STATE OF VERMONT

PURCHASING AND CONTRACT ADMINISTRATION DIVISION

128 STATE STREET, DRAWER 33

MONTPELIER, VT 05633-7501

SEALED BID
REQUEST FOR PROPOSAL

MMIS CORE CLAIMS PROCESSING TAKEOVER

DATE: 




January 22, 2003






REQUISITION NUMBER: 

MMIS/lw



 

QUESTIONS DUE BY:   

February 21, 2003


DATE OF BID OPENING:

April 4, 2003


TIME OF BID OPENING:

3:00 PM
LOCATION OF BID OPENING:
128 State Street, Montpelier, VT



PLEASE BE ADVISED THAT ALL NOTIFICATIONS, RELEASES AND AMENDMENTS WILL BE POSTED AT http://www.path.state.vt.us/rfp/rfpintro.html 

THE STATE WILL MAKE NO ATTEMPT  TO CONTACT VENDORS WITH UPDATED INFORMATION.   IT WILL BE  THE RESPONSIBILITY OF EACH VENDOR TO PERIODICALLY CHECK THIS SITE FOR THE LATEST DETAILS.  

PURCHASING AGENT: 
Lee Wallace

TELEPHONE :


(802) 828-2210

E-MAIL:

 

lee.wallace@state.vt.us

FAX:




(802) 828-2222

CHAPTER 1

INTRODUCTION AND GENERAL INFORMATION
1-1

1.1
BACKGROUND
1-1



1.1.1
Procurement Strategy
1-1



1.1.2
Procurement Objectives
1-1



1.1.3
Authority
1-2



1.1.4
Accuracy of Statistical Data
1-2



1.1.5
Contract Term
1-2



1.1.6
Contract Categories
1-3



1.1.7
Language and Glossary
1-3


1.2
PROCUREMENT BACKGROUND
1-3



1.2.1
Takeover Procurement
1-3



1.2.2
New MMIS Business Model
1-4


1.3
PROCUREMENT PROCESS
1-7



1.3.1
Legal Basis
1-7



1.3.2
Procurement Protest
1-8



1.3.3
Anticipated Schedule
1-8



1.3.4
Issuing Agency and Communications Restrictions
1-9



1.3.5
RFP Issuance and Amendments
1-9



1.3.6
RFP Corrections and Changes
1-10



1.3.7
Collection and Correction of Bidder Information
1-10



1.3.8
Certification of Independent Price Determination
1-11



1.3.9
Procedure for Submitting Written Questions
1-11



1.3.10
Procurement Library
1-12



1.3.11
Optional Bidders’ Conference
1-12



1.3.12
Mandatory Letter of Intent
1-13



1.3.13
Proposal Amendments and Withdrawal
1-14



1.3.14
Alternative Proposals
1-14



1.3.15
Acceptance of Proposals
1-14



1.3.16
Rejection of Proposals
1-15



1.3.17
Oral Presentation
1-15



1.3.18
Best and Final Offers (BAFO)
1-16



1.3.19
Contract Award Notice
1-16



1.3.20
Bidder Debriefing
1-16

1.3.21
Protest of Contract Award
1-17


Continued


1.3.22
Cost of Preparing Proposals
1-17



1.3.23
Disposition of Proposals
1-17



1.3.24
Freedom of Information and Privacy Act
1-18


1.4
VERMONT MEDICAID PROGRAM OVERVIEW
1-18



1.4.1
General Medicaid
1-18



1.4.2
Organizational Structure
1-19



1.4.2.1
Department of PATH
1-19



1.4.2.1.1
Office of Vermont Health Access (OVHA)
1-20



1.4.2.2
Other Agency of Human Services Departments
1-21



1.4.3
Medicaid Eligibility
1-23



1.4.4
Medical Assistance Programs
1-24



1.4.4.1
Administration of Waiver Programs
1-27



1.4.5
Covered Services
1-28



1.4.6
Provider Types
1-29



1.4.7
Provider Reimbursement Categories
1-29



1.4.8
Current Claims Processing Environment
1-30



1.4.9
ACCESS Background
1-32



1.4.10
Pharmacy Benefits Manager Background
1-34



1.4.10.1
Drug Transaction Processing
1-36



1.4.11
Other EDS Relationships
1-36

CHAPTER 2

SCOPE OF WORK

2-1

2.1
ORGANIZATION OF THE SCOPE OF WORK WITHIN



CATEGORIES
2-1


2.2
DAMAGES AND FAILURE TO COMPLY CLAUSE
2-2


2.3
ALTERNATIVE BUSINESS PRACTICES
2-2

Continued

2.4
GENERAL DATA PROCESSING REQUIREMENTS
2-3



2.4.1
Recurring State Responsibilities
2-4



2.4.2
Recurring Contractor Responsibilities
2-5


2.5
TAKEOVER
2-8



2.5.1
State Responsibilities
2-9



2.5.2
Contractor Responsibilities
2-10



2.5.3
Milestones
2-14



2.5.4
Deliverables
2-14



2.5.5
Failure to Meet January 1, 2004 – Operational Start Date
2-14



2.5.5.1
Disruption Penalty
2-15


2.6
OPERATIONS
2-15



2.6.1
General Operations and Administration
2-15



2.6.1.1
General State Responsibilities
2-15



2.6.1.2
General Contractor Responsibilities
2-16



2.6.1.3
Milestone
2-18



2.6.1.4
Deliverable
2-18



2.6.2
Contract Administration and Management
2-18



2.6.2.1
State Responsibilities
2-19



2.6.2.2
Contractor Responsibilities
2-20



2.6.3
Operations Documentation
2-21



2.6.3.1
Vermont AIM™ MMIS System Documentation
2-22



2.6.3.1.1
Contractor Responsibilities
2-22



2.6.3.2
User Manuals for AIM™ Screens
2-24



2.6.3.2.1
Contractor Responsibilities
2-24



2.6.3.3
Systems Test Document
2-25



2.6.3.3.1
Contractor Responsibilities
2-25



2.6.3.4
Operating Procedures Manual
2-26



2.6.3.4.1
Contractor Responsibilities
2-26



2.6.3.5
Provider Manual
2-27



2.6.3.5.1
State Responsibilities
2-27



2.6.3.5.2
Contractor Responsibilities
2-27



Continued


2.6.3.6
State Personnel Education Plan
2-28



2.6.3.6.1
State Responsibilities
2-28



2.6.3.6.2
Contractor Responsibilities
2-28



2.6.3.7
Business Continuity and Disaster Recovery Plan
2-29



2.6.3.7.1
State Responsibilities
2-29



2.6.3.7.2
Contractor Responsibilities
2-29



2.6.3.8
Standard Report Production
2-29



2.6.3.8.1
Contractor Responsibilities
2-29



2.6.4
Milestones
2-30



2.6.5
Deliverables
2-30



2.6.6
Turnover
2-30



2.6.6.1
State Responsibilities
2-32



2.6.6.2
Contractor Responsibilities
2-32



2.6.6.3
Milestones
2-34



2.6.6.4
Deliverables
2-34



2.6.7
Certification and Re-certification
2-35



2.6.7.1
Contractor Responsibilities
2-35



2.6.7.2
Failure to Meet Contractor Responsibilities
2-35



2.6.8
Medicaid Laws and Regulations
2-35



2.6.8.1
Contractor Responsibilities
2-35



2.6.9
HIPAA Translator Services
2-36



2.6.9.1
State Responsibilities
2-37



2.6.9.2
Contractor Responsibilities
2-37



2.6.10
Privacy, Security and Confidentiality
2-38



2.6.10.1
State Responsibilities
2-38



2.6.10.2
Contractor Responsibilities
2-38



2.6.11
Statement on Auditing Standards 70 Report
2-39



2.6.11.1
State Responsibilities
2-40



2.6.11.2
Contractor Responsibilities
2-40



2.6.12
Accounting Requirements
2-41



2.6.12.1
Contractor Responsibilities
2-41

Continued


2.6.13
Records Retention
2-42



2.6.13.1
Contractor Responsibilities
2-42



2.6.14
Contractor Staff Requirements
2-43



2.6.14.1
State Responsibilities
2-43



2.6.14.2
Contractor Responsibilities
2-44



2.6.15
System Reliability
2-45



2.6.15.1
State Responsibilities
2-46



2.6.15.2
Contractor Responsibilities
2-46



2.6.16
Customer Service Requests
2-47



2.6.16.1
State Responsibilities
2-48



2.6.16.2
Contractor Responsibilities
2-48



2.6.17
MMIS Access Requirements
2-49



2.6.17.1
State Responsibilities
2-50



2.6.17.2
Contractor Responsibilities
2-50



2.6.17.3
Failure to Meet Contractor Responsibilities
2-52



2.6.18
Electronic Claims Submission (ECS)
2-52


2.6.18.1
State Responsibilities
2-52



2.6.18.2
Contractor Responsibilities
2-52



2.6.19
System and Acceptance Testing
2-53



2.6.19.1
State Responsibilities
2-54



2.6.19.2
Contractor Responsibilities
2-54



2.6.20
Timeliness of Processing
2-55



2.6.20.1
Contractor Responsibilities
2-55



2.6.20.2
Failure to Meet Contractor Responsibilities
2-55



2.6.21
Correctness of Payments
2-56



2.6.21.1
Contractor Responsibilities
2-56



2.6.22
Data Entry
2-56



2.6.22.1
Contractor Responsibilities
2-56

Continued


2.6.23
Resolutions and Suspense
2-57



2.6.23.1
Contractor Responsibilities
2-57



2.6.23.2
Failure to Meet Contractor Responsibilities
2-57



2.6.24
Financial Management
2-58



2.6.24.1
Contractor Responsibilities
2-58



2.6.24.1.1
Bank Reconciliation
2-58



2.6.24.1.2
Cash Management
2-58



2.6.24.1.3
Expenditure Summarization
2-59



2.6.24.1.4
HCFA-64 Reporting Data
2-59



2.6.24.1.5
Fiscal Workgroup
2-59



2.6.24.1.5.1
State Responsibilities
2-59



2.6.24.1.5.2
Contractor Responsibilities
2-59



2.6.25
Mailroom Support
2-59



2.6.25.1
Contractor Responsibilities
2-59



2.6.26
Communication Tools
2-60



2.6.26.1
State Responsibilities
2-60



2.6.26.2
Contractor Responsibilities
2-60



2.7
AIM™ SUBSYSTEM OPERATIONS
2-61



2.7.1
Recipient Subsystem (Beneficiary Information)
2-62



2.7.1.1
Inputs
2-63



2.7.1.2
Processing Functions
2-63



2.7.1.3
Outputs
2-65



2.7.1.4
Interfaces
2-66



2.7.1.5
State Responsibilities
2-67





2.7.1.6
Contractor Responsibilities
2-67



2.7.1.A
Recipient Eligibility Verification System
2-69



2.7.1.A.1
Inputs
2-69



2.7.1.A.2
Processing Functions
2-69



2.7.1.A.3
Outputs
2-70



2.7.1.A.4
Interfaces
2-70



2.7.1.A.5
State Responsibilities
2-70



2.7.1.A.6
Contractor Responsibilities
2-70

Continued


2.7.2
Provider Subsystem
2-71



2.7.2.1
Inputs
2-72



2.7.2.2
Processing Functions
2-72



2.7.2.3
Outputs
2-76



2.7.2.4
Interfaces
2-77



2.7.2.5
State Responsibilities
2-78



2.7.2.6
Contractor Responsibilities
2-79



2.7.3
Reference Subsystem
2-81



2.7.3.1
Inputs
2-82



2.7.3.2
Processing Functions
2-82



2.7.3.3
Outputs
2-85



2.7.3.4
Interfaces
2-85



2.7.3.5
State Responsibilities
2-86




2.7.3.6
Contractor Responsibilities
2-86




2.7.4
Claims Subsystem
2-87




2.7.4.A
Claims Control
2-87



2.7.4.A.1
Inputs
2-87



2.7.4.A.2
Processing Functions
2-87



2.7.4.A.3
Outputs
2-89



2.7.4.A.4
Interfaces
2-89



2.7.4.A.5
State Responsibilities
2-89



2.7.4.A.6
Contractor Responsibilities
2-89



2.7.4.A.6.1
Paper Claims Submission
2-89



2.7.4.A.6.2
Electronic Claims Submission (ECS)
2-90



2.7.4.A.6.3
Both Types of Submission
2-90



2.7.4.B
Claims Entry
2-90



2.7.4.B.1
Inputs
2-91



2.7.4.B.2
Processing Functions
2-91



2.7.4.B.3
Outputs
2-92



2.7.4.B.4
Interfaces
2-92



2.7.4.B.5
State Responsibilities
2-93



2.7.4.B.6
Contractor Responsibilities
2-93



2.7.4.C
Edit/Audit
2-93



2.7.4.C.1
Inputs
2-95



2.7.4.C.2
Processing Functions
2-95



2.7.4.C.3
Outputs
2-99



2.7.4.C.4
Interfaces
2-99

Continued



2.7.4.C.5
State Responsibilities
2-99



2.7.4.C.6
Contractor Responsibilities
2-100



2.7.4.D
Claims Pricing
2-100



2.7.4.D.1
Inputs
2-101



2.7.4.D.2
Processing Functions
2-101



2.7.4.D.3
Outputs
2-102



2.7.4.D.4
Interfaces
2-102



2.7.4.D.5
State Responsibilities
2-103



2.7.4.D.6
Contractor Responsibilities
2-103



2.7.4.E
Claims Correction
2-104



2.7.4.E.1
Inputs
2-104



2.7.4.E.2
Processing Functions
2-104



2.7.4.E.3
Outputs
2-105



2.7.4.E.4
Interfaces
2-105



2.7.4.E.5
State Responsibilities
2-106



2.7.4.E.6
Contractor Responsibilities
2-106



2.7.4.F
Claims Operations Management
2-106



2.7.4.F.1
Inputs
2-106



2.7.4.F.2
Processing Functions
2-107



2.7.4.F.3
Outputs
2-108



2.7.4.F.4
Interfaces
2-109



2.7.4.F.5
State Responsibilities
2-110



2.7.4.F.6
Contractor Responsibilities
2-110



2.7.4.G
Prior Authorization
2-111



2.7.4.G.1
Inputs
2-111



2.7.4.G.2
Processing Functions
2-111



2.7.4.G.3
Outputs
2-112



2.7.4.G.4
Interfaces
2-112



2.7.4.G.5
State Responsibilities
2-112



2.7.4.G.6
Contractor Responsibilities
2-113



2.7.5
Financial Subsystem
2-113



2.7.5.1
Inputs
2-113



2.7.5.2
Processing Functions
2-114



2.7.5.2.1
Provider Payments
2-114



2.7.5.2.2
Adjustments
2-115



2.7.5.2.3
Remittance Advice
2-116



2.7.5.2.4
Provider Overpayments
2-117



2.7.5.2.4.1
State Responsibilities
2-117

Continued


2.7.5.2.4.2
Contractor Responsibilities
2-117



2.7.5.2.5
Accounts Receivable from TPL
2-119



2.7.5.2.6
Other Financial Processing
2-119



2.7.5.3
Outputs
2-122



2.7.5.4
Interfaces
2-123



2.7.5.5
State Responsibilities
2-124



2.7.5.6
Contractor Responsibilities
2-124



2.7.6
Third-Party Liability Subsystem
2-126



2.7.6.1
Inputs
2-127



2.7.6.2
Processing Functions
2-127



2.7.6.3
Outputs
2-129



2.7.6.4
Interfaces
2-130



2.7.6.5
State Responsibilities
2-130



2.7.6.6
Contractor Responsibilities
2-131



2.7.7
Long-term Care Subsystem
2-132



2.7.7.1
Inputs
2-132



2.7.7.2
Processing Functions
2-133



2.7.7.3
Outputs
2-134



2.7.7.4
Interfaces
2-134



2.7.7.5
State Responsibilities
2-134



2.7.7.6
Contractor Responsibilities
2-135



2.7.8
Early and Periodic Screening, Diagnosis, and Treatment




Subsystem
2-135



2.7.8.1
Inputs
2-135



2.7.8.2
Processing Functions
2-136



2.7.8.2.1
Claims Data Tracking
2-136



2.7.8.3
Outputs
2-136



2.7.8.4
Interfaces
2-136



2.7.8.5
State Responsibilities
2-136



2.7.8.6
Contractor Responsibilities
2-137



2.7.9
Management and Administrative Reporting Subsystem
2-137



2.7.9.1
Inputs
2-138



2.7.9.2
Processing Functions
2-138



2.7.9.3
Outputs
2-141



2.7.9.4
Interfaces
2-143

Continued


2.7.9.5
State Responsibilities
2-143



2.7.9.6
Contractor Responsibilities
2-143



2.7.10
Ad-Hoc (EVAH) Subsystem
2-145



2.7.10.1
Inputs
2-145



2.7.10.2
Processing Functions
2-146



2.7.10.3
Outputs
2-147



2.7.10.4
Interfaces
2-147



2.7.10.5
State Responsibilities
2-147



2.7.10.6
Contractor Responsibilities
2-147



2.7.11
Surveillance and Utilization Review Subsystem
2-148



2.7.11.1
Inputs
2-149



2.7.11.2
Processing Functions
2-149



2.7.11.3
Outputs
2-150



2.7.11.4
Interfaces
2-152



2.7.11.5
State Responsibilities
2-152



2.7.11.6
Contractor Responsibilities
2-152



2.7.12
Drug Rebate Subsystem
2-153



2.7.12.1
Inputs
2-153



2.7.12.2
Processing Functions
2-154



2.7.12.3
Outputs
2-157



2.7.12.4
Interfaces
2-158



2.7.12.5
State Responsibilities
2-158



2.7.12.6
Contractor Responsibilities
2-158

2.8 ENHANCEMENTS AND MODIFICATIONS
2-159

2.8.1 Overview
2-160

2.8.2 Mandatory System Modifications
2-161

2.8.2.1 MMIS System Modifications
2-161

2.8.2.2 Platform Conversion
2-162

2.8.2.2.1 EVAH Platform Conversion
2-163

2.8.2.3
ClaimCheck® and ClaimReview™
2-163

2.8.2.4
Provider Enrollment Data Integration
2-164

2.8.3
Optional Enhancements and Modifications
2-165

2.8.3.1
Internet
2-165

Continued
2.8.3.2
Recipient Eligibility Verification Upgrade
2-167

2.8.3.3
Third-Party Liability Responsibility Reorganization and


Subsystem Upgrade
2-167

2.8.3.3.1
FoxPro™
2-168

2.8.3.3.2
Microsoft Word® and Excel®
2-168

2.8.3.3.3
Identified Limitations
2-168

2.8.3.3.4
Proposed Solutions
2-169

2.8.3.3.4.1
TPL Recovery Types
2-170

2.8.3.3.5
Upgrade Inputs
2-172

2.8.3.3.6
Processing Functions
2-173

2.8.3.3.7
Outputs
2-176

2.8.3.3.8
Interfaces
2-176

2.8.4
State Responsibilities for all Enhancements and


Modifications
2-177

2.8.5
Contractor Responsibilities for all Enhancements and


Modifications
2-177


2.8.6 Milestones
2-178

2.8.7 Deliverables
2-178

2.8.8 Failure to Meet Milestones and Deliverables
2-178

2.9 TECHNICAL OVERVIEW AND REQUIREMENTS
2-179

2.9.1 Core Platform
2-179

2.9.1.1 Network Configuration
2-179

2.9.1.2 Network Connectivity
2-179

2.9.1.3 Claim and Document Database/Processing
2-180

2.9.1.4 Client/Server Support
2-180

2.9.1.5 Firewalls
2-181

2.9.1.6 External Connections
2-181

2.9.1.7 UPS and Backup Support
2-181

2.9.1.8 Operating Systems and Applications
2-182

2.10 DEPARTMENTAL CONFIGURATION
2-184

2.10.1 Applications
2-184

Continued
2.11
COMPLIANCE REQUIREMENTS
2-184

2.11.1 Software
2-186

2.11.2 Hardware
2-186

2.11.3 System Access and Navigation
2-186

2.11.4 Compatibility with State Environment/System Interfaces
2-186

2.11.5 System Files
2-187

2.12 OWNERSHIP OF THE MMIS AND SUPPORTING

DOCUMENTATION

2-187



2.12.1
State/Federal Information Technology Requirements
2-187

2.12.2           Ownership of the System
2-188

2.12.3           Independent Review
2-190

CHAPTER 3

PROPOSAL SUBMISSION REQUIREMENTS
3-1

3.1
PROPOSAL REQUIREMENTS AND INFORMATION
3-1


3.2
NARRATIVE PROPOSAL REQUIREMENTS
3-2



3.2.1
Format Requirements
3-2



3.2.2
Content Requirements
3-3



3.2.2.1
Transmittal Letter
3-4



3.2.2.2
Table of Contents
3-6



3.2.2.3
Bidder Information Sheet
3-6



3.2.2.4
Executive Summary
3-6



3.2.2.5
Corporate Capability
3-7



3.2.2.5.1
Background
3-7



3.2.2.5.2
Financial Statements
3-8



3.2.2.5.3
Experience and References
3-8



3.2.2.5.3.1
Reference Information
3-9





3.2.2.5.3.2
State of Vermont Contracts
3-9



3.2.2.5.3.3
Contract Terminations
3-10





3.2.2.6
Bidder Forms
3-10



3.2.2.7
Overall Approach
3-11



3.2.2.8
Project Organization and Staffing
3-11

Continued


3.2.2.8.1
Organizational Charts
3-12



3.2.2.8.2
Management and Key Staff References
3-12



3.2.2.8.3
Resumes and Vitae
3-12



3.2.2.8.4
Staff Responsibilities
3-14



3.2.2.8.5
Additional Staff
3-14



3.2.2.9
Project Management and Control
3-14



3.2.2.10
Work Plan and Schedule
3-15


3.3
PRICE PROPOSAL REQUIREMENTS
3-16



3.3.1
Proposal Bond
3-17



3.3.2
Price Proposal Worksheets
3-17



3.3.2.1
Takeover Price Proposal Worksheet
3-19



3.3.2.2
Operations Price Proposal Worksheet
3-19



3.3.2.3
Enhancements and Modifications Price




Proposal Worksheet
3-20



3.3.2.4
Total Price Proposal Worksheet
3-20



3.3.2.5
Cost Reimbursement Categories Worksheet
3-21

3.4 BID MODIFICATIONS IN THE EVENT OF A FEDERAL AND/OR


STATE LAW, REGULATION OR POLICY CHANGE
3-21

CHAPTER 4

PROPOSAL EVALUATION AND SELECTION
4-1

4.1
OVERVIEW
4-1


4.2
EVALUATION COMMITTEE
4-1


4.3
STEP 1 - INITIAL SCREENING
4-1


4.4
STEP 2 – EVALUATION OF GENERAL NARRATIVE WITH



SCORING
4-2



4.4.1
General Narrative
4-2



4.4.2
Evaluation Descriptions
4-2



4.4.3
Point Breakdown
4-2

Continued

4.5
STEP 3 – EVALUATION OF OPERATIONS AND ENHANCEMENTS/MODIFCATIONS NARRATIVES WITH



SCORING

4-3



4.5.1
Evaluation Descriptions
4-3



4.5.2
Point Breakdown
4-4


4.6
STEP 4 – EVALUATION OF OPERATIONS AND ENHANCEMENTS/MODIFICATIONS PRICING WITH



SCORING

4-5 



4.6.1
Point Breakdown
4-5

4.7 STEP 5 – EVALUATION OF TAKEOVER NARRATIVES AND

PRICING WITH SCORING
4-6


4.7.1
Narrative Point Breakdown
4-6



4.7.2
Pricing Point Breakdown
4-7

4.8
SELECTION
4-7

4.9
FEDERAL AND STATE APPROVALS
4-7

4.10
PROCUREMENT CLOSURE
4-7

CHAPTER 5

CONTRACT TERMS AND CONDITIONS
5-1

5.1
GENERAL CONTRACT PROVISIONS
5-1



5.1.1
Contract Composition
5-1



5.1.2
Entire Agreement
5-2



5.1.3
Contract Extensions
5-2



5.1.4
Notices
5-3


5.2
INTERPRETATIONS AND DISPUTES
5-4



5.2.1
Conformance with State and Federal Regulations
5-4



5.2.2
Waivers and Variations
5-4

Continued


5.2.3
Severability
5-5



5.2.4
Legal Considerations
5-5



5.2.5
Disputes
5-5



5.2.6
Attorney Fees
5-6



5.2.7
Contract Amendments
5-6


5.3
PAYMENT PROVISIONS
5-7



5.3.1
Takeover Payments
5-7



5.3.2
Operations Payments
5-8



5.3.2.1
Financial Adjustment - Claims
5-8



5.3.2.1.1
Definition of a Claim
5-9



5.3.2.2
Financial Adjustment – Drug Transactions
5-10


5.3.2.2.1
Definition of a Drug Transaction
5-10


5.3.3
Enhancements and Modifications Payments
5-11


5.3.4
Categories Ineligible for Profit
5-11


5.3.5
Cost Reimbursement Categories
5-12


5.3.6
Deductions from Payments
5-13



5.3.7
Prohibition against Advance Payments
5-14



5.3.8
Reliance by the State on Representations
5-14



5.3.9
Appropriations
5-14



5.3.10
Erroneous Issuance of Compensation
5-14



5.3.11
Release
5-15



5.3.12
Taxes and other Funds due the State
5-15



5.3.13
Set Off
5-16


5.4
GUARANTEES, WARRANTIES, AND CERTIFICATIONS
5-16



5.4.1
Performance Bond
5-16



5.4.2
Use of Subcontractors
5-17



5.4.3
Cost or Pricing Data
5-17



5.4.4
Utilization of Small Business, Minority, and




Woman-owned Concerns
5-18



5.4.5
Assignment of the Contract
5-18



5.4.6
Warranty of the System
5-19



5.4.7
Hold Harmless
5-19



5.4.8
No Limitation of Liability
5-20

Continued


5.4.9
Insurance
5-20



5.4.9.1
Workers' Compensation
5-21



5.4.9.2
General Liability and Property Damage Insurance
5-22



5.4.9.3
Automotive Liability
5-22



5.4.9.4
Crime Insurance
5-22


5.4.10
Force Majeure
5-22



5.4.11
Patent or Copyright Infringement
5-23


5.5
EMPLOYMENT PRACTICES
5-24



5.5.1
Fair Employment Practices and Americans with Disabilities




Act
5-24



5.5.2
Employment of State Personnel
5-25



5.5.3
Independent Capacity of Contractor Personnel
5-25



5.5.4
No Employee Benefits for Contractor
5-26

5.6
OTHER TERMS AND CONDITIONS
5-26






5.6.1
Ownership of Information and Data
5-26



5.6.2
Confidentiality of Information
5-26



5.6.3
Access to Information
5-27



5.6.4
Inspection of Work Performed
5-27



5.6.5
Environmental Protection
5-28



5.6.6
Publicity
5-28



5.6.7
Award of Related Contracts
5-28



5.6.8
Conflict of Interest
5-28



5.6.9
Vermont Tax Identification
5-28



5.6.10
Child Support
5-29



5.6.11
Copies
5-29



5.6.12
Suspension and Debarment
5-29



5.6.13
Compliance with Federal Contracting Rules, CFR45 §74
5-30



5.6.14
Titles Not Controlling
5-30


5.7
TERMINATION OF THE CONTRACT
5-30



5.7.1
Contractor Recoveries
5-32



5.7.2
State Recoveries
5-33



5.7.3
Right to Suspend Operations
5-34

Continued


5.7.4
Gratuities
5-34

5.8
ACTUAL AND LIQUIDATED DAMAGES, AND RETAINAGE
5-34

TABLES AND DIAGRAMS

Table I
- The Proposed National MMIS Business Model
1-7

Table II – Document Classification
2-21

Table III – MMIS Access Areas
2-50

Diagram I – Network Diagram
2-183

PRIVATE 
APPENDICEStc  \l 1 "APPENDICES"
Appendix A - Procurement Library Contents
A-1

Appendix B – Glossary of Terms, Abbreviations and Acronyms
B-1
Appendix C – Organization Charts
C-1

Appendix D – Active Enrolled Provider Count
D-1

Appendix E – Claims Data by Month
E-1

Appendix F – TPL Statistics
F-1

Appendix G – Total Recipients by Program by Month
G-1

Appendix H – Access to Information
H-1

Appendix I – TPL Processes
I-1

Appendix J – Vermont Hardware Configuration Diagram
J-1

Appendix K – MMIS Subsystem Diagram Configurations 
K-1


(Current and Future)
Continued

Appendix L – Vermont MMIS Subsystem Overview
L-1

Appendix M – Customer Service Requests (CSRs)
M-1

Appendix N – Modifications/Enhancements Summary
N-1

Appendix O – HIPAA Translator Diagram
O-1

Appendix P – Declarations
P-1

Appendix Q – EVAH Selection Parameters (Data Models)
Q-1

Appendix R – Price Proposal Worksheets
R-1tc  \l 1 "

Systems\:  Hardware and Software Specifications"
CHAPTER 1PRIVATE 

INTRODUCTION AND GENERAL INFORMATION
1.1
BACKGROUND
This Request for Proposals, hereafter referred to as the RFP, solicits bids for the Takeover, Operation, and eventual Turnover of the Vermont Medicaid Management Information System, hereinafter referred to as the “MMIS”.  The State of Vermont contracts with a Fiscal Agent to operate the State’s certified MMIS for the purpose of paying Medicaid, Vermont Health Access Plan (VHAP) and other State health care claims, creating drug transaction records, enrolling providers and managing provider communications for fiscal program management.  The contract with the current Fiscal Agent terminates on December 31, 2003.  The incumbent is Electronic Data Systems (EDS) of Plano, Texas.

1.1.1

Procurement Strategy

Vermont’s fundamental commitment is to contract for results and “best value”.  This RFP principally describes the State’s desired results.  The responsibility for how the State’s desired results are to be achieved rests with the contractor.  Best value” is the optimum combination of economy and quality that is the result of fair, efficient, and practical business processes that achieve Vermont’s objectives.

1.1.2
Procurement Objectives

The objectives of this RFP are to competitively procure professional and technical services from qualified bidders to:

1. Maintain an MMIS that meets all the current needs of the Department of Prevention, Assistance, Transition, and Health Access (PATH), Agency of Human Services (AHS) and the requirements of State and Federal Government, and that is sufficiently flexible to meet identified future needs.

2. Provide claims processing, financial management and provider services for the medical service programs within the AHS.

3. Institute business process and technical innovations that, in the State’s judgment, embody the programmatic validity and/or system improvements being sought through this procurement.

4. Propose cost-containment ideas for increasing the State’s control over fiscal agent and program expenditures.

1.1.3

Authoritytc \l3 "1.2.3
Authority

This RFP is issued under the authority of Title XIX of the Social Security Act as amended, implementing regulations issued under the authority thereof.  All prospective contractors are charged with presumptive knowledge of all requirements of the cited authorities.  The submission of a valid executed proposal by any prospective contractor shall constitute declaration of such knowledge on the part of each prospective contractor.  Any proposal submitted by any prospective contractor that fails to meet any published requirement of the cited authorities may, at the option of the Department of PATH, be rejected without further consideration.

1.1.4

Accuracy of Statistical Datatc \l2 "1.3
ACCURACY OF STATISTICAL DATA

All statistical information provided by the Department of PATH in relation to this RFP represents the best and most accurate information available to the Department of PATH at the time of RFP preparation.  The Department of PATH, however, disclaims any responsibility for the inaccuracy of such data and should any element of such data later be discovered to be inaccurate, such inaccuracy shall not constitute a basis for contract rejection by any bidder.  Neither shall such inaccuracy constitute a basis for renegotiation of any payment rate after contract award.  

1.1.5
Contract Term

The contract resulting from this RFP is anticipated to commence September 1, 2003 (in such a case that the contractor selected is not the incumbent); the actual start-date is subject to modification.  The contract shall begin on a date that is approved by CMS and by the appropriate State officials including the Commissioner of the Department of PATH. 

The contractor is advised not to commence performance until all approvals are obtained.  Should performance commence before all approvals are obtained, said services may be considered to have been volunteered.

The base operational period will be for three years from the start of actual MMIS operations, January 1, 2004 through December 31, 2006.  The contract may be extended for a period or periods totaling up to five additional years beyond the initial three-year term.  

1.1.6
Contract Categories

Contractor Scope of Work is categorized under:

· Takeover

· Operations
· enhancements and modifications
1.1.7
Language and Glossary

As used in this RFP, the term “Medicaid” is a global term and refers to Vermont’s Title XIX, 1913 Waiver, SCHIP, and pharmacy benefits program.  A glossary of industry-specific and Vermont-specific terms, abbreviations and acronyms is included as Appendix B.


1.2
PROCUREMENT BACKGROUND
1.2.1                Takeover Procurement 

Justification and benefits of a takeover are commensurate with a business needs analysis conducted in 1998 and an MMIS user needs assessment conducted in 1999.  During the assessment, users expressed satisfaction with the current claims processing system, Advanced Information Management (AIM®).


The State desires a Contractor to take over Vermont’s MMIS to preserve existing system functions.  General benefits of the current MMIS are:

· Enhanced management reporting

· Online ad-hoc reporting

· Consolidated and detailed screen information

· Flexible approaches and structures to reimbursement methodologies

· Sophisticated claims editing capability

· Flexibility to support changes in the Medicaid program and the service delivery system

This RFP is the final component of Vermont’s MMIS Re-Development Project.  The first component, a Global Clinical Record (GCR) application, resulted from the State’s desire to increase system features and functionality pertaining to:

· Prior Authorization (PA)

· Early and Periodic Screening, Diagnosis, and Treatment (EPSDT)

· Health Indicators Management

· Case Tracking 

The second component, a Coverage and Services Management Enhancement (CSME) application, resulted from the State’s desire to increase system features and functionality pertaining to:

· Eligibility Management

· Client-based Data Retrieval/Analysis

A third component, HIPAA implementation is considered part of re-development for practical purposes but is treated as a separate project by CMS. 

1.2.2                New MMIS Business Model
Federal specifications for a MMIS were published in 1975 and since then have been updated twice – once to permit States to acquire or develop decision support systems, and once to require that systems be HIPAA compliant.  Not surprisingly, MMIS’ have not changed much since then, as well.  In some States, structure has changed – in various combinations of contracted and State-operated functions -- but the core definition of what a MMIS remains unchanged.

Yet, State Medicaid programs have changed – with mental health, aging, and medical care waivers, with state-funded health insurance, with pharmacy programs, and with organizational changes.  Further, technology itself has changed – from mainframes to servers, from green bar to letter, from floppy disk to CD/RW, from e-mail to Extensible Markup Language (XML), and from custom code to applied applications.

The need for substantial change in the MMIS environment began with Year 2000 (Y2K) initiatives.  In the past two years, HIPAA-required compliance initiatives are forcing States to take a long, hard look at their systems.  Y2K and HIPAA exposed the following fundamental problems in the MMIS environment:

· With each new State procurement or MMIS enhancement, States were re-inventing the wheel.

· States were moving data within their Medicaid agency but not within State government.

· There existed several major barriers to modernization:  inflexible Federal rules, inflexible contractors, perceived lack of choice of contractors, lack of vision at the State level, and “silo” mentality among State agencies.

· All of the data within a MMIS was slow to convert to information, because Medicaid agencies suffered from a lack of leadership and resources to do so.

The environment has changed.  National MMIS directors, in partnership with CMS and MMIS vendors, have recognized new functional developments that are spurring on a re-thinking of the MMIS definition.  These include:

· Privacy and security needs, vis-à-vis HIPAA, as citizens became more and more accustomed to asking questions.

· Bio-terrorism response, i.e., provider data, person data and public health data combining to predict and prepare for acts of terrorism.

· A new national consensus that information technology (IT) is central to the understanding, documentation and monitoring of health care quality.

· Providers are increasingly web-smart, and are asking Medicaid agencies to use the web to communicate with them.

· A National Health Information Infrastructure, one in which MMIS’ will play a huge role. 

· Regional cooperatives, such as the New England States Consortium Systems Organization (NESCSO), State MMIS Directors have designed leveraged, shared applications (funding and resources).

Simply put, the basic structure of a MMIS is not workable anymore.  Increasingly States have unbundled – or, “chunked out” – their MMIS’ in search of responsiveness, flexibility, and a good return on investment.  In response, the national MMIS Directors “Definitions” workgroup has proposed a new language for MMIS’ that builds upon business needs, as opposed to what vendors have to sell.  The new language will provide a distinct and viable method for connecting consumers to programs, reflecting the exciting 21st century world of “the digital state”.   The proposed new national components definition is shown in Table I.  Vermont’s MMIS will be re-configured to meet this definition.

TABLE I

The Proposed National MMIS Business Model

Vermont’s MMIS and how it compares

	Business Model Component

(new definition)
	Vermont’s Existing MMIS Component

(old definition)
	Vermont’s New Component (planned)

	Benefit administration
	NONE
	No new MMIS components planned.

	Claims and Encounters processing
	Full claims processing features

(encounters not applicable)
	No change.

	Contract management
	State VISION system (not a MMIS component)
	No new MMIS components planned

	Eligibility and Enrollment
	ACCESS (integrated eligibility system)
	CSME eligibility management.

Modular approach to ACCESS re-development.

	Financial services
	MARS subsystem and related provider payment and funds accounting processes.  State’s VISION system.
	No new MMIS components planned.

	Information management
	Online reporting subsystem

Online information (users screens)

Ad-hoc query application (EVAH)

Disaster recovery and security audits
	Departmental decision support system.

	Member services
	Automated member services components.  Not MMIS.
	Ideally all call tracking will be integrated.

	Provider enrollment
	Provider Subsystem
	In this RFP – section 2.8.2.4.

	Quality Assurance and Utilization Management
	NONE
	Global Clinical Record

	Service authorization and Referrals
	Prior authorization (“Referrals” is not applicable)
	Global Clinical Record

	Systems management and maintenance
	MMIS Director (management) and current contractor (mgt and maintenance)
	None planned.
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1.3
PROCUREMENT PROCESS


Submission of a proposal constitutes acceptance of the conditions governing this procurement including the evaluation process and constitutes acknowledgment of bidder understanding of the Vermont Medicaid program and MMIS system functionality.

1.3.1
Legal Basis

The procurement process for this RFP will be conducted in accordance with the Federal regulations contained in 42 CFR 434.10, 45 CFR 95.613, 45 CFR 74, and applicable procurement policies and procedures established by the State of Vermont.


1.3.2
Procurement Protest

Any party who contends to be adversely affected by this RFP, or the rules of procurement, must file a written notice of protest with the State within five working days of issuance by the State of responses to bidders' questions.  Under normal and usual conditions, a decision shall be rendered by the PATH Commissioner within 10 working days of receipt of this notice.

1.3.3
Anticipated Schedule

The following is the anticipated procurement process schedule:


RFP Issued
January 22, 2003


Bidders' Conference
February 13, 2003





(10:00 a.m., EST)


Closing Date for Receipt of
February 21, 2003


Letter of Intent/Written Questions  
(3:00 p.m., EST)


Target Date for Release of State
March 7, 2003


Response to Written Questions



Closing Date/Time for Receipt of  
April 4, 2003


Proposals/Public Bid Opening
(3:00 p.m., EST)

Estimated Completion of Proposal 
April 30, 2003


Evaluation and Selection by the State


State Independent Review of Selected Proposal
May 2003 – July 2003


Contract Drafted and Submitted for CMS and
July 2003 – August 2003


State Approval



Contractor to Commence Work On or Before
September 1, 2003

1.3.4
Issuing Agency and Communication Restrictions

This RFP is issued for the Department of PATH by the Vermont Purchasing and Contract Administration Division.  The Purchasing and Contract Administration Division is the sole point of contact for bidders from the RFP release date until a Contractor is selected.  


From the issue date of this RFP until a contract is signed, bidders and/or their representatives are not allowed to communicate with State personnel regarding this procurement, except:

· The designated contact person named in applicable subsections by the type of communication described (e.g., via e-mail).

· State representatives during the Bidders' Conference.

· State representatives during oral presentations.


Any attempt by a bidder to contact State personnel regarding this procurement, other than under the conditions cited above, may result in rejection of the proposal submitted by that bidder.


This provision does not apply to communications between the Department of PATH and the incumbent vendor on matters relating to the normal course of business under the current MMIS contract.

1.3.5
RFP Issuance and Amendments

This RFP has been reviewed and approved by the Department of PATH, CMS and appropriate State entities prior to release.  Its contents represent the best statement of the requirements and needs of these entities.


The State reserves the right to amend the RFP at any time prior to the proposal due date by issuing written addenda.  Written addenda to the RFP will become part of the contract.


A formal RFP amendment will be used to provide responses to bidder questions submitted to the State.  All amendments, notifications and releases will be posted to:

http://www.path.state.vt.us/rfp/rfpintro.html


The State will make no attempt to contact bidders with updated information.  It will be the sole responsibility of the bidder to periodically check the above-cited web site for the latest details.  No postings will be made after March 28, 2003.

1.3.6            RFP Corrections and Changes


The State reserves the right to:

1. Modify any date or deadline appearing in this RFP.

2. Issue clarification notices, addenda, alternative RFP instructions, forms, and/or other relevant documentation.

3. Waive any RFP requirement or instruction for all bidders if the State determines that the requirement or instruction was unnecessary, erroneous, or unreasonable.

4. Extend the proposal submission deadline.

5. Overlook or correct any clerical or mathematical errors occurring in this RFP.

Bidders shall notify the State immediately to report a known or suspected problem with this RFP.  Bidders who fail to report a known or suspected problem with this RFP shall submit a proposal at their own risk.

1.3.7 Collection and Correction of Bidder Information

The State reserves the right to:

1. Request a bidder to submit additional documentation during or after the proposal evaluation process.  

2. Collect omitted documentation from bidders. 

3. Waive any immaterial deviation or defect as may be adjudged by the State in any proposal and allow the bidder to remedy such defects.  

4. Overlook, correct or require a bidder to remedy any obvious clerical or mathematical errors occurring within their Narrative or Price Proposals.

5. Accept price proposal errors that result in a decrease in bidder price.

6. Request that bidders whose Price Proposals contain errors resulting in an increase in price accept the corrected price or withdraw their proposal. 

Bidders’ failure to adhere to the State’s requests may result in the proposal being determined unresponsive and rejected from further consideration.

1.3.8            Certification of Independent Price Determination

The bidder certifies that the prices submitted in response to this procurement have been arrived at independently and without any consultation, communication, or agreement with any other bidder or competitor.

1.3.9
Procedure for Submitting Written Questions

Written questions regarding the procurement process under this RFP are due by February 21, 2003 at 3:00 p.m., EST.  The preferred submission method is e-mail. If e-mail is not possible then questions may be submitted by fax or regular mail.  Submit questions to:


Mr. Lee Wallace, Issuing Officer


MMIS Core Claims Processing Takeover RFP Questions


Vermont Purchasing and Contract Administration Division


128 State Street, Drawer 33


Montpelier, Vermont 05633-7501



Fax: (802) 828-2222


E-mail: lee.Wallace@State.vt.us


Only written questions from bidders received from bidders by deadline will be responded to by the State in writing.  To the extent practical, inquiries shall remain as submitted.  However, the State may consolidate and/or paraphrase similar or related inquiries.


Following receipt of written questions, State personnel will prepare written responses and post to the website.  Bidders should understand that the only official answer or position of the State is the one stated in writing, not verbal responses given at the Bidders' Conference.  The Bidders’ Conference is described under “Optional Bidders’ Conference”.

Questions and responses will become a part of this RFP as an attachment.  Written responses provided for the questions will be binding.  The State has omitted a telephone number because verbal inquiries are not allowed.  

1.3.10
Procurement Library

A Procurement Library containing numerous resource materials which bidders may find useful in preparing their proposals has been established.  A list of all Procurement Library contents by location (e.g., online) is included in Appendix A.  


Several documents are not available online and will be available by appointment only.  Interested parties should contact Stephanie Beck at (802) 241-4244.


Every possible effort has been made to ensure that library material is complete and current.  However, the State does not warrant that the information is indeed complete or current at the time of viewing.


Requirements specified in this RFP shall take precedence over any documentation in the Procurement Library if a conflict exists.

The EDS VermontAIM® MMIS System Documentation will not be made available in its entirety.  Interested parties shall specify the sections they wish to review when scheduling an appointment.

Materials may be copied under the supervision of State personnel at a cost of 10 cents per page.  Requests for materials to be copied or sent out by State personnel will be denied.

1.3.11
Optional Bidders' Conference

Prospective bidders will have an opportunity to have questions addressed orally with regard to this RFP, at an optional Bidders' Conference scheduled for February 13, 2003 at 10:00 a.m., EST.  The conference will be held at the following location:


Hazen’s Notch


Cyprian Learning Center


Osgood Building


103 South Main Street


Waterbury, Vermont


No more than three representatives from each bidder may attend the conference.  The Bidders' Conference is intended to be an interactive exchange of information, and appropriate State personnel will attend.  


Questions for which bidders prefer a written response should be submitted in writing by the deadline specified in RFP section 1.3.9.


The State will determine which questions and responses become part of the State’s official position.  Bidders should understand that the only official answer or position of the State is the one stated in writing.  Verbal responses given at the Bidders' Conference are unofficial and are not binding unless later confirmed in writing.

1.3.12
Mandatory Letter of Intent

A Letter of Intent to submit a proposal in response to this RFP is mandatory.  Letters of Intent will not become public information until after the Closing Date/Time for Receipt of Proposals/Public Bid Opening.  The submission of the Letter of Intent is not binding on the prospective bidder to submit a proposal.


Only those prospective bidders who have submitted a Letter of Intent will receive subsequent notifications related to this RFP, including addenda.  A Letter of Intent is due by February 21, 2003 at 3:00 p.m., EST and must be submitted via letter, fax or e-mail to:


Mr. Lee Wallace, Issuing Officer


MMIS Core Claims Processing Takeover RFP Letter of Intent


Vermont Purchasing and Contract Administration Division


128 State Street, Drawer 33


Montpelier, Vermont 05633-7501

Fax: (802) 828-2222


E-mail: lee.Wallace@state.vt.us

1.3.13
Proposal Amendments and Withdrawal

Prior to the proposal due date, a proposal submitted prior to the due date may be withdrawn by submitting a written request via letter, fax or e-mail to for withdrawal, signed by the bidder's authorized agent to:


Mr. Lee Wallace, Issuing Officer


Vermont Purchasing and Contract Administration Division


128 State Street, Drawer 33


Montpelier, Vermont 05633-7501


Fax: (802) 828-2222:


E-mail: lee.Wallace@state.vt.us

In such cases, bidders may submit an amended proposal before the final due date for receipt of proposals.  Such amended proposals must be a complete replacement for any previously submitted proposal and must be clearly identified as such in the Transmittal Letter.  The Department of PATH will not merge, collate, or assemble proposal materials.


