ATTACHMENT ELEVEN
OFFEROR QUESTIONNAIRE

Attachment Eleven (PHM Offeror Questionnaire) is accessible by means of a hyperlink at: PHM Offeror Questionnaire. 

The State of Ohio wishes to further understand the Offeror’s capabilities as it relates to providing PHM services to the State and its eligible members. As part of RFP response, please complete and return this questionnaire, ensuring that all instructions are carefully followed. 

Instructions: Offeror to respond to questionnaire utilizing only the applicable gray boxes provided. No edits or changes to any text or sections within this document, other than the gray response boxes, are allowed. Ensure to follow response format guidelines in completing the questionnaire. All responses must accurately reflect the Offeror’s capabilities. By completing this questionnaire, the Offeror attests to the accuracy and truthfulness of all responses. Failure to fully follow directions may disqualify the Offeror from further consideration. 
NOTE: Any reference to “you” or “your” within this questionnaire is directly referring to the Offeror. 
Response Guidelines:

· Directly respond to questions by providing clear and concise responses. 

· Insert Offeror company name in all response boxes by replacing [Insert Company Name] with actual name. 
· All responses should be succinct and not to exceed a maximum of 500 words unless otherwise specified. 
· Yes/No or Agree/Disagree type questions should be answered with a one word response. If an explanation is required, explanation should abide by maximum word length guidelines stated above
· For questions with sub-questions (e.g., question 1.4 has sub-questions 1.4.1 – 1.4.4), please label response so it is clear to which sub-question Offeror is responding. 
· Your electronic submission of this questionnaire must be submitted in Word Format. 

· Attachments: In providing any requested attachments via electronic submission, please ensure to clearly label “[Questionnaire]_[Question Number Referenced]_[Attachment Name]_[Your Company Name]. 
	Questionnaire
	Response Format

	1 Organizational Qualifications
	

	1.1
Summarize the approach you would take to improve the health of the State’s population including the aspects of your program that you believe differentiates you from your competitors. 
	Maximum of 1 page


	[Insert Company Name] Response: 
	

	1.2 Profile on Offeror: Each Proposal must include a profile of the Offeror’s capability, capacity, and relevant experience working on projects similar to this Scope of Work. The profile must also include the Offeror’s legal name; address; telephone number; fax number; e-mail address; home office location; date established; ownership (such as public firm, partnership, or subsidiary); firm leadership (such as corporate officers or partners); number of employees; number of employees engaged in tasks directly related to the Work; and any other background information that will help the State gauge the ability of the Offeror to fulfill the obligations of the Contract.  The financial stability of the company should also be described and is considered a necessary component of this portion of the Proposal’s response.  
The Offeror shall also provide information on the firm’s background as well as evidence that it has in place the personnel, internal procedures, and any other resources required under the terms of the Contract to ensure successful performance and contract compliance. Offerors must describe current operational capacity of the organization and the Offeror’s ability to absorb the additional workload resulting from this Project. 

Please attach any supporting document needed. In your response, list the attachment names (if applicable). 
	Maximum of 1 page

	[Insert Company Name] Response: 
	

	1.3 Please confirm that the following documentation has been provided as part of your bid. No confirmation shall indicate it has not been attached.).  

1.3.1 A minimum of two case studies showing your proven outcomes over time  
	Yes / No (explain)

	[Insert Company Name] Response: 
	

	1.4 Please provide the following information regarding your organization

1.4.1 If your organization is not independently owned and operated, please indicate the parent company.
1.4.2 State the number of years that your company has been performing services that are relevant to this RFP.
1.4.3 Explain any changes or modifications that have occurred in the past 12 months, including mergers, acquisitions, sell activity and the introduction or withdrawal of products.
1.4.4 Please describe any plans to change or modify your core business over the next 12 months, including mergers, acquisitions, sell activity and the introduction or withdrawal of products.
	Text

	[Insert Company Name] Response: 
	

	1.5 Indicate by the population size noted below, the (a) total number of clients, (b) percent of total client base, (c) total number of public sector clients, and (d) percent of public sector client base; with which your organization contracts directly for combined LM and DM programs (percentage totals should add up to 100%)

1.5.1 Less than 5,000 employees

1.5.2 5,000 to 10,000 employees

1.5.3 10,001 to 25,000 employees

1.5.4 25,001 to 50,000 employees

1.5.5 50,001+ employees
	Text

	[Insert Company Name] Response: 
	

	1.6 The Offeror must include a minimum of four (4) references for organizations and/or clients for whom the Offeror has successfully provided services on projects that were similar in their nature, size, and scope to the Work.  These references must relate to work that was completed within the past five (5) years. At least one (1) of these references should be a large payor client that terminated its services with the Offeror. 

       Your response must include the following information on each reference: 

1.6.1     Contact Information.  The contact name, title, phone number, e-mail address, company name, and mailing address must be completely filled out.  If the primary contact cannot be reached, the same information must be included for an alternate contact in lieu of the primary contact.  Failure to provide requested contact information may result in the State not including the reference in the evaluation process.

1.6.2     Project Name.  The name of the project where the mandatory experience was obtained and/or service was provided.

1.6.3     Dates of Experience.  Must be completed to show the length of time the Offeror performed the experience being described, not the length of time the Offeror was engaged for the reference.  The Offeror must complete these dates with a beginning month and year and an ending month and year.

1.6.4     Description of the Related Service Provided.  The Offeror must reiterate the experience being described, including the capacity in which the experience was performed and the role of the Offeror on the Project.  It is the Offeror’s responsibility to customize the description to clearly substantiate the qualification.

1.6.5     Description of how the related service shows the Offeror’s experience, capability and capacity to develop this Project’s deliverables and/or to achieve this Project’s milestones.

1.6.6    The Offeror’s project experience must be listed separately and completely every time it is referenced. 

When contacted, each reference must be willing to discuss the Offeror’s previous performance on projects that were similar in their nature, size, and scope to the Work. Failure to provide true references may disqualify you from further consideration. 

 Please attach any supporting documents needed. In your response, list the attachment names (if applicable). 
	Maximum of 1 page

	[Insert Company Name] Response: 
	

	1.7 For the services listed below please indicate if you will provide internally or externally. If you are proposing through subcontractor(s) and/or vendor partners(s), please (a) indicate yes, (b) include the name of the subcontractor(s), (c) the length of the relationship,  (d) the years in which the services have been provided, and (e) location(s) where the subcontractor will maintain or make any State data available.

1.7.1 Health Web portal

1.7.2 HRA (Print and Web-based)

1.7.3 Worksite biometric screenings

1.7.4 Phone-based lifestyle management programs

1.7.5 Web-based lifestyle management programs

1.7.6 Disease management

1.7.7 Health decision support

1.7.8 Health action programs (e.g., fitness programs, walking programs) 
1.7.9 Incentive management and administration

1.7.10 Predictive Modeling and Reporting

1.7.11 Other


	Text

	[Insert Company Name] Response: 
	

	1.8 The State expects that you have partnered with all proposed subcontracts for a minimum of two years by July 1, 2015 with the exception of Ohio Certified MBE subcontractors.


Please confirm you are able to meet the State’s expectations as described above. 
	Yes (explain) / No (explain)

	[Insert Company Name] Response: 
	

	1.9 The State shall review and approve any subcontractor who provides material services under this contract.  The winning Offeror shall be held accountable for any and all actions of any subcontractor.  


Please confirm you are able to meet the State’s expectations as described above.
	Yes (explain) / No (explain)

	[Insert Company Name] Response: 
	

	1.10 Provide an explanation with an example where you haven’t been renewed as the incumbent service provider. 
	Text

	[Insert Company Name] Response:
	

	1.11 The Offeror certifies the Program proposed to the State is, and will continue to be, in compliance with all state and federal statutes and regulations, including, without limitation, the Health Insurance Portability and Accountability Act (HIPAA) by their respective compliance dates.
	Yes (explain) / No (explain)

	[Insert Company Name] Response: 
	

	2 Prime Integrator Responsibilities and Account Management   
	

	2.1 The State expects to contract with a prime integrator who shall have overall responsibility for the PHM program including providing the following deliverables.

· One contract for all services and one point of contact for relationship management
· One point of contact for implementation and one Work  plan encompassing all program elements

· Single Web portal through which the employee can access information, programs, tools and resources on all health programs
· Integrated communication materials and forms
· Integrated operations from the members’ perspective including, for example, transparent referrals between programs
· Overall responsibility for implementation and management of all programs, services, and processes including those provided by subcontractors

· Integrated marketing strategy encompasses all aspects of the PHM program including all subcontractor services
· Integrated customer service with a single point of contact for resolving any/all issues posed by the State as the client as well as those presented by individual members
· Coordination of all communication deliverables including proactive health promotion messages to the entire population to increase awareness of the relationship between lifestyle behaviors and health risks 
· Unified branding throughout the Web site and all communication materials including those provided by subcontractors
· Leadership in the data sharing process
· Training of internal units as well as training of all subcontracted vendors regarding the State’s program
· Integrated incentive/rewards tracking and reporting
· One uniform set of performance standards and fees at risk
· Proactively generate integrated and consolidated client-specific reporting of activities, performance and results quarterly and annually; meet with state of Ohio quarterly
· Agrees to allow the State to self bill for items that are billed on a fixed fee or per employer basis (e.g., administrative fee)

Please confirm you are able to meet the State’s expectations above.
	Yes (explain) / No (explain)

	[Insert Company Name] Response: 
	

	2.2 In your experience, describe the essential elements of a successful integrated PHM program similar to the State (e.g., Chronic Condition Management Programs and Lifestyle Behavior Change Programs).  Provide specific examples of how your programs encompass or support these elements of a successful integrated program.  Include any cost savings or increases that occurred with integrated services in your experience.
	Text 

	[Insert Company Name] Response: 
	

	2.3 Of your current direct employer accounts (not health plan or TPA), with how many are you acting as the prime integrator as described above?
	0, 1-3, 4-6, 7, or > 7

	[Insert Company Name] Response: 
	

	2.4 From a prime integrator’s perspective, please provide detailed flow charts and referral processes that include subcontractors, subsidiaries and program units, to show your experience in overseeing a fully integrated population health management strategy. Please confirm that this has been attached.
	Yes / No (explain)

	[Insert Company Name] Response: 
	

	2.5 The State expects you to assign an account manager that is designated to the State to serve as primary contact for the State and be accountable for coordinating the following:   
2.5.1 Implementation (unless a separate implementation manager is assigned)

2.5.2 Management and facilitation of relationships with any subcontractors 

2.5.3 Management and facilitation of relationship with the state of Ohio

2.5.4 Main point of contact for problem resolution and escalated customer service issues 
2.5.5 Reporting

2.5.6 Data issues

2.5.7 Communications

2.5.8 Quality of all services provided 

2.5.9 Complaint resolution

2.5.10 Identification of opportunities for improvement both internal and external to your organization that impact the Program 

2.5.11 Recommendations and overseeing of internal organizational and program changes to ensure improvement

2.5.12 Providing the State with specific recommendations for improvement when you identify opportunities for improvement external to you 

2.5.13 Scheduling, preparing, and managing agenda and action items for discussions with the State
2.5.14 Reviewing key process reports on an ongoing basis, and at a minimum, monthly with the State

2.5.15 Conduct quarterly and annual meetings with the State onsite at the State’s office to review process and outcome reports 

Please confirm you are able to meet the State’s expectations as described above. 


	Yes (explain) / No (explain)

	[Insert Company Name] Response: 
	

	2.6 Please provide additional information on your proposed account management support structure, if applicable.  Include the number of additional clients assigned to the account manager designated to the State.
	Text

	[Insert Company Name] Response: 
	

	2.7 The Offeror must provide a staffing plan that identifies all key personnel required to do the Project and their responsibilities on the Project.  The State is seeking a staffing plan that matches the proposed Project personnel and qualifications to the activities and tasks that will be completed on the Project.  In addition, the plan must have the following information:

2.7.1 A matrix matching each key team member to the staffing requirements in this RFP.

2.7.2 A contingency plan that shows the ability to add more staff if needed to ensure meeting the Project's due date(s).

2.7.3 A discussion of the Offeror’s ability to provide qualified replacement personnel.

2.7.4 The Offeror must submit a statement and chart that clearly indicates the time commitment of the proposed work team, including the Account Manager, to the Project and any other, non-related work during the term of the Contract.  The Offeror must also include a statement indicating to what extent the Account Manager may be used on other projects during the term of the Contract.  

