required to 
ensure the member is discharged or transferred to a network provider as soon as their condition allows.  
Transfer may be to the same or a lower level of care depending on the member’s health status and 
availability of network providers when the member is stable enough to transfer.  In all instances, 
quality of care and cost benefit should be considered before transferring the member.  The closest 
network facility must be capable of treating the member and able to provide/coordinate care across the 
continuum.  And, the estimated cost of the expected length of stay must be weighed against the cost of 
transporting the member – by air ambulance as an example.  In such instances we coordinate with 
PEBP benefit office to determine the most cost effective, quality option.   
 
Non-Urgent/Emergent Care 
Our staffs always start by researching network health care resources to determine if the servicing 
provider is in-network.  If the servicing provider is a non-network provider, we will determine if there is 
a network facility within an acceptable geographic range (as defined by the benefit plan) that is 
qualified to provide the service(s) and if so, if the member’s attending physician is credentialed to 
provide services at that facility.   
 
If the member’s plan does not cover out of network services (such as bariatric surgeries or other COE 
type of care) – or covers only a portion – we notify the provider to ensure they understand the 
member’s coverage relative to out of network providers.  We also ensure the member understands their 
financial obligations should they opt for out of network care – to include any required follow up care.  
We also let the member know that there are qualified network facilities/providers within their 
geographic range and offer to coordinate appointments with network providers who are credentialed to 
provide services within the network facilities.   
 
When members live in more rural/remote locations, qualified network facilities/providers are not 
always available.  In this instance, we will coordinate with PEBP Benefits Office to determine if care 
will be covered at participating benefit rates for the member.  If approved, we coordinate with the Third 
Party Administrator to ensure proper claims processing.   We aggressively coordinate discharge plans 
to facilitate discharge or transfer to a lower level of care within a participating facility as soon as their 
medical condition allows.   
 
We track and trend all network channeling and redirection efforts in our medical management system, including 
the results of those actions. Cost savings or cost avoidance associated with the redirection is also captured and 
reported.   
 


3.13.2 If a bed is not available at an in-network facility, will your organization negotiate a 
discount with an out-of-network facility?  Is there a separate fee for providing this service? 


 
KEPRO RESPONSE:  
 
If out of network use is appropriate and authorized, for emergent or non-emergent care, we attempt to 
negotiate rates that are either consistent with PEBP’s participating rates or at least 25 percent less than 
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usual and customary regional rates.  Negotiating discounts with out of network providers is part of our 
standard offering and therefore included in our quoted price.   
 


3.13.3 How are out-of-network negotiated discounts communicated to PEBP and PEBP’s third-
party administrator?   


 
KEPRO RESPONSE:  
 
The negotiated rate is documented in the case record and communicated to the third party 
administrator via the nightly pre-cert file and via on-line, real-time client reports. Some providers 
clients require a Letter of Agreement, that stipulates the negotiated rate, be signed by both parties.  If 
PEBP prefers a Letter of Agreement process, we will work with you during implementation to define 
the process and roles/responsibilities of all parties.   
 


3.13.4 Attach a detailed description of the entire discount negotiation process, including 
communications between all parties involved in the process. 


 
KEPRO RESPONSE: 
 
Our standard discount negotiation process is summarized below and depicted at a high level in the 
workflow that immediately follows the narrative.  We will discuss this process with PEBP during 
implementation and revise as necessary to meet your specific requirements.  The extent to which PEBP 
is involved in the process is up to you.   The process outlined below includes all of the potential areas 
where PEBP may be involved.  The majority of our clients do not participate in this process.  Rates are 
communicated to the claims payer through the nightly file extract.  Monthly or quarterly client reports 
itemize the negotiated cases and resulting cost savings.   
 Determine usual and customary rates:  Health care is regional and so are rates.  We review our up-


to-date resources and augment with Internet search as necessary.  Rates must be all inclusive of the 
member’s projected care so it’s important to capture all projected care/services.     


 Discuss possible discount rate(s) with PEBP:  We review regional rates, discuss results of previous 
negotiations with this facility or for the same or similar services.  PEBP may communicate discount 
parameters that are agreeable to them.   


 Identify out of network facility responsible party:  Once usual and customary fees are identified and 
discussed with PEBP, we identify the person at the facility who has the authority to negotiate 
discounts.  We determine how the facility bills for the projected services – bundled, itemized coding, 
etc. – and what they expect to bill for these services.  Our goal is to obtain at least a 25 percent 
discount off of the usual and customary rates.  This negotiation may take just one call or a series of 
calls.  Additional discussions with PEBP may be required before negotiations are final.   


 Review discounted rates with PEBP:  Before any agreements are finalized, the negotiated rate is 
reviewed/approved by PEBP.   


 Letter of Agreement (LoA):  Often providers ask for a Letter of Agreement that outlines the 
discounted rates and summarizes the care included at this rate.  Once signed, a copy is forwarded to 
the facility and PEBP for their records.  We electronically attach a copy of the letter to the 
member’s case in our proprietary system.  Our nurses also document all activities related to 
network channeling and fee negotiations in the case for tracking and reporting purposes.     
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 Notify the Third Party Administrator (TPA):  The TPA is notified of the negotiated rate, at a 
minimum, via the nightly file extract.   This method is acceptable if the charge is expected to be a 
flat rate.  If the rate is variable, a written description is provided or, if a LoA was executed, a copy is 
forwarded to the TPA.   


 Communicate discount to the member:  A step not depicted in the flow is communicating the 
discounts to the member.  If the member will be responsible for any portion of the out of network 
costs, they need to know that the facility has agreed to a discounted rate and how that discount will 
affect their portion of the cost.     


Even with a discounted rate, our nurses aggressively manage the member’s stay and facilitate the 
discharge plan to ensure the member is discharged or transferred to a network facility at the earliest 
possible opportunity – based on the member’s health status. 
 
The flow below depicts our Out of Network Discount Negotiation Process in figure 20.   
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Figure 20.  Out of Network Discount Negotiation Process 
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3.14  ACCOUNT SERVICE   
 


3.14.1 During what hours (and time zones) will your organization’s telephone lines be 
staffed? 


 
3.14.1.1. For PEBP staff?  
3.14.1.2. For PEBP participants? 
3.14.1.3 For providers? 


 
KEPRO RESPONSE:  
 
Our utilization management toll-free line for PEBP staff, participants and providers will be available 
Monday-Friday, from 8 am-5 pm Pacific time (excluding holidays). Confidential voicemail is available 
for after-hours callers.  Providers accessing the provider portal may do so 24 hours a day, 7 days a 
week – to include holidays.   
 
PEBP staff, participants, and providers can reach the case management department Monday – Friday, 
from 8 am – 5 pm and Saturday, from 9 am – 1 pm Pacific time.   
 


3.14.2 PEBP requires vendors to assign a dedicated account manager to meet with PEBP on a 
regular basis to discuss performance, address administration issues, and review reports.  
Please confirm that your organization agrees to this requirement. 


 
KEPRO RESPONSE:  
 
KEPRO agrees and has assigned Ms. Chandra Tucker as the account manager for PEBP.  
 


3.14.3 From what location will the account manager be servicing PEBP? 
 
KEPRO RESPONSE:  
 
Our assigned account manager, Ms. Chandra Tucker, will be located in Nevada along with the other 
core professional staff.    
 


3.14.4 Can you receive electronic enrollment and eligibility data?  Please confirm that your 
organization will accept electronic enrollment information in a format determined by 
PEBP. 


 
KEPRO RESPONSE:  
 
Yes. KEPRO has extensive experience with electronic data exchanges. Our member centric data 
warehouse allows us to extract, transform and load the data in a normalized and standard format. Our 
preference is to receive enrollment/eligibility files daily to ensure we have the most up-to-date 
information and to allow KEPRO’s systems to automatically verify member eligibility when the request 
is made.  This automated eligibility checking insures that unnecessary reviews for members are not 
done. 
 
 







State of Nevada Purchasing Division
Utilization Management and Large Case Management Services


Part I A – Technical Proposal 
RFP 3804


 


  Page 108 of 145 


3.14.5 Do you employ the services of a Medical Director?  If so, please list the Director’s 
qualifications, credentials, and experience. 


 
KEPRO RESPONSE:  
 
KEPRO employs four full time and three part time medical directors to support our book of business.  
Douglas Peters is the medical director providing clinical oversight of and utilization management/case 
management support for KEPRO’s PEBP operations.  
 
 
3.15  IMPLEMENTATION SERVICES   
 


3.15.1 Describe your implementation plan to meet a start date of July 1, 2014.  Include steps 
required to implement the program such as notification to PEBP participants, providers, 
and other vendors. 


 
KEPRO RESPONSE: 
 
Upon contract award, we conduct an in-depth implementation assessment to determine data interfaces 
requiring a build and any other unique customizations that may require development. Details are built 
into our comprehensive implementation plan to ensure all deliverables are captured, assigned, and met. 
We also recognize that a certain amount of ongoing implementation exists in any contract. As we view 
each client relationship as a partnership, we will make recommendations throughout the contract 
period to fine-tune the program and drive outcomes. 
 
KEPRO knows how to organize a smooth contract transition and implementation. With this experience 
comes our ability to provide realistic estimates to meet deliverable due dates and a methodical approach 
to implementing contracts.  This means PEBP receives deliverables in a timely manner.   
 
We are the low risk choice in all phases of the new contract for several reasons, including: 
• Our corporate experience with contract transitions 
• Our proven ability to perform during a transition phase 
• Our implementation team consisting of full time employees already knowledgeable in transition 


from an existing vendor/contractor.  
 
KEPRO will oversee all contract activities and management of programs, and we will designate a 
single point of contact for PEBP.  Our operations will have the benefit of corporate management and 
oversight to ensure adequate resources are allocated, contract requirements are met, and that PEBP is 
satisfied with our performance/ collaborative working relationship. Selecting competent and qualified 
personnel to assume the responsibilities required under this contract is one of the most critical 
components for successful contract operations.  KEPRO has assembled the right team for success. 
Figure 24 illustrates our approach at a high-level. 
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Figure 21 – Key Implementation Activities 


Workstreams*


1) Data


4) Communication


5) Integration


* Key Points:  Simultaneous, Dedicated Lead in Each Workstream
** Average for standard implementation.  Varies based on program 
complexity.
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6) Technology


2) Contracts


Sample Implementation – Key Activities


3) Wellness Program
• Brand  
• Lifestyle coaching
• Activities, Goals & Incentives 


7) Reporting


10 – 12 
weeks


Signed Before 
Launch


6-8 
weeks


6-8 
weeks


12 
weeks


10 
weeks


8-10 
weeks


• Eligibility
• Medical


• Rx
• Disability


• UR/UM
• Other


• CA
• BAA


• Contract


• Member - intro letters, brochures, consent 
forms, unable to contact, etc.


• Provider – notification & status letters, etc. 


• Health Plan, UM, Behavioral Health, EAP, 
PBM, Disability, DM, other 


• Program Referrals & Care Coordination


• Health Plan, CM/UM, EAP
• Web Portal (DM & Wellness)
• Program Referrals & Care Coordination


• Identification and Enrollment, Activity
• Clinical and Financial Outcomes
• Operational Performance


Approximate
Timeline**


 
 


3.15.2 Is your organization prepared to assign an exclusive team to assist with the implementation 
process?  How many exclusive service representatives would be assigned for the initial 
implementation?  


 
KEPRO RESPONSE:   
 
We assign a dedicated/exclusive implementation team led by our Account Manager. The team is 
comprised of representatives from IT and IT service support, HR, Operations, Reporting/Analytics, 
corporate communications, account management.  
 
Our experienced project team will lead efficient and effective implementations, within the required 
timeframes. Collectively, this team, in addition to corporate KEPRO staff, brings unparalleled depth 
and breadth of experience to the implementation. The Team will organize initial and subsequent 
planning meetings, coordinate the implementation activities, facilitate communications between PEBP 
administrators, meeting with providers, and actively participate in contract negotiations and the initial 
account operations post-implementation. Team Participants and senior executives will be onsite at 
PEBP offices and remain following program start-up to serve as mentors to newly hired staff and as 
program consultants, as needed.  
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3.15.3 Describe the most frequent problems your organization has encountered during previous 
transitions for plans of this size.  How were these resolved?  


 
KEPRO RESPONSE: 
 
KEPRO has successfully implemented five commercial clients in the past 18 months.   Historically, the 
variables that have impacted time frames have been:  
• Acquiring eligibility data, and medical and pharmacy claims at least 60 days prior to 


implementation.  
• Systems integration (i.e., secure file transfers) 
• Identifying and defining key systems requirements.  
• Transfer of provider network data and benefits plan design information.  
• Client customization and unique identifiers  
 
Risk Management 
Our assessment of challenges includes using our experience with the implementation and operation of 
several statewide contracts. A solid risk management process helps to make a project run smoothly. By 
identifying and addressing a list of project risks as part of a larger project management system, many 
surprises and roadblocks can be eliminated. KEPRO assesses project risks using a seven-step process: 
 
Step 1: Each implementation team Participant individually lists potential risk items.  
Step 2: All team Participant items are compiled into a single list, and duplicates are removed. 
Step 3: Assess the probability (likelihood), the impact (consequence), and the testability of each item on 
the master list. We assign a low, medium or high risk level for each.  
Step 4: Identify triggers (warning signs) for each risk item.  
Step 5: Identify possible preventive actions for the threats and enhancement actions for the 
opportunities 
Step 6 Create a contingency plan for each risk – a plan that includes the actions we will take should a 
trigger or a risk was to occur. 
Step 7 Assign an owner to each risk. The owner is responsible for watching for triggers and then 
responding with the established contingency plan.  
Upon completion of this assessment, we complete a risk matrix. This matrix is in a format that is easily 
reviewed by the Project Manager. The format of this matrix is included in the following illustrative in 
the below figure: 
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Figure 22 – Sample Risk Matrix 


Risk Probability Impact Test-
ability 


Triggers Preventive 
actions 


Contingency 
plan 


Example: 
Data Mapping 
issues (i.e.: unique 
identifier) 


High High High File format 
does not 
match files 
received 


Identify 
appropriate IT 
leads and 
implement 
members; review 
documents and 
sample files 


Obtain file in 
alternative 
layout 
 


Plan Design 
information 


Moderate Mod-
erate 


High Lack of 
documents 
received; 
unable to be 
loaded into 
system 


Review 
necessary 
information 
during 
implementation 


Determine 
alternative 
resources for 
verifying plan 
information 


 
The above items are examples and not items currently identified.  It is our experience that most delays 
occur in establishing the regular transmission of data files from multiple parties.  Ensuring that the 
files obtain complete, accurate and up to date contract information are among the top challenges in a 
new implementation.   
 
We are very experienced at complex implementations and believe we possess the experience to 
overcome any potential challenges. Our commitment to ongoing communications with the Department 
will result in achievement of objectives as we focus our solution on the desired outcomes. Our sample 
Implementation Work Plan begins on the following page. 
 


3.15.4 Please confirm that your cost proposal includes all costs associated with implementation 
services.  You must provide a detailed description of any implementation service and/or 
fee charge not specifically included in your cost proposal. 


 
KEPRO RESPONSE: 
 
Confirmed. Our cost proposal includes all fees, including those associated with implementation 
services. We have included a detailed cost breakdown in Part II, Cost Proposal to supplement the Cost 
Matrix (Attachment E). 
 


3.15.5 What is the minimum amount of time recommended to ensure a clean transition into the 
proposed program? 


 
 KEPRO RESPONSE: 
 90 days is the minimum amount of time required for implementation. 
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3.16   DISASTER RECOVERY PLAN   
 


3.16.1 Your organization is required to submit with the proposal a disaster recovery plan in the 
event of a major disaster that disables most or all of your processing capabilities for the 
PEBP.  A major disaster includes, but is not limited to: 


 
3.16.1.1 A hardware system failure/collapse; 
3.16.1.2 A software system failure/collapse; 
3.16.1.3 Any natural disaster or Act of God; and 
3.16.1.4 Total loss of electrical/backup power. 


 
KEPRO RESPONSE: 
 
KEPRO’s Business Continuity Plan (Attachment 1) is a comprehensive plan designed to address all 
levels of disaster and potential service disruptions.  It includes scenarios related to partial and complete 
hardware or software failure, loss of power for any extended period of time, and natural disasters.   As 
further described in this response, it is revised and tested on a regular basis. 
 


3.16.2 Please explain the anticipated time frames to restore normal operations once the disaster 
situation has been resolved. 


 
KEPRO RESPONSE: 
 
In the event KEPRO declares a disaster event our primary enterprise applications will be restored to 
normal operations within 24 hours.  
 


3.16.3 How often is your disaster recovery plan reviewed and/or updated? 
 
KEPRO RESPONSE: 
 
KEPRO performs a full systems failover test and plan review on an annual basis. 
 


3.16.4 Describe in detail how the plan will be customized to meet the needs of PEBP. 
 
KEPRO RESPONSE: 
 
KEPRO has developed a Contingency and Business Continuity framework that will easily scale to meet 
the needs of PEBP.  KEPRO’s systems are hosted in a virtual private cloud with virtually unlimited 
compute and storage resources available to them.  In addition, multiple internet pathways and power 
grids ensure full redundancy of the systems.  In addition to this, the systems are protected by full 
VMware capabilities, clustered SQL server technologies, web and citrix farms and full systems 
replication to a geographically dispersed business continuity center.  When KEPRO establishes a new 
contract all client configuration is automatically part of this Business Continuity framework from day 
one.  All client data is protected, secured and replicated to the business continuity center and assures 
recovery in the event of a disaster. 
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3.16.5 Please provide with your proposal your plan for regularly scheduled backups for PEBP 
data for the day-to-day computer-related processing operations and where the backups will be 
stored.   


 
KEPRO RESPONSE: 
 
KEPRO has invested in state of the art disk based backup technologies with de-duplication 
technologies to ensure the integrity and availability of its client’s data.  Full system backups are 
performed each night and replicated to the alternate business continuity center for offsite storage and 
recovery.  System recoveries are not only performed by our disk-based backup system but due to the full 
system VMware site recovery technologies our systems have recovery rollback points to within 
approximately 15 minutes of a designated time.  These two technologies give KEPRO the capabilities to 
ensure a versatile, scalable and an industry best solution to our clients.  
 
3.17  PRIVACY AND SECURITY   
 


3.17.1 Is all data contained in the proposed system (active and “at rest”) stored in an encrypted 
format? 


 
KEPRO RESPONSE: 
 
KEPRO recognizes that fully encrypting PHI and clinical review data is the next step in protecting 
members personal information.  KEPRO is in the process of converting all Atrezzo file data to be 
encrypted and will have the process completed during the first quarter of 2014 - before the 
implementation of the Nevada PEPB contract is started. 
 


3.17.2 Do all of your organization’s current systems, policies and procedures currently comply 
with the following (including any systems storing or processing PEBP data):  


 
3.17.2.1 Title 45 of the Codified Federal Regulations (CFR) HITECH  Breach 


Rule  - 45 CFR §160 and §164; 
 


KEPRO RESPONSE: 
 
KEPRO Information systems are already subject to and comply with the HITECH Breach Rule - 45 
CFR §160 and §164; 
 


3.17.2.2 HIPAA Privacy and Security Rules – 45 CFR §160, §162, and §164; 
and 


 
KEPRO RESPONSE: 
 
KEPRO is required to implement Technical, Administrative and Physical safeguards specified in the 
HIPPA Privacy and Security Rules for several of its client contracts and is compliant. 
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3.17.2.3 Audited for compliance with the HITECH Breach Rule and HIPAA 
Privacy and Security Rules.  


 
KEPRO RESPONSE: 
 
KEPRO has been audited for HIPPA Privacy and Security Rules for its TRICARE contract and is in 
compliance.  No compliance audit has been performed for the HITECH Breach Rule but will be 
performed in 2014. 
 


3.17.2.4 Are corrective actions implemented by your organization for issues 
identified in the audit?      


 
KEPRO RESPONSE:  
 
Corrective Action Plans (CAP) 
Should an issue be identified through our HITECH Breach Rule and HIPAA Privacy and Security 
Rules compliance monitoring audits, a Corrective Action Plan (CAP) will be developed, monitored, and 
adjusted, if necessary, and followed through until completion. KEPRO’s Business Associate Agreement 
(BAA) spells out the safeguards, policies and procedures (P&P’s) in place to prevent negative events.  
In the event that such an event occurs, a Corrective Action Plan (CAP) is developed to address the 
issue.  CAPs are monitored weekly, adjusted, and followed through completion. Focused monitoring is 
conducted until results prove there is no longer a problem. P&Ps are then revised/updated.  All 
corrective action plans are captured in the tracking system. 


	
Figure 23. KEPRO Process for Categorizing and Escalating Issues Ensures Quick Resolution  
Problem Category Responsibility  Escalation Timeframe  
Minor: no or minor impact   Supervisors, 


Coordinators 
Task Lead  1 week for resolution 


Major: measurable impact  Task Lead Program 
Manager 


Corrective action plan w/in 3 
bus days, resolution schedule 
in plan  


Critical: significant impact  Program 
Manager 


VP, Ops; COO, 
CIO 


Corrective action plan w/in 1 
bus day; resolution schedule 
in plan 


	
The corrective action process includes the development and implementation of both a short-term 
containment plan and a long-term process improvement plan. The short-term and long-term processes 
are outlined below.   
 
KEPRO’s Short-Term CAP includes the following: 
 Clearly define problem 
 Notify appropriate personnel 
 Develop an immediate action/containment plan 
 Document variance in corporate corrective & preventive action tracking system  
 Put the short-term plan into effect as quickly as possiple 
 Report generation to monitor for trends. 
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KEPRO’s Long-Term CAP development includes the following: 
 Organization of the appropriate team members, experts, and management needed to develop an 


optimal plan - A cross-functional team is required to work on all Long-Term CAPs 
 Investigation and verification of the problem, including historical data 
 Brainstorming and research consensus on potential causes  
 Performing an analysis of the investigation   
 Clearly defining the suspect root causes 
 Determining actions to correct the root cause problem 
 
Corrective actions may include additional training, modifications to policies/procedures, disciplinary 
action, and/or additional auditing practices. 
 
Internal corrective action plans are designed to eliminate the cause of the problem, not just the 
symptoms. Key to this process is conducting a root cause analysis.  Investigation of the root cause of 
noncompliance may be specific or system-wide. The root cause provides the basis for solutions that 
eliminate or prevent the problem. After corrective actions are implemented, these actions are monitored 
to ensure that the problem does not reoccur. Outcomes are reported to the staff and to corporate 
management. 		
 


3.17.3 Vendor and all of the vendor’s subcontractors must comply with all PEBP privacy and 
security policies and procedures.  A copy of PEBP’s privacy and security policies and 
procedures is provided under Attachment M – Privacy Security Policies and Procedures.  
Please indicate that your organization would agree to these conditions. 


 
KEPRO RESPONSE: 
 
KEePRO agrees and will comply with all Policies and Procedures listed in Attachment M – Privacy 
Security Policies and Procedures. 
 


3.17.4 Vendor must sign and agree to the terms of PEBP’s Business Associates Agreement 
(BAA).  A copy of PEBP’s BAA is provided under Attachment N – Business Associate 
Agreement. Please indicate that your organization would agree to this condition. 


 
KEPRO RESPONSE: 
 
KEPRO agrees and will comply with the terms of the PEBP’s Business Associates Agreement (BAA) 
provided under Attachment N – Business Associate Agreement. 
 
3.18  ELECTRONIC DATA INTERCHANGE (EDI)    
 


3.18.1  All exchange of PEBP electronic formatted data, as well as data exchange between PEBP  
and vendors, shall be approved in advance by PEBP’s Information Technology Officer or 
designated staff. 
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KEPRO RESPONSE: 
 
KEPRO has extensive experience in mapping data to match inbound and outbound file requirements 
of every contract we hold.  Our current interfaces for major Medicaid contracts in Virginia, South 
Carolina, Minnesota, New Hampshire, and Wyoming as well as numerous commercial contracts all 
required that KEPRO map data fields and create interface programs to properly format data for 
submission to fiscal agents and other entities and files received from those entities.  We will use 
whatever file format and specifications PEBP prefers or requires for data exchange. 


  
KEPRO Information Technology staff will work with the PEBP to ensure that our interfaces are not 
only compatible with existing systems, but to ensure the format, protocol and encryption methods meet 
the PEBP requirements. All transaction plans will be approved by PEBP’s Technology Officer or 
designee. 
 


3.18.2 The file format for eligibility data exchange is fixed field, flat file.  Exact file 
specifications will be determined by PEBP.  All EDI will require file level encryption.  All 
files exchanged between PEBP and its vendors are accomplished via FTP.  Please confirm 
your ability to comply with this requirement. 


 
KEPRO RESPONSE: 
 
Transferring the data to and from the previously identified entities is being done in several ways.  
KEPRO is primarily using FTPS in several different configurations to meet the needs and 
requirements of each contract.  We employ both “push” and “pull” methodologies and automate those 
processes wherever possible by using scheduling software to facilitate the transfer.  File level 
encryption and FTP transfers can easily be employed to facilitate the transfers.  Whatever the final 
methodology employed, KEPRO will ensure that all data transfers and the processes and equipment 
used for those transfers will meet or exceed the requirements for security compliance that are identified 
by PEBP. 
 


3.18.3 All data is the property of PEBP.  Data cannot be shared, distributed, or used outside 
contract specification without permission from PEBP.  All data must be made available 
upon PEBP’s request.  


 
KEPRO RESPONSE: 
 
Our current processes support all of our government and commercial clients, typically exceeding required 
security standards, and will protect PEBP data from distribution or use outside of the specifications of this 
contract. KEPRO agrees that all data is the property of PEBP and any and all data will be furnished upon 
request.  
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3.19     PERFORMANCE STANDARDS, GUARANTEES, PENALTIES    
 


Please confirm that your organization will agree to the following performance standards, 
guarantees, and financial penalties.  Compliance will be determined by PEBP and PEBP’s health 
plan auditor.  PEBP reserves the right to revise the performance standards, guarantees, and 
financial penalties as needed.  PEBP’s health plan auditor will audit the UM Vendor every odd 
numbered year of the existing vendor contract. 


 
July 1, 2014- June 30, 2019 


Service Performance 
Standard 


Guarantee Method of Measurement Performance Guarantee 
Penalty Amount


I.  Quarterly and annual 
management reports  


100.0% Delivery of Quarterly reports 
within 45 days of end of 
reporting period as established 
by PEBP  


1% of annual administration 
fees per report per day greater 
than 10 days.  


II. Notification of potential high 
expense cases. High 
expense case is defined as a 
single claim or treatment 
plan expected to exceed 
$100,000.00.  


95.0% Designated PEBP staff will be 
notified within 5 business days 
of the UM vendors initial 
notification of the requested 
service  


For each percentage point, or 
a fraction thereof below the 
annual guarantee, 1% of 
annual administration fees. 


III. Pre-certification                      
     information shall be  
     provided to PEBP’s third   
     party administrator  


98% Pre-certification requests from 
healthcare providers shall be 
communicated to PEBP’s Third 
Party Administrator using an 
approved method e.g. 
electronically, within 5 business 
days of UM completing 
Precertification determination 


For each percentage point, or 
a fraction thereof below the 
annual guarantee, 1% of 
annual administration fees. 


IV. Concurrent hospital  
    review  


98% Concurrent hospital reviews shall 
be completed and communicated 
using an approved method e.g. 
electronically within 5 business 
days of determination decision  


For each percentage point, or 
a fraction thereof below the 
annual guarantee, 1% of 
annual administration fees. 


 


Compliance with service category I is determined by PEBP’s Executive Officer.  Compliance with service 
categories II, III & IV is determined by audits performed by PEBP’s health plan auditor conducted in odd numbered 
years. Annual is typically defined as the time period starting July 1 and ending June 30 of each year of the contract. 
 


 Public Employees’ Benefits Program will collect performance guarantee amount by withholding the 
appropriate amount from vendor’s annual administration fees.  If no further administrative fees are due, PEBP 
will send an invoice for the penalty amount to the vendor.  Payment is due within 30 days.  Failure to pay 
within 30 days will result in a penalty of 1.5% of the penalty amount per month, compounded monthly. 


 


 Upon contract termination, PEBP may withhold payment of a portion of the last invoice until after all audits 
have been accepted by the PEBP Board.  The portion of payment withheld will be not more than the lesser of: 
1. The last invoice received by PEBP; or 
2. An amount equal to 100% of the largest quarterly penalty assessed during the last two years of the    


contract. 
 


3.19.1 Selected vendor will be required to have an independent financial audit performed annually 
and a copy of the audit shall be provided to the State within 30 days of its completion.   The date 
of the audit shall be mutually agreed upon. 
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3.19.2 Exceptions to the requirements of this Scope of Work must be clearly stated in Attachment 


B – Technical Proposal Certification of Compliance with Terms and Conditions of RFP, 
noting a) the RFP section to which vendor is taking exception, and b) future expectations 
for meeting the requirement, a projected timetable, and detailed plans for meet the 
requirement, along with the vendor staff and qualifications assigned. 


 
3.19.3 Vendors are encouraged to include any additional information in their proposals that would 


be considered useful to PEBP.   
 
KEPRO RESPONSE: 
 
KEPRO confirms and agrees to the performance standards, guarantees, and financial penalties as 
outlined above.  We confirm that compliance will be determined by PEBP and PEBP’s health plan 
auditor.  We confirm that PEBP reserves the right to revise the performance standards, guarantees, 
and financial penalties as needed that the PEBP’s health plan auditor will audit the selected utilization 
management vendor annually.    
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SECTION 4 – COMPANY BACKGROUND AND REFERENCES 
 
 
  4.1  VENDOR INFORMATION     
 


4.1.1 Vendors must provide a company profile in the table format below. 
 


Question Response 
Company name: KEPRO Acquisitions, Inc. 
Ownership (sole proprietor, partnership, 
etc.): 


PAMED 


State of incorporation: Pennsylvania 
 


Date of incorporation: July 1985 
# of years in business: 27 years 
List of top officers: Joseph A. Dougher, President and CEO 


Meghan Harris, Chief Operations Officer 
Joseph Koury, Chief Financial Officer 
Chris Bouvier, Chief Information Officer 


Location of company headquarters: 777 East Park Drive, Harrisburg, PA, 
17111 


Location(s) of the company offices: Harrisburg, PA 
Location(s) of the office that will provide 
the services described in this RFP: 


Nevada locally based staff with support 
from Orlando, Florida office. 


Number of employees locally with the 
expertise to support the requirements 
identified in this RFP: 


4.5 FTE’s locally based staff with support 
of 26 FTE’s in the Orlando, Florida 
office. 


Number of employees nationally with the 
expertise to support the requirements in this 
RFP: 


246 


Location(s) from which employees will be 
assigned for this project: 


Nevada and Orlando, Florida 


 
4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of 
another state must register with the State of Nevada, Secretary of State’s Office as a foreign 
corporation before a contract can be executed between the State of Nevada and the awarded 
vendor, unless specifically exempted by NRS 80.015. 


 
4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately 
licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS 76.  Information 
regarding the Nevada Business License can be located at http://sos.state.nv.us.  
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Question Response 
Nevada Business License Number: 20091 
Legal Entity Name: KEPRO Acquisitions, Inc. (KEPRO) 


 
Is “Legal Entity Name” the same name as vendor is doing business as? 


 


Yes X No  


 
If “No”, provide explanation. 


 
4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  Vendors 
shall be proactive in verification of these requirements prior to proposal submittal.  Proposals that 
do not contain the requisite licensure may be deemed non-responsive. 


 
4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   


 


Yes  No X 


 
If “Yes”, complete the following table for each State agency for whom the work 
was performed.  Table can be duplicated for each contract being identified. 


 
Question Response 


Name of State agency:  
State agency contact name:  
Dates when services were 
performed: 


 


Type of duties performed:  
Total dollar value of the contract:  


 
4.1.6 Are you now or have you been within the last two (2) years an employee of the State of 
Nevada, or any of its agencies, departments, or divisions? 


 


Yes  No X 


 
If “Yes”, please explain when the employee is planning to render services, while 
on annual leave, compensatory time, or on their own time? 
 
If you employ (a) any person who is a current employee of an agency of the State 
of Nevada, or (b) any person who has been an employee of an agency of the State 
of Nevada within the past two (2) years, and if such person will be performing or 
producing the services which you will be contracted to provide under this 
contract, you must disclose the identity of each such person in your response to 
this RFP, and specify the services that each person will be expected to perform. 
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4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or 
criminal litigation in which the vendor has been alleged to be liable or held liable in a matter 
involving a contract with the State of Nevada or any other governmental entity.  Any pending 
claim or litigation occurring within the past six (6) years which may adversely affect the vendor’s 
ability to perform or fulfill its obligations if a contract is awarded as a result of this RFP must also 
be disclosed. 


 
Does any of the above apply to your company? 


 


Yes  No X 


 
If “Yes”, please provide the following information.  Table can be duplicated for 
each issue being identified. 


 
Question Response 


Date of alleged contract failure or 
breach: 


 


Parties involved:  
Description of the contract 
failure, contract breach, or 
litigation, including the products 
or services involved: 


 


Amount in controversy:  
Resolution or current status of the 
dispute: 


 


If the matter has resulted in a 
court case: 


Court Case Number 
  


Status of the litigation:  
 


4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance 
Schedule for RFP 3084.  Does your organization currently have or will your organization 
be able to provide the insurance requirements as specified in Attachment E. 


 


Yes X No  


 
Any exceptions and/or assumptions to the insurance requirements must be 
identified on Attachment B, Technical Proposal Certification of Compliance 
with Terms and Conditions of RFP.  Exceptions and/or assumptions will be 
taken into consideration as part of the evaluation process; however, vendors must 
be specific.  If vendors do not specify any exceptions and/or assumptions at time 
of proposal submission, the State will not consider any additional exceptions 
and/or assumptions during negotiations.  
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Upon contract award, the successful vendor must provide the Certificate of 
Insurance identifying the coverages as specified in Attachment E, Insurance 
Schedule for RFP 3084. 


 
KEPRO RESPONSE: 
 
KEPRO understands and will comply with all requirements outlined in section 4.1.8 and will provide 
the Certificate of Insurance (identifying the coverage’s as specified in Attachment E of the RFP). 
 


4.1.9 Company background/history and why vendor is qualified to provide the services 
described in this RFP.  Limit response to no more than five (5) pages.   
 


KEPRO RESPONSE: 
 
KEPRO, a leading quality improvement and care management organization, offers integrated, 
outcomes-focused solutions to reduce health care utilization, help members better manage their health, 
and optimize quality of care. From our origins as a QIO in 1985, we’ve expanded our reach to include 
national, state, and local government; commercial contract oversight was added in 1996.  We expanded 
our scope of services in 2006 to include case, chronic, maternity, and specialty condition management. 
We have been a trusted partner to 13 state Medicaid agencies, several Federal agencies, and numerous 
commercial healthcare entities with similar scope and complexity to the responsibilities governed by 
this opportunity.  
 
KEPRO is URAC accredited in health utilization, case, and disease management. Our most recent 
audit indicated 100 percent compliance with the highest standards established by this prestigious 
organization. We also received Department of Defense’s accounting (DCAA) and IT security agencies 
(DIACAP) certification. We are also licensed to perform review in all 27 states requiring such 
licensure. 
 
We offer an integrated suite of care management solutions: 
 Utilization management/Management, including standard of care review  
 Independent Review Organization (IRO) Appeals Review 
 Claims Review and Risk Management 
 Case Management (including specialty services such as Maternity, Oncology, and Advanced 


Illness) 
 Chronic Care Management 
 Wellness and Lifestyle Management. 
 
Throughout our 28 year history, KEPRO has demonstrated our ability to perform utilization 
management and care management functions. We have developed standard operating procedures that 
efficiently and effectively enable us to review more than 500,000 medical records annually for prior 
authorization, retrospective and/or concurrent review, and claims review. We have significant 
experience in the review of medical claims, including quality of care, standard of care, medical 
malpractice, medical necessity, continued stay, appropriateness of setting, quality of care screening, 
DRG/coding validation, readmission and transfers, Hospital-Issued Notices of Noncoverage (HINNs), 
and Notices of Discharge & Medicare Appeal Rights and preadmissions. An average of 250,000 – 
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300,000 members annually are screened for potential enrollment in our care management programs.  
Figure 3 in section 3.3 demonstrates the breadth of our UM experience.   
 
 
 
 
 
 
Physician Driven Oversight 
As one of the most experienced federal, state and local government review vendors in the nation, we 
understand the need for expert clinical knowledge, impartiality, quality, and integrity in every 
component of the utilization management process; we manage it through our staff medical directors 
and national review panel. We employ xx full time and xx part time medical directors in various 
specialties.  Medical directors are intimately involved in our product development and oversee the day 
to day clinical operations.   
 
We offer a national review panel of more than 3,200 board-certified physician specialists in all 50 
states, providing care management consultation and specialty-matched peer review to assess and 
monitor care.  Our specialists are either full time practitioners or in academia.  Other health care 
practitioners are available to support utilization management programs.  These include, but are not 
limited to: physician assistants, nurse practitioners, nurse midwives, nurse anesthetists, registered 
nurses, physical therapists, pharmacists, occupational therapists, speech and language pathologists, 
psychologists, social workers.  
 
Federal Programs Experience; Standard of Care Review  
KEPRO was created in 1985 as a peer review organization (QIO) to protect the rights of 
Pennsylvania’s Medicare beneficiaries. We became the QIO for Ohio in 1999. QIOs work to improve 
the quality of health care by increasing the likelihood of desired health outcomes and ensuring they are 
consistent with current professional knowledge. We evaluate whether the quality of services provided is 
consistent with professionally recognized standards of care.  
 
Our medical claims review experience includes Federal Tort Claims Act (FTCA) medical claims 
reviews, Medicare quality of care case reviews, and TRICARE Department of Defense (DoD) Standard 
of Care reviews.  We perform external medical malpractice review for the DoD as TRICARE’s 
National Quality Monitoring Contractor. Expert medical reviewers determine if services followed 
standard medical care or fell below an acceptable standard of care for the patient's condition, based on 
what a competent peer would have done under the same or similar circumstances.   We partner with 
HRSA to provide malpractice claims review and risk mitigation for 7,500 federally funded health 
centers and 125 free clinics. We have recommended reduced payments and decreased the awarding of 
malpractice claims. We also provide risk mitigation education and provider improvement training.  
 
Utilization management Experience with State Medicaid and Commercial Programs 
Since 1992, we have helped 13 Medicaid agencies and numerous commercial entities such as 
employers, Third Party Administrators, Health Plans, and State Employee Benefit Programs 
administer utilization management programs by making timely, evidence-based medical necessity 
determinations across all health care settings. We currently provide utilization management and 


 
In 2012, KEPRO reviewed over one million records and screened 


250,000 – 300,000 members for care management programs. 
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quality management services to Virginia, Tennessee, South Carolina, Wyoming, Minnesota, and New 
Hampshire.   
 
Of note is our Tennessee Medicaid contract. Since 2007, we have provided expert witness testimony for 
almost 5,000 hearings and over 16,000 expert medical reviews/findings. These medical reviews include 
evaluating medical care to determine if it was consistent with evidenced based practice, and identifying 
quality concerns or evidence of fraud or abuse.   
 
We have completed independent physician reviews for a number of commercial health plans.  Members 
and providers who appeal the health plan’s non-certification of requested medical care are offered the 
opportunity to have their care and requested services reviewed by an independent third party. Our 
physician reviewers determine medical necessity of the requested service, consistent with evidenced 
based practice; they report on quality concerns that may be evident.   
 
KEPRO’s Value:  Quality, Measureable Outcomes 
As a quality based company, we understand the value of measuring results!  We monitor/audit for 
quality as described in section 3.6 and while process outcomes are important, the greater value is 
measured in customer service and program outcomes.  The table below lists KEPRO’s UM outcomes 
for 2013 to date. 
   


Outcome Benchmark/Goal KEPRO Outcome 
Call Center Abandonment Rate 5% 1.47%


Call Center Average Speed to Answer 30 seconds  20.14 seconds


Average LOS 
Milliman Moderately 
Managed  4.28 Days 


3.84 Days


Days/1000 covered lives 
Milliman Moderately 
Managed  237.36 Days 


195.30 Days


Admits/1000 covered lives 
Milliman  Moderately 


Managed  55.51 Admissions 
50.16 Admissions


Cost Savings  $256,057,473


ROI 5:1 16:1


 
Case Management Experience 
KEPRO has been offering URAC accredited/NCQA compliant case and chronic care management 
since 2006.   The scope of our case management program includes care coordination, care transition 
management, short term/general case management, complex/large case management, and specialty 
case management such as maternity, heart failure, oncology, or Advanced Illness (End of Life and 
Palliative Care) Management. 
 
Our programs are designed with the ability to adapt to the specific needs of each client’s population.  
We use all mechanisms available to identify potential participants – referrals from multiple sources 
(including member self-referrals) and utilization management.  Through extensive claims analysis and 
predictive modeling, we are able to not only identify members with high cost conditions but our 
sophisticated algorithms identify those who have the probability of having high cost conditions in the 
future.  We incorporate medical, behavioral health, and pharmacy claims as well as results of Health 
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Risk Assessments and biometric screenings to develop a composite health profile for not only the 
population but each individual.  This profile identifies utilization trends, quality of care concerns, 
compliance with evidenced based practice guidelines and gaps in care.   We then work with our clients 
to adapt our core programs to meet the challenges offered by each unique population.   
 
As stated in section 3.11.1.7, our case management philosophy is one of member self-care and 
management.  Our case managers empower members to work more collaboratively with their 
physicians to take a more proactive role in managing their health; we facilitate the removal of barriers 
to treatment plan compliance to reduce avoidable use of health care resources.  Why: 


 Industry knowledge shows that up to 75 percent of readmissions occur as a result of medication 
non-compliance.  


 A  study reported in the Annals of Emergency Medicine found that a quarter of discharges 
resulted in at least one emergency department visit within a month after the patients left the 
hospital; 46 percent of these visits lead to a readmission.  


 
Case Management Outcomes 
We show our program value by reporting on three metrics – clinical (behavioral change that results in 
desired outcomes), financial (cost savings/avoidance), and member satisfaction (perception of the 
program’s ability to assist in realizing their health goals).  The table below lists the outcomes that 
reflect the success of our program.    
 


Outcome Benchmark/Goal KEPRO Outcome 
Medical Treatment Plan Compliance  >90% 100% 


Effective Self-Management Plan  >90% 100% 


Optimize Quality of Life /Behavioral Health >85% 100% 


Reduced hospital admissions  >90% 83% 


Recognize risk factors/prevent complications  >90% 99% 


Work more collaboratively with physician  >90% 100% 


Member Satisfaction with the Program >90% 95% 


 
 
 
 
 
Cancer management 
Avoidable cancer-related complications are significant cost drivers; malnutrition as an example, is a 
major cause of morbidity and mortality.  KEPRO’s Cancer Management Program is founded on the 
basic principles of our case management program and employs nurses and physicians with extensive 
oncology management experience.  Our program helps improve quality of life in cancer patients, and 
reduce cost associated with morbidities and mortality.  The following table shows the cost avoidance for 
a sampling of cases managed in our program.   
 
 


 
Our case management program has reduced the frequency of admissions, 


readmissions, and emergency department visits resulting in a 5:1 ROI.   
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Oncology Goal # of Members Meeting Goal Avg Cost/Goal Total Savings 
Healthy Lifestyle 49 $3,762.50 $184,362.50
Medication Compliance 9 $2,000.00 $18,000
Treatment Compliance 17 $2,000.00 $34,000
Preventing Infection 220 $8,832.00 $1,943,040.00


 
These are just a few examples that reflect KEPRO’s experience and ability to deliver successful, results 
oriented case management programs for our clients.  They reflect how our program can significantly 
improve the health outcomes of PEBP employees and reduce your health cost trends.   
 


4.1.10 Length of time vendor has been providing services described in this RFP to the public 
and/or private sector.  Please provide a brief description. 


 
KEPRO RESPONSE: 
 
The following identifies the length of time KEPRO has been providing services described in this RFP 
to both the public and private sector and a brief description of our services.  
 
 
Utilization Management:  Public Sector – 21 years (1992); Private Sector – 7 years (2006) 
KEPRO’s URAC accredited utilization management program evaluates the medical necessity, quality, 
and efficiently of health care services using evidenced based practice guidelines and nationally 
recognized criteria (such as InterQual or MCG – formally Milliman Care Guidelines).  UM actions are 
conducted under the provisions of applicable benefits/Master Plan Document for all members deemed 
to be eligible under the plan.   


UM activities help ensure that patients receive the “right care at the right time and in the right place” 
across the care continuum to improve clinical outcomes and lower costs. UM’s goal is not meant to 
merely “limit or restrict” care, but to assure that “appropriate” care is received.  Actions are also 
designed to reduce or eliminate inappropriate/avoidable use of health care resources that may result 
from provider/member actions or inactions.  Utilization management components include but are not 
limited to:  


 Pre-certification/prior authorization 
 Concurrent review 
 Discharge planning 
 Appeals 
 Retrospective reviews (including medical necessity, quality of care, and usual and customary fee 


review) 
 Determining alternate level of care 
 Steering to network providers 
 Negotiating out of network discounts 
 Monitoring for quality of care concerns 
 Collaborating with member, families, and providers to ensure appropriate use of health care 


resources (through prior authorization, concurrent review, and case management) 
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KEPRO’s UM program also includes management reports that allow all concerned parties to monitor 
programs both from a quality, efficient process standpoint as well as desired outcomes.  Data is used to 
identify areas that need further study or improvement and to validate what is working.   
 
General and Large Case Management:  Public and Private Sector:  7 years (2006) 
KEPRO incorporates the CMSA’s definition of case management:  Case management is a 
collaborative process of assessing, planning, facilitating, coordinating (care), evaluating, and 
advocating for options and services to meet an individual’s and family’s comprehensive health needs 
through communication and available resources to promote quality, cost-effective outcomes. 
 
Our case management program includes care coordination, care transition, general/short term case 
management, large/complex case management, and specialty management for members with Cancer, 
Heart Failure, or Advanced Illness (End of Life/Palliative Care).  We also offer Maternity 
Management. 
 
Our philosophy is one of self-care.  Our certified case managers work with members, families, and 
physician/providers to empower members to work collaboratively with their physician and take a more 
proactive role in managing their health.  We consider ourselves an “extension” of the member’s 
physician and work collaboratively to assist the member in realizing health care goals.  We assist the 
member in developing effective self-management plans and removing barriers to compliance with 
prescribed treatment plans.   
 
We identify members for participation through any and all available sources:  HRA/biometric 
screening results, member self-referrals, referrals from providers, other programs, clients, claims 
administrators, stop loss carriers, and from the utilization management process.  Our system has 
triggers embedded that auto-generate a referral to case management when data entered into a UM case 
matches one of the triggers.  Review nurses can also refer members at any time when their condition 
warrants.   
 