Unless requested by the Department of PATH, no other amendments, revisions, or alterations to proposals will be accepted after the proposal due date.  

1.3.14
Alternative Proposals

Each bidder may submit one proposal.  Alternate proposals will not be allowed and will result in rejection of the alternate proposal and any other proposal submitted by the bidder.  A bidder may not bid as the prime contractor in one proposal and as a subcontractor in a different proposal.  A bidder’s proposal shall not include variable or multiple pricing options.

1.3.15
Acceptance of Proposals


Proposals must be responsive to RFP requirements to be considered for a contract award.  The State will receive proposals properly submitted.  After receipt of proposals, the State reserves the right to sign a contract, with or without further negotiation, based on the terms, conditions, and premises of the RFP and the proposal of the selected bidder.


The State reserves the right to waive minor proposal irregularities, providing such action is in the best interest of the State.  Where the State may waive minor irregularities, such waiver shall in no way modify RFP requirements or excuse the bidder from full compliance with RFP specifications and other contract requirements if the bidder is awarded the contract.


The State reserves the right to request proposal clarification or correction, reject any or all proposals received, or cancel this RFP, if any or all such actions are in the best interest of the State.

1.3.16
Rejection of Proposals

A proposal may be rejected for failure to conform to the rules or the requirements contained in this RFP.  Proposals must be responsive to all requirements of the RFP in order to be considered for contract award.

The State reserves the right to:

· Reject any and all proposals received.

· Waive minor irregularities.

· Request clarifications from any or all bidders.

· Cancel this RFP.
1.3.17             Oral Presentation

At the State’s option, bidders selected as finalists may be offered the opportunity to make an oral presentation.  The purpose of the oral presentation is to provide an opportunity for the bidder to present its proposal, credentials of proposed staff, and to respond to questions from State representatives.  The original proposal cannot be orally supplemented, changed or corrected.

The oral presentation shall not be a “sales pitch”; rather it shall be an opportunity to clarify, refine and/or demonstrate the bidder’s proposal.

If requested, the bidder’s presentation team shall include, at a minimum, the proposed Takeover Project Manager (if different from the proposed Account Manager), Director or Account Manager, Systems Manager and Claims Manager. However, the Department of PATH reserves the right to alter the composition of the bidder’s presentation team at its discretion and to limit the number of participants in the bidder's presentation. 

1.3.18

Best and Final Offers (BAFO)tc \l3 "6.6.14
Best and Final Offers
The Department of PATH may determine it is in the State’s best interest to hold additional discussions and/or to modify the State’s requirements.  In such event, the State may request submission of best and final offers (BAFOs).  If so, the Department of PATH shall establish a date and time for the submission thereof.  Otherwise, no discussion of or changes in the bids shall be allowed prior to award.  Bidders shall also be informed that if they do not submit a notice of withdrawal or another BAFO, their immediate previous offer shall be construed as their BAFO. 

1.3.19
Contract Award Notice

All bidders will be notified of the contract award when the contract is executed by both parties.  If the awarded bidder fails to execute the contract, the State may elect to cancel the award and retain the bidder's proposal bond, and begin the award process with the second highest ranked bidder.


The procurement process relative to this RFP shall not be officially closed until either a contract is executed or the State otherwise moves to terminate procurement.

1.3.20
Bidder Debriefing

Unsuccessful bidders may, within 30 calendar days of notice of contract execution, request a meeting for debriefing and discussion of their proposals by contacting the Deputy Commissioner of the Department of PATH in writing:


Deputy Commissioner


Department of PATH


103 South Main Street


Waterbury, Vermont 05671-1201


Debriefing will not include comparison of unsuccessful proposals with other proposals.  Debriefing may only include the availability of the score sheet.


Debriefings will not be held until after the contract is signed and approval of the contract is received from all appropriate State and Federal agencies.

1.3.21
Protest of Contract Award

Unsuccessful bidders may protest the contract award by submitting a certified letter to the Deputy Commissioner of the Department of PATH within five workdays of the notice of contract execution.  The letter must state the reason(s) for the protest and any remedies requested for resolution.


The Deputy Commissioner will review the reasons presented in the letter and render a written decision.  An appeal of that decision must be made to the Secretary of the AHS within five working days of receipt of the initial protest decision.  Any subsequent review of the Secretary's decision shall be handled through an appeal to the Governor and, finally, court action.

1.3.22
Cost of Preparing Proposals

Costs incurred by bidders during the preparation and subsequent submission of their proposals, and for other procurement-related activities (e.g., travel for bidder presentations) will be the sole responsibility of the bidders.  The State will not reimburse bidders for any such costs.   

1.3.23
Disposition of Proposals

All submitted proposals shall become a matter of public record.  If the proposal includes material that is considered by the bidder to be proprietary and confidential under Vermont law (per criteria set forth in 1 VSA, Chapter 5, §317 – Definitions; public agency; public records and documents), the bidder must:

· Clearly designate each page or section of the proposal as “proprietary”

· Provide in the Transmittal Letter written justification with sufficient grounds as to why each requested exemption should not be released to the general public, including prospective harm to the bidder’s competitive position if the identified material were to be released.  Include which part of the Vermont law applies to each exemption.


The State will not consider proprietary and confidential any material, even if so marked, unless specific and sufficient justification is presented in the Transmittal Letter.  Under no circumstances will the entire Narrative Proposal or Price Proposal be considered proprietary and confidential.


All materials submitted by bidders become the property of the State of Vermont, which is under no obligation to return any of the materials submitted in response to this RFP.  The State of Vermont shall have the right to use all system concepts, or adaptations of such concepts, contained in any proposal.  This right will not be affected by selection or rejection of the proposal.  The successful proposal will be incorporated into the resulting contract and will become a matter of public record. 

1.3.24
Freedom of Information and Privacy Act

Bidders should be aware that all materials associated with this procurement are subject to the terms of the Freedom of Information Act, Privacy Act, and all rules, regulations, and interpretations of these Acts, including those from the offices of the Attorney General of the United States, the United States Department of Health and Human Services (DHHS), CMS, and the State of Vermont.


By submission of a proposal, the bidder agrees that the Privacy Act of 1974, Public Law 93-579, and the Regulations and General Instructions issued pursuant thereto, are applicable to this contract, and to all subcontracts hereunder.

1.4
VERMONT MEDICAID PROGRAM OVERVIEW
1.4.1
General Medicaid
In July 1965, as amendments to the Social Security Act of 1935, Title XVIII established the Medicare program, and Title XIX established the state-option medical assistance program known as Medicaid, providing Federal matching funds to states implementing a single, comprehensive medical care program

Modifications to the program continually occur due to Federal and State legislation, agency and departmental regulations, and other efforts to improve the program.  Bidders should be aware that Contractor Responsibilities will include the planned and orderly implementation of the applicable provisions of all Federal and State legislation and regulations whenever they may occur within the term of the contract.

1.4.2
Organizational Structure

The Agency of Human Services (AHS) is the single State agency for Federal Medicaid payments made to the State of Vermont.  Operationally the Medicaid program is delegated to the Department of PATH (formerly Social Welfare).  Within the Department of PATH, the Office of Vermont Health Access (OVHA) manages the majority of Medicaid benefits.  Overall responsibility for the MMIS is assigned to the Department of PATH Commissioner’s Office.

 
Organizational charts for the AHS and the Department of PATH are included in Appendix C.


Other departments within AHS also participate in Medicaid program service delivery, policy definition, and cost-sharing.  The involvement of these other organizations varies from management of waiver programs to delivery of Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) case management services, and from a focus on certain provider types and recipient populations to responsibility for Federal reporting and nursing home rate-setting.


There is both a corresponding high interest in the takeover and its operational performance and in management-level information sources for these other parties in the Vermont MMIS environment.  The responsibilities of these departments relating to the MMIS are briefly described with RFP section 1.5.2.2.

1.4.2.1
Department of Prevention, Assistance, Transition, and Health Access (PATH) 

The Department of PATH:

· Serves over 72,000 Vermont families (about 135,000 individuals) annually.  A Commissioner and Deputy Commissioner head-up the department.  The Deputy Commissioner serves as Vermont’s MMIS Director.

· Administers a variety of State, Federal/State, and Federal programs that address the basic needs of Vermonters who are unable to completely provide for themselves and their dependents.  These programs promote the well-being of families and individuals through the provision of health care coverage, welfare-to-work services, in-kind benefits, and cash assistance.  Programs and services are administered through 12 community-based district offices and the Health Access Eligibility Unit (HAEU).  

· Utilizes the MMIS (in its component parts) to process claims, for Prior Authorization (PA), for Utilization Review (UR), eligibility verification, Coordination of Benefits (COB), procedure/revenue code maintenance, provider credentialing, program integrity and financial management.

1.4.2.1.1
Office of Vermont Health Access (OVHA)

Within the Department of PATH, the OVHA is responsible for the administration and management of health benefits for Medicaid, Vermont Health Access Program (VHAP) and pharmacy beneficiaries.  The Director of the OVHA serves as Vermont’s Medicaid Director.  Review OVHA’s Mission Statement, goals and service objectives at the following web site:


http://www.dsw.State.vt.us/districts/ovha/ovha5/htm

The OVHA’s primary functions are to:

a. Develop health care benefit policies and procedures for the State’s               Medicaid program.

b. Manage the ongoing operation of the State’s Medicaid program including the 1115 Waiver.

c. Perform utilization review of medical assistance programs.

d. Oversee provider recruitment and payment.

e. Perform prior authorization, payment-related quality assurance, and third-party liability functions.

f. Contract with key entities to perform certain Medicaid functions including:

· First Health, Inc. (Richmond, VA) for pharmacy benefits management.

· Delmarva, Inc. (Easton, MD) for prior authorizations, concurrent reviews of services and external quality review.

· MAXIMUS, Inc. (Reston, VA) for enrollment broker and member services.

· Pacific Health Policy Group (Claremont, CA) for actuarial fiscal analysis.

· National Systems and Research (Vancouver, WA) for clinical issues management.

1.4.2.2
Other Agency of Human Services Departments

The OVHA coordinates with the other Agency of Human Services (AHS) departments to deliver Medicaid services and programs while the MMIS performs functions accordingly:

a. Department of Developmental and Mental Health Services (DDMHS)

The DDMHS:

· Oversees the provision of services for adults with mental illness, children and adolescents who are experiencing severe emotional disturbances and their families, and persons with developmental disabilities.  

· Manages the Children's Mental Health and Home- and Community-Based Services (MI/MR) waivers; oversees the delivery of clinic, case management, rehabilitation, and ICF/MR services to beneficiaries; operates the State inpatient psychiatric facility; and pays the State share of these benefits.

The DDMHS utilizes the MMIS to process claims, and for PA, UR, eligibility verification and provider credentialing.

b. Department of Aging and Disabilities (DAD)

The DAD:

· Fosters the development of comprehensive and coordinated service systems which assist older individuals and individuals with disabilities to live and work independently.

· Administers the Medicaid Waiver for the Aged and Disabled, monitors the providers who provide these waiver services, collects data from nursing homes and forwards it to the Rate Setting Division within AHS, licenses and certifies nursing home and home health agencies, reviews placement in nursing homes, and performs utilization review in swing-bed hospitals.

The DAD utilizes the MMIS to process claims, and for PA, UR, eligibility verification and provider credentialing.
c. Department of Health (VDH)

The VDH works to protect and promote health, prevent disease and injury and lessen the impact of chronic disease.  The VDH:

· Focuses on:

· Health protection, surveillance and improvement.

· Community Public Health.

· Alcohol and Drug Abuse Prevention and Treatment.

· Manages maternal and child health programs.

· Provides:

· Program management for EPSDT services.

· Services to children with physical disabilities.

The VDH utilizes the MMIS to process claims, and for PA and UR.

d. Office of Child Support (OCS)

The OCS enforces State and Federal statutes to ensure that children receive financial support from absent families.  The Child Support Registry processes reimbursement of State ANFC costs.

The OCS utilizes the MMIS for TPL and COB. 

e. Department of Corrections (DOC)

The DOC:

· Operates:

· Eight correctional facilities.

· Seven correctional service centers.

· 13 Court and Reparative Service Units.

· Manages:

· Graduated sanctions.

· Risk management services.

· Opportunities and facilities for offenders. 

The DOC utilizes the MMIS to process claims and for eligibility verification.

f. Department of Social and Rehabilitative Services (SRS)

The SRS helps families and individuals lead healthy and independent lives by providing or arranging for support services and offering educational, informational and prevention services to communities.  The Disability Determination Services determine the eligibility of individuals for Medicaid-based disability benefits. 

The SRS utilizes the MMIS to process claims, and for PA, UR, TPL and COB.

g. Department of Education (DOE)

From outside the AHS, the DOE participates in the administration of the Medicaid school-based health services program for children with an Individualized Education Plan (IEP). 

The DOE utilizes the MMIS to process claims, and for eligibility verification.

1.4.3
Medicaid Eligibility

Vermont medical assistance programs provide health care benefits to more than 135,000 eligible beneficiaries, approximately 20% of Vermont’s total population. This includes the categorically needy population (those individuals eligible for or receiving federally aided financial assistance or those deemed categorically needy) and the medically needy population (those individuals whose income or resources are too high to qualify for a categorically needy program but are insufficient to meet the cost of medical care).  The Social Security Administration under Section 1634 of the Social Security Act determines supplemental Security Income (SSI) eligibility.

1.4.4
Medical Assistance Programs

State funds support medical care programs for the State’s population.  The MMIS processes claims and prepares financial reports for the following programs:

a. Medicaid 


Medicaid provides health benefits to:

· Seniors age 65 and over.

· People who are blind or have a disability.

· Children, pregnant women, parents and caretaker relatives of eligible children who are resource and income eligible.

Those who are over income may be able to deduct medical expenses paid or incurred (“spend-down”) to become eligible.

b. Dr. Dynasaur™ 

Dr. Dynasaur™ is a Medicaid program providing health care coverage for children under age 18 and pregnant women.  Eligibility is determined based on income tests of 300% of the Federal Poverty Level (FPL) for children under age 18 and 200% of the FPL for pregnant women.

As part of the Balanced Budget Act of 1997 (federal), the State Children’s Health Insurance Program (SCHIP) was established to provide access to health care to uninsured, low-income children.  The Act appropriated funds on a national basis to be available to states based on targeted population estimates. 

The Act allowed for a federal reimbursement rate greater than Medicaid.  Vermont received approval for its SCHIP program retroactive to October 1, 1998.

Vermont’s SCHIP operates under Dr. Dynasaur™ program.  Eligibility rules are applied in the same manner and beneficiaries receive the same benefits.  Vermont’s SCHIP covers uninsured children less than 18 between 225% and 300% of the FPL.  

[image: image1.wmf]EDS PCs

Wyse

Viking Data Entry

Terminals

EDS PCs in PSU area

A5200

(Tray.3)

I

D

C

Qualstar 4660

Tape Jukebox

HP 125ex Optical Jukebox

D

a

t

a

 

G

e

n

e

r

a

l

Sun ES5500 - HOSTPROD

Cabinet contains 2 A5000 & 1 A5200

(Tray.0, Tray.1, and Tray.2)

C

o

m

3

3Com 3300 Switches

C

o

m

3

C

o

m

3

C

o

m

3

3Com 10/100 Hubs

C

o

m

3

1

9

2

0

2

1

2

2

2

3

2

4

1

3

1

4

1

5

1

6

1

7

1

8

7

8

9

1

0

1

1

1

2

1

2

3

4

5

6

4

3

4

4

4

5

4

6

4

7

4

8

3

7

3

8

3

9

4

0

4

1

4

2

3

1

3

2

3

3

3

4

3

5

3

6

2

5

2

6

2

7

2

8

2

9

3

0

Computer Rm

Cat5 Patch Panels

C

I

S

C

O

S

Y

S

T

E

M

S

EDSLink  Cisco 25xxx

Router

C

I

S

C

O

S

Y

S

T

E

M

S

GOVNET Cisco 25xx

Router

Sun 250

dsvtsun9

ECS & Viking DE

R

S

C

S

T

R

R

D

T

D

C

D

T

A

L

K

 

/

 

D

A

T

A

T

A

L

K

ECS Providers

R

S

C

S

T

R

R

D

T

D

C

D

T

A

L

K

 

/

 

D

A

T

A

T

A

L

K

ECS

V.34 Modems(2)

Emulex 4000

Fuji LIne Printer

(being phased out)

Xerox DC 340 Printer Copier Fax

EDS Intranet and beyond

Digi Etherlite

Terminal Server

Xerox DC 265

Production

Laser Printer

A

B

C

D

E

F

G

H

S

E

L

E

C

T

E

D

O

N

-

L

I

N

E

Apex KVM

Co-Mand OS/2 Warp

DirectTalk VRU NT Server

OnDemand NT Server

State of Vermont

Customer Community

S

D

M

e

d

i

a

 

C

o

n

v

e

r

t

e

r

L

I

N

K

P

W

R

L

I

N

K

5

V

D

C

.

 

1

A

_

 

_

_

 

_

_

 

+

U

P

 

L

I

N

K

R

X

T

X

BlackBox

RS232 to 422 converter

R

S

C

S

T

R

R

D

T

D

C

D

T

A

L

K

 

/

 

D

A

T

A

T

A

L

K

56Kb  Digital Circuit Modem

X.25 Switching Vendor Network

AHSMC

POS

Provider/Customer

Community

56Kb circuit

GOVNET

Executone Phone System

Voice Response and Buisness

Voice Lines

EDSDOMVTHC01 PDC

(uswtsvthc001)

Sun E420r - HOSTAPPL

X.25 server, DNS primary, NIS Master

Sun E420r - HOSTMOD

DNS Secondary, NIS Slave

Sun E420r - HOSTTEST

Sun T3 1 partner pair

1

9

2

0

2

1

2

2

2

3

2

4

1

3

1

4

1

5

1

6

1

7

1

8

7

8

9

1

0

1

1

1

2

1

2

3

4

5

6

4

3

4

4

4

5

4

6

4

7

4

8

3

7

3

8

3

9

4

0

4

1

4

2

3

1

3

2

3

3

3

4

3

5

3

6

2

5

2

6

2

7

2

8

2

9

3

0

PSU Area

Cat 5 Patch Panel

C

o

m

3

3Com 10/100 Hub

VT Hardware Configuration

Diagram

1/10/02


c. Vermont Health Access Program (VHAP)/Primary Care Plus (PCPlus)

· The Vermont Health Access Program (VHAP) is designed to provide health care coverage through managed indemnity for Vermont adults, and for parents and/or caretaker relatives, who otherwise would be uninsured.

· PCPlus is the benefit program for VHAP-eligible people.  VHAP-Limited offers a short-term, restricted insurance benefit until an individual can be enrolled in VHAP-Managed Care.
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d. VHAP Pharmacy
VHAP covers medications for low-income elderly, or for disabled individuals who are Medicare eligible or receiving Social Security disability benefits.


e. VScript 

VScript provides assistance in paying for maintenance drugs for elderly or disabled low-income Vermonters whose income is below 225% of the FFL and over the limit for VHAP Pharmacy.  VScript makes it possible for program enrollees to purchase prescription drugs at Medicaid prices.


f. Healthy Vermonters

The Healthy Vermonters program provides qualified Vermonters, who have insurance but whose insurance offers no prescription coverage or whose commercial insurance plan has a yearly limit, with discounts on prescriptions. Prescriptions may be for long-term or short-term drugs, and the amount of the discount varies depending on the type of drug.  Prescription costs are based on the State’s rate.

Current VScript and VScript Expanded beneficiaries are automatically eligible for the Healthy Vermonters program for prescriptions that are not covered by VScript or VScript Expanded.  VHAP Pharmacy beneficiaries are ineligible for the Healthy Vermonters program because their existing benefit package is better than the one offered by the Healthy Vermonters program.

In general, Vermonters who may qualify: 
· Are 65 or older, or disabled and receive Medicare or social security disability benefits, and whose income is below the maximum amount (e.g., $2970 a month for one person, or $3997 for two people).

· Are NOT 65 or older, or disabled, and family income is below the maximum amount (e.g., $3768 a month for three people, $4538 a month for four people). 

g. School-based Health Services Program

Vermont received a waiver from CMS to allow schools to bill for medically-related services (e.g., PT, OT, ST and counseling) provided to Medicaid eligible students on Individual Education Plans (IEP).  In order for these services to be billed, parental consent and physician sign-off on the IEP must be obtained to allow billing to Medicaid.  Currently, a bundled rate is used.  Vermont has 60 supervisory units.  Of these 60, 58 submit claims directly to EDS via ECS.  The other two submit claims information to the Department of Education which then submits to EDS via ECS. 

h. General Assistance (GA)
GA pays for medical services for eligible applicants in certain emergency situations.  Covered services are limited to physician, dental, eye, prescription drugs, medical supplies, durable medical equipment, and ambulance transportation when there is an emergency need as defined by GA rules.  The OVHA reviews most claims for GA medical and GA payment is at Medicaid rates.  

i. Waivers

Vermont currently utilizes two types of waivers under the Social Security Act: 

· Section 1915 (c) Home- and Community-based Waivers allow for community-based care for individuals who would otherwise be institutionalized.

· Section 1115 Research and Demonstration Waivers provide for unique approaches in providing health care services within the Medicaid program.

1.4.4.1
Administration of Waiver Programs

Medicaid eligibility for participants is determined by Department of PATH personnel, while administration of the actual waiver programs rests with other AHS departments.

a. The Department of Aging and Disabilities is responsible for coordination of waiver services for:

· Traumatic Brain Injury

· Home-based Care for the Elderly

· Enhanced Residential Care

b. The Department of Developmental and Mental Health Services administers waiver services for:

· Children’s Mental Illness

· Development Services

1.4.5
Covered Services

The Vermont Medicaid program covers the cost of medically necessary health services.  A physician or other designated professional must order the services and a health care professional must provide them.  Vermont Medicaid provides the same services to both categorically and medically needy eligibility groups.  These services include:

a. Physician, Nurse Practitioner

b. Hospital

· Inpatient

· Outpatient

· Emergency Care

c. Rural and Community-based Clinic Services

d. Home Health and in-home Nursing Services

e. Restorative Care (PT/OT/ST)

f. Long-term Care (LTC)

· Nursing homes

· Intermediate Care Facilities for the Mentally Retarded (ICF/MR)

· Community-based Waiver

g. Pharmacy

h. Dental (for children from birth to age 21)

i. Mental Health and Substance Abuse Residential and Intermittent Care

j. Family Planning and Reproductive Health

k. Non-Nurse Midwifery and Physician Assistant services

l. Transportation (to health providers) and Ambulance Services

m. Medical Supplies and Equipment (e.g, wheelchairs)

n. Medical Services for Special Needs Children and Children needing School-based care

o. Vision Care

p. Laboratory and Diagnostic Imaging

q. Chiropractic, Podiatry, and Psychotherapy


Limitations on services are the same for both categorically and medically needy.  

1.4.6
Provider Types

Currently, there are approximately 8,000 active, enrolled providers within the Vermont Medicaid/VHAP program.  Providers along the New Hampshire, New York, and Massachusetts borders are treated as instate.  Beneficiaries in the PCPlus program may choose a primary care physician from among all participating in-State and border physicians.  Enrollment is limited to providers who are licensed or otherwise covered by stringent State confidentiality and disclosure rules.  


A listing of provider types authorized to perform services to eligible Medicaid beneficiaries is presented in Appendix D.  

1.4.7
Provider Reimbursement Categories

Currently utilized reimbursement methodologies for the Vermont Medicaid program are:

a. Per diem - for inpatient hospital and ICF/MR, and certain residential treatment services.

b. Case-mix rates - for nursing homes (facility specific based on patient placement level), school-based health care and certain mental health services.

c. Fee/Relative Value Units (RVU) Schedule - for outpatient hospital laboratory and radiology, physician, Nurse Practitioner, dental (fee only) other practitioners.

d. Percentage Charge - for hospital outpatient services using hospital inpatient per diem as the base; for certain office-based providers.

e. Lowest of Average Wholesale Price (AWP) less 11.9%, or billed Federal Upper Limit (FUL)/Vermont Upper Limit (VUL); plus dispensing fee for pharmacy.

f. Fixed Fee – for select office-based professional services; for FQHC, RHC’s and rehabilitation facilities.

g. Transportation – at prevailing Medicare rates.

1.4.8
Current Claims Processing Environment

The Vermont State Legislature authorized the State's Medicaid program in 1966.  The State’s MMIS was implemented in 1986 as a Fiscal Agent full service contract.  At that time, its primary function was limited to processing claims for Medicaid medical services.  The MMIS was re-bid in 1992, also as a Fiscal Agent model, with added functionality, including user-directed query capabilities.  


Since 1992, the MMIS has grown again in scope, to include claims processing for State-funded waiver programs, general assistance (GA), and State-supported public/mental health programs.


Vermont’s MMIS was implemented in November 1993 and is managed at the Electronic Data Systems (EDS) location in Williston, Vermont.  Primary systems support and provider-relations personnel are also located at the Vermont EDS site. Secondary support is located in Auburn Hills, Michigan; Richmond, Virginia; Plano, Texas; and Sacramento, California.


Vermont’s MMIS was certified by CMS (formerly the Health Care Financing Administration – HCFA) in 1993 and meets all certification requirements as set forth by CMS in the State Medicaid Manual Part 11 – Medicaid Management Information System. 

The current MMIS has been modified to accommodate changes in Federal eligibility and program coverage, claims processing and reporting requirements, and changes in State regulations.  The primary operational responsibilities under the current contract are for ongoing claims processing support.  


EDS currently operates the existing claims processing, reference, provider, fiscal management, and reporting subsystems.  EDS also is responsible for HIPAA Transaction Standards implementation, performing system maintenance, and designing and implementing modifications and enhancements as directed and approved by the OVHA.


In 2001, the processing of pharmacy claims was eliminated from the fiscal agent contract and transferred to First Health Services.  First Health Services is described in RFP section 1.5.10.  


In terms of primary activities, the MMIS currently:

a. Receives:

· And processes medical claims and drug transaction records.

· Transactions and transmits beneficiary data to ACCESS, the Department of PATH’s integrated eligibility determination system.

b. Maintains:

· Edits and audits used in claims processing.

· All paid, denied, and adjusted claims history.

· Demographics, eligibility, third-party insurance, and lock-in information on Medicaid beneficiaries.

· Enrollment, certification/licensing, medical practice, and restricted practice information on Medicaid providers.

· Procedure codes, diagnosis codes, National Drug Codes (NDC), third-party insurance carrier information, and price tables.

c. Calculates payment for billed provider services.

d. Tracks and counts the number of claims paid, adjusted, suspended, and denied as well as the costs associated with these activities.

e. Tracks the number, type and disposition of provider calls.

f. Produces:

· Daily, weekly, monthly, quarterly and annual reports for monitoring and documenting claims processing activities.

· Weekly remittance advices to inform providers about the status of their claims (paid, denied, or suspended) and any accounts receivable balance they may have.

· Annual 1099 income tax form for paid providers.

g. Initiates electronic funds transfer (EFT) to provider accounts, and as appropriate, produces checks to pay providers

h. Shares information on a routine basis with the following entities:

· ACCESS – the State’s integrated eligibility determination system

· Social Security Administration (SSA)

· Budget and Management Division of the AHS

· Department of Aging and Disabilities

· Department of Developmental and Mental Health Services

· Department of Health

· The OVHA’s actuarial and fiscal analysis contractor


The MMIS receives approximately 85% of claims electronically.  The provider community utilizes online adjudication of claims and real time notification that claims were received, accepted, processed, and adjudicated where available.

1.4.9               ACCESS Background

Medicaid eligibility determination is supported by the Department of PATH’s ACCESS system.  ACCESS is an integrated system that supports TANF, Food Stamps, LIHEAP, Child Support Enforcement, and State programs in addition to Medicaid.

Each year, ACCESS:

· Processes approximately 100,000 applications.

· Processes over 2,000,000 transactions supporting eligibility determination and benefit disbursement.

· Generates approximately one million notices to clients.

· Issues:

· More than one million cash benefit payments.

· Approximately 250,000 food stamp disbursements.

Most disbursements are issued through electronic funds transfer or direct deposit. 

· Sends more than 340,000 transactions to the MMIS.

ACCESS:

a. Determines eligibility, creates benefit payments to beneficiaries, produces client notices, processes State and Federal reports, supports mass change processing, provides case management via personnel daily reports and “to do” reports, and interfaces with other systems.

(To determine Medicaid eligibility, applicant demographic, programmatic and financial eligibility information is entered into ACCESS.  Eligibility determinations are not processed online.  ACCESS collects and processes eligibility information in the “background processor” and upon completion presents an eligibility determination.  The automated eligibility process is completed when State personnel approves the determination online.)

b. Assigns each beneficiary a unique identification (ID) number.  This ID number is also used to identify the recipient in the MMIS.  

c. Supports:

· Medicaid day-specific eligibility.  ACCESS calculates the required adverse action notice period and determines the earliest day on which a Medicaid case can be closed.  Fee for Service (FFS) beneficiaries can be closed any day of the month.  Beneficiaries enrolled in managed care programs are closed the last day of the month.

· The State’s “Buy-in” process.

d. Produces:

· Daily eligibility files that are passed electronically to the MMIS. The file passes information of new beneficiaries, updates on current eligibles and closings.  The file includes name, race, sex, date of birth (DOB), Social Security number, ID number, service type, begin and end dates for eligibility, an indicator to identify the need for a Medicaid ID care, TPL data, Medicare data, managed care enrollment and primary care physician information.  Beneficiary eligibility data is not updated online on the MMIS except for special processes for correction of data that is only done by appointed personnel.

· Files that are passed to the bank to support managed care premium billing. 

1.4.10 Pharmacy Benefits Manager Background

During 2000-2001, a Tri-State (Maine, New Hampshire and Vermont) Pharmacy Initiative determined that a Pharmacy Benefits Manager (PBM) would be the best strategy to address increasing drug costs in each State.  After a detailed and extensive procurement process, the Initiative chose First Health Services Corporation (FHSC) to provide pharmacy benefit management services.  FHSC supports Vermont’s publicly funded pharmacy benefits programs. 


FHSC maintains and enhances the quality of beneficiary care while controlling prescription expenditures by:

a. Assisting the Department of PATH with the creation of a Preferred Drug List (PDL).

b. Implementing utilization review pharmacy edits.

c. Establishing quantity limits for identified drugs.

d. Performing:

· Prior authorization for selected drugs.

· Prospective and retrospective review and program audits.

· Provider education.


The creation and use of a PDL encourages more cost effective prescribing by featuring less expensive alternatives that achieve similar results and by promoting the use of generics.  The PDL is intended to educate providers on their prescribing habits and to help the Department of PATH set standards for the review of drugs for PA.  The PDL also includes groups of drugs for which quantity limits are identified, above which a PA is required.  The purpose of establishing maximum quantity limits before requiring a PA is to prevent waste and assure quality.


The utilization review pharmacy edits help the pharmacist and physician contain costs and protect beneficiaries from possibly life threatening situations by identifying early refills/duplicates, drug/drug interaction, drug/disease interaction, and the therapeutic duplication.


On November 15, 2001, the Department of PATH transitioned the processing of drug claims and PA functions from EDS and the OVHA to FHSC.  This included automation of the Department of PATH’s GA medication program, which allows pharmacy claims to be processed more efficiently and ensures that pharmacy benefits are consistent throughout the Department of PATH’s programs. 


On January 8, 2002, the Drug Utilization Review (DUR) Board completed its review of the drugs to be on the initial PDL, the clinical criteria, and in some cases the quantity limits to be used in the PA process used by FHSC.  The DUR Board’s adoption of clinical criteria for drug PA included consideration of:

· Current Food and Drug Administration (FDA) indications for use of the drug.

· Clinical diagnoses match to clinical indications.

· Documented treatment failure on generic drug if a brand drug is requested.

· Limits on quantity of drugs to be dispensed before requiring PA.

1.4.10.1 Drug Transaction Processing

EDS accepts a weekly file of drug transactions from FHSC.  Drug transactions are loaded into the MMIS database.  From that database EDS maintains records, pays providers and performs drug rebate processing.

1.4.11
Other EDS Relationships
a. Auburn Hills – the switching vendor for eligibility verification transactions.  Auburn Hills is an EDS facility.

b. CMS – EDS provides quarterly Medicaid Statistical Information System (MSIS) data, quarterly Drug Rebate data and annual EPSDT reporting.  EDS receives drug manufacturer and unit rebate data from CMS.

c. Banknorth Corporation - for weekly processing of EFT and bank reconciliation.

d. Delmarva Foundation for Medical Care, Inc. – EDS provides on-request data files.  Delmarva has direct access to the MMIS to perform PA activities.

e. Pacific Health Policy Group – EDS performs annual data extracts – complete dumps of all claims history and reference files to support production of the annual databook.

f. Internal Revenue Service – EDS produces and transmits annual 1099 files.

g. Anthem Health Services – EDS provides annual State audit reports for all hospitals, rural health centers and federally qualified health care centers.

h. Medicare (Parts A & B) – EDS provides monthly eligibility files and receives crossover claims.

i. DEERS – EDS provides an annual eligibility data match file.

j. Reference all interfaces listed in Chapter 2.

CHAPTER 2

SCOPE OF WORK 

2.1
ORGANIZATION OF SCOPE OF WORK WITHIN CATEGORIES

Sections 2.5, 2.6, 2.7 and 2.8 describe the Scope of Work.  Section 2.9 describes the technical criteria and processes applicable to the Scope of Work within this RFP.

The Contractor agrees to provide:

· Qualified and responsible Takeover, Operation, Enhancement and Modification.

· Efficient and effective adjudication of claims and related documents.

· Improved services to providers, beneficiaries, and users.

Because this procurement is a take over of an existing system, the bidder must first take over the MMIS “as is.”  After operations have begun, system enhancements and modifications will commence.

Vermont has employed ample diligence in considering and forecasting the Scope of Work existing at the time of the release of this RFP; nonetheless, bidders shall understand and agree that additional information, clarification or changes may be necessary at Vermont’s discretion.

All work required by this RFP is categorized as:

· Takeover – section 2.5

· Operations – sections 2.6 and 2.7
· enhancements and modifications – section 2.8
Although the categories are described separately, there may be overlap in the work performed.  The Contractor must submit within its Narrative Proposal a Work Plan and Schedule for each category.  The Department of PATH will monitor work progress for each category against the finalized, PATH-approved Work Plan and Schedule.

2.2
DAMAGES AND FAILURE TO COMPLY CLAUSE

The Contractor must adhere to all Contractor Responsibilities, Milestones and/or Deliverables listed within sections 2.4, 2.5, 2.6, 2.7 and 2.8, unless otherwise directed or authorized by the Department of PATH.  All Contractor Responsibilities, Milestones and/or Deliverables are mandatory.

Should the Contractor fail to comply with the Contractor Responsibilities, Milestones and/or Deliverables listed within sections 2.5, 2.6, 2.7 and 2.8, the State may assess, at its discretion, liquidated damages in the amount of $1,000.00:

a. Per occurrence for each Contractor Responsibility that the Contractor fails to adhere to.

b. For each workday that the Contractor fails to meet the dates or timeframes specified in the Contractor’s Responsibilities.

c. For each workday that the Contractor fails to meet a Milestone date.

d. For each workday that the Contractor fails to meet Deliverable dates or timeframes.

e. For each workday that the Contractor fails to produce deliverables in a format acceptable to the State.

The inclusion of a “Failure to Meet” clause within any area of this RFP is to specify damages that will be applicable in addition to damages listed above. 

2.3
ALTERNATIVE BUSINESS PRACTICES
The State must be prudent and careful not to incur unnecessary costs during the contract period.  The State encourages bidders to identify any requirements in this RFP, including, but not limited to, hardware, software, business rules, preferences, techniques, technologies, enhancements, modifications, that the bidder believes significantly increases costs while providing nominal benefit.  Bidders are requested to identify the requirement and describe, in an addendum to its Price Proposal, how the State could achieve a cost reduction should it elect to adopt the bidder’s alternative.  

A significant cost would be a requirement that would reduce the total project cost by $250,000 or more if that requirement were dropped by the State.  The bidder will be committed to the identified cost reduction if the State decides to adopt the bidder’s suggested alternative.  Any alternative must not jeopardize Federal certification or system performance.

The Department of PATH’s Deputy Commissioner will evaluate the acceptability of each proposed cost savings alternative.  If the Deputy Commissioner finds an alternative(s) to be acceptable, the State will evaluate the bidder’s Price Proposal based on the identified savings.

Bidders are not required to identify any possible cost savings.  If cost savings are identified, the State will notify the bidder of its intention to accept one or more of the alternatives, and will request a revised Price Proposal reflecting the cost savings.  The State will then score the revised Price Proposal.

The State may choose to delay its decision.  The State may choose to adopt an alternative after January 1, 2004, and still claim the cost savings identified in the bidder’s Price Proposal.

The following is an example of a cost savings alternative in a suggested format that could be used by the bidder.

	RFP Reference
	Vermont MMIS RFP Requirement
	Alternative Practice
	Cost Savings

DDI
	Operational Cost Savings Timeframe

	EXAMPLE

2.7.3.2.7.1.1
	Perform two edit/audit cycles per week.
	Perform one edit/audit cycle per week.
	NA
	$300,000 savings per year.


2.4
GENERAL DATA PROCESSING REQUIREMENTS

The policies and procedures for these requirements shall be modeled according to the guidelines described in the following publications:

a. Automatic Data Processing Physical Security and Risk Management (Federal Information Processing Standards Publication 31).

b. Computer Security Guidelines for Implementing the Privacy Act of 1974 (Federal Information Processing Standards Publication 41).

c. Guidelines for Security of Computer Applications (Federal Information Processing Standards Publication 73).

d. Federal Regulations 45 CFR 95.621.

e. Federal Regulations 45 CFR 142, 160, 164 (HIPAA).

2.4.1
Recurring State Responsibilities


A number of State responsibilities recur within each Scope of Work category:

a. Review Deliverables, determine the approval status of the Deliverable, and provide written comments to the Contractor within 10 workdays.

b. Review, request revisions of, and provide written approval of Contractor’s Milestones, Deliverables and documents. 
c. Evaluate Contractor’s adherence to Contractor Responsibilities, Milestones and Deliverables according to the Contractor’s Work Plan, and notify the Contractor on a “need to know” basis of those responsibilities determined to be out of compliance.

d. Update and clarify Contractor Responsibilities, Milestones and Deliverables as requested by the Contractor or as necessary.

e. Attend weekly status meetings with the Contractor to review progress against each Work Plan/Schedule.

f. Review Contractor’s status reports and Work Plan/Schedule updates.

g. Provide the Contractor access to relevant system and user documentation.

h. Analyze, authorize, and add to the contract, Scope of Work revisions to this RFP.

i. Respond to the Contractor in a timely fashion.

j. Establish program and medical policy.

k. Authorize administrative procedures.

l. Monitor overall program performance.

m. Review Federal regulation changes and devise methods to comply with changes through Medicaid policy.

n. Negotiate, review and approve contractual arrangements/amendments.

o. Review and approve budgets for program and administration.

p. Serve as liaison with the Legislature, other State entities, and the public.

q. Maintain and operate ACCESS (eligibility determination system) in accordance with Federal and State requirements.

r. Maintain an administrative structure sufficient to assist the Contractor in the performance of contractual responsibilities.

s. Evaluate, approve, and monitor all Corrective Action Plans submitted by the Contractor.

t. Review and approve all subcontracts.

u. Review Contractor’s weekly and monthly reports, and provide feedback, as needed.

The State may provide “written approval” via e-mail.

2.4.2
Recurring Contractor Responsibilities
A number of Contractor Responsibilities recur within each Scope of Work category:

a. Identify and advise the State of any business processes or system procedure(s) that may reduce the cost and/or increase the effectiveness, and efficiency of administering the Vermont Medicaid program, including claims processing.

b. Operate and maintain the MMIS in an effective and cost efficient manner.

c. Ensure that the MMIS meets all Federal certification and re-certification requirements throughout the contract period for the State to receive the maximum allowable Federal Financial Participation (FFP). 

d. Provide the State with documented costs in a cost allocation plan to be approved by CMS to support the claim for maximum FFP.

e. Conduct takeover, operations, enhancements and modifications, and associated fiscal agent services in accordance with Federal and State laws, regulations and policies.

f. Immediately notify the State should the Contractor identify any area in which Federal certification or re-certification requirements may not be met, or any reason for which maximum FFP would not be granted.

g. Ensure that the MMIS includes all Federal and State data elements, and functional and reporting requirements throughout the contract period including, but not limited to, State Medicaid Manual Part 11 requirements.

h. Perform all services (automated and manual) necessary to process health services claims, and drug transactions.

i. Make recommendations pertinent to the Scope of Work, including Contractor Responsibilities, tasks, Milestones and Deliverables to enhance any area that Contractor thinks improvements can be made.  

j. Provide the hardware, software and technical resources to perform all work described in this RFP throughout the term of the contract on the schedule as determined by PATH.  No State computer resources will be available to the Contractor.

k. Prepare an outline and obtain approval from the State for the content and format for each Deliverable before beginning work on the Deliverable.

l. Revise Deliverables, if required, using State review findings to meet content and format requirements

m. Obtain written approval from the State on final Deliverables. 

n. Obtain written approval from the State on accomplishment of Milestones.

o. Report progress against each Work Plan/Schedule with weekly written status reports including Work Plan/Schedule updates, and at weekly status meetings.

p. Deliver written weekly status reports and updated Work Plans/Schedules one workday before the status meeting.

q. Identify Scope of Work issues.

r. Obtain State approval before commencing work on changes to the Scope of Work.  

s. Clearly specify and request information/data from the State in such a manner as not to delay the schedule.

t. Adhere to Contractor Responsibilities.

u. Timely and successfully complete Milestones and Deliverables. 

v. Ensure that documentation:

· Adheres to the descriptions and specifications of this RFP.

· Contains a table of contents.

· Presents actual activity flow in a practical and sequential manner.

w. Ensure that documentation is:

· Comprehensive.

· Logically written and organized in user-friendly manner.

· Written in the Microsoft Word version that is comparable with the State environment.

· Written in a procedural, step-by-step format.

· Consistent in information presentation and the use of abbreviations.

· Up-to-date, complete and accurate at all times.

· In a format that facilitates ease of updating.

· Updated with any and all changes, and provided to the State within 10 workdays of State approval of implementation of the change.

· Produced and retained in both electronic and hardcopy.

· Produced and distributed in as automated a manner to the greatest extent possible.

· Produced and distributed to the appropriate parties in a timely manner.

· Distributed using the most efficient and cost-effective method possible.

· Provided to CMS as required.

· Accessible to the State upon request.

x. Determine the number of hardcopies needed for each document.

y. Update and revise documents as required, and or as requested by the State.

z. Provide the names of individuals, with a description of their respective responsibilities, authorized to act on behalf of the Contractor.

aa. Provide to the State unlimited access to management staff for discussion of problems, changes and concerns.

ab. Maintain an ongoing working relationship with the State’s MMIS Director, the Director of the OVHA and OVHA personnel.  Accordingly, the Contractor may expect the MMIS Director or OVHA Director to convey system changes to coincide with changing program requirements.

ac. Designate an appropriate staff person as the primary liaison to the State.

ad. Be responsive and accommodating to State requirements that change over time.

Written approval from the State may be provided via e-mail.

2.5
TAKEOVER

All costs associated with section 2.5 must be included in the Takeover Price Proposal Worksheet.

Takeover tasks, and Contractor Responsibilities, Milestones and Deliverables are required to ensure a smooth transition of the MMIS from the incumbent to the new Contractor.  Takeover shall be transparent to providers, beneficiaries, and users. It is anticipated that takeover begins no later than September 1, 2003 and ends December 31, 2003.

The tasks associated with takeover include, but are not limited to:

· Project Initiation

· Planning

· Takeover

· System Audit

· Migration

· Turnover/Takeover Training

· All facets of Acceptance Testing/Approval

· Implementation

GENERAL PRINCIPLE:  The State understands that any information system changes will result in a certain amount of operational disruption.  Nonetheless, the State’s tolerance for disruption of normal business processes during takeover will be low. Performance measures and payments will be accordingly linked.  A “disruption” shall be defined as an interruption of business process that causes a delay or stoppage of financial or clinical functions for two or more consecutive workdays.

2.5.1

State Responsibilitiestc \l3 "3.2.1  
DOM Responsibilities:
a. Clarify the role and responsibilities of the incumbent during the turnover/takeover period to the new Contractor in conjunction with the Turnover Plan and the Takeover Work Plan.

b. Provide documentation (e.g., Turnover Plan) and details that support the new Contractor’s understanding of the incumbent's role and responsibilities during the turnover/takeover period.

c. Manage the incumbent’s role during turnover/takeover.

d. Ensure that incumbent performs a system test on December 24, 2003 and provides the results to the new Contractor.  

e. If necessary, coordinate communications and meetings between the new Contractor and incumbent.

f. Review and approve standards for documentation.

g. Review new Contractor’s discrepancy report and Corrective Action Plan.

2.5.2

Contractor Responsibilities
a. Take over the existing system, including clearinghouse and translator services.

b. Accept custody of all inherent system functions, as described in this RFP, and in conjunction with the incumbent system test results as of December 13, 2003.

c. Accept custody of the following documentation from the incumbent:

· VermontAIM™ MMIS System Documentation 

· User Manuals

· Software Development Documentation

· Operating Procedures Manual

· Provider Manual

· State Personnel Education Plan

· Business Continuity and Disaster Recovery Plan

d. Assure all inherent system functions, as described in this RFP, are working properly or submit a discrepancy report with a corrective action plan.  This includes, but is not limited to, the identification of fixes required to provide the base functionality of the existing system, as identified in a discrepancy report. 
e. Complete takeover and have MMIS fully operational by January 1, 2004.  “Fully operational” includes, but is not limited to, correctly processing all claim types, claims adjustments, and other financial transactions; maintaining system files; producing required reports; and performing other Contractor responsibilities specified in this RFP.  The Contractor’s capability to meet this date shall be determined by the State.

f. Finalize the Takeover Work Plan and Schedule, specifically including, but not limited to:  

· A detailed, in-depth analysis of the current Vermont Medicaid program, including all identified problems and outstanding Customer Service Requests (CSR).

· How site selection will be accomplished.  The Contractor may perform other MMIS functions, including computer processing, outside of Vermont but within the continental United States. If this is to occur, The Contractor shall indicate which, if any, responsibilities will be performed outside of the Vermont location, and if so, where and how.

g. Submit a written status report to the Department of PATH each week.  The progress report must specify accomplishments during the report period in a task-by-task format, including personnel hours expended, whether the planning tasks are being performed on schedule and any administrative problems encountered.

h. Contact all providers with electronic claims submission and make arrangements for testing of software used on provider computers for dial-up claims submission.

i. Provide the infrastructure (equipment and services), including but not limited to, computer terminals, modems, PCs, telecommunications circuits, printers and a connection between the Contractor’s site and Waterbury equivalent to 10meg or greater, to perform MMIS operations.  

j. Select and establish a site(s) at which all RFP requirements will be performed, permanently and temporarily, if necessary.   The State requires that the Contractor maintain a facility in Vermont, within 30 miles of the State offices in Waterbury.  The Contractor must determine facility location within 60 calendar days of contract signing, subject to PATH approval.  The current total floor space is 14,400 square feet and does not include off-site space and space for field staff, and is segmented as follows:

· Claims







2,800

· Program Services


3,200

· Mailroom






   720

· Systems







3,200

· Administrative




1,280

· Common Areas



3,200




(i.e., restrooms, entrance hallways, break room, loading dock, conference rooms, etc.)
k. Allow for the following when determining adequate facility location with appropriate accommodations:

· Off-site Storage Space

· Off-site Disaster Recovery

· Facility Maintenance and Cleaning

· Courier Vehicle

· Recycling

· Air Conditioning/Heating

· Electricity

· Water/Sewer

· Security Alarm System (tied into the police station)

· Security Badges and Electronic Detection System

· Office Supplies

· Food Service/Vending

· Secure Shred Service

· Mail/Document Handling

· Phone System including voice mail

· Office space for four State personnel with PCs that have Windows 2000 or better and internet access

· Meeting space available that will adequately seat one-third of the Contractor’s staff

· HIPAA Secure Facility

· Fire Detection and Suppression

l. Perform the following functions at the Vermont facility:

· Contract administration/State liaison

· System management and maintenance
· Claims receipt and prescreening
· Data entry

· Suspense resolution

· Checkwrite-related activities

· Business operations (e.g., manual checks, accounts receivable, cash activity)

· Production and distribution of written materials (e.g., newsletters, user manuals, provider correspondence)

· Provider enrollment

· Call center

· Report printing

m. Prepare, provide to the State prior to the start of operations, a preliminary Business Continuity and Disaster Recovery Plan.  At a minimum, the preliminary Business Continuity and Disaster Recovery Plan must include specifics regarding:

· Checkpoint/restart capabilities.

· Hardware backup for the main processor.

· Contractor-provided telecommunications equipment.

· Network backup for telecommunications to ensure that committed transactions are backed-up off-site.

· Continued processing of transactions (e.g., claims), assuming the loss of the Contractor's primary processing site; this will include interim support for any online functionality.

· Back-up procedures and support to accommodate the loss of online communication 

· Contractor's processing site and Timeplex; these procedures will not only provide for the batch entry of data and provide the Contractor with access to information necessary to adjudicate claims, but will also provide the State with access to the information and processing capability necessary to perform its functions.

· File and software backup accommodations and procedures, including the off-site storage and retention of crucial transaction and master files; plan and procedures will include a detailed schedule for backing up critical files and their rotation to an off-site storage facility; the off-site storage facility will also provide for comparable security of the data stored there, including fire, sabotage, and environmental considerations.

· Maintenance of current system documentation and source program libraries at an off-site location.

· Develop back-up procedures to support requirements for State approval, including safe off-site storage and copying of programs and data files of the MMIS.  

2.5.3               Milestonestc \l3 "3.2.3
Milestones


The State’s written acceptance of Contractor’s:

a. Site and facilities selection.

b. Hardware configuration.

c. Documentation design standards.

d. Provider electronic claims submission test results.

e. Translator testing results.

f. Takeover Deliverables.

g. Takeover completed and the MMIS fully operational by January 1, 2004.  

If, as required by 2.5.2(d), the Contractor has submitted discrepancy reports, the recommendations contained within the report(s) must be satisfactorily resolved before the State determines that the takeover is complete.

2.5.4

Deliverablestc \l3 "3.2.4
Deliverables
a. Finalized Takeover Work Plan and Schedule.

b. Preliminary Business Continuity and Disaster Recovery Plan.

c. Weekly written status reports.

2.5.5

Failure to Meet January 1, 2004 – MMIS Operational Start Date 

If, for any reason, the Contractor does not meet the operational start date of January 1, 2004, and a contract amendment delaying the start date or start-up of a portion of the operational requirements has not been approved by the Department of PATH, the Contractor shall:

a. Be liable for all costs incurred by the State to continue current MMIS and Fiscal Agent operations.

b. Forfeit claims to reimbursement of monthly expenses or operational payments for each month effected.

c. Pay the State liquidated damages in the amount of $15,000.00 per calendar day from January 1, 2004, until Contractor becomes fully operational.
2.5.5.1 Disruption Penalty

If the State determines that a disruption, as defined in RFP section 2.5, has occurred, an amount not to exceed 10% of a monthly payment shall be deducted from the payment for the next month.

2.6


OPERATIONS

All costs associated with sections 2.6 and 2.7 must be included in the Operations Price Proposal Worksheet.

2.6.1
General Operations and Administration

The Contractor must perform all Contractor Responsibilities, and accomplish all Milestones and Deliverables as described within sections 2.6 and 2.7.  The Contractor will be responsible for operating the entire MMIS as defined in this RFP, even if a function is not specifically listed.  Provision of fiscal agent services includes, but is not limited to, the functions of provider enrollment, customer services, electronic and paper claims processing, financial management, third-party liability, reporting, programming, system enhancements and changes.

It is anticipated that operations begin January 1, 2004 and end December 31, 2006. The tasks associated with operations include, but are not limited to:






· Support

· Operations
· Maintenance
· Turnover
2.6.1.1

General State Responsibilities

The Department of PATH is responsible for the general administration of the Vermont Medicaid program, and management of the contract resulting from this RFP.  In general, the State shall:

a. Establish policy, statutes, rules, procedures and guidelines.
b. Review, request changes to, and approve:

· All administrative procedures.
· Online screens.

· Software used by the Contractor.

c. Define system access, query, update, and report requirements for AHS and contractor (e.g., Delmarva) personnel.

d. Establish enterprise technology standards and objectives.

e. Outline system design and technology standards for effective execution by the Contractor.

2.6.1.2
General Contractor Responsibilities


The Contractor is responsible for:

a. Claims Processing:  The Contractor receives all claims submitted by providers. The Contractor prescreens paper claims to separate acceptable claims from those lacking data which prohibits payment.  When deemed acceptable, claims are logged and entered into the MMIS within 24 hours of receipt.  After processing, if a claim is deemed non-payable because of omitted or invalid data, the claim is returned to the provider.  Acceptance of Electronic Claims Submission (ECS) claims follows the same principles of responsibility.

b. Provider Services:  The Contractor performs provider enrollment, relations (including responding to written, faxed, e-mail and/or phone questions from providers), and education/training by phone, mail, onsite visits, workshops and bulletin and provider manual distribution.  

c. Financial Management:  The Contractor performs management of cash received, provider receipts, disbursement, accounting and reporting.

The Contractor must:

d. Perform system enhancements and modifications (as described in section 2.8) after Takeover.  Modification may result from a determination that a deficiency exists within the operational MMIS or that an additional requirement or improvement is needed.  

e. Not charge for any computer resources, modifications to provider manuals, bulletins, newsletters or any other cost items associated with implementing improvements or modifications without prior approval.  Charges for computer resources shall be approved in advance by the Department of PATH, and in accordance with the agreed upon change orders and/or amendments, and contract amendments.  

f. Maintain regular communication with the Department of PATH and providers.

g. Ensure user (providers, State personnel and contractor staff) understanding of MMIS and AIM™  system capabilities.

h. Correct all system deficiencies identified by the Department of PATH or the Contractor, at no charge to the Department, and within Department-approved time frames.

i. Submit a Corrective Action Plan to the Department of PATH, subject to Department approval, within 10 workdays of notification of system deficiencies. 

j. Implement the Correction Action Plan once approved within the time frame established in the Plan.

k. Acquire, maintain and retain the option to purchase, terminals, PCs, printers, furniture and all other office equipment necessary for the Contractor to adhere to the Contractor Responsibilities, meet Milestones and produce the Deliverables specified in this RFP.  The State prefers that the Contractor acquire, maintain and retain equipment in a manner that results in the best return on investment for the State.  The Contractor shall ensure that the State has the option to purchase all equipment at the end of the contract.  
l. Receive, process, and adjudicate:
· Valid claims and drug payment transactions.
· Adjustment requests.
2.6.1.3
Milestone

The State’s approval of the Contractor’s Operations Work Plan.

2.6.1.4
Deliverable

Operations Work Plan.

2.6.2
Contract Administration and Management


The contract will be administered for the State by the Department of PATH.  The Department’s Deputy Commissioner (or a representative authorized by the Department’s Commissioner or Deputy Commissioner) will be responsible for all matters related to this contract.


The Contractor is restricted from referring any matter to the Department of PATH Commissioner or Vermont legislature unless initial contact, both verbal and written, regarding the matter has first been presented to the Deputy Commissioner.  This restriction excludes routine operational communications.  


The Department of PATH will provide:

a. Liaison between various State entities and personnel, and the Contractor.

b. Resources for overall project direction, and administration and management of the State’s Responsibilities.

c. Monitoring of the Contractor’s adherence to Contractor Responsibilities, Milestones and Deliverables.

d. Review of all Contractor progress reports and Deliverables.

e. Assessment and acceptance of the Contractor’s:

· Document submissions.

· Ability to meet Milestone and Deliverable dates.  

f. State representation at status meetings and walk-throughs.


The Deputy Commissioner will determine successful accomplishment of all Contractor Milestones, completion of all Contractor Deliverables, and adherence to Contractor Responsibilities.  Any direction, verbal or written, by the Commissioner or Deputy Commissioner, will be binding for the Contractor.

2.6.2.1
State Responsibilities

a. Monitor the Contractor’s:

· Performance in regard to this RFP, including Contractor Responsibilities, Milestones, and Deliverables.

· Adherence to contract terms and conditions.

· Compliance with Federal and State laws, regulations and security policies.

· Resolution of problems.

· Primary report production to ensure that reports are prepared in the appropriate format and delivered on schedule.

· Provider credit balances to ensure that negative balances are appropriately cleared.

· Claims processing and provider payment methods to ensure accuracy and timeliness.

· File maintenance process to ensure file integrity.

b. Coordinate and/or refer inquiries from other states or private entities.

c. Assist the Contractor in performing preliminary analysis for enhancements and modifications.

d. Administer and collect penalties and overpayments.

e. Negotiate contract amendments and change orders. 
f. Administer the Fiscal Agent contract and provide direction as required to facilitate operations.

g. Determine, interpret, and distribute all policy and administrative decisions to the Contractor for implementation.

h. Coordinate, schedule and review periodic system audits (e.g., SAS 70) related to:

· Eligibility updates.

· File reconciliations.

· ID card production and distribution.

i. Determine the adequacy of Contractor records for audit purposes.

j. Review Contractor invoices and supporting documentation, and approve payment.

2.6.2.2
Contractor Responsibilities

a. Provide the State with unlimited access to:

· Monitor and observe all Contractor Responsibilities. 

· All records and documentation required to monitor Contractor Responsibilities, Milestones and Deliverables.

b. Maintain:

· Contract management applications (e.g., Microsoft Project) that supplement the State’s contract monitoring staff.

· Automated access to all MMIS files.

· Up-to-date standard report lists and the status of edits and audits.

c. Respond to all State internal and external monitoring findings.

d. Reprocess all claims with Contractor-caused errors at no cost, and reproduce corresponding reports and documentation to demonstrate corrective action. 
e. Ensure that State security policies are followed.

2.6.3
Operations Documentation

After accepting custody of the following documents during takeover, the Contractor is required update and maintain the documents throughout the contract period and any extensions.  Table II contains a list of each document by title.  Each document is classified as either “new” or “revise”.  

A “new” classification indicates that the Contractor shall create an entirely new version of the document.  A “revise” classification indicates that the Contractor shall revise the current existing document. 

TABLE II

DOCUMENT CLASSIFICATION

	DOCUMENT TITLE
	CLASSIFICATION

	VERMONTAIM™ mmis system documentATION
	REVISE

	USER MANUALS for AIM™ SCREENS for EACH SYSTEM

· CLAIMS

· PROVIDER

· RECIPIENT

· FINANCIAL

· REFERENCE

· LONG-TERM CARE

· DRUG REBATE

· MARS

· ADHOC (EVAH) 
	NEW

	SOFTWARE DEVELOPMENT DOCUMENTATION
	NEW

	SYSTEMS TEST DOCUMENT
	NEW

	oPeratiNG procedures manual
	NEW

	PROVIDER MANUAL


	REVISE

	state personnel education plan
	NEW

	BUSINESS CONTINUITY and DISASTER RECOVERY PLAN
	REVISE


All documentation must be written in the Microsoft Word version that is comparable with the State environment.

The use of the word “update” throughout the documentation section refers to the implementation of an enhancement. 

2.6.3.1              VermontAIM™ MMIS System Documentation
2.6.3.1.1
Contractor Responsibilities
The Contractor must update and maintain two complete hardcopy sets of the VermontAIM™ MMIS System Documentation, one for the State and one for the Contractor throughout the contract period.  General system and AIM™ subsystem documentation standards include:

· The nomenclature and descriptions must be consistent.

· Written to be understandable by non-technical users whenever possible.

· Adherence to the systems development life cycle or other commonly recognized systems development approach with structured:
· Analysis

· Design

· Prototype Testing

· Programming

· Acceptance Testing

· Implementation

· Standard naming conventions

· Software development protocols and standards

· State-specific documentation standards

· Database documentation (e.g., data dictionary)


At a minimum, the VermontAIM™ MMIS System Documentation must include:

a. General system narrative with system and data flow and operation environment descriptions.  All AIM™ subsystems must be referenced.

b. Documentation for each AIM™ subsystem with:

· Comprehensive description and process specifications, functions and features (e.g., code, integrated Custom off the Shelf (COTS), data flow, tables).

· Identification name and number.

· A flow diagram and lists identifying all files, input and output with cross-reference to program identification.

· Job streams within each AIM™ subsystem identifying programs, frequency(ies), input and output, control, job stream flow, job control language (JCL), operating procedures, and error and recovery procedures.

· Edit and audit listing as applied to each input item, calculated data elements or combinations of data elements, detailed criteria for each edit and audit, and corresponding error and display messages.

· Inputs with ID, descriptions, media type, frequency and samples including form, screen, data and other standard inputs.

· Outputs with ID, descriptions, media type, frequency and samples including report, screen and other standard outputs.

· Internal and external interfaces with file layouts, media type and frequency.

· Program documentation with frequently-called programs

· Database and non-database files

· Cross-reference to State Medicaid Manual
· Glossary

· Screen/Report Index

· File descriptions and record layouts with reference to data element numbers, for all files including intermediate and work files.

· Standard report distribution listing with report number, name, number of copies, frequency, media, distribution destination by position and location.

· Value tables with code value listing and descriptions.

· Cross-reference

· Data element to table cross-reference

· Table to program cross-reference

· Non-database file to program cross-reference

g. A data element dictionary with the data element:
· Name

· Number order

· Unique number

· Standard name

· Description

· Input/output matrix

· Table of values

· Source

· Primary use

2.6.3.2    
User Manuals for AIM™ Screenstc \l5 "3.3.3.4.2    User Documentation
2.6.3.2.1
Contractor Responsibilities

The Contractor must update, maintain and distribute comprehensive user manuals FOR EACH AIM™ SUBSYSTEM or major module.  The primary audience for user manuals is State personnel.  At a minimum, each user manual must:

a. Be written to be understandable by non-technical users.

b. Establish a base upon which user education sessions and materials are built.

c. Include detailed instructions for:

· Source file maintenance with code value descriptions and data element numbers for reference to the data element dictionary.

· Performing online updates.

· AIM™ subsystem functions by the actual activity flow.

· Report field definitions with an explanation for calculations.

d. Contain visuals of:

· Screens with sample data, and input forms identified by name and number.

e. Include:

· Procedures for screen updates.

· Error message descriptions for all fields including edits with recommended resolution procedures.

f. Use consistent language and code definitions. 

g. Detail AIM™ subsystem standard report production, including:tc \l4 "3.3.3.6
Report Production
· Instructions for interpretation and an explanation of their utility. 

· Content descriptions, schedule, format, recipient listing and distribution channel.

2.6.3.3
Systems Test Document
2.6.3.3.1

Contractor Responsibilities
The Contractor must update and maintain two complete hardcopy sets of the Systems Test Document, one for the State and one for the Contractor throughout the contract period.  At a minimum, the Systems Test Document must include:

a. Testing protocol including acceptance process and expected outcome.

b. Detailed test plans including expected outcomes of test transactions.

c. Copies of all test data.

d. All test results, including screen prints and reports.

e. Corrective Action Plans.

f. Retest documents and corrective action measures taken.

g. Certification that the MMIS has been thoroughly tested, found to be complete, and ready for user acceptance testing.

h. Updates in conjunction with Integrated Test Facility Contractor Responsibilities.

2.6.3.4 
Operating Procedures Manual

2.6.3.4.1
Contractor Responsibilities

The Contractor must update and maintain two complete hardcopy sets of an up-to-date Operating Procedures Manual, one for the State and one for itself throughout the contract period.  At a minimum, the Operating Procedures Manual must:

a. Define the practical working relationship between the Contractor and the State to accomplish operations (automated and manual) and fiscal agent services.

b. Describe processes and procedures for effective and efficient operations.

c. Identify positions, corresponding responsibilities and accountability with telephone and email contact information.

d. Dispute resolution.

2.6.3.5
Provider Manual
2.6.3.5.1
State Responsibilities


The State will review and approve all revisions to the Provider Manual and its supplements prior to publication and distribution by the Contractor.

2.6.3.5.2
Contractor Responsibilities


The Contractor must update, maintain and distribute Provider Manuals and its supplements to providers.  Providers use the Provider Manual and its supplements to better understand the requirements of the Medicaid program and to assist in completing claims correctly prior to submission for adjudication.  Provider Manuals must be available in both hardcopy and online versions.  The online version will have a web-based interface and search capability.  


The State in consultation with the Contractor will determine if more or fewer supplements are required, and conditions and billing requirements change.  The State shall approve all content.


At a minimum, the Provider Manual must:

a. Describe:

· General policy and program information.

· The State’s primary care case management program.

· Eligibility verification processes.

· Claim disposition information.

Provider-specific supplements must:

b. Describe:

· Covered services.

· Payment and billing information.

· Provider enrollment and re-certification processes.

2.6.3.6
State Personnel Education Plan

2.6.3.6.1
State Responsibilities

a. Determine who among staff requires in-service education and/or skill updates. 

b. Review the State Personnel Education Plan.

2.6.3.6.2
Contractor Responsibilities



The Contractor must update and maintain two complete hardcopy sets of the State Personnel Education Plan, one for the State and one for the Contractor throughout the contract period.  


At a minimum, staff education must:

a. Identify:

· Activities leading up to, and including, educating State personnel, at all levels, in the proper use and understanding of the MMIS, and associated operating and business procedures.

· Schedules.

· Location and facilities (e.g., use of screens).

b. Describe:

· Educational materials and methods.

· Plans for remedial and ongoing education.

· A methodology to ensure continued education during operations for new personnel or personnel changing positions (e.g., use of videotapes).

· Processes and tools (e.g., email) by which the Contractor will inform system users of system changes and operating procedures, and the corresponding impact for affected personnel.

c. Include at a minimum:

· Claims 101

· AIM™ screens permissions and security

· Business Objects and EVAH

· Provider enrollment procedures

· HIPAA-specific procedures

2.6.3.7

Business Continuity and Disaster Recovery Plan

The Contractor must update and maintain two complete hardcopy sets of the Business Continuity and Disaster Recovery Plan, one for the State and one for the Contractor throughout the contract period.  The specifications for the Business Continuity and Disaster Recovery Plan are detailed in RFP section 2.6.18. 

2.6.3.7.1

State Responsibilities



Provide input to the Contractor, including State rule if applicable.

2.6.3.7.2

Contractor Responsibilities

Develop the Business Continuity and Disaster Recovery Plan with input from the State.

2.6.3.8

Standard Report Production
2.6.3.8.1
Contractor Responsibilities

a. Distribute all reports to the State according to each content description, schedule, format, recipient listing and distribution channel.

b. Reference MARS and EVAH sections.

c. Be responsive and accommodating to State reporting requirements that change over time.

2.6.4
Milestones

State approval of each Deliverable.

2.6.5
Deliverables

Updated:

a. VermontAIM™ MMIS System Documentation 

b. User Manual

c. Operating Procedures Manual

d. Provider Manual

e. State Personnel Education Plan

f. Business Continuity and Disaster Recovery Plan

2.6.6
Turnover

Turnover of the MMIS is an integral part of the MMIS contract.  The Contractor shall provide assistance in turning over the MMIS to a new contractor.  This section describes the facets of turnover planning and activities that are to occur at least six calendar months prior to the conclusion of the MMIS contract, or immediately upon notification from the State.  All assistance, including the cost of hardware, software, and staffing will be borne by the Contractor as part of the annual fixed operations price.

Turnover must be smooth, timely, and without adverse impact on providers, beneficiaries and users.

a. Turnover Plan

The Contractor must prepare a Turnover Plan to be all inclusive of its turnover:

· Approach

· Staffing

· Tasks

· Schedule

· Production program and documentation update procedures during the turnover period

· Code, hardware, software, licenses

b. Statement of Resources

As requested by the State or its designated agent, the Contractor must furnish a Statement of Resources based on the Contractor’s actual experience and resources with a detailed and comprehensive organizational chart depicting the Contractor’s entire operation. 

At a minimum, the statement must identify all staff by type of activity, number, and salary, and include all facilities and any other resources required to operate the MMIS and perform fiscal agent services, including:

· Staff

System Staff

· Computer Operators

· Systems and Business Analysts

· Systems Programmers and Engineers

· Data Entry and Claims Processing Staff

· Network Staff

Provider Services Staff

· Field Representatives

· Call Center Staff

· Enrollment Staff

Administrative Staff

· Managers

· Clerks and Office Support

· Mailroom

· Facility/Resources:

· Hardware

· System Software (Proprietary and Operational)

· Telecommunications

· Facility Security System

· Office Space

· Other Equipment

2.6.6.1
State Responsibilities
a. Review, provide written approval to proceed, or request revisions of, Contractor’s Deliverables.

b. Coordinate:

· Availability for State, designated agent, and other contractor personnel for training.

· The transfer of MMIS hardware, software, data and files.

c. Obtain post-Turnover support from the Contractor in the event of software malfunction.

d. Monitor Contractor Responsibilities, Milestones and Deliverables.

2.6.6.2
Contractor Responsibilities

a. Prepare the Turnover Plan at least six calendar months prior to the conclusion of the MMIS contract, or within five calendar days upon notification from the State.  The Turnover Plan shall be based on all facets of turnover occurring within 90 calendar days.

b. Provide assistance in turning over the MMIS to the State and/or its designated agent.  

c. Ensure that:

· All turnover costs, including the cost of hardware, software, and staffing, are borne by the Contractor as part of the annual fixed operations price.

· The MMIS is error-free to the extent acceptable to the State when turned over to the State or its designated agent.

· Turnover is smooth, timely, and without adverse impact on providers, beneficiaries and users.

d. Prepare the Statement of Resources.
e. Produce Deliverables. 
f. As requested by the State or its designated agent:

· Transfer all up-to-date source code, customized COTS and other applications, including, but not limited to:

· All necessary data and reference files on electronic media

· All production computer programs on electronic media

· Job Control Language (JCL) on electronic media

· Data entry software

· All other documentation, including, but not limited to, user, provider, and operation manuals needed to operate and maintain the system

· Procedures for updating computer programs, JCL, and other documentation

· Begin training State personnel or designated new contractor staff in the operation of the MMIS.  Such training must be completed at least two months prior to the end of the contract or any extension thereof.  Training includes, but is not limited to:

· Claims processing data entry

· Computer operations, including cycle monitoring procedures

· Controls and balancing procedures

· Exception claims processing

· Other manual procedures

· Arrange for hardware and software removal or the transfer equipment and software leases, licenses and maintenance agreements to the State.

· Provide a Turnover Results Report that documents completion and results of each step of the Turnover Plan.

g. Provide post-turnover services, including at no charge, the services of an on-site Systems Engineer, who has worked on the Vermont MMIS at least one year, to work on-site for 90 workdays following contract termination.  The proposed Systems Engineer must be approved by the State.  The State will provide workspace and assign work to be done on a full-time basis to support post-turnover activity.

At the State’s discretion, and within 90 workdays following contract termination, the Contractor shall correct at no charge, any malfunctions which existed in the MMIS prior to turnover or which were caused by lack of support at turnover.

2.6.6.3
Milestones
a. State approval of each Deliverable.

b. State request for turnover services.

c. Completion of turnover training.

d. Completion of turnover.

2.6.6.4
Deliverables
a. Turnover Plan

b. Statement of Resources

c. MMIS software, files, and operations documentation

d. Turnover Results Report

e. Operational infrastructure

f. Web-portal, translator, and translator software

g. Subcontracts

2.6.7
Certification and Re-certificationtc \l4 "3.3.3.1
System Certification and Recertification
2.6.7.1

Contractor Responsibilities

a. Ensure that the MMIS meets all current Federal certification and re-certification requirements throughout the contract period for the State to receive the maximum allowable Federal Financial Participation (FFP).

b. Conduct takeover, operations, enhancements and modifications, and associated fiscal agent services in accordance with Federal and State laws and regulations.

c. Immediately notify the State of any area identified by the Contractor, for which Federal certification or re-certification requirements may not be met, or any reason for which maximum FFP would not be granted. 

2.6.7.2

Failure to Meet Contractor Responsibilities

Should de-certification of the MMIS occur as a result of the Contractor’s actions or inactions for any period prior to contract expiration, termination or extension thereof, and if as a result of de-certification the State fails to receive the maximum allowable FFP, the Contractor shall be liable to the State for the difference between the maximum allowable FFP and the amount of FFP actually received by the State, and costs associated therewith, until such time as the MMIS is certified.  

2.6.8
Medicaid Laws and Regulations

2.6.8.1
Contractor Responsibilities

a. Maintain, on a current and ongoing basis, a comprehensive knowledge of applicable Federal and State laws and regulations, and the Vermont State Medicaid Plan.

b. Ensure that the MMIS is sufficiently flexible to respond to changes in Federal or State laws, regulations or priorities.

c. Correctly process and adjudicate all submitted claims, and drug transactions according to Federal and State laws and regulations, including the Vermont State Medicaid Plan.

d. Obtain and retain at least one copy of the most current Federal and State laws, regulations, policies and manuals pertaining to Medicaid that are applicable to the Contractor’s performance under this contract, and the Vermont State Medicaid Plan.

e. Request the State’s interpretation of any laws, regulations and/or policies, as needed. 

f. Subscribe to the Federal Register, the Commerce Clearing House and other appropriate publications to keep abreast of any Federal changes that may be affect the MMIS and Vermont’s Medicaid program.  

g. Be a proactive resource for the State in management, design and evaluation of the MMIS and the Medicaid program.

2.6.9

HIPAA Translator Services

To achieve full HIPAA compliance, Vermont will continue to utilize the services of a translator in conjunction with Connecticut, New Hampshire, and Rhode Island.  Vermont will convert state procedure codes to the national standard code set.

EDS provides the current arrangement for translator services (i.e., telecommunications, development and operations).  The translator was purchased by EDS Corporate and deployed in the State of Connecticut’s data center facilities. 

a. Connecticut was chosen as the translator placement site because of:

· Close proximity to telecommunication resources

· Claim volume being higher than the other participating States (i.e., Rhode Island, New Hampshire and Vermont)

· Compatible and supportive infrastructure

b. Sybase translator hardware and software specifics are as follows:

· Sun E40 Server (production)

· Sun Storage Arrays

· Sun Ultra 60 Workstation (model office)

· Sun Solaris Operating System

· Computer Associates Unicenter

· IBM MQ Series Message Queuing Software

· IBM DB2 Database

c. Telecommunications specifics include:

· Frame Relay Circuits between the states

· One ISDN Dial Back-up Port in Vermont

· Maintenance of all Cisco routers including switching upgrades as needed
2.6.9.1
State Responsibilities

a. Coordinate the conversion of local codes to HIPAA-compliant codes and modifiers.

b. Maintain its role in the four-state initiative. 

2.6.9.2
Contractor Responsibilities 

a. Provide ongoing Translator interfaces without disruption.

b. Fulfill programming, analytical and planning roles equal to the one currently held by the EDS Vermont account, including systems development and maintenance.

c. Provide:

· Staff knowledgeable in translator operations for ongoing operations and maintenance (i.e., System Administrators to maintain the platform; Systems Engineers to maintain the interfaces and application; and Operations staff to monitor the system and process system backups) to work on regional translator team.

· The State with perpetual functionality through translator access and services through the duration of the contract with an annual service increase no greater than 10%.

The Contractor understands that the State retains the right of perpetual access to the translator, and ongoing translator telecommunications and maintenance services throughout the length of the contract.   

Due to the unique nature of the multi-state arrangement, bidders must accept a set price for translator services through the length of the contract.  This price is fixed and already included in the Total Price Proposal Worksheet.   

2.6.10
Privacy, Security and Confidentiality 

2.6.10.1

State Responsibilities

Provide:

· Appropriate statute, rule or appropriate guidelines for privacy, security and confidentiality.

· Input into the Business Continuity and Disaster Recovery Plan.

2.6.10.2
Contractor Responsibilities

a. Ensure that the MMIS:

· Operates according to all Federal and State privacy, security and confidentiality regulations, including all applicable and duly promulgated provisions of the HIPAA.

· Facilitates auditing of individual claims, and provides adequate audit trails, including audit trails for conversion programs.  Where override codes are permitted, the use of such codes must be reported.  Changes to prices, provider and recipient data, and the use of override codes must be highly controlled, and produce appropriate audit trails and reports.

b. Provide:

· Physical site and data security sufficient to safeguard the operation and integrity of the MMIS. 

· Business Continuity and Disaster Recovery Plan procedure and documentation updates.
c. Maintain a security protocol that only allows authorized inquiry, access and update capabilities to designated personnel.  Security must be imposed at various levels as deemed necessary by PATH (e.g., operator, screen or data element).  The State must approve and designate personnel access to MMIS data.

d. Produce audit trail reports for all batch and online update transactions.  Online audit trail reports include user ID, date, time, and before and after images of the record or field updated.

2.6.11
Statement on Auditing Standards 70 Report

A Statement on Auditing Standards (SAS) 70 Report provides guidance on two types of reports: 

· Level I - Reports on Policies and Procedures Placed in Operation
A service auditor's report on a service organization's description of the policies and procedures that may be relevant to a user organization's internal control structure, whether such policies and procedures had been placed in operation as of a specific date, and whether they are suitable to achieve specified control objectives.  Such reports may be useful in providing a user auditor with understanding of the policies and procedures necessary to plan the audit and to design effective tests of controls and substantive tests at the user organization, but are not intended to provide the user auditor with a basis for reducing assessments of control risk below the maximum. 

A Level I audit has been completed.  The State expects to proceed with a Level II audit.

· Level II - Reports on Policies and Procedures Placed in Operation and Tests of Operating Effectiveness

In addition to the items described in the Level I report, the Level II report states whether the internal control structure policies and procedures that were tested were operating with sufficient effectiveness to provide reasonable, but not absolute, assurance that the related control objectives were achieved during the period specified.  As with the first report, the second report may be useful in providing the user auditor with an understanding of the policies and procedures necessary to plan the audit.  More importantly, it may also provide a basis for reducing the assessment of control risk at the user organization below the maximum.
SAS provides guidance on the factors an independent auditor should consider when auditing the financial statements of an entity that uses a service organization to process certain transactions.

The third party auditor should consider the effect of the Contractor on the internal control of the State and the availability of evidence to:

· Obtain the necessary understanding of the Contractor’s internal control in order to plan an audit.

· Assess control risk at the Contractor’s site.

· Perform substantive tests.

2.6.11.1

State Responsibilities

a. Provide overall guidance.

b. Prioritize audit requirements in conjunction with the Contractor.

c. Review audit results and provide feedback to the Contractor.

2.6.11.2

Contractor Responsibilities

a. Provide the State with an audit of claims payment process controls, conducted by a third party, annually.

b. Prioritize audit requirements and provide the State with a cafeteria-style menu of audit choices with associated costs.

c. Facilitate the SAS 70 and audit services systematically with a long-term plan.

d. Provide audit expertise, guidance and services according to Federal and State requirements.

e. Provide audit findings to the State.

f. Comply with audit findings as directed by the State.

2.6.12
Accounting Requirementstc \l4 "3.3.8.3
Accounting Requirements
2.6.12.1

Contractor Responsibilities
a. Maintain books, records, documents, and other evidence pertaining to the revenue, costs and expenses of the contract in such detail as to properly reflect all revenues, all costs (direct and apportioned), and other expenses of whatever nature is relative to performance of contractual duties.  The accounting system must maintain comprehensive financial records, and correspondence between the parties of this contract.  Further, accounting records specific to this contract shall be maintained separate and apart from other corporate accounting records.

b. Adhere to accounting procedures and practices that:

· Conform to generally acceptable accounting principles.

· Meet Federal and State regulations, policy, and procedures in a format that is acceptable to Federal and State entities.

· Reflect financials in a manner readily ascertainable by non-financial personnel.

· Prepare a:

· Monthly reconciliation of billed charges to expenses incurred.

· Cost Allocation Plan to document and update costs beginning the first day of operations.

c. Maintain, document, and submit takeover, operations, and enhancement and modification cost data according to Federal and State regulations, including the State Medicaid Manual.  Documentation shall support and differentiate between contract takeover, operations, enhancement and modification costs for MMIS and non-MMIS with applicable FFP matching rates.

d. Specify the allow-ability of direct and indirect costs according to Federal regulations for work to be performed on an hourly reimbursement rate or cost reimbursement basis.

e. Report all suspected provider fraud and abuse to the State.

f. Be responsive and accommodating to State accounting requirements.

2.6.13

Records Retention

2.6.13.1

Contractor Responsibilities

Accounting procedures, policies, records and related documents (e.g., 1099s) must be:

a. Retained during the contract period, and for six years thereafter, unless the State specifies in writing a shorter period of time.  Records and supporting documentation under audit or involved in litigation must be kept for one year following the conclusion of the litigation or audit if the litigation or audit has not terminated within the six-year post contract period.  The provisions of this section must be incorporated into any subcontract of $100,000.00 or more.
These records must include all financial and programmatic records, supporting documents, statistics, and other recipient records for a period of three years from the last date of decision, in accordance with 45 CFR 74.164.

b. Accessible to Federal and State representatives for review, inspection, evaluation, audit, and reproduction at reasonable times during the contract period, and for six years following the end of the Federal Fiscal Year (FFY) during which the contract is terminated or State and Federal audits have been completed, whichever is later, unless the Department of PATH specifies in writing a shorter period of time.  During the contract period, access to these items must be provided at the Contractor's Vermont location.  During the six-year post-contract period, delivery of and access to the listed items must be at no cost to Department of PATH.

c. Available to the State within 10 workdays of receiving a written request for specified records.  If such original documentation is not made available as requested, the Contractor agrees to provide transportation, lodging, and subsistence at no cost, for Federal and/or State representatives to carry out their audit function at the principal offices of the Contractor or other locations of such records.

d. Turned over to the State or its designated agent at the conclusion of this contract, including, but not limited to:

· All original adjudicated paper claims received (must be retained for a minimum of 180 calendar days, then transferred to microfilm or CD and retained as specified above).

· All electronic media claims and related records received.

· All claims and drug transactions processes.

· All other pertinent books, documents, papers and records involving transactions related to the contract.

· All original canceled checks and EFT documentation must be retained within the State of Vermont as specified above, from the date of issuance.

· Databases built and programmatic documents.

· Adjudication decisions made by the MMIS.

e. Be responsive and accommodating to State record retention requirements.

2.6.14
Contractor Staff Requirements

2.6.14.1
State Responsibilities

a. Approve or disapprove in advance, in writing:

· Contractor's or subcontractor's staff assigned to this contract.

· Staff changes, including permanent or temporary changes to or deletions from Contractor’s management, and key staff.

· Diversion of management and key staff to other Contractor duties, internal and external to the Vermont account.

· Job descriptions.

· The Contractor’s definition of the positions that qualify as “key staff”.

· Contractor’s organizational structure or re-structuring as determined by business needs.

b. Require the removal or reassignment of any Contractor or subcontractor staff.

c. Request revision to the Contractor’s salary structure to maintain well-trained staff if the Contractor experiences excessive turnover.

2.6.14.2
Contractor Responsibilities

a. Comply with staffing commitments made in Contractor's proposal, or in a subsequent State-approved staffing plan.

b. Warrant that all staff assigned to the performance of this contract are:

· Employees of the Contractor (or specified subcontractor).

· Fully qualified to perform the work required herein.  

The provisions of section 2.6.14.2(b) must be incorporated into any subcontract.
c. Provide the State with a resumé of any of its staff or subcontractor's staff assigned to or proposed-to-be-assigned to this contract, upon request. 

d. Fill vacant positions with staff of equal ability and qualifications within 30 calendar days of initial vacancy.

e. Confirm all management and key staff commitments to this contract for the entire contract term unless the State exercises its option to have a staff person removed.  
f. Notify the State immediately upon notification that a management or key staff positions may be vacant. 
g. Obtain prior written approval from the State for:
· Staff assigned to this contract.

· Staff changes, including permanent or temporary changes to or deletions from Contractor’s management, and key staff if the change is within the Contractor’s control.

· Diversion of management and key staff to other Contractor duties, either internal or external to the Vermont account.

· Job descriptions.

· Definition of positions that qualify as “key staff”.

· Organizational structure or re-structuring as determined by business needs.

h. Maintain a staffing structure, of sufficient background, expertise, training, size, scope, and authority to perform Contractor Responsibilities to the satisfaction of the State.
i. Retain Existing Staff:

The following positions are mandatory throughout the length of the contract and any contract extensions.  The EDS staff currently employed in these positions with existing job descriptions shall be retained by the new Contractor.  The salary and benefit costs associated with these positions are fixed throughout the contract term and already accounted for in the Total Price Proposal Worksheet.  
· School-based Health Program Field Representative – 4 FTEs (as utilized)

· School-based Health Program Lead – 1 FTE (as utilized)

· OVHA/TPL Cash Coordinator – 1 FTE

· Physical Therapist – 1 FTE

· Self-Managed Nursing Coordinator – .5 FTE

The OVHA/TPL Cash Coordinator and Physical Therapist are located at the State of Vermont Office Complex in Waterbury and do not require equipment under this RFP.  However, the School-based Health Program Field Representatives and Lead will require workspace and all necessary equipment.

2.6.15
System Reliability

The MMIS must be protected against hardware failure, software malfunction, and human error.  The MMIS includes appropriate checkpoint/restart capability and other features to ensure reliability and recovery, including telecommunications reliability.
For purposes of this RFP, “disaster” means an occurrence(s) of any kind that adversely affects, in whole or in part, the error-free and continuous operation of the MMIS, and/or affects the performance, functionality, efficiency, accessibility, reliability, and security of the system.  Disaster events may include natural disasters, human error, computer virus, sabotage, terrorism or a malfunctioning of the hardware or electrical supply.  

2.6.15.1
State Responsibilities

a. Review, request revisions to, and approve Contractor’s: 

· Business Continuity and Disaster Recovery Plan.
· Proposed off-site procedures, locations, and protocols.

2.6.15.2
Contractor Responsibilities

The Contractor shall maintain and update two complete hardcopy sets of the Business Continuity and Disaster Recovery Plan throughout the contract period, one for the State and one for the Contractor.  The Business Continuity and Disaster Recovery Plan shall be continuously updated from the preliminary version as described in RFP section 2.6.3.8 to remain current, and shall include details pertinent to the following Contractor Responsibilities.

a. Establish and maintain:

· Complete daily backups that are adequate and securely stored in an approved off-site location, for all software and operating programs; data, files, and system, operations, and user documentation (in electronic and hardcopy).

· A complete weekly backup that is adequate and securely stored in an approved off-site location, for all software and operating programs; data, files, and system, operations, and user documentation (in electronic and hardcopy). 

· Complete backups that support the restoration and recovery of lost or corrupted data or software within two calendar days.

b. Maintain or otherwise arrange for an alternative site for use in the event of a catastrophic or other serious disaster event.  This site must provide for complete restoration of normal operations, as well as other system and services deemed necessary by the State

c. Specify the respective time frames deemed reasonably necessary for complete recovery.  The recovery period shall not exceed two calendar days for critical functions (i.e., claims processing and paying providers).  The recovery period for all MMIS functions shall not exceed 30 calendar days.

d. Implement all steps necessary to fully recover the data and/or system from the effects of a disaster and to reasonably minimize the recovery period.

e. Demonstrate:

· Full disaster recovery capability no less than every two calendar years at which time full documentation of system testing and functioning must be provided to the State.

· Readiness and obtain State approval prior to returning to primary telecommunications network.

f. Provide:

· Network telecommunications with backup capability.

· The State with the capability of performing unscheduled testing of backup telecommunications.

g. Convert to backup telecommunications if the primary telecommunications becomes unavailable.

If the MMIS becomes unavailable during the contract period, the State may require the Contractor to convert to the backup site.  In this event, the Contractor will not be allowed to return to the original site without State approval.  State approval will depend upon the Contractor's ability to demonstrate that the original site is again fully operational and that all terminals are available.

2.6.16
Customer Service Requests


State or Contractor-initiated requests to develop, modify, or upgrade applications software, code, screens, business processes or production interfaces are called Customer Service Requests (CSRs).  

Corrections and fixes to the system function and processes due to system errors, malfunctions or deviation from design documentation are called Production Logs (PLogs).  The Contractor shall track PLogs but costs associated with Plogs shall be borne by the Contractor.
2.6.16.1
State Responsibilities 

. 

a. Initiate, review, approve or deny all Customer Service Requests (CSR).

b. Identify proposed system and process enhancements as CSRs or Plogs.

c. Review, request revisions to, and approve Contractor’s:

· CSR tracking method and format.

· Progress Report.

· Summary Report.

. 

d. Attend CSR meetings to review progress, ensure system integrity, and quantify the effect of changes on the MMIS.

e. Include a “target date” for completion with each CSR submitted to the Contractor.
f. Initiate the Advance Planning Document (APD) for major initiatives that require significant additional resources and require prior-approval. 
2.6.16.2
Contractor Responsibilities
a. Provide the State with 5,000 CSR hours per year.

b. Identify proposed system and process enhancements as CSRs or Plogs.

c. Propose system and process enhancements when it is determined to increase efficiency and/or streamline operations.

d. Track and report progress on CSRs to the State with:

· Weekly Progress Reports as to the current status of system changes.

· Monthly Summary Report with lists of all completed and outstanding CSRs with estimated personnel hours to complete them, by status and priority.

e. Retain each CSR for documentation and analytical purposes.

f. Be responsive to all CSRs from the State.  

g. Acknowledge all State-initiated CSRs by providing a written response within 10 workdays of receipt of the CSR, with a clear and complete:

· Understanding of the CSR.

· Assessment of any perceived problems that may impact operations.

.

· Constraints and assumptions.

· Proposed:

· Solutions for any perceived problems.

· Approach to implement the solution.

· Schedule for completion.

· Estimated effort detailed as appropriate by:

· Labor in hours 

· Equipment  

· General and administrative support in hours 

· Ongoing support requirements 

· Provider and/or user training 

· Documentation

· Contract costs per contract year 

h. Complete CSRs by the State’s “target date”.  If the CSR cannot be completed by the “target date,” the Contractor must submit a revised completion date to the State, and seek State approval of that date. 

2.6.17
MMIS Access Requirements

Table III depicts the areas accessed by users with primary user type, access mechanisms and related specifics. 

TABLE III

MMIS ACCESS AREAS

	ACCESS AREA
	primary user type
	access mechanism

	AIM™ SCREENS
	DIRECT (e.g., State personnel)

REMOTE (e.g., Delmarva)
	ONLINE

	QUERY - EVAH
	
	ONLINE

	ELIGIBILITY - REVS
	PROVIDERS
	ONLINE/PHONE

	STANDARD REPORTS - ONDEMAND
	
	ONLINE


2.6.17.1

State Responsibilities

a. Prepare, maintain and update department policy on user access.

b. Design and maintain system access parameters for the four access channels.

c. Establish a central point of contact to coordinate with the Contractor’s central point of contact for MMIS access requests. 

2.6.17.2

Contractor Responsibilities

a. Provide and maintain:

· All telecommunications circuits between the Department of PATH Central Office in Waterbury, VT and the Contractor's facility.

· Direct connect and/or dial-up capacity.

· Eligibility verification with automated voice response, seven-days-per-week, 24-hours-per-day, excluding State-approved downtime.  RFP section 2.7.1.A contains additional description of REVS.

· Remote user access to voice mail and e-mail.

b. Ensure that the appropriate levels of security and access are established to prevent unauthorized access, and/or inappropriate use and updating.

c. Prepare data transfer to EVAH (e.g., report data, file extract data, billing information) for users for statistical data manipulation.  

d. Provide online:

· Inquiry and update access to files through dial-up or other telecommunications links for other State entities (e.g., contractors) performing MMIS-related responsibilities.

· Security and access measures (e.g., user names, passwords) that ensure appropriate levels of online update and inquiry are granted to users based on each individual’s work requirements. 

· Hardware, software and communications support for:

· Online access including line charges for Department of PATH LAN.

· Interfaces with the Department of PATH LAN and PCs.

· Direct user access seven-days-per-week, 24-hours-per-day.

· Remote user access from 6:00 a.m. to 6:00 p.m., local time, Monday through Friday, and additional access with one workday’s notice.

· Access to designated State personnel within five workdays of the request. 

· For users to access new fields as authorized by the Department of PATH.

e. Establish a central point of contact to coordinate with the State’s central point of contact for MMIS access requests. 

f. Maintain:

· State-of-the-art and user-friendly, access, inquiry, and update capabilities that allow authorized Department of PATH personnel to access MMIS files for reporting, based on user needs.

· Agreements and contracts for maintenance for each access mechanism. 

2.6.17.3
Failure to Meet Contractor Responsibilities

The State may assess liquidated damages in the amount of $10,000.00 for each security breach and/or incident of unauthorized access to the MMIS. 

2.6.18
Electronic Claims Submission (ECS)

2.6.18.1

State Responsibilities 

a. Review and approve:

· Provider Electronic Claim Submission (ECS) agreement content. 

· ECS protocol, guidelines and technical specifics.

· Incentive plans to facilitate providers’ ECS participation.

2.6.18.2
Contractor Responsibilitiestc \l5 "3.3.4.5.2
Contractor Responsibilities
a. Provide:

· ECS (i.e., data entry and transmission) software for use by all providers to submit claims electronically.  

· Technical assistance to respond to providers who utilize ECS and are experiencing use and/or transmission problems. 

· A HIPAA compliant ECS protocol.