Please confirm you have attached this plan. 


	Yes (explain) / No (explain)

	[Insert Company Name] Response: 
	

	2.8 The Offer must attach personnel profile summaries on all key personnel proposed for this account. 

Each personnel profile summary should include the below:

2.8.1 Candidate’s Name

2.8.2 Candidate’s Proposed Position

2.8.3 Candidate Education and Training: Detail the education and training of the proposed candidate to include name and address of institution, months/years attended, and degree or major. 

2.8.3.1 College 

2.8.3.2 Technical school 

2.8.3.3 Licenses

2.8.3.4 Certifications 

2.8.4 Three (3) professional references who have received services from the candidate in the past three (3) years: Information on references must include company name, contact name, address, phone number, email, project name, beginning date of project (month/year), end date of project (month/year), and description of project size, complexity, and the candidate’s role in this project.

2.8.5 Required Experience and Qualifications of Candidate: Detail (3) projects similar in size, scope and complexity to the State and the candidate’s role in providing these services. Information on required experience and qualifications must include client company name, client’s project supervisor contact name, address, phone number, email, project name, beginning date of project (month/year), end date of project (month/year), and description of project size, complexity, and description of the related services provided:

Additional details on requirements for this question: 

a.
Candidate References.  If fewer than three (3) projects are provided, the Offeror must include information as to why fewer than three (3) projects were provided.  The State may disqualify the proposal if fewer than three (3) projects are given.  

1.
Contact Information. The contact name, title, phone number, e-mail address, company name, and mailing address must be completely filled out.  If the primary contact can not be reached, the same information must be included for an alternate contact in lieu of the primary contact.  Failure to provide requested contact information may result in the State not including the reference experience in the evaluation process.

2.
Dates of Experience. Must be completed to show the length of time the candidate performed the technical experience being described, not the length of time the candidate worked for the company.  The Offeror must complete these dates with a beginning month and year and an ending month and year.

3.
Offeror must reiterate the technical experience being described, including the capacity in which the experience was performed and the role of the candidate in the reference project as it relates to this RFP Project.  It is the Contractors’ responsibility to customize the description to clearly substantiate the candidate’s qualification.

b.
Education and Training. This section must be completed to list the education and training of the proposed candidates and will demonstrate, in detail, the proposed candidate’s ability to properly execute the Contract based on the relevance of the education and training to the requirements of the RFP.  Must include copies of any pertinent licenses and or certificates.  

c.
Required Experience and Qualifications. This section must be completed to show how the candidate meets the required experience requirements.  If any candidate does not meet the required requirements for the position the candidate has been proposed to fill, the Offeror's Proposal may be rejected as non-responsive.  

One of the criteria on which the State may base the award of the Contract is the quality of the Offeror’s Work Team.  Switching personnel after the award will not be accepted without due consideration.  The Offeror must propose a Work Team that collectively meets all the requirements in this RFP.  Additionally, each team member may have mandatory requirements listed in this RFP that the team member must individually meet.  All candidates proposed must meet the technical experience for the candidate’s position and should be named.

Please confirm you have attached your response. 

	Yes (explain) / No (explain)

	[Insert Company Name] Response: 
	

	3 Implementation, Quality Assurance and Confidentiality        
	

	3.1 What is the minimum lead-time needed for you to implement the proposed scope of services for the State’s PHM program? What is the recommended lead time you would prefer? Are you willing to commit to implementing the State within the minimum time frame you stated if requested by the State? 
	Numerical and Yes / No (explain) 

	[Insert Company Name] Response: 
	

	3.2 Work Plan: Offeror must fully describe its current capacity, approach, methods, and specific work steps for doing the Work on this Project, to include implementation.  The State encourages responses that demonstrate a thorough understanding of the nature of the Project and what the Contractor must do to complete the Project satisfactorily.  To this end, the Offeror must submit for this section of the Proposal the Work Plan that will be used to create a consistent, coherent management plan of action that will be used to guide the Project.  The Work Plan should include detail sufficient to give the State an understanding of the Offeror’s knowledge and approach.

The Work Plan must demonstrate an understanding of the requirements of the project as described in Attachment One Part One Work Requirements.  Describe the methodologies, processes and procedures it will utilize in the implementation and production of the Scope of Work.  

The State seeks insightful responses that describe proven state-of-the-art methods.  Recommended solutions should demonstrate that the Offeror would be prepared to immediately undertake and successfully complete the required tasks.  Additionally, the Offeror should address potential problem areas, recommended solutions to the problem areas, and any assumptions used in developing those solutions.

Please attach any supporting documents needed. In your response, list the attachment names (if applicable).

	Maximum of 1 page

	[Insert Company Name] Response: 
	

	3.3 Transition Plan: The Offeror must describe its approach, methods and specific steps required to pre-stage operations for the actual assumption of work associated with this RFP.  The State is seeking a response that provides assurance of a smooth continuity of service during the transition of this Contract from the current to the new Offeror.  Further, the Offeror will describe its approach, methods and specific steps for transitioning the Work of the state from this Contract to another Offeror upon completion of the Contract which is the subject of this RFP.  Failure to provide the transition plans as requested may result in the Offeror's Proposal being rejected.  

Should the current Offeror fail to win a future contract award, said current Offeror will be required to fulfill its obligations while assisting the subsequent Offeror during the “transition out” period.  The transition out period will occur ninety to one hundred twenty (90 - 120) calendar days prior to the expiration of the Contract, with a run out period up to three (3) months after expiration of the contract.

Please confirm you have attached your response. 
	Yes (explain) / No (explain)

	[Insert Company Name] Response: 
	

	3.4 Your organization will accommodate the client’s staff and/or third party auditors for an onsite assessment of pre-implementation operations, program design and/or clinical review to be conducted in May/June 2015.  Your organization agrees to fund the cost of this audit at the estimated cost of $60,000 which includes travel.
	Yes (explain) / No (explain)

	[Insert Company Name] Response: 
	

	3.5 The successful bidder will not charge the State of Ohio for their costs of doing business to accommodate obligations associated with a pre-implementation audit.  This includes, but may not be limited to, costs associated with providing audit reports, data extracts, systems access or space.
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	3.6 Please confirm that the following documentation has been provided as part of your bid. No confirmation shall indicate it has not been attached.).  

3.6.1 Copy of your quality assurance program for all PHM program elements
3.6.2 Provide a copy of the most recent SSAE 16 SOC2 report.
	Yes / No (explain)

	[Insert Company Name] Response: 
	

	3.7 Describe in detail your quality assurance plan and how it is applied to all levels of service being requested in this RFP.
	Text

	[Insert Company Name] Response:


	

	3.8 Describe in detail the quality assurance data checks and process audits that are used to ensure privacy, security, and integrity of data that is sent to employees and/or dependents.
	Text

	[Insert Company Name] Response:


	

	3.9 Describe how you will report on customer and employee satisfaction.
	Text

	[Insert Company Name] Response:


	

	3.10 Describe the problem/issue resolution process from identification through mutually agreed upon resolution.
	Text

	[Insert Company Name] Response:


	

	3.11 Describe your policy and procedures for implementing corrective measures to prevent problem/issue recurrence.
	Text

	[Insert Company Name] Response:


	

	3.12 Explain how you handle employee confidentiality/privacy barriers and compliance with the Health Insurance Portability and Accountability Act of 1996 (HIPAA).  Provide a detailed plan to ensure privacy and security of employee’s information while delivering services in a worksite environment.
	Text

	[Insert Company Name] Response:
	

	3.13 Describe how you establish electronic data transfers and the audit processes used to ensure security and integrity of data.
	Text

	[Insert Company Name] Response:
	

	3.14 Annual audits will be performed by a third party chosen by the State. Additionally, the Offeror agrees to allow the State to audit program results compared to performance guarantees, to determine the effectiveness of the PHM programs, and to perform an annual readiness assessment during May of each program year. 
	Yes (explain) / No (explain)

	[Insert Company Name] Response: 
	

	3.15 Annual audits will be performed by a third party chosen by the State. Additionally, the Offeror agrees to allow the State to audit program results compared to performance guarantees and to determine the effectiveness of the PHM programs.

 
	Yes (explain) / No (explain)

	[Insert Company Name] Response: 
	

	4 Data Exchange           
	

	4.1 You shall be required to receive and load a biweekly eligibility file from the State. The file is an 834 HIPAA file generated from PeopleSoft.  You shall be expected to update your system biweekly to reflect data as prescribed by the State (including but not limited to agency, location, health plan enrollment employee ID number, employee ID number, address, phone, etc.) within 2 business days of receipt of the file. On a monthly basis, you shall be expected to update your files to reflect accurate program participation and completion data per member. 

Prior to the Program effective date communicated to members, you shall be provided with 24 months of utilization and claims data and be expected to analyze and stratify the health plans’ claims to develop a baseline for future measurement purposes and to identify members for outreach

On no less than a monthly basis, you shall receive files from the State’s health plans, PBM, and other partners to aid in the prompt identification of candidates for the PHM program elements (e.g., LM, DM).  You shall be expected to upload the data to your system within five (5) business days.  On a quarterly basis, you shall be expected to provide the State’s data management vendor, currently Truven Analytics, data files including participation, health risk stratification, and other data as directed by the State.  You shall be expected to provide data files to any other State designated third parties as needed.

When interfacing with subcontractors, you are expected to integrate all data on a single IT platform or, at a minimum, accommodate the electronic exchange of data between you, your subcontractors, the State, and the State’s other business partners such as health plans.  Manual preparation and transmission of information will not be accepted.   

All subcontractors are expected to adhere to the same data processing requirements.  At a minimum, you should receive monthly updates from your subcontractors for reporting purposes and in order to respond to inquiries from members and the State.  

Please confirm you are able to meet the State’s expectations as described above.
	Yes (explain) / No (explain)

	[Insert Company Name] Response: 
	

	4.2 Please describe your ability to use the State’s preferred identifier, the 8-digit employee identification number.  If you are unable to use this identifier, please describe your ability to use an identifier other than Social Security number.
	Yes (explain) / No (explain)

	[Insert Company Name] Response: 
	

	4.3 The State prefers that you are able to support termination by absence process whereby members are terminated by omission from an eligibility file feed from the State. Please confirm your ability to do so. 
	Yes (explain) / No (explain)

	[Insert Company Name] Response: 
	

	4.4 Have you had experience with clients who utilize PeopleSoft, if yes please provide the client names and describe the application?
	Yes (explain) / No (explain)

	[Insert Company Name] Response: 
	

	4.5 Please confirm you agree to provide a single monthly electronic file to the State (in the State’s attached format) identifying incentive participants and their level of participation as related to incentives.  The State is unable to receive non-electronic files or files that aren’t in the attached format.
	Yes (explain) / No (explain)

	[Insert Company Name] Response: 
	

	4.6 Please confirm your ability to receive a monthly file from the State denoting incentives issued to reconcile the outbound file you supply to the State and your ability to respond to member inquiries regarding incentive awards using data contained in the file supplied by the State.
	Yes (explain) / No (explain)

	[Insert Company Name] Response: 
	

	4.7 Please confirm if you accepted/sent secure electronic data feeds from/to the State of Ohio vendors listed below.  If you currently have data transfers with any of the listed vendors describe your experience coordinating with their programs.
4.7.1 Medical Mutual

4.7.2 United Healthcare

4.7.3 Catamaran Rx

4.7.4 United Behavioral Health

4.7.5 Truven Analytics
4.7.6 Vision Service Plan
4.7.7 United Healthcare Benefit Services

4.7.8 Delta Dental
	Text

	[Insert Company Name] Response: 
	

	4.8 Please confirm that you are able to provide Truven Analytics a secure electronic data feed with metrics including but not limited to biometric engagement, specific biometric measures (e.g. blood pressure, BMI), health assessment engagement, specific health assessment measures from the questionnaire, coaching engagement, specific number of coaching calls completed, online engagement and specific online activities completed.  This data is to be provided on a quarterly basis within 30 days of the end of each quarter.
	Yes (explain) / No (explain)

	[Insert Company Name] Response:


	

	4.9 Please detail the standard data exchanges included in your fee proposal (include assumptions on frequency and amount of data exchanges). Also list any optional/potential items that require an additional fee. The pricing for these optional/potential items must be listed in the optional section of your fee proposal.  
	Text

	[Insert Company Name] Response: 
	

	5 Identification, Engagement, and Integration
	

	5.1 You shall be required to identify and engage members in the PHM program.  This shall include your attendance at a variety of on-site health and wellness events as well as your own identification of potential program participants. You are expected to verify eligibility before performing any services (e.g., biometric screenings).  

Additionally, you shall be expected to utilize a variety of means to identify and risk stratify members including, but not limited to, predictive modeling that encompasses medical and pharmacy claims, HRA results, and biometric results.  You are expected to conduct the identification and risk stratification process no less than monthly.  

The Offeror shall integrate all aspects of its program to accommodate, for example, the needs of members who are identified for more than one PHM program (e.g., LM and DM), the integration of which shall ensure a seamless experience for members. The State expects you to continue to make outbound calls to potential participants (LM, DM, etc.) until three (3) months before contract termination.  In the last three (3) months of the contract, you shall be expected to continue to service enrolled participants and new participants who opt into the Program. Furthermore, the State requires the Contractor to provide run out processing for a minimum of three (3) months following contract termination.   

          Please confirm you are able to meet the State’s expectations as described above.
	 Yes (explain) / No (explain)

	[Insert Company Name] Response: 
	

	5.2 The State requires Outreach coordinators to be assigned to its account by the Offeror. In addition to being dedicated to engagement of State members and promotion of the State’s PHM program, outreach coordinators will serve as a resource for agency benefits and wellness ambassadors and will be required to travel as stated within this RFP. Currently, the State has one dedicated, senior outreach coordinator located onsite at the State in Columbus and two full-time equivalent (FTE) employees located near-site/onsite and able to travel to different locations as stated within this RFP. 

Please confirm your ability to staff this potential staffing structure by hiring the current staff in these positions. Additionally, the State requests that you propose a staffing structure (if different from above) that you believe will more effectively meet the needs of the State based on your understanding of the State’s needs.  
	Text 

	[Insert Company Name] Response: 
	

	5.3 The State of Ohio has approximately 45,000 eligible employees within over 100 agencies, boards and commissions located in approximately 888 locations.  The State of Ohio requires that an outreach coordinator be assigned to each agency so the agencies may have one point of contact for their wellness needs.  Outreach coordinators shall attend approximately 100 agency health fairs and biometric screening events around the State.  In addition, outreach coordinators shall make agency site visits for the purposes of engaging members and conducting on-site educational programs.  It is expected that approximately 200 site visits (in addition to 100 health fairs and biometric screenings) shall be conducted annually.  

         Please describe and outline how your organization will accommodate this requirement to include your proposed number of  

         dedicated and designated full-time equivalent outreach coordinators.

	Text

	[Insert Company Name] Response: 
	

	5.4 Describe in detail your process for identifying members for the various PHM program elements including LM (Web-based, onsite, and phone-based) and DM including, but not limited to, your predictive modeling methodology.
	Text

	[Insert Company Name] Response: 
	

	5.5 Describe the criteria and/or hierarchy you use to stratify members for LM and DM.
	Text

	[Insert Company Name] Response: 
	

	5.6 Describe your experience coordinating LM and DM efforts for members identified for both LM and DM (e.g., the DM participant with heart disease who also has high cholesterol or the diabetic who smokes and is overweight).  Please include a description of the processes describing the nature of the interface between DM counselors and LM coaches (if they are separated), including criteria for hand-offs.  Is one primary coach assigned?  Are DM counselors expected to also coach members on lifestyle behaviors?
	Text

	[Insert Company Name] Response: 
	

	5.7 Please provide a description of any health-related resources and tools that you would use to help engage employees such as pedometers, glucose meters, magnets or other promotional items, etc.  Please clearly state which, if any of these items are provided to members at no charge to the State.
	Text

	[Insert Company Name] Response: 
	

	5.8 Describe in detail the efforts you undertake to engage members in the PHM program and sustain their participation on an ongoing basis. Insure to address any innovative approaches.
	Text

	[Insert Company Name] Response: 
	

	5.9 Please indicate and describe the different modalities you will utilize for the State for outreach of members and to encourage engagement and participation (i.e., mobile applications, online, eMessaging, texting, telephonic, onsite).
	Text

	[Insert Company Name] Response: 
	

	5.10 Please indicate if any of the PHM programs being proposed expect members to make the initial contact (e.g., inbound call) to initiate the enrollment process.
	Text

	[Insert Company Name] Response: 
	

	5.11 Please describe your experience in engaging unions, union members, and labor management groups including specific examples of doing so.
	Text

	[Insert Company Name] Response: 
	

	5.12 Please describe how you propose to engage Ohio physicians and other health care providers in the State's PHM program.  Include client-specific examples of when you have successfully engaged providers in similar programs. 
	Text

	[Insert Company Name] Response: 
	

	5.13 The State lacks a comprehensive or reliable set of phone numbers and other contact information for some employees.  Please describe the means you deploy to obtain accurate contact information and the percentage of phone numbers collected for other clients (for clients who don’t provide numbers). Specify if you use a third party vendor to obtain valid telephone numbers and if so, explain the process and frequency.
	Text

	[Insert Company Name] Response: 
	

	5.14 For your book of business for 2013, please select the range that represents your “unable to reach” (i.e. individuals you have identified for the Program but not been able to reach by live phone contact).  If your experience varies by program element, e.g., LM and DM, please provide figures for each.  
	0–10%, 11–20%,

21–30%,31–40%

41–50%, 51–60%

>60% and Text

	[Insert Company Name] Response: 
	

	5.15 If your book of business unable to reach rate exceeds 50%, please explain.
	Text

	[Insert Company Name] Response: 
	

	5.16 Describe in detail the efforts you undertake to make contact with “unable to reach” members (e.g., how many outbound phone calls do you make, how many letters do you send, etc.  What other means do you use to reach these members?
	Text

	[Insert Company Name] Response: 
	

	5.17 Describe your experience integrating with clients’ other health care initiatives to coordinate care, make referrals, and deliver an integrated program including the nature and frequency of the integration.

5.17.1 Care management (CM, UM)

5.17.2 Disability management

5.17.3 Pharmacy benefit manager

5.17.4 Employee assistance program
	Text

	[Insert Company Name] Response:
	

	5.18 Describe your employee “engagement-building methodology”.
	Text

	[Insert Company Name] Response:


	

	5.19 Describe and detail what steps and efforts will be made to get employees and/or dependents to re-engage in the wellness programs where applicable.
	Text

	[Insert Company Name] Response:


	

	5.20 Please list the standard services included as part of identification, engagement and integration (e.g., at no cost to the State, or costs included in core area of fee proposal). Also list any optional items or services that require an additional fee. The pricing for these optional items or services must be listed in the optional section of your fee proposal.  
	Text

	[Insert Company Name] Response: 
	

	6 Communication
	

	Effective communication shall be a key contributor to the success of the State’s population health management program.  A mix of Offeror-specific and State-branded materials is critical to balance the privacy concerns of employees with the need to show State sponsorship and support of programs.  Both the State and the Offeror shall support communications.  You shall work closely with the State to develop an integrated communication strategy, timeline, messages, and materials.  Specifically, the State expects you to design, print, and distribute your standard package of communications, including but not limited to brochures, posters, information sheets, and other educational and promotional resources.  At a minimum, these communications materials shall include transition letters to currently participating members, launch brochures mailed to members’ homes, additional brochures available for events, general and specific topic and educational brochures, log-on instructions, quarterly newsletters or other health mailings to members’ homes, customized Web site, monthly and event posters, reminder at year-end to complete services eligible for incentives.  All communications are expected to be branded in a unified manner per the State’s direction.  The state of Ohio shall review and approve all member materials before distribution to members.
	

	6.1 Please confirm you are able to meet the State’s expectations as described above.
	Yes (explain) / No (explain)

	[Insert Company Name] Response: 
	

	6.2 Please confirm that the following documentation has been provided as part of your bid. No confirmation shall indicate it has not been submitted. 

6.2.1 Sample integrated communications plan and communication materials that demonstrate single program branding for multiple program components similar to those requested by the State.  Samples should include:   program inception materials including launch brochures, events marketing posters and brochures, general and special topic brochures, monthly health posters, customized Web site and login instructions, transition letters to participating members, quarterly newsletters or other health mailings, reminder at year-end to complete services eligible for incentives.
	Yes / No (explain)

	[Insert Company Name] Response: 
	

	6.3 For the items below, please detail the level of customization available and the fees (customization available without additional fees, customization available with additional fees or customization not available).

6.3.1 Use of basic information, including Company and/or initiative logos in print and Web-based communications

6.3.2 Use of basic information, including Contact information (phone numbers and Web sites)

6.3.3 Program details

6.3.4 Introductions/positioning of messages

6.3.5 Format (booklet, brochure, one-pager)

6.3.6 General layout organization of sidebars and text

6.3.7 Style (colors, fonts, photos)

6.3.8 Graphics and visual imagery, including photographs
	Text

	[Insert Company Name] Response: 
	

	6.4 Please outline your process for working with the State on the following activities:

6.4.1 Communication plan development – including steps, timeline development,  accountabilities, and credentials of individual that shall lead the plan development

6.4.2 Drafting program materials – including programs used, collecting edits, etc.

6.4.3 Layout and design – including programs used, approvals for “look and feel,” fonts, photos and using company style guides

6.4.4 Maintaining project management tools – including project plans, timeliness, issues logs and meeting notes
	Test

	[Insert Company Name] Response: 
	

	6.5 What other communications do you offer such as health-related content that can be used by the State in its communications (e.g., text for insertion into newsletters produced by the State)? 
	Text

	[Insert Company Name] Response: 
	

	6.6 Please clearly list and detail communication services that are included in your standard fees.
	Text

	[Insert Company Name] Response: 
	

	6.7 Please specify any/all communications-related services that are not included in your standard fees and provide ad hoc fees in the pricing section of your RFP response. Please ensure to highlight services you recommend for the State in Year 1.
	Text

	[Insert Company Name] Response: 
	

	6.8 Please outline ongoing communication support and coordination provided during and after initial program launch (i.e., dedicated or designated communication person(s), frequency of review, updates to communication).
	Text

	[Insert Company Name] Response: 
	

	6.9 Please describe your fulfillment process for distribution and mailings of educational materials.  Include quality control methods.
	Text

	[Insert Company Name] Response: 
	

	6.10 Please describe your capability to create and maintain a Facebook page for the program with approximately five permissions for the page.  
	Text

	[Insert Company Name] Response: 
	

	7 Customer Service
	

	You shall be expected to commit customer service resources to the State to provide a single point of contact for members.  The State prefers that the customer service staff shall be designated or dedicated to the State account.  The unit shall be knowledgeable about the details of the State’s program and responsible for responding to all member program inquiries, requests for technical assistance, and complaints concerning the Program.  The State prefers that customer service includes a single, dedicated toll-free number for use by State members only.  You shall be expected to monitor the quality of all calls, provide the State with results of your call monitoring no less than quarterly, and meet at least a 90% compliance level.  In addition, on a monthly basis you shall be expected to monitor and meet or exceed an average speed of answer of <30 seconds and a call abandonment rate of < 5%.  Your customer service center is expected to be supported by after-hours live service or a messaging and e-mail system with returned responses within one business day.
	

