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[bookmark: _Toc412306887]Attachment Q-1: Offeror Information 
Representations made by the Offeror in this proposal become contractual obligations that must be met during the contract term.
Instructions: Please complete each cell with the requested information. Items in the response column with the words "Choose an Item" contain a drop down list of options. Please select a response from those options as applicable. 
	I.
	GENERAL PLAN INFORMATION 
	

	
	
	Response

	1.
	Offeror's Legal Name
	Click here to enter text.
	2.
	Address
	Click here to enter text.
	3.
	City
	Click here to enter text.
	4.
	State
	Click here to enter text.
	5.
	Zip
	Click here to enter text.
	6.
	Web Address
	Click here to enter text.
	7.
	Operational Date
	Click here to enter a date.
	8.
	Corporate Tax Status
	Choose an item.

	9.
	Federal Employer Identification Number
	Click here to enter text.
	10.
	Ownership/Controlling Interest
	Click here to enter text.
	11.
	Number of Locations
	Click here to enter text.
	12.
	Number of Employees
	Click here to enter text.
	13.
	Years administering flexible spending accounts and performing non-discrimination testing
	Click here to enter text.
	14.
	For the year ending 2014, please provide
	

	
	a) the number of covered participants for which the Offeror provides FSA Administration
	Click here to enter text.
	
	b) the number of employers using FSA services
	Click here to enter text.
	15.
	Number of additional covered participants expected in 2015
	Click here to enter text.
	16.
	Type and amount of Fidelity/surety, general liability, errors/omissions, bond insurance or coverage carried (please provide a copy of all such policies or certificates of coverage) in response to RFP § 3.4.
	Click here to enter text.
	II.
	PLAN DESIGN

	
	Offerors must adhere to the proposed plan designs shown in "Attachment Q-3: Plan Design" in preparing the quote and administering the FSAs during the contract term.
	Select Response

	1.
	Confirm that the proposal is issued in accordance with the specifications, assumptions and information included in this Request for Proposal, the accompanying worksheets and standard services addressed in the Information Questionnaire. If "No,” indicate deviations in "Attachment Q-2: Explanations and Deviations" worksheet.
	Choose an item.

	2.
	Review and detail deviations from the proposed plan design shown in the worksheet, "Attachment Q-3: Plan Design.”
	Choose an item.


	III.
	ADMINISTRATIVE AND OPERATIONAL INFORMATION

	1.
	Provide addresses for the following activities

	
	Activity
	Location
	City
	State

	
	Corporate/ Firm Management
	Click here.	Click here.	C4lick here.
	
	Claims Office
	Click here.	Click here.	Click here.
	
	Customer Service Office
	Click here.	Click here.	Click here.
	
	Account Management/ Client Services
	Click here.	Click here.	Click here.


	2.
	List the location(s) of your service centers (separately identify claims processing centers and customer service centers if in different locations(s)) that would be servicing the State's participants. Use the "Attachment Q-3" Explanation" worksheet if you need more space.

	
	Service Center Location(s)
	Number of Years in Operation
	Annual Claims Volume
	Number of Claims per Processor

	
	Click here.	Click here.	Click here.	Click here.
	
	Click here.	Click here.	Click here.	Click here.
	
	Click here.	Click here.	Click here.	Click here.
	
	Click here.	Click here.	Click here.	Click here.


	3.
	Claim Turnaround Time (In number of days based on the number of business days from receipt) NOTE: As used in this RFP, 'claim' is equivalent to 'reimbursement request.'

	
	Time to complete all substantiation requirements and issue reimbursement
	Expected Average Turnaround Time 
	Actual Average Turnaround Time within last 12 months
	Percentage of claims processed within the expected turnaround time within last 12 months

	
	Complete Claims
	
	
	

	
	- Paper Claims
	Click here.	Click here.	Click here.
	
	- Debit Card Claims
	Click here.	Click here.	Click here.
	
	Ineligible Claims
	
	
	

	
	- Paper Claims
	Click here.	Click here.	Click here.
	
	- Debit Card Claims
	Click here.	Click here.	Click here.


	4.
	Staff Turnover and Vacancy

	
	Type of Service
	Customer Service
	Claims Management
	Processors
	Supervisors

	
	Number of Full Time Employees as of 3/2/2015
	Click here.	Click here.	Click here.	Click here.
	
	Number of Part Time Employees as of 3/2/2015
	Click here.	Click here.	Click here.	Click here.
	
	Average Years of Experience
	Click here.	Click here.	Click here.	Click here.
	
	Turnover during last 12 months
	Click here.	Click here.	Click here.	Click here.
	
	Number of Employees that terminated in last 12 months
	Click here.	Click here.	Click here.	Click here.
	
	Vacancies on 3/2/2015
	Click here.	Click here.	Click here.	Click here.


	5.
	Staff that will be dedicated to Servicing the State of Maryland

	
	Type of Service
	Customer Service
	Claims Management
	Processors
	Supervisors

	
	Number of Full Time Employees
	Click here.	Click here.	Click here.	Click here.
	
	Number of Part Time Employees
	Click here.	Click here.	Click here.	Click here.
	
	Average Years of Experience
	Click here.	Click here.	Click here.	Click here.
	
	Number of New Employees to be Hired (if any)
	Click here.	Click here.	Click here.	Click here.


	6.
	Work Volume
	2014
	2013
	2012

	
	Healthcare FSAs
	
	
	

	
	Provide the total dollar volume of your business providing HCFSA plans for the past three years.
	Click here.	Click here.	Click here.
	
	Provide the total number of claims for HCFSA benefits paid by your company for the past three years.
	Click here.	Click here.	Click here.
	
	Dependent Care FSAs
	
	
	

	
	Provide the total dollar volume of your business providing HCFSA plans for the past three years.
	Click here.	Click here.	Click here.
	
	Provide the total number of claims for HCFSA benefits paid by your company for the past three years.
	Click here.	Click here.	Click here.


	7.
	Based on Total Claims in Calendar Year 2014, provide:

	
	
	Number of Claims
	% Dollar Accuracy
	% Error Frequency

	
	Valid Claims
	Click here.	Click here.	Click here.
	
	Ineligible Claims
	Click here.	Click here.	Click here.


	8.
	What Percentage of Your Business would this contract represent?

	
	
	Percentage
	

	
	Membership
	Click here.	

	
	Dollar Volume
	Click here.	

	
	Claims Paid
	Click here.	


		
	IV.
	REFERENCES

	
	Please complete the following tables with the requested reference information.

	1.
	Please provide three of your employer client references of similar size, including the organization(s) listed to meet the Minimum Requirements. 

	
	Information
	Reference #1
	Reference #2
	Reference #3

	 
	Organization Name
	Click here.	Click here.	Click here.
	 
	Contact Person
	Click here.	Click here.	Click here.
	 
	Title
	Click here.	Click here.	Click here.
	 
	Telephone #
	Click here.	Click here.	Click here.
	 
	E-mail Address
	Click here.	Click here.	Click here.
	
	Value, type, duration and services provided
	Click here.	Click here.	Click here.
	
	Number of Employees
	Click here.	Click here.	Click here.
	 
	HCFSA Members Enrolled
	Click here.	Click here.	Click here.
	 
	DCFSA Members Enrolled
	Click here.	Click here.	Click here.
	2.
	Please provide three of your terminated employer clients of similar size.

	 
	Information
	Reference #1
	Reference #2
	Reference #3

	 
	Organization Name
	Click here.	Click here.	Click here.
	 
	Contact Person
	Click here.	Click here.	Click here.
	 
	Title
	Click here.	Click here.	Click here.
	 
	Telephone #
	Click here.	Click here.	Click here.
	 
	E-mail Address
	Click here.	Click here.	Click here.
	 
	Value, type, duration and services provided
	Click here.	Click here.	Click here.
	 
	Number of Employees
	Click here.	Click here.	Click here.
	
	HCFSA Members Enrolled
	Click here.	Click here.	Click here.
	
	DCFSA Members Enrolled
	Click here.	Click here.	Click here.
	 
	Effective Date of Contract
	Click here.	Click here.	Click here.
	 
	Termination Date of Contract
	Click here.	Click here.	Click here.
	 
	Reason for Termination
	Click here.	Click here.	Click here.



V.	CONTACT INFORMATION	 	 
	 
	Primary contact of person authorized to execute this proposal

	 
	Name
	Click here.
	 
	Title
	Click here.
	 
	Address
	Click here.
	 
	City
	Click here.
	 
	State
	Click here.
	 
	Zip Code
	Click here.
	 
	Telephone #
	Click here.
	 
	Cell Phone #
	Click here.
	 
	E-mail Address
	Click here.





[bookmark: _Toc412306888]Attachment Q-2: Explanations and Deviations
Representations made by the Offeror in this proposal become contractual obligations that must be met during the contract term.
Instructions: All deviations from the specifications of the Request for Proposal (RFP) must be clearly defined using this worksheet. Explanations must be numbered to correspond to the question number and section number to which it pertains. If additional space is required, submit a separate attachment labeled “Attachment Q-2b: Explanations and Deviations” using the same table format. Most importantly, keep all explanations brief. In the absence of any identified deviations, your organization will be bound to the terms of the RFP.

	Section # / Question #
	Indicate "Explanation" or "Deviation"
	Offeror Response

	Click here.	Choose 	Click here.
	Click here.	Choose 	Click here.
	Click here.	Choose 	Click here.
	Click here.	Choose 	Click here.
	Click here.	Choose 	Click here.
	Click here.	Choose 	Click here.
	Click here.	Choose 	Click here.
	Click here.	Choose 	Click here.
	Click here.	Choose 	Click here.
	Click here.	Choose 	Click here.
	Click here.	Choose 	Click here.
	Click here.	Choose 	Click here.
	Click here.	Choose 	Click here.
	Click here.	Choose 	Click here.
	Click here.	Choose 	Click here.
	Click here.	Choose 	Click here.
	Click here.	Choose 	Click here.
	Click here.	Choose 	Click here.
	Click here.	Choose 	Click here.
	Click here.	Choose 	Click here.
	Click here.	Choose 	Click here.
	Click here.	Choose 	Click here.
	Click here.	Choose 	Click here.
	Click here.	Choose 	Click here.
	Click here.	Choose 	Click here.