· Software and hardware to monitor transmission and output data at Contractor’s Vermont facility.

b. Accept claims from providers via:

· Telecommunication devices

· Direct computer exchange

· Tape

· Clearinghouse organizations

· Diskettes

· Other media

c. Ensure that technical assistance is provided for designing the interface requirements of the provider's computer software to meet current or revised billing requirements

d. Provide ECS software to providers that:

· Is “user friendly”

· Requires little user training

· Allows for as much editing as feasible before transmission

e. Include all appropriate ECS information in the Provider Manual.

f. Distribute ECS software updates to providers within seven workdays of system change implementation.

g. Create incentives to increase provider participation in claims submission via ECS.

h. Maintain:

· The capability for providers to accept Remittance Advices (RAs) via HIPAA-compliant EDI.

· ECS logs of all transmissions (e.g., successful, failed).

· All current EDI standards.

· The capacity to transmit Remittance Advices as part of a HIPAA-compliant claim transaction.

i. Update ECS software, hardware and processes to remain current with technology and provider needs.

j. Designate an appropriate signer for provider agreements; the Contractor is authorized to sign provider agreements.

2.6.19
System and Acceptance Testing

The Integrated Test Facility (ITF) is the current model office environment where MMIS changes are tested prior to production.  The model office environment encompasses all AIM™ subsystems, and serves as a monitoring tool to evaluate processing accuracy, without disruption of actual processing or data/file corruption.

2.6.19.1
State Responsibilities

Ensure that the Contractor uses an ITF-type model office environment to perform system and acceptance testing.

2.6.19.2
Contractor Responsibilities
a. Ensure that the ITF-type model office environment has the capability to:

· Simulate the actual production environment.

· Allow for unique identification, and processing of test provider and beneficiary data, and claim processing files.

· Mirror actual production except for the change being tested.

· Process test data/files separate from routine processing. 

· Separate and identify test data/files output from routine processing output. 

· Test data/files in various formats (e.g., paper, online, electronically).

b. Operate, maintain and support efficient, effective and comprehensive online system and acceptance testing functions, files and data. 

c. Monitor actual operations against internal controls and test results.

d. Identify and report any edit discrepancies, including negative reports.
e. Correct deficiencies as identified through internal controls and test results.

f. When a new edit or audit is designed, process sample test claims, verify results for accuracy, and submit results to the Department of PATH. 

g. Retain test outputs separate from regular outputs for the duration of the contract period, and clearly label these outputs as “test outputs”.

h. Provide the State with online inquiry and update access to view results of the ITF.

i. Produce and review all control reports generated for each update and processing cycle.

j. Maintain staff dedicated to oversee, operate and review test output for quality assurance and data/file integrity.  

2.6.20

Timeliness of Processing

2.6.20.1

Contractor Responsibilities

The Contractor must:

a. Process:

· ECS claims within 24 hours of receipt.

· Paper claims with 30 calendar days of receipt.

b. Properly adjudicate 100% of all:

· Clean claims within 30 calendar days of receipt.

· Drug transactions within 30 calendar days of receipt.


· Provider-initiated requests for adjustment within 60 calendar days of receipt.


c. Meet timely filing criteria, including:

· Adjudication adjustments must be completed within 24 months from the date of service.

· Properly process received claims within six months from the date of service.

· May not process a claim that is older than 24 months from the date of service without an override authorization from the State. 

2.6.20.2
Failure to Meet Contractor Responsibilities

The Contractor may be liable to the provider(s) for interest on any amounts not paid in the time frames set forth.

2.6.21
Correctness of Payments

2.6.21.1
Contractor Responsibilities

a. Ensure that all payments made through the MMIS to enrolled providers are for approved services, and in accordance with Federal and State payment laws, regulations, procedures and guidelines.

b. Identify claims and drug transactions that have been incorrectly processed, and enact appropriate action to correct processing outcomes.

c. Provide the State with immediate verbal notification, and written notification within 24 hours of the discovery of:

· Overpayments, duplicate payments or incorrect payments, regardless of cause with recommended adjustment process to recoup overpayments or mistakes.  

· Any errors that result in potential provider overpayment or other incorrect payment, and recommend a Corrective Action Plan

2.6.22
Data Entry

2.6.22.1
Contractor Responsibilities

a. Key paper claims into the MMIS within a maximum of 15 calendar days from the Internal Control Number (ICN) date.

b. Maintain a maximum error rate of 3% on all keyed claims, computed weekly. 

c. When the error exceeds 3%, the Contractor must provide:

· Corrective action for reducing the error rate.

· Results from prior period's corrective action.

d. Provide standard monthly reports to the State depicting:

· Overall data entry error rate.

· Error rate by individual performing data entry.

2.6.23
Resolutions and Suspensetc \l4 "3.3.4.2
Resolutions
Resolution is the process of resolving claim error issues that arise during adjudication including, but not limited to:

· Edits

· Audits

· Attachments

· Medical errors

Suspense is the process of withholding action (pay or deny) on a claim until error or select review conditions (e.g., appropriate second surgery) are resolved.

2.6.23.1
Contractor Responsibilities

a. Resolve claims suspended for error correction or rejection within 30 calendar days of initial suspension.

b. Coordinate with the Department of PATH in resolving claims according to Federal and State laws, regulations and policies.  

c. Staff and coordinate with the Department of PATH an edits/audits workgroup whose function is an ongoing analysis of resolution, edit and audit issues.

d. Edits/audits must include, at a minimum, all edits/audits currently performed under edits/audits.

2.6.23.2
Failure to Meet Contractor Responsibilities

If at the end of the month, the total unadjudicated claims count for that month (resolution and data entry, excluding drug payment transactions) exceeds 40,000, due to fault or reasons attributable to the Contractor, not related to State program or policy changes, the Contractor agrees to pay the State a penalty for that month, computed as follows:

· A unit price will be calculated by dividing the “claims processing” price for the applicable year by the median claims-volume parameter for the same year.

· 60% of the unit price shall then be applied to each unadjudicated claim over 40,000 to arrive at the total Contractor penalty for the applicable month.

· The Contractor shall render payment to the State no later than 30 calendar days after the end of the month to which the penalty applies.

2.6.24 Financial Management

2.6.24.1
Contractor Responsibilities

The Contractor shall conduct specified financial management tasks that assure accurate transfer and reporting of State funds and shall participate with State personnel in an ongoing workgroup that reviews all financial reporting processes. Contractor’s financial management tasks shall include, at a minimum:

2.6.24.1.1
Bank Reconciliation

a. Obtain written approval from the State for any and all agreements between the Contractor and any bank involving Medicaid funds.

b. Maintain:

· Separate Vermont bank disbursement account to handle claims payments funds.

· Monthly general ledger and trial balance that reconciles to the bank statement.

c. Provide documentation that the disbursement account will be insured to the maximum amount held in the account on any given day.

d. Electronic funds request and supporting documentation to the Department of PATH for payment data.

e. Be responsive and accommodating to State bank reconciliation requirements.

2.6.24.1.2
Cash Managementtc \l4 "3.3.8.2
Cash Management
a. Successfully recover and credit the State with all misspent funds.

b. Establish, monitor, and manage ARs to recover funds owed by providers, and provide a monthly summary report of activity and collections, including earnings worksheets.

c. Be responsive and accommodating to State cash management requirements.

2.6.24.1.3 Expenditure Summarization

Prepare:

a. Expenditure summarization category (planned) data for the Statewide accounting system (VISION), as directed by the State. 

b. Other reports and/or files required by the Administrative Services Division of the Department of PATH.

2.6.24.1.4
HCFA-64 Reporting Data

Generate HCFA-64 data and worksheet, as directed by the State.

2.6.24.1.5
Fiscal Workgroup

2.6.24.1.5.1
State Responsibilities

Provide appropriate State personnel for the Fiscal Workgroup.

2.6.24.1.5.2
Contractor Responsibilities

a. Provide appropriate staff for the Fiscal Workgroup.

b. Meet regularly with designated State personnel for purpose of:

· Resolving Financial Subsystem and fiscal funds flow issues.

· Internal audit of reported expenditures data.
2.6.25
Mailroom Support

2.6.25.1
Contractor Responsibilities

a. Properly distinguish paper claims and attachments.

b. Pre-screen and sort paper claims.

c. Assign:

· An ICN to all paper claims; batch as appropriate.

· The appropriate attachment code to paper claims to ensure proper association with TPL edits during the claims payment process and reporting.

d. Refer questions concerning attachments to the Department of PATH or appropriate Contractor staff in order to properly handle paper claims.

e. Implement and operate a courier service to distribute mail in-house and between the Contractor’s Vermont facility and the Department of PATH in Waterbury, Vermont.

f. Prepare and control incoming and outgoing claims-related mail, paper claims, attachments and other correspondence are retrieved and delivered at/to any site designated by the State, in the most effective and efficient means available.

g. Retrieve and deliver mail between the Contractor’s location and the State once in the morning, and once in the afternoon each workday, and at the State’s request.

h. Maintain controls to ensure no mail, claims, tapes, diskettes, cash, or checks are misplaced after receipt.

2.6.26
Communication Tools

2.6.26.1
State Responsibilities
Review and approve the contractor’s selection, setup and connectivity system to meet telephone and e-mail requirements.

2.6.26.2
Contractor Responsibilities
a. Install and operate a telephone and e-mail system at the proposed Vermont facility by January 31, 2004 that allows for:

· Each staff person to have voice mail

· Each staff person to have an e-mail address

· Direct connectivity to each staff person 

· State staff at the Contractor’s site to send and receive e-mail and telephone calls.

b. Seek State approval for the system selection, setup and connectivity.

c. Make changes to telephone and e-mail set-up as necessary to meet business needs or modified State requirements.

2.7
AIM™ SUBSYSTEM OPERATIONS

AIM™ subsystem sections are presented to inform bidders of the most current composition of the MMIS at the time of takeover, and the associated responsibilities and business processes that are required of the Contractor to effectively operate the MMIS.

It is understood that AIM™ subsystem sections are to be performed by the Contractor in conjunction with the previously described operational sections.  The lists provided may not be exhaustive.  Where possible, AIM™ subsystems have been mapped to the new national MMIS definition (as shown in parenthesis) that Vermont has adopted.

AIM™ subsystems are described in terms of:

· Inputs

· Processing Functions

· Outputs

· Interfaces

· State Responsibilities

· Contractor Responsibilities


For all subsystems, the Contractor must:

a. Ensure that the minimum data set prescribed by the State Medicaid Manual Part 11, and all existing and new requirements of the State Medicaid Manual, and Federal and State policy, are met. 

b. Support all the inputs, processing functions, outputs, interfaces, files, and data elements necessary to meet the requirements in this RFP.

c. Operate and maintain AIM™ subsystems.

d. Update and retain all documentation that is relevant to operations, users, and procedures.

e. Distribute updated documentation to all pertinent entities (e.g., Contractor staff, State personnel, departments). 

f. Provide in-service education to State personnel, authorized agents and providers.

g. Advise the State of any change within one AIM™ subsystem which may impact and necessitate changes within other AIM™ subsystems.

h. Provide the State with AIM™ subsystem-generated outputs and reports according to State specifications and frequency.

2.7.1 
Recipient Subsystem (Beneficiary Information)

The Recipient Subsystem accepts and maintains accurate, current, and historical source of eligibility and demographic information on individuals eligible for Vermont medical assistance.  The purpose of the Recipient Subsystem is to:

a. Maintain:

· The database of:

· Persons eligible for medical benefits under Medicaid and other Vermont medical assistance programs (e.g., Dr. Dynasaur and VHAP).

· Beneficiary eligibility to support provider inquiry and billing (e.g., voice response or dial-up EVS, smart cards).

· Assigned Primary Care Provider (PCP).

· And ensure positive control over the beneficiary eligibility data required to process claims and meet State and Federal reporting requirements.

b. Manage the process by which beneficiary information is transferred to:

· The Department of PATH’s ACCESS system.

· Standard reports and the ad-hoc query application (“EVAH”).

· And/or received from, Pharmacy Benefits Manager (First Health), the Coverage and Services Management, and the Global Clinical Record applications.

2.7.1.1
Inputs

The Recipient Subsystem accepts input from various sources to add, change, or close eligibility records on the recipient eligibility files.  Inputs to the Recipient Subsystem include:

a. ACCESS eligibility updates.

b. Monthly recipient data reconciliation with ACCESS.

c. Online, real-time updates to MMIS-maintained recipient data.

d. TPL information that updates the recipient record.

e. CMS eligibility updates for SSI eligibles and Medicare eligibility.

2.7.1.2 
Processing Functions

The Recipient Subsystem must have the capability to:

a. Accept:

· Real-time or daily updates of recipient eligibility master file records from ACCESS when day-specific eligibility is enacted; otherwise, weekly updates are required.

· Changes to selected fields on the recipient files through online, real-time terminal entry for maintenance by Medicaid personnel.

b. Perform:

· Monthly reconciliation of recipient eligibility master file records with ACCESS.

· Beneficiary and Earnings Data Exchange (BENDEX), State Data Exchange (SDX), other Medicare data exchanges, and Buy-In reconciliation using CMS data exchange protocols.

c. Edit data transferred from ACCESS for completeness and consistency, according to edit criteria established by the State.

d. Cross-reference current and prior recipient ID numbers, including any temporary ID numbers.

e. Accept changes to recipient data from claims processing.

f. Archive inactive records to an accessible archive file based on criteria established by the State.

g. Identify potential duplicate recipient records during update processing.

h. Maintain:

· Historical recipient eligibility data online for 36 months for inquiry by recipient ID number, name or partial name, and other selection parameters (e.g., date of birth).

· Medicare Part A and B and Buy-In indicators and effective dates.

· Current and historical date-specific eligibility data for basic and special program eligibility, Medicare coverage, and other recipient data that supports claims processing, and reporting.

· A unique ID for each recipient.

· The full legal recipient name in distinct fields, and cross-reference multiple surnames for the same recipient if an update transaction changes a recipient's name.

· Reason codes for eligibility termination dates (may not be required).

· Recipient restriction data to support claims processing (e.g., restriction type, provider number, and effective dates).

· Recipient limitation indicators. 

i. Online screens accommodate, at a minimum:

· Basic demographic data

· Historical eligibility segments

· Restriction data

· Medicare and Buy-In data

· TPL information

2.7.1.3
Outputs
a. Generate:

· Reports and update transactions to ACCESS based on eligibility and Medicare information from CMS data exchanges, and other recipient data from MMIS processes.

· Monthly medical assistance ID cards to recipients, with eligibility effective date, TPL, and Medicare and restriction information.

· Mailing labels based on selection parameters and sort options (e.g., eligibility category, program code, district, town, county, zip code).

b. Standard reports which meet all Federal and State reporting requirements, including:

· Recipient error listings

· Active/inactive recipient summary listings

· Possible duplicate recipient list

· Recipients who have changed name during the month

· Active Buy-In list

· Audit trails of online updates

· Control reports of daily/weekly file updates and monthly file reconciliation

· ID card generation reports

· Error listings and reconciliation reports for BENDEX, SDX, and Buy-In

c. Weekly:

· Updates of MMIS-maintained recipient eligibility data to ACCESS (may not be required).

· Extracts from the recipient master file to support the recipient eligibility verification system; when day-specific eligibility is enacted, then daily extracts are required.

d. Medical ID cards produced monthly.

2.7.1.4 
Interfaces
a. ACCESS

b. Recipient eligibility verification system

c. CMS for BENDEX, SDX, and Buy-In data exchanges

d. The Pharmacy Benefits Manager (First Health)

e. GCR 

2.7.1.5
State Responsibilities
a. Determine:

· Eligibility for individuals to receive medical assistance benefits.

· Benefit limitations and applicable periods.

· Beneficiary descriptive guidelines (e.g., demographic modifiers).

b. Transmit recipient eligibility data to the MMIS recipient eligibility files on a real-time or weekly basis; when day-specific eligibility is required, daily transmittals are required.

c. Perform online updates to MMIS-specific fields (e.g., recipient restrictions).

d. Respond to recipient inquiries.

e. Approve format and content of recipient reports and online screens.

f. Correct errors and discrepancies resulting from the recipient update process if the Contractor is unable to correct them.

g. Define reconciliation parameters between CSME/ACCESS and the MMIS.

h. Maintain recipient demographic and restriction information.

i. Monitor:

· Restricted recipients and determine when to remove restrictions.

· Managed care recipients.

2.7.1.6
Contractor Responsibilities
a. Assist the State in researching recipient file discrepancies.

b. Archive inactive recipient records to an accessible archive file after five years of inactivity.

c. Notify the State of discrepancies or errors identified in ACCESS eligibility files, including discrepancies in recipient data, and evidence of unsuccessful file transfer.

d. Produce recipient error reports for each eligibility transaction that fails one or more edits and deliver them to the State for resolution if the Contractor cannot resolve them.

e. Maintain:

· The capacity to accept both manual and electronic input (e.g., HIV-AIDS eligibility process).

· Appropriate controls and audit trails to ensure that the most current recipient data is used during each claims processing cycle.

f. Apply real-time or weekly updates to the recipient file from ACCESS, when day-specific eligibility is enacted; then daily updates are required.

g. Perform monthly reconciliation between the recipient file and ACCESS.

h. Provide online access to:

· All eligibility AIM™ screens.

· Update capability for selected fields.

i. Provide the State with proposed test plans and results, and documentation of requested recipient file changes prior to the implementation of those changes.

j. Perform and process data exchanges with:

· CMS for BENDEX, SDX, and Buy-In reconciliation and processing; generate discrepancy reports for data resolution by Contractor staff and State personnel; resolve Buy-In accrete and delete errors.

· The PBM and GCR; generate discrepancy reports for data resolution by Contractor staff and State personnel; resolve and delete errors.

k. Generate medical assistance recipient ID swipe cards monthly to arrive at recipient’s address by the first day of the month.  Minimize mailing costs by mailing all ID cards to the same household in a cost-efficient manner.
l. Assign a unique authorization number to each eligibility transaction on the day it is received by the Contractor.

m. Produce and deliver mailing labels to the State within 24 hours of the request.

n. Identify, and make recommendations to the State on recipients for lock-in.

2.7.1.A 
Recipient Eligibility Verification System

The EDS Recipient Eligibility Verification System (REVS) is part of the Recipient Subsystem.  REVS includes voice-response or dial-up, plastic swipe card capacity, and a point-of-sale system (disabled with the advent of the PBM contract).
2.7.1.A.1 
Inputs
a. Real-time, weekly and daily recipient file extracts to furnish providers with comprehensive recipient eligibility data.

b. Provider inquiries via telephone and electronic media (e.g., swipe boxes).

2.7.1.A.2 
Processing Functions

a. Maintain online:

· Real-time, day-specific recipient eligibility; the REVS accesses or extracts from the updated recipient file daily to ensure that only the current recipient eligibility data is transmitted to providers. 

· Recipient eligibility data, including, but not limited to:

· Date of birth

· Third-party coverage information

· Restrictions

· Benefit exhaustion

· Co-payment information for the last six months

b. Automate recipient eligibility data for providers to confirm recipients’ eligibility for medical services.

c. Assign a unique inquiry verification number to each eligibility inquiry.

2.7.1.A.3 
Outputs
a. Automated recipient eligibility data for providers to confirm recipients’ eligibility for medical services.

b. Standard reports, including:

· Inquiry Summary with the number of inquiries received during the month, average wait time for inquiries by hour segment by day.

· System downtime.

· Number of inquiries by provider type, district, and individual providers.

2.7.1.A.4 
Interfaces
a. Recipient eligibility file (internal).

b. Provider-automated communication systems (e.g., telephone systems).

2.7.1.A.5
State Responsibilities
a. Ensure that real-time or weekly; or daily, if day-specific eligibility enacted, recipient file updates from ACCESS are processed by the MMIS recipient eligibility file.

b. Review, request revisions to, and approve all REVS documentation as part of the Provider Manual, and furnish to providers.

2.7.1.A.6
Contractor Responsibilities
a. Maintain:

· REVS for providers to inquire about recipient eligibility.

· The database containing all eligibility, TPL, and restriction information to operate a REVS.

b. Supply the necessary HIPAA-compliant software, free of charge, to providers.

c. Absorb all costs for provider to translator connection-time, including an “800” number for regular dial-up.

d. Transmit a unique inquiry verification number to providers for each eligibility authorization.

e. Ensure sufficient access for providers to connect with REVS within two telephone rings at least 99% of the time; initial response is within 10 seconds 99% of the time.

f. Update REVS source file weekly; in real-time or daily, when day-specific eligibility enacted, with data from the most up-to-date recipient file. 

g. Provide:

· A back-up mechanism comparable to REVS, including use of Contractor staff, for situations when REVS is down which ensures that downtime is limited to a maximum of 30 continuous minutes.

· For tracking all calls from providers.  All call tracking applications are an MMIS component; the provider call log system eventually will be tied into beneficiary and eligibility call tracking.
2.7.2 
Provider Subsystem

The objectives of the Provider Subsystem are to:

a. Encourage qualified providers to participate in the Vermont Medicaid program by ensuring that enrollment and re-enrollment is an efficient process.

b. Ensure that providers are qualified to render specific services under the Medicaid program by verifying applicants for State licensure and certification, specialty certification as applicable, and by visit to the provider by a review team, if necessary.

c. Process provider applications and/or changes.

d. Maintain:

· Comprehensive current and historical data on providers qualified to participate in the Vermont Medicaid program.

· A single provider master file with provider data (e.g., demographic, certification, rate, and summary financial information to support accurate and timely claims processing, enhanced management reporting, and utilization review reporting and activities).

· Control over the provider data set to ensure confidentiality, security, and accessibility to only authorized users.


In Vermont, each provider has a unique identification number for Medicaid purposes that, in some cases, is the same as the Medicare Universal Provider Identification Number (UPIN).

2.7.2.1 
Inputs
a. Provider:

· Enrollment and application forms

· Update forms

· Inquiries

b. Additions and/or changes to provider data.

c. Financial payment and accounts receivable data from the Financial Processing Subsystem.

2.7.2.2 
Processing Functions

The Provider Subsystem has the capability to:

a. Accept:

· Additions and/or changes to the provider master file through online, real-time terminal entry.

· Medicare UPIN as the Vermont Medicaid provider number when appropriate.

· Online, real-time updates of review or restriction indicators and dates on a provider's record to assist the State in monitoring a provider's medical practice.

· Group provider numbers, and relate individual providers to their groups, and the group to its individual providers, with effective dates. 

· Retroactive rate adjustments to the provider file.

· Changes to provider type categories and convert history records to reflect new provider type categories.

b. Deactivate provider records meeting specific criteria (e.g., no provider billing for three years).

c. Edit:

· Terminal-entered data for presence, format, and consistency with other data in the update transaction and on the provider master file.

· To prevent duplicate provider enrollment during an “add” transaction.

d. Monitor provider:

· Enrollment to ensure that each provider has one provider number for each specified program and/or facility. 

· State licensure and certification data on a continuing basis.

e. Cross-reference inactive provider numbers (including old and new Medicare UPIN) that would identify the current active number for that entity.

f. Maintain:

· Provider applications from receipt to final disposition (approval/rejection).

· Provider-specific:

· Online access and inquiry to charge files to accumulate facility-specific case mix and level of care information.

· Rates by type of capitation, recipient program category, specific demographic classes, covered services, type of plan, and service area for prepaid health plan, or managed care providers.

· Online, real-time update capability for multiple, provider-specific reimbursement rates (e.g., per diems, case mix, rates based on levels of care, preferred provider agreements, volume purchase contracts or other cost containment initiatives) with beginning and ending effective dates for up to 10 segments. 

· Audit trails of provider name and number (including old and new Medicare numbers), or status changes.

· Online access to:

· 36 months of historical provider file data (e.g., provider rates and effective dates, provider program and status codes, and summary payment data).

· The provider master file with inquiry by provider and group name and number, license number, SSN, and FEIN.

· The full provider name, which may include the provider’s title if applicable, in the provider master file as a single field, at least 45 characters long, except for mailing purposes.

· Providers’ professional title (e.g., MD), if applicable.

· Effective dates for provider group membership, enrollment status, EMC billing data, restriction and on-review data, certification(s), specialty, claim types, and other user-specified provider status codes and indicators.

· The number of beds and level of care, in addition to other State-specified data elements in up to 10 date-specific segments for LTC facilities (e.g., NF, SNF, ICF-MR) and other institutional providers (e.g., inpatient).

· Provider enrollment status codes with associated date spans.  At a minimum, enrollment codes include:

· Application pending

· Enrolled for all programs

· Enrolled only for special programs (e.g., waiver)

· Preferred provider arrangement

· Enrollment suspended

· Terminated - voluntary/involuntary

· Enrollment specific codes (e.g., CLIA lab certification codes) which restrict the services for which providers may bill. 

· Summary-level accounts receivable and payable data in the provider file that is automatically updated after each claims processing payment cycle by calendar and SFY to-date totals.

g. Identify:

· And report duplicate provider numbers, license or certification numbers, SSN, or FEIN numbers on the provider master file.

· Services, procedure codes and/or specialty codes that restrict a provider’s billing.

· The entity through which a provider bills, if a billing service or a clearinghouse is used.

· Providers that use automated submittal of claims, automated remittances, and/or automated funds transfer in claims processing.

· Multiple practice locations for a single provider.

· Multiple addresses for a provider, including, but not limited to:

· Pay-to

· Mail-to

· E-mail-to






· Service location(s)

· Legal

· Providers due for re-certification or re-licensing 60 calendar days prior to the end date of the current license or certification; identify providers not responding within 45 calendar days of original notice.

· Agency or department funding source based on provider type or specialty if applicable.

h. Perform mass updates to provider rate information.

2.7.2.3 
Outputs
a. At a minimum, the Provider Subsystem produces:

· Enrollment approval/denial letters.

· Re-certification notices.

· Group mailings (including e-mail) and provider labels based on selection parameters such as provider type, zip code, specialty, district, town, county, and special program participation.

· Alphabetic and numeric provider lists that can be restricted by selection parameters such as provider type, specialty, county, town, district, and enrollment status.

· Audit trails of changes to provider file data.

· Provider cross-reference listings for FEIN, SSN, license numbers.

· Provider 1099 reports and associated payment reports.

· Information required for institutional rate setting.

· Standard reports depicting:

· The status of provider applications in process.

· Providers due for re-certification or re-licensing within 60 calendar days.

· Providers to be deactivated/purged due to inactivity.

· Growth in the number of active providers by provider type and specialty over time.

· Providers who have changed practice arrangements (e.g., from group to individual) by provider type.

b. Online inquiry screens accommodate:
· Provider information:

· Basic information is displayed on a single screen (e.g., name, location, number, provider type, specialty, certification dates, etc.)

· Charge file data

· Accounts receivable and payable data

· Information, such as addresses, group data, summary calendar, and State YTD claims submittal and payment data

· Listings by selection parameters such as provider type, specialty, county, town, district, and enrollment status

· The number of beds in the facility and reimbursement rates for institutional providers.

· On-review and special data (e.g., lab certification data).

2.7.2.4 
Interfaces

There are two external interfaces identified:

a. PBM - provider enrollment and status data are exchanged with the PBM on a scheduled basis.

b. OIG – provider data is exchanged with the Office of Inspector General, Medicare, on an ad-hoc basis.

2.7.2.5
State Responsibilities
a. Establish policy and make all administrative decisions concerning provider enrollment, payments, education, relations and other related issues including applications.

b. Provide the Contractor:

· With criteria for deactivating/purging provider records.

· In writing, using file update forms, with changes to provider file data.

c. Review and approve:

· The format and content of all documentation submitted to providers (e.g., agreements, provider manuals, education materials, etc.).

· Contractor's provider education materials.

· Changes to ECS software, instructions and procedures.

· Changes to provider type and specialty taxonomy.

d. Enter provider-specific payment rate updates, including mass or paper updates online.

e. Determine service restrictions to be placed on individual providers and update provider data online.

f. Notify the Contractor of:

· The quantity, sequence, and selection parameters for mailing labels to be produced.

· Changes to ownership, administration changes, bed-size and classification of providers.

· Terminations of provider agreements and provider participation.

g. Perform provider file updates to specific fields.

h. Sign off on enrollment and certification updates.

2.7.2.6
Contractor Responsibilities
a. Maintain:

· The provider master data set or master file.

· Methods to edit and verify accuracy of provider file data.

· A physical file on approved and denied providers.  The approved provider file contains applications, provider agreements, copy of the provider license, and all correspondence relating to certification, enrollment or resulting in provider file updates.  Files for denied providers include applications and documentation regarding the reason for the denial.

· Online inquiry capability for prompt access to the provider files for State personnel.

· Regular communication with the applicable State agencies to perform certification and licensure verification. Verify certification in neighboring states for certifying out-of-state providers.

· Staffed toll-free telephone lines for provider inquiries about enrollment, billing, or claims.

· A log of written and telephone inquiries that identify caller, nature of the inquiry, and outcome. 

· Records of providers (by provider type) who participate in training sessions and submit to the State.

· An inventory control on all forms.

· ECS software, including updates, and make available to providers at no charge.

b. Update the provider master file on a daily basis to reflect changes brought to the attention of the Contractor by the State, providers, or from within.

c. Utilize Universal Provider Identification (UPINs) and/or National Provider File (NPF) if required by Federal or State rule.

d. Receive requests for enrollment and mail enrollment packets to providers.

e. Process provider enrollment applications, including reviewing returned packets for completeness and obtaining missing information. Enroll providers eligible to provide medical assistance services.

f. Notify providers of acceptance/rejection as a Vermont Medicaid provider and send accepted providers a start-up packet containing the information for participation in and for billing the State for Medicaid services, to eligible recipients.

g. Verify required licenses and certifications.

h. Educate providers about the Vermont medical assistance programs, the claims processing system and proper billing procedures through workshops, training sessions, presentations at professional association meetings, individual training, as needed, and the production and distribution of provider manuals and bulletins.

i. Establish an organizational unit within the Contractor's Vermont operations site that is responsible for provider communications, relations and training in a proactive manner and that assists providers with electronic claims submission procedures and processes.

j. Target providers who have been identified as having an abnormal number of claims denied or suspended for special training.

k. Provide the State with monthly reports on all calls answered and on timeliness of written correspondence.

l. Print and distribute, at no charge to providers:

· Provider Manuals.

· All consent forms (e.g., sterilization, abortion, hysterectomy, etc.).

· And other State-specific attachments. 

m. Inform providers about ECS, automated remittance, and EFT options, and work with providers to finalize appropriate formats for the data transfer.

n. Annually:

· Re-certify providers.

· Update the Provider Training Plan, at the beginning of each contract year, and submit to PATH for approval.

· Write, obtain State approval of, print, and distribute satisfaction questionnaires to a random sample of 1,000 providers.

o. Perform mass updates of the provider file.

p. Write, obtain State approval of, print, and distribute:

· Provider Manuals

· Revisions to Provider Manuals

· Bulletins

· Publications (e.g., bimonthly Medicaid Advisory) 

· Biller education training materials

· Annual provider satisfaction surveys

2.7.3 
Reference Subsystem

The objectives of the Reference Subsystem are to:

a. Provide:

· A consolidated source of reference information to be accessed during claims processing by other MMIS subsystems (e.g., MARS, EVAH).

· Coding and pricing verification during claims processing for approved claim types and reimbursement methodologies.

b. Maintain flexibility in reference parameters and file capacity for the MMIS to accommodate Medicaid program and data element (e.g., institutional revenue codes increased from three to four digits) changes.

2.7.3.1 
Inputs

Inputs must be done electronically.  Inputs include:

a. State-approved edit/audit criteria, file updates for modifiers, procedure, diagnosis, edit/audit criteria, and edit disposition files.

b. CMS - HCPCS updates

c. St. Anthony’s/Medicode ICD-9 diagnosis and procedure updates

d. American Medical Association (AMA) Common Procedural Terminology (CPT) updates

e. St. Anthony’s and/or Medicare Resource Based Relative Value (RBRV) unit descriptions, information and updates

2.7.3.2 
Processing Functions

The Reference Subsystem has the capability to:

a. Maintain:

· Pricing files for procedures, and other general reference files such as diagnoses, edit/audit criteria, edit dispositions, and error and remittance text information.

· Current and historical reference data to be used in claims processing.

· A data set containing five-character HCPCS and CPT codes for medical, surgical, dental, and other professional services, two-character HCPCS pricing modifiers, and ICD-9-CM surgical, obstetrical, and miscellaneous diagnostic and therapeutic procedure codes.  The data set includes, at a minimum:

· 10 date-specific pricing segments, including a pricing action code for each segment

· RBRV weights and/or values

· State-specified restrictions on conditions to be met for a claim to be paid (e.g., provider types, recipient age restrictions, modifiers permitted)

· Multiple modifiers

· Descriptions of procedure codes

· Indication as to special funding source

· Other information such as accident-related indicators for TPL, Federal cost-sharing indicators, and prior authorization required

· The Diagnosis Data Set of medical diagnosis codes utilizing the three, four and five character ICD-9-CM coding system, with relationship edits for each diagnosis code, including:

· Age

· Gender

· Place of service

· Prior Authorization criteria

· Third-Party Liability criteria

· Inpatient length-of-stay criteria

· Description of the diagnosis

· The Drug Data Set of the 11-digit National Drug Code (NDC), which accommodates updates from an updating service; the Drug Data Set includes, at a minimum:

· 10 date-specific pricing segments of multiple pricing methodologies

· Indicator for multiple dispensing fees

· Indicator for drug rebate

· State-specified restrictions on conditions to be met for a claim to be paid (e.g., minimum/maximum days supply, quantities, refill restrictions, recipient age, gender restrictions, medical review requirements, prior authorization requirements, etc.)

· Description of the drug code

· The Revenue Code Data Set for use in processing hospital, and other skilled and acute care claims.

· An Edit/Audit Criteria table to provide a user-controlled method of implementing service frequency, quantity limitations, and service conflicts for selected procedures and diagnoses, with online update capability.

· Pricing files based on:

· Fee schedule

· Medicare RBRVs

· Contracted amounts for certain services

· Per diem rates

· Capitation fee for prepaid health plans and/or case manager services

· MAC, EAC, and AWP pricing for drugs 

· Case-mix rates for long-term care

· Level of care, by peer group

· Bundled services

c. Maintain user-controlled and online update capability for:

· Claim Edit Disposition Data Set with disposition information for each edit used in claims processing, including the disposition (pay, suspend, claim correction form, deny) by submission medium within claim type, the description of errors, and the related Explanation of Benefits (EOB) codes.

· Remittance and message text data set with access by edit number, showing the RA message for each error and the EOB messages.

d. Maintain online:

· Access to Reference files with inquiry by the appropriate code, depending on the file or table being accessed.

· Inquiry to procedure and diagnosis files by key alpha name.

d. Accommodate:

· Expanded diagnosis codes with the potential implementation of ICD-10.

· Institutional revenue code changes.

· Edit/audit criteria limits on types of service by procedure code, revenue code and diagnosis code, based on:

· Recipient age, gender, eligibility status

· Variable pricing by procedure code

· Diagnosis

· Provider type, specialty

· Place of service

· Third-Party Liability

· Tooth and surface codes

· Floating or calendar year period

· Months or days periods

· Multiple reimbursement methodologies, including per diem for inpatient hospital care, case-mix-based payment structure for nursing homes, fee-for-service payments for laboratory and radiology services rendered as outpatient hospital care and other types.

e. Accept online and batch updates to all reference files.

2.7.3.3 
Outputs
a. Audit trail reports depicting before and after image of changed data, the user ID, and the change date.

b. Listings of the Procedure, Diagnosis, Revenue Code, Medical Criteria, Usual and Customary Charge, and other files based on variable, user-defined selection and sort criteria with all pertinent record contents on one listing.

c. Inquiry screens which display:

· Relevant pricing data and restrictive limitations for claims processing

· Pertinent data for claims processing and report generation

2.7.3.4 
Interfaces
Drug updating service 

2.7.3.5
State Responsibilities
a. Specific pricing criteria for all Procedure and Pricing files.

b. Identify procedure codes (e.g., HCPCS) that are not covered under the Vermont medical assistance programs.

c. Provide operational and policy parameters to be used by the Contractor to design or modify edits and audits.

d. Specify the benefit limitation and service conflict criteria to be applied through the use of the Edit/Audit Criteria file.

e. Initiate updates.

f. Approve updates on an ongoing basis.

g. Define alternate pricing methodologies to be implemented in the future.

h. Respond to inquiries from the Contractor regarding discrepancies in Reference file information.

i. Perform online updates to certain fields on specific files.

2.7.3.6
Contractor Responsibilities
a. Maintain reference files to ensure that the most current information is used in claims processing and ad-hoc reporting.

b. Provide:

· The State with online inquiry and update capability to Reference files.

· The required reports and lists of the reference files to the State within one calendar week of receipt of the request.

· A reference universe in EVAH.

c. Contract with updating services to update diagnosis, procedure, and any other reference files.

d. Perform mass updates to the Reference files as specified by the State.

e. Identify and advise the State of changes to edits and audits to enhance processing and efficiency.

f. Correctly apply updates to Reference files within two workdays of the update processing and within the limits specified in the SPR.

g. Accommodate changes (e.g., expanded diagnosis codes with the potential implementation of ICD-10; institutional revenue codes expand from three to four digits) without additional cost to the State.

2.7.4
Claims Subsystem
2.7.4.A
Claims Control

Claims Control is part of the Claims Subsystem.  The objectives of Claims Control are to:

a. Maintain control over all transactions during their entire processing cycle.

b. Provide accurate and complete registers and audit trails of processing.

c. Monitor the location of all claims at all times.

d. Ensure that all claims and related input are captured at the earliest possible time in an accurate manner.  

e. Support both manual and automated processes.

2.7.4.A.1 
Inputs

Claims Control inputs are described in the Claims Entry section.

2.7.4.A.2 
Processing Functions

Claims Control has the capability to:

a. Identify:

· Upon receipt, each claim, encounter, adjustment, and financial transaction with a unique internal control number (ICN) that includes date of receipt, batch number, and sequence of document within the batch. 

· Activated claim batches that fail to balance to control counts.

b. Monitor:

· The movement and distribution of claim batches once entered to ensure an accurate trail from receipt of claims through data entry to final disposition.

c. Track all claims, encounters, adjustments, and financial transactions from receipt to final disposition.

d. Maintain:

· A microfilm image of all paper claims, encounters, attachments, adjustment requests, and other documents.

· Batch controls and audit trails for all paper and ECS claims.

· An audit trail for each claim record depicting each processing stage, the date the claim entered in into each stage, and any error codes posted to the claim at each stage in processing.

· Positive control over the location of all claims, from data entry to adjudication.

· Online inquiry to claims, adjustments, and financial transactions, from data entry to adjudication, with access by recipient ID, provider ID, and/or ICN to include pertinent claim data and claim status.

e. Retrieve microfilm images by ICN and/or date of receipt.

f. Edit to prevent duplicate entry of electronic media claims.

2.7.4.A.3
Outputs

Claims Control outputs are the control and audit trail reports produced during various stages of the claims processing cycle.  These reports consist of:

a. Inventory management analysis by claim type, processing location, and age

b. Input control listings

c. Returned claim logs

d. Exception reports of claims in suspense in a particular processing location for more than a user-specified number of days 

e. Inquiry screens to include pertinent header and detail claim data and status

2.7.4.A.4
Interfaces

There are no interfaces identified.

2.7.4.A.5
State Responsibilities
a. Provide written approval of all accepted internal and external claims processing procedures used to adjudicate and control claims (e.g., medical policy resolution, manual pricing).

b. Monitor the Contractor through review of claims processing cycle balancing and control reports.

c. Establish microfilm retention and retrieval standards, consistent with State statute and rule

2.7.4.A.6
Contractor Responsibilities
2.7.4.A.6.1
Paper Claims Submission

a. Return paper claims missing data or not meeting certain basic criteria (e.g., no provider number) to providers within 24 hours of receipt at the Contractor’s site; track returned paper claims daily.  These claims are not counted for the purposes of claims inventory. 

b. Microfilm every paper claim, attachment and accompanying documentation, within 24 hours of receipt at the Contractor’s site.

c. Reconcile all keyed paper claims to batch processing cycle input and output figures.

d. Retain paper documents and claims until the batch is fully adjudicated.

e. Retrieve paper claim documentation from microfilm within 24 hours of the State’s request.

2.7.4.A.6.2 
Electronic Claims Submission (ECS)

a. Log media upon receipt and assign batch number.

b. Batch electronic claims upon receipt and assign an ICN when loading.

c. Reconcile all ECS claims to batch cycle input and output.

d. Other ECS responsibilities may be defined by HIPAA.

2.7.4.A.6.3
Both Types of Submission

a. Assign unique ICN, and batch numbers to claims and accompanying documentation within 24 hours of receipt at the Contractor's site.

b. Maintain balancing processes to ensure control within processing cycles. 

c. Produce online and standard balancing and control reports.

2.7.4.B
Claims Entry

Claims Entry is part of the Claims Subsystem.  After claims and other transactions have been prepared, Claims Entry relies on manual (e.g., paper) and automated (e.g., ECS) procedures to accept claims data, and ensure the accuracy, reasonableness and integrity of entered data for claims pricing and edit/audit processing.  


The State desires to maximize the use of ECS.
2.7.4.B.1 
Inputs

Claims Entry inputs are the inputs for Claims Processing.

a. Paper claim forms include:

· HCFA-1500, as applicable

· UB-92, as applicable

b. X12 835/837 transaction

c. Other inputs include:

· Claim adjustment document

· Attachments required for claims adjudication, including:

· TPL EOMBs

· Sterilization, abortion, and hysterectomy consent forms

· Manual or automated medical expenditure transactions which have been processed outside of the MMIS (e.g., batch payment to mental health providers)

d. Claims Entry accepts the following forms of automated input:

· Magnetic tape

· Diskette

· Direct electronic entry (e.g., FTP, dial-up)

2.7.4.B.2
Processing Functions

Claims Entry has the capability to:

a. Accept paper or electronic claim formats from providers, billing services, clearinghouses, translators, and Medicare carriers and intermediaries.

b. Identify:

· Claims for services covered under various Department of PATH programs, and those for programs covered under other State agencies and departments.

· And allow online correction to claims suspended as a result of data entry errors.

c. Provide the capacity for key re-verification of critical fields, data entry software editing, supervisor audit verification of keyed claims, or other methods, as determined acceptable by the State.

d. Maintain extract files (stub files) which contain key elements of support files to verify the validity of entered claim information and the accuracy of keying; stub files are updated with current information on a weekly basis.

2.7.4.B.3
Outputs
a. Transmission of entered claim, adjustment and financial transaction data into edit/audit, pricing, and financial functions for processing.

b. Reports depicting:

· Claims entry statistics

· Operator statistics, including volume, speed, and accuracy

· Electronic submission statistics 

2.7.4.B.4
Interfaces
a. Providers

b. Billing services, clearinghouses, translators

c. Medicare carriers

2.7.4.B.5
State Responsibilities

a. Provide written approval of acceptable formats for electronic media claims.

b. Perform periodic review of claims processing rules for claims submitted by State agencies and departments.

2.7.4.B.6
Contractor Responsibilities
a. Perform:

· Data entry of paper claims within two workdays of receipt.

· Real-time format and validity edits on claims, including timely filing test, according to State specifications.

b. Load for processing electronically submitted claims within 24 hours of receipt.

c. Maintain a maximum data entry error rates below 3% on all keyed claims, computed weekly. 

2.7.4.C
Edit/Audit 


Edit/Audit is part of the Claims Subsystem, and serves to ensure that claims are processed according to State policy, including non-history-related (edits) and history-related (audits) processing of the claim.  Claims are screened against recipient and provider eligibility; pended and paid/denied claims history; and modifiers, procedure, diagnosis, and edit/audit files.  Claims that exceed limitations (e.g., time, charges, units) or do not satisfy the requirements of these areas, suspend with error messages and are reviewed by Contractor staff according to State-approved adjudication guidelines, or returned to providers on claim correction forms for provider review and correction.


All new claims and suspended claims are edited and audited during each financial cycle.

a. Edits


Edit performance includes verification of claim data fields.  These checks include alpha-numeric verification, presence of required fields, high-low range checks, and allowable field checks.  During paper claims entry, Viking software is used for keying verification and tests for reasonableness and integrity.


Examples of claims control edits are:

· Insurance of recipient and provider eligibility, presence of procedure codes/modifiers or revenue codes to validate services rendered.

· Comparison of place of service/diagnosis code per service rendered.

· Special program participation lock-in.

· Prior authorization requirements.

· Required presence of indicators (e.g., accident, EPSDT)

b. Audits


Audit types are classified as either limitation or relationship audits.

· Limitation audits can be set up a daily, weekly, monthly, yearly or lifetime basis.  Limitation audits test against dollar limits.  Examples include:

· ESC 950  - Mental Health Service limitation of $500.00 per day.

· ESC 958  - ADAP individual treatment limited to five units per date of service.

· ESC 982  - Rural Health limited to five encounters per month.

· ESC 905 - Glucometers limited to one per five years.

· Relationship audits test for same service/same date of service and for total and partial OB.  Examples include:

· ESC 820 – Ensures that mental health and retardation services are not paid on the same date of service.  Opposite relationship audit is ESC 821.

· ESC 830/841 – Ensures that a total OB service cannot be billed with partial OB service.

· Special audits are set up to ensure that duplicate:

· Or suspect duplicate services on the same claim type are not paid (e.g., duplicate edits 501-503).

· Services for different claim types on the same date of service (e.g., ESC 530 - suspect duplicate nursing home versus home health, ESC 531 – suspect duplicate claim nursing home versus inpatient or hospice service) are not paid.

2.7.4.C.1
Inputs

Claims that have been:

a. Entered from Claims Entry (keyed or ECS).

b. Recycled after correction.

c. Released to editing after a certain number of cycles based on defined edit criteria.

2.7.4.C.2
Processing Functions

In order to perform all required edit/audit checks, and be able to pass claims on to subsequent processing, Edit/Audit has the capability to:

a. Reformat claims into common processing formats.

b. Integrate multiple edit processing runs into a single audit processing run.

c. Identify:

· Error codes to claims that fail processing edits.

· Status of claims (suspend or deny) that fail edits, based on the edit disposition file.

· Potential TPL (including Medicare) and deny the claim if it is for a covered service under a third-party resource.

· Exact and suspect duplicate claims based on a cross-reference of group and rendering provider, multiple provider locations, and across provider and claim types.

· And track edits and audits posted to the claim in a single cycle.

· Claim disposition (return to provider for correction, fiscal agent correction, deny), based on the edit status or force code with the highest severity; the severity shall be readily modifiable on the Reference files. 

d. Edit that:

· TPL has been satisfied and that a TPL denial attachment is present if required; suspend claims for prepayment review for potential TPL based on amount billed, claim type, modifier, procedure code, diagnosis code, and other State-specified criteria. 

· Services for which payment is requested are covered by the Vermont medical assistance programs.

· Attachments, per edit/audit requirements, are present.

· Allowable diagnosis and procedure codes are present on Medicare crossover claims and all other appropriate claim types.

· Mental health transportation is only paid when an appropriate mental health service has been rendered on the same day.

e. Edit for:

· Cost-sharing requirements on applicable claims.

· And suspend claims requiring provider or recipient prepayment review.

· Recipient eligibility on date(s) of service.

· Valid recipient using date of birth and eight characters of last name and three characters of first name.

· Recipient participation in special programs against program services and restrictions.

· Provider participation as a member of the billing group.

· Prior authorization requirements and that a prior authorization number is present on the claim and matches to an active prior authorization number until the GCR goes live.

· Daily limits on dollars or units, as needed.

f. Edit:

· Provider eligibility to perform type of service rendered on date of service.

· Each data element of the claim record for required presence, format, consistency, reasonableness, and/or allowable values.

· Nursing home claims against recipient placement level and admit/discharge information.
· Prior authorized claims and reduce billed units or dollars, as appropriate, to remaining allowed units or dollars.

· Each line on a multi-line claim independently and suspend.

· Each claim record completely during an edit or audit cycle.

· Billing, attending, referring, and prescribing provider IDs for validity.

g. Maintain:

· Edit disposition to deny claims for services that require PA if no PA is identified or active.

· Flexibility in setting claim edits to allow dispositions and exceptions to edits based on bill/claim type, submission media, provider type, or individual provider number.

· Up to 10 error code occurrences per claim header and up to 10 error code occurrences per claim detail or more as required by HIPAA.

· A record of services needed for audit processing where audit criteria covers a period longer than 24 months (such as once-in-a-lifetime procedures).

· Functionality to process claims against an edit/audit criteria table and an error disposition file (maintained in the Reference Subsystem) to provide flexibility in edit and audit processing.

h. Perform automated:

· Crosschecks and relationship edits on all claims.

· Audit processing using claims history, suspended claims, and same cycle claims.

· Edits using duplicate audit and suspect-duplicate criteria to validate against history and same cycle claims.

i. Provide, for each error code, a resolution code, an override, force or deny indicator, and the date that the error was resolved, forced, or denied; forced claims shall carry the user ID.

j. Accept overrides of claim edits and audits in accordance with State guidelines.

k. Update claim history files with paid and denied claims from the previous audit run.

l. Easily change the disposition of edits to:

· Suspend for a specific place of service

· Pend to the provider for correction (X12)

· Deny

2.7.4.C.3 
Outputs
a. An explanatory message printed on the provider remittance advice.

b. A Resolution Manual which includes for each error code:

· Resolution code

· Override

· Force or deny indicator

· Date that the error was resolved, forced, or denied

· Forced claims shall carry the user ID

c. Updated claim records used in subsequent processing.  

2.7.4.C.4 
Interfaces

There are no current interfaces identified.  A real-time interface is planned for the GCR.

2.7.4.C.5
State Responsibilities

a. Determine:

· Edit and audit criteria, and disposition (i.e., suspend, claim correction form, deny, report, message only).

· Prepayment and medical review criteria.

b. Provide:

· Appropriate staff for edit/audit workgroup.

· Criteria and procedures for adjudication of "special" claims (i.e., bypass edit/audit conditions).

· Written approval of accepted adjudication processes on an ongoing basis.

c. Specify the benefit limitation and service conflict criteria to be applied through the use of the Edit/Audit Criteria file.

2.7.4.C.6
Contractor Responsibilities
a. Manually and systematically review claims that suspend based on any of the edit/audit criteria.

b. Adjudicate suspended claims after review.  Suspense totals and unkeyed claims volume shall not exceed 40,000.

c. Process "special" claims, including:

· Late billing approved for payment by State personnel

· Recipient retroactive-eligibility (e.g., 3 months retroactive, spend-down, fair hearing)

· Out-of-state emergency

· Services required as a result of a fair hearing or M108 decision

· Others, according to State instructions

d. Maintain the edit/audit disposition indicator on an error disposition file in the Reference Subsystem.  This file shall also indicate whether a particular edit can be forced or overridden.

e. Staff and support an edit/audit workgroup to review, on an ongoing basis, outcomes criteria and applicability of all edits/audits.

2.7.4.D
Claims Pricing

Claims Pricing is part of the Claims Subsystem, and calculates the payment amount for each service according to the rules and limitations applicable to each claim type, category of service, and type of provider.  This process takes into consideration the allowed amounts, TPL payments, Medicare payments, prior authorized amounts, and any co-payment requirements.  Prices are maintained in the Reference Subsystem.  Provider-specific rates are date-specific.


The MMIS processes and pays Medicare crossover claims; and accommodates co-payments in pricing, (as determined by age, pregnancy status, long-term care resident status, eligibility category and diagnosis (outpatient only).


As part of HIPAA remediation, major pricing logic modifications may be in place at the time of the Takeover.

2.7.4.D.1
Inputs

Claims Pricing inputs are the claims that have been passed from edit processing.  Reference and Provider Subsystems contain files and tables.

2.7.4.D.2
Processing Functions

Claims Pricing has the capability to:

a. Identify:

· The price for claims according to the date-specific pricing data and reimbursement methodologies included in the Reference and/or Provider Subsystems based on date of service on the claim.

· And deny claims for bundled services (e.g., hospital outpatient, certain pre-natal care and school health services) otherwise covered for items included in rates for inpatient stays.

b. Maintain:

· Access by State personnel to pricing and reimbursement methodologies.

· Accurate payment amounts based on:

· Fee schedules and RBVRs for physicians, dentists, and other practitioners

· Per diems for inpatient and certain waiver services

· Fee schedules for laboratory and radiology outpatient services

· Fee schedules for some bundled hospital outpatient services

· Medicaid allowed amount or Medicare deductible and coinsurance amount, whichever is lower (except for Part A), for crossover claims

· Multiple prices for:

· Revenue codes based on the claim type of bill and service.

· Procedure codes based on provider type and specialty.

c. Price:

· Medicare coinsurance or deductible crossover claims at the Medicaid allowed amount.

· Modifiers attached to procedure codes.

d. Accept and deduct co-payments.

e. Accommodate:

· Future changes (e.g., expanded implementation of co-payments; institutional revenue codes expanded from three to four digits) without extensive system modifications.

· Alternative service delivery pricing structures (e.g., case-management) without extensive system modifications, including the identification of case managers or gatekeepers, administrative payments, treatment plans, capitation payments and other processing related to alternative service and reimbursement methodologies.

f. Deduct:

· Patient liability amounts when pricing nursing home claims.

· TPL amounts, as appropriate.

2.7.4.D.3 
Outputs

Claims Pricing outputs are:

a. Priced claims that are passed on for audit processing or suspended claims due to pricing edits.

b. Claim history files.

2.7.4.D.4
Interfaces

There are no external interfaces identified.

2.7.4.D.5
State Responsibilities

a. Provide:

· Written approval of all pricing methodologies.

· Implementation timeline.

· RBRV weights and co-efficients. 

· Requirements and procedures for the manual pricing of certain claims.

2.7.4.D.6
Contractor Responsibilities
a. Maintain:

· Sufficient staff to manually price certain claims according to State-specified criteria.

· A method to process any specific claim(s) for payment, as directed by the State, on an exception basis, and maintain an audit trail.

· The capacity to test new logic and pricing against all edits/audits and other adjudication rules using model office.

b. Price claims according to State policy, benefits, and limitations.

c. Process Medicare co-insurance and deductible charges from providers on paper and electronic media.

d. Perform at least two pricing cycles at least weekly.

e. Make available, upon request of the State, pricing logic and/or fee schedules for a defined set of modifier or procedure codes.

f. Implement pricing methodologies within the timeline specified by the State.

g. Accommodate changes (e.g., institutional revenues expanded from three to four digits) without additional cost to the State.

2.7.4.E
Claims Correction

Claims Correction is part of the Claims Subsystem, and supports the correction of claims that have suspended during edit and audit processing.  The objective is to support as much online claims resolution as possible, with the exception of generating claim correction forms to providers.

2.7.4.E.1
Inputs
a. Online:

· Entry of claim corrections to the fields in error

· Forcing or overriding of certain edits

b. Provider, recipient, and reference data related to the suspended claims

2.7.4.E.2
Processing Functions

Claims Correction has the capability to:

a. Provide online, real-time claims resolution for all claim types.

b. Provide access to:

· Related provider data from the Provider Subsystem through windowing, split screen, or other electronic technique.

· Related recipient data from the Recipient Subsystem through windowing, split screen, or other electronic technique.

· Related reference data from the Reference Subsystem through windowing, split screen, or other electronic technique.

· The status of related limitations for which the recipient has had services, such as the number of office visits paid per month.

c. Maintain:

· Claim correction screens that display claims data as entered or subsequently corrected.

· Inquiry and update capability to claim correction screens with access by ICN, provider ID, recipient ID, and/or claim location.

· Claims on the suspense file until corrected, automatically recycled, or automatically denied according to State specifications.

· Error codes and messages that clearly identify the reason(s) for the suspension and highlight the fields in error on claim correction screens; display failed edits on screens to facilitate claim correction.

d. Identify:

· And provide access to potential duplicate claims and related claims data from the claims history and status files through windowing, split screen, or other electronic technique.

· Users who can perform a force or override on an error code based on individual user IDs or authorization level.

e. Assign a claim status of "pended" to claims to be corrected.

f. Link the retrieval of the micro-image of the suspended claim document, through hardware and software, to the terminal-based retrieval of the suspended claim record.

g. Completely re-edit corrected claims.

2.7.4.E.3
Outputs

Claims Correction generates updated claim records to recycle through edit and audit processing.

2.7.4.E.4
Interfaces

There are no interfaces identified.

2.7.4.E.5
State Responsibilities
a. Specify error override, and enforce policy and procedures for use by the Contractor in claims correction.

b. Correct claims referred by the Contractor.

2.7.4.E.6
Contractor Responsibilities
a. Refer claims to the State for correction according to policy.

b. Correct manually and systematically suspended claims from edit and audit processing.

c. Override claim edits and audits in according to State guidelines.

d. Monitor the use of override codes during the claims correction process to identify potential abuse, according to State guidelines.

e. Manually review claims that suspend for medical review, and refer claims to State medical personnel as needed.

2.7.4.F
Claims Operations Management

Claims Operations Management is the overnight managerial and automated part of the Claims Subsystem, and provides overall support and reporting for claims processing.  

2.7.4.F.1
Inputs

Claims Operations Management inputs consist of:

a. Feedback from Edits/Audits Workgroup.

b. Claim records from each processing cycle and other inputs described in Claims Entry inputs.

c. Changes in State pricing and claims processing policy.

2.7.4.F.2 
Processing Functions

Claims Operations Management has the capability to:

a. Specify online claims status and history, processing cycles, and inventory and other general reporting requirements.

b. Maintain:

· Online access to claims and sufficient information to produce claims processing reports for State and Contractor personnel.

· 36 months of adjudicated (paid and denied) claims history on a current, active claims history file for use in audit processing, online inquiry and update, and printed claims inquiries, including, at a minimum:

· Diagnosis code at the header and detail level

· Up to five procedure codes

· Billing, submitting and attending provider ID

· Up to 10 error codes at the detail level, or more as required by HIPAA

· Billed, allowed, and paid amounts, including other insurance payments

· Date of service, date of adjudication, date of payment

· Claims that have been archived from active claims history indefinitely on a permanent history with key elements of the history claim.

· A record of services that, due to State policy, are required for processing for a longer span of time than that covered by the active claims history (such as once-in-a-lifetime procedures) on active claims history for audit processing.

· Batch detail reporting by submission number and provider ID.

· Claim detail reporting by provider ID or beneficiary ID.

· Non-claim-specific financial transactions on claims history.

c. Generate beneficiary:

· Or provider history requests in each batch audit cycle, and show all claims, adjustments, and financial transactions that have occurred within the period for the selection parameters requested. 

· Explanation of Medical Benefits (EOMBs) to a State-approved sample and selection of recipients receiving services during the reporting period, with special consideration for confidential services.

d. For State and Contractor personnel, provide online inquiry to:

· Suspended claims and their current status, showing claim detail and the edits/audits applied to the claim, with access by control number, provider ID, recipient ID, and/or location code/status within the MMIS.

· Summary screens with claim files with the number and dollar amounts of claims, based on multiple selection criteria, including, but not limited to:

· Recipient number

· Provider number

· Claim control number

· Dates of service

· Dates of payment

· Claim status

· Claim type

· Provider type

· Remittance number

e. Perform weekly, at a minimum:

· Real-time edit and pricing

· Two audit processing cycles

· One payment processing cycle

f. Track, update and report (online) claims inventory after each claims processing cycle.

2.7.4.F.3 
Outputs
In addition to the inquiry screens identified, outputs include:

a. Recipient EOMBs, which include all services provided to a recipient by any participating provider, except for confidential services, and a layperson's description of the services provided, the date(s) of service, and the payment amount.


b. Provider history of adjudicated and/or suspended claims that include a description of procedure, drug, diagnosis, and error codes, if applicable.

c. At a minimum, the following standard reports depict:

· Claims Inventory management analysis by claim type, claim processing location and activity, and claim age.

· Claim receipts and production, by type of media, and processed to a finalized status.

· Inventory trends.

· Claims and payments after each payment cycle, by claim type and MARS category of service.  

· Status of paper claims and ECS transmissions.

· Error code analysis by claim type, provider and/or input media.

· Edit/audit over-ride analysis by claim type, edit/audit and user ID.

· Payment cycle time analysis by claim type, input media, and provider type.

· Prepayment edit/audit savings by claim type, edit/audit and user ID.

· Summary of EOMBs generated. 

2.7.4.F.4
Interfaces
a. The PBM provides the MMIS with a weekly file containing all adjudicated pharmacy claims.  This file is processed prior to the weekly financial cycle.

b. The MMIS provides the PBM with the following data files:

· Daily Prescriber file with all applicable prescriber enrollment data.

· Weekly Pharmacy file with all applicable pharmacy enrollment data.

· Monthly claim file with all the claims information necessary to support retrospective DUR activities.

2.7.4.F.5
State Responsibilities

a. Meet regularly with Claims Manager.

b. Review and follow-up on:

· Reported questionable claims from returned EOMBs.

· Standard claims reports.

2.7.4.F.6
Contractor Responsibilities
a. Maintain appropriate and adequate staff for claims processing.

b. Produce and send to file:

· Recipient EOMBs.

· Claims inventory reports.

· All other standard reports.

c. Screen returned EOMBs for discrepancies and produce monthly reports that identify the number, percentage, and the dollar amount of claims questioned.

d. Provide:

· Online inquiry and access to active and permanent claims history files and the status of suspended claims for Contractor and State personnel.

· Upon request, the State with original paper claims, adjustments, and attachments.

· Audit trail of the PBM interface claims data which includes transaction dates, records received, record status

e. Maintain a claims control and inventory system approved by the State.

f. Enter within one workday of receipt, State and district office requests for recipient and provider history printouts.

g. Generate EOMBs no less frequently than every 45 calendar days and within two workdays after the most current payment processing cycle.

2.7.4.G
Prior Authorization 

Prior Authorization (PA) is a mechanism to review, assess, and pre-approve necessary medical services prior to actual delivery.  PA has been unbundled and functionality will reside for the most part in the GCR.  The following functions will remain for up to one-year post-takeover.  


The objectives of PA are to:

a. Allow payment for only those treatments and/or services that are medically necessary, appropriate, or cost-effective.

b. Provide support for case-management in special clinical programs (e.g., high-tech).

c. Serve as a cost-containment and utilization review measure.

2.7.4.G.1 
Inputs
a. Claims

b. Prior authorization file (real-time) from AIM™ screens or GCR interface.

c. Pricing and payment policy(ies).

2.7.4.G.2
Processing Functions

PA has the capability to:

a. Identify the status of claims where PA was referred for payment (e.g., paid, suspended, and denied).

b. Maintain:

· A modified PA record based on claims processing to indicate that the authorized service has been completely or partially used, including units and/or dollars value.

· A data set with the following information in order to update the modified record:

· Unique PA number

· ID of the requesting provider

· Recipient ID for whom services are being requested

2.7.4.G.3 
Outputs
a. Online inquiry to screens with the PA data set, which includes, but is not limited to approved, denied, and pended Pas for contractor and State personnel.

b. Standard reporting including:

· Frequency of service codes requested and authorized.

· Cost savings (amount requested versus amount approved) with YTD totals.

2.7.4.G.4
Interfaces
a. Currently, PA interfaces with the PRO contracted for PA functions, through telephone link or other electronic media.

b. A real-time interface is planned for the GCR.

2.7.4.G.5
State Responsibilities
a. Implement, operate and update the GCR.

b. Specify PA record purge criteria.

c. Provide the Contractor with specific requirements for PA-related reports.

d. Resolve disputes involving payment for services and items requiring prior authorization at fair hearings.

e. Approve the format of all PA request forms and related material.

2.7.4.G.6
Contractor Responsibilities
a. Purge old PA records, according to State-specified criteria.

b. Provide:

· Online inquiry and access to the modified PA data set for contractor and State personnel.

· Real-time access to PAs during claims processing (GCR interface).

c. Produce all PA reports, according to State specifications.

d. Create and distribute to providers, free of charge, all PA forms.

2.7.5 Financial Subsystem


The Financial Subsystem encompasses claim payment, financial reporting, and all other financial transaction processing.  It ensures that State funds are appropriately disbursed for claim payments and that post-payment transactions and reviews are applied accurately.


The Financial Subsystem is the final step in claims processing.  At the end of each weekly claims processing cycle, the Financial Subsystem processes finalized claims for each provider, prepares reports, accounts due to the State, and complete State financial accounting activities.

2.7.5.1
Inputs
a. Adjudicated claims and claim adjustments from the Claims Subsystem.

b. Provider tax payments.

c. Non-claim-specific financial transactions, (e.g., fraud and abuse settlements, TPL recoveries, cash receipts, recoupments, mass adjustments and cash transactions).

d. Provider, recipient, and reference data.

2.7.5.2
Processing Functions


The Financial Subsystem performs claim payment processing.  Claim payment processing includes all procedures and processes directly related to claims processing and includes has the following capability, specified by basic functional area:

2.7.5.2.1
Provider Payments

Claims that have passed edit, audit, and pricing processing, or which have been denied, are passed on for payment processing.  Payment processing has the capability to:

a. Maintain:

· Payment mechanisms (e.g., checks, EFT) to providers.

· Provider ARs and deduct appropriate amounts from processed payments.

b. Generate:

· Capitation and insurance premium payments with supporting detailed documentation.

· Checks for insurance premiums for TPL and Buy-In for identified recipients or as billed by CMS.

c. Print or not print information on suspended claims, determined by selection parameters (e.g., provider ID, provider type, age of claim).

d. Suppress:

· Check generation for certain State programs, as directed by the State, but identify expenditures for budget reconciliation.

· Zero-balance checks generation but still generate associated RAs.

e. Automatically establish an accounts receivable for a provider if the net transaction of claims and financial transactions results in a negative amount, and the provider has no active accounts receivable on file.

f. Update provider payment data and 1099 data on the Provider data set.

2.7.5.2.2 Adjustments

Adjustments are processed during regular claims processing cycles.  Adjustment processing has the capability to:

a. Maintain:

· Complete audit trails of adjustment processing activities on claims history files.

· Original claims and the results of adjustment transactions in claims history; link all claims and subsequent adjustments by ICN.

· An adjustment reason code that indicates the reason for the adjustment and the disposition of the claim (e.g., additional payment, recovery, history only) for use in reporting the adjustment.

· An online mass-adjustment selection screen, limited to select users, to enter selection parameters such as time period, provider number(s), recipient number(s), service code(s), and claim type(s); claims meeting the selection criteria will be displayed for initiator review, and the initiator will have the capability to select or unselect chosen claims for continued adjustment processing.

· A retroactive rate adjustment which automatically identifies claims affected by the adjustment, create adjustment records for them, reprocess them, and maintain a link between the original and adjusted claim.

b. Update claims history with appropriate financial records and reflect adjustments in subsequent reporting, including TPL claim-specific recoveries.

c. Identify the claim to be adjusted, display it on a screen, and adjust the fields with minimal entry of new data.

d. Create a skeleton claim and/or claim facsimile from archived history if the claim to be adjusted has been purged from online history.

e. Reverse the amount previously paid and then process the adjustment.

f. Process the adjustment offset in the same payment cycle as the adjusting claim.

g. Re-edit, re-price, and re-audit each adjustment, including checking for duplication against other regular and adjustment claims, in history and in process.

h. Allow online changes to the adjustment claim record to reflect corrections or changes to information during the claim correction (suspense resolution) process.

i. Mass-adjust to re-price claims for retroactive pricing changes, recipient or provider eligibility changes, and other changes necessitating reprocessing of multiple claims.

j. Prevent multiple adjustments to a single claim record; apply successive adjustments to the most current version of the claim.

2.7.5.2.3 Remittance Advice

a. Generate HIPAA-compliant remittance advices (RAs).
b. Print banner page text messages on RAs, with multiple messages available on a user-maintainable text file, with parameters such as provider type, claim type, and payment cycle date(s).

2.7.5.2.4
Provider Overpayments

Overpayments are classified as either incorrect payments or inappropriate payments.  tc \l4 "3.3.4.4
Credit Balance Procedures
2.7.5.2.4.1
State Responsibilities

a. Define rules and guidelines related to overpayment to providers.

b. Utilize an integrity program with rules and guidelines to detect overpayments.

c. Evaluate:

· The validity of the Contractor’s determination that an overpayment occurred through no fault of the Contractor.
· Whether or not to assign its rights to the Contractor to pursue collection of the credit balance in the event the Contractor initiates suit against the provider to recover the credit balance.  The Contractor must deposit any such recoveries outside the MMIS into its own administrative account.
d. Determine how to collect the overpayment should the Department of PATH determine that the overpayment occurred through no fault of the Contractor.  

c. Consider its right to exercise the write-off of any overpayment.

2.7.5.2.4.2
Contractor Responsibilities

a. Maintain a process to identify overpayments.

b. Once an overpayment is resolved, flag the transaction which created the overpayment.  

c. Provide a written factual determination as to how overpayment arose with the amount of the overpayment, for new overpayments each week.

d. Receive approval from the State prior to initiating. 

Overpayment Recoupment Process

The Contractor must obtain prior approval from the State before initiating recovery activities from providers that are not considered routine.  The Contractor may recoup routine overpayments from providers without State approval.

The following steps may be employed by the Contractor to recoup overpayments from providers:

1. Reduce subsequent provider reimbursement by the overpayment amount.

2. Deny subsequent claims with subsequent problem until overpayment is satisfied.

3. Issue a demand letter to the provider if the provider has no further claims activity within 30 calendar days of the first RA reflecting the overpayment.  If the provider is unresponsive or has no further claims activity within 15 calendar days of the first demand letter, the Contractor shall issue a second demand letter.

4. If there is no response from the provider or no further claims activity within 15 calendar days of the second demand letter, the Contractor will be held responsible for the credit balance amount and must:

· Submit the appropriate documentation to the State for each provider credit balance.

· Apply the credit balance amount to the provider's record in the MMIS upon notification from the State to do so. 

· Deposit the credit balance amount into the Disbursement Account, which will reduce a cash request for funds, thereby allowing the State to return the Federal portion of the credit balance.

· Indicate on the next confirmation letter that the credit balance has been refunded to the State.

5. The Contractor will not be held responsible for overpayments if the Contractor can provide documentation that the overpayment did not occur as a result of error, mistake or failure on the part of the Contractor.  The documentation must include:

a. Copies of:

· Claim or claims

· Data sheets

· Payment records

· Canceled check or checks

· Copies of both demand letters and provider responses (if any)

· Any other documentation relating to the overpayment

b. Written factual determination as to how the overpayment occurred, the amount of the overpayment, and when it occurred.
2.7.5.2.5 Accounts Receivable from TPL

Reference sections 2.7.6 and 2.8.3.3.

2.7.5.2.6
Other Financial Processing

Additional financial management requirements are defined in RFP section 2.6.24. Financial transactions such as voids, reissues, manual checks, cash receipts, repayments, cost settlements, tax assessments, overpayment adjustments, and recoupments are processed as part of the Financial Subsystem, which has the capability to:

a. Maintain online:

· Access and update to an accounts receivable file to process and report financial transactions by type of transaction and provider or other entity (e.g., carrier, drug manufacturer).  The file, at a minimum, includes:

· Provider number/entity identification

· Account balance

· Percent or dollar amount to be withheld from future payments

· Reason indicator

· Type of collection

· Authorizing party

· Due date for recoupment

· Program and authorizing agency to be charged

· Lien holder and amount of lien

· 1099 adjustment indicator

· Inquiry to financial information with access by provider ID or entity ID; at a minimum including:

· Overpayment information

· Receivable account balance and established date

· Percentages and/or dollar amounts to be deducted from payments

· Type of collections made and date

· Both financial transactions (non-claim-specific) and adjustments (claim-   specific)

· Data to meet HCFA-64 reporting

· Lien and assignment information to be used in directing or splitting payments to the provider and lien holder.

b. Provide:

· Cash management techniques that meet the requirements of the Cash Management Improvement Act of 1990, using the "Zero Balance" or "Checks Paid" method.

· Special accounts for specific financial transactions (e.g., tax assessments).

· Data and generate the HCFA-37, Medicaid Program Budget Report.

c. Track:

· Cash received:

· At the Contractor’s facility.

· From the Cash Control Unit of the State.

· Provider payments related to the State’s provider tax process.

· Each financial transaction, balance each batch, and maintain appropriate audit trails on the claims history file.

· Financial transactions, by source, including TPL recoveries, fraud and abuse recoveries, provider payments, drug rebates, etc.

d. Set up provider accounts receivables that can be either automatically recouped from claims payments or satisfied by repayments from the provider, or both.

e. Accept:

· Manual or automated transactions to be recorded and reported as medical expenditures that have been processed and paid outside of the MMIS.

· Claim-specific and gross recoveries, regardless of submitter (provider, carrier, recipient, drug manufacturer); apply gross recoveries to providers or recipients as identifiable.

f. Apply monies received toward recoupment to the accounts receivable file, including the RA date, number, and amount, and transfer that data to an online provider paid claims summary.

g. Identify:

· A type and disposition on refunds or payouts.

· Providers with credit balances and no claim activity during a State-specified number of months.

· And track shared expenditures with other departments.

h. Link refunds to the specific claim affected, according to cost-effective State guidelines.

i. Generate:

· Provider tax request letters, as directed and required by the State.

· Provider 1099 reports annually, which indicate the total paid claims minus recoupments or credits.

· Overpayment letters to providers when establishing accounts receivables.

j. Adjust provider 1099 reports with payout or recoupment amounts issued in the accounts receivable file.

k. Accommodate:

· Manually issued checks as required by the State, and posting to the specific provider's account to adjust the provider's 1099 report and set up recoupment criteria.

· Issuance and tracking of non-provider-specific payments (e.g., refund of an insurance company overpayment) and adjust expenditure reporting proportionately.

l. Process fiscal pends, wherein payments are held on adjudicated claims according to State criteria, to include claim type, provider type, specific ID, and dollar value; the State will specify release of fiscal pends based on the above, or other established criteria.

2.7.5.3 
Outputs
a. Provider tax notices and related documents.

b. Standard reports designed for ease of use and interpretation, that include the following, at a minimum:

· Expenditures by department, program, and special Federal funding categories (Month-to-Date and Year-to-Date)

· Counts of adjustments and other financial transactions, by provider type, claim type, entity type, etc.

· Monthly summary of tax assessment activity

· Standard accounting balance and control reports

· Remittance summaries and payment summaries

· Detailed financial transaction registers

· Zero-balance account control reports

· Range of recoupments by amount and time period for providers

· Outstanding accounts receivables, with flags on those that have no activity within a State-specified period of time

· Cash receipts and returned funds

· Account receivables set-up during the reporting period

· Check registers

· Retroactive rate adjustments requested and performed

· Reports that segregate and identify claim-specific and non-claim-specific adjustments by type of transaction (e.g., payout, recoupment, or refund) and provider type or entity type, on a monthly basis

c. In addition to reports, the Financial Subsystem produces:

· Remittance Advices

· Electronic payments to providers and other entities

· Manually issued checks

2.7.5.4
Interfaces
a. Banks, for EFT

b. Provider electronic Remittance Advice transmission networks

c. ACCESS

2.7.5.5
State Responsibilities

a. Define:

· Financial processing policies, guidelines, and procedures.

· Expenditure summarization categories.

b. Monitor the:

· Transfer of Federal and State funds to the Contractor's Medicaid bank account.

· Allocation of State funds to appropriate departments.

c. Review:

· Provider 1099 reports and notify Contractor of discrepancies.

· Other financial reports from Contractor.

d. Designate which Federal fiscal year recoveries are to be shown.

2.7.5.6
Contractor Responsibilities
a. Produce and distribute:

· RAs and provider payments.

· Provider 1099 reports no later than January 31 each year.

b. Resolve claim voids, credits, and debits within a timeframe directed by the State.

c. Complete adjustments within 30 calendar days of submission.

d. Perform:

· EFT payments to providers within two workdays of payment processing.

· Adjustments to original and adjusted claims, and maintain records of the previous processing.

· Payment processing at least weekly.

e. Present all messages on the RA in HIPAA-compliant, non-technical language that is understandable to providers.

f. Send check register to the State at the end of each claims payment cycle for review and approval.

g. Maintain:

· Separate bank accounts for provider collections and payments.  The State will retain all interest earned on these accounts.

· A "zero balance" bank account, and draw down Federal and State funds to match incoming checks for redemption each workday.

· Security and monitoring for the location and disposition status of incoming checks.

h. Receive, sort and log incoming checks from the State, third-party payers, and providers.

i. Update claim history and online financial files with the check number, date of payment, and amount paid after the claims payment cycle.

j. Establish a procedure to reimburse providers outside of the MMIS as directed to do so by the State.

k. Monitor the status of each AR, and report monthly to the State in aggregate and/or individual accounts.

l. Comply with Federal and State guidelines for collecting outstanding ARs.

m. Provide online access to financial information according to State specifications.

n. Enter non-claim-specific financial transactions received and processed at the Contractor’s location.

o. Deposit incoming checks into a specified account, and transfer refund amounts to the State, within 24 hours of receipt.

2.7.6
Third-Party Liability Subsystem
The Third-Party Liability (TPL) Subsystem works with a combination of cost avoidance (claim denial) and cost recovery (post-payment billing to private insurers).  Primary reliance is on cost avoidance.  Cost avoidance specifies TPL coverage types based on procedure codes or State-defined service categories for automatic cost avoidance without manual review.  Cost recovery is utilized as a backup to the avoidance process.

For the most part, staff who manage TPL Subsystem procedures work for the State.  The State intends to eventually move all TPL activity in-house.

The Claims Subsystem uses TPL coverage type, and threshold information during claims adjudication.

The objectives of the TPL Subsystem are to:

a. Identify and manage the private health, Medicare, and other third-party resources of Vermont’s medical assistance recipients.

b. Ensure that Medicaid is the payer of last resort.

c. Avoid paying for claims with potential third-party coverage.

d. Recover funds from third parties when resources are identified after claims have been paid.

e. Pay the premiums for private health insurance for recipients (including Medicare Buy-In) when it is deemed cost-effective to do so.

2.7.6.1 
Inputs
a. Recipient, insurance carrier, and provider correspondence and phone calls.

b. Insurance carrier data.

c. TPL-related data from the adjudicated claims history files, including:

· Indicators of accident-related treatments.

· Diagnosis and procedure codes indicating trauma.

· Indication that a TPL payment has been made for the claim (including Medicare).

d. Recipient enrollment eligibility and resource information from ACCESS. 

e. Online entered parameters to identify paid claims for tracking and potential recovery.

f. Recipient, Reference, and Provider Subsystem data.

2.7.6.2
Processing Functions

The TPL Subsystem has the capability to:

a. Maintain third-party resources by recipient on a resource file with:

· Name, ID number, date of birth, date of death, SSN of eligible recipient

· Policy number or Medicare HIC number and group number

· Name of policyholder, relationship to eligible recipient, SSN of policyholder

· Assignment/subrogation

· Cost-avoidance bypass indicator

· Origin code

· Employer name and address

· Type of policy and coverage, effective date of coverage

· Insurance carrier ID

b. Maintain third-party insurance carrier information on a carrier file with:

· Carrier ID and name

· Correspondence address

· Contact person and phone number

· Claims submission address

c. Maintain, for each recipient:

· 15 date-specific TPL resources (including Medicare).

· Historical information on third-party resources.

d. Cross-reference insurance carrier data with employer data.

e. Display online coverage and claims data for current and previous recipient IDs when either is specified.

f. Accept:

· Online inquiry and updates of resource and carrier data.

· Accept batch updates to the resource file with data from ACCESS.

· User-defined input selection parameters to identify paid claims for tracking and potential recovery.

g. Maintain online inquiry to:

· Resource data by recipient name, recipient ID, policy number, HIC number, coverage type and SSN.

· Insurance carrier data by carrier name and carrier number.

· TPL data files.

h. Edit:

· Online transaction data for presence, format, validity, and consistency with other data in the update transaction and TPL files.

· All batch input transactions from interfacing systems and data match processes to ensure consistency and validity of data.

i. Identify:

· Recipients for whom insurance premiums are to be paid, including effective dates and amount of payment.

· Cost avoided payments due to established TPL.

· Previously paid claims when TPL resources are identified or verified retroactively, and generate claim facsimiles or machine-scannable forms for submission to insurance carriers for recovery.

j. Generate claim facsimiles or machine-scannable forms for all claim types, with selection by recipient ID, provider ID, claim type, and dates of service.

k. Maintain an insurance carrier receivable in the AR file for post-payment recoveries.

l. Track individual and multiple claims that reach a set State-defined threshold (e.g., $200) for post-payment recovery on trauma cases.

m. Maintain a process to pay deductible and coinsurance amounts for those individuals for whom insurance premiums are paid.

2.7.6.3
Outputs
a. The TPL Subsystem provides the following types of reports:

· Amounts billed and collected, current and YTD, by insurance carrier.

· Unrecoverable amounts by type and reason.

· Potential trauma or accident claims, including those exceeding threshold allowances.

· Services subject to potential recovery when date of death is reported.

· Unduplicated cost-avoidance by medical assistance program category and type of service, with subtotals and totals.

· Insurance carrier file listings.

· Audit trails of changes to TPL data.

· Summary and detail reports on premiums paid.

b. In addition to reports, the TPL Subsystem generates:

· Automated letters to insurance carriers and recipients when recoveries are initiated or resource data requested.

· Claim facsimiles or machine-scannable forms to insurance carriers in HCFA-1500, UB-82, UB-92, or pharmacy claim format.

· Recipient resource information transmitted to ACCESS eligibility files.

2.7.6.4
Interfaces
a. ACCESS Recipient Eligibility files.

b. Government entities.

2.7.6.5
State Responsibilities

a. Determine and direct implementation of TPL policies.

b. Collect and maintain initial third-party resource information from all sources for all recipients, including the initial recipient enrollment process through ACCESS.

c. Provide ACCESS updates to the TPL Subsystem for newly enrolled recipients.

d. Verify TPL/Medicare suspect information and follow-up on file discrepancies.

e. Determine mappings between TPL coverage types and covered services for cost avoidance.

f. Change specifications, as appropriate, of which coverage types are to be:

· Cost avoided.

· Paid and recovered.

g. Maintain and adjust coverage type-, dollar volume-, and time parameter-specific thresholds for accumulating claims recovery, based on the size of inventory and availability of State personnel.

h. Initiate post-payment recovery actions from insurance carriers for claims paid to providers who demonstrated a good faith effort to collect from a known third-party resource, but did not receive payment.

i. Investigate, on a post-payment basis, potential casualty/liability situations and determine the need for follow-up.

j. Determine follow-up and initiate action on aged ARs.

k. Identify cases for insurance premiums or Buy-In coverage.

l. Pursue estate benefit recovery.

m. Request claim facsimiles, machine-scannable claims, and copies of microfilm claims, as needed.

2.7.6.6
Contractor Responsibilities
a. Provide online update and inquiry access to TPL carrier file, resource file, case tracking, and AR file for State personnel. 

b. Produce claim facsimiles or machine-scannable forms:

· To bill insurance carriers for paid claims when retroactive resources have been identified, and mail out with appropriate cover letter.

· Within one week of State’s request.

c. Perform follow-up and verification of changes to recipient coverage identified during claims processing.

d. Produce inquiry letters and mail to recipients, providers, and carriers in specified situations.

e. Provide:

· Copies of microfilm claims to the State within one workday of request.

· TPL information updates to ACCESS weekly.

f. Update TPL files with claim information in the same cycle as the payment cycle.

2.7.7 
Long-Term Care Subsystem

The Long-Term Care (LTC) Subsystem supports the processing of nursing home and other LTC claims through the maintenance of recipient-specific data and provider-specific certification and rate data.


The objectives of the LTC Subsystem are to:

a. Develop, maintain and review (as needed) payment methodologies for LTC services.

b. Maintain accurate beneficiary level of care information to assure appropriate payment.

2.7.7.1 
Inputs
a. ACCESS update transactions with placement level, facility, patient liability, and effective dates.

b. Provider-specific rates and bed classification.  Beds are classified as:

· Nursing home

· Swing

· Acute Waiting Placement 

· Rehabilitation

· Nursing Home-hold

2.7.7.2
Processing Functions

The LTC Subsystem uses recipient-specific and provider/facility-specific data to pay claims and produce standard reports.  The LTC Subsystem has the capability to:

a. Maintain:

· Recipient date-specific LTC data:

· Admission and discharge dates

· Home leave of absence and hospital hold bed days

· Patient financial liability information

· Recipient placement level

· Date of death

· Other data elements as required by the State

· Provider/facility date-specific LTC data:

· Bed classification

· Reimbursement rate

· Type of facility (e.g., NF, SNF, ICF-MR)

· Other data elements as required by the State

· Current and historical data to support claims processing and reporting.

b. Accept online updates to recipient data.

c. Identify recipient liability amounts, Medicare and other third-party resources, and deduct them from payments to providers.

d. Track recipient:

· Liability amounts owed to the State

· Beneficiaries waiting placement

· Leave days

2.7.7.3
Outputs
a. Standard reports, including:

· Analysis of leave days

· Discrepancies between recipient liability amounts and the LTC recipient data set

· Nursing home rosters

· Tracking of non-bed-hold discharge days

· Re-certifications due within 60 calendar days

· Recipient liability amounts owed

· Hospital claims/bed-hold analysis/comparison

· Audit trail of changes to LTC data

· Recipients identified with a date of death from TADs

2.7.7.4
Interfaces
a. ACCESS for LTC data on recipients

2.7.7.5
State Responsibilities

a. Maintain:

· Recipient-specific data in the LTC data set (ACCESS).

· Certifications on LTC facilities.

b. Provide time-delineated LTC provider/facility rates to the Contractor.

2.7.7.6 Contractor Responsibilities

a. Produce all LTC reports according to State-specified criteria.

b. Provide appropriate staff to reconcile ACCESS-recipient differences.

c. Update rate and bed-level files within five workdays of receipt of new information from the State.

2.7.8
Early and Periodic Screening, Diagnosis, and Treatment Subsystem

The modified Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) Subsystem serves as the State's mechanism to identify and track EPSDT services, and make appropriate provider payments.  The majority of functions in the EPSDT Subsystem have been transferred to the GCR.  


The Vermont Department of Health (VDH) is the primary user of the EPSDT Subsystem.  The VDH performs case-management of EPSDT recipients from initial notification to follow-up treatment as a result of screenings.  EPSDT-eligible recipients receive medically necessary services available to the general Medicaid population.


EPSDT screening services are submitted on the X12 835-professional transaction, using certain HCPCS and modifiers.


The primary objectives of the EPSDT Subsystem are to:

a. Maintain and update a procedure code-based payment logic for providers of EPSDT services, as required by the State.

b. Maximize FFP for the provision of health care to recipients.

2.7.8.1
Inputs
a. Recipient demographics and program eligibility.

b. Claims from the Claims Subsystem.

c. Payment guidelines (business rules) from the State).

2.7.8.2
Processing Functions

The EPSDT Subsystem has the following capability, specified by basic functional area:

2.7.8.2.1
Claims Data Tracking


Claims data tracking has the capability to identify:

a. Screening and well-child claims for services.

b. Abnormal conditions, by screening date, and whether the condition was treated or referred for treatment per procedure code modifiers.

c. Providers who deliver EPSDT services and payment enhancements made to them.

2.7.8.3
Outputs
Standard management reports that detail:

a. EPSDT-related services, by recipient, on request.

b. Screening cost analysis, by screening provider, showing utilization and expenditure data.

c. Expenditures for children who were screened compared to those who were not screened.

2.7.8.4
Interfaces

There are no interfaces identified.

2.7.8.5
State Responsibilities

a. Periodically inform eligible recipients of the availability of EPSDT services and benefits through the eligibility re-determination process.

b. Maintain EPSDT recipient data.

c. Track the provision of screening or support services for EPSDT recipients.

d. Monitor program effectiveness using reports produced by the Contractor.

e. Identify all care providers and specific services to maximize FFP.

2.7.8.6
Contractor Responsibilities
a. Maintain online update and inquiry capability for access to the EPSDT files for State personnel.

b. Identify and report (from paid claims) recipients receiving EPSDT services.

c. Produce program management reports containing recipient-level and summary data relating to EPSDT services, as specified by the State.

d. Apply service enhancements to provider payments as directed by the State.

2.7.9 Management and Administrative Reporting Subsystem


The Management and Administrative Reporting Subsystem (MARS) provides financial and statistical reports to assist the State with fiscal planning, control, monitoring, program and policy development, and evaluation of medical assistance programs.


MARS is a financial management tool providing information on program status and trends with the capability to analyze historical trends and predict the impact of policy changes on programs.  Its basis is payment date, as opposed to service date (which is captured in the EVAH application).  


MARS is flexible enough to meet existing and proposed changes in format and data requirements of Federal statistical reporting without major programming or expense, and accommodate future changes to meet the unique reporting needs of Vermont's medical assistance programs.


The MARS objective is to generate:

a. Comprehensive information reported by program and authorizing department.

b. Comparisons of current program activity with activity in prior periods.

c. Reports depicting:

· Program trends.

· Payments by category of service.

· Current and summarized claim payment status.

· All types of claim adjustments and non-claim-specific financial transactions.

2.7.9.1
Inputs
a. Adjudicated and suspended claims data, adjustments and financial transactions from the Claims and Financial Subsystems.

b. Reference data from the Reference Subsystem.

c. Provider data from the Provider Subsystem.

d. Recipient data from the Recipient, LTC, and TPL Subsystems.

e. Financial and budget data from the other sources (e.g., paper, tape, diskette) not available from the Financial Subsystem.

2.7.9.2
Processing Functions

MARS has the capability to:

a. Extract data from the other Subsystems, build master file(s), generate useful information, and create reports according to Federal and State requirements.

b. Subtotal and total reports.

c. Generate reports:

· Daily, weekly, monthly, quarterly, semiannually and/or annually, according to Federal and State requirements.

· To include the results of financial transactions, whether claim-specific or non-claim-specific. 

d. Apply selection parameters to generate claims, utilization, and financial data reports, including:

· Program

· Funding source

· Amount of FFP to be claimed

· Category of service

· CMS reporting categories

· Type of transaction (original/adjustment/financial)

· Date of service

· Date of payment

· Date of adjudication

· Recipient aid category

· Recipient medical eligibility category

· District (recipient and provider)

· County (recipient and provider)

· Town (recipient and provider)

· Special programs

· Provider type and specialty

· Units of service

· Service code

· Diagnosis

· Time period (fiscal year, calendar year, month, quarter, etc.)

· Any combinations of the above

f. Change or add categories of service, special programs, recipient aid categories, medical eligibility codes, provider types, and specialties and carry through corresponding changes in affected MARS reports.

g. Identify fraud and abuse re-coupments, and TPL collections separately.

h. Meet all enhanced requirements for CMS MSIS reports and HCFA-64 generation.

i. Integrate necessary data elements to produce reports and analysis, and maintain integrity of data sources.

j. Maintain:

· Uniformity and comparability of data through MARS reports, and between these and other functions' reports, including reconciliation of financial reports with claims reports.

· Statistically valid trend methodology. 

k. Provide:

· Outputs relating to drug rebates, to include reports and bills to manufacturers on rebate details and amounts due, and control reports to track rebate recoveries.

· Information to support institutional rate and capitation fee setting.

· LTC reports with details and summary information by nursing home, on rates, patients, days, and payments for the current period and year-to-date.

· Service counts based on meaningful units, by service category (e.g., days, visits, prescriptions, etc.), counts of claims, and unduplicated recipient and provider counts.

· Charge, expenditure, eligibility, and utilization data to support budget forecasts and tracking and Medicaid modeling, to include:

· Eligibility counts and trends by aid category

· Utilization patterns by aid category and category of service

· Charges, expenditures, and trends by category of service

· Lag factors between date of service and date of payment to determine cash flow trends

· HCFA-2082 data on diskette and paper, monthly and annually

l. Track, compile, summarize and report data for services and expenditures rendered for:

· Departments and programs outside of PATH

· Federally-supported programs (Medicaid, approved waiver, etc.)

· State-only funded medical assistance programs (Dr. Dynasaur, VScript, GA, etc)

Data for State programs is separately reported from Medicaid data.

2.7.9.3
Outputs

MARS outputs are the financial, statistical and summary reports required by Federal requirements, and other reports that assist the State in the administration of the Vermont’s medical assistance programs.


The following types of reports are produced by MARS and depict:

a. Time frames for claims, adjustments, and financial transactions are within the timely processing according to Federal and State guidelines.

b. Types and numbers of errors occurring during claims processing (suspended claim analysis) by provider, provider type, and category of service.

c. Expenditures by service type depicting provided service, recipients, and units of service.

d. Claims:

· Throughput analysis. 

· Paid by type of service (e.g., abortion, sterilization, etc.).

· Filing information based on comparisons of date of service to date of receipt.

e. Comparisons of:

· Actual claim expenditures to budgeted expenditures with budget variations.

· Past, current, and future financial trends by recipient eligibility category and category of service.

f. Current provider payment amounts.

g. Average cost per eligible and per recipient.

h. Historical trends of payments and average costs.

i. Amount of financial liability against the program, including in-process claims, retroactive TPL recoveries and adjustments.

j. Recipient participation analysis and summary, with utilization rates, payments, and number of recipients by eligibility category.

k. Provider participation analysis and summary, with payments, services, category of service, and recipient eligibility categories.

l. Utilization of services against benefit limitations.

m. Expenditure data, by procedure code, to assist in determining reimbursement methodologies.

n. Waiver and special program participation and expenditure data, including services, payments, billed amounts, eligibles, unduplicated recipient counts, and total cost of care by date of service and federally required waiver reports, by waiver type.

o. TPL and cost-settlement analysis, including billings and collections.

p. Procedure usage analysis by recipient aid category, age, and provider type.

q. Geographic (e.g., district, town, county) participation with expenditure analysis and summaries.

r. Providers ranked by payment amount and other factors.

s. Paid, suspended, denied, and duplicate claim statistics, by provider type, and category of service.

t. Aggregate data on units of service by provider type and category of service.

2.7.9.4
Interfaces

There are no interfaces identified.

2.7.9.5
State Responsibilities

a. Define:

· Content, format, frequency, and media for reports.

· Federal and State categories of service, eligibility categories, provider type and specialty codes, district codes, town codes, accounting codes, funding source codes, and other codes necessary for producing the reports.

b. Initiate or approve report changes, additions, deletions, and other maintenance to the MARS Subsystem.

c. Approve in writing the content, format, and documentation of all new reports.

d. Monitor report production and review reports produced.

e. Review balancing reports to ensure internal and external report integrity.

f. Respond to report requests from other parties for data on the medical assistance programs.

g. Provide the Contractor with the necessary data to complete:

· The administrative portion of the HCFA-64 Quarterly Statement of Expenditures.

· Financial reporting which is not generated or maintained by the MMIS.

2.7.9.6
Contractor Responsibilities
a. Produce:

· MARS reports and other outputs within the time frames and according to the format, selection parameters, content, frequency, media, and number of copies as specified by the State.

· Submit, and correct, if necessary, MEDSTAT tapes for CMS, according to CMS time frames.

b. Generate and submit reports to CMS in the media required.

c. Distribute:

· Reports on a variety of media, including hardcopy, micromedia, tape, or diskette as specified by the State.

· Monthly 2082 reports to the State on CD-ROM.

d. Modify reports to meet changing Federal and State requirements.

e. Maintain complete MARS documentation that defines the purpose of each report, specifically describes the definition of each reporting category, and data elements contained therein, their sources, the frequency of the report, and the report distribution and media.  Include a master matrix of data elements indicating which reports contain that data element.

f. Balance MARS report data to comparable data from other MARS reports and to non-MARS reports to ensure internal and external validity, and provide an audit trail.  Deliver the balancing report to the State with each MARS production run.

g. Provide:

· The State with an updated user manual for all reports to ensure understanding of the report content, and include instructions for balancing the reports. 

· Uniform cut-off points for every report to ensure consistency.

h. Respond to State requests for information concerning the reports with a resolution no later than three workdays after request.

i. Ensure the accuracy of reports before delivery to the State.

j. Process file updates at least monthly.

k. Save final output files for at least six months.

2.7.10
Ad-Hoc (EVAH) Subsystem

The Enhanced Vermont Ad-hoc (EVAH) is used for retrieval of data for managerial research, planning, modeling, forecasting, and investigation purposes.  EVAH allows for a variety of users to access and manipulate data from Claims, Provider, Recipient, TPL, LTC, and Reference Subsystems to meet their informational requirements.  EVAH provides flexibility in data access and retrieval (i.e., it provides multiple output media capability, including online, real-time reporting, batch reporting, and downloading.


EVAH supports modeling and forecasting based upon user selection parameters that depict assumptions about expenditures, budget, reimbursement methodologies, and other factors for forecasting, and trend analysis.


The user interface to EVAH is Business Objects™, as customized for the Vermont Medicaid program. 

2.7.10.1
Inputs
a. Claims data from the Claims Subsystem.

b. Provider data from the Provider Subsystem.

c. Reference data from the Reference Subsystem.

d. Recipient data from the Recipient Subsystem. 

e. TPL data from the TPL Subsystem. 

f. LTC data from the LTC Subsystem.

2.7.10.2
Processing Functions

EVAH has the capability to:

a. Maintain access:

· To remote users within the State office system.

· To integrate data from multiple files within multiple subsystems (any data on any MMIS file should be available) to produce Ad-Hoc reports in a batch mode.

· To 36 months of claims history and supporting data.

· Graphics and mapping support.

b. Accommodate new data model and changes to existing data elements.

c. Delete batch-produced report requests.

d. Provide:

· A database for online user extracts, and selection parameter reporting, including user-specified report media.

· Export capacity to Microsoft Excel™.

e. Perform:

· Logic and mathematical calculations on data output.

· Multiple sortings.

f. Assign a random number for sampling.

g. Link eligibility and claim history data by date of service.

h. Segregate and subtotal data, by program and funding source, within reports.

i. Enable full point capacity.

j. Accept user-defined selection parameters.  Refer to Appendix Q for data element listing.

n. Maintain a database that contains, at a minimum, header and detail, claims information, provider full name and address, beneficiary full name and address, TPL carrier codes, EMOBs, and error codes.

2.7.10.3
Outputs

EVAH allows users to define their own output.  Reports are produced based on user-defined selection parameters as listed in Appendix Q.

2.7.10.4
Interfaces
State Govnet.

2.7.10.5
State Responsibilities

a. Approve:

· The data model and proposed changes to it.

· User access (security and limitations).

b. Monitor and review report production.

2.7.10.6
Contractor Responsibilities
a. Provide key staff appropriately educated to:

· Manage the database.

· Assist with report development.

b. Maintain:

· Online access via a web-browser for State personnel to generate reports by user-defined selection parameters.

· 36 months of claims history and supporting reference file data for use.

· Appropriate licensing and maintenance agreement for the Business Objects™ application.

c. Provide technical assistance to users (e.g., development of specifications, problem research and resolutions, review of production output, and report formats).

d. Perform weekly updates to all files and extracts utilized by EVAH.

2.7.11
Surveillance and Utilization Review Subsystem

The modified Surveillance and Utilization Review Subsystem (SURS) is a management tool that supports the investigation of service utilization and potential misuse of Vermont’s medical assistance programs and funds by providers and recipients.  SURS analyzes historical data.


With the implementation of the EVAH, much of the original SURS functionality became redundant and was retired.  The functionality described below represents the modified SURS Subsystem.


The objectives of the SURS are to:

a. Provide:

· Comprehensive health care delivery profiles and utilization patterns for providers and recipients in various categories, under Vermont’s medical assistance programs.

· Data that aids in the investigation of:

· Misuse of Vermont's medical assistance programs by recipients, and promote corrective action in cases of actual misuse.

· Potential defects in the level and quality of care and services provided under the Vermont medical assistance programs.

b. Produce reports that are responsive to the changing administrative and management needs of the Vermont medical assistance programs.

c. Provide clinical and utilization review of selected services and make referrals as necessary to the Program Integrity Team.

2.7.11.1
Inputs
Data from other subsystems, including:

a. Claims history, attachments and related documentation (e.g., medical orders).

b. Provider demographic and enrollment data.

c. Recipient demographic and eligibility data.

d. Reference data for diagnosis, procedure, and NDC descriptions. 

2.7.11.2
Processing Functions

SURS has the capability to:

a. Maintain:

· Access to claim history files and extract data, according to State parameters on the Utilization Management control file. 

· Claims data to generate reports using 12 months of data, by date of service, typically organized by quarters in a calendar year.

b. Link all services rendered to nursing home residents while resident in, or on leave days from, a facility, by facility ID.

c. Generate:

· Profiles for group billers and individual rendering providers separately, based on group provider claims.

· Standard reports using 12 months of paid claims data, including adjustments, for the analysis and development of all reporting, typically displayed by quarters in a calendar year.

· Recipient Explanation of Medical Benefits (EOMBs) to a State-approved sample and selection of recipients receiving services during the reporting period, with special consideration for confidential services.

d. Provide online access to SURS history and summary files, with summary utilization data (number of services, amount billed, allowed, and paid, and average paid per code), by procedure or diagnosis code for individual providers or recipients, or other selection criteria, for contractor and State personnel.

e. Select and print claims data at the request of the user, in such a way that only information that is of value in making a determination of misuse is displayed for the user.

f. Print procedure, modifier, drug, and diagnosis codes descriptions on all reports.

2.7.11.3
Outputs

Standard reports are available electronically, in a format that can be exported to Microsoft Excel™, and are supported by the following features:

· Narrative descriptions of procedures, drugs, and diagnoses on reports.

· Extensive use of claim data elements for summary item definition.

· Definition of unique report groups for every user-defined category of service.

· User-defined selection, summarization, and unduplicated criteria for claim details.

The types of reports that are produced for provider, recipient, and treatment analysis are:

a. Supporting reports

· Claim Detail Reports

· Special Reports

· Severity Index Report

In addition, the following data are reported, according to State specifications:

b. Detail of paid services, with sufficient information to facilitate analysis of data for the most recent 12 calendar months of paid claims, for selected providers and recipients, reported on a monthly basis, displayed by quarters in a calendar year.

c. Ambulatory and inpatient services provided to nursing home residents within a single report by LTC provider/facility (LTC wraparound reporting).

d. LTC information, depicting the following for each provider/facility:

· Facility characteristics and data

· Number of performing providers

· Number of recipients served by each performing provider

· Dollars paid to each performing provider for services to

· LTC recipients

· Dates of service

· Names and IDs of recipients using inpatient services during an LTC confinement

· Hospital stay dates of service

· Amount billed per hospital stay

e. LTC physician detail identifying the number of visits to LTC facilities, by performing providers, by provider number, and recipient details, including date of service and amount billed.

f. Annual ranking by dollar value for the top 100 recipients, by diagnostic group and/or payment amount. 

g. Summary and detail information on hospital stays, including length of stay, room and board charges, ancillary charges, and medical expenses prior to and immediately following the hospital stay.

h. Written case referrals to the Program Integrity Team.

i. Recipient EOMBs, which include all services provided to a recipient by any participating provider, except for confidential services, and a layperson's description of the services provided, the date(s) of service, and the payment amount.

2.7.11.4
Interfaces
State web/LAN.  Data is available through a browser.

2.7.11.5
State Responsibilities

a. Define policy and make or delegate all administrative decisions concerning the operation of, and any changes to the surveillance and review process.

b. Approve or request modification of the SURS User Manual.

c. Define criteria for extraction of claim data for utilization reports.

d. Act on reported data (e.g., perform manual reviews and field audits, when necessary).

e. Investigate fraud-related cases and propose corrective action.

f. Determine modification of reports to meet State and Federal requirements, as necessary.

g. Determine the appropriate action for questionable provider practices and recipient utilization referred by the Contractor, and initiate an update to the provider and/or recipient data sets for those providers and recipients placed on lock-in, prepayment review, or other restrictions, and make available to the Contractor, in writing. 

h. Review and follow-up on reported questionable claims from returned EOMBs.

2.7.11.6
Contractor Responsibilities
a. Verify that services performed are consistent with services previously rendered to the recipient and that they comply with Federal and State policy and medical criteria.

b. Identify and make recommendations to the State on providers to be placed on review for clinical practice reasons.

c. Maintain and produce an updated SURS User Manual on the use and purpose of this function.

d. Produce claim detail reports, and provider and recipient profiles, according to State requests.

e. Load standard reports into a web-based application with appropriate user security.

f. Retain final output files for at least three years.

g. Deliver claim detail reports within the time frames agreed to by the State.

h. Screen returned EOMBs for discrepancies and produce monthly reports that identify the number, percentage, and the dollar amount of claims questioned.

2.7.12
Drug Rebate Subsystem

Federal regulations provide for drug manufacturers whose products are covered by Medicaid, and with whom CMS has a formal agreement, to give financial rebates based on the volume of the manufacturer’s products dispensed by the program.  Vermont requires the MMIS to provide automated support to carry out the Federal mandates related to drug rebate processing.

2.7.12.1
Inputs

a. Data from CMS and the Department of PATH:

· (for any State funded rebate program) identifying manufacturers with whom rebate agreements exist.

· Updating manufacturer information on participation status, rebate amount and measurement units.

b. Paid claims data including adjustments.

c. Dispute information prepared in conjunction with drug manufacturers and CMS.

d. Interest rate information.

e. Invoicing media requests from manufacturers.

f. Updates, including postings of drug rebate deposit/receivables detail, reconciliation and dispute resolution information and adjustments to previous entries.

g. Reference data.

h. Gross drug rebate deposit/receivable data.

2.7.12.2
Processing Functions


The Drug Rebate Subsystem has the capability to:

a. Maintain:

· Context-sensitive help on screens, access to valid values and code definitions by screen field.

· And update data on manufacturers with whom rebate agreements exist, including:

· ID and labeler codes

· Indication of collection media

· Indication of invoicing media

· Contact name, mailing address and phones numbers (voice and fax)

· Labeler enrollment and termination dates

· Identification of the original drug rebate quarter for the drug transaction throughout any adjustments made to the transaction.

· History of letters sent to manufacturers.

· Drug rebate invoice and payment data indefinitely.

· Online access to quarterly manufacturer drug rebate invoice detail.

· Both the units paid (as used to calculate drug transaction pricing) and the CMS units billed for drug rebate on claim history.

· An audit trail of invoices, payments and adjustments, including source and adjustment codes and dates.

· Online audit trail of all updates to drug rebate data.

b. Calculate and generate rebate adjustments based on retroactively corrected CMS and the Department of PATH rebate data, by program.

c. Determine:

· From drug transaction payments the amount of rebates due by NDC and UPC, and generate, according to media requested, invoices, separately identifying rebate and interest amounts by program and rebate quarter.

· Drug rebate overdue amounts and adjustments, calculate interest, and generate new invoices separately identifying rebate amounts and interest by program and quarter.

d. Generate invoice:

· And post-payment details consistent with ROSI and PQAS.

· Cover, collection and follow-up collection cover letters according to State criteria.

e. Provide for:

· Validating units of measure from CMS file to MMIS drug file for consistency and reporting on exceptions.

· Identification of disputed rebate amounts and units, where a manufacturer has disputed the units invoiced.

· Update of payment details and adjustments to the MMIS consolidated accounting system.

· Identification and exclusion of claims for drugs not eligible for drug rebate program.

· Unit conversion of units paid per drug transaction to CMS units billed and CMS units billed to units paid per drug transaction for drug rebate.

f. Provide online:

· Access to six years of historical drug rebate invoices, including supporting claims level detail with selection criteria by labeler, quarter, NDC or any combination of criteria.

· Updateable letter templates including cover, collection and follow-up collection letters, allowing for customization.

· Posting of account receivables by labeler by NDC for each quarter, by rebates and interest receivable.

· Access to accounts receivable data, invoice, payment and adjustment history, and the audit trial at the labeler/quarter/NDC level.

g. Provide navigation directly from the drug rebate invoice screens to paid drug transaction history by selecting ICN, to NDC data by selecting the NDC, and to provider data by selecting provider number.

h. Adjust AR balances for:

· Rebates only at labeler/quarter level.

· Interest only at the labeler/quarter level.

· Rebates and units at NDC level that would also update labeler/quarter balances.

i. Provider online screens for:

· Interest computation.

· Maintenance of comprehensive dispute tracking, including an automated tickler file to flag, track and/or report on responding and non-responding manufacturers and disputes.

· Logging and tracking all communications taken by manufacturers and PATH, and others related to drug rebate processing.

j. Automatic generation of manufacturer mailing labels and mailing labels on request.

k. Meet all Federal and State regulations, policies and procedures in regard to drug rebate.  

l. Edit all data for presence, format, and consistency with other data in the update transaction and on all drug rebate processing.

2.7.12.3
Outputs

a. Reports:

· Statistical – including totals and row/column percents

· Invoice Summary – including totals and row/column percents

· Adjustments and/or journal entry

· Reconciliation between State and manufacturers based on invoiced versus paid and resulting differences in terms of units, rate per unit and rebate

· Performance and Productivity

· Other 

b. Reports:

· Available in data format for export and import purposes through multiple media including paper, CD-ROM, electronic file, microfilm, diskette, and tape cartridge.

· That meet all Federal and State reporting requirements.

· Weekly or by request, which display current and past accounts receivable information.

· Of payment discrepancies, disputes and online information necessary to support dispute resolution when manufacturers and the State differ with respect to calculation of rebate amounts.

c. Audit trail reports displaying before and after image of changed data including ID of the user making the change and date.

d. Information to account for exceptions in calculating rebate amounts.  For example, drugs not covered for reasons related to IRS status, uncovered over-the-counter drugs, and drugs not under rebate agreement with CMS or the State.

e. Generation of:

· Quarterly tapes to CMS and the State.

· Invoices

· Cover, collection, follow-up collection letters

· Mailing labels

2.7.12.4
Interfaces

a. CMS

b. Drug manufacturers through multiple media types

c. The PBM as needed

2.7.12.5 State Responsibilities

a. Prepare and maintain State policy and/or procedures for drug rebates.

b. Monitor the Contractor’s activities related to drug rebate processing.

c. Provide the Contractor with a list of drugs that should not be paid. 

2.7.12.6 Contractor Responsibilities

a. Submit a tape to CMS with all NDCs paid for that quarter.

b. Ensure that manufacturers unit rebate amount per NDC has been supplied to CMS.

c. Receive CMS-generated tape with combined amounts.

d. Process tape.

e. Generate manufacturer invoices.

f. Confirm that manufacturer invoices are error-free.

g. Mail invoices to manufacturers with rebate submission check due within 45 calendar days.

h. If payment is not received within 45 calendar days, Contractor provides the services of a pharmacist to follow-up with manufacturers.

i. Document checks received from manufacturers.

j. Post rebate checks to the MMIS.

k. Apply rebate check to the correct manufacturer and quarter.

l. Provide access to a pharmacist to intervene on the State’s behalf as needed, for dispute resolution.

m. Contact CMS to intervene on the State’s behalf as needed, for dispute resolution.

2.8
ENHANCEMENTS AND MODIFICATIONS

All costs associated with section 2.8 must be included in the Enhancements and Modifications Price Proposal Worksheet.  

This section identifies and describes the State’s required enhancement and modification results. The responsibility for how these results are achieved rests with the bidder.    

The State encourages bidders to identify any enhancement or modification requirements that the bidder believes significantly increases costs while providing nominal benefit.  Bidders are requested to identify the requirement and describe, in an addendum to its Price Proposal, how the State could achieve a cost reduction should it elect to adopt the bidder’s alternative.  Reference RFP section 2.3 for instructions on how to address alternative business practices. 

The enhancements and modifications identified in this section do not have a prescribed computing platform.  The bidder is required to identify the various platforms that the bidder will use for development, and operational plans for the platforms, and how the platforms will seamlessly integrate with the existing MMIS platform.  Reference RFP sections 2.9 and 2.10 for current technical descriptions.
2.8.1
Overview

The State requires specific enhancements and modifications to the current MMIS to occur between January 1, 2004 and December 31, 2004.  It is the State’s intent to minimize disruption in the provision of operations while enhancements and modifications are being implemented.  Therefore, implementation of all enhancements and modifications will be transparent to providers, beneficiaries, and users.  Bidders are encouraged to review the GCR and CSME RFPs, and corresponding selected proposals to gain a comprehensive understanding of future MMIS functionality.  

Enhancements/modifications are categorized as either mandatory or optional.  Mandatory enhancements and modifications are required of the bidder, and include:

· MMIS System Modifications 

· Platform Conversion 

· ClaimCheck® and ClaimReview™ 

· Provider Enrollment Data Integration 

Optional enhancements/modifications are required of the bidder as part of their proposal.  The State reserves the right to either accept or decline optional enhancements/modifications.  Optional enhancements/modifications include:

· Internet 

· Recipient Eligibility Verification System Upgrade 

· Third-party Liability Subsystem Upgrade 

Once an enhancement or modification is implemented, the Contractor is responsible for incorporating it into general operations without disruption or increased operational cost to the State.
The State reserves the right to:

· Award a separate contract for enhancements and modifications from the Takeover and Operations contract.  

· Cancel a system enhancement or modification at any time.  If cancellation occurs, the State will only pay for work in progress that was approved and satisfactorily completed up to the decision to cancel.

Reference RFP Chapter 4 for instructions on how to address enhancements and modifications in the Narrative and Price Proposals.

2.8.2
Mandatory Enhancements and Modifications

2.8.2.1
MMIS System Modifications

As the GCR and CSME are implemented, parts of the existing MMIS will be scaled down (disabled), resulting in a “core MMIS”.  The term “core MMIS” includes those functions inherently central to an MMIS: claims processing, financial management, standard reporting, reference file maintenance, and provider enrollment and related services.

The Contractor must:

a. Completely disable:

· The EPSDT Subsystem (notification and reports but not pricing logic) as described in this RFP.

· PA functionality (but not pricing logic) as described in this RFP.

b. Partially disable:

· SUR Subsystem functionality.

· MARS Subsystem functionality.

2.8.2.2
Platform Conversion

The bidder shall implement a conversion from the existing Ingres database to an industry standard relational platform for the production MMIS database and all supporting databases by August 31, 2004.  The supporting databases include the backup eligibility server, model office, and test databases.  Production database conversion shall include:

· Purchase of licenses and support.

· Adequate technical resources to perform migration and ongoing operation.

· Any and all programming changes required for the database conversion.  The resulting system must perform all functions that existed prior to the conversion, including all internal and external processes that interact with the production database, unless they have become obsolete.

· A plan, to be approved by the State, that outlines the process for transitioning to the new system.  The plan must include consideration of potential problems with proposed solutions, and a contingency plan to ensure support for ongoing business operations.  Benchmark and milestones must be included at decision points.

The bidder’s proposed pricing shall include:

a. Production Database Requirements

· Purchase licenses for production migration for 200 concurrent users.

· An annual maintenance agreement for full support, 24 hours a day, seven days a week.

· Full-time onsite Database Administrator.

· Programming modifications of approximately 1,440 hours.

· Backup production database.

b. Interface Support

Full- and real-time testing of internal (e.g., Viking) and external (e.g., PBM) interfaces.

c. Model Office Database

· Purchase licenses for model office migration for 85 concurrent users.

· An annual maintenance price for business hour support, eight hours a day, five days a week.

· A Database Administrator resource time of at least 376 hours.

· A full-time onsite Model Office Business Analyst for testing and reporting results. 

2.8.2.2.1
EVAH Platform Conversion

If the bidder proposes Oracle in response to RFP section 2.8.2.2, the bidder must also migrate the EVAH database to Oracle prior to production conversion.  EVAH database conversion will include:

· Purchase of licenses and associated maintenance support from Oracle.

· Database Administrator resources to perform migration.

· Programming changes to weekly processes to populate EVAH from the production database. 

2.8.2.3
ClaimCheck® and ClaimReview™

Bidders shall implement a fully automated pre- and post-payment auditing system using McKesson’s ClaimCheck® and ClaimReview™ (or is comparable to it) by June 30, 2004.  The purpose is to assess claims that have been incorrectly submitted, either inadvertently or intentionally, which may lead to increased reimbursement.  The code auditing system should have the following functions, at a minimum:

a. Line by line auditing, both online and batch, to ensure the correct reimbursement value for each claim line.

b. Consistent application of payment guidelines across all claims processed.

c. Automate parts of the clinical review process to reduce claims handling costs.

d. Customizable audit criteria and relational audits to monitor appropriateness, questionable claims and assist with medical management issues.

e. Pricing and payment evaluations performed based on at least three data elements per relationship (e.g., procedure code, diagnosis code, and provider type).

f. Customizable reporting that displays, at a minimum, daily activity, actual dollars, accounts receivables from denials and suspended claims.

g. Security to limit access to only authorized users to meet HIPAA requirements.

2.8.2.4
Provider Enrollment Data Integration

The Provider Subsystem requires upgrades to:

a. Accommodate:

· Collection and input of e-mail addresses for all of the providers who have them.

· Document merge and distribution via e-mail to the entire provider database or targeted segments.

· New and planned additional provider information.

b. Convert existing type and specialty taxonomy to the HIPAA type and specialty taxonomy.

c. Resolve other address issues (e.g., capacity to send information to more than one provider address).

d. Capture updated information changes (e.g., viewable screen-based history).

e. Require physicians to provide NABP identification numbers and pharmacies to provide DEA identification numbers prior to enrollment.

2.8.3 Optional Enhancements and Modifications

2.8.3.1 Internet

To facilitate access to data and enhance recipient service and provider relations, bidders may propose to implement a flexible, reliable, scalable and affordable solution for migrating internal and external business processes to the web.

Bidders shall propose and build a web site linked to the Department of PATH site and consistent with the “look and feel” of the Department of PATH site and the State portal, including page layout, menu and formatting standards.  The Department of PATH web site can be viewed at:

http://www.path.state.vt.us
The web site must meet Federal, State and HIPAA privacy, security, and confidentiality requirements.

Web site content classifications are:

· Basic Requirements

· Static – purely informational, can be viewed but not changed by users including, providers, drug manufacturers, customer service contractors (e.g., Maximus, Ombudsman)

· Dynamic – operational and interactive, requires design, development and implementation

· Authorized Access – users have access (e.g., standard reports) can change parameters (e.g., dates)

At a minimum, bidders shall consider incorporating the following functionality into the web site:

a. Basic Requirements

· Instructions on how to use the site, a site map, and contact information.

· User-friendly navigation technology and a graphical user interface that allows users to move freely throughout the web site using drop-down menus and “point and click” navigation without having to enter identifying data multiple times.

· Links to applicable State and Federal web sites.

· Contact mechanisms - users to submit and receive e-mail directly State and Contractor staff from screens which they are accessing.

· Maintain an online audit trail of all updates to Internet data.

· Maintain password control

· Help capability

· Standard reports must display data in a manner that facilitates downloading and printing.

· A mechanism to facilitate the acceptance and posting of documents from Documentum including user interface and training.

b. Static

· Reference data

· Contractor’s organizational chart

· Provider information and publications including training programs and publications (e.g., user manuals).

· Standard reports

· CMS-required audit reports (e.g., single-state audit report).

c. Dynamic

· Provider enrollment, including all forms with a secure electronic signature, identity management functionality.

· Forms to be completed and submitted online.

· Electronic claims and data submission.

· Interactive beneficiary eligibility verification inquiry and response.

· PES updates

d. Authorized Access

· Beneficiary data

· Remittance Advices

· Claims data including status, payment, and history.

· Claims history distribution to requesting providers.

· Receipt of provider requests for, and distribution of, historical listings of eligibility verification inquiries made and responses given.

· Inquiry to edit disposition information.

2.8.3.2
Recipient Eligibility Verification Upgrade

Bidders may propose an upgrade or enhancements to the recipient eligibility verification functionality.

2.8.3.3
Third-Party Liability Responsibility Reorganization and Subsystem Upgrade

Originally, TPL was included within the CSME RFP.  Efficient and effective TPL operations provide an excellent opportunity to save Medicaid program funds and ensure that program funds are expended for eligible services based on coverage classification.  

While collections have increased each year since implementation of the current MMIS, the OVHA is interested in reorganizing TPL responsibilities and upgrading existing TPL processes to further increase collections.

Currently, the State and EDS currently share responsibility for TPL recoveries.  In addition, the State contracts with Vermont’s Legal Aid Society to recover payments for Medicaid home health services and skilled nursing homes.  During State Fiscal Year 2002, TPL processes collected approximately $3,800,000.  

Accurate insurance information is essential to process TPL collections.  Beneficiary insurance carrier data is collected by the State’s eligibility personnel and entered into ACCESS.  ACCESS does not carry a verification indicator to identify that insurance carrier data has been verified.  A daily recipient eligibility file is used to pass insurance information to the MMIS.

TPL processes are supported in the MMIS and by a stand-alone TPL database (FoxPro™ ) that was developed and is maintained by State personnel.  FoxPro™ provides support for activities not included in the current MMIS.

In general, the MMIS TPL functionality:

· Identifies paid claims that can be recovered.

· Supports creation of claim facsimiles, claims summaries, and account receivables.

· Provides for the disposition of recoveries against those accounts.

· Uses TPL coverage type and threshold information during claims adjudication. 

2.8.3.3.1
FoxPro™ 

In general, FoxPro™ tracks total payments recovered on behalf of a client and total Statewide TPL collections.

2.8.3.3.2
Microsoft Word( and Excel(
Other TPL activities are supported outside either system (i.e., Microsoft Word( templates are used to create TPL related correspondence, and Microsoft Excel( spreadsheets are used to track the status of certain casualty claims).

2.8.3.3.3
Identified Limitations

a. Duplicate and time-consuming data entry into two separate systems, the MMIS and FoxPro™.

b. Tracking third-party recoveries.

c. Communicating with third-party insurance carriers.

d. The rate of retroactive insurance collections lags far behind other collection processes. The cause may be ineffective verification of insurance information.

e. Posting of recovery data.

f. Reporting.

g. Collection efforts are often hampered by ineffective automated support.

h. Data matching.  Currently, the only data match performed is with CHAMPUS. 

2.8.3.3.4
Proposed Solutions

In general, the State requests bidders to propose a solution to accomplish increased TPL collections through:

a. Integration of all automated TPL functionality into a single system (i.e., elimination of  FoxPro™) through upgrades to the existing MMIS TPL Subsystem or by elimination of both FoxPro™ and the MMIS TPL Subsystem, and implementation of an entirely new TPL system.

b. Automation of all manual processes and procedures described in the descriptions of the TPL recovery types, to the extent possible.

c. Preservation of the State’s investment in developing in-house expertise and results.
d. Reorganization of responsibilities resulting in all contractor staff TPL responsibilities being transferred to the OVHA TPL unit. 

e. Enhanced:

· Tracking of the status of recoveries so that staff will be able to re-bill more quickly when recoveries are not collected. 

· Communication with:

· Insurance carriers

· Recipients regarding TPL responsibilities

· Posting of recovery data

· Beneficiary data

· Reporting 

· Access to accurate information about timely filing limits.

· Automated support and maintenance

·  Response time in responding to program and TPL rule changes.

·  Support TPL correspondence and case tracking.

f. Increased and improved data matching solutions, to the extent possible.

g. Provide accurate program cost information since claims will be adjusted to reflect recoveries.

h. Case management and tracking data.

Pursuant to Act 75, Title 3 of Vermont Statutes Anointed, Chapter 14 - Standards For Contracts Including Privatization Contracts (1999).  The text relevant to TPL is:

"...by which an entity or an individual who is not a state employee agrees with an agency to provide services valued at $20,000 [sic] or more per year which are the same or substantially similar to and in lieu of services previously in whole or in part by permanent classified state employees..."

For bidders, this means that, since PATH fully staffs a TPL unit, it cannot contract or sub-contract with another unit that provides similar services.
2.8.3.3.4.1
TPL Recovery Types

Brief descriptions for each recovery type are provided below.  Reference Appendix I for details by each recovery type.  

a. Casualty Loss Recovery

Vermont investigates and recovers funds from accident and automobile insurance carriers, and other sources when a recipient is involved in a trauma related accident.  Currently, the OVHA TPL unit and EDS share responsibility for casualty loss recoveries.  All casualty loss recovery responsibilities are projected to be absorbed by the OVHA TPL unit and eliminated from Contractor responsibilities.

b. Health Insurance Recovery

For certain services the MMIS denies payment to the provider if TPL carrier insurance is on file.  The provider is directed to bill the insurance carrier directly.  This process is known as cost avoidance.

Cost avoidance criteria are maintained within online MMIS tables.  The MMIS does not cost avoid payment for certain drug and other kinds of services even if insurance carrier information is available.  These claims are initially paid and an attempt to recover the payment is made later.  This process is known as “pay and chase”.  Like cost avoidance, “pay and chase” criteria is maintained within online MMIS tables.  The OVHA’s TPL unit is responsible for health insurance recoveries.

c. Estate Recovery

Vermont recovers funds from estates of deceased LTC recipients.  The OVHA’s TPL unit is responsible for estate recoveries.  

d. Legal Aid Medicaid Project (LAMP) Recovery

Vermont contracts with Legal Aid to investigate home health services and skilled nursing care claims for individuals who are Medicare/Medicaid eligible.  When these services are provided to homebound individuals, Medicare will pay for them. 

The OVHA has a yearly contract with Legal Aid to process Medicare/Medicaid home health recoveries.  State legislation requires the continuation of this contract as long as Legal Aid is able to recover monies in excess of the contract cost.  Legal Aid attorneys can pursue recoveries should Medicare not make reimbursement.  Suits are filed with administrative judges. Vermont’s Legal Aid staff is responsible for the LAMP recoveries.  

e. Retroactive Recoveries

Retroactive TPL recoveries are supported by an automated MMIS process that identifies paid claims when third party insurance carrier information is entered into the MMIS for a prior period.  Retroactive recoveries are not tracked FoxPro™. Currently, the OVHA and EDS share responsibility for retroactive recoveries.  All retroactive recovery responsibilities are projected to be absorbed by the OVHA and eliminated from Contractor responsibilities.

f. Over-Resource Recovery

Recipients who have resources that exceed the Medicaid resource limit can choose to pay the excess resource amount to the Medicaid program.  Once the excess resource amount is paid to the State, the recipient becomes eligible for Medicaid.  Money paid by the recipient is used to reimburse the State for any claim that has already been paid.  The OVHA TPL unit is responsible for Over-Resource recoveries.

g. Recovery Dispositions

Recoveries from insurance carriers and other TPL recovery sources are sent to the OVHA TPL unit.

h. Private Insurance Carrier Premium Payment
Though not a recovery process, the Private Insurance Premium Payment program is considered a TPL activity.  Required by the Omnibus Budget Reconciliation Act (OBRA) of 1990, this process is used to pay for private insurance when it is deemed more cost effective than providing Medicaid coverage. 
2.8.3.3.5
Upgrade Inputs

a. To the extent possible, data matches with files from other government entities and private insurance carriers.

b. TPL-related, recipient-specific data.

c. Insurance carrier data, including benefit package details.

d. Recipient eligibility and TPL resource information from ACCESS based on initial recipient enrollment.

e. TPL case-management data. 

2.8.3.3.6
Upgrade Processing Functions

The upgraded TPL Subsystem (or new TPL system) must have the capability to:

a. Maintain third-party resources by recipient on a TPL resource file, including:

· Name, ID number, date of birth, date of death, SSN of eligible recipient

· Policy number or Medicare HIC number and group number

· Name of policyholder, relationship to eligible recipient, SSN of policyholder

· Assignment/subrogation

· Cost-avoidance by-pass indicator

· Origin code

· Employer name and address

· Type of policy and coverage, effective date of coverage

· Insurance carrier ID

b. Maintain third-party carrier information on a TPL carrier file, including:

· Carrier ID and name

· Correspondence address

· Contact person and phone number

· Claims submission address

c. Maintain historical information on third-party resources for each recipient.

d. Cross-reference carrier and employer data.

e. Display, online, coverage data for current and previous recipient IDs when either is specified.

f. Accept:

· Updates of Medicare HIC numbers from the MMIS, if inaccurate, and send transaction to ACCESS.

· Batch updates to the TPL resource file with data from ACCESS.

g. Maintain online inquiry to TPL:

· Resource data with access by recipient name, recipient ID, policy number, HIC number, coverage type and SSN; the ability to limit the search by other data elements shall also be included.

· Insurance carrier data with access by carrier name and carrier number.

h. Expand the TPL claim selection window to include:

· Filter selection based on diagnosis code, drug class, and so forth

· Display English translation of codes

· Select and deselect claims

· Navigate to claims detail information

· Duplicate carrier code and reason code for highlighted claims to reduce keystroke repetition.

· Total the amount of claims selected for recovery.

i. Adjust multiple claims from a single TPL recovery.

j. Support the TPL private insurance carrier payment program

· Create cost of service profiles based on diagnosis code, and profiles based on age, gender and program code.

· Automate premium payments to individual recipients.  Currently, the MMIS automates payments to insurers only.

· Automatically discontinue premium payments when an individual is no longer a Medicaid recipient.

· Report estimated savings based on State criteria and business rules.

k. Alert TPL staff when private insurance information changes.

l. Streamline payment disbursement to accounts receivables.

m. Automate:

· Identification of abnormal TPL payments like $1.00 or $0.01.  For example, providers enter these amounts so drug claims will pass Point of Sale (POS) edits.

· Creation of accounts receivables for drug claims that cannot be cost avoided.

n. Track individual and multiple claims that reach a State-defined threshold (e.g., $200) for post payment recovery on trauma cases.

o. Electronically bill insurance carriers and liable third parties, and ensure that claim facsimiles used to bill third-party insurance carriers are created with accurate information.

p. Automate TPL write-offs including the ability to perform multiple write offs and to write off from the account summary window.

q. Support retroactive insurance recoveries including data matches. 

r. Create tables to edit for timely filing limits.

s. Add date of service to the account summary window.

t. Reverse a TPL cash disposition made in error.

u. Perform case tracking activities:

· For post-payment recovery of paid claims due to health insurance, casualty, and estate cases subject to a recovery action.

· Assign each case on the case tracking system a case number for identification.

· Accept free-form user notes on the case tracking system.

· Relate members of a case so that policy information for all members is entered with a single transaction.

· Tie case tracking to the MMIS.

v. Provide:

· An insurance verification mechanism to perform data matching with other government entities and programs, private insurance carriers and workers’ compensation for prompt and accurate insurance information and to ensure that coverage is adequately verified prior to recovery activity.

· Online inquiry to the TPL data files.

2.8.3.3.7
Outputs

a. Transmit recipient TPL resource information to ACCESS eligibility files.

b. Reports, including:

· Audit trails of changes to TPL data.

· Premiums paid summary and detail.

· Federal, State and departmental TPL reporting requirements.

· Cost avoidance activities.

2.8.3.3.8
Interfaces

a. ACCESS recipient eligibility files

b. Recipient Subsystem

c. Pharmacy Benefits Manager (First Health)

d. Global Clinical Record (GCR)

e. Governmental entities

f. Private insurance carriers

g. Workers’ compensation

2.8.4
State Responsibilities for all Enhancements and Modifications

tc \l3 "3.2.1  
DOM Responsibilities:
a. Update and clarify Contractor responsibilities and MMIS enhancements and modifications upon request by the Contractor or as necessary.

b. Review, provide written approval to proceed, or request revisions of, Contractor’s enhancement and modification milestones and deliverables.

c. Review weekly status reports and provide feedback to the Contractor as needed.

d. Review, request revisions of, and approve enhancements and modifications, verifying that all aspects of the enhancements and modifications are included, with changes as deemed necessary by the Department of PATH.

e. Monitor Contractor responsibilities, tasks, milestones and deliverables according to the Enhancement and Modification Plan.

2.8.5 

Contractor Responsibilities for all Enhancements and Modifications
a. Enhance and modify the existing system.  Assure all inherent system functions, are working properly, and that enhancements and modifications are easily integrated into the operating environment.  

b. Conduct a detailed, in-depth analysis of the enhancements and modifications to completely understand their implications on operations.

c. Finalize the Enhancement and Modification Work Plan and Schedule.  

d. Submit a written report of program progress to the Department of PATH each week.  The progress report must specify accomplishments during the report period in a task-by-task format, including personnel hours expended, whether the planning tasks are being performed on schedule and any administrative problems encountered.

e. Perform revisions or obtain written approval from the Department of PATH of Enhancement and Modification milestones and deliverables.

f. Contact all providers who are affected by the enhancements and modifications and convey how they may be affected, if at all.

g. Provide the infrastructure (equipment and services) needed to complete the enhancements and modifications.

h. Update all applicable documentation to reflect the MMIS as operational with enhancements and modifications.

i. Accomplish Milestones and meet Deliverable dates according to the Enhancement and Modification Work Plan or by dates specified by the State.  

2.8.6

Milestones



PATH’s written acceptance of Contractor’s:

a. Enhancement and Modification Deliverables

b. MMIS Modifications - operational

c. Platform Conversion - operational

d. Internet Enhancements - operational

e. ClaimCheck and ClaimReview  - operational

f. Third-Party Liability Subsystem Upgrade - operational

g. Provider Enrollment Integration – operational

h. Enhanced and Modified MMIS is fully operational

2.8.7

Deliverablestc \l3 "3.2.4
Deliverables
a. Finalized Enhancement and Modification Work Plan.

b. Weekly written progress reports.

c. Updated Operations Documentation.

2.8.8

Failure to Meet Milestones and Deliverables 

If, for any reason, the Contractor does not accomplish any Milestone and or meet any Deliverable date, and a contract amendment delaying the operational start date has not been approved by the Department of PATH, the Contractor shall:

a. Be liable for all costs incurred by the State to continue current MMIS and Fiscal Agent operations.

b. Forfeit claims to reimbursement of monthly expenses or operational payments for each month effected.

2.9                   TECHNICAL OVERVIEW AND REQUIREMENTS

2.9.1
Core Platform

As of the date of issuance of this RFP, Ingres 4.0, which supports the core MMIS platform, will no longer be supported.  The State requires the platform to migrate to an industry standard relational platform.  Because of its internal role in HIPAA system remediation, Powerbuilder is the development environment.  The existing MMIS is a 24/7 client-server configuration, aided by a 10meg connection between Williston, Vermont (EDS) and Waterbury, Vermont (State office complex).  Remote users (State staff) access the MMIS through the State intranet, with some PC-resident applications for some users.  Logins and user permissions are maintained by State personnel in Waterbury but managed day-to-day by EDS staff.

The following sections provide a description of the hardware and software components that comprise the network.  It also provides a description of external connections and the impact they have on the processing environment.

2.9.1.1

Network Configuration

The EDS/Vermont Title XIX network consists of approximately 50 users that perform functions and duties to support the MMIS requirements for the OVHA.  The services provided by EDS are claims entry and resolution, provider communications, network administration, data backup, and remote connectivity administration.

2.9.1.2
Network Connectivity

The present configuration of Vermont’s network transport media consists of several types of transport media.  Primarily all of the Local Area Network (LAN) has Fast Ethernet (100BaseT) connectivity with a few connections being completed by Ethernet (10BaseT) configured in a star-bus topology; connections between servers and storage devices are using either SCSI or Fiber to complete connectivity. Connectivity for the Wide Area Network (WAN) is accomplished through a 10MB link from Montpelier to Williston.  The network is segmented by a 3COM Switch with two links further segmented by two 3COM hubs for end user desktop support. 

2.9.1.3

Claim and Document Database/Processing

The following network servers are connected to a 3COM Network Switch in support of the MMIS environment:

· HOSTPROD, a Sun ES5500 system running Solaris 2.6 supporting MMIS, ADHOC (EVAH), Surveillance and Utilization Review (SURS), Management and Reporting (MARS). 

· HOSTAPPL, a Sun e420r system running Solaris 2.6 supporting DNS Primary, NIS Master, and hosting the X.25 Server for Point of Sale (POS) and Drug Utilization Reporting (DUR).

· HOSTMOD, a Sun e420r system running Solaris 2.6 supporting the Model Office test environment and application development applications, DNS Secondary, and NIS Slave.

· DSVTSUN, a Sun 250 system running Solaris 2.6 supporting Electronic Claims Submittal (ECS) and Viking DE.

· AVR, a Netfinity 5600 system running NT Server 4.0 with service pack 6.0A supporting Direct Talk, and Automated Voice Response (AVR or VRU).

· BDC, a Netfinity 5600 system running NT 4.0 with service pack 6.0A supporting Internet Information Server (IIS) and OnDemand. 

2.9.1.4

Client/Server Support

The Primary Domain Controller DSDOMVTHC01 (PDC) server supporting the LAN is an IBM Netfinity 5600 server running NT 4.0 with service pack 6.0A. Currently, the PDC is configured to authenticate users to the network, and provide limited file and print services.  IP Network addresses are also being issued from the PDC using Dynamic Host Control Process (DHCP).

The Backup Domain Controller (BDC) is an IBM Netfinity 5600 server running NT 4.0 with service pack 6.0A supporting backup authentication and intranet web-based OnDemand distribution using Internet Information Server (IIS).  Desktop configuration is currently Window 98 running either MS Office 97 or 2000 standard edition and a host of other support applications such as WinZip and Visio to name a few.

The Contractor must:

a. Support MMIS desktop upgrades for all State users.

b. Respond to user system concerns and questions within 48 hours.

c. Maintain expertise and access to interface the MMIS with the Department of PATH Local Area Network (LAN).

2.9.1.5

Firewalls
There are no firewalls configured to this network locally with the exception of the EDS Corporation firewall at the Internet gateway.

2.9.1.6

External Connections

Electronic Claims Submission from providers is accomplished through two V.34 modems with an Etherlite terminal server managing authentication and Bulletin Board Service (BBS) flow control.  The State connects into the network through a 25XX Cisco router.  POS and DUR are submitted to the MMIS environment through a 56k digital modem using a Black Box RS232 to 422 making the circuit conversion back to HOSTAPPL, which is hosting an X.25 Server managing authentication and flow control.  EDS Title XIX makes its connection to EDS Corporate Intranet through a Cisco 25XX router. All connections (e.g., phone, T1) enter and leave the site through a trunk switch network.

2.9.1.7

UPS and Backup support

Full network backups are accomplished weekly using a Qualstar 4660 Tape Jukebox with one set of media tapes being stored offsite and the other remaining onsite. Incremental backups are accomplished daily.  A 12KVA Uninterrupted Power Supply (UPS) is installed onsite for backup power support.

2.9.1.8
Operating Systems and Applications

Software in use at the EDS facility includes:

a. Operating Systems 

· SUN Solaris 2.6

· Microsoft Windows NT workstation and Server Edition 4.0, service pack 6.0A

· IBM OS/2 

b. Applications

· AIM™ 

· Claims Capture, Data Entry, Claims Resolution, Claims Inquiry

· Claims Processing/Adjudication (Batch and POS)

· Surveillance and Utilization Review (SURS)

· Management Administrative Reporting (MARS)

· Co-mand Optical Reporting 

· OnDemand Optical Reporting

· Electronic Claims Submission (ECS) Bulletin Board System (BBS)

· REVS Automated Voice Response (AVR)

· Ingres Database

· Business Objects – Enhanced Vermont Ad-Hoc (EVAH) Query 

· Microsoft Office 97 and 2000

                        The following is a diagram of the network.


2.10

DEPARTMENTAL CONFIGURATION
As of June 22, 2002, the PATH Information Technology (IT) infrastructure is open architecture and non-proprietary whenever feasible.  The basic configuration is Local Area Network (LAN) at each district or program site connected Statewide through the State’s Wide Area Network (WAN) known as GovNet; local servers and PC’s form the base.  Network storage is server-based in Waterbury.   Novell/GroupWise® is the primary network server OS and application with Windows® [current version] on PCs.

The basic PC configuration (some staff have enhanced devices) is:

· 600-1000 mhz

· 64-128 MB RAM

· 10-40 GB hard drive

· CD ROM

· Sound card with speakers & headphones

· Network interface card

· 15-19 inch monitor

2.10.1
Applications

· MS-Office® or MS-Professional® [standard]

· SPSS®

· Harvard Graphics®

· Visio®

· Internet Explorer® or Netscape Communicator®


MS-Outlook is not employed.  PC enhancements planned for next year will include multi-media devices.  

Contractors currently have at a minimum a GroupWise account and software and Telnet access to staff PCs.  EDS has installed TCP Ingres interface and licensed copies of its reporting and query tools on select PCs (this list and security is maintained by OVHA staff).