	7.1 Please confirm you are able to meet the State’s expectations as described above specifically (a) dedicated toll-free number for use by State members only, (b) customer service staff shall be designated or dedicated to the State account and responsible for responding to all member inquiries and complaints concerning the Program, (c) quality monitored and results provided no less than quarterly, (d) meet at least a 90% compliance level, (e) Monthly monitoring with outcomes to meet or exceed an average speed of answer of <30 seconds and a call abandonment rate of <5%, (f) after hours live service or a messaging and e-mail system with returned responses within one business day.
	Yes (explain) / No (explain

	[Insert Company Name] Response: 
	

	7.2 Please provide the hours for which a member can reach a live customer service representative for all PHM program inquiries.
	Numerical and Days of Week

	[Insert Company Name] Response: 
	

	7.3 Provide the hours for which a member can reach a live Web technical support representative to assist members with Web access issues.
	Numerical and Days of Week

	[Insert Company Name] Response: 
	

	7.4 Please describe your after-hours customer service and technical support capabilities.
	Text

	[Insert Company Name] Response: 
	

	7.5 Please describe your dedicated customer service staff model.  Include the pricing for this optional service in the optional section of your fee proposal.
	Text

	[Insert Company Name] Response:
	

	7.6 Please describe a customer service staff model that is a combination of designated and dedicated staff.  Include the pricing for this optional service in the optional section of your fee proposal.
	Text

	[Insert Company Name] Response:
	

	7.7 Please list the standard services included as part of customer service (e.g., at no cost to the State, or costs included in core area of fee proposal). Also list any optional items or services that require an additional fee. The pricing for these optional items or services must be listed in the optional section of your fee proposal.  
	Text

	[Insert Company Name] Response: 
	

	8 Web Portal
	

	8.1 The State expects you to provide a comprehensive custom Web portal tailored to the state of Ohio program through which employees can access all PHM-related programs.  This portal shall be branded for the State and customized to reflect the demographics and needs of the State’s members and the Program offerings.  For example, “Take Charge! Live Well!”, the State’s branded PHM program, should be noted throughout the site if so requested by the State.  

The State expects the Web portal to include access to on-line services (such as health risk assessment), educational modules, statewide challenges and resources for all eligible members, including healthy and low risk members, moderate risk, and high risk members.  The State expects members to be able to access all health-related information through one site, perhaps with hotlinks to other partners (e.g., PBM, health plan). 

The State expects you to track member traffic to the Web site (e.g., new vs. repeat users, hits per month, number of pages viewed, amount of time on website, etc.).  

          Please confirm you are able to meet the State’s expectations as described above.
	 Yes / No (explain)

	[Insert Company Name] Response: 
	

	8.2 The State prefers connectivity to be available to members with 98% availability for unscheduled down time. The State prefers scheduled maintenance time for your Web portal to occur during off-hours (e.g., between the hours of midnight and to 6:00 a.m. EST), not exceeding more than six (6) hours per week.  You shall notify the State of any scheduled and unscheduled down time unless the former is on a regularly scheduled basis.

Please confirm you ability to meet the preferred standards stated above. If your standards differ from above or if you would propose different standards to the State, please specify.  
	Yes (explain) / No (explain)

	[Insert Company Name] Response: 
	

	8.3 For each Web functionality or feature, please indicate what is currently available on your Web site as well as which services are provided by another organization or “private labeled” for use by your organization (a) available through Web portal,  (b) feature not available, (c) feature available for an additional fee.

8.3.1 General content on a variety of conditions

8.3.2 Personalized tracking of health risk metrics such as exercise, nutrition, and water intake, etc. 

8.3.3 Personalized tracking of condition specific metrics related treatment such as blood pressure, glucose levels, etc.

8.3.4 Group competitions and trackers 

8.3.5 Interactive tools (e.g., target heart rate calculators)

8.3.6 Symptom advisor

8.3.7 “Chat” capabilities with nurse on-line or other health professional (including mental health)

8.3.8 Drug specific information (i.e. side effects)

8.3.9 General wellness content, and preventive care guidelines

8.3.10 Ability to request articles or information be sent via email based on areas of interest

8.3.11 Access to researched Weblinks including, for example, credible internet sites such as NIH or American Cancer Society, etc.

8.3.12 Medical encyclopedia

8.3.13 Maintenance of historical data on the website (i.e., historical biometrics and HRA results beginning in Year 2) 

8.3.14 Emails automatically generated to user based upon pre-identified criteria   

8.3.15 State specific customization (e.g., logo, text, calendars, individual Web pages)

8.3.16 Single log-on via the State’s intranet (e.g. user name and password)

8.3.17 Ability for members to track their incentives on-line

8.3.18 Ability to look up incentive status

8.3.19 Interactive programming incorporating readiness to change theory

8.3.20 Medical record housed on the portal for the individual to access this information via secure sign-on 

8.3.21 Other

8.3.22 Other
	Text

	[Insert Company Name] Response: 
	

	8.4 Describe your website security protocols as they relate to employees accessing website content and/or tools.
	Text

	[Insert Company Name] Response:


	

	8.5 Describe your use of smart phone technology in communicating with members and providing offerings. Specifically, is your Website designed to be used on a smart phone (e.g., iPhone, android)? Do you have any smart phone applications (if yes, can use of these smart phone applications be tracked for purposes of incentive management)?
	Text

	[Insert Company Name] Response: 
	

	8.6 How do you ensure security of member's PHI when using smart phone applications (apps)?
	Text

	[Insert Company Name] Response:
	

	8.7 Describe your use of personal fitness devices for downloading data. Include the personal fitness devices that are supported.
	Text

	[Insert Company Name] Response:
	

	8.8 Does the portal incorporate game mechanics and game theory to engage members?
	Yes (explain) / No (explain)

	[Insert Company Name] Response: 
	

	8.9 Does the portal incorporate online interaction between members (e.g., live chat, discussion boards, challenges, etc. hosted by the wellness portal - NOT via public social media sites such as Facebook or Twitter)?
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	8.10 Please describe the on-line self-care decision tools you provide.
	Text

	[Insert Company Name] Response: 
	

	8.11 Please describe the typical user experience for logging onto your Web site for the first time from the State’s “Take Charge! Live Well!” website.  Please be as specific as possible and provide screen shots, if applicable.
	Text

	[Insert Company Name] Response: 
	

	8.12 Please describe the typical user experience for entering the site from the State’s “Take Charge! Live Well!” website to access the page to take the on-line health assessment.  Please be as specific as possible and provide screen shots, if applicable.
	Text

	[Insert Company Name] Response: 
	

	8.13 Please describe any situation in the last 12 months in which participants were unable to access your Web site or your partner’s Web site (for activities such as logging on, taking a health assessment, accessing health information, participating in on-line lifestyle management programs) for more than 6 hours for any reason other than short (6 hours or less) scheduled maintenance.
	Text

	[Insert Company Name] Response: 
	

	8.14 The State would like to have administrative access to the Web site so that the Program managers can experience the site from their members’ perspective.  Please describe the administrative access to the Web site you are able to provide for the State’s program managers.  
	Text

	[Insert Company Name] Response: 
	

	8.15 Please provide a description of how you handle system maintenance issues, on a scheduled and unscheduled basis.  
	Text

	[Insert Company Name] Response: 
	

	8.16 Describe your organization’s expertise in managing web based educational media for clients, including the number of clients with over 25,000 employees, technology used and content developed.
	Text

	[Insert Company Name] Response:
	

	8.17 Provide a description of your proposed service model, a description of your supporting methodology tools and staffing utilized and any anticipated challenges.
	Text

	[Insert Company Name] Response:
	

	8.18 Describe your help desk or customer service support for web based services including hours of availability and limitations.
	Text

	[Insert Company Name] Response:
	

	8.19 Describe your plan for dealing with periods of abnormally high utilization of the website such as open enrollments and events.
	Text

	[Insert Company Name] Response:
	

	8.20 Describe any plans to expand web-based information technology that will be effective within the next 12 months.
	Text

	[Insert Company Name] Response: 
	

	8.21 Is your Web-site able to be customized down to the agency and location level? (i.e., if a specific Department is promoting a competition, or a specific location is offering classes)
	Yes (explain) / No (explain)

	[Insert Company Name] Response: 
	

	8.22 Please confirm that the following documentation has been provided as part of your bid. No confirmation shall indicate it has not been submitted.   

8.22.1 Copy of the instructions you provide members to logon to the Web site.  Please indicate the extent to which the logon procedures and instructions are customizable to the State  

8.22.2 Demo access to web portal with access instructions for a minimum of 7 people
	Yes / No (explain)

	[Insert Company Name] Response: 
	

	8.23 Please list the standard items and services included as part of your web portal (e.g., at no cost to the State, or costs included in core area of fee proposal). Also list any optional items or services that require an additional fee. The pricing for these optional items or services must be listed in the optional section of your fee proposal.  
	Text

	[Insert Company Name] Response: 
	

	9 Health Risk Assessment (HRA)
	

	The State expects you to provide employees and spouses with access to on-line and print HRAs (upon the member’s request to the Offeror).  The HRA shall provide confidentiality information and an explanation as to how the information collected will be used.  You shall be expected to allow the State to modify or delete questions deemed sensitive to the State.  You shall be expected to capture accurate and current member contact information.  The HRA should capture lifestyle risks, biometrics, member interest in programs, self-care practices, readiness to change, overall health status, presenteeism and absenteeism, current contact information and preferred time of contact.  

You shall be responsible for providing participants with an individual report of their overall health and recommendations for improving their health.  All on-line health assessments shall be processed in a timely manner (e.g., within 24 hours), and participants completing a written HRA shall be mailed an individual report within seven days of receipt of the paper HRA.


	

	9.1 Please confirm you are able to meet the State’s expectations as described above.
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	9.2 Please confirm that the following documentation has been provided as part of your bid. No confirmation shall indicate it has not been submitted. 

9.2.1 A sample print HRA questionnaire, individual results, items/questions that are customizable/removable, and a client report 
	Yes / No (explain)

	[Insert Company Name] Response:
	

	9.3 Provide the name of the HRA you propose to use, the extent to which the origin of the tool is research-based, and how long you have been providing the HRA.  Please describe what the differentiators are from the HRA you use in comparison to other tools in the industry.  
	Text

	[Insert Company Name] Response:
	

	9.4 If you offer print HRAs, what is your average turnaround time between your receipt of the questionnaire and when you mail a report back to the member?
	Numerical

	[Insert Company Name] Response:
	

	9.5 How many questions are contained within the HRA you are recommending for the State? 
	<30, 31-60, 61–79, >80 

	[Insert Company Name] Response:
	

	9.6 Will employees receive a real-time personal report following completion of your Web-based HRA?
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	9.7 Please indicated yes or no if your HRA addresses the following areas:

9.7.1 Alcohol consumption

9.7.2 Asthma

9.7.3 Back condition

9.7.4 Blood pressure

9.7.5 Cancer

9.7.6 Cholesterol

9.7.7 Congestive heart failure

9.7.8 Coronary artery disease

9.7.9 Depression

9.7.10 Diabetes

9.7.11 Health perception

9.7.12 Hypertension

9.7.13 Injury/Safety

9.7.14 Nutrition/eating habits/weight

9.7.15 Physical activity

9.7.16 Preventative exams

9.7.17 Pulmonary disease

9.7.18 Sleep habits

9.7.19 Stress

9.7.20 Tobacco use

9.7.21 Stages of change
	Yes / No (explain)

	[Insert Company Name] Response:
	

	9.8 Please indicate yes or no if your HRA has the following capabilities:

9.8.1 HRA asks permission for use of individual data for follow-up activities

9.8.2 HRA asks productivity and readiness to changes questions

9.8.3 Ability to total all members health risks into a single aggregate numeric score

9.8.4 Ability to pre-populate biometric data (e.g., physician forms, onsite screening events)

9.8.5 Ability to pre-populate claims data (e.g., preventive services received and dates)

9.8.6 Ability for member to model the impact of changes on health risk (e.g., “If I lose 20 lbs., what happens to my health risk score?”)

9.8.7 Ability for member to update HRA data and see impact of changes

9.8.8 Ability to consider the HRA complete only when biometric information is in the HRA

9.8.9 Ability for user to save data (for completion at a later time), and review and edit responses before submission
	Yes / No (explain)

	[Insert Company Name] Response:
	

	9.9 Please indicate yes or no if the individual HRA results include the features described below:

9.9.1 Personalized messages

9.9.2 Focus and priority of individual’s health/lifestyle areas

9.9.3 Personalized/customized health action plan based on unique risks

9.9.4 Tailored recommendations

9.9.5 Progress over time

9.9.6 Provides information or links to risk reduction programs

9.9.7 Sends a reminder when it is time to take the next HRA

9.9.8 Target e-mails and promotions based on an individual’s results
	Yes / No (explain)

	[Insert Company Name] Response:
	

	9.10 Please describe the means by which you link a member’s HRA results to the Programs you are proposing for the State.
	Text

	[Insert Company Name] Response:
	

	9.11 The State requires that all individuals that complete an HRA receive a personalized/customized health action plan based on their unique risks (as identified during HRA and biometrics process). This customized health action map should help the employee focus on next steps versus providing a laundry list of potential options (e.g., provide 3 – 5 recommendations versus providing a whole page of action items for the employee to choose from) 

Please confirm your ability to meet this requirement and describe.
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	9.12 Please describe the process you use to review HRA results with a participant, if applicable.
	Text

	[Insert Company Name] Response:
	

	9.13 How many total HRAs did your organization process during 2013?
	Numerical 

	[Insert Company Name] Response:
	

	9.14 If required, do you have the capability to handle a large volume of online and paper HRAs for the entire State population within a one month period, to include delivering results of paper HRAs to applicable members? Do you have load balance testing in place?
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	9.15 Please list the standard items or services included as part of HRA (e.g., at no cost to the State, or costs included in core area of fee proposal). Also list any optional items or services that require an additional fee. The pricing for these optional items or services must be listed in the optional section of your fee proposal.  
	Text

	[Insert Company Name] Response: 
	

	10 Biometric Screenings
	

	The State’s program requires on-site biometric screenings at approximately 100 sites per year throughout Ohio.  At a minimum, the screenings shall include:

a. Blood pressure

b. Total cholesterol , HDL, and LDL, 

c. Blood glucose 

d. Body Mass Index (BMI) or body fat composition, and

e. Post-screening counseling

You shall be expected to provide appointment scheduling (either telephone, on-line and/or paper) for each event.  You shall also be expected to provide post-event reporting.
	

	10.1 Please confirm you are able to meet the State’s expectations as described above.
	Yes / No (explain)

	[Insert Company Name] Response:
	

	10.2 Describe your recommended health screening staffing model for an event with 200 participants, including planning, scheduling, staffing, operational procedures, etc.
	Text

	[Insert Company Name] Response:
	

	10.3 Is there a minimum number of participants needed per location?  Is there a maximum number of participants per location? If so, what is it?
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	10.4 Describe how you will work with the State to plan and coordinate worksite screenings. Please include the proposed resources responsible for managing and coordinating all events; specify if you recommend the resources be 100% dedicated or designated to the State during the biometrics planning and execution process?
	Text

	[Insert Company Name] Response:
	

	10.5 Please provide a copy or describe your draw/test protocols including but not limited to stick and re-stick policies. Additionally include information regarding commercial test kits/equipment used to collect/analyze blood samples.
	Text

	[Insert Company Name] Response:


	

	10.6 What type of staff do you use to conduct worksite biometric screening programs? Outline the minimal credentials of each staff person. Include whether or not your phlebotomists are nationally certified or credentialed.
	Text

	[Insert Company Name] Response:
	

	10.7 Please describe your scheduling capabilities including phone, Web-based options and paper.  Are you able to offer different modes of scheduling depending upon a site’s needs?  If so, please indicate if there will be an impact to pricing. If yes, ensure to address in optional pricing area of cost forms. 
	Text

	[Insert Company Name] Response:
	

	10.8 Provide a description of the real-time Web tools available to the State to determine how scheduling activities are progressing by location.
	Text

	[Insert Company Name] Response:
	

	10.9 Describe your biometric testing results protocol.  Include how biometric screening results are communicated to the participant.  If a printed report is provided, please include a copy of the report.
	Text

	[Insert Company Name] Response:
	

	10.10 Are the biometric results automatically populated in an individual’s HRA?  Please explain, including the time period between when the biometrics are completed and populated into the HRA.
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	10.11 Can you lock the electronically populated biometric values so that they cannot be manually overwritten?
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	10.12 Would you accept biometric information directly from physicians of participants? If so, describe how this would be done.
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	10.13 Would you accept biometric information directly from a laboratory vendor? If so, describe how this would be done.
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	10.14 Do you provide “at home” biometric data collection kits?  If yes, describe the process, pricing structure and lab partners.  Pricing should be provided on the pricing sheet.
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	10.15 Do you provide kiosks for Health Assessment completions at onsite screening events?
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	10.16 Do you provide iPads or other technology at onsite screening events for immediate upload of biometric results? If so, are you able to provide your own WiFi access?  Please describe.
	Yes (explain) / No (explain)

	[Insert Company Name] Response:


	

	10.17 Do you provide iPads or other technology at onsite screening events for members to complete their health risk assessment? If so, are you able to provide your own WiFi access? Please describe.
	Yes (explain) / No (explain)

	Insert Company Name] Response:


	

	10.18 Do you offer cotinine screening as an option? If so, please describe the collection process. Pricing should be provided in optional section of pricing sheet. 
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	10.19 Do offer flu shots? If so, please describe your process. Pricing should be provided in optional section of pricing sheet. 
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	10.20 Do you offer flu shot vouchers and/or work with local clinics for those individuals unable to attend an onsite event? If so, please describe your process.  Pricing should be provided in optional section of pricing sheet.
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	10.21 Describe your experience providing flu shots, including the number of years that you have providing this service, your experience working with state and local governments, and your experience with clients in Ohio.
	Text

	[Insert Company Name] Response:
	

	10.22 Describe the minimum certification of the individuals giving the flu shots (e.g. RN, LPN, etc.).
	Text

	[Insert Company Name] Response:
	

	10.23 Do you have a minimum participation requirement for flu shots? If so, please explain.
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	10.24 Describe your scheduling process.  Include information on the shifts and days of the week that you provide flu shots.
	Text

	[Insert Company Name] Response:
	

	10.25 Describe the timeframe (specific months of the year) when you provide flu shots.
	Text

	[Insert Company Name] Response:
	

	10.26 Do you provide both educational and promotional materials related to flu shots.  If so, please explain.
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	10.27 Do you offer additional screening options besides the standard screening options identified above? For instance, step-test, sit and reach test, etc. If yes, please list here and include cost in optional section of pricing sheet. 
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	10.28 Please list the standard items and services included as part of biometric screenings (e.g., at no cost to the State, or costs included in core area of fee proposal). Also list any optional items or services that require an additional fee. The pricing for these optional items or services must be listed in the optional section of your fee proposal.  
	Text

	[Insert Company Name] Response: 
	

	11 Lifestyle Management (LM) Programs
	

	For the purposes of lifestyle management programs, the State requires all members, regardless of health risk level, to have access to on-line, print, and telephone wellness and education resources.  These services shall include, as a minimum, telephone health coaching and access to on-line lifestyle management programs. Your LM programs are expected to address, at a minimum, the State’s current LM programs as follows: nutrition, weight management, physical inactivity, tobacco use, stress management, blood pressure, and cholesterol.  It is expected that all members, including healthy and low risk members, shall be provided resources (e.g., educational modules) to help them improve or maintain their health.  

You shall provide these LM resources based on results of HRA, biometrics and data analysis.  Outreach is to be provided to moderate- and high-risk members.  Outreach, at a minimum, shall include those members whose HRA and biometric results indicate either BMI equal to or greater than 30, smokers, and those reporting significant stress, high cholesterol, high blood pressure, as well as those identified by you as moderate- or high-risk.  You shall be expected to make LM services (including phone-based coaching) available to members who work a variety of shifts.  Healthy and low risk members shall have access to print and Web-based LM programs with access to phone-based coaching via self-referral.

You shall be expected to coordinate your tobacco cessation LM efforts with the provision of smoking cessation pharmaceuticals available to members through the State’s PBM.  You shall also be expected to encourage members who participate in the LM programs to complete age-specific preventive services consistent with health plan coverage.

 
	

	11.1 Please confirm you are able to meet the State’s expectations as described above specifically 

11.1.1 Outreach to moderate- and high-risk members, including at minimum BMI equal to or greater than 30, smokers, and those reporting significant stress, high cholesterol, high blood pressure, as well as those identified as moderate- or high-risk

11.1.2 Low risk members shall have access to print and Web-based LM programs with access to phone-based coaching via self-referral

11.1.3 Include nutrition, weight management, physical inactivity, tobacco use, stress management, blood pressure, and cholesterol 

11.1.4 Coordinate tobacco cessation LM efforts with the provision of smoking cessation pharmaceuticals available to members through the State’s PBM

11.1.5 LM services (including phone-based coaching) available to members who work a variety of shifts

11.1.6 Encourage members who participate in the LM programs to complete age-specific preventive services consistent with health plan coverage
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	11.2 Please provide the hours of operation to which members will have access to LM coaches. The State prefers hours of operation between Monday – Saturday. 
	Numerical and Days of Week

	[Insert Company Name] Response:
	

	11.3 Indicate LM programs that would be available to the State in addition to those identified in above question.  
	Text

	[Insert Company Name] Response:
	

	11.4 Please describe the nature of the LM programs you are proposing for the State above and beyond those described in Question 11.1. Include specific program delivery methods such as push email functionality of tailored program recommendations and referrals based on HRA responses/biometric results. Ensure to include how long it takes employees to complete any online program modules. 
	Text

	[Insert Company Name] Response:
	

	11.5 Please provide your definition for low-, moderate - and high-risk members and how they are stratified.
	Text

	[Insert Company Name] Response:
	

	11.6 Provide the nature of services offered to members, by risk level (healthy/low, moderate and high) and lifestyle behavior (e.g., smoking, stress, physical inactivity).  Provide the average duration of each program.  If coaching is provided, include the number of coaching sessions that are included in your proposal to the State (both average and maximum number of coaching sessions, if the latter is applicable). Please also describe whether you use an opt-in or opt-out model.
	Text

	[Insert Company Name] Response:
	

	11.7 For specific programs you offer to clients (e.g., a stand-alone physical activity/exercise LM program vs. exercise being addressed as a risk under a weight management program) please provide (a) number of clients currently using program, (b) Web-based, (c) phone-based, (d) print-based, (e) description or name of program, (f) typical program duration.

11.7.1 Alcohol use

11.7.2 Back care

11.7.3 Blood pressure

11.7.4 Cholesterol

11.7.5 Nutrition/eating habits/weight management

11.7.6 Physical activity/exercise

11.7.7 Tobacco cessation

11.7.8 Stress management

11.7.9 Sleep disorders

11.7.10 Other

11.7.11 Other

11.7.12 Other
	Text

	[Insert Company Name] Response:
	

	11.8 Describe capabilities to provide nutritional counseling at State locations.  Additionally include information on including healthy alternatives in current vending machines and cafeterias.
	Text

	[Insert Company Name] Response:
	

	11.9 In regards to phone coach experience and qualifications for the categories listed below, please provide (a) number of designated FTEs, (b) average years of experience in LM, (c) 2010 average turnover rate, and, (d) of the designated FTEs, then number of certified employees (please provide descriptions of each certification).

11.9.1 RN

11.9.2 Non-RN counselor

11.9.3 LPN

11.9.4 Physician

11.9.5 Dietician

11.9.6 Exercise physiologist

11.9.7 Pharmacist

11.9.8 Behavioral health specialist

11.9.9 Other

11.9.10 Overall
	Text

	[Insert Company Name] Response:
	

	11.10 Describe the credentialing process for your coaches.
	Text

	[Insert Company Name] Response:
	

	11.11 Please describe the nature of the training of phone coaches including content, duration, preceptorships, etc.
	Text

	[Insert Company Name] Response:
	

	11.12 Describe ongoing training and/or re-certification process your coaches are required to attend/complete.
	Text

	[Insert Company Name] Response:
	

	11.13 Describe the type of coaching software that you have developed to track coaching interactions.  Include information on how your software helps coaches manage employees through the behavior improvement process.
	Text

	[Insert Company Name] Response:
	

	11.14 Describe the coaches’ responsibility for data collection and management. Additionally describe the type of data that they collect and track during coaching interactions.
	Text

	[Insert Company Name] Response:
	

	11.15 Describe your wellness coaching process including related resources you use to support and enhance this process.
	Text

	[Insert Company Name] Response:
	

	11.16 Please provide (a) length of program, (b) frequency and number of outbound calls by health coach the programs offered and outbound coach calls a member receives by the severity level listed below. If the Program duration, frequency, and number of calls vary by health risk, please explain.