Please indicate if “Attachment Q-2b: Explanations and Deviations” is provided: Choose an item.
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[bookmark: _Toc412306889]Attachment Q-3: Plan Design
Representations made by the Offeror in this proposal become contractual obligations that must be met during the contract term. 
Instructions: Any deviations between the State's proposed plan design and the proposed plan design of the Offeror must be noted in the space provided below. If there are no deviations in the Offeror's proposed plan design, please enter the phrase "No Deviations" in the space provided.

	Healthcare FSA
	Minimum
	Maximum
	Deviations

	Annual Limits
	$120
	$2,550
	

	The entire election amount for the plan year shall be available to the participant from the first day of the plan year, regardless of the amount actually contributed to the HCFSA through year-to-date salary reduction.
	Click here.
	Any amount remaining in the account at the end of plan year and grace period, and after the processing of all claims for such plan year, are forfeited by the participant and credited to the State.
	Click here.
	Reimbursements shall be made for all medical expenses authorized for reimbursement pursuant to Code Section 105(b), including over-the-counter drugs as provided in Revenue Ruling 2003-102.
	Click here.
	The HCFSA has a grace period of 2 1/2 months following the end of the year to incur expenses for Participants who are enrolled and covered in the HCFSA on the last day of the plan year. See Internal Revenue Notice 2005-42.
	Click here.
	Reimbursements shall be made directly to the covered participant.
	Click here.
	Offeror agrees to follow requirements of the State's Cafeteria Plan and any updates or changes during the Contract term.
	Click here.
	The Participant must provide certification that the medical expense has not been reimbursed or is not reimbursable under any other health plan coverage and, if reimbursed from the healthcare flexible spending account, such amount will not be claimed as a tax deduction or reimbursement sought from another health plan.
	Click here.


	Dependent Care FSA
	Minimum
	Maximum
	Deviations

	Annual Limits
	$120
	$5,000
	

	Notwithstanding the Plan Year in which a reimbursement for eligible employment-related dependent care expenses is made, the total reimbursements to an Employee in any calendar year shall not exceed the lesser of: 
(i) the Participant's earned income, as defined in Section 129(e)(2) of the Code; 
(ii) the actual or deemed earned income of the Participant's spouse, or 
(iii) the maximum amount permitted under Code Section 129(a)(2)(A) ($5,000 or $2,500 if married filing separately).
	Click here.
	The Offeror shall request a certification from each covered employee that the limit on contributions has not been exceeded by the covered employee in making the salary reduction election.
	Click here.
	Any amount remaining in the account at the end of plan year and after the processing of all claims for such plan year are forfeited by the participant and credited to the State. No grace period for the DCFSA.
	Click here.
	Reimbursements shall be made for only dependent care expenses authorized for reimbursement pursuant to IRS Code Sections 129 and 125.
	Click here.
	Reimbursements shall be made directly to the Participant.
	Click here.
	The Offeror, in order to establish that a reimbursement is permitted, may require additional information from each Participant who desires reimbursement under this account. Such information may include but is not limited to:
 (i) the dependent(s) for whom services were performed,
 (ii) the nature of the services performed and the cost,
 (iii) the relationship, if any, of the person performing the services to the covered Employee, and
 (iv) if the services were performed in a day care center, a statement that the day care center complies with all applicable laws and regulations of the state of residence.
	Click here.
	Offeror agrees to follow requirements of the State's Cafeteria Plan and any updates or changes during the Contract term.
	Click here.
	All amounts reimbursed to the Participant shall be paid from amounts allocated to the Participant’s dependent care flexible spending account, with no reimbursement being made until sufficient funds to cover the reimbursement are available in the account.
	Click here.
	Last day to submit reimbursement requests:  April 15 following the Plan Year.
	Click here.


Enrollment and Coverage Effective Dates
Eligible persons must elect or waive benefits during an annual open enrollment period. There are no pre-existing condition exclusions during open enrollment. New employees must elect or waive coverage within 60 days of hire. Participation is on a prospective basis only beginning with the first day of the first pay period for which a deduction is taken. For example, a deduction taken on May 5, 2015 will provide coverage for May 1, 2015 through May 15, 2015. No retroactive adjustments are permitted or covered.
Enrollment elections may not be changed until the next open enrollment period, unless provided by state regulation or applicable federal law, for example, HIPAA, §1.125-4 Internal Revenue code section §1.125, or Treasury Regulation.
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Solicitation No. F10B5400007	7	Attachment Q-3
[bookmark: _Toc412306890]Attachment Q-4: Compliance Checklist 
Representations made by the Offeror in this proposal become contractual obligations that must be met during the contract term. 
Instructions: Please complete each item with the requested information. Items in the response column with the words "Choose” contain a drop down list of options. Please select a response from those options as applicable. NOTE: All "No" responses must be addressed in "Attachment Q-2: Explanations and Deviations.”
	Compliance Checklist
	Contractor's Response

	
	Yes or No

	Customer Service Orientation
	

	CC-1 
	Offeror agrees to permit employees and their eligible dependents to receive reimbursement for eligible healthcare, dependent care expenses and issue explanation of benefits detail with reimbursement payments. Offeror will provide employee notification of account balances quarterly and at year end.
	Choose

	CC-2 
	Offeror agrees to send reminder notices to all participants with account balances as follows:
	

	CC-3 
	a.) October 1- reminder that plan year ends December 31.
	Choose

	CC-4 
	b.) November 15 - reminder of deadline to submit claims for the current plan year.  This should include information on March Grace Period deadline and final submission of claims on April 15 of the following year.
	Choose

	CC-5 
	c.) February 1 - deadline for grace period is March 15; deadline for submission of plan year claims is April 15.
	Choose

	CC-6 
	d.) March 31 - reminder plan year claims due April 15.
	Choose

	CC-7 
	Offeror agrees to establish and provide a state-of-the-art member/customer service operation (including a toll-free line) located in the United States that is available to plan Participants (both in-state and out-of state) from at least 8:00 a.m. to 8:00 p.m. Local Time, Monday through Friday.   
	Choose

	CC-8 
	This toll-free customer service line will be supported by live representatives during the hours stated above and by an automated voice-response system 24 hours a day, seven days a week. Participants (both in-state and out-of state) can access this system directly to request and review authorizations and other pertinent data. This operation should comply with Performance Standard #1, in "Attachment Q-7: Performance Guarantees."
	Choose

	CC-9 
	Offeror agrees to establish and provide a state-of-the-art website for the exclusive use of the State of Maryland participants that provides:
	

	
	a) 24/7 access to account balance and claim status
	Choose

	
	b) 24/7 access to accurate and current plan benefits and eligibility information.
	Choose

	
	c) Ability to submit claims online.
	Choose

	
	d) Via Smartphone
	Choose

	
	e) Ability to scan and upload claims via Smartphone or other mobile devices
	Choose

	CC-10 
	The member/customer services operation must include:
	

	CC-11 
	a.)  Qualified staff available to answer questions on plan eligibility, plan guidelines, benefit levels, reimbursement request procedures and status of reimbursement requests. 
	Choose

	CC-12 
	b.) The ability to maintain an eligibility file that identifies eligible Participants as well as certain other pertinent information regarding Participants. 
	Choose

	CC-13 
	c.) A system for providing Explanations Of Benefits to eligible Participants together with proper reimbursement amounts. 
	Choose

	CC-14 
	d.) Adequate access to the customer service system for individuals with disabilities. (TTY and online access for deaf, full-service phone access for blind). 
	Choose

	CC-15 
	Offeror agrees to offer support services for the 2016 Open Enrollment period (for the plan year beginning January 1, 2016) and all subsequent open enrollments during the contract term. Offeror will provide services in accordance with Performance Standard #3, in Attachment Q-7: Performance Guarantees and RFP §3.2.4. 
	Choose

	CC-16 
	Offeror will provide representatives to attend Benefit Fairs, who will be trained on the State-specific FSA plans to promote flexible spending accounts, in accordance with Performance Standard #4, in Attachment Q-7: Performance Guarantees and RFP §3.2.4. 
	Choose

	CC-17 
	Offeror agrees to pay a portion of the expenses for printing and mailing the State of Maryland Open Enrollment materials, cost for which will be shared equally among all benefit plans TPAs. For 2015, each State vendor’s share was approximately $31,500. 
	Choose

	CC-18 
	Offeror agrees to make Remittance Payments to the State of Maryland, Department of Budget and Management for Open Enrollment Materials no later than thirty calendar days after the Contractor's receipt of invoice for Open Enrollment shared cost.  Payments shall be submitted via a separate check payment with attached invoice.  All payments shall be submitted to:  The Department of Budget and Management, Employee Benefits Division, P.O.  Box 1516, Baltimore, Maryland, 21201. 
	Choose

	CC-19 
	Offeror agrees to assume a portion of the cost of an annual state sponsored participant satisfaction survey on the FSA plan. Approximate share of the cost is $4,500 per year per plan.
	Choose

	CC-20 
	Offeror agrees to make Remittance Payments for Customer Satisfaction Surveys to the State of Maryland Department of Budget and Management no later than thirty calendar days after the Contractor's receipt of invoice for Customer Satisfaction Survey shared cost. Payments shall be submitted via a separate check payment with attached invoice.  All payments shall be submitted to:  The Department of Budget and Management, Employee Benefits Division, P.O.  Box 1516, Baltimore, Maryland, 21201.
	Choose