2.11                COMPLIANCE REQUIREMENTS

a. The bidder must address plans for:

· Performance, including load balancing and printer management, across networks using a variety of devices

· Upgrades

· Help desk/support

· System administration

· Reference systems and databases

· Project management for system models and issues

b. Application software: The bidder must specifically identify (by name and version) all software included in its technical solution(s), new application development, modifications of “off the shelf” packages, proprietary solutions and integration applications.

c. Licenses and User Installations: The bidder must clearly identify how application software is installed, licensed, secured and protected.  The price proposal must clearly identify and price application costs (i.e., site, group, user or other licensing configurations).

d. The bidder must, at a minimum and as applicable, apply the following technical requirements to its responses to the State’s Enhancements and Modifications:

· True Windows® functionality, including contextual “help” screens

· Ability to search records with a specific word or number (e.g., procedure code)

· Ability to interface with different platforms so that data can be transferred (input and output) between other MMIS components

· Ability to display data geographically, using true GIS functionality

· Drop-down menus

· Consistency and uniformity across components in screens, commands, and functionality 

· Case-identification across components

· Record selection and navigation based on multiple or linked data elements

· Free-text case and log notes indexed on name, function, status, and/or date

· Logical front-end edits and context-sensitive processing audits (e.g., recognition that only one letter to one household can cover multiple eligibles)

· User-directed queries and data manipulation, including file export to Excel® and SPSS® readable formats

· Remote accessibility from the Internet and/or a web site

· Client-directed user security (e.g., by screen or report)

· Capacity to perform system modifications based on preset contractual allowance

· Compliance with all published HIPAA administrative simplification rules

2.11.1             Software

The Department of PATH recognizes that savings can occur from advances in software technology.  While it is the desire of the Department of PATH to utilize new software technology, the use of additional software must be approved in advance by the Department of PATH.  The Contractor is responsible for ensuring commercial software is upgraded to the latest version and obtaining the Department of PATH’s approval of the upgrade.  All software licenses procured during this contract become the property of the Department of PATH.

2.11.2             Hardware

The existing hardware configuration is provided as Appendix J.  The Contractor will propose the hardware configuration for continued operation of the current MMIS and related functions. 

2.11.3
System Access and Navigation

The MMIS consists of standard use of PF keys and other screen navigation mechanisms across functional areas and allows forward/backward movement on listing-type screens.  Where menu access to the MMIS is available, there are submenus to all functional areas, with on-line features and navigation between submenus without backing out to a main menu.

2.11.4
Compatibility with State Environment/System Interfaces

The MMIS accepts data from, and provides data to, other systems in real-time; in batch mode in electronic format; and through dial-up telecommunication linkages.


The Contractor must, during the entire contract term, provide compatibility with the existing State system.  The MMIS must accommodate the hardware and software currently available to State personnel with consideration of upgrades.  Contractor equipment, interfaces and integration must conform to State hardware, software, middleware, telecommunications configurations and standards.  


During the contract term, the Department of PATH will consult with the Contractor regarding proposed changes to LAN/WAN, Internet and desktop standards. 

2.11.5
System Files
MMIS files, programs, and data must be available to Federal and State entities upon request.  In addition to the files that are regularly scheduled for delivery to the State, the Contractor must provide a copy of any other file, along with documentation of its format, within five workdays of receipt of a written request from the State.  Each file request shall identify the file type, version, sequence, media, and number of copies.  The Contractor will receive no additional compensation for production and delivery of such files.

2.12
OWNERSHIP OF THE MMIS AND SUPPORTING DOCUMENTATION
2.12.1
State/Federal Information Technology Requirements (CFR 45, ( 95.617) 

a. The State must retain ownership of the application, including source code, software or modifications thereto and associated documentation designed, developed or installed with FFP under this contract.  When the contract is terminated, for any valid reason such as contract expiration or for violation of contract terms, the source code must reside with PATH and be available for modification.

b. The State and Federal governments reserve a royalty-free, nonexclusive and irrevocable license to reproduce, publish or otherwise use and to authorize others to use for State or Federal government purposes, such software, modifications and documentation.

c. Proprietary operating/vendor packages (e.g., ADABAS or Microsoft Office) which are provided at established catalog or market prices and sold or leased to the general public shall not be subject to the ownership provisions cited in the above paragraphs.

d. User manuals produced by the Contractor shall be provided to the State in written form and in an online version with a web-based interface and search capability.

e. Regarding hardware and software purchases/installation, the State reserves the right to purchase any hardware or software required for this project from existing State contracts, through an independent bid process or directly from the Contractor.  If the State, in its best interests, decides to purchase such hardware or software from a source other than the Contractor, dollars included in pricing scenarios set forth in this contract, shall be deleted from the contract price.

f. Application software that is purchased to support a business, operational or service delivery activity of State government must include the licensing or ownership of the source code.  The source code must reside in the State agency or department that supports and/or maintains the application and must be available for modification and/or maintenance by State personnel at the State’s sole discretion and option.  Source code held in escrow by a third party does not meet the requirement of this policy.  Software that is custom developed for the State cannot be licensed for sale by the vendor.  There will be no exceptions to these requirements nor will alternate options be considered. 
2.12.2
Ownership of the System

The Contractor agrees that the State of Vermont and the United States Department of Health and Human Services (DHHS) shall have a non‑exclusive, royalty‑free, and irrevocable license to reproduce or otherwise use and authorize others to use the software, procedures, files, and other documentation constituting the Vermont MMIS at any time during the period of the contract and thereafter.  The Contractor agrees to deliver such material to the State within 30 calendar days from receipt of a request issued by PATH.  Such requests may be made by the Department of PATH at any time prior to the expiration of the contract.


The license shall include, but is not limited to:


(
All MMIS and supporting programs in the current version;

· All job control language (JCL) or other system instructions for operating the MMIS, in the current version;


(
All data files in the current version;


(
User and operational manuals and other documentation;


(
System and program documentation describing the current version of the MMIS, including current versions of source and object codes;


(
Training programs for PATH personnel and other designated State employees for the operation and use of the system;


(
Any and all performance‑enhancing operational plans and products;


(
Training programs for providers and other billing agents for claims submission (both paper and EMC) and use of the Recipient Eligibility Verification System (REVS); and


(
All specialized or specially modified operating system software and specially developed programs, including utilities, software, electronic claims submission packages, and documentation, which are required for, or used in the operation of, the MMIS but which may not be considered as being developed or modified under this contract.


Proprietary software proposed for use within a functional area of the MMIS may be exempt from this ownership clause.  Exemptions would be granted if the proprietary product were defined as such and with sufficient specificity in the bidder's proposal that the State can determine whether to accept it as the desired solution during proposal evaluation.  The Contractor shall be required to provide sufficient information regarding the objectives and specifications of proprietary software to allow its functions to be duplicated by other commercial or public domain products.


Specialized software that is not covered under a public domain license that will be integrated into the MMIS shall be identified as to its commercial source.


Proprietary software solutions will not be allowed as part of the ongoing development of MMIS features.  System modifications made after start of operations will be funded jointly by State and FFP.


A fundamental obligation imposed on the Contractor is for the transfer by the Contractor to the State of ownership rights in the MMIS, whether developed or obtained by the Contractor in the course of performance under the contract or before it.  This obligation to transfer ownership rights on the part of the Contractor is subject to the limitations described above.


The exception to this requirement on ownership rights is for the use of commercial software, which requires that such software be available to the State on the open market, and not have been modified in any manner.  It is the responsibility of the Contractor to demonstrate that the software is available through other sources.


Title to the system shall be transferred to the State, including portions (e.g., documentation) as created during Takeover, and subsequently as modifications for future changes to the MMIS are approved and installed.


The Contractor will convey, upon request and without limitation, copies of system documentation, operating instructions, and procedures and all data processing programs, or portions thereof, which are part of the MMIS, whether they are developed by the employees of the Contractor or any subcontractor as part of this contract or transferred from another MMIS or contract.

2.12.3              Independent Review
Under Vermont statute, any information technology project exceeding $150,000.00 must undergo a cost/benefit analysis and any information technology project exceeding $500,000.00 must undergo an independent review.  Any other information technology contract must undergo review as described in Agency of Administration (AOA) Bulletin 3.5 and/or by the Office of the Vermont Chief Information Officer (CIO).  The MMIS is a technology project under Vermont statute and as such, will be required to undergo an independent review.  The final decision on a contract award rests with the Secretary of Administration.

CHAPTER 3PRIVATE 

PROPOSAL SUBMISSION REQUIREMENTS
3.1
PROPOSAL REQUIREMENTS AND INFORMATION

Proposals must be submitted in two parts: (1) Narrative Proposal and (2) Price Proposal.  


One full set of the Narrative Proposal and the Price Proposal in hardcopy should be clearly marked “original” and shall be accompanied by an additional nine copies – three in hardcopy and six on CD-ROM.


The Narrative Proposal and Price Proposal and each of its copies shall include all materials, transmittals, and agreements specified in this RFP.  Narrative Proposals must be packaged separately from Price Proposals, and each must be clearly identified on the outside of the package.  


The outside cover of the package containing the Narrative Proposal shall be marked:



VERMONT DEPARTMENT OF PATH



MMIS - NARRATIVE PROPOSAL



(Name of Bidder)



Bid Closing Date and Time


The proposal bond must be enclosed in with the “original” Price Proposal package in a separate, sealed envelope.  No other copies of the proposal bond are necessary.  The outside cover of the package containing the Price Proposal shall be marked:



VERMONT DEPARTMENT OF PATH



MMIS - PRICE PROPOSAL



(Name of Bidder)



Bid Closing Date and Time

All proposals must be physically received no later than April 4, 2003 at 3:00 p.m., EST by:


Mr. Lee Wallace, Issuing Officer


Vermont Purchasing and Contract Administration Division


128 State Street, Drawer 33


Montpelier, Vermont 05633-7501

No exceptions will be made for late proposals.  The method of delivery is at the discretion of the bidder and is at the bidder’s risk as to timeliness and compliance.  Proposals may NOT be oral, faxed, or e-mailed.


Proposals must clearly indicate the name, title, mailing address, telephone number, and e-mail address of the bidder's agent authorized to bind the bidder to the provisions of the bid, and to answer official questions concerning the proposal. 


Proposals become the property of the State of Vermont and will be a matter of public record once the contract is signed.

3.2
NARRATIVE PROPOSAL REQUIREMENTS

The Narrative Proposal shall present a complete description of the bidder’s plans to meet the requirements of this RFP.  

3.2.1
Format Requirements
a. Use one-inch margins at the top, bottom and both sides.

b. Use a font not less than 12 points.

c. Each page must have a footer, which includes at a minimum, the name of the bidder, the page and the phrase “Vermont Core MMIS Proposal 2003”.

d. Double-sided, single-spaced (text) not headers, on white, bond paper.

e. Three-hole punched and bound in a way that enables easy page removal.

f. All “original” RFP documents that require a signature must be signed in ink, in a color other than black.  The original Transmittal Letter must be enclosed in with the “original” Narrative Proposal.  

g. Place all original signed documents in the Narrative Proposal marked “Original”.

h. Place all original signed price proposal worksheets in the Price Proposal marked “Original”.

i. The extra proposal-sets may reflect photocopy signatures.

3.2.2
Content Requirements


Vermont is interested in Narrative Proposals that provide organized, comprehensive and technically sound solutions.  Specificity is required.  Vague explanations will result in reduced proposal evaluation scores.  Sales language and materials are explicitly forbidden.

The burden is on the bidder to be direct, clear and complete.  The Proposal Evaluation Committee will not search for answers (“dig and ferret”).  Bidders are required to organize their Narrative Proposal as follows with tab distinctions and clear section headings:

a. Transmittal Letter

b. Table of Contents

c. Bidder Information Sheet

d. Executive Summary

e. Corporate Capability

· Background

· Financial Statements

· Experience and References

f. Bidder Forms

g. Overall Approach

h. Takeover Narrative

· Project Organization and Staffing

· Project Management and Control

· Work Plan and Schedule

i. Operations Narrative

· Project Organization and Staffing

· Project Management and Control

· Work Plan and Schedule

j. Enhancements/Modifications Narrative

· Project Organization and Staffing

· Project Management and Control

· Work Plan and Schedule


Content to be included under each of these headings is described below.  Each section within the Narrative Proposal must include content items listed under the respective heading, as the evaluation of proposals shall be done on a section-by-section or functional area basis.  Any proposal that does not adhere to these requirements may be deemed non-responsive and rejected on that basis.


No reference to, or inclusion of, any costs, prices, or pricing information related to this contract shall appear in the Narrative Proposal or Transmittal Letter.  If such information is submitted, it may constitute grounds for rejection.


The incumbent contractor does not have to include Narrative Proposal content that is available to the State via the current contract.  The incumbent must include and organize Narrative Proposal sections as described, but instead of providing duplicate information, the incumbent may reference the location of the content.


The incumbent contractor must include any pertinent updated section content.  It is the incumbent’s responsibility to ensure that the State has the incumbent’s most accurate and up-to-date information to evaluate. 

3.2.2.1
Transmittal Letter

The Transmittal Letter is used to transmit the proposal and shall identify all materials and enclosures being collectively forwarded in response to this RFP.  The Transmittal Letter shall be submitted on the bidder's official business letterhead and signed in ink by the bidder's agent authorized to bind the bidder to the terms, conditions and provisions of the proposal.  

All proposals submitted by corporations must contain certification by the secretary or other appropriate corporate official, other than the signer of the proposal, that the signer of the proposal has the authority to obligate and bind the corporation to the proposal’s terms, conditions and provisions.


The Transmittal Letter must include statements that:

a. The bidder does not discriminate in its employment practices with regard to race, color, religion, age (except as provided by law), gender, marital status, sexual orientation, political affiliation, national origin, or disability.

b. No cost or pricing information has been included in the Transmittal Letter or the Narrative Proposal.

c. Certify the bid price was arrived at without any conflict of interest, and that it will be firm and binding for six calendar months from the proposal due date.

d. Identify all amendments to this RFP reviewed by the bidder.  If no amendments have been reviewed, a statement to that effect should be included.

e. The bidder agrees to adhere to all requirements set forth in this RFP.  If the bidder’s proposal deviates from these requirements, the Transmittal Letter should reference those items identified as an objection and propose an alternate agreement.  The State reserves the right to reject any proposal containing such objections or require recision before contract acceptance.

f. The bidder has read, understands and unconditionally accepts all requirements, responsibilities, and terms and conditions in this RFP.

g. The bidder agrees that any lost or reduced Federal Financial Participation (FFP), resulting from Contractor deviation from specifications and requirements, shall be accompanied by equivalent reductions in State payments to the Contractor.

If any work is to be performed by a subcontractor(s), the bidder must identify the prime Contractor and each subcontractor and the work to be performed by each.


If any pages within the proposal are marked “Proprietary”, include justification and information in the Transmittal Letter as requested in RFP section 1.3.23.


All other bidder certifications and agreements shall be made through completion of the forms contained within Appendix H and Appendix P.  If the use of a subcontractor is proposed, the appropriate certification forms shall be completed and submitted relative to that subcontractor(s).

3.2.2.2
Table of Contents


Properly identify each section and its contents.  Paginate each section and subsection.

3.2.2.3
Bidder Information Sheet

The Bidder Information Sheet must contain the following information:

a. Name of company or individual

b. Mailing address

c. Street address (for FEDEX or other mail service)

d. Company Federal ID Number (or if an individual, social security number)

e. Vermont Department of Taxes Business Account/ID Number (if any) or completed application for that number. 

f. Identification of the corporation or other legal entity.

g. Name, title, and contact information of the person who would sign the contract

h. Name, title, and contact information of the person who the State may contact during the evaluation period (if different) regarding proposal elements

i. For each key person:

· Mailing address, if different from those above

· Direct telephone number

· Fax number

· E-mail address

3.2.2.4
Executive Summary

The Bidder’s Executive Summary shall condense and highlight the contents of the Narrative Proposal in such a way as to provide the Evaluation Committee with a broad understanding of the entire Narrative Proposal.  The Executive Summary shall not exceed five pages in length and shall be a summary of the approach, staffing structure, and schedule, organized by:


(
Takeover


(
Operations 

· Enhancements and Modifications

Describe or demonstrate the following:

a. An understanding of the State’s needs and the importance of this project.

b. The tangible results the State can expect to receive.

c. A sincere commitment to perform the Scope of Work in an efficient and timely manner.

d. How this project will be integrated into existing bidder obligations and workload.

e. Reason(s) why the State should select your bid.

3.2.2.5            Corporate Capability

The Corporate Capability section shall include, for the bidder and each subcontractor (if any): details of the background of the company, its size and resources, details of corporate experience relevant to the proposed Fiscal Agent Contract, financial statements, and a list of all current or recent Medicaid or related projects.  The time frame to be covered should begin in January 1997 through the present date.

3.2.2.5.1

Background

The details of the background of the corporation, its size, and resources, shall cover:

a. Date established

b. Location of the principal place of business

c. Location of the place of performance of the proposed contract

d. Type of ownership (e.g., public company, partnership)

e. Subsidiaries or wholly-owned business units

f. Total number of employees

g. Number of personnel engaged in computer systems operation and development

h. Number of personnel currently engaged in MMIS systems development and operation

i. Performance history and reputation

j. Goals that are relevant, closely related, or will complement this project.

3.2.2.5.2
Financial Statements

The bidder shall include financial statements for the previous, most recently available three years, including at a minimum:

a. Statement of income

b. Balance sheet

c. Statement of changes in financial position during the last three years

d. Statement of cash flow

e. Auditors’ reports

f. Notes of financial statements

g. Summary of significant accounting policies

The State reserves the right to request any additional information regarding the bidder's financial status.

3.2.2.5.3

Experience and References

Bidders shall provide references that demonstrate the equivalent of the following experience if applicable:

· Previous system takeover experience with a client-server (non-mainframe) platform with a MMIS server infrastructure and UNIX-based operating system.  Bidders must provide the reference information listed in section 3.2.2.5.3.1 and substitute an overview of the takeover project for “d”.

· Medicaid fiscal agent experience with a client-server (non-mainframe) platform with an MMIS server infrastructure and UNIX-based operating system.  Bidders must provide the reference information listed in section 3.2.2.5.3.1 and substitute an overview of their operational responsibilities in this environment for “d”.

Bidders must list at least three years of relevant prior experience (e.g., MMIS, Medicaid, provider relations, claims processing) from within the last 10 years, from customers for whom work comparable to this RFP was performed and which demonstrates the bidder’s ability to perform such work. 

Bidders must list all MMIS-related procurements from the past three years in which it was a finalist and identify those procurements in which the bidder was awarded the contract.

A minimum of five references is required.  A minimum of one reference is required for each type (MMIS, Medicaid, provider relations, claims processing) of experience.  The Department of PATH will check references at its option.  

The Department of PATH reserves the right to contact customers and/or customer officials other than those indicated by the bidder.  Overlapping responsibilities on the same customer's contract should be depicted for easy recognition.  The bidder must include any subcontractor corporate experience as it relates to this paragraph.

Bidders proposing the use subcontractors for significant portions of the Scope of Work within this RFP must include a minimum of five references for each subcontractor.  

3.2.2.5.3.1 Reference Information



For each reference, the bidder must provide:

a. Customer name

b. Most senior contact person’s name with title familiar with the bidder’s performance who may be contacted by the Department of PATH during the evaluation process

c. Contact information (mail and e-mail addresses, phone number)

d. Description of work performed

e. Contract term

f. Staff months expended

g. Personnel requirements

h. Claims volume involved, if appropriate

i. Publicly funded contract cost
j. Number of enrolled providers, if applicable
3.2.2.5.3.2
State of Vermont Contracts

Bidders must provide a history of any and all contracts between the bidder and any State of Vermont government entity.  For each contract bidders must provide:

a. Contract name

b. Contract term

c. Contract scope of work

d. Proposed price/actual price 

e. For expired contract, provide a detailed reason for termination

3.2.2.5.3.3
Contract Terminations

Do not include expired State of Vermont contracts in this section.  Bidders must provide information on any and all contractual terminations that occurred within the past five years between the bidder and any entity for which the bidder was providing Medicaid, MMIS or fiscal agent services and/or expertise.



For each termination bidders must provide:

a. Customer name

b. Most senior contact person’s name with title familiar with the bidder’s performance who may be contacted by the Department of PATH during the evaluation process 

c. Contact information (mail and e-mail addresses, phone number)

d. Description of work performed

e. Contract term

f. Staff months expended

g. Personnel requirements

h. Claims volume involved, if appropriate

i. Publicly funded contract cost

j. Reason(s) for termination

3.2.2.6
Bidder Forms

Appendices H and P of this RFP contain forms bidders must submit as part of the Narrative Proposal.  Such forms must adhere to the format shown and be signed and dated by the appropriate official. There are six mandatory forms that must be submitted, including:

· Affirmation of Understanding Statement AHS Rule No. 96-23

· Declaration of Narrative and Price Proposals’ Effective Period

· Certification Regarding Independent Price Determination and Authorization to Sign

· Certification Regarding Warranty Against Brokers' Fees


(
Certification Regarding Lobbying


(
Certification Regarding Drug-Free Workplace Requirements


Two forms on the use of subcontractors that shall be completed and submitted only if the bid includes a subcontractor arrangement:

· Declaration Concerning Use of Subcontractors

· Subcontractor’s Declaration

3.2.2.7
Overall Approach           

At a minimum, the bidder must describe its understanding and/or approach to:

a. The Scope of Work relationship between Takeover, Operations, and Enhancements and Modifications.

b. Vermont’s health access programs, including beneficiary communication and provider relations.

c. Applicable Federal and State requirements.

d. Contract requirements.

e. Infrastructure requirements.

f. Project risks and approach to monitoring and managing such risks.

g. Interaction with State personnel.

h. Use of subcontractors.

i. Assumptions and constraints.

3.2.2.8            Project Organization and Staffing

Separate Project Organization and Staffing sections are required for each Scope of Work category.  The Scope of Work categories are:

· Takeover

· Operations
· enhancements and modifications 

The bidder’s Project Organization and Staffing section shall include an organizational chart of proposed staff and positions, estimates of staff-hours by task(s) by proposed positions, and resumés of all management and key staff as described in section 3.2.2.8.3.  

3.2.2.8.1

Organizational Charts


The bidder’s organizational charts shall depict project:

a. Organization and staffing. 

b. Full-time, part-time and temporary status of all employees.

3.2.2.8.2
Management and Key Staff References

Bidders shall include three references for proposed management and key staff (as defined in RFP section 2.6.14) from customers for whom work comparable to this RFP was performed.    References shall include the management or key staff person’s name, proposed position title, proposed responsibility listing, and brief description of his or her:

a. Experience with system development and consultation.

b. Experience with project implementation (timelines and costs).

c. Ability to provide staff development and education.

d. Depth and breadth of knowledge of provider relations, health care policy and politics, government technology, and information management.

Each reference must include the customer name, contact person, current telephone number, mail and e-mail address, and date range of work performed.

The incumbent must provide at least one non-PATH reference. 

3.2.2.8.3          Resumés or Vitae

Bidders must submit resumés or vitae of proposed management and key staff.  Resumés or vitae shall include brief descriptions of specific experience with Medicaid programs, fiscal agent responsibilities, MMIS development or operation, and professional credentials, including any degrees, licenses and recent and relevant continuing education. 

Specifically, and as appropriate, resumés or vitae of proposed key staff shall include:

a. Experience with:

· Bidder (or subcontractor)

· Medicaid claims processing systems

· Client/server non-mainframe systems

· Table- and web-based applications

· Application interface design and implementation

· Transfer, modification and implementation of an MMIS

· Medicaid provider relations

· Other medical claims processing systems

· Governmental information technology projects

b. Relevant education and training, including college degrees, dates of completion, and institution name and address.

c. Names, position titles, and phone numbers of contact persons who will confirm the individual's experience and competence.

d. Resumés or vita of proposed managers shall include:

· Experience in managing large-scale data processing development projects.

· Other management experience.

· Supervisory experience including the number of staff supervised and description of the supervision.

If project management responsibilities will be assigned to more than one individual during the project (e.g., management may be changed following implementation), resumés or vitae must be provided for all persons concerned. Only one resumé or vitae is necessary for each individual.  Each project referenced in a resumé or vita should include:

· Customer name

· Project time period

· Time period the person performed

· Brief description of the project

· Brief description of the person's responsibilities

The incumbent must provide updated vitae.

3.2.2.8.4

Staff Responsibilities

The bidder must identify each proposed individual, describe their anticipated role and define their responsibilities.  

3.2.2.8.5
Additional Stafftc \l3 "7.6.5
Backup Personnel Plan
If additional staff is required for various projects during the contract period, the bidder should outline its plans and resources for adapting to such situations.  The Contractor should also address plans to ensure staff longevity for consistency throughout the contract period.

3.2.2.9
Project Management and Control

Separate Project Management and Control sections are required for each Scope of Work category.  The Scope of Work categories are:

· Takeover

· Operations

· enhancements and modifications

The bidder’s Project Management and Control section shall address the bidder’s:

a. Project management and control methodology

b. Staff resources and time estimating methods

c. Procedures for sign-off of completed milestones and deliverables

d. Management of Contractor Responsibilities, Milestones and/or Deliverables

e. Assessment of project risks and approach to monitoring and managing them, including downtime issues

f. Approach to problem identification and resolution, including loss of key staff, loss of technical staff

g. Internal quality control monitoring of relations with the State, providers, and other stakeholders

h. Project status reporting, including examples of types of reports

Specific explanation must be provided if solutions vary from one Scope of Work category to another.

3.2.2.10
Work Plan and Scheduletc \l2 "7.9
WORK PLAN AND SCHEDULE
Separate Work Plans and Schedules are required for each Scope of Work category.  The Scope of Work categories are:

· Takeover

· Operations
· enhancements and modifications
Each Work Plan and Schedule must be responsive to this RFP, logical in the sequence of events, provide sufficient detail for review, and should consider tasks, Contractor Responsibilities, Milestones, and Deliverables.  Each schedule should allow 10 workdays for Department of PATH approval of each submission or re-submission of each deliverable.  

At a minimum, bidders shall address the following list as applicable to each separate Work Plan and Schedule.

a. Understanding of, response and approach to completing the Scope of Work.

b. Acquisition and utilization of staff.

c. Utilization of staff resources by the number of weeks required to accomplish each Milestone and Deliverable, depicting Contractor staff separate from State personnel.

d. Approach to infrastructure including hardware/software, equipment purchase/lease, installation, application, interfaces and overall architecture.

e. Approach to facilities and infrastructure acquisition and installation.

f. Approach to system security, backup and disaster preparedness.

g. Design and development approach.

h. Implementation approach.

i. Testing approach.

j. Operations approach. 

k. Approach to relations with State personnel, providers, and other stakeholders.

l. Use of subcontractors.
m. Cost containment mechanisms.
n. Assumptions or constraints in developing and completing the Work Plan and Schedule.

o. A diagram depicting interrelationships, and identifying the critical path for all tasks.

p. A Gantt or Gantt-type chart, depicting planned start and end dates of tasks, and accomplishment of Contractor Milestones and Deliverables.

q. Discussion of how the Work Plan provides for handling of potential and actual problems.

r. Description of how its approach clearly and unambiguously accommodates existing technology and meets technical requirements as described in RFP sections 2.9 and 2.10. 

3.3
PRICE PROPOSAL 
It is mandatory for bidders to complete and submit the Price Proposal Worksheets.  Such Price Proposal Worksheets shall serve as the Bidder’s Price Proposal.  Price Proposal Worksheets must be signed and dated by an authorized corporate official.


Price Proposals that do not include both of the above will be rejected.  Price Proposals that include any material other than the above will be rejected.

Postage for all Medicaid-related provider and beneficiary mailing charges will be a cost reimbursement item identified separately on the Contractor’s monthly invoice.  Cost reimbursement items are listed in RFP section 5.3.5 and may not be included in Contractor profit.


Bidders may be required to produce documentation to authenticate their pricing.


3.3.1
Proposal Bond

A proposal bond in the amount of $250,000.00 is required.  The bond shall be submitted in the form of a certified check, cashier's check, or surety bond payable to the State of Vermont.  If a surety bond is offered as guarantee, the bond shall be issued by a surety company qualified and authorized to do business in the State of Vermont.


Proposal bonds from bidders not selected, and the proposal bond from the selected bidder, will be returned after contract signing, receipt of approval from all Federal and State entities, and upon the State’s acceptance of the selected bidder’s performance bond.


The selected bidder shall forfeit the proposal bond if the bidder fails to sign the contract, as anticipated in this RFP, within 14 workdays of receipt of a contract document duly approved by the State, unless otherwise extended by the Department of PATH.  

If the Department of PATH must pursue court action to collect the proposal bond, the Department of PATH is entitled to attorney’s fees and costs of litigation.

3.3.2
Price Proposal Worksheets

It is mandatory for bidders to complete and submit the Price Proposal Worksheets (Appendix R).  Such Price Proposal Worksheets shall serve as the Bidder’s Price Proposal.  Bidders accept complete responsibility for the accuracy of the figures and calculations submitted in their Price Proposal Worksheets.

If a calculation error is discovered in any of the worksheets by bidders it is the bidder’s responsibility to correct the calculation and document the original calculation error and its impact on other calculations.

Worksheets are provided in Microsoft Excel® and must be submitted in the same format.  As necessary, bidders may expand column widths and add rows but should not otherwise alter the worksheet formats.  Sections that are blacked-out calculate automatically.

The “office expenses” category is not specific to Vermont-based offices but may also be used for expenses associated with offices located out-of-state.  If any of the “Other” line items are used  


Bidders must:

a. Address each Scope of Work category (i.e., Takeover, Operations, Enhancements/Modifications) when completing the worksheets.

b. Include the bidder name in the header section of each worksheet.

c. Complete the non-shaded worksheet sections.

d. Use a separate document to record notes for each Price Proposal Worksheet and the sheet must be entitled by the Price Proposal Worksheet heading that it corresponds to.  

e. Record a value of zero if no costs are associated with the non-shaded worksheets sections.  If bidders want to clarify that a “zero” represents a cost it is absorbing (e.g., no cost for PCs because bidder will use existing PCs) then it should be noted.

f. Document all assumptions affecting costs.  Bidders are cautioned that assumptions that conflict with RFP requirements (e.g., assuming a takeover period than specified by the State) may result in rejection of the proposal.

g. Document any depreciation or amortization methodologies used in the pricing of computer hardware/software and other equipment.

h. Include assumptions and notes on separate sheets clearly specifying which price proposal worksheet the assumptions and notes pertain to.

i. Document in detail any price element that the bidder placed but is uncertain about the placement.

j. Document the use of the “Other” line items with specific details regarding what is included in the line item.

A scoring penalty may be assessed for Price Proposal Worksheets that are incomplete or incorrectly completed.  Grossly incomplete or incorrect Price Proposal Worksheets may result in bidder disqualification.  

3.3.2.1 Takeover Price Proposal Worksheet

Any and all costs pertaining to takeover and the takeover period (September 1, 2003 through December 31, 2003) shall be included in the Takeover Price Proposal Worksheet.  The bidder’s Takeover Price Proposal Worksheet shall be inclusive of all costs for the performance of all of the Scope of Work as described in section 2.5, and shall include no more than the actual Takeover costs for the bidder to takeover the current MMIS and fiscal agent services.  The incumbent Contractor, if re-awarded the contract, is ineligible for receipt of this payment.

Do not include cost reimbursement items as described in RFP section in the Takeover Price Proposal Worksheet.  Use the Cost Reimbursement Worksheet, Takeover section for these items. 

3.3.2.2          Operations Price Proposal Worksheet

The bidder’s Operations Price Proposal Worksheet will be inclusive of all costs for the performance of all of the Scope of Work as described in RFP section 2.6 and 2.7, including operations, system maintenance, production of all reports, and system management functions.

Do not include cost reimbursement items as described in RFP section in the Operations Price Proposal Worksheet.  Use the Cost Reimbursement Worksheet, Operations section for these items.

3.3.2.3         Enhancements and Modifications Price Proposal Worksheet

The bidder’s Enhancements and Modifications Price Proposal Worksheet will be inclusive of all costs for the performance of all of the Scope of Work, including:

a. Mandatory Enhancements and Modifications

· MMIS System Modifications

· Platform Conversion

· ClaimCheck® and ClaimReview™

· Provider Enrollment Data Integration

b. Optional Enhancements and Modifications

· Internet 

· Recipient Eligibility Verification System Upgrade 

· Third-party Liability Subsystem Upgrade 

Do not include cost reimbursement items as described in RFP section in the Enhancements and Modifications Price Proposal Worksheet.  Use the Cost Reimbursement Worksheet, Enhancements and Modifications section for these items.

3.3.2.4
        Total Price Proposal Worksheet 

These worksheets are linked to the Takeover, Operations and Enhancements/Modifications worksheets and total automatically.  Costs associated with Translator services as described in RFP section 2.6.9 and retention of existing Contractor staff listed in RFP section 2.6.14.2(i) are fixed, must not be altered and already are accounted for in the Total Price Proposal Worksheet.  

Bidders accept complete responsibility for the accuracy of the figures and calculations submitted in the Total Price Proposal Worksheets.

If a calculation error is discovered by bidders in the Total Price Proposal Worksheets it is the bidder’s responsibility to correct the calculation and document the original calculation error and its impact on other calculations. 

3.3.2.5 Cost Reimbursement Categories Worksheet

Do not include Cost Reimbursement items as listed and described in RFP section 5.3.5 in any other worksheet.  This worksheet is not linked to any of the other worksheets.  Bidders must include the estimated pricing for cost reimbursement categories as listed and described in RFP section 5.3.5 by Scope of Work category (i.e., Takeover, Operations, Enhancements/Modifications) in this worksheet only.

3.4 BID MODIFICATIONS IN THE EVENT OF A FEDERAL AND/OR STATE LAW, REGULATION OR POLICY CHANGE

In the event any change occurs in Federal and/or State law and regulations, or State Medicaid Plan coverage, and the Department of PATH determines that such changes impact materially on proposal pricing, the Department of PATH reserves the right to require bidders to amend their proposals.  The failure of a bidder to negotiate these required changes will exclude that bidder from further consideration for contract award.  All proposals shall be based upon the provisions of Federal and State laws and regulations and the Department of PATH's approved Medicaid State Plan coverage in effect on the issuance date of this RFP, unless this RFP is amended in writing to include changes prior to the closing date for receipt of proposals.

CHAPTER 4PRIVATE 

PROPOSAL EVALUATION, SCORING AND SELECTION
4.1
OVERVIEW

The State will conduct a comprehensive, fair, and impartial evaluation of proposals received in response to this RFP.  The Proposal Evaluation Plan (PEP), as approved by CMS, shall constitute the mechanism by which each proposal shall be formally evaluated and scored.


The State reserves the right to:

· Reject any and all proposals received.

· Waive minor irregularities.

· Request clarification, additional documentation or amendments from any or all bidders.

· Cancel this RFP.
Scores may be adjusted based on information gathered during the evaluation process. 

4.2 EVALUATION COMMITTEE

The State will establish a core Evaluation Committee to assess the merits of proposals, perform final scoring, resolve compliance issues and make a final recommendation for selection to the Department of PATH Commissioner.  The State reserves the right to alter Committee composition, specific duties, and/or to use consultative expertise to assist in evaluation activities.

4.3 STEP 1 - INITIAL SCREENING

Initially, proposals will be reviewed to ensure compliance with, and responsiveness to, the requirements set forth in Narrative Proposal Requirements, RFP section 3.2 and Price Proposal Requirements, RFP section 3.3.  
Proposals will receive one of two ratings:  (1) Responsive or (2) Non-responsive.

· Responsive – Proposals that have complied with all Narrative and Price Proposal Requirements will proceed to RFP section 4.4, Step 2 - Evaluation of General Narrative with Scoring.

· Non-responsive – Proposals that have failed to comply with one or more requirement(s) may be rejected and given no further consideration.


Proposals that are incomplete only to such a degree that the State can still reasonably evaluate them may be retained for further evaluation.  
4.4 STEP 2 - EVALUATION OF GENERAL NARRATIVE WITH SCORING

4.4.1 General Narrative


The Committee will evaluate the Executive Summary, Corporate Capability and Overall Approach for only those Narrative Proposals determined to be “responsive”. 

4.4.2 Evaluation Descriptions

a. Executive Summary

The Committee will review the Executive Summary to determine if it provides all information required, is reasonable in scope, and is five pages or less in length.

b. Corporate Capability

The Committee will evaluate the bidder’s response to this section in terms of relevancy, breadth, and depth.

c. Overall Approach

The committee will evaluate the bidder’s response to this section in terms of relevancy, breadth, and depth.

4.4.3

Point Breakdown

The Committee will assign up to a maximum of 280 points to each General Narrative based on:  
· Executive Summary






100 points

· Corporate Capability






 80 points

· Overall Approach







100 points

4.5 STEP 3 – Evaluation of Operations and Enhancements/Modifications Narratives WITH Scoring


The Committee will evaluate Project Organization and Staffing, Project Management and Control, Work Plan and Schedule for each of the following separate Scope of Work categories:

· Operations
· enhancements and modifications

Reference RFP section 4.7 for a description of the evaluation of takeover narratives.

4.5.1
Evaluation Descriptions

a. Project Organization and Staffing

The Committee will evaluate the bidder's proposed organizational structure and staffing to determine if it is sufficient to accomplish the requirements of this RFP.  The Committee will review the organizational chart(s), job descriptions, including job qualifications, resumés of staff and their qualifications for the positions they will hold, and the relationship of their past experience to their proposed responsibilities under this contract.

The Committee will evaluate the corporate decision-making process to determine if management and key staff have sufficient autonomy to render management decisions in response to the Department of PATH.
b. Project Management and Control

The Committee will evaluate bidders’:

· Management methodology to determine the bidder’s ability to remain on target and ensure that Scope of Work Contractor Responsibilities, Milestones and Deliverables are accomplished.

· Control methodology to ascertain that the bidder is able to identify, monitor and resolve risks and problems.

· Procedures for sign-off on completed Milestones and Deliverables.

· Methods for tracking staff resources and documenting staff hours.

· Internal quality-control monitoring mechanisms.

· Plan to comply with RFP reporting requirements, including the provision of status reports, and whether the reports are appropriate and sufficient.
c. Work Plan and Schedule

The Committee will evaluate bidders’:

· Work Plans and Schedules to determine whether or not the bidder completely understands the Scope of Work, and has provided sufficient details to ensure that all Contractor Responsibilities, Milestones and Deliverables are completely and successfully accomplished in a timely manner.

· Proposed set of tasks to be accomplished, method and schedule for accomplishment, identification of staff responsible for each task, and assistance required by the Department of PATH, (if any).

· Acceptability of the bidder’s approach to accommodate existing technology and meet technical requirements.

· Proposed schedule to confirm feasibility and ensure that it includes the provision of status reports and periodic meetings.

4.5.2

Points Breakdown

a. The Committee will assign up to a maximum of 420 points to each Operations Narrative based on:

· Project Organization and Staffing
 
 120 points

· Project Management and Control
 
 100 points

· Work Plan and Schedule


 200 points

b. The Committee will assign up to a maximum of 210 points to each Enhancements/Modifications Narrative based on:

· Project Organization and Staffing
 
   60 points

· Project Management and Control
 
  50 points

· Work Plan and Schedule


 100 points

4.6
STEP 4 - EVALUATION OF OPERATIONS AND ENHANCEMENTS/MODIFICATIONS PRICING WITH SCORING 

A scoring penalty may be assessed for Price Proposal Worksheets that are incomplete or incorrectly completed.  Grossly incomplete or incorrect Price Proposal Worksheets will result in bidder disqualification.  


Any price bid deemed by the Department of PATH to be unrealistically or unreasonably low may be considered unacceptable due to infeasibility and will result in bidder disqualification.

Reference RFP section 4.7.2 for a description of the evaluation of takeover pricing.

4.6.1
Point Breakdown

a. The Committee will assign a maximum of 300 points to the lowest and most acceptable price bid based on the following:

· Operations price that is the lowest and most acceptable bid 
  200 points

· Enhancements/Modifications price that is the lowest and most acceptable bid






 
  100 points

b. Points for the remaining bidder pricing will receive a score as a percentage of the maximum number of points.  For example, if the second to lowest pricing is 80% of the lowest price, then the bidder receives 80% of the maximum number of points (80% of 300 = 240 points).

4.7
STEP 5 - EVALUATION OF TAKEOVER NARRATIVES AND PRICING WITH SCORING 

Preliminary scoring will occur prior to Step 5.  Takeover narratives and pricing will only be evaluated if, after evaluation and scoring of Operations and Enhancements/Modifications narratives and pricing are complete: (1) the remaining proposals do not include the incumbent or (2) the incumbent’s score is the second or third highest.

If the incumbent’s score is the second or third highest, then only the incumbent and bidder proposals with higher scores will move on to the takeover evaluation.

If the incumbent progresses to the evaluation of takeover, the incumbent will automatically receive a “pass” for the takeover narrative and the maximum points assigned to the takeover pricing.   

4.7.1
Narrative Point Breakdown 

For proposals other than the incumbents, the Committee will evaluate Takeover Narratives based on the following:

· Project Organization and Staffing
 
   

· Project Management and Control


· Work Plan and Schedule
   

Reference RFP section 4.5.1 for evaluation descriptions.

The Committee will assign either a “pass” or “fail” distinction to each Takeover Narrative based on the following definitions:

· Pass – Takeover Narrative is compliant with evaluation descriptions and fully meets the State’s needs/requirements or expectations for the Takeover Phase.

· Fail – Takeover Narrative is non-compliant with evaluation descriptions and/or does not fully meet the State’s needs/requirements or expectations for the Takeover Phase.  Bidders whose Takeover Narratives receive a “fail” distinction will be given no further consideration.

4.7.2
Pricing Point Breakdown 

For proposals other than the incumbents, the Committee will assign a maximum of 50 points to the lowest and best acceptable price bid based on the following:

· Takeover price that is the lowest and best acceptable bid 
   50 points

Points for the remaining bidder pricing will receive a score as a percentage of the maximum number of points.  For example, if the second to lowest price is 50% of the lowest price, then the bidder receives 50% of the maximum number of points (50% of 50 = 25 points).

4.8
SELECTION

Once the Evaluation Committee is satisfied with the evaluation process, final point scores from the Narrative Proposal and Price Proposal evaluations will be tallied and combined to result in the final ranking of all bidders. The Evaluation Committee shall then make a recommendation for selection to the Commissioner of the Department of PATH.

4.9
FEDERAL AND STATE APPROVALS

In order to ensure PATH’s goal of securing enhanced FFP and State matching funds, the contract award is contingent upon both Federal and State reviews and approvals.  Every effort will be made by the State, both before and after selection, to facilitate rapid approval.  

4.10
PROCUREMENT CLOSURE

This procurement will remain officially open until such time as a formal contract is executed, or if a bidder is not selected to enter into a contract with the State, the State may opt to close the procurement upon notification to all bidders.

CHAPTER 5

CONTRACT TERMS AND CONDITIONS
5.1
GENERAL CONTRACT PROVISIONS
5.1.1
Contract Composition

The terms and conditions contained in this chapter shall constitute the basis for the contract resulting from this RFP.  Any ambiguity in this RFP shall be construed in favor of the State.  The State will be solely responsible for rendering all decisions on matters involving interpretation of terms and conditions.  


In order of governing precedence, the contract between the State of Vermont and the selected Contractor shall consist of the following components:


(
The formal contract document with over-riding contract language and standard attachments, and subsequent amendments, signed by both parties, approved by CMS and State officials as applicable;


(
The RFP inclusive of appendices and any amendments thereto;

· The Contractor's proposal submitted in response to this RFP; and

· Any agreements incorporated as part of the procurement process.


In the event of a conflict in language among the components, provisions and requirements set forth or referenced in the Contract for MMIS Fiscal Agent Services, or if not set forth in that document, then provisions and requirements as stated in this RFP, shall govern.  The State reserves the right to clarify any contractual relationship in writing; such clarifications shall govern in case of a conflict with RFP requirements.


If an issue is addressed in the Contractor's proposal that is not addressed in this RFP, no conflict in language shall be deemed to have occurred.  Features of the system, as presented in the Contractor's proposal but not required by this RFP, may be utilized at the option of the State.


All essential or mandatory features proposed by the Contractor for inclusion in the Vermont MMIS shall be reflected in the fixed price bid.  Enhancements and modifications to the existing MMIS shall be priced out separately by the bidder, but those accepted by the State shall also be included in the contract’s fixed price.

The Contractor agrees that all work performed as part of the contract will comply fully with administrative and other requirements established by Federal and State of Vermont laws, regulations and guidelines, and assumes responsibility for full compliance with all such laws, regulations and guidelines, and agrees to fully reimburse the Department of PATH for any loss of funds, resources, overpayments, duplicate payments or incorrect payments resulting from noncompliance by the Contractor, its staff, agents or subcontractors, as revealed in any audit.
5.1.2
Entire Agreement


The contract in its final composite form shall represent the entire agreement between the parties and supersede all prior negotiations, representations or agreements, either written or oral, between the parties relating to the subject matter thereof.  The contract between the parties shall be independent of, and have no effect upon, other contracts of either party.

5.1.3
Contract Extensions

The contract may be extended for a period or periods totaling up to five additional years beyond the initial three-year term.  By mutual agreement of the parties, extensions on a month-by-month or short-term basis may be negotiated for the final contract period.


Whether the State decides to extend or not to extend the contract, respective notice shall be sent to the Contractor 90 calendar days prior to the end of the base contract period and for each subsequent option period.  If a decision is made not to extend the contract, such notice shall facilitate Contractor completion of all remaining Turnover Phase responsibilities.


Contact terms and conditions, as may be amended, shall remain in full force and effect throughout extension periods.  All contract extensions shall be contingent upon approval from CMS.

5.1.4
Notices

Whenever notice is required to be given to the other party, such notice shall be made in writing and delivered to that party.  Delivery shall be deemed to have occurred if a signed receipt is obtained when hand-delivered or three workdays after posting if sent by registered or certified mail, return receipt requested.  Said notice shall become effective on the date of receipt or the date specified within the notice, whichever is later.  Either party may change its address for notification purposes by mailing a notice to the other party stating the change.


Whenever the Department of PATH is required to provide written notice to the Contractor, such notice shall be signed by the Department of PATH Deputy Commissioner or, in that individual's absence or inability to act, such notice shall be signed by the Department of PATH Commissioner. 


The Department of PATH Deputy Commissioner will issue notices concerning the Contractor’s failure to meet performance standards and any resulting damage assessments.