11.16.1 Low

11.16.2 Moderate

11.16.3 High
	Text

	[Insert Company Name] Response:
	

	11.17 Please describe how you assign members to phone-based coaches. For example, is a member assigned to a primary coach? Are specialized coaches (e.g., smoking cessation specialist) assigned based upon member need?
	Text

	[Insert Company Name] Response:
	

	11.18 Please provide the number of designated full time equivalents (clinical and otherwise) you anticipate will be needed to service the State of Ohio’s LM participants and indicate the manner in which you adjust staffing over time, when appropriate. 
	Text

	[Insert Company Name] Response:
	

	11.19 How much, if at all, do you expect to adjust your averages based upon state of Ohio member preferences and needs?
	Text

	[Insert Company Name] Response:
	

	11.20 Describe how your programs monitor and follow up with individuals who have started a Web-based, or print LM program to make sure they are continually engaged and completing activities.
	Text

	[Insert Company Name] Response:
	

	11.21 Describe your approach and successes working with populations to sustain desired behaviors over time (e.g., > 1 year).
	Text

	[Insert Company Name] Response:
	

	11.22 How do you define wellness coaching success (please include information on member’s ability to “graduate from your program)? 
	Text

	[Insert Company Name] Response:


	

	11.23 Please provide a process flowchart illustrating the steps that take place from identification of a potential LM candidate to outcomes reporting.  Please include timeframes for each step in the process.
	Text

	[Insert Company Name] Response:
	

	11.24 Describe in detail your health issues triage protocols as they relate to working with employees who have multiple co-morbid health conditions (e.g., obesity and tobacco use, diabetes with tobacco use, tobacco use and hypertension, etc.).
	Text

	[Insert Company Name] Response:


	

	11.25 Please provide a listing of the holidays you plan to be closed for members to access live coaches for lifestyle management programs.
	Text

	[Insert Company Name] Response:
	

	11.26 Describe your capability and experience to provide onsite health seminars/fairs and describe any limit on the number of locations.
	Text

	[Insert Company Name] Response:
	

	11.27 Describe your capability and experience to provide onsite coaching.  Pricing for this option should be included in your pricing sheet.
	Text

	[Insert Company Name] Response:
	

	11.28 Describe your proposed onsite lifestyle management coaching solution (if any) for the State in key/large locations.
	Text

	[Insert Company Name] Response:
	

	11.29 Describe your capability to support wellness webinars with regularly scheduled topics and materials.  Confirm that recordings are in the appropriate format to upload to YouTube.  Include a description of the software used and your capability to record webinars.
	Text

	[Insert Company Name] Response:
	

	11.30 Describe your capability and experience to provide a fitness center network/program.
	Text

	[Insert Company Name] Response:


	

	11.31 Can your health coaches “warm transfer” participants to other program services (e.g. case management, disease management) or to other service providers when protocol dictates?  If so, do you track where participants were referred and report this information back to the State of Ohio in aggregate?
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	11.32 Who makes the enrollment calls:  automated caller system, enrollment coordinator, health coaching staff, other?
	Text

	[Insert Company Name] Response:
	

	11.33 Describe your LM program accreditation status (NCQA, URAC) throughout the contract with the State.
	Text

	[Insert Company Name] Response:
	

	11.34 Please list the standard items and services included as part of LM (e.g., at no cost to the State, or costs included in core area of fee proposal). Also list any optional items or services that require an additional fee (e.g. fitness network). The pricing for these optional items or services must be listed in the optional section of your fee proposal.  
	Text

	[Insert Company Name] Response: 
	

	12 Disease Management
	

	The State of Ohio currently offers the following disease management programs and expects the selected Offeror, at a minimum, to offer these programs:

a. Asthma

b. Congestive heart failure

c. Coronary artery disease

d. Chronic obstructive pulmonary disease

e. Diabetes

Upon receipt of monthly data, you shall be expected to:

a. Identify and establish contact with eligible members 

b. Verify disease management program eligibility information is correct

c. Enroll eligible members into the disease management program and schedule a baseline clinical assessment  

d. Attempt to contact and perform that assessment within 30 calendar days

e. Assign a single point of contact (for example a disease management counselor)  

Upon a member’s enrollment as a DM participant, the participant shall be provided:

a. Information about the disease management program

b. Information about the disease management organization

c. Care guideline information specific to that individual’s disease state

d. Contact information for the disease management counselor, customer service, and Web site

e. Information about the enrollee’s right to disenroll from the Program at any time

f. Information about how to disenroll and information on how to notify the contractor about a phone number change or medical change that might affect health or eligibility for the disease management program.

DM counselors shall interact with participants’ physician and other health care providers and with the State health plan’s case managers to assure continuity and collaborative care.  You shall be expected to offer a holistic approach to care with a focus on all needs of participants.  You shall, at a minimum:

a. Provide comprehensive management to participants with multiple, co-morbid conditions or disease states.

b. Encourage participants to complete age-specific preventive services consistent with health plan coverage.

c.     Screen all participants for depression.
	

	12.1 Please confirm you are able to meet the State’s expectations as described above.
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	12.2 Please provide the hours of operation to which members will have access to DM nurses and/or coaches. The State prefers hours of operation between Monday – Saturday. 
	Text

	[Insert Company Name] Response:
	

	12.3 For the conditions listed below please list (a) if you offer disease management, (b) If so, the number of years in place, (c) if you outsource, the name of the vendor.

12.3.1 Asthma

12.3.2 COPD

12.3.3 Coronary artery disease

12.3.4 Congestive heart failure

12.3.5 Diabetes

12.3.6 Low back pain/musculoskeletal

12.3.7 Depression

12.3.8 Pre-diabetes

12.3.9 Cancer

12.3.10 Preference Sensitive Treatment Decision Support 

12.3.11 Other
	Text

	[Insert Company Name] Response:
	

	12.4 Describe, in detail, your approach to managing participants who have multiple comorbidities including, but not limited to, how it is determined which condition takes priority for DM counseling purposes.
	Text

	[Insert Company Name] Response:
	

	12.5 Based upon analysis of claims data, the conditions of greatest concern to the State (in terms of cost and/or prevalence) are diabetes, osteoarthritis, CAD, hypertension, low back disorders, and joint and musculoskeletal problems. Please describe your experience in providing unique approaches to managing these conditions and the corresponding results as well as any immediate plans for program enhancements focusing on these conditions.   (Note:  The State has a carved out statewide mental health and chemical dependency program).
	Text

	[Insert Company Name] Response:
	

	12.6 Provide a process flowchart illustrating the steps that take place from identification of a potential DM candidate to outcomes reporting.  Please include timeframes for each step in the process and steps in the process in recognition of members with multiple conditions.
	Text

	[Insert Company Name] Response:
	

	12.7 Provide the accreditation status of your disease management programs (e.g., NCQA, URAC), the nature of the accreditation (e.g., full, on year, etc.), and the accreditation cycle or date accreditation expires.

12.7.1 Asthma

12.7.2 COPD

12.7.3 Coronary heart disease

12.7.4 Congestive heart failure

12.7.5 Diabetes

12.7.6 Low back pain/musculoskeletal

12.7.7 Depression

12.7.8 Cancer

12.7.9 Pre-diabetes

12.7.10 Preference Sensitive Treatment Decision Support 

12.7.11 Other
	Text

	[Insert Company Name] Response:
	

	12.8 Provide the following information for your disease management staff listed below: (a) number of designated FTEs, (b) average years of experience in disease management, (c) 2010 average turnover rate, and, (d) of the designated FTEs, the number of certified employees (please provide descriptions of each certification).

12.8.1 RN

12.8.2 LPN

12.8.3 Physician

12.8.4 Dietician

12.8.5 Exercise physiologist

12.8.6 Pharmacist

12.8.7 Behavioral health specialist

12.8.8 Other (please explain)
	Text

	[Insert Company Name] Response:
	

	12.9 Please describe the nature of DM counselor training including content, duration, preceptorships, etc.
	Text

	[Insert Company Name] Response:
	

	12.10 Please provide 

12.10.1 Total number of eligible lives covered or eligible for your DM program

12.10.2 Total number participating (actively engaged with a DM counselor)

12.10.3 Percent participating.
	Numerical

	[Insert Company Name] Response:
	

	12.11 The State of Ohio has approximately 45,000 eligible employees within over 100 agencies, boards and commissions located in approximately 888 locations.  Based on the employee volume, provide the estimated number of (a) 100% dedicated resources, (b) designated FTE resources, and (c) combined total number of FTEs needed as well as their credentials. Please break out by clinical and non-clinical levels listed below and specify if you propose any 100% dedicated resources, designated resources, or a combination, and their maximum case load. The State prefers mainly designated FTEs for telephonic disease management.

12.11.1 RN

12.11.2 LPN

12.11.3 Physician

12.11.4 Dietician

12.11.5 Exercise physiologist

12.11.6 Pharmacist

12.11.7 Behavioral health specialist

12.11.8 Other (please explain)  
	Text

	[Insert Company Name] Response:
	

	12.12 For each of the components listed below, indicate the data used to stratify DM program participants.

12.12.1 Health care utilization

12.12.2 Health care costs

12.12.3 Clinical values

12.12.4 Co-morbid conditions

12.12.5 Health risk factors

12.12.6 Readiness to change

12.12.7 Psychosocial factors

12.12.8 Physician-reported information
	Text

	[Insert Company Name] Response:
	

	12.13 Please describe how the above are used to initially stratify members as well as how updated information is used to reevaluate participants on an ongoing basis.
	Text

	[Insert Company Name] Response:
	

	12.14 State expects members to be classified as passively participating, actively participating, completed, and disenrolled.  Please describe your definition of “active” participants including, but not limited to, the duration and frequency of telephone contact.  Please also describe whether you use an opt-in or opt-out model. 
	Text

	[Insert Company Name] Response:
	

	12.15 Do all identified candidates for DM, regardless of severity level, receive an initial welcome/enrollment call?  If so, please describe who makes that call (automated caller system, enrollment coordinator, health coaching staff, other).
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	12.16 For each condition below, provide the average participation or enrollment rates by severity level (a) low severity, (b) moderate severity, and (c) high severity. For example, for all asthmatics, 20% identified as low severity participate, 40% of moderate severity participate, and 80% of high severity participate in the Program.    

12.16.1 Asthma

12.16.2 COPD

12.16.3 Coronary heart disease

12.16.4 Congestive heart failure

12.16.5 Diabetes

12.16.6 Pre-diabetes

12.16.7 Depression

12.16.8 Cancer

12.16.9 Low back pain/musculoskeletal

12.16.10 Preference Sensitive Treatment Decision Support 
	Numerical 

	[Insert Company Name] Response:
	

	12.17 Do participants graduate from the Program? If yes, provide (a) the criteria participants need to meet and (b) the percentage of participants that typically “graduate”.  If participants do not “graduate”, please explain.

12.17.1 Asthma

12.17.2 COPD

12.17.3 Coronary heart disease

12.17.4 Congestive heart failure

12.17.5 Diabetes

12.17.6 Pre-diabetes

12.17.7 Depression

12.17.8 Cancer

12.17.9 Low back pain/musculoskeletal

12.17.10 Preference Sensitive Treatment Decision Support 
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	12.18 Please describe the strategy for transitioning “graduates” out of DM.  Do they transition to LM?  Do they continue to receive any communications from the DM program?  If so, what is the nature of the contact?
	Text

	[Insert Company Name] Response:
	

	12.19 Indicate the minimum number of outbound telephone contacts provided by severity level (check one for each severity level, low moderate, high).   If you have a different approach to determining the frequency of contact, please describe.