	CC-21 
	If requested, design and submit for State's approval, then print, forms with the State's logo for reimbursement requests, where required.
	Choose

	Reimbursement
	

	CC-22 
	Offeror agrees to provide Participant support services for educating employees as to benefits of the HCFSA/DCFSA plan and their respective responsibilities. 
	Choose

	CC-23 
	Offeror agrees to provide accounting for deposits and disbursements from each employee's account. The State will review and approve the form of communications provided to State Participants for this purpose. 
	Choose

	CC-24 
	Offeror agrees to pay eligible claims reimbursements to participants in accordance with the plan description and limits of applicable law. 
	Choose

	CC-25 
	For each request for reimbursement in the HCFSA and the DCFSA, Offeror agrees to retain a file of all such applications filed by each Participant, with a record of whether the request for reimbursement was approved or denied, the amount of such reimbursement, the means of making the reimbursement (electronic transfer, check, etc.), substantiation of request, and confirmation, if any, of the receipt of the reimbursement.
	Choose

	CC-26 
	With regard to the HCFSA and DCFSA, Offeror agrees to provide directions for submitting requests for reimbursements for inclusion in the annual open enrollment materials and made available by the Offeror on its website. The directions shall include all necessary information to properly submit claims for reimbursement. 
	Choose

	Audits
	 
	

	CC-27 
	Offeror agrees to provide the State or its designated representative the right to audit the performance of the plan and services provided. Offeror will make available all services, records and access to the auditors at no extra charge. Offeror will be given written advance notice of an impending audit. The State or its designated representative will audit claims and operations at least once annually, after the conclusion of the Plan Year.
	Choose

	CC-28 
	Offeror agrees to pay any recoveries as a result of fraud or an audit, via a separate check payment and provide documented substantiation. Payments to the State of Maryland Department of Budget and Management shall be made no later than thirty (30) calendar days after the Contractor's receipt of invoice for Fraud or Audit recoveries.  All payments shall be submitted to:  The Department of Budget and Management, Employee Benefits Division, P.O.  Box 1516, Baltimore, Maryland, 21201.
	Choose


	CC-29 
	Offeror agrees to maintain reconciliations between Offeror files and State files.
	Choose

	HIPAA
	

	CC-30 
	The Contractor agrees to comply with HIPAA security regulations, 45 CFR Part 164, subpart C, including the following:
	

	CC-31 
	a.) The Contractor agrees to develop and implement administrative, physical and technical safeguards that reasonably and appropriately protect the confidentiality, integrity and availability of the electronic protected health information that the Contractor creates, receives, maintains or transmits in the Contractor's administration of the plan, as required by the HIPAA security standards.
	Choose

	CC-32 
	b.)  The Contractor agrees to comply with the HIPAA security standards.
	Choose

	CC-33 
	c.)  The Contractor agrees to maintain documentation of the policies and procedures and safeguards implemented to comply with the HIPAA security standards.
	Choose

	CC-34 
	d.)  In compliance with 45 CFR 164.308(b), the Contractor agrees to ensure, through written contract, that any agent, including a subcontractor to whom the Contractor provides electronic PHI, agrees to implement reasonable and appropriate safeguards.
	Choose

	CC-35 
	e.) The Contractor agrees to report to the State within ten days any security incident of which the Contractor becomes aware during the term of the Contract and any mitigation or remedial plans to address such security incidents.
	Choose

	CC-36 
	f.) The Contractor agrees to make the Contractor's policies and procedures, and its documentation required by the HIPAA security standards, available to the State and the Department of Health and Human Services for purposes of determining if the plan complies with the HIPAA security standards. 
	Choose

	CC-37 
	The Contractor agrees to comply with HIPAA privacy standards, 45 CFR Parts 160 and 164, including the following:
	

	
	a.) The Contractor shall not use or disclose PHI except to fulfill the requirements of this RFP and the contract, or as required by law.  In doing so, the Contractor shall use, disclose or request the minimum amount of PHI necessary and act in compliance with §164.502(b) as if a covered entity.  Further, the Contractor shall use limited data sets when possible and comply with DHHS guidance in determining minimum necessary standards to accomplish intended use, purpose or disclosure as if a covered entity.
	Choose

	
	b.) The Contractor shall implement and use appropriate and reasonable administrative, physical and technical safeguards to prevent Use or Disclosure of PHI other than (1) as provided in this RFP and the contract, (2) permitted by the HIPAA Privacy Regulation for a Covered Entity, and (3) permitted by the Medical Records Act.  In the event that the HIPAA Privacy Regulation and the Medical Records Act conflict regarding the degree of protection provided for PHI, the Contractor shall comply with the more restrictive protection requirements.
	Choose

	
	c.) The Contractor shall report to the State any Use or Disclosure of PHI that is not permitted within 10 days of when the Contractor becomes aware of such Use and Disclosure.
	Choose

	
	d.) The Contractor shall use reasonable efforts to mitigate the effect of any Use or Disclosure of PHI known to Contractor that is not permitted.
	Choose

	
	e.) The Contractor shall comply with the administrative requirements of 45 CFR § 164.530 as if the Contractor were the Covered Entity in relation to the plan.
	Choose

	
	f.) In compliance with 45 CFR § 164.504(e)(5), the Contractor shall ensure, through written contract, that any agent, including a subcontractor to whom it provides PHI received from, created by, or received by the Contractor, agrees to the same restrictions and conditions that apply to the Contractor with respect to such information.  This obligation shall apply in connection with PHI created, retained, used, disclosed, or transmitted in connection with the plan(s) administered by the Contractor.
	Choose

	
	g.) The Contractor shall provide a Notice of Privacy Practices to all individuals enrolled in the plan in compliance with 45 CFR §164.520 as if the Contractor were the Covered Entity with regard to the plan.
  (1) This Notice of Privacy Practices shall comply with the requirements of 45 CFR §164.520 as if the Contractor were the Covered Entity with regard to the plan.
  (2) A copy of this Notice of Privacy Practices shall be provided to the State with certification that the notice has been provided to the Members.
	Choose

	
	h.) The Contractor shall permit an individual enrolled in the plan to request restricted Uses and Disclosures of PHI related to that individual in accordance with 45 CFR §164.522(a)(1)(i). The Contractor shall comply with 45 CFR §164.522(a)(1)(iii)-(iv)  and HITECH §13.405(a) in the event that a request for restricted Uses and Disclosures is granted as if the Contractor were the Covered Entity with regard to the plan.  The Contractor may refuse such request to restrict Uses and Disclosures or terminate a restriction on Uses and Disclosures provided that the Contractor complies with the provisions of 45 CFR §164.122(a)(1)(ii), §164.522(a)(2)-(3) and HITECH §13.405(a) as if the Contractor were the Covered Entity with regard to the plan.
	Choose

	
	i.) The Contractor shall accommodate reasonable requests by individuals enrolled in the plan or by the State on behalf of such individuals to receive confidential communications in compliance with 45 CFR §164.522(b)(ii) as if the Contractor were the Covered Entity with regard to the plan.  The Contractor may condition providing confidential communications as permitted by 45 CFR §164.522(b)(2).
	Choose

	
	j.) The Contractor shall maintain PHI in a Designated Record Set and make available to an individual the PHI relating to that individual in compliance with 45 CFR §164.524 and the HITECH Act as if the Contractor were the Covered Entity with regard to the plan.
	Choose

	
	k.) The Contractor shall make available for amendment and amend PHI at the request of the State or the individual to whom the PHI relates in compliance with 45 CFR §164.526 as if the Contractor were the Covered Entity with regard to the plan.
	Choose

	
	l.) Contractor shall document and track Disclosures and provide an accounting of Disclosures of PHI to the individual about whom it relates in compliance with 45 CFR §165.528 and the HITECH Act as if the Contractor were the Covered Entity with regard to the plan.
	Choose

	
	m.) The Contractor shall make the Contractor’s internal practices, books and records, including privacy and confidentiality policies and procedures and PHI, available to the State and the Federal Department of Health and Human Services, for purposes of determining whether the State is compliant with the HIPAA Privacy Regulation in the administration of the plan.
	Choose

	
	n.) Upon termination of the Contract, for any reason, the Contractor shall maintain all records created under the Contract as required by the Contract and shall extend the protections of the HIPAA privacy standards to the PHI contained in those records for so long as the Contractor maintains the PHI.  All such records containing PHI shall be destroyed at the expiration of the record retention period required by the Contract or, if retained by the Contractor, protected, used and disclosed only in accordance with this RFP and the Contract.
	Choose

	
	o.) The Contractor shall provide a certification to the State that the Contractor's HIPAA Privacy Standards obligations have been met, to occur no more frequently than quarterly, upon the State's request for certification.
	Choose

	
	p.) The Contractor shall disclose PHI to the State and to the State's agents for the State's use in treatment, payment and healthcare operations related to the plan, and the State's other related plans.
	Choose

	
	q.) The Contractor may Disclose PHI as required by law in compliance with 45 CFR §164.512.
	Choose

	
	r.) The Contractor may Use and Disclose PHI to conduct data aggregation services as permitted by 45 CFR §164.501 and §164.504(e)(2)(i)(B).
	Choose

	
	s.) The Contractor may Use and Disclose PHI for the proper management and administration of the Contractor or to carry out its legal responsibilities as permitted by 45 CFR §164.504(e)(4), provided that: (a) such Uses and Disclosures would be permitted by the HIPAA Privacy Regulation if the Contractor were a Covered Entity regulated by the HIPAA Privacy Regulation and (b) the Contractor obtains reasonable written assurances from the person, agency, or entity to which such Disclosures are made that all PHI will remain confidential and be Used or Disclosed further only as required by law, for the purposes of Disclosure by the Contractor, and the person, agent or entity notifies the Contractor of any instances in which the confidentiality of the PHI has been breached.
	Choose

	
	t.) The Contractor may Use or Disclose PHI to report violations of the law to appropriate State and Federal authorities consistent with 45 CFR §164.502(j).
	Choose

	
	u.) The Contractor may Disclose PHI in response to an authorization executed by the individual who is the subject of the PHI or that individual's personal representative in accordance with 45 CFR §502(g) and 45 CFR §164.508.
	Choose