We also analyze medical, behavioral health, and pharmacy claims to identify members who have or are 
at risk of having high cost claims using our sophisticated, proprietary predictive models.   
 
Triggers for general or large case management include but are not limited to conditions such as: 
 Discharge planning and education 
 Care Transition to avoid readmissions 
 Long term rehabilitation 
 Extensive DME/Home Health needs 
 SNF/Inpatient rehab admissions 
 Serious injury/illness 
 High cost diagnoses 
 Multiple providers (uncoordinated care) 
 Poly-pharmacy 
 Gaps in care as a result of physician non-compliance with evidenced based care and/or member 


non-compliance 
 Multiple use of health care resources (especially those that appear to be avoidable or inappropriate) 
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 Little/no family support/care givers 
 
As a URAC accredited program, members must consent to participate in the program.  Our outreach 
and enrollment process consists of a series of phone calls and letters to introduce the program and 
obtain consent to participate.   
 
 Our proprietary medical management system allows us to assess and manage members with multiple 
comorbidities by completing multiple condition specific assessments.  Results of the assessments feed 
into a consolidated, member centric case management plan of care.  Frequency, intensity, and duration 
of interventions are dependent on the member’s risk.  Interventions are primarily telephonic and also 
include web portal, secure email/text, mailings, and in rare instances, on-site evaluation.  Members are 
managed in the program until their health care goals are met.  Enrollment may be short term (30 days) 
or up to 6 months on an average.   
 
We measure our success by reporting financial, clinical, and member satisfaction outcomes. 
 
Pre-certification of specified medical services to determine medical necessity:  Public Sector – 21 years 
(1992); Private Sector – 7 years (2006) 
 
KEPRO’s pre-certification program includes medical necessity review of all scheduled/unscheduled 
inpatient admissions (acute, SNF, rehab, behavioral health, etc.), outpatient procedures, diagnostic 
testing, radiology, high cost pharmaceuticals, DME, Home Health, and therapies.  We customize this 
list to meet client/benefit plan requirements. 
 
Members may submit requests by phone, fax, or mail.  Providers may do the same however also may 
submit via the secure provider portal.    Reviews encompass medical/surgical, behavioral health, and 
substance abuse.  The rationale for what should/should not require pre-certification includes: 
 High cost/high risk procedures or diagnoses 
 Potential abuse of services 
 Identify members for potential case management 
 Ensure compliance with benefit plan coverage 
 Steer to network providers – to include COE 
 
We embed InterQual criteria in our systems to facilitate the medical necessity review process.  We also 
incorporate MCG (formally Milliman Care Guidelines) to augment InterQual and/or based on client 
preference.  The review evaluates the “right care at the right time and in the right place”.  It includes: 
 Medical necessity  
 Alternate level of care evaluation 
 Compliance with evidenced based practice 
 Steerage to network providers 
 Fee negotiations for out of network services 
 Quality of care monitoring to include HAC and avoidable days 
 Efficient, timely discharge planning 
 Referral to case management 
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Review of inpatient admissions includes assigning a length of stay and scheduling continued stay 
reviews to ensure timely discharge (see concurrent review).   
 
Any quality of care concerns or requests that do not meet medical necessity are referred to our staff 
medical director for review and determination.  He/she may opt for a peer to peer discussion before 
rendering a determination. 
 
Members are notified of the determination by mail; providers are notified by phone, fax, portal, or mail 
based on the method the request was submitted.    Denial notices include appeal rights and comply with 
all regulatory and accreditation requirements.   
 
All pre-certification determinations are sent to the Claims Administrator via a nightly file extract.  We 
coordinate with the Administrator during implementation to establish a layout that meets their claims 
processing requirements.   
 
Concurrent Review: Public Sector - 21 years (1992); Private Sector - 7 years (2006) 
 
Inpatient admissions are assigned an initial length of stay when the request is initially certified.  We 
assign up to three days unless the member’s condition indicates an extended length of stay (such as 
serious injury or a premature infant admitted to the NICU).  In this case we assign up to five days.  
While it’s evident that the stay will exceed 5 days, it is important to monitor for quality and the 
member’s progress to allow for timely alternate level of care and discharge planning decisions.   
 
We contact the facility at least one day before the last certified day to obtain clinical information 
required to support medical necessity.  The medical necessity review at this point is consistent with that 
used in the pre-certification process – to include criteria, medical director referral, and notification of 
members and providers, and sending determination results to the claims administrator.   
 
Concurrent reviews also consider whether the member is progressing along the care continuum.  If the 
answer is no, we consult with our medical director who may conduct a peer to peer with the treating 
physician to determine plan of care. 
 
Concurrent reviews continue until the member’s status no longer supports medical necessity of an 
inpatient stay.  In this cause the medical director denies continued stay but we continue to monitor the 
member until discharge.  If inpatient stay remains medically necessary, we follow the member through 
discharge.  In both scenarios, we document the discharge date which allows us to capture average 
length of stay and bed days per 1,000 covered lives.    
 
We may also conduct concurrent review for certain outpatient services such as home health, therapies, 
or continued use of certain rented DME.  In these instances, the provider notifies us of the need for 
continued services.   
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Retrospective Review:  Public Sector - 21 years (1992); Private Sector - 7 years (2006) 
 
Retrospective Review is performed after services have been delivered but prior to claims payment.  We 
may get a request from the client or the Claims Administrator.   
 
We request complete medical records from the provider and review to determine medical necessity of 
the initial treatment and any/all continuation of services.  Essentially, medical necessity review mirrors 
that of the pre-certification process – medical necessity, level of care, length of stay/services, quality of 
care concerns, HAC, and avoidable days. 
 
In addition, retrospective reviews include a review of charges to compare against usual and customary 
rates.   
 
Results of the determination are normally communicated back to the client or Claims Administrator in 
writing.  We establish a secure, efficient mechanism to seamlessly transfer data from one entity to the 
other.  Our notices are such that appropriate content may be “copied/pasted” into the client’s or Claims 
Administrator’s notice to the member or provider.   
 
If preferred, we can communicate directly with the member or provider.  We coordinate with the client 
during implementation to develop a retrospective review letter template for both members and 
providers.      
 
Appeals:  Public Sector - 21 years (1992); Private Sector - 17 years (1996) 
 
There are two levels to our Appeals process:  first level appeal as part of the pre-
certification/concurrent review process and independent review (IRO) appeal requested by our Health 
Plan clients.  In both instances, the core processes are the same.   We process both standard and 
expedited appeals; our processes comply with accreditation and regulatory requirements.   
 
IRO Appeals:  Health Plans submit appeal requests from members/providers who have requested a 
review from an independent third party.  We receive the request – which includes all medical records – 
and identify a specialty reviewer on our panel for specialty match review – meaning, their specialty is 
the same as that of the treating physician.   All clinical documents and benefit plan information is 
forwarded electronically to the physician reviewer who will then review and make a determination 
using InterQual/MCG criteria – but most importantly, his/her expertise related to quality evidenced 
based practice.  The physician reviewer may uphold the denial or overturn it in whole or part.  The 
reviewer documents his/her determination, along with rationale in the appeal case and electronically 
returns the case to KEPRO.  KEPRO prepares a determination letter that is forward to the Client who 
is responsible for notifying the provider and/or member. 
 
Appeals as part of the URAC accredited utilization management process:  Members, or 
family/providers on behalf of the member, may appeal an adverse determination within the timeframe 
specified in their non-certification letter.   If additional clinical information accompanies the request, 
the appeal and clinical documents are forwarded to a nurse reviewer.  The nurse reviewer will evaluate 
the new clinical information and determine if it supports medical necessity.  If it does, the nurse 
overturns the denial and notified the member and provider of the determination. 
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If the clinical information does not support medical necessity, the appeal is forwarded to a like-
specialty reviewer who was not involved in the initial determination.  As with IRO reviews, the specialty 
reviewer may uphold the denial or overturn it in whole or part.  His/her decision and rationale is pulled 
into an Appeal Determination Letter that contains second level appeal rights if the member’s Master 
Plan Document allows for second level appeal.   
 
Management Reporting: Public Sector - 28 years (1985); Private Sector - 7 years (2006) 
 
Management reports are vital to the success of any program.  As a QIO, KEPRO has been gathering 
and analyzing data and preparing management reports for over 28 years.  Management reports are 
designed specifically for each opportunity/program therefore may be as simple as “transactional” that 
purely shoe the number of something such as review volumes, enrolled members, top 25 
diagnoses/procedures, etc.  They can be extremely complex such as cause and effect reports, program 
analysis/recommendations, or provider profile reports.  
 
As a QIO, quality is our foundation; which means we build processes with the end in mind.  We first 
determine desired outcomes and how we are going to measure them.  We then design processes that 
will drive success and allow us to collect the prerequisite data.   Since our systems are proprietary, we 
have designed it to capture just about all data components in reportable fields.  And, we have the ability 
to customize to some extent to capture client specific data.   
 
Management reports may include but are not limited to: 


 Results of quality audits 
 Compliance with regulatory standards 
 Timeliness Reports 
 Customer Service reports such as call center performance 
 Complaints and grievance reports 
 Tranactional/volume reports (number of reviews/cases; number of appeals, number of cases 


managed, number of case management participants who met goals, etc.) 
 Outcomes reports  
 Performance guarantee reports 
 Program evaluation and analysis with recommendations 
 Ad Hoc reports 


 
Reports are available on-line, many in real time, which allows our clients to easily access data when 
they need it.  We also produce standard report packages that allow us to review our contributions and 
the effectiveness of the programs during face-to-face quarterly meetings.   
 
Given the importance of data, we review data requirements in depth with our clients during 
implementation to ensure we make the modifications required to capture client appropriate data.   
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4.1.11 Financial information and documentation to be included in Part III, Confidential Financial 
Information of vendor’s response in accordance with Section 9.5, Part III – Confidential Financial 
Information.  


 
 Dun and Bradstreet Number:    


 
 4.1.11.2  Federal Tax Identification Number:    
 
 4.1.11.3  The last two (2) years and current year interim: 


 
A. Profit and Loss Statement  
B. Balance Statement 


 
KEPRO RESPONSE: 
 
In accordance with the RFP please review the information for 4.1.11 in Part III, Confidential 
Financial Information. 
  
4.2   SUBCONTRACTOR INFORMATION   
 


4.2.1 Does this proposal include the use of subcontractors? 
 


Yes  No X 


 
If “Yes”, vendor must: 


 
Identify specific subcontractors and the specific requirements of this RFP for which 
each proposed subcontractor will perform services. 
 
If any tasks are to be completed by subcontractor(s), vendors must: 


 
A. Describe the relevant contractual arrangements; 


 
B. Describe how the work of any subcontractor(s) will be supervised, 


channels of communication will be maintained and compliance with 
contract terms assured; and 


 
C. Describe your previous experience with subcontractor(s). 


 
Vendors must describe the methodology, processes and tools utilized for: 


 
D. Selecting and qualifying appropriate subcontractors for the 


project/contract; 
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E. Ensuring subcontractor compliance with the overall performance 
objectives for the project;  


 
F. Ensuring that subcontractor deliverables meet the quality objectives 


of the project/contract; and 
 


G. Providing proof of payment to any subcontractor(s) used for this 
project/contract, if requested by the State.  Proposal should include a 
plan by which, at the State’s request, the State will be notified of 
such payments. 


 
Provide the same information for any proposed subcontractors as requested in 
Section 4.1, Vendor Information. 
 
Business references as specified in Section 4.3, Business References must be 
provided for any proposed subcontractors. 
 
Vendor shall not allow any subcontractor to commence work until all insurance 
required of the subcontractor is provided to the vendor. 
 
Vendor must notify the using agency of the intended use of any subcontractors not 
identified within their original proposal and provide the information originally 
requested in the RFP in Section 4.2, Subcontractor Information.  The vendor must 
receive agency approval prior to subcontractor commencing work. 


 
 
4.3    BUSINESS REFERENCES    
 


4.3.1 Vendors should provide a minimum of three (3) business references from similar projects 
performed for private, state and/or large local government clients within the last ten (10) years. 


 
4.3.2 Vendors must provide the following information for every business reference provided by 
the vendor and/or subcontractor: 


 
The “Company Name” must be the name of the proposing vendor or the vendor’s proposed 
subcontractor.   


 
 
 
 
 
 
 
 
 
 







State of Nevada Purchasing Division
Utilization Management and Large Case Management Services


Part I A – Technical Proposal 
RFP 3804


 


  Page 134 of 145 


Reference #: 1 


Company Name: 
Hillsborough County Government 
Department of Family and Aging Services 
Health Care Services Division 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 


Project Name: Florida Hillsborough County Health Care Plan 
(HCHCP) 


Primary Contact Information 
Name: Gene E. Earley, Jr., Director 
Street Address: 601 E. Kennedy Blvd. 
City, State, Zip Tampa, FL, 33602 
Phone, including area code: (813) 301-7356 
Facsimile, including area code: (813) 276-2865 
Email address: earleyg@hillsboroughcounty.org 


Alternate Contact Information
Name: Debbie DeWitt 
Street Address: 601 E. Kennedy Blvd. 
City, State, Zip Tampa, FL, 33602 
Phone, including area code: (813) 301-7337  
Facsimile, including area code: (813) 276-2865 
Email address: DewittD@hillsboroughcounty.org 


Project Information 
Brief description of the project/contract 
and description of services performed, 
including technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


Perform utilization management for 
inpatient and outpatient services, 
durable medical equipment (DME), 
home health and skilled nursing 
facilities services and specialty 
physician referrals. 


Original Project/Contract Start Date: 10/18/2004 
Original Project/Contract End Date: 12/31/2012 
Original Project/Contract Value: $3,627,175.14 
Final Project/Contract Date: 6/30/2014 
Was project/contract completed in time 
originally allotted, and if not, why not? 


Awarded contract renewal of 
services 


Was project/contract completed within 
or under the original budget/ cost 
proposal, and if not, why not? 


Contract continues to be maintained 
within original budget allotted. 
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Reference #: 2 


Company Name: State of Louisiana Office of Group Benefits 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 


Project Name:  
Primary Contact Information 


Name: Rusti White, Contract Manager 
Street Address: 7389 Florida Blvd. Suite 400 
City, State, Zip Baton Rouge, LA, 70806 
Phone, including area code: (225) 925-3936 
Facsimile, including area code: (225) 248-4497 
Email address: rwhite@ogb.state.la.us 


Alternate Contact Information
Name: Patty Rahl, Contract Reviewer  
Street Address: 7389 Florida Blvd. Suite 400 
City, State, Zip Baton Rouge, LA, 70806 
Phone, including area code: (225) 925-4207 
Facsimile, including area code: (225) 248-4497 
Email address: Patty.Rahl@LA.gov 


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


Utilization management for inpatient 
and some outpatient services, and case 
management for state employees, 
dependents and retirees. 


Original Project/Contract Start Date: 4/1/2010 
Original Project/Contract End Date:  6/30/12 
Original Project/Contract Value: $1.4 Million 
Final Project/Contract Date: 12/31/12 
Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Yes 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Yes 
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Reference #: 3 


Company Name: Pittman & Associates, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 


Project Name: Commercial Services 
Primary Contact Information 


Name: Jane E. Hogan, President 
Street Address: 1 S. Prescott Street 
City, State, Zip Memphis, TN, 38111 
Phone, including area code: (901) 473-3316 
Facsimile, including area code: (901) 473-3255 
Email address: jhogan@pa-tpa.com 


Alternate Contact Information
Name: Debbie Faulkner 
Street Address: 1 S. Prescott Street 
City, State, Zip Memphis, TN, 38111 
Phone, including area code: (901) 473-3308 
Facsimile, including area code: (901) 473-3255 
Email address: dfaulkner@pa-tpa.com 


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


Provide Utilization, Case and Disease 
Management 


Original Project/Contract Start 
Date: 


7/16/2001 


Original Project/Contract End 
Date: 


7/15/2002 


Original Project/Contract Value: $329,455.00 – 2012 Annual Amount 
Final Project/Contract Date: 7/15/2014 
Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Yes, with automatic renewal. 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if not, 
why not? 


Yes, with automatic renewal. 
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4.3.3 Vendors must also submit Attachment F, Reference Questionnaire to the business 
references that are identified in Section 4.3.2.   


 
KEPRO RESPONSE: 
 
We have submitted Attachment F to the business references that are identified in Section 4.3.2. 
 
 


4.3.4 The company identified as the business references must submit the Reference 
Questionnaire directly to the Purchasing Division.  


 
KEPRO RESPONSE: 
 
We have requested that each of our references submit the Reference Questionnaire directly to the 
Purchasing Division. 
 


4.3.5 It is the vendor’s responsibility to ensure that completed forms are received by the 
Purchasing Division on or before the deadline as specified in Section 8, RFP Timeline, for 
inclusion in the evaluation process.  Reference Questionnaires not received, or not 
complete, may adversely affect the vendor’s score in the evaluation process.   


 
4.3.6 The State reserves the right to contact and verify any and all references listed regarding the 


quality and degree of satisfaction for such performance. 
 
KEPRO RESPONSE: 
 
KEPRO has read, understands and agrees to comply with all requirements outlined in section 3.21.1 
through 3.21.4.    
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ATTACHMENT G – PROPOSED STAFF RESUME 
 
 
VENDOR STAFF RESUMES  
 


A resume must be completed for each proposed key personnel responsible for performance under 
any contract resulting from this RFP per Attachment G, Proposed Staff Resume. 


 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: KEPRO ACQUISITIONS, INC. 


Contractor �Subcontractor 


Name: Meghan Harris, MS  Key Personnel 
Classification: Chief Operating Officer 16 Years in Classification:  
Brief Summary: of 
Experience: 


More than 16 years of using data to make strategic decisions to improve operational 
efficiencies and fuel revenue growth. More than 15+ years of experience in health 
service research, data acquisition, warehousing and analysis. Adept at sampling design, 
models of analysis and at chi-square testing and regression analysis among other 
analytical techniques.  Responsibilities have included contract performance 
management, project design, acquisition of data, data reliability, analysis, reporting and 
presentation.   
 


# of Years with 
Firm: 


14 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
01/2011 to present 
 
KEPRO 
Rose Ungaro-Ciullo 
777 East Park Drive, Harrisburg, PA 17111 (717) 564-8288 
Chief Operating Officer 
A vital member of the senior management team who has 
responsibility for operational leadership to achieve 
company-wide goals and objectives, particularly in the 
areas of growth and profitability. Develops and 
implements strategy for the company. Accountable for the 
effective management and profitable growth of all 
operating units and supports the CEO in the development 
and realization of overall company objectives.  Primary 
focus is day-to-day operations, achievement of long and 
short-term financial goals, customer relations and driving 
a culture that is focused on quality and service excellence. 
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Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
01/2009 to 12/2010 
 
KEPRO 
Rose Ungaro-Ciullo 
777 East Park Drive, Harrisburg, PA 17111 (717) 564-8288 
Vice President, Public Operations 
Concurrently oversees several public program contracts by 
driving innovation, creativity, and strategic 
comprehension.  
Responsible for meeting customer expectations and 
company financial goals.  Productivity expectations to 
ensure commercial programs achieve financial and 
contract targets.  Identify opportunities for further 
operational effectiveness through process improvement, 
re-design, automation, etc.  


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 


01/2008-12/2009  
KEPRO  
 
Rose Ungaro-Ciullo 
777 East Park Drive, Harrisburg, PA 17111 (717) 564-
8288 
Vice President of Informatics and Reporting 
Overall responsibility for informatics and data analytic 
programs across organizational operational locations.   
Provide visible and strong leadership in formulating data 
analysis to improve quality outcomes and reduce costs.  
Define business needs and requirements for data 
acquisition, reporting services and performance 
management. Responsible for planning and directing the 
development and implementation of reports and data 
analysis.   


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Akron 
Akron 
Ohio 
M.S. of Statistics 
Project Management certification, Villanova University 


REFERENCES 
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Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


#1 Rose Ungaro-Ciullo 
777 East Park Drive, Harrisburg, PA 17111 (717) 
564-8288 
#2 Joseph Dougher, President and CEO 
777 East Park Drive, Harrisburg, PA 17111 (717) 
564-8288 
#3 Karen Eaton, Vice President 
777 East Park Drive, Harrisburg, PA 17111 (717) 
564-8288 


 
 


PROPOSED STAFF RESUME 
 


A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: KEPRO ACQUISITIONS, INC. 


Contractor �Subcontractor 


Name: Julie Wright, B.S., M.B.A.  Key Personnel 


Classification: 
Implementation Manager 
Account Management 15  Years in Classification:  


Brief Summary: of 
Experience: 


Over 15 years Account Management experience in health care services for 
Federal, State, County, and private sector clients.  Dedicated, hard working, 
and self-motivated with a solid track record of consistently meeting and 
exceeding corporate goals, objectives, and deliverables. Successful project 
implementation and management. SME in developing project plans, tracking 
deliverables, and analyzing data. Key member of implementation team for 
successful start -up of six major state contracts.  Project lead for statewide 
outcome task force and quality improvement procedure manual.  Effective 
communicator able to interact with diverse cultural backgrounds; strong 
written and oral communication skills.  Highly proficient in Microsoft 
Windows and the following software applications: Microsoft Office (Word, 
Excel, Project, Visio, Access, and PowerPoint), CRM Dynamics, and 
SharePoint. 


# of Years with Firm: 6 


RELEVANT PROFESSIONAL EXPERIENCE 
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Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
07/2011 to present 
KEPRO 
KEPRO 
Rose Ungaro-Ciullo 
777 East Park Drive, Harrisburg, PA 17111 (717) 564-8288 
Strategic Account Executive/Implementation Manager 
Responsible for providing overall planning, direction 
and control to assigned lines of business to achieve 
operating and financial goals. Ensures that 
contractual service standards and customer 
expectations are satisfied. Build strong relationships 
with customers’ senior management and account 
management staff. Develop a business partnership 
that promotes opportunities for growth and revenue 
while supporting the customer’s growth objectives.  


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
06/2010 to 07/2011 
 
KEPRO 
Rose Ungaro-Ciullo 
777 East Park Drive, Harrisburg, PA 17111 (717) 564-8288 
Operations Manage/Implementation Manager 
Responsible for providing overall planning, direction 
and control to assigned lines of business to achieve 
operating and financial goals.  Ensures that 
contractual service standards and customer 
expectations are satisfied. 
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Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 


07/2008-06/2010  
KEPRO  
 
Rose Ungaro-Ciullo 
777 East Park Drive, Harrisburg, PA 17111 (717) 564-
8288 
Manager of Corporate Compliance/Implementation 
Manager 
Key member of transition teams for successful start -up 
of three state contracts. Responsible for directing the 
development, implementation, and maintenance of a 
Quality Management System for operational units in 
seven states. 
Responsibilities included interpreting contractual 
requirements and developing procedures to ensure 
customer requirements are met, establishing and 
monitoring performance metrics, and working with 
contract administrators to develop appropriate corrective 
action plans when needed. Provided independent and 
objective review and evaluation of compliance 
issues/concerns within the organization to ensure 
meeting/exceeding contract deliverables and customer 
expectations for all contracts.  
 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Columbia Southern University  
Orange Beach 
Alabama 
Masters in Business Administration, Concentration in Project Management 
 


 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


# 1 Rose Ungaro-Ciullo 
777 East Park Drive, Harrisburg, PA 17111 (717) 
564-8288 
#2 Karen Eaton, VP 
777 East Park Drive, Harrisburg, PA 17111 (717) 
564-8288 
#3 Meghan Harris , COO 
777 East Park Drive, Harrisburg, PA 17111 (717) 
564-8288
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PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: KEPRO ACQUISITIONS, INC. 


Contractor  Account Manager �Subcontractor 


Name: Chandra E. Tucker, R.N., B.S.N. , CMM  Key Personnel 
Classification: Program Manager   20  Years in Classification:  
Brief Summary: of 
Experience: 


Accomplished and motivated leader with a proven track record of critical thinking 
skills and expertise in resolving complicated healthcare, social, interpersonal and 
financial patient situations. Proficient in applying problem-solving techniques to 
articulate medical requirements to patients, families, care givers, medical and support 
staff. Effective rapport building, resourceful problem solving and excellent verbal and 
written communication skills. Committed to professionalism, highly organized, able to 
work under strict deadline schedules with attention to detail, and abiding in 
accordance with the Department of Labor, Health Insurance Portability and 
Accountability Act (HIPPA), The Joint Commission (TJC), and other regulatory 
boards. Proficient in Clinical Practice Guidelines (CPGs), the use of McKesson 
(InterQual) and Milliman Care Guidelines. Excellent conceptual and analytical skills. 
Exceptional project management skills, able to develop presentations, proposals, 
protocols, and review guideline documents.  


# of Years with Firm:  


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
01/2013 to present 
 
United Healthcare 
Kathy Morreale, HR Director 
6285 Rock Dove Ave, Las Vegas, NV 702-463-3385 
Program Manager 
Reviewed and integrated medical information from diverse 
sources including medical records, immunization registries, 
member documents, and provider offices. Requested and 
abstracted appropriate medical records, assessing for assigned 
categories as needed. Reviewed assigned medical records in 
order to abstract specified and required clinical data elements 
for HEDIS reporting.  Participated in medical record collection 
and inter-rater reliability process. Scheduled and performed on-
site medical record reviews. Complied with appropriate 
procedures for scheduling, requesting, and reviewing records 
on-site at provider hospitals and facilities. Documented 
abstraction findings as required and prepared additional reports 
as needed. Communicated all project issues including 
scheduling, assignment, fax/mail correspondence, and 
supervisor alerts in a timely manner. 
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Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
02/2009 to 01/2013 
 
Amerigroup Community Care  
Suzanne M. Scott, HR Director 
7251 W. Lake Mead Blvd. Ste 104, Las Vegas, NV 800-454-3730 
Utilization Review /Case Manager 
Performed prospective, concurrent, retrospective reviews and 
case management services. Performed Prior Authorization 
services for requested medical services. Collaborated with 
multiple insurance carriers regarding discharge planning needs 
of hospitalized, acute inpatients.  
Collaborated with the Medical Director on cases involving 
continued stay criteria. Acted as liaison between providers of 
care (i.e. Hospitalists) and the Medical Director and care 
facilities. Conducted inpatient care unit rounds for clinical data 
collection; provided documentation for appeals and grievance 
resolution. Collaboration on Healthcare Effectiveness Data and 
Information Set (HEDIS) initiatives. Quality Management and 
Case Management.  


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 


01/2008-02/2009  
 
Encompass Healthcare Management 
Linda Stephens, HR Director 
1945 Las Vegas Blvd. S, Las Vegas, NV, 89104 702-223-2900 
Managed Care Specialist 
Responsible for the Utilization review and case management 
services for a Commercial Insurance population - inpatient and 
outpatient. Collaborated with multiple insurance carriers 
regarding discharge planning needs of hospitalized, acute 
inpatients. Acted as liaison between providers of care (i.e. 
Hospitalists) and the Medical Director and care facilities. 
Medical Necessity claims review. Discharge planning in the 
acute care setting, within a managed care organization.  


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Arizona 
Tuscon, Arizona 
Arizona 
Masters in Nursing with Emphasis in Public Health (Graduation 2014) 
Bachelor of Science in Nursing 
Registered Nurse, Illinois 


REFERENCES 
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Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


#1 Linda Stephens, HR Director 
lindastephens@encompasshealth.com  
1945 Las Vegas Blvd. S, Las Vegas, NV, 89104  
702-223-2900 Fax: (717) 223-2901 
 
#2 Suzanne M. Scott, HR Director 
lscott@amerigroup.com  
7251 W. Lake Mead Blvd. Ste 104, Las Vegas, NV 
800-454-3704  Fax:  (702) 245-1234 
 
#3 Kathy Morreale, HR Director 
kmorreale@unitedhealthcare.com  
6285 Rock Dove Ave, Las Vegas, NV  
702-463-3385  fax: (702) 463-3333 
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Part II – Cost Proposal 
 
 
RFP Title:  Utilization Management and Large Case Management Services 
 
RFP:  3084 
 
Vendor Name:  KePRO Acquisitions, Inc. (KEPRO) 
 
Address:  777 East Park Drive, Harrisburg, PA 17111 
 
Proposal Opening Date:  December 3, 2013 
 
Proposal Opening Time:  2:00 PM 
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