12.19.1 Annual calls (not including welcome call)

12.19.2 Semi-annual calls

12.19.3 Quarterly calls

12.19.4 Monthly calls

12.19.5 Multiple calls per month
	Text

	[Insert Company Name] Response:
	

	12.20 Please describe how you collaborate with treating physicians including the nature and frequency of feedback to physicians on individual participants’ progress.  Please provide a sample physician report(s).
	Text

	[Insert Company Name] Response:
	

	12.21 Please describe your experience with value-based benefits and DM.  
	Text

	[Insert Company Name] Response:
	

	12.22 Please describe your experience with and proposed means for coordinating your efforts with value-based benefits offered by the State (e.g., free diabetic supplies to DM participants with diabetes) including, but not limited to the exchange of data.  
	Text

	[Insert Company Name] Response:
	

	12.23 Please provide a listing of the holidays you plan to be closed for members to access counselors for disease management programs.
	Text

	[Insert Company Name] Response:
	

	12.24 Describe your capability and experience to provide onsite coaching. Pricing for this option should be provided in the pricing sheet
	Text 

	[Insert Company Name] Response:
	

	12.25 Would you propose an onsite disease management coaching solution to the State for key/large locations? Please specify how you will coordinate with the LM onsite coaching (if proposed) and/or if the same coaches will be utilized for both onsite services. 
	Text

	[Insert Company Name] Response:
	

	12.26 Can your health coaches “warm transfer” participants to other program services (e.g. case management, disease management) or to other service providers when protocol dictates?  If so, do you track where participants were referred and report this information back to the State of Ohio in aggregate?
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	12.27 The State is considering a Gaps in Care Model to include messaging to members and physicians. This Gaps in Care model must be available for pharmacy gaps, medical gaps and gaps in preventive screenings.

Please confirm that you are able to meet the State’s expectations as described above.
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	12.28 Is Gaps in Care included as part of your standard disease management services? If yes, please describe standard services.  
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	12.29 What is the delivery method to members for gap communications?  Please list (paper based mail, email, phone, etc.).
	Text

	[Insert Company Name] Response:
	

	12.30 What is the delivery method to physicians for gap communications?  Please list (paper based mail, email, phone, etc.).
	Text

	[Insert Company Name] Response:
	

	12.31 List the program inception year, whether the Evidence Based Software (EBM) is wholly owned, national tool or other, the number of EBM rules, and the frequency of EBM updates.
	Text

	[Insert Company Name] Response:
	

	12.32 How do you minimize false positives (e.g. flu vaccines for CAD members which may have been delivered by a community health resource)?
	Text

	[Insert Company Name] Response:
	

	12.33 What is the frequency of the Gaps in Care cycle?
	Text

	[Insert Company Name] Response:
	

	12.34 Describe the specific data feeds (medical, Rx, lab, health risk assessment, PHR, biometrics, client benefits information, other – please explain) that are supporting Gaps in Care.
	Text

	[Insert Company Name] Response:
	

	12.35 Describe future enhancements to data feeds (disability, dental, vision, behavioral health, other – list).
	Text

	[Insert Company Name] Response:
	

	12.36 Do you report on Gaps in Care notifications sent to physicians and members by category, by gaps closed, etc.?  Please list your standard reporting categories.
	Text

	[Insert Company Name] Response:
	

	12.37 Please list the standard items and services included as part of DM (e.g., at no cost to the State, or costs included in core area of fee proposal). Also list any optional items or services that require an additional fee. The pricing for these optional items or services must be listed in the optional section of your fee proposal.  
	Text

	[Insert Company Name] Response: 
	

	13 Health Decision Support (Nurse Line)
	

	13.1 The State expects you to provide all members, regardless of health risk, with a variety of resources to help them maintain their health, improve their decision-making skills in the appropriate use of health care services, and increase their understanding and adoption of healthy self-care practices.  As such, the State expects the selected Offeror to offer a 24/7 nurse advice line or “nurse line”. 

Please confirm you are able to meet this expectation. 
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	13.2 Provide (a) number of full-time employees and (b) average years of experience for your nurse advice line staff

13.2.1 RN

13.2.2 LPN

13.2.3 Non-RN counselor

13.2.4 Exercise physiologist

13.2.5 Registered dietician

13.2.6 Nutritionist

13.2.7 Behavioral health specialist
	Numerical 

	[Insert Company Name] Response:
	

	13.3 What are the minimum credentials, training and qualifications of your nurse line staff?
	Text

	[Insert Company Name] Response:
	

	13.4 How do you handle calls that come in during your hours of operations. Does the caller speak directly to a nurse/health professional? Does the caller speak first to an intake coordinator? Other (please explain)?
	Text

	[Insert Company Name] Response:
	

	13.5 How do you handle calls that come in outside your hours of operations. Does the caller speak directly to a nurse/health professional? Does the caller speak first to an intake coordinator? Does an answering service page the clinician or intake coordinator? Is caller requested to leave a message (what is turnaround for responding to caller message)? 
	Text

	[Insert Company Name] Response:
	

	13.6 Do you offer telemedicine services? If so, please describe your services and provide pricing for these services under optional pricing.
	Yes (explain) / No (explain)

	[Insert Company Name] Response: 
	

	13.7 Please list the standard items and services included as part of health decision support (e.g., at no cost to the State, or costs included in core area of fee proposal). Also list any optional items or services that require an additional fee. The pricing for these optional items or services must be listed in the optional section of your fee proposal.  
	Text

	[Insert Company Name] Response: 
	

	14 Health Action Programs/Challenges
	

	14.1 The State expects you to provide all members, regardless of health risk, with a variety of resources to help them maintain their health, improve their decision-making skills in the appropriate use of health care services, and increase their understanding and adoption of healthy self-care practices.  Among the resources expected are Web-based information, resources, and tools as indicated in Section 6, Web Portal, and population-based health action program such as fitness challenges, “biggest loser” weight loss competitions, etc.  These programs must be available on a state-wide basis and at a minimum include walking challenges and weight loss programs.

Please confirm you are able to meet this expectation.
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	14.2 Please describe the nature of health action programs (e.g., four (4) to six (6) week programs available to the total population such as fitness challenges, walking programs, etc.) you are offering to the State.
	Text

	[Insert Company Name] Response:
	

	14.3 Describe customization available to the standard programs. Please be specific and detail, for example, customization available for program duration, measurement, etc.  Also list any optional items/customizations or services that require an additional fee. The pricing for these optional items/customizations or services must be listed in the optional section of your fee proposal.  
	Text

	[Insert Company Name] Response:
	

	14.4 Please attach a sample of a health action program you have used with a client and include all materials related to the Program including employee communications, videos or other technology resources.
	Yes / No (explain)

	[Insert Company Name] Response:
	

	14.5 Please list the standard items and services included as part of health action programs (e.g., at no cost to the State, or costs included in core area of fee proposal). Also list any optional items or services that require an additional fee (e.g. pedometers). The pricing for these optional items or services must be listed in the optional section of your fee proposal.  
	Text

	[Insert Company Name] Response: 
	

	15 Incentive Management and Administration
	

	State employees and their spouses who are enrolled in a State health plan are currently eligible to receive financial incentives for health and wellness activities.  The current incentive program covers health assessment completion, participation in biometric screenings, and participation and completion in health coaching, disease management, or smoking cessation program.  The current incentive award is in the form of gift cards.  The State may make changes to this incentive program in the future and might consider moving towards premium reductions for participants vs. cash rewards or include incentive payments in HRA or HSA account.  

The State expects you to track individual members’ activities that correspond to the State’s incentive program, report incentive amounts to the State, reconcile the data you report to the State with the incentives applied by the State, respond to members’ inquiries regarding incentive status including the member’s participation in the Program, resolve member disputes and report that resolution to the State.  It is expected that you will be able to track and report completion of health assessments, DM participation, biometric screenings, and participation in health coaching. For a cash rewards program, you shall be expected to track fiscal year cumulative awards and report to the State only those awards that do not exceed the individual’s maximum annual award amount.
	

	15.1 Please confirm you are able to meet the State’s expectations as described above.
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	15.2 Please confirm your ability to verify eligibility and track separately the activity and incentives earned of employees and dependent spouses and attach the spouses’ awards to the employee. Please confirm this is done through an automated process (not manual). 
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	15.3 The State expects your customer service representatives to have full access to program participation information and incentive payments on an individual member basis.  Please confirm you will support the customer service needs of the incentive program, including resolving disputes, appeals process, providing phone support to members requesting information and help in resolving incentive payment questions, and handling potential referrals (e.g., number of phone staff, after-hours support, training, ability to check eligibility and confirm HRA participation).
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	15.4 Please describe your capabilities for providing members with on-line access to data regarding their incentives, e.g., programs completed, completion date, and amount of incentive earned.
	Text

	[Insert Company Name] Response:
	

	15.5 Please describe your capabilities for supporting incentive design in the form of premium reductions.  Please provide specific details on how you track and report engagement for a premium reduction design.  Include an example of how you have supported this type of incentive design for another client. 
	Text

	[Insert Company Name] Response:
	

	15.6 Please confirm that you can create a confirmation of incentive awards, print, stuff and mail incentive information to plan participants.
	Yes / No (explain)

	[Insert Company Name] Response:
	

	15.7 Describe your process to monitor your system for incentive duplication or omission. Describe your process for reconciling incentive reports with any error files that come back as well as your reconciliation process at the end of each program year.
	Text

	[Insert Company Name] Response:
	

	15.8 Describe your incentive management and administration process (e.g., process from activity completion to having incentive inputted into system and sent to the State). Specify which processes are manual (if applicable) and which are fully automated. 
	Text

	[Insert Company Name] Response:
	

	15.9 Describe your capabilities to advise the State regarding any tax implications related to incentive design.
	Text

	[Insert Company Name] Response:
	

	15.10 The State expects that the Contractor be held accountable for any erroneous incentive payments made due to the inaccurate tracking, monitoring or reporting of said Contractor (e.g., if you report awards exceeding an individual’s maximum award amount and the State pays that excess amount, you shall be responsible for reimbursing the State or recovering the funds. 
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	15.11 The State expects that the Contractor provide test files to the State prior to go-live to determine accurate tracking, monitoring and reporting of incentives.
	Yes (explain) / No (explain)

	Insert Company Name] Response:
	

	15.12 The incentive file sent to the State must meet file format requirements specified by the State (reference Supplement Two of this RFP). 
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	15.13 Do you record all telephone calls for an entire program year? If no, will you record all calls for the State of Ohio for each program year for purposes of monitoring quality and/or incentive tracking and reporting?  Does your organization save call records for at least 6 months? One year?
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	15.14 Please list the standard items and services included as part of incentive management and administration (e.g., at no cost to the State, or costs included in core area of fee proposal). Also list any optional items or services that require an additional fee. The pricing for these optional items or services must be listed in the optional section of your fee proposal.  
	Text

	[Insert Company Name] Response: 
	

	16 Reporting 
	

	The State expects management reports to delineate unique participation rates by overall category of HRA, LM, DM, and biometrics.  In addition, the State expects reports to provide unique members participating in each risk or condition-specific program (e.g., stress reduction under LM, diabetes DM, etc.).  The State expects you to provide reporting of all aspects of the Program on a monthly, quarterly, and annual basis. Monthly reports to provide data on key participation rates.  Quarterly and annual reports shall include executive summaries that summarize highlights of the reporting period, opportunities for improvement, and specific recommendations for improvement.  The reports are to be provided in a timely manner, for example, monthly reports shall be provided within 20 calendar days following month’s end, quarterly reports shall be provided within 45 days after a quarter’s end and mid year end, and annual reports shall be provided within 90 days following the end of the contract year. You shall be expected to capture and report all agreed upon metrics at the agency level at the State’s request.  The Contractor shall present the quarterly and annual reports onsite.
	

	16.1 Please confirm you are able to meet the State’s expectations as described above.
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	16.2 Please describe your approach to providing integrated reporting.  For example, how is data reported for members who are participating in LM and DM programs?  How are results reported for members who have more than one DM condition?  
	Text

	[Insert Company Name] Response:
	

	16.3 Indicate which of the following reporting elements are included in your integrated client reports listed below and the frequency of the reporting: Industry benchmarks, book of business, monthly, quarterly, annually, available in standard report, available in custom report, info is not available.

16.3.1 Demographics of participants

16.3.2 Participation rates for:

16.3.2.1 HRA by agency

16.3.2.2 LM programs (on-line, print and phone-based) by condition

16.3.2.3 DM, by condition including pre-diabetes

16.3.2.4 Biometric health screenings by agency

16.3.2.5 Nurse advice line

16.3.3 Completion rates for:

16.3.3.1 HRA by agency

16.3.3.2 On-line LM programs by program

16.3.3.3 Phone-based LM programs by program

16.3.4 HRA outcomes, including but not limited to:

16.3.4.1 Health status

16.3.4.2 Presenteeism and absenteeism

16.3.4.3 Readiness for change

16.3.4.4 Member interest in programs

16.3.4.5 Disease prevalence

16.3.5 Engagement:

16.3.5.1 Number of identified candidates for each program

16.3.5.2 Number of participants who voluntarily drop out

16.3.5.3 Outreach details

16.3.5.4 Unable to reach details

16.3.5.5 Duration in programs

16.3.6 Web portal utilization:

16.3.6.1 Number of hits

16.3.6.2 Number of unique users

16.3.6.3 Top pages/topics visited

16.3.7 Risk status and outcomes: 

16.3.7.1 Stratification of the population by risk level

16.3.7.2 Prevalence of health risks by risk level (e.g., prevalence of obesity among moderate risk members)

16.3.7.3 Biometric clinical results of those completing health screenings  (e.g., % of members screened identified w/high cholesterol)

16.3.7.4 Number of participants who improved health risk scores

16.3.7.5 Risk reduction and elimination (by risk area)*

16.3.7.6 Clinical outcomes**

16.3.7.7 Participant improvement in functional status and quality of life

16.3.7.8 Estimated costs of risks and projected savings from risk reduction

16.3.8 Customer Service:

16.3.8.1 Average speed of answer (ASA)

16.3.8.2 Call abandonment rate

16.3.8.3 Call monitoring results

16.3.8.4 Number of calls

16.3.8.5 During business hours

16.3.8.6 After business hours

16.3.8.7 Nurse advice line utilization reports including call statistics and results of health decision-making

16.3.8.8 Participant satisfaction

16.3.8.9 Reductions (and shifts) in utilization (e.g., inpatient admissions, ER visits, prescription drugs)

16.3.8.10 ROI

16.3.8.11 Time over time comparisons

16.3.8.12 Tracking of and applying incentives

16.3.8.13 Time over time comparisons and reconciliations of incentive tracking and applying incentives

*Describe how this information will be captured for members who don’t complete HRA but participate in DM
**Improvement in biometric values (e.g., HgbA1c levels, LDL screening rates and levels, B/P readings, etc.).  
	Text

	[Insert Company Name] Response:
	

	16.4 Please confirm that the following documentation has been provided as part of your bid. No confirmation shall indicate it has not been submitted. Please label each document supplied as indicated below.  

16.4.1    Sample of all standard reports of performance, including integrated reports, and results as well as a dashboard, executive summary and site-specific.

16.4.2    Copies of actual client reports (with client names blinded out) that reflect the type of reporting the State could expect to receive for process, utilization, and outcomes metrics on a monthly, quarterly, and annually basis.  Include actual numbers from those client programs.  Client names should be blinded out.   Please provide a copy of the glossary of terms you supply clients with your standard reports.
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	16.5 Please indicate if the State will have access to Web-based management reporting.
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	16.6 Describe coaching data that is available for customer reporting purposes.  Include any outcomes (e.g. goals, timely outreach, etc.) collected and reported specifically related to coaching.
	Text

	[Insert Company Name] Response:
	

	16.7 Describe your policy for customization of reports and/or the generation of ad hoc reports.
	Text

	[Insert Company Name] Response:
	

	16.8 Please list the standard items and services included as part of reporting (e.g., at no cost to the State, or costs included in core area of fee proposal). Also list any optional items, services or customizations that require an additional fee. The pricing for these optional items, services or customizations must be listed in the optional section of your fee proposal.  
	Text

	[Insert Company Name] Response: 
	

	17 Measurement and Outcomes  
	

	17.1 Describe how you will measure the success of the PHM program as a whole, keeping in mind the State’s expectation for an integrated program.
	Text

	[Insert Company Name] Response:
	

	17.2 Indicate which data elements you use to determine program outcomes in terms of program impact and/or program savings.

17.2.1 Health status

17.2.2 Risk reduction

17.2.3 Clinical outcomes

17.2.4 Reduction of complications

17.2.5 Increase in utilization (e.g., office visits, prescription medications)

17.2.6 Reduction in utilization (e.g., readmissions, ER visits)

17.2.7 Changes in care seeking intention

17.2.8 Total claims costs (medical and pharmacy)

17.2.9 Disease-specific claims costs

17.2.10 Functional status and quality of life

17.2.11 Indirect costs

17.2.12 Other (please specify)
	Text

	[Insert Company Name] Response:
	

	17.3 When measuring and reporting outcomes, describe the population upon which a given metric is assessed (e.g., all members regardless of risk, all high risk participants).  If the basis varies by metric or program element (e.g., LM on-line, LM phone-based, DM), please explain.
	Text

	[Insert Company Name] Response:
	

	17.4 The State would like to receive annual reports 90 days after the end of the contract year. Please state if your organization is willing to commit to this timing around annual reporting.
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	17.5 Please indicate your 2013 book-of-business average results for the following activity-based metrics for each program element (a) HRA, (b) Biometric screenings, (c) LM coaching, (d) LM on-line, (e) DM, (f) Health decision support (nurse line). If a metric is not measured, please note.  

17.5.1 Unable to reach rate (i.e., % of eligible population that have not received live contact)

17.5.2 Participation rate (i.e. % of eligible population who are actively engaged in the Program, excludes members receiving mail-based communications only as well as unable to reach members)

17.5.3 Completion rate (LM)/ Graduation rate (DM)

17.5.4 Utilization rate

17.5.5 Member satisfaction
	Text

	[Insert Company Name] Response:
	

	17.6 Provide your 2013 book-of-business results that demonstrate the impact of your LM and DM programs on improving individuals’ health (e.g., tobacco use quit rates >/= 6 months, % of all diabetics with HbA1c levels < 7.0 mg/dL).  Please provide definitions for each metric reported.  
	Text

	[Insert Company Name] Response:
	

	17.7 Please list the standard items and services included as part of measurement and outcomes (e.g., at no cost to the State, or costs included in core area of fee proposal). Also list any optional items or services that require an additional fee. The pricing for these optional items or services must be listed in the optional section of your fee proposal.  
	Text

	[Insert Company Name] Response: 
	

	18 Return on Investment
	

	18.1 What is the ROI the client can expect from the PHM program in its entirety and with each program element itemized below (<1:1, 1.5:1 to 1:1, 1.5:1 to 1.9:1, 2:1 to 2.9:1, 3:1 to 3.9:1, or >4:1)? If monetary or other incentives for participation are assumed, please be specific as to your assumptions.

18.1.1 Integrated PHM, year 1, year 2 and year 3

18.1.2 Lifestyle management, year 1, year 2 and year 3

18.1.3 Disease management, year 1, year 2 and year 3

18.1.4 Other (please explain), year 1, year 2 and year 3
	Text

	[Insert Company Name] Response:
	

	18.2 Describe in detail the methodology you use to measure ROI across all programs and subcontractors. Be specific (e.g. ROI for integrated PHM, LM only, DM only) and provide sample calculations.  
	Text

	[Insert Company Name] Response:
	

	18.3 Indicate which source below you use to determine the baseline cost value for various levels of the specific risk behavior.

18.3.1 Published Benchmarks (e.g., HERO study values)

18.3.2 Internal research data

18.3.3 Client specific data

18.3.4 Claims data

18.3.5 Other
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	18.4 Are these costs specific to the risk factor or are they overall costs associated with individuals at the various risk levels?

        Yes, costs are specific to the risk factor

        Yes, overall costs are associated with individuals at the various risk levels, or 

        Neither, explain
	Text

	[Insert Company Name] Response:
	

	18.5 How do you estimate the change in behavior for risk levels?

                   Year over year change in risk levels for all HRA participants

                   Year over year change in risk levels for all repeat HRA participants?  In order to compare 

                          change over time, does a member have to be a repeat participant?

                   Other, explain                   
	Select one of the options

	[Insert Company Name] Response:
	

	18.6 Do you derive estimated financial value from applying the results to the specific group above or do you extrapolate to the entire eligible population (a) Specify, (b) Yes / No?
	Text

	[Insert Company Name] Response:
	

	18.7 For individuals with multiple risk factors, do you limit the value calculation to the highest value risk factor?
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	18.8 What is the period of time you assume for cost changes when individuals change risk level? 

                   Immediate

                   6-month delay

                   12+-month delay?
	Select one of the options

	[Insert Company Name] Response:
	

	18.9 Do you require a minimum level of participation (and/or period of time a participant needs to be enrolled) in the LM program to assume impact (both time and intensity of participation)? If yes, please specify criteria. 
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	18.10 Savings are measured by comparing utilization rates and/or claim costs in the Program period to (choose one):

Book-of-business utilization rates and/or claim costs

Baseline utilization and/or claim costs for eligible program participants

Utilization and/or claim cost for a matched control population

Other (provide detailed description of methodology)
	Text

	[Insert Company Name] Response:
	

	18.11 Time period of comparison is (choose one):

Same time period

A prior period and no trend adjustment is applied

A prior period and a trend adjustment is applied

Other (provide detailed description of methodology)
	Text

	[Insert Company Name] Response:
	

	18.12 If a trend is applied, indicate how it is calculated (if more than one method is offered, choose recommended method) (choose one).

Experience of eligible program participants

Experience of members not eligible to be program participants

All members

Mutually agreed projected trend

Other (provide detailed description of methodology)
	Select one of the options

	[Insert Company Name] Response:
	

	18.13 Baseline utilization and/or claim costs are calculated from (choose one):

Identification and costs for a 12-month period immediately prior to effective date of program

Identification and costs for a 24-month period immediately prior to effective date of program

Identification for a 12- to 24-month prior period and costs for a 0- to 12-month period immediately prior to effective date of program

Other (provide detailed description of methodology)
	Select one of the options

	[Insert Company Name] Response:
	

	18.14 Explain how adjustments are made for the following:

18.14.1 Impact of plan design

18.14.2 Network changes

18.14.3 High-cost claimants
	Text

	[Insert Company Name] Response:
	

	18.15 Do you require a minimum level of participation (and/or period of time a participant needs to be enrolled) in the DM program to assume impact (both time and intensity of participation)? If yes, please specify.
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	18.16 For any/all reported outcomes, please indicate if the results have been validated by an independent third party.  Describe any outcome studies and provide copies of publications
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	18.18 Describe your ability to measure and calculate the cost impact of productivity among the active participants in your programs.
	Text

	[Insert Company Name] Response:
	

	18.19 Please list the standard items and services included as part of ROI (e.g., at no cost to the State, or costs included in core area of fee proposal). Also list any optional items or services that require an additional fee. The pricing for these optional items or services must be listed in the optional section of your fee proposal.  
	Text

	[Insert Company Name] Response: 
	

	19 Performance Guarantees 
	

	19.1 The State of Ohio requires the Offeror to place a minimum of 30% to 40% of fees at risk during the life of the contract, if awarded the work. Please confirm your ability to meet this requirement. 
	Yes (explain) / No (explain)

	[Insert Company Name] Response:
	

	19.2 Are you willing to place additional fees (above the 30% to 40% minimum) at risk? Please state the total fees you are willing to place at risk if awarded this work. 
	Numerical 

	[Insert Company Name] Response:
	

	19.3 As part of your RFP response, review and fully respond to the Performance Guarantee document attached [SOO PHM RFP Performance Guarantees]. Please confirm that you have fully responded to and attached this document in Microsoft Excel format as part of your RFP response.
	Yes / No


As part of Section 5, Identification, Engagement, and Integration, please detail your definition for each metric below as well as the measurement criteria for each.   

	
	
	Definition
	Measurement criteria

	Ability to reach
	LM phone
	
	

	
	DM
	
	

	Participation
	HRA
	
	

	
	Biometric screenings
	
	

	
	LM on-line
	
	

	
	LM phone
	
	

	
	DM
	
	

	Completion/ graduation
	LM on-line
	
	

	
	LM phone
	
	

	
	DM
	
	

	Utilization
	HDS (e.g., Nurse advice line)
	
	

	Member satisfaction
	HRA
	
	

	
	Biometric screenings
	
	

	
	LM on-line
	
	

	
	LM phone
	
	

	
	DM
	
	

	
	HDS
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