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Request for Proposal – Prescription Benefit Management Services
Arlington Public Schools (APS)


Thank you for taking the time to complete and submit the following Request for Proposal (RFP). This RFP is coordinated through USI Insurance Services Pharmacy Consulting for an implementation date of January 1, 2027.  

Your completed response will be utilized to determine the overall value of your Pharmacy Benefit Management (PBM) services in relation to our expectations of PBM’s that we would recommend to our client.  

It is important to emphasize that a major component of this RFP is the establishment of a fixed dollar per unit fee schedule for generic drugs.  
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APS Overview

ENROLLMENT
Please refer to Medical RFP for this information.

BENEFIT OVERVIEW*
Please refer to Medical RFP for this information.

CLAIM SUMMARY
Please refer to Medical RFP for this information.


SECTION I
RFP TERMS AND CONDITIONS

INFORMATION REQUIREMENTS 

A. Respondent must submit complete responses to this RFP.  Each response should provide a clear, concise and complete description of Respondent’s strategy and ability to meet the project requirements outlined in this RFP.  The pricing each Respondent submits must be "best” and "final” and include full unit cost information. Proposals not including a generic unit cost guarantee will be considered incomplete and not eligible for consideration.

B. An officer or other official of the Respondent's firm who has legal authority to commit the firm to performance of the proposed services must sign the information marked as the "original" information as indicated in Section IV – Administrative Fees.  

C. Respondent’s pricing must be firm as proposed and encompass all costs and expenses, including all supplies for the administration of the program, including all shipping costs to Client but not limited to, all labor (including overtime) and materials required to complete or provide service within the specified time frames, all applicable state, federal and local taxes (including sales and use taxes), and all other costs and expenses required to complete or operate the project.

D. If Respondent proposes the use of subcontractors or skilled trade groups to complete any part of the work, Respondent’s information must include a list which discloses each subcontractors name, address, contact person.  Respondent must also include a complete description of subcontracted work and an explanation of the subcontractor’s qualifications and experience.  Include this information in Section II, "Respondent Information".             


SECTION II
RESPONDENT INFORMATION


Company Name___________________________________________________

List location(s) of the company offices and location of the office servicing the account.

Name, address and telephone number(s) of the Respondent’s point of contact for a contract resulting from this RFP

	Primary Contact

	Name:

	Title:

	Address:

	City:

	State:

	Zip:

	Telephone #:

	Fax Phone #:

	E-mail Address:

	Secondary Contact

	Name:

	Title:

	Address:

	City:

	State:

	Zip:

	Telephone #:

	Fax Phone #:

	E-mail Address:



A. Company background/history, including owners with a share greater than 5%, and why the Respondent is qualified to provide the services described in this RFP.

B. Length of time Respondent has been providing services described in this RFP.  Provide a brief description of business focus and growth over past five years (2020-2024).


C. Provide resumes for staff to be responsible for performance of:

1. Account management
2. Financial reconciliation
3. IT support
4. Clinical pharmacy support
5. Senior executive overseeing account

D. Complete the following form regarding contracted or rebranded services (if not applicable, indicate "this service provided internally" on the description line).

1. Claims Adjudication

Description_________________________________________________________

Contracted Provider__________________________________________________
Date Service Commenced_____________________________________________
2. Pharmacy Network Administration (Contracting, Payment, etc.)

Description_____________________________________________________

Contracted Provider__________________________________________________
Date Service Commenced_____________________________________________
3. Formulary Design, Content, and Composition

Description_____________________________________________________

Contracted Provider__________________________________________________
Date Service Commenced_____________________________________________
4. Formulary Rebate Administration

Description_____________________________________________________

Contracted Provider__________________________________________________
Date Service Commenced_____________________________________________

5. Mail Service Pharmacy

Description________________________________________________________

Contracted Provider__________________________________________________

Date Service Commenced_____________________________________________

E. Can all service guarantees and performance agreements outlined in this RFP (and the subsequent contract) be applied to subcontractors?  If not, please explain.

F. For all subcontractors mentioned above, outline payment methods and assurance that service will remain continuous throughout the contracted period.

G. For all subcontractors mentioned above, provide insurance documentation for services provided via primary vendor.

H. Outline methods of assuring insurance requirements are met and maintained by subcontractor on an ongoing basis.

I. If a rebate aggregator is utilized (as opposed to authoring and executing your own rebate contracts), outline how payment can be assured, even when the aggregator disputes claim eligibility. Contract language which states that rebates can only be paid based on remittance by the aggregator will be considered much less desirable than arrangements were where objective $/Rx guarantees are applied.

J. Indicate the number of any outstanding legal actions pending or lawsuits yielding court decision or settled in the past two years against or involving your organization, if any. Explain the nature and current status of the action(s). Can you assure these actions will not disrupt business operations?

K. What is the annual turnover rate of the Respondent staff over the past 12 months?

L. Operational Quality Assurance: Describe and outline your operational quality assessment and improvement program. Is it based on a well-publicized regimen (Deming, Six-Sigma) or is it independently developed?

Provide, at minimum, 5 (each) quality assessment measures utilized for:

1. Claims adjudication
2. Eligibility and benefit maintenance, and
3. Customer service.

Describe the quality assurance process applied for the creation and distribution of client reporting. How is accuracy assured?