Notices shall be addressed as follows:


(
In case of notice to the Contractor:



Vermont MMIS Project/Account Manager



Address of Local Facility in Vermont


(
In case of notice to the Department of PATH:



Deputy Commissioner 



Department of PATH



State of Vermont



103 South Main Street, Building A



Waterbury, Vermont 05671-1201

5.2
INTERPRETATIONS AND DISPUTES
5.2.1
Conformance with State and Federal Regulations

The Contractor agrees to comply with Federal and State laws, regulations, and policies as they exist or as amended that are or may be applicable to this contract, including those not specifically cited.  Authority to design and develop modifications to the operational MMIS and/or to make software or operational changes to implement new Federal and State requirements will be given to the Contractor by the Department of PATH Deputy Commissioner and may or may not entail a contract amendment.


In the event that the Contractor may, from time to time, request the State to render policy determinations or to issue operating guidelines required for proper performance of the contract, the Department of PATH shall do so in a timely manner, and the Contractor shall be entitled to rely upon and act in accordance with such policy determinations and operating guidelines and shall incur no liability by doing so unless the Contractor acts negligently, maliciously, fraudulently or in bad faith.

5.2.2
Waivers and Variations

No covenant, condition, duty, obligation or undertaking contained in or made a part of the contract shall be waived except by written agreement.  Forbearance or indulgence in any form or manner by either party in any regard whatsoever shall not constitute a waiver of the covenant, condition, duty, obligation or undertaking to be retained, performed or discharged by the party to which the same may apply.  Notwithstanding any such forbearance or indulgence, the other party shall have the right to invoke any remedy available under law or equity until complete performance or satisfaction of such covenants, conditions, duties, obligations and undertakings.


Waiver of breach of term or condition in the contract shall not be deemed a waiver of prior or subsequent breach.  No term or condition of the contract shall be held to be waived, modified or deleted except by written instrument signed by both parties.

5.2.3
Severability

If any provision of the contract (including items incorporated by reference) is declared or found to be illegal, unenforceable or void, then both the State and the Contractor shall be relieved of all obligations pertinent to such provision; if the remainder of the contract is capable of performance, it shall not be affected by such declaration or finding and shall be fully performed.  To this end, terms and conditions defined in this contract can be declared severable.

5.2.4
Legal Considerations

The contract shall be governed in all respects by Federal and State laws and statutes.  Venue for any legal proceeding against the State regarding this RFP or the resultant contract shall be in Washington County, Vermont.


In the event that either party deems it necessary to take legal action to enforce any provision of the contract and if the State prevails, the Contractor shall bear such costs of litigation, including attorney fees, as set by a court or hearing officer.  Legal action shall include administrative proceedings.

5.2.5
Disputes
Any contract dispute not disposed of by agreement between the Department of PATH Deputy Commissioner and the Contractor's Project/Account Manager shall be decided by the Department of PATH Commissioner, who shall commit such decisions to writing and mail or otherwise furnish a copy thereof to the Contractor. 


The decision of the Department of PATH Commissioner shall be final and conclusive unless, within 30 calendar days from the date of receipt, the Contractor files with the Department of PATH Commissioner a petition for administrative review addressed to the Secretary of the Agency of Human Services (AHS).  The Secretary's decision in the event of such petition shall be the final decision, subject to other legal remedies.


As to appeal under this subsection, the Contractor shall be afforded an opportunity to be heard and offer evidence in support of the appeal.  Pending final decision on the dispute hearing, the Contractor shall proceed diligently with the performance of the contract and according to the Department of PATH Deputy Commissioner's direction.

5.2.6
Attorney Fees

The Contractor agrees to pay reasonable attorney fees incurred by the State and the Department of PATH in enforcing this contract or as otherwise reasonably related.

5.2.7
Contract Amendments


An approved contract amendment is required whenever a change substantially affects payment provisions and/or substantially affects the Scope of Work.  Formal contract amendments will be negotiated by the State with the Contractor to address such changes to the terms and conditions, costs, or Scope of Work included within the contract.  An approved contract amendment means one approved by the Department of PATH, the Contractor, and all other applicable State and Federal agencies.


The Department of PATH may utilize a contract amendment to reduce or increase contract costs through changes in the Scope of Work.  If such changes affect costs or the time required to perform other parts of the contract, an equitable adjustment as mutually determined by the Department of PATH and the Contractor may be made in the payment provisions and/or delivery schedule.  Failure to agree to an equitable adjustment shall be considered a dispute as addressed under provisions of the contract.


Either the Department of PATH or the Contractor may request, through a contract amendment, expansion of the Scope of Work covered by the contract or additional compensation in excess of the amounts bid for performance of the contract.  Such requests may be based on new requirements resulting from changes in State or Federal regulations and may require enhanced Federal Financial Participation (FFP) to implement.  In general, system changes shall be performed as part of modification support and shall not require a contract amendment or additional funding.  


A formal proposal from the Contractor shall be submitted in response to or to initiate a request for expansion of the contract or to implement major system changes that require an approved Advance Planning Document (APD).  Such a proposal will identify any additional personnel requirements and present a work plan for the effort and an estimated budget.


Any expansion of work where costs are not coverable within the contract maximum payable amount requires an approved contract amendment.  No price change which results in additional payments to the Contractor will be affected without proven demonstration, when requested by the Department of PATH, through the financial records required under this contract, that additional payments are warranted because of exhaustion of modification support hours.

5.3
PAYMENT PROVISIONS

For each Scope of Work category (Takeover, Operations, Enhancements/Modifications) payment provision, the State may initiate financial negotiations with a bidder that may alter the price submitted by the bidder.  The total amount payable by the Department of PATH to the Contactor will differ by category and be limited to:

5.3.1
Takeover Payments

The Takeover price will be inclusive of all costs for the performance of the Scope of Work described in RFP section 2.5.  Takeover payments shall be handled by two different methods:

1. If the Successful Bidder is other than the incumbent

The Contractor shall be paid a Takeover Price of no more than the actual Takeover costs up to the amount specified in the Contractor's Takeover Price Proposal Worksheet for the Contractor's takeover of the current system.

50% of the Contractor’s fixed price bid for Takeover will be made in four equal installments, the first of which shall be made upon the State’s acceptance and approval of the Contractor’s finalized Takeover Work Plan.  The Takeover schedule, showing milestones and deliverables, and State approvals shall serve as the basis for subsequent installment payments.  

The remaining 50% of the Contractor’s Takeover Price shall be paid upon State approval that the Takeover MMIS is fully operational.  All Takeover payments are subject to 10% retainage until State acceptance and approval of all Takeover Milestones and Deliverables.

2. If the Successful bidder is the incumbent

The incumbent Contractor shall be ineligible for receipt of Takeover payments.
5.3.2
Operation Paymentstc \l3 "5.16.2
Operation Price  (Phase 2)
Effective January 1, 2004, the Contractor will be paid on a monthly basis in accordance with the Contractor's bid price set forth in the Contractor’s Operations Price Proposal Worksheet submitted in response to this RFP, or any amendments thereunto, which shall be firm and fixed for the period of the contract.  The price will be inclusive of all costs for the performance of the Scope of Work described in RFP sections 2.6 and 2.7.


After January 1, 2004, the State may reduce or eliminate the monthly payment, without recoupment, if major portions of the system (e.g., MMIS, translator, etc.) are not operational for a period of time deemed unacceptable by the State.   

All operations payments are subject to 10% retainage until State acceptance and approval of all operation Milestones and Deliverables.


No separate payment will be made for Turnover services.  Payment for Turnover shall be encompassed within Operations payments.  To facilitate Contractor support during turnover of the MMIS, support files, and other documentation to the State or its designated agent, 20% of each monthly payment during the last full year of the contract will be retained until State approval of all Turnover Milestones and Deliverables.

5.3.2.1
Financial Adjustment - Claims


The total amount payable each year shall remain fixed unless the claims volume falls outside the estimated parameters for that year.  Should the actual claims volume, for a given year, fall outside the estimated parameters, a year‑end financial adjustment to the amount payable for operations for that year may be made using the following process in lieu of a formal contract amendment:


(
A unit value will be calculated by dividing the claims processing price bid for the applicable year by the midpoint claims estimate for that year.

· If the actual claims volume falls below the low claims parameter, the Contractor shall reimburse the State a portion of the fixed price per the following calculation:

Low Claims Volume Estimate minus Actual Claims Volume x 60% of the calculated unit value for the same contract year.

· If the actual claims volume exceeds the high claims parameter for the contract year, the State will make an additional payment to the Contractor per the following calculation:

Actual Claims Volume minus High Claims Volume Estimate x 60% of the calculated unit value for the same contract year.

An adjustment in the fixed price payable to the Contractor for operations shall depend on verification and certification that actual claims volume counts are accurate and consistent with the definition of a claim as set forth in RFP section 5.3.2.1.1.


Contractor reimbursement for optional extension years shall be negotiated using the same fixed price per year model.  Final prices and estimated claims volume parameters shall be determined as part of contract extension amendments.

5.3.2.1.1
Definition of a Claim
For the purpose of claims volume accounting and reconciliation of changes in Contractor reimbursement, the following definitions of a claim, subject to qualifiers noted, shall apply to administrative claims processing, adjudication counts and reports by the Contractor:

a. A claim is a line item on a paper document or an ECS record requesting payment for services rendered for a service date(s) for which there is a valid HCPCS or CPT code.  This includes Part B Medicare crossover claims.

b. Adjustments to paid claims are not countable as claims, regardless of the number of adjustments filed to a paid claim or the reason for the adjustments.

c. All claims that require reprocessing due to errors caused by the Contractor in processing or due to system design are not allowable for claims volume counts, and must be identified and deleted from Contractor administrative reports.

d. No transaction shall be counted as a claim that does not meet the specific criteria stated above.  Only adjudicated claims resulting in payment or denial shall be counted.

e. Claims in suspense and waiting for keyed entry shall be counted in claims inventory (the “count”) for the purpose of volume incentives; but shall not be counted in terms of the parameters set forth in the contract.

5.3.2.2
Financial Adjustment – Drug Transactions


The total amount payable each year shall remain fixed unless the drug transactions volume falls outside the estimated parameters for that year.  Should the actual volume for a given year fall outside of the estimated parameters, a year‑end financial adjustment to the amount payable for operations for that year may be made using the same process, in lieu of a formal contract amendment, as set forth in RFP section 5.3.2.1.  However all calculations shall pertain to price bids and volume estimates pertinent to Drug Transactions.

5.3.2.2.1
Definition of a Drug Transaction
For the purpose of drug transaction volume accounting and reconciliation of changes in Contractor reimbursement, the following definition of a drug transaction processing shall apply:

The Contractor shall process weekly drug transactions from First Health Services Corp (FHSC), or the State’s current pharmacy benefits manager.  These transactions shall consist of a record of an adjudicated drug claim.  Drug transactions are loaded into the MMIS financial cycle and reporting databases so that payments are made to providers.  The Contractor is responsible for maintaining drug transaction information, payments to providers, provider enrollment, and drug rebate processing.

a. Adjustments to drug transactions are not countable as drug transactions, regardless of the number of adjustments filed to a drug transaction or the reason for the adjustments.

b. All drug transactions that require reprocessing due to errors caused by the Contractor in processing or due to system design are not allowable for drug transaction volume counts, and must be identified and deleted from Contractor administrative reports.

c. No transaction shall be counted as a drug transaction that does not meet the specific criteria stated above.  Only drug transactions resulting in payment shall be counted.

5.3.3
Enhancements and Modification Paymentstc \l3 "5.16.3
Turnover Phase (Phase 3)
The Contractor will be paid for each enhancement and modification individually, based on State acceptance and approval of each enhancement/modification set of Milestones and Deliverables, and in accordance with the Enhancements and Modifications Price Proposal Worksheet. 

All Enhancements and Modification payments will be subject to 10% retainage until State acceptance and approval of all Enhancement and Modification Milestones and Deliverables.

5.3.4
Categories Ineligible for Profit

All of the following product and service categories, whether purchased, leased and/or used by the Contractor (and subcontract(s)), in conjunction with this RFP shall not include any profit for the Contractor (and subcontractor(s)).

a. Postage - for U.S. Postal rates utilized to mail documents to providers, beneficiaries, the State, and the federal government.

b. Parcel Services and Common Carriers

c. Personal Computers (PCs), Monitors, Printers, Related Equipment and Software – refers to all direct costs for the installation and monthly charges for data lines; and the purchase, lease, installation, and maintenance of equipment, located at (or for use at) the Contractor’s, State, user and provider sites.  Also included in this category is the direct purchase and maintenance costs incurred on State-provided equipment used by the Contractor to receive and process claims and drug transactions.  

d. Any contract the Contractor maintains for State PCs, monitors, printers, related equipment and software shall have a clause that allows any successor Contractor or the State to assume the contract upon termination of this agreement.

e. Printing – including the purchase of paper, envelopes, editing, distribution, use of a printing facility, etc.

f. Telephone Toll Charges and Telecommunications – for only the actual telephone utility charges paid for by the Contractor for: maintaining toll-free lines available to providers for provider relations, ECS, etc.  Each toll charge must be directly supported by a billing from the telephone utility.  These costs include installation, maintenance, equipment, wiring and repair.

g. Facilities – includes, but is not limited to, rental for office space, facilities improvement, etc.

h. Audits – as paid to the independent auditor including a State-approved Independent Verification and Validation (IV&V) contractor.

i. Taxes – all Federal and State.

j. Office Furniture and Equipment – e.g., copiers, fax machines, etc..

k. Insurance – including, but not limited to, Worker’s Compensation, Unemployment, Automotive, Liability, Crime, Health, etc.

l. Travel – instate or out-of-state.
5.3.5
Cost Reimbursement Categories

The following are cost reimbursable items.  Cost reimbursable items are to be identified separately on Contractor monthly invoices, and are not subject to the payment retainage clause.


The Contractor (and subcontractor) will be reimbursed for the following costs:

a. Postage - for only the actual charges paid for U.S. Postal rates utilized to mail documents to providers, beneficiaries, the State, and the federal government.

b. Parcel Services and Common Carriers

c. Printing – including the purchase of paper, envelopes, editing, distribution, use of a printing facility, etc.

d. Telephone Toll Charges and Telecommunications – for only the actual telephone utility charges paid for by the Contractor for: maintaining toll-free lines available to providers for provider relations, ECS, etc.  Each toll charge must be directly supported by a billing from the telephone utility.  These costs include installation, maintenance, equipment, wiring and repair.

Cost reimbursement items as described above are only to be included in Appendix R, on the price proposal worksheet titled “Cost Reimbursement”.  Do not include these items in any other price proposal worksheet. 

5.3.6
Deductions from Payments

The State may, following proper notification to the Contractor, deduct from payments due the Contractor the calculated amount of recovery for assessed consequential or liquidated damages, or annual adjustments in operations payments due to lower‑than‑estimated claims or drug transaction volumes or modification support.  Offsets against payments will be made in accordance with procedures defined by the Commissioner of Finance and Management.


The State shall perform a monthly claims processing quality control assessment to ensure that the State’s expectations for the accuracy of data entry input, edit/audit dispositions, and other claims adjudication-related decisions are met.  If errors are found from these reviews that are attributable to the Contractor and which, in total, exceed 3% of the number of claims or 3% of the number of drug transactions processed during that month, or if total claims or drug transactions with errors have a dollar value exceeding 1% of total program dollars paid out for that month, then 1% of the operations payment owed to the Contractor for that month shall be deducted by the State.  This deduction shall occur for the months in which the error rate found during monthly quality control assessment activity performed by Department of PATH personnel exceeds the number or dollar thresholds.


Error-related payment offsets shall be made in accordance with procedures defined by the Commissioner of Finance and Management and will occur with the next subsequent payment due to the Contractor.  Offsets assessed for overall quality control problems shall not affect the State's rights to determine actual consequential damages for duplicate payments or overpayments to providers.

5.3.7
Prohibition against Advance Payments


No payment shall be made by the State in advance of, or in anticipation of, services to be performed and/or before supplies are furnished under this contract.  Monthly invoices must be submitted for work actually performed the previous month.  

5.3.8           
Reliance by the State on Representations
All payments by the State under this contract will be made in reliance upon the accuracy of all prior representations by the Contractor, including but not limited to bills, invoices, progress reports and other proofs of work.

5.3.9                Appropriations 

If this contract extends into more than one State Fiscal Year (SFY) July 1 to June 30, and if appropriations are insufficient to support this contract, the State may cancel at the end of the fiscal year, or otherwise upon the expiration of existing appropriation authority.

5.3.10

Erroneous Issuance of Compensation

In the event compensation to the Contractor of any kind is issued in error, the Contractor shall reimburse the Department of PATH the full amount of erroneous payment within 30 calendar days of written notice of such error.  Interest shall accrue at the statutory rate upon any amounts determined to be due, and not repaid within 30 calendar days following the notice.  If payment is not made within 30 calendar days following notice, the Department of PATH may deduct the amount from an ensuing Contractor monthly invoice.

5.3.11
Release 

Upon final payment of the amounts due under this contract, the Contractor shall release the Department of PATH, its officers and employees from all liabilities and obligations whatsoever under or arising from this contract.

Payment to the Contractor by the Department of PATH shall not constitute final release of the Contractor.  Should audit or inspection of the Contractor's records or client complaints subsequently reveal outstanding Contractor liabilities or obligations, the Contractor shall remain liable to the Department of PATH for such liabilities and obligations.  Any overpayments by the Department of PATH shall be subject to any appropriate recoupment to which the Department of PATH is lawfully entitled.  Any payment under this contract shall not foreclose the right of the Department of PATH to recover excessive or illegal payments as well as interest, attorney fees and costs incurred in such recovery.
5.3.12
Taxes and Other Funds Due the State

The Contractor understands and acknowledges that the contract price includes applicable Federal, State, and local taxes including income tax withholding for employees performing services within the State, payment of use tax on property used within the State, corporate and/or personal income tax earned within the State.  The Contractor shall be responsible for filing tax returns and reporting income and compensation required by the Internal Revenue Service (IRS) and the Vermont Department of Taxes.  


As of the date that the contract is signed, the Contractor shall provide its Vermont business account tax number, and certify that under pain and penalty of perjury, it is in good standing with respect to, or in full compliance with, a plan to pay any and all taxes due the State of Vermont.  Future payments due under this contract may be withheld if the Commissioner of Taxes determines that the Contractor is not in good standing with respect to, or in full compliance with, a plan to pay any and all taxes due the State of Vermont.


The Contractor understands that the State may set off taxes (and related penalties, interest, and fees) due to the State, but only if the Contractor has failed to file an appeal within the time allowed by law or an appeal has been taken and finally determined and the Contractor has no further legal recourse to contest the amounts due.

5.3.13            Set Off

The State may set off any sums that the Contractor owes the State against any sum due the Contractor under this contract.  

5.4
GUARANTEES, WARRANTIES, AND CERTIFICATIONS
5.4.1
Performance Bond

The Contractor shall furnish a $3,000,000.00 performance bond to the State within 30 calendar days after the contract effective date and prior to start of work. The performance bond shall be such as is usually and customarily written and issued by a surety company licensed and authorized to do business in the State of Vermont.  The contract number and dates of performance must be specified in the performance bond.


The bond must remain in full force throughout the contract term.  In the event that the State exercises an option to extend the contract for an additional period, the Contractor shall be required to maintain the validity and enforcement of said bond for all additional contract periods, pursuant to the provisions of this paragraph, in the amount stipulated herein or at the time of contract extension.

The performance bond shall be forfeited by the Contractor to the State in the event that the Contractor is unable to properly, promptly, and efficiently perform or initiate the contract and/or the contract is terminated by default or bankruptcy.


Up to the full amount of the performance bond may be applied to the Contractor's liability for administrative and/or excess costs incurred by the Department of PATH in obtaining similar equipment or services to replace those terminated as a result of the default. The State may seek other remedies under law in addition to this stated liability.


Prior to acceptance of the performance bond, the State reserves the right to review the bond and may require the Contractor to substitute a more acceptable bond in such form as may be required.  Both the initial expense and the annual premiums on the performance bond shall be paid by the Contractor.

5.4.2
Use of Subcontractors
The Contractor is solely responsible for fulfillment of the contract terms.  The Department of PATH will make contract payments only to the Contractor.

The Contractor shall not subcontract any portion of the services to be performed under this contract without the prior written approval from the Department of PATH.  The Contractor shall notify the Department of PATH not less than 30 calendar days in advance of its desire to subcontract and include a copy of the proposed subcontract with the proposed subcontractor.

Approval of any subcontract shall neither obligate the Department of PATH nor the State of Vermont as a party to that subcontract nor create any right, claim, or interest for the subcontractor against the State of Vermont or the Department of PATH, their agents, their employees, their representatives, or successors.

Any subcontract shall be in writing and shall contain provisions consistent with the Contractor's obligations pursuant to this contract.  The Contractor shall be solely responsible for the performance of any subcontractor under any such subcontract approved by the Department of PATH.

The Department of PATH may undertake or award other contracts or subcontracts for tasks or other work related to the tasks described in this contract or any portion thereof, particularly if the Contractor's available time and/or priorities do not allow for such work to be provided in a timely manner by the Contractor.  The Contractor shall fully cooperate with such other contractors and the Department of PATH in all such cases.

The Contractor shall continue to use any existing subcontractor(s) at the time of Takeover.  Any change in existing subcontractors must be prior-approved by the Department of PATH. 

5.4.3

Cost or Pricing Data

The Contractor shall submit and shall require subcontractors to submit cost or pricing data as follows:

· Prior to the award of any subcontract; and

· Prior to the execution of any contract or subcontract, change order, extension or renewal.

The Contractor shall certify and shall require subcontractors to certify in a form satisfactory to the Department of PATH that, to the best of their knowledge and belief, the cost or pricing data submitted is accurate, complete, and current as of the date of agreement on the negotiated price of the subcontract, the contract or subcontract change.  The Contractor shall insert the substance of this section, including this paragraph, in each subcontract.

If the Department of PATH determines that any price, including profit or fee, negotiated in connection with this RFP was increased because the Contractor or any subcontractor furnished incomplete or inaccurate cost or pricing data not current as certified in the Contractor or subcontractor certification of current cost or pricing data, then such price or cost shall be reduced accordingly and this RFP and the subcontract, if applicable, shall be modified in writing and acknowledged by the Contractor to reflect such reduction.  Since the agreement is subject to reduction under this paragraph by reason of defective cost or pricing data submitted in connection with subcontracts, the Contractor shall include a clause in each subcontract as appropriate.  It is expected that any subcontractor subject to such indemnification will generally require substantially similar indemnification for defective cost or pricing data required to be submitted by its lower tier subcontractors.

5.4.4
Utilization of Small Business, Minority, and Woman-Owned Concerns
The State of Vermont believes that a fair portion of purchases and contracts for supplies and services for the government should be placed with small business concerns.  By the submission of a proposal, the bidder shall agree to accomplish the maximum amount of subcontracting to small business, minority, and women-owned concerns found by the Contractor to be consistent with the efficient performance of this contract.

5.4.5
Assignment of the Contract

The Contractor shall not sell, transfer, assign, or otherwise dispose of the contract or any portion thereof or of any right, title, or interest therein without the State’s prior written consent.  Such consent, if granted, will not relieve the Contractor of its responsibilities under the contract.  This provision includes reassignment of the contract due to change in ownership of the firm.

5.4.6
Warranty of the System

Notwithstanding prior acceptance of deliverables by the State, the Contractor will expressly warrant all delivered programs and documentation as properly functioning and compliant with the terms of the contract.  The Contractor must correct errors and design deficiencies in the system and replace incorrect or defective programs and documentation within one week of notification from the  Department of PATH Deputy Commissioner of such deficiencies or within such period as may be necessary to make correction(s) using due diligence and dispatch as agreed upon between the Deputy Commissioner and the Contractor.


If the Contractor fails to repair an identified error, deficiency, or defect within such period, the State may, at its sole discretion, act to repair, and the Contractor expressly agrees to reimburse the State for incurred costs.  This warranty will be in effect throughout the term of the contract and for three months thereafter.  Deficiencies properly noted before expiration of the warranty will be covered regardless of such expiration.  System modifications and other changes made during the contract period will also be covered by this warranty.

5.4.7
Hold Harmless

The Contractor shall indemnify, defend, protect, and hold harmless the State of Vermont and the Department of PATH, and any of its employees from:

a. Claims for damages or losses arising from services rendered by a subcontractor, person, or firm performing or supplying services, materials, or supplies in connection with the performance of the contract;

b. Claims for damages or losses to a person or firm injured or damaged by erroneous or negligent acts, including disregard of State or Federal Medicaid regulations or legal statutes, by the Contractor, its officers, employees, or subcontractors in the performance of the contract;

c. Claims for damages or losses resulting to a person or firm injured or damaged by the Contractor, its officers, employees, or subcontractors by the publication, translation, reproduction, delivery, performance, use, or disposition of any data processed under the contract in a manner not authorized by the contract or by Federal or State regulations or statutes;

d. Failure of the Contractor, its officers, employees, or subcontractors to observe the laws of the State of Vermont, including, but not limited to, labor laws and minimum wage laws;

e. Claims for damages, losses, or costs associated with legal expenses, including, but not limited to, those incurred by or on behalf of the State in connection with the defense of claims for such injuries, losses, claims, or damages specified above.

Before delivering services under this contract, the Contractor shall provide adequate demonstration to the State that insurance protections necessary to address each of these risk areas are in place.  


The Contractor may elect to self-insure any portion of the risk assumed under the provision of this contract based upon the Contractor's ability (size and financial reserves included) to survive a series of adverse financial actions, including withholding of payment or imposition of damages by the State.

5.4.8
No Limitation of Liability

Nothing in this contract shall be interpreted as excluding or limiting any liability of the Contractor for harm caused by the intentional or reckless conduct of the Contractor, or for damages incurred in the negligent performance of duties by the Contractor, or for the delivery by the Contractor of products that are defective, or for breach of contract or any other duty by the Contractor.  Nothing in the contract shall be interpreted as waiving the liability of the Contractor for consequential, special, indirect, incidental, punitive or exemplary loss, damage, or expense related to the Contractor’s conduct or performance under this contract. 

5.4.9
Insurance

Before beginning work under this contract, the Contractor shall obtain and maintain, during the life of this contract, from an insurance company duly authorized to do business in Vermont, the minimum coverage levels described below for:

· Workers' Compensation

· General Liability and Property Damage

· Automotive Liability

· Crime Insurance


The Contractor shall be in compliance with Federal and State insurance laws for the term of this contract.  No warranty is made that the coverages and limits listed are adequate to cover and protect the interests of the Contractor for the Contractor's operations.  These are solely minimums to protect the interests of the State.


The Contractor shall furnish the State with a certificate(s) evidencing that such insurance is in effect, for what amounts, and applicable policy numbers and expiration dates prior to start of work under this contract.  In the event of cancellation of insurance coverage, the Contractor shall immediately notify the State of such cancellation.  The Contractor shall provide the State with written notice at least 10 workdays prior to any change in the insurance required under this subsection.

The Contractor shall also require that each of its subcontractors maintain insurance coverage as specified below or provide coverage for each subcontractor's liability and employees.  The provisions of this clause shall not be deemed to limit the liability or responsibility of the Contractor or its subcontractors.

5.4.9.1
Workers' Compensation Insurance

With respect to operations performed under the contract, the Contractor shall obtain, pay for and maintain during the life of this contract, workers' compensation insurance for its employees employed in Vermont; and, in the event work is subcontracted, the Contractor shall require the subcontractor to provide workers' compensation insurance for the latter's employees employed at any site in Vermont, unless such subcontractor employees are covered by workers' compensation protection afforded by the Contractor.

5.4.9.2
General Liability and Property Damage Insurance

With respect to operations performed under the contract, the Contractor shall obtain, pay for, and maintain during the life of this contract, the following minimum insurance:


Premises-Operations


Independent Contractors' Protective


Products and Completed Operations


Personal Injury Liability


Contractual Professional Liability


The policy(ies) shall be on an occurrence form and limits shall not be less than:


$1,000,000.00 Per Occurrence


$1,000,000.00 General Aggregate


$1,000,000.00 Products/Completed Products Aggregate


$   50,0000.00 File Legal Liability

5.4.9.3            Automotive Liability

With respect to operations performed under the contract, the Contractor shall obtain, pay for, and maintain during the life of this contract, automotive liability insurance on all motor vehicles, regardless of ownership, used in connection with this contract.  Limits of coverage shall not be less than $1,000,000.00 combined single limit.

5.4.9.4
Crime Insurance


With respect to operations performed under the contract, the Contractor shall obtain, pay for, and maintain during the life of this contract, crime insurance policies covering each employee involved in claims processing or monetary transactions.  Limits shall be not less than $1,000,000.00 in the aggregate.  

5.4.10
Force Majeure

Neither the Contractor nor the State shall be liable for any damages or excess costs for failure to perform their contract responsibilities if such failure arises from causes beyond the reasonable control and without fault or negligence by the Contractor or the State.  Such causes may include, but are not restricted to, fires, earthquakes, tornados, floods, unusually severe weather, or other catastrophic natural events or acts of God; epidemics; explosions; acts of any governmental body acting in either its sovereign or contractual capacity; strikes by other than the Contractor's of its subcontractors’ employees; and freight embargoes.  In all cases, failure to perform must be beyond the reasonable control of, and without fault or negligence of, either party.


Within 72 hours of the occurrence of such an event, the Contractor shall initiate disaster recovery and/or back‑up procedures to provide alternate services.  During such period, the Contractor shall be responsible for all costs and expenses related to provision of the alternate services.  The Contractor shall notify the Department of PATH Deputy Commissioner prior to initiation of alternate services as to the extent of the disaster and/or emergency and the expected duration of alternate services within 24 hours of the onset of the problem.

5.4.11
Patent or Copyright Infringement

The Contractor represents that, to the best of its knowledge, none of the software to be used, developed, or provided pursuant to this contract violates or infringes upon any patent, copyright, or any other right of a third party.  If a claim or suit is brought against the Department of PATH or the State for the infringement of such patents or copyrights arising from Contractor or State use of equipment, materials, computer software and products, or information prepared for, or developed in connection with performance of this contract, then the Contractor shall, at its expense, defend such use.  The Contractor shall satisfy a final award for such infringement, whether it is resolved by settlement or judgment involving said claim or suit.


The State shall give the Contractor prompt written notice of such claim or suit and full right and opportunity to conduct the defense thereof, together with full information and reasonable cooperation.  If principles of governmental or public law are involved, the State may participate in the defense of such action.  No Contractor costs or expenses shall be incurred by the State without the Contractor's written consent.


If, in the Contractor's opinion, equipment, materials, software, and products or information used in this contract are likely to or do become the subject of a claim of infringement of a United States patent or copyright, then without diminishing the Contractor's obligation to satisfy any final award, the Contractor may, with the State's consent, substitute other equally suitable equipment, materials, and information, or at the Contractor's option and expense, obtain the right for the State to continue the use of such equipment, materials, and information.


In the event of equipment and/or software substitution, the State must protect its interests in data used by such equipment or software through recovery or conversion of such data to other approved equipment or software.  The Contractor shall, in any such suit, satisfy damages for infringement assessed against the State or its departments, officers, employees, or agents resulting from said lawsuit, whether it is resolved by settlement or judgment.


If the Contractor uses any design, device, or materials covered by letters, patent or copyright, it is mutually agreed and understood without exception that the Contractor’s proposed prices shall include all royalties or costs arising from the use of such design, device, or materials in any way involved in the work.

5.5
EMPLOYMENT PRACTICES
5.5.1
Fair Employment Practices and Americans with Disabilities Act

The Contractor shall not discriminate against any employee or applicant for employment because of race, color, religion, sex, national origin, age, marital status, political affiliations, or disability.  The Contractor must act affirmatively to ensure that employees, as well as applicants for employment, are treated without discrimination because of their race, color, religion, sex, national origin, age, marital status, political affiliation, or disability.

Such action shall include, but is not limited to the following:  employment, promotion, demotion or transfer, recruitment or recruitment advertising, layoff or termination, rates of pay or other forms of compensation, and selection for training, including apprenticeship.  The Contractor agrees to post in conspicuous places, available to employees and applicants for employment, notices setting forth the provisions of this clause.

The Contractor shall, in all solicitations or advertisements for employees placed by or on behalf of the Contractor, state that all qualified applicants will receive consideration for employment without regard to race, color, religion, sex, national origin, age, marital status, political affiliation, or disability, except where it relates to a bona fide occupational qualification or requirement.

The Contractor shall comply with the non-discrimination clause contained in Federal Executive Order 11246, as amended by Federal Executive Order 11375, relative to Equal Employment Opportunity for all persons without regard to race, color, religion, sex, or national origin, and the implementing rules and regulations prescribed by the Secretary of Labor and with Title 41, Code of Federal Regulations, Chapter 60.

The Contractor and its subcontractors shall comply with related State laws and regulations.

If the Department of PATH finds that the Contractor is not in compliance with any of these requirements at any time during the term of this contract, the Department of PATH reserves the right to terminate this contract or take such other steps as it deems appropriate, in its sole discretion, considering the interests and welfare of the State.

5.5.2
Employment of State Personnel

The Contractor shall not knowingly engage on a full‑time, part‑time, or other basis, during the period of the contract, any professional or technical personnel who are, or have been at any time during the period of this contract, Vermont State employees except those duly retired individuals, without prior written approval from the Department of PATH Deputy Commissioner.  Recently retired (within one year) employees of the Department of PATH shall not knowingly be engaged for performance of this contract on a full‑time, part‑time, or other basis, without prior written approval from the Department of PATH Deputy Commissioner.

5.5.3
Independent Capacity of Contractor Staff

It is expressly agreed that the Contractor or subcontractor involved in the performance of this contract shall act in an independent capacity and not as an agent, officer, employee, partner, or associate of the Department of PATH or the State of Vermont.  Contractor personnel will not hold themselves out as nor claim to be officers or employees of the Department of PATH or of the State of Vermont.  This contract shall not be construed as a partnership or joint venture between the Contractor or its subcontractors and the State.


The Contractor shall indemnify, defend and hold harmless the State and its officers and employees from liability and claims, suits, judgments, and other damages arising as a result of Contractor acts and/or omissions in the performance of this contract.

5.5.4 
No Employee Benefits for Contractor

The Contractor understands that the State will not provide individual retirement benefits, group life insurance, group health or dental insurance, vacation or sick leave, workers compensation or other benefits or services available to State employees, nor will the State withhold any State or federal taxes except as required under applicable tax laws, which shall be determined in advance of execution of the contract.

The Contractor understands that tax returns required by the Internal Revenue Code and the State of Vermont, including, but not limited to income, withholding, sales and use, and rooms and meals, must be filed by the Contractor, and information as to contract income will be provided by the State of Vermont to the Internal Revenue Service and the Vermont Department of Taxes.

5.6
OTHER TERMS AND CONDITIONS

5.6.1
Ownership of Information and Data


The State shall own and retain unlimited rights to use, disclose, or duplicate all information and data (copyrighted or otherwise) developed, derived, documented, stored, or furnished by the Contractor under this contract.

5.6.2
Confidentiality of Information

All information, including information relating to Medicaid recipients and providers, obtained by the Contractor through performance of contract duties, shall be treated as confidential information to the extent required by federal and state laws. Individual identifiable information shall not be disclosed without prior written approval of the Department of PATH Deputy Commissioner.


All Contractor employees shall be instructed, in writing, of this requirement and shall be required to sign a document to this effect upon employment and annually thereafter.


Disclosure of information in summary, statistical, or other form, which does not identify particular individuals, may be approved by the State.  Use of such information shall be limited to purposes directly related to the administration of the Medicaid program in Vermont.


The Contractor shall notify the Department of PATH promptly of any unauthorized possession, use, knowledge or attempt to possess or use the Department of PATH data files or other confidential information.  The Contractor shall furnish the Department of PATH full details of the attempted unauthorized possession, use or knowledge of, and assist in investigating or preventing a recurrence thereof.

5.6.3               Access to Information
The Contractor agrees to comply with the requirements of Agency of Human Services (AHS) Rule No. 96-23 (attached to this RFP as Appendix H: AHS Rule 96-23) regarding confidentiality and access to information.  The Contractor shall require all of its employees performing services under this contract to sign the AHS affirmation of understanding or an equivalent Statement.

5.6.4
Inspection of Work Performed

The Department of PATH or an authorized representative of the State of Vermont, DHHS, CMS, the U.S. Comptroller General, the U.S. General Accounting Office, or their authorized representatives shall, at reasonable times, have the right to enter the Contractor's premises or such other places where duties under this contract are being performed to inspect, monitor, or otherwise evaluate (including periodic systems testing) the work being performed.  The Contractor and subcontractors must provide reasonable access to facilities and assistance to State and Federal representatives.  All inspections and evaluations shall be performed in such a manner as to not unduly delay work progression.

5.6.5
Environmental Protection

The Contractor shall comply with applicable standards, orders, or requirements issued under Section 306 of the Clean Air Act (42 USC 1857(h)), Section 508 of the Clean Water Act (33 USC 1368), Executive Order 11738, and other applicable environmental protection laws.

5.6.6
Publicity

Publicity given to programs or services set forth herein, including, but not limited to, notices, informational pamphlets, press releases, research, reports, signs, and similar public notices prepared by or for the Contractor, shall not be released without prior written approval from the State.

5.6.7
Award of Related Contracts

The State may undertake or award supplemental or successor contracts for work related to this contract or portions thereof.  The Contractor shall be bound to cooperate with such other contractors and the State in such cases.  Subcontractors will be required to abide by this provision as a condition of the contract between the subcontractor and the primary Contractor.

5.6.8
Conflict of Interest

No official or employee of the Department of PATH and no other public official of the State of Vermont or the Federal government who exercises functions or responsibilities in the review or approval of the undertaking or carrying out of this contract shall, prior to the completion of the project, voluntarily acquire any personal interest, direct or indirect, in the contract or proposed contract.


The Contractor represents and covenants that it has no interest and shall not acquire any interest, direct or indirect, which would conflict in manner or degree with the performance of its services as herein stated.  The Contractor further covenants that, in the performance of the contract, no person having such known interests shall be employed by the Contractor.

5.6.9                Vermont Tax Identification


A Vermont business account tax number is required for contractors if the Contractor is a corporation or if the Contractor, whatever business form, has employees who are subject to federal income tax withholding and who will perform services in Vermont.  Contracts cannot be executed without a Vermont Tax Identification number.

5.6.10
Child Support

This section is applicable if the Contractor is a natural person, not a corporation or Partnership.  The Contractor states that, as of the date the contract is signed, he or she is not under any obligation to pay child support; or is under such obligation and is in good standing with respect to that obligation; or has agreed to a payment plan with the Vermont Office of Child Support Services and is in full compliance with that plan.

The Contractor makes this statement with regard to support owed to any and all children residing in Vermont.  Additionally, if the Contractor is a resident of Vermont, the Contractor makes this statement with regard to support owed to any and all children residing in any other State or territory of the United States.

5.6.11 
Copies


Reports prepared under this contract will be printed on both sides of the paper.

5.6.12 
Suspension and Debarment

Non-federal entities are prohibited by Executive Orders 12549 and 12689 from contracting with or making sub-awards under covered transactions to parties that are suspended or debarred or whose principals are suspended or debarred.

Covered transactions include procurement contracts for goods or services equal to or in excess of $100,000.00 and all non-procurement transactions (sub-awards to sub-recipients).  By signing this contract, the current Contractor certifies as applicable, that the contracting organization and its principals are not suspended or debarred by the Government Services Agency (GSA) from federal procurement and non-procurement programs.
5.6.13 Compliance with Federal Contracting Rules, CFR45 §74

Contractors will comply with applicable procedures, rules and mandates set forth in the Code of Federal Regulations (CFR) 45, Part 74 and Appendix A to Part 74.

The Federal Uniform Administrative Requirements for Awards and Sub-Awards to Institutions, Hospitals, Nonprofit and Commercial Organizations (45 CFR Subtitle A (10-1-99 Edition) may be reviewed on the following web site:

http://www.access.gpo.gov/nara/cfr/waisidx_00/45cfr74_00.html
5.6.14           Titles Not Controlling
Titles of paragraphs used herein are for the purpose of facilitating ease of reference only and shall not be construed to infer a contractual construction of language.

5.7
TERMINATION OF THE CONTRACT
This contract or any portion therein, may be terminated by either party for any reason with at least 60 calendar days written notice given to the other, with an effective date of termination specified in the written notice. The Contractor shall proceed immediately with the performance of termination obligations, notwithstanding delay in determining or adjusting the amount of any item of reimbursable price.

In the event of the filing of a bankruptcy petition by or against a principal subcontractor, the Contractor shall immediately advise the State of such an occurrence.  
a. Upon receipt of the written notice of termination, the Contractor shall:

· Place no further orders or subcontracts for materials, services, or facilities.

· Settle outstanding liabilities and claims arising out of such termination of orders and subcontracts, the cost of which would be reimbursable in whole or in part, in accordance with provisions of this contract, and with State authorization.

· Take such action as may be necessary, or as the State may direct, for the protection and preservation of the property related to the contract that is in the possession of the Contractor and in which the State has or may acquire an interest.

· Begin turnover activities.

b. Within 15 calendar days prior to the effective date of termination, the Contractor shall:

· Deliver electronic and paper copies of all items essential to the continued operation of the MMIS.

· Transfer title to the State of Vermont (to the extent that title has not already been transferred) and deliver, in the manner and to the extent directed, all files, processing systems, data manuals, and other documentation, in any form, related to the work terminated.

c. Upon the date of termination, the Contractor shall:

· Stop work. 

· Have no further liability under this contract.

· Deliver all completed work and work in progress to the State.

· Deliver all documents, files, materials, software, tapes, program files, and other items prepared during the performance of this contract.  

· Assign to the State in the manner, and to the extent directed, the rights, titles, and interests of the Contractor under orders or subcontracts so terminated, in which case the State shall have the right, at its discretion, to settle or pay any or all claims arising out of the termination of such orders and/or subcontracts.

· Have completed all portions of Turnover related to the termination.


Each party will assist the other party to ensure an orderly termination.  Upon termination of this contract, each party shall return to the other all documents, materials, and other properties of the other held by each.

5.7.1
Contractor Recoveries


In the event this contract is terminated for any reason, the State shall be obligated only for the products/services rendered and accepted prior to the date of termination, and limited to actual, reasonable and allowable costs in accordance with contract payment provisions.  All such products become the property of the State of Vermont.

The Contractor may be paid for outstanding invoices due, less assessed damages.  If damages exceed monies due from invoices, collection may be made from the Contractor's performance bond.


Recovery Process


The Contractor shall submit any termination claims in the form and with the certifications prescribed by the State promptly, but in no event later than four months from the effective date of termination.


Subject to the timeliness provisions in the previous paragraph, and subject to any review required by State procedures in effect as of the date of execution of the contract, the Contractor and the Department of PATH may agree upon the amounts to be paid to the Contractor by reason of the total or partial termination of work.


The State will only pay for those services for which value has been received in progress on a product, regardless of Contractor costs.  The Contractor shall not be entitled to be paid for any work performed in connection with terminated parts and after notice of termination is received.


In the event of a failure to agree in whole or in part as to any amounts to be paid to the Contractor in connection with the total or partial termination of work pursuant to this contract, the State shall determine on the basis of information available, the amount, if any, due to the Contractor by reason of termination and shall pay to the Contractor the amount so determined.  The Contractor shall have the right of appeal.

If the State determines that the facts justify such action, termination claims may be accepted and acted upon at any time after such four‑month period or extension thereof.  Upon failure of the Contractor to submit its termination claim within the time allowed, the Department of PATH may, subject to review required by State procedures in effect as of the date of execution of the contract, determine on the basis of information available, the amount, if any, due to the Contractor by reason of the termination and shall pay to the Contractor the amount so determined.


In no case shall the Contractor's termination claims include claim for unrealized anticipatory profits.
5.7.2
State Recoveries


In the event this contract is terminated for any reason, the State may procure, upon such terms and in such manner as deemed appropriate by the State, supplies or services similar to those terminated, and the Contractor may be liable for any costs for such similar supplies or services and other damages allowed by law.  


Additionally, the Contractor shall be liable to the State for administrative costs incurred to procure such similar supplies or services as are needed to continue operations.  Payment for such costs may be assessed against the Contractor's performance bond.


The Contractor acknowledges that:

· Any failure or unreasonable delay on its part in the delivery of materials and/or turnover activities will cause irreparable injury to the State, not adequately compensable in damages.

· The State may seek and obtain injunctive relief and monetary damages.  Payments made by the State may also constitute an element of damages in any action in which Contractor default is alleged.


The rights and remedies of the State provided in this section shall not be exclusive and are in addition to other rights and remedies provided by law or under contract provisions.

5.7.3
Right to Suspend Operations

If, at any time, the State determines that it is in its best interest to suspend claims processing or data processing operations, or any part thereof, the State may do so by providing the Contractor with a written notice to that effect.  The Contractor shall, immediately upon receipt of such notice, cease claims processing or data processing operations for the period specified in such notice.

5.7.4
Gratuities
The Contractor shall not give title or possession of anything of substantial value (including property, currency, travel and/or educational programs) to any officer of employee of the State of Vermont during the term of this contract.  The State may terminate this contract without liability if the Contractor, or its agents or representatives, have offered or given gratuities, in the form of entertainment, gifts, or otherwise, to any officer or employee of the State of Vermont with a view toward securing a contract, securing favorable treatment with respect to the award or amendment of a contract, or toward securing favorable treatment under such a contract, including favorable treatment with respect to determinations regarding the Contractor's performance.


If this contract is terminated under this provision, the State shall be entitled, in addition to other damages to which it may be entitled by law, to exemplary damages in the amount of three times the cost incurred by the Contractor, or its agents or representatives, in providing such gratuities.

5.8
ACTUAL DAMAGES, LIQUIDATED DAMAGES, AND RETAINAGEtc \l2 "5.2
PERFORMANCE STANDARDS, ACTUAL DAMAGES, LIQUIDATED DAMAGES, AND RETAINAGE
The Department of PATH reserves the right to assess actual or liquidated damages, upon the Contractor's failure to timely provide services required pursuant to this contract.  Actual or liquidated damages for failure to meet specific performance standards as set forth in the Scope of Work may be assessed as specifically set forth.  The Contractor shall be given 15 working days' notice to respond before the Department of PATH makes the assessment.  Such assessments will be offset against subsequent monthly payments to the Contractor. 

Assessment of any actual or liquidated damages does not waive any other remedies available to the Department of PATH pursuant to this contract or State or Federal law.  If liquidated damages are known to be insufficient, then the Department of PATH has the right to pursue actual damages. 


If the Contractor's failure to perform satisfactorily exposes the Department of PATH to the likelihood of contracting with another person or entity to perform services required of the Contractor under this contract, upon notice setting forth the services and retainage, the Department of PATH may withhold from the Contractor payments in an amount commensurate with the costs anticipated to be incurred.  If costs are incurred, the Department of PATH shall account to and return any excess to the Contractor.  If the retainage is insufficient, the Contractor shall immediately reimburse the Department of PATH the difference or the Department of PATH may offset from any payments due the Contractor.
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