	CC-38 
	The Contractor shall comply with 45 CFR 164.508(a)(4) and §13405(d)(1) and (2) of the HITECH Act as if it were a covered entity in connection with the benefit plan administered by the Contractor pursuant to this RFP and Contract.  The Contractor shall prohibit its business associates, agents and subcontractors who receive, use, disclose, create, retain, maintain, or transmit PHI from receiving remuneration in exchange for PHI on the same terms.
	Choose

	CC-39 
	The Contractor shall comply with the limitations on marketing and fundraising communications provided in 45 CFR 164.508(a)(3) and §13406 of the HITECH Act as if it were a covered entity in connection with the benefits plan.
	Choose

	Special Provisions
	

	CC-40 
	Prior to any change in subcontractors, the Offeror will request and obtain the State’s approval. The approval must be obtained 30 days prior to the date the Subcontractor provides services. The State should also be notified with a minimum of 30 days notice of any removal of subcontractors on record with the State.
	Choose

	CC-41 C
	Offeror will provide at least 6 months notice of any major planned systems upgrades or changes (to include claims, customer service, eligibility, corporate operating system). 
	Choose

	CC-42 
	Contractor is responsible for accurately making payments on behalf of the State. If an overpayment is made, Contractor must make at least three attempts to recoup any overpayments and maintain documentation demonstrating the attempts.  If the Contractor fails to recoup overpayments the Contractor must reimburse the State for the balance of that overpayment.
	Choose


	CC-43 
	Offeror agrees to retain records in excess of the period required by the Contract, if required by State and Federal regulations for health plans and FSAs.
	Choose

	CC-44 
	Offeror agrees to provide necessary legal defense in the event of litigation related to its performance under the Contract.
	Choose

	CC-45 
	Offeror agrees to cover all costs associated with legal defense in the event of litigation.
	Choose

	CC-46 
	At the termination or expiration of this contract, the Offeror agrees to be responsible for processing reimbursement requests submitted by the deadline, during a six (6) month run-out administration period.
	Choose

	CC-47 
	Offeror agrees that, upon contract termination or expiration, the cost of any work required by a new administrator to bring records in unsatisfactory condition up to date shall be the obligation of its firm and such expenses shall be reimbursed by its firm within three (3) months of the end of the contract term. 
	Choose

	CC-48 
	Offeror agrees to transfer enrollment data, claim information and other administrative records to any TPA who replaces it, at no charge. 
	Choose

	CC-49 
	In the event of a mid-plan year change in vendors, Offeror agrees to transfer to the State, within 30 days of notice of termination, all required data and records necessary to administer the FSA plans subject to state and federal confidentiality considerations. The transfer may be made electronically, in a file format to be determined based on the mutual agreement between the State and the provider of services.
	Choose

	CC-50 
	All claim records, deduction, and eligibility data used by the Offeror in its role as administrator shall remain the property of the State.
	Choose

	CC-51 
	Offeror agrees to prepare and file all legal documents necessary to implement and maintain the plan, including policies, amendments, contracts, required state filings, and development of booklet/certificate formats.
	Choose

	CC-52 
	Offeror agrees to monitor federal and state legislation affecting the delivery of FSA benefits under the plan and to report to the State on those issues in a timely fashion prior to the effective date of any plan changes.
	Choose

	CC-53 
	Offeror agrees to administer the debit card program in accordance with all applicable legal requirements, including without limitation, IRS and tax laws, regulations and guidance and Regulations E of the Federal Reserve System. 
	Choose

	CC-54 
	Offeror agrees to provide Non-Discrimination Testing as outlined in the RFP.
	Choose

	CC-55 
	Offeror agrees to administer Section 114 of the Heroes Earnings Assistance and Relief Tax Act of 2008 (HEART ACT) allowing distributions of remaining, unused portion contributed to a health Flexible Spending Arrangement to reservists ordered or called to active duty as incorporated into and provided by the State's cafeteria plan. 
	Choose

	CC-56 
	Offeror will absorb the cost of programming any benefit design changes.
	Choose

	CC-57 
	Member service operations must include an information system capable of electronically transmitting, receiving, and updating in secure fashion, Participant profile information regarding demographics, coverage, and other information (e.g. eligibility, change of address, etc.).
	Choose

	CC-58 
	All electronic file transfers between the Department of Budget and Management and the Offeror shall be exchanged using a point-to-point Virtual Private Network (VPN) connection approved by the State of Maryland, Office of Information Technology.
	Choose

	CC-59 
	Offeror agrees to perform federal government filings and amendments as required by law, in connection with the FSA plans. 
	Choose

	CC-60 
	Offeror agrees to perform necessary testing to determine if the HCFSA plan complies with the non-discrimination requirements of the federal law governing such plans. If the Offeror deems it necessary to avoid discrimination in favor of or the possible taxation to highly-compensated employees, the Offeror shall notify the State immediately and recommend the appropriate course of action, including but not limited to limiting the benefits of highly-compensated employees to ensure compliance with the discrimination tests of applicable federal law. 
	Choose

	CC-61 
	Offeror agrees to perform necessary testing to determine if the DCFSA plan complies with the non-discrimination requirements of the federal law governing such plans. If the Offeror deems it necessary to avoid discrimination in favor of or the possible taxation to highly-compensated employees, the Offeror shall notify the State immediately and recommend the appropriate course of action, including but not limited to limiting the benefits of highly-compensated employees to ensure compliance with the non-discrimination tests set forth in Code Section 129 and compliance with Section 125.
	Choose

	CC-62 
	Offeror agrees to perform necessary non-discrimination testing to determine if the State's cafeteria plan and self-funded group health plan options comply with the non-discrimination requirements of the federal law governing such plans under 26 USC §§105(h) and 125. If the Offeror deems it necessary to avoid discrimination in favor of the possible taxation to highly -compensated employees, the Offeror shall notify the State immediately and recommend the appropriate course of action, including but not limited to limiting the benefits of highly-compensated employees to ensure compliance with the discrimination tests of applicable federal law.
	Choose

	CC-63 
	Offeror must be capable of receiving daily eligibility feeds.
	Choose

	Claim Processing
	

	CC-64 
	Offeror will accept and assign a unique identification number (that is not a social security number) on all participant communications including but not limited to, claim forms, EOB's and quarterly statements. Offeror will maintain a crosswalk between a unique identifier number and the social security number.
	Choose

	CC-65 
	Offeror agrees to ensure timely, accurate and prompt processing of claims as well as paper and/or electronic payment of reimbursements utilizing unique identifiers for all participants. 
	Choose

	CC-66 
	Offeror agrees to assign dedicated claims administrators and supervisors to this account. 
	Choose

	CC-67 
	Offeror has procedures in place for recovery of payment errors identified by, but not limited to vendor audits, State Contractor audits, or eligibility audits. Offeror also agrees to recover these payments and refund to the State of Maryland if applicable, regardless of recipient or timing. 
	Choose

	CC-68 
	Offeror agrees to have a process for resolving complaints in place and operable on the date of contract commencement. The State expects that an expeditious, written resolution will normally be mailed within 10 workdays of receipt of the complaint. 
	Choose

	CC-69 
	Offeror will obtain the advice and consultation of qualified experts (internal or external, as needed) to review unusual charges or claims at no additional cost to the State. 
	Choose

	Reporting 
	

	CC-70 
	Offeror agrees to deliver to the State or a designee the required management information reporting in a format specified by the State that provides utilization, claims reporting, and administrative services data by subgroup to the State of Maryland. 
	Choose


	CC-71 
	Monthly Report includes:
	

	CC-72 
	A monthly report providing MBE reporting per RFP §1.33.
	Choose

	CC-73 
	Quarterly Reports include:
	

	CC-74 
	A Quarterly report showing processed reimbursements, number of enrolled Participants, account balances, and deduction totals for the following groups:  State Actives and Satellites.  Report will delivered 30 days following the end of the month.
	Choose

	CC-75 
	Offeror must self-report on each of the Performance Guarantee measurements as defined in Quarterly Plan Performance Measurement Report Card to the State on a quarterly basis, in the format requested. See Performance Standard #5, in "Attachment Q-7: Performance Guarantees". All metrics are on a plan year basis.  
	Choose


	CC-76 
	Annual Reports include:
	

	CC-77 
	Bi-Annual settlement report, as required by Performance Standard #5 in "Attachment Q-7."
	Choose

	CC-78 
	Other reporting requirements include:
	

	
	a.) Non-discrimination testing per RFP §3.2.1.
	Choose

	
	b.) Offeror will provide ad hoc reporting flexibility, at no additional charge.
	Choose

	Implementation Schedule
	

	CC-79 
	Offeror agrees to comply with the implementation schedule of RFP Section 3.2.1.2. 
	Choose

	CC-80 
	Load, audit and ensure clean eligibility data at least by October 15, 2015 and six weeks prior to the beginning of each plan year thereafter.
	Choose

	Payment Specifications
	

	CC-81 
	Offeror will accept enrollment, eligibility, and deduction information electronically transmitted daily by the State in the format chosen by the State. 
	Choose

	
	Offeror will conform to the State's payment procedures outlined below.
	