SECTION III
IMPLEMENTATION PLAN

A. Provide a proposed implementation plan and timetable, beginning with the award of business to the effective date of coverage (target  for the decision March 12, 2026and January 1, 2027 for the planned effective date), including:

· Steps required for implementing the program.
· Roles played by the Client/Respondent.
· Loading eligibility data file.
· Production and distribution of network directories and enrollment materials.
· Contacts and personnel assigned to each step of the implementation process.

B. What is the minimum amount of time recommended to ensure an accurate and eventless transition into the proposed program?

C. Describe, in detail, previous implementation breakdowns or disappointments and measures your organization took to rectify the situation (you must outline three).

D. Is your organization willing to state (in final contract) that they are carrying out services in a fiduciary manner for members of the company's health plan? If not an unqualified “yes,” explain.

E. Describe your ability to reprocess historical claims within your claims adjudication system prior to implementation for testing and validation purposes.  Will you provide this service at no extra charge?

F. Are there any start-up fees with implementation?  If so, how much are these fees and what do they provide?  Is there an additional fee for receipt and programming of custom eligibility files?  Is there an additional fee for receipt and programming of claim, prior authorization or open refill transfer files?  If so, please provide an estimate.

G. Provide applicable performance guarantees in Appendix C.

H. Describe the on-site training that your organization is willing to commit to during the transition.

I. Describe the member’s experience related to the mail order open refill transfer (ORT) file onboarding process.  How does the first script get filled?  Do you (or your mail order vendor) proactively reach out to members during transition?  If so, when?  Are transferred scripts available to the member on the web site upon initial web site setup and log in?

J. Testing: USI is extensively involved in testing the pricing and benefit setups at the successful PBM.  Confirm your ability to provide the following testing within the timeframes indicated and the fiscal amount to be paid to client if these files are not provided on time. 
a. Pre-Implementation
i. Test: PBM to share its standard test beds/reports with USI at least two weeks prior to implementation.
ii. Test: PBM to reprocess at least four months of historical claim data under the new pricing/benefit and share results with USI.  USI will then validate pricing and standard benefit setup features.  
1. Required fields: Benefit identifier (PPO, HDHP, etc.), therapeutic class name, GPI, NDC, DAW, price source (MAC, AWP, U&C), mail/retail status, specialty indicator, generic/brand status, formulary status, days supply, quantity, AWP, ingredient cost, dispensing fee, deductible paid, copay/coinsurance, DAW penalty amount.  
2. Rejected/denied claims shall be included, along with denial reason.
3. Reversals shall be excluded.
4. Timing: At least two weeks prior to implementation
b. Post-Implementation
i. PBM to provide daily updates to client and USI indicating number of claims paid and denied along with a list of new issues reported.
ii. Test: PBM to provide daily claim files beginning on the second day after implementation.
1. Required fields: Benefit identifier (PPO, HDHP, etc.), therapeutic class name, GPI, NDC, DAW, price source (MAC, AWP, U&C), mail/retail status, specialty indicator, generic/brand status, formulary status, days supply, quantity, AWP, ingredient cost, dispensing fee, deductible paid, copay/coinsurance, DAW penalty amount.
2. Rejected/denied claims shall be included, along with denial reason.
3. Reversals shall be excluded.
4. Timing: Daily, for at least seven days, beginning the second day after implementation.



SECTION IV
ADMINISTRATIVE FEES

Complete the following in accordance with the instructions provided.    Additionally, please provide administrative fees in Appendix B.

Plan Effective Date:  January 1, 2027
Basic (per claim) Fee:
Per Member per Month (Alternate) Fee:

Services Included:

· Production of ID cards for all existing members initially, to new members monthly, including medical claims information. 
· Providing on-line access to formulary lists and provider directories to all existing members with web access and printed formulary guides as needed
· Claims Adjudication
· Standard Systems Edits
· Basic Formulary Management
· Eligibility Verification and Maintenance
· MAC Program Administration
· Standard Data Reporting and Online Access For Client
· Customer Service including toll-free telephone access
· Provider Management and Education
· Patient Education
· Prior Authorization, step therapy, and quantity edits
· Appeals
· DUR, both Prospective and Concurrent
· Medication Management

All the above services should be covered under the fee stated above.  However, some services may be offered as optional or ancillary and be covered by separate add-on fees

A. Outline all additional fees (beyond the administration fee) that will be added to the client’s billing. State whether these additional fees are optional or integrated into the standard offering of your PBM services. It is very important to represent the actual anticipated administrative fee.

B. Detail all additional fees/charges not covered under basic fees (postage, printings, booklets, start up costs, etc.).  Be sure to list all charges.  We will utilize these fees quoted for inclusion in the executed contract.  Variation from stated fees may eliminate the candidate Respondent.

C. The fees presented in this information are binding during the life of this contract. Any unsolicited changes to these fees or additional fees may be grounds for termination.  Does the Respondent comply with these conditions?

D. Are reversals subject to an administrative fee?

E. If a claim is reversed, is the administrative fee for that claim reversed?

F. List any other related services that the Respondent offers that have not been specifically requested in this RFP.  Provide charges and fees for these services.

G. Detail any administrative fee offsets or credