CITY OF AUSTIN

PURCHASING OFFICE

Self-Funded Medical Program, Stop-Loss Coverage, 

Pharmacy Benefit Management
REQUEST FOR PROPOSAL NO: JSD0120
ATTACHMENT I:  BUSINESS ORGANIZATION


SECTION:_________________
	Question
	Response

	Name of Company.
	

	Name of Parent Company (if applicable).
	

	Location of corporate office.
	

	Legal form of organization (corporation, partnership, non-profit, etc.).
	

	Years of operation. 
	

	Number of participating employer groups.
	

	Number of Plans with more than 5,000    employees.
	

	Provide percent of time designated for each staff member for this contract.
	

	Do you anticipate a merger or acquisition within the next 2 years?
	

	Please describe any subcontractor relationships your company intends to utilize in the performance of services proposed and how long the relationship has been in place.
	
	Years in Place

	Date plan services first provided in Austin.
	

	Self Funded

Number of covered lives in:
2010
2011
Current 2012
	U.S
	Texas
	Austin

	Fully Insured

Number of covered lives in:
2010
2011
Current 2012
	U.S.
	Texas
	Austin

	Question
	Response

	Confirm which of the services (if any) will be offshore and provide a full description of how offshore services are delivered and monitored for effectiveness. 

Customer Service 

Claims Administration 

Stop Loss
	

	Is there any litigation and/or government action pending, or has there been any taken or proposed against your company during the most recent five (5) years?
	

	Has your organization experienced any security breaches where PHI was obtained from your system in the last 24 months? If yes, how long did it take for you to notify impacted participants and their employer or health plan?
	

	Provide your organization’s most current financial rating as described by the following rating sources.

Comdex

A.M. Best

Fitch, Moody’s

Standard & Poor’s

Weiss
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