	CC-82 
	Offeror will invoice processed reimbursements on a weekly basis, with claims broken out by Healthcare and Dependent Care, and subgroups Active and Satellite. Invoices will be sent to the State by 4:00 p.m. Local Time each Monday (or next State business day if Monday is a holiday) for claims processed the prior week. 
	Choose

	CC-83 
	Offeror agrees to accept payment for reimbursement of claims via wire transfer on the next business day following receipt of invoice. 
	Choose

	CC-84 
	Offeror will submit for each reimbursement invoiced, a 100 - character record with reimbursement detail. The file containing these records must equal the amount invoiced and be submitted within 48 hours of invoice submission. An example is in "Attachment P." 
	Choose

	CC-85 
	Offeror agrees to accept adjustments based on the reconciliation of State's invoice amount and the 100-character file. Applicable adjustments will be made to a subsequent invoice.
	Choose

	CC-86 
	The Offeror must maintain a bank account out of which reimbursements are paid. The Offeror will provide, upon request, to the State the following for the bank account:
a.) Copy of Bank Statements;
b.) The right for the State to ask for balances of this account directly from the bank;
c.) The right to review all records pertaining to this account; and
d.) The right to conduct an audit of the account.
	Choose

	CC-87 
	Offeror agrees to accept payment for administrative fees processed through normal State transmittal process (i.e., transmittal sent to Annapolis, EFT transfer to Offeror per RFP Section 3.6. Payment is usually made by the last day of each month.)
	Choose

	CC-88 
	Offeror agrees to report on payment activity twice a year, at six-month intervals and in accordance with PG- 7.  The report shall include but not limited to the following: 
a.) Excel Format 
b.) Separate worksheet by Calendar Year (i.e.: CY16, CY17, CY18, etc.)
c.) Receipt date of EBD invoice/memo (Transmittal type includes but not limited to email, Certified Mail, USPS Mail, etc.)
d.) Date payment submitted to EBD 
e.) Date EBD cashed check 
f.) Payment Reason (i.e.: Open Enrollment, Customer Satisfaction Survey, Audit Recoveries, Fraud, or Processing Error payments)
 g.) Payment sent to EBD PO Box (Yes/No)
 h.) Payment submitted on time (Yes/No).  If no, must explain in comments section and submit any supporting documentation at the time the report is due. 
The report shall be submitted to the Contract Manager or designee, Fiscal Director and External Auditor.  
	Choose

	CC-89 
	Offeror will certify each invoice as just and proper. The Offeror agrees to be paid according to the certified invoice and as approved by the State. Offeror agrees that no under billed amounts identified later due to Contractor error will be paid.
	
Choose


	CC-90 
	Offeror agrees that the only compensation to be received by or on behalf of its organization in connection with this Plan shall be that which is paid directly by the State. 
	Choose

	CC-91 
	Offeror agrees to confirm bank transfers as they occur.
	Choose

	Account Management
	

	CC-92 
	The State of Maryland reserves the right to accept or decline the Offeror’s designated account manager for any reason at any time.
	Choose

	CC-93 
	Offeror will provide a dedicated account management team for the State.
	Choose

	CC-94 
	Offeror will provide a dedicated claim processing unit for the State.
	Choose

	CC-95 
	Offeror will provide a dedicated toll free customer service number for State Participants at no additional charge.
	Choose

	CC-96 
	Offeror agrees to review all drafts as necessary each year of the plan description as requested by the State contained in the State's Open Enrollment booklet, at no extra cost.
	Choose

	CC-97 
	Offeror agrees to meet or exceed established performance standards as described in Excel file tab, Performance Guarantees Q-7. 
	Choose

	CC-98 
	Offeror agrees to comply with the Red Flags regulations and guidance of the FTC in connection with administration of the debit card(s) offered and provided to members in the FSA plan(s).
	Choose

	CC-99 
	To the extent that traditional federal or state legal requirements, whether by statute or regulations come into effect related to the administration or offering FSA plan(s) during the contract term, the Offeror agrees to administer the FSA plan(s) in accordance with such applicable new legal requirements.
	Choose
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[bookmark: _Toc412306891]Attachment Q-5: Questionnaire 
Representations made by the Offeror in this proposal become contractual obligations that must be met during the contract term.

Instructions: Please provide a response to each of the following questions. Items in the response column with the words "Choose an item,” contain a drop down list of options. Please select a response from those options as applicable. NOTE: All "No" responses must be addressed in "Attachment Q‑2: Explanations and Deviations."
NOTE: Answers that are not concise and directly relevant may receive a lower score.
	QUESTIONS
	OFFEROR’S RESPONSE

	Q-1 
	Describe how eligibility is verified and the time frame for establishing eligibility. 
	Click here
	
	How does your system enroll newly eligible employees on a regular basis throughout the plan year and properly update and reconcile the system?
	Click here
	Q-2 
	How does your system accommodate changes to an employee's election during the plan year due to status changes and changes in eligibility? 
	Click here
	Q-3 
	How soon before the date on which a change is effective (e.g., new enrollee, new dependent, etc.) would you require receipt of notification of such change in order to make the benefit effective on the first date of eligibility? Can you agree to emergency requests to add a new employee?
	Click here
	Q-4 
	Describe your method for ensuring that benefit terminations are adequately and timely handled. How does the system track deferred termination dates? 
	Click here
	Q-5 
	What safeguards exist against an ineligible plan member attempting to gain reimbursement under the program? 
	Click here
	Q-6 
	What safeguards exist against requests for reimbursements for expenses incurred by someone who is not the Participant, spouse or tax dependent of the Participant?
	Click here
	Q-7 
	How is your staff trained in customer service? 
	Click here
	
	Are calls monitored for quality control? 
	Choose an item.

	Q-8 
	If yes, how are they monitored and how often? 
	Click here
	Q-9 
	What actions are taken if customer service complaints are received? Include in your answer a description of how these are reported to the State. 
	Click here
	Q-10 
	Do you monitor complaints and conduct follow-up/member satisfaction surveys? 
	Choose an item.

	
	If so, report the frequency of surveys and describe your methodology.
	Click here
	Q-11 
	How are your claims processors evaluated? Identify the relative importance of quantity versus quality. Is compensation tied to performance standards?
	Click here
	Q-12 
	Describe your fraud detection process and procedures. How will you report evidence of fraud to the State? What actions do you take if a participant is suspected of submitting a fraudulent claim? 
	Click here
	Q-13 
	How do you identify and handle mistaken reimbursements?
	Click here
	Q-14 
	What accounting and reporting is documented when a plan year is closed out?
	Click here
	Q-15 
	What claim documentation will you require from a participant in order to pay the claim? 
	Click here
	Q-16 
	How will you enforce the requirements for filing claims for services? How do you verify eligible expenses? 
	Click here
	Q-17 
	Describe the general operation and capabilities of your flexible spending account administration system. Address paper and electronic claim submission, providing balance information, the forms of payment, minimum reimbursement amounts and automated system requirements. 
	Click here
	Q-18 
	Describe your capabilities for: 
electronic submissions and processing. Discuss debit cards and other online functionality. 
	Click here
	Q-19 
	Describe your use and protection of all participant information including social security numbers, PHI, and banking information.
	Click here
	Q-20 
	How do you address reimbursements for services over an extended period, e.g. orthodontia?
	Click here
	Q-21 
	How long are records maintained within your automated system?  
	Click here
	Q-22 
	How many accounts can your system maintain for each employee? Can your system administer multiple plan years concurrently and allow dual records during the first months of a new plan year?
	Click here
	Q-23 
	Does the system provide a transaction history?
	Click here
	Q-24 
	 How does your system check for duplicate expenses and verify plan maximums?  
	Click here
	Q-25 
	Describe your backup system for disaster recovery of data files. 
	Click here
	Q-26 
	What security measures are used to guard against unauthorized access to participant PHI and personal data? 
	Click here
	Q-27 
	Describe your ability to provide the required secured means of data exchange for electronic data files per the requirements of the federal Department of Health and Human Services in connection with HIPAA Security Rule and HI_TECH act compliance Address how your capability to meets or exceeds the requirements 
	Click here
	Q-28 
	Describe the primary method that plan participants (in-state, out-of-state, and out-of-country) will use to obtain reimbursement benefits.                                                       a) If this involves utilizing an automated telephone system, describe the proposed system's capabilities for receiving incoming phone calls. Include information about the location of the system, the number of toll free lines available (local and long distance), and the availability of a TTY system (or other means) for the hearing impaired, monitoring and reporting capabilities, and messages provided to callers. Note any special features.                                                                      b) If this involves utilizing a website, describe the security in place to protect the participant’s identity. Also describe the system's capabilities and availability.
	Click here
	Q-29 
	Describe in detail the entire process (including timeframes) that follows a request for reimbursement from a plan participant. Describe any service delivery requirements (excluding obtaining the necessary forms). Note any differences in processing time for in vs. out-of-state, and in vs out-of- country requests. 
	Click here
	Q-30 
	If the name/address information provided by members differs from the membership information provided by the State, how will participants be able to obtain reimbursement? Describe how you will process change of name/address actions for plan participants. 
	Click here
	Q-31 
	How do you handle DCFSA claim requests that exceed the member's account balance? How does the system maintain year-to-date and current period contributions? 
	Click here
	Q-32 
	How do you handle HCFSA claim requests that exceed the member's account balance? How does the system maintain year-to-date and current period contributions? 
	Click here
	Q-33 
	How does the system handle requests for eligible expenses incurred in the prior year? Include grace period and run-out protocol.
	Click here
	Q-34 
	Describe the way in which the banking arrangements work. Include explanations of the nature of the account from which claims are paid [e.g., in whose name it appears; where it will be; the timing of the call for funds (as checks are issued, as they are cashed); and any interest earned on the deposit or on amounts held in the account until checks are cashed.]
	Click here
	Q-35 
	Explain how excess deposits and outstanding checks are handled during the term of the plan and when deposits are returned upon contract termination. 
	Click here
	Q-36 
	Please describe the Offeror’s process for resolving any billing or claim errors with a Participant's claims and a process for Participants to resolve questions or concerns about a reimbursement request.
	Click here
	Q-37 
	Please describe your appeals protocol as well as response time statistics for 2014. 
	Click here
	Q-38 
	What additional services can be provided and included in your proposed administrative fee i.e. (no additional costs)? Do not include financial proposal or fee information in your response.
	Click here
	Q-39 
	What information is needed to perform non-discrimination testing for the State's entire cafeteria plan and other self-funded plan options? Describe the timing and process in detail. Provide a sample report of test results. What are the capabilities to do non-discrimination testing for the cafeteria plan and the other self-funded plan options? 
	Click here
	Q-40 
	Please describe the Offeror’s website capabilities. Please provide a sample of your website design to comply with Section 3.2.7 of the RFP and label as “Response Attachment: Website Design.”
	Click here
	Q-41 
	Describe the Offeror’s audit procedures (internal and external) and processes. Provide results from most recent external audit of your claims processing operation and label as “Response Attachment: Audit Results.”
	Click here
	Q-42 
	Please describe the Offeror’s Quality Assurance Activities including quality assurance initiatives completed over the past 12 months and results.  
	Click here
	Q-43 
	Please provide copies of your quality assurance plan, as well as surveys and reports.
	Please submit a copy of your Quality Assurance Plan and label as “Response Attachment: Quality Assurance Plan.”

	Additional Required Submissions
	

	Q-44 
	Provide a sample plan experience report that would be provided to the State at the end of each quarter and the end of each year.
	Please submit a sample Plan Experience Report and label as “Response Attachment: Plan Experience Reporting Package.”

	Q-45 
	Provide a sample Reporting Package including all standard reports provided by the Offeror to clients without additional charge (i.e. include in the fully-loaded administrative fee.) 
	Please submit a sample Management Reporting Package and label as “Response Attachment: Management Reporting Package.”

	Q-46 
	Provide a sample copy of all forms, including reimbursement request forms and a sample copy of your Explanation of Benefits (EOB) information that will be used by, or sent to, plan participants.  
	Please submit a copy of all Plan Forms and label as “Response Attachment: Plan Forms.”

	Q-47 
	Provide a sample Communication Package including communication materials (including any electronic media) to be distributed by the Offeror to all participants informing them of changes in the administration of the State flexible spending account plans including, but not limited to procedures for obtaining reimbursement, claim forms, reimbursement checks, and address changes. 
	Please submit a sample Communications Package and label as “Response Attachment: Communications Package.”

	Q-48 
	Provide a Draft Plan Description which describes in detail the procedures to be used by eligible members to obtain reimbursement for covered services which will appear in the Open Enrollment Booklet.
	Please submit a Draft Plan Description and label as “Response Attachment: Draft Plan Description.”

	Q-49 
	Provide a detailed implementation plan that demonstrates the Offeror’s capability for implementing and managing the services required, communication to participants and including data information services for enrollment. 
	Please submit an implementation plan and label as “Response Attachment: Implementation Plan.”

	Q-50 
	Provide a detailed management plan that demonstrates the Offeror’s capability from both a systems and staffing perspective to manage the services required, including information services for enrollment. 
	Please submit a detailed management plan and label as “Response Attachment: Account Management Plan.”


FSA	DRAFT DATE: 
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[bookmark: _Toc412306892]Attachment Q-6a: Subcontractors Questionnaire
Representations made by the Offeror in this proposal become contractual obligations that must be met during the contract term.
Instructions: Please complete one "Attachment Q-6: Subcontractors Questionnaire" for each subcontractor that the Offeror proposes to have perform any of the required functions under this contract. Clearly indicate if a proposed subcontractor is a MBE certified by the State of Maryland, if responding for an MBE subcontractor.

Subcontractor's Name (if applicable)	Click here to enter text.
Subcontractor's MDOT Number (if applicable)	Click here to enter text.

	Question
	Offeror’s Response

	Q-1
	Specifically what roles will the subcontractor have in the performance of the Contract? 
	Click here
	
	How will you ensure subcontractor services meet the requirements of the contract?
	Click here
	
	Provide the Month, Day and Year that the subcontractor will begin providing services for this Contract.
	Click here
	SQ-2
	Please describe the Offeror’s current relationship with the proposed subcontractor, including any current common customers.
	Click here
	SQ-3
	Explain the process for monitoring the performance of the subcontractor and measuring the quality of their results.
	Click here
	 
	List any services for which the subcontractor will be solely responsible and describe how the subcontractor will be monitored and managed.
	Click here
	SQ-4
	Provide a brief summary of the history of the subcontractor's company and information about the growth of the organization on a national level and within the State of Maryland. Provide the following information about the subcontractor's company:
	Click here
	 
	● Organization's legal name
	Click here
	 
	● State of incorporation
	Click here
	 
	● Date of incorporation
	Click here
	 
	● Insurance certification from the Maryland Insurance Administration
	Click here
	SQ-5
	Describe any significant government action or litigation taken or pending against the subcontractor's company or any entities of the subcontractor's company during the most recent five (5) years.
	Click here
	SQ-6
	Provide the addresses, including city and state, for the subcontractor's following activities:
	 

	 
	● Corporate/ Firm Management Office
	Click here
	 
	● Customer Service Office
	Click here
	 
	● Provider Service Office
	Click here
	 
	● Account Management/ Client Services Office
	Click here
	 
	● Technical Support Office
	Click here
	SQ-7
	Does the subcontractor have contractual relationships with third party administrators/ organizations in which the subcontractor pays service fees or other fees that you (the Offeror) are directly or indirectly charged for? If so, identify the outside organizations that receive these service fees and explain the nature of the relationship.
	Click here
	SQ-8
	What fidelity and surety insurance, general liability and errors and omissions or bond coverage does the subcontractor carry to protect its clients? Describe the type and amount of each coverage that would protect this plan. Please furnish a copy of all such policies for review.
	Click here
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[bookmark: _Toc412306893]Attachment Q-6b: Subcontractors Questionnaire
Representations made by the Offeror in this proposal become contractual obligations that must be met during the contract term.
Instructions: Please complete one "Attachment Q-6: Subcontractors Questionnaire" for each subcontractor that the Offeror proposes to have perform any of the required functions under this contract. Clearly indicate if a proposed subcontractor is a MBE certified by the State of Maryland, if responding for an MBE subcontractor.

Subcontractor's Name (if applicable)	Click here to enter text.
Subcontractor's MDOT Number (if applicable)	Click here to enter text.

	Question
	Offeror’s Response

	Q-1
	Specifically what roles will the subcontractor have in the performance of the Contract? 
	Click here
	
	How will you ensure subcontractor services meet the requirements of the contract?
	Click here
	
	Provide the Month, Day and Year that the subcontractor will begin providing services for this Contract.
	Click here
	SQ-2
	Please describe the Offeror’s current relationship with the proposed subcontractor, including any current common customers.
	Click here
	SQ-3
	Explain the process for monitoring the performance of the subcontractor and measuring the quality of their results.
	Click here
	 
	List any services for which the subcontractor will be solely responsible and describe how the subcontractor will be monitored and managed.
	Click here
	SQ-4
	Provide a brief summary of the history of the subcontractor's company and information about the growth of the organization on a national level and within the State of Maryland. Provide the following information about the subcontractor's company:
	Click here
	 
	● Organization's legal name
	Click here
	 
	● State of incorporation
	Click here
	 
	● Date of incorporation
	Click here
	 
	● Insurance certification from the Maryland Insurance Administration
	Click here
	SQ-5
	Describe any significant government action or litigation taken or pending against the subcontractor's company or any entities of the subcontractor's company during the most recent five (5) years.
	Click here
	SQ-6
	Provide the addresses, including city and state, for the subcontractor's following activities:
	 

	 
	● Corporate/ Firm Management Office
	Click here
	 
	● Customer Service Office
	Click here
	 
	● Provider Service Office
	Click here
	 
	● Account Management/ Client Services Office
	Click here
	 
	● Technical Support Office
	Click here
	SQ-7
	Does the subcontractor have contractual relationships with third party administrators/ organizations in which the subcontractor pays service fees or other fees that you (the Offeror) are directly or indirectly charged for? If so, identify the outside organizations that receive these service fees and explain the nature of the relationship.
	Click here
	SQ-8
	What fidelity and surety insurance, general liability and errors and omissions or bond coverage does the subcontractor carry to protect its clients? Describe the type and amount of each coverage that would protect this plan. Please furnish a copy of all such policies for review.
	Click here
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Representations made by the Offeror in this proposal become contractual obligations that must be met during the contract term.
Instructions: Please complete one "Attachment Q-6: Subcontractors Questionnaire" for each subcontractor that the Offeror proposes to have perform any of the required functions under this contract. Clearly indicate if a proposed subcontractor is a MBE certified by the State of Maryland, if responding for an MBE subcontractor.

Subcontractor's Name (if applicable)	Click here to enter text.
Subcontractor's MDOT Number (if applicable)	Click here to enter text.

	Question
	Offeror’s Response

	Q-1
	Specifically what roles will the subcontractor have in the performance of the Contract? 
	Click here
	
	How will you ensure subcontractor services meet the requirements of the contract?
	Click here
	
	Provide the Month, Day and Year that the subcontractor will begin providing services for this Contract.
	Click here
	SQ-2
	Please describe the Offeror’s current relationship with the proposed subcontractor, including any current common customers.
	Click here
	SQ-3
	Explain the process for monitoring the performance of the subcontractor and measuring the quality of their results.
	Click here
	 
	List any services for which the subcontractor will be solely responsible and describe how the subcontractor will be monitored and managed.
	Click here
	SQ-4
	Provide a brief summary of the history of the subcontractor's company and information about the growth of the organization on a national level and within the State of Maryland. Provide the following information about the subcontractor's company:
	Click here
	 
	● Organization's legal name
	Click here
	 
	● State of incorporation
	Click here
	 
	● Date of incorporation
	Click here
	 
	● Insurance certification from the Maryland Insurance Administration
	Click here
	SQ-5
	Describe any significant government action or litigation taken or pending against the subcontractor's company or any entities of the subcontractor's company during the most recent five (5) years.
	Click here
	SQ-6
	Provide the addresses, including city and state, for the subcontractor's following activities:
	 

	 
	● Corporate/ Firm Management Office
	Click here
	 
	● Customer Service Office
	Click here
	 
	● Provider Service Office
	Click here
	 
	● Account Management/ Client Services Office
	Click here
	 
	● Technical Support Office
	Click here
	SQ-7
	Does the subcontractor have contractual relationships with third party administrators/ organizations in which the subcontractor pays service fees or other fees that you (the Offeror) are directly or indirectly charged for? If so, identify the outside organizations that receive these service fees and explain the nature of the relationship.
	Click here
	SQ-8
	What fidelity and surety insurance, general liability and errors and omissions or bond coverage does the subcontractor carry to protect its clients? Describe the type and amount of each coverage that would protect this plan. Please furnish a copy of all such policies for review.
	Click here
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[bookmark: _Toc412306895]Attachment Q-6d: Subcontractors Questionnaire
Representations made by the Offeror in this proposal become contractual obligations that must be met during the contract term.
Instructions: Please complete one "Attachment Q-6: Subcontractors Questionnaire" for each subcontractor that the Offeror proposes to have perform any of the required functions under this contract. Clearly indicate if a proposed subcontractor is a MBE certified by the State of Maryland, if responding for an MBE subcontractor.

Subcontractor's Name (if applicable)	Click here to enter text.
Subcontractor's MDOT Number (if applicable)	Click here to enter text.

	Question
	Offeror’s Response

	Q-1
	Specifically what roles will the subcontractor have in the performance of the Contract? 
	Click here
	
	How will you ensure subcontractor services meet the requirements of the contract?
	Click here
	
	Provide the Month, Day and Year that the subcontractor will begin providing services for this Contract.
	Click here
	SQ-2
	Please describe the Offeror’s current relationship with the proposed subcontractor, including any current common customers.
	Click here
	SQ-3
	Explain the process for monitoring the performance of the subcontractor and measuring the quality of their results.
	Click here
	 
	List any services for which the subcontractor will be solely responsible and describe how the subcontractor will be monitored and managed.
	Click here
	SQ-4
	Provide a brief summary of the history of the subcontractor's company and information about the growth of the organization on a national level and within the State of Maryland. Provide the following information about the subcontractor's company:
	Click here
	 
	● Organization's legal name
	Click here
	 
	● State of incorporation
	Click here
	 
	● Date of incorporation
	Click here
	 
	● Insurance certification from the Maryland Insurance Administration
	Click here
	SQ-5
	Describe any significant government action or litigation taken or pending against the subcontractor's company or any entities of the subcontractor's company during the most recent five (5) years.
	Click here
	SQ-6
	Provide the addresses, including city and state, for the subcontractor's following activities:
	 

	 
	● Corporate/ Firm Management Office
	Click here
	 
	● Customer Service Office
	Click here
	 
	● Provider Service Office
	Click here
	 
	● Account Management/ Client Services Office
	Click here
	 
	● Technical Support Office
	Click here
	SQ-7
	Does the subcontractor have contractual relationships with third party administrators/ organizations in which the subcontractor pays service fees or other fees that you (the Offeror) are directly or indirectly charged for? If so, identify the outside organizations that receive these service fees and explain the nature of the relationship.
	Click here
	SQ-8
	What fidelity and surety insurance, general liability and errors and omissions or bond coverage does the subcontractor carry to protect its clients? Describe the type and amount of each coverage that would protect this plan. Please furnish a copy of all such policies for review.
	Click here
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[bookmark: _Toc412306896]Attachment Q-6e: Subcontractors Questionnaire
Representations made by the Offeror in this proposal become contractual obligations that must be met during the contract term.
Instructions: Please complete one "Attachment Q-6: Subcontractors Questionnaire" for each subcontractor that the Offeror proposes to have perform any of the required functions under this contract. Clearly indicate if a proposed subcontractor is a MBE certified by the State of Maryland, if responding for an MBE subcontractor.

Subcontractor's Name (if applicable)	Click here to enter text.
Subcontractor's MDOT Number (if applicable)	Click here to enter text.

	Question
	Offeror’s Response

	Q-1
	Specifically what roles will the subcontractor have in the performance of the Contract? 
	Click here
	
	How will you ensure subcontractor services meet the requirements of the contract?
	Click here
	
	Provide the Month, Day and Year that the subcontractor will begin providing services for this Contract.
	Click here
	SQ-2
	Please describe the Offeror’s current relationship with the proposed subcontractor, including any current common customers.
	Click here
	SQ-3
	Explain the process for monitoring the performance of the subcontractor and measuring the quality of their results.
	Click here
	 
	List any services for which the subcontractor will be solely responsible and describe how the subcontractor will be monitored and managed.
	Click here
	SQ-4
	Provide a brief summary of the history of the subcontractor's company and information about the growth of the organization on a national level and within the State of Maryland. Provide the following information about the subcontractor's company:
	Click here
	 
	● Organization's legal name
	Click here
	 
	● State of incorporation
	Click here
	 
	● Date of incorporation
	Click here
	 
	● Insurance certification from the Maryland Insurance Administration
	Click here
	SQ-5
	Describe any significant government action or litigation taken or pending against the subcontractor's company or any entities of the subcontractor's company during the most recent five (5) years.
	Click here
	SQ-6
	Provide the addresses, including city and state, for the subcontractor's following activities:
	 

	 
	● Corporate/ Firm Management Office
	Click here
	 
	● Customer Service Office
	Click here
	 
	● Provider Service Office
	Click here
	 
	● Account Management/ Client Services Office
	Click here
	 
	● Technical Support Office
	Click here
	SQ-7
	Does the subcontractor have contractual relationships with third party administrators/ organizations in which the subcontractor pays service fees or other fees that you (the Offeror) are directly or indirectly charged for? If so, identify the outside organizations that receive these service fees and explain the nature of the relationship.
	Click here
	SQ-8
	What fidelity and surety insurance, general liability and errors and omissions or bond coverage does the subcontractor carry to protect its clients? Describe the type and amount of each coverage that would protect this plan. Please furnish a copy of all such policies for review.
	Click here
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[bookmark: _Toc412306897]Attachment Q-6f: Subcontractors Questionnaire
Representations made by the Offeror in this proposal become contractual obligations that must be met during the contract term.
Instructions: Please complete one "Attachment Q-6: Subcontractors Questionnaire" for each subcontractor that the Offeror proposes to have perform any of the required functions under this contract. Clearly indicate if a proposed subcontractor is a MBE certified by the State of Maryland, if responding for an MBE subcontractor.

Subcontractor's Name (if applicable)	Click here to enter text.
Subcontractor's MDOT Number (if applicable)	Click here to enter text.

	Question
	Offeror’s Response

	Q-1
	Specifically what roles will the subcontractor have in the performance of the Contract? 
	Click here
	
	How will you ensure subcontractor services meet the requirements of the contract?
	Click here
	
	Provide the Month, Day and Year that the subcontractor will begin providing services for this Contract.
	Click here
	SQ-2
	Please describe the Offeror’s current relationship with the proposed subcontractor, including any current common customers.
	Click here
	SQ-3
	Explain the process for monitoring the performance of the subcontractor and measuring the quality of their results.
	Click here
	 
	List any services for which the subcontractor will be solely responsible and describe how the subcontractor will be monitored and managed.
	Click here
	SQ-4
	Provide a brief summary of the history of the subcontractor's company and information about the growth of the organization on a national level and within the State of Maryland. Provide the following information about the subcontractor's company:
	Click here
	 
	● Organization's legal name
	Click here
	 
	● State of incorporation
	Click here
	 
	● Date of incorporation
	Click here
	 
	● Insurance certification from the Maryland Insurance Administration
	Click here
	SQ-5
	Describe any significant government action or litigation taken or pending against the subcontractor's company or any entities of the subcontractor's company during the most recent five (5) years.
	Click here
	SQ-6
	Provide the addresses, including city and state, for the subcontractor's following activities:
	 

	 
	● Corporate/ Firm Management Office
	Click here
	 
	● Customer Service Office
	Click here
	 
	● Provider Service Office
	Click here
	 
	● Account Management/ Client Services Office
	Click here
	 
	● Technical Support Office
	Click here
	SQ-7
	Does the subcontractor have contractual relationships with third party administrators/ organizations in which the subcontractor pays service fees or other fees that you (the Offeror) are directly or indirectly charged for? If so, identify the outside organizations that receive these service fees and explain the nature of the relationship.
	Click here
	SQ-8
	What fidelity and surety insurance, general liability and errors and omissions or bond coverage does the subcontractor carry to protect its clients? Describe the type and amount of each coverage that would protect this plan. Please furnish a copy of all such policies for review.
	Click here
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[bookmark: _Toc412306898]Attachment Q-7: Performance Guarantees 
Representations made by the Offeror in this proposal become contractual obligations that must be met during the contract term.	 
Offeror will report results on all performance measurements quarterly per the requirements of the Report Card and separately for each plan type. Performance results will also be audited annually by the State's contract auditor.
NOTE: It is critical to the success of the State's programs that services be maintained in accordance with the schedules agreed upon by the State. It is also critical to the success of the State's programs that the Contractor operates in an extremely reliable manner. It would be impracticable and extremely difficult to fix the actual damage sustained by the State in the event of delays or failures in claims administration, service, reporting, and attendance of Contractor personnel on scheduled work and provision of services to the citizens of the State. The State and the Contractor, therefore, presume that in the event of certain delay(s) or failure(s), the amount of damage which will be sustained from the delay or failure will be the amount set forth below, and the Contractor agrees that in the event of any such failure of performance, the Contractor shall pay such amount as liquidated damages and not as a penalty. The State, at its option for amount due the State as liquidated damages, may deduct such from any money payable to the Contractor or may bill the Contractor as a separate item. 
For any recoveries due as a result of an audit, the Contractor shall pay the State any portion due it via a separate check payment and provide documented substantiation. Payments to the State of Maryland Department of Budget and Management shall be made no later than thirty (30) calendar days after the Contractor's receipt of invoice for Audit recoveries.  All payments shall be submitted to:  The Department of Budget and Management, Employee Benefits Division, P.O.  Box 1516, Baltimore, Maryland, 21201.
NOTE: Items in the response column with the words "Willing to Comply” contain a drop down list of options including Yes or No. Please select a response from those options as applicable. All "No" responses must be addressed in "Attachment Q-2: Explanations and Deviations.”
	
	Performance Indicator
	Standard/Goal
	Reporting Measurement 
(subject to audit by State and/or contract auditors)
	Liquidated Damages*
	Willing to Comply

	1. 
	Telephone Call Availability:
Measurements must be State-specific or for only the service center handling the State account.
	98% of telephone calls are answered by a live service representative (with knowledge of State of Maryland account) within 30 seconds. The representative must have knowledge of the State of Maryland and be able to address the member's issue/question.  
Time over which standard is measured: Quarter
	Quarterly Plan Performance Measurement Report Card (Report Card to be submitted by the Offeror).
Frequency of report: Quarterly
	0.10% of fees for each percentage point, or fraction thereof, below 98%.
	Choose an item.
	1. 
	Telephone Call Abandonment Rate
Measurements must be State-specific or for only the service center handling the State account.
	Abandonment rate of less than 3%.
Time over which standard is measured: Quarter.
	Quarterly Plan Performance Measurement Report Card (Report Card to be submitted by the Offeror).
Frequency of report: Quarterly
	0.10% of fees for each percentage point, or fraction thereof, over 3%.
	Choose an item.
	1. 
	Processing of Enrollment Eligibility Update Information received on a daily basis

	Plan will process electronic interchange of State enrollment information by 5:00 PM of the business day after receipt. 
Time over which standard is measured: Quarter
	Report Card - Vendor to maintain log for review by the State's contract auditor.
Frequency of report: Quarterly 
	0.20% of fees for each calendar day, or portion thereof, of delay 
	Choose an item.
	1. 
	Contractor attendance at State-sponsored Open Enrollment meetings.
	Attendance by plan representatives trained on State of Maryland plan benefits at 100% of meetings scheduled by the State, for 100% of the meeting's duration. 
Representative must arrive 30 minutes before start of scheduled event. Display must be organized and include appropriate covering of table. Representatives must have adequate communication materials available to meet member demand.  Representative must have detailed plan knowledge, interact with members, and exhibit professional appearance and behavior.
Time over which standard is measured: Annual
	Sign-in sheets at meetings.
Frequency of report: Annually
	0.05% of fees for each scheduled meeting date that vendor fails to arrive on time and/or does not meet the required standards.
	Choose an item.
	1. 
	Delivery of Quarterly Plan Performance Measurement Report Card to the State and to the State’s Consultant.




	Delivery to the State by 6:00 pm on the following dates**:
	Documentation of receipt by the State, the State’s Consultant, and External Auditor.
Frequency of report: Quarterly
	0.25% of fees for each week, or fraction thereof, the data report is not received or is incomplete.

	Choose an item.
	
	
	First Quarter 
(Jan – Mar)
Due: May 1
	
	
	

	
	
	Second Quarter 
(Apr – Jun)
Due: August 1
	
	
	

	
	
	Third Quarter 
(Jul – Sep)
Due: November 1
	
	
	

	
	
	Fourth Quarter 
(Oct – Dec)
Due: February 1
	
	
	

	1. 
	Delivery of  Annual Settlement, Utilization and Forfeiture Report
	Delivery of required annual settlement report by 4:30 pm local time on the second day of March for the plan year ending the previous December 31.
	Date-stamp of receipt by the State and verification of completeness of required documentation.
Frequency of report: Annually
	If performance is less than the standards: 1% of annual administrative fees

	Choose an item.
	1. 
	The Contractor shall report on payment activity twice a year, at six-month intervals.  










	The report shall include but not limited to the following:
- Excel Format
- Separate worksheet by Calendar Year (i.e.: CY16, CY17, CY18, etc.)
- Receipt date of EBD invoice/memo (Transmittal type includes but not limited to email, Certified Mail, USPS Mail, etc.)
-Date payment submitted to EBD
-Date EBD cashed check 
-Payment Reason 
-Payment sent to EBD PO Box (Yes/No)
-Payment submitted on time (Yes/No). If no, must explain in comments section and submit any supporting documentation at the time the report is due.
	Report to be submitted by the 10th of the following month for the previous six months.  First report would be due July 10 and Second report would be due January 10.  
	.25% per day per late report
	Choose an item.
	1. 
	Claims Standards: Financial Accuracy The ratio of reimbursements paid accurately to all reimbursements. This is determined by calculating the extrapolated weighted average dollar error in the sample and applying this to the population of processed claims, whether all substantiation requirements are met is considered.
	99% of claim dollars processed accurately

	Measured by the State's independent auditor as part of the annual claims audit. Criteria as defined by the State's independent auditor. Measured to two (2) decimal places.

	97%-98.99% accuracy: 1% of annual administrative fees; Less than 97%: 2% of annual administrative fees
	Choose an item.
	1. 
	Claims Standards: Payment Accuracy The ratio of the total number of reimbursements without either payment or processing errors to all reimbursements processed during the audit time period. This is determined by calculating the extrapolated weighted average number of reimbursements without payment or processing errors in the sample and applying this to the entire population of reimbursements.
	97% of claims w/ benefit payments are processed accurately
	Measured by the State's independent auditor as part of the annual claims audit. Criteria as defined by the State's independent auditor. Measured to two (2) decimal places.
	Less than 97%: 2% of annual administrative fees

	Choose an item.
	1. 
	Claims Adjudication
	97% of claims will be processed in 10 days
	 Measured by the State's independent auditor as part of the annual claims audit. Criteria as defined by the State's independent auditor. Measured to two (2) decimal places.
	Less than 97%: 2% of annual administrative fees
	Choose an item.
	1. 
	Implementation
	All administrative functions completed for a successful Open Enrollment and plan implementation as of the effective date of the contract. 
Overall rating of 4.5 or greater on a scale of 1 to 5 must be received
	One time measurement after the first quarter of the initial plan year by State of Maryland DBM staff using implementation evaluation, with liquidated damages to be made annually
	5% of total administrative fees for the first quarter.
	Choose an item.
	1. 
	Website Availability
	For open enrollment, website will be updated and complete, tested and verified as acceptable by the State no later than 10/1/2015.
Website uptime of 99%.
	As determined by the State.
Self-report of uptime, reported quarterly.
	2% of administrative fee per standard not met.
	Choose an item.
	1. 
	All remittances owed to the State, including but not limited to shared costs related to Open Enrollment materials and Customer Service satisfaction surveys, will be paid to the State of Maryland, DBM.

	Payment to be made no later than thirty (30) calendar days after the Contractor's receipt of invoice or notice of recoveries.
	Proof of payments submitted via a separate check payment with attached invoice.  All payments shall be submitted to:  The Department of Budget and Management, Employee Benefits Division, P.O.  Box 1516, Baltimore, Maryland, 21201
	1% of remittance for each day late.  An Additional 0.05% of remittance if the payments are not sent to the P.O. Box designated by the State.
	Choose an item.
	1. 
	For any recoveries as a result of fraud or an audit, the Contractor shall pay the State any portion due it via a separate check payment and provide documented substantiation. 

	Payments to the State of Maryland Department of Budget and Management shall be made no later than thirty (30) calendar days after the Contractor's receipt of invoice for Fraud or Audit recoveries.  
	Proof of payments submitted via a separate check payment with attached invoice.  All payments shall be submitted to:  The Department of Budget and Management, Employee Benefits Division, P.O.  Box 1516, Baltimore, Maryland, 21201
	1% of recovery for each day late.  An Additional 0.05% of remittance if the payments are not sent to the P.O. Box designated by the State.
	Choose an item.
	1. 
	HIPAA Breach Discovery Notifications

	The Contractor shall notify the Contract Manager and/or Designee immediately and no later than ten (10) Business Days after the breach is discovered by the Contractor. 
	Proof of notification including breach date and date of State notification.
	$1,000 per day late.
	Choose an item.
	1. 
	Subcontractor Change  Notifications
	Prior to any change in subcontractors, the Contractor must request and obtain the State’s approval. The approval must be obtained 30 days prior to the date the Subcontractor provides services. 
The State should also be notified with a minimum of 30 days notice of any removal of subcontractors on record with the State.
	Proof of request for subcontractor change and approval dates.
	$1,000 per day late.
	Choose an item.

*Determination of results and any applicable damages will be conducted by the State's contract auditor and be based on actual administrative fees included in the total premium rate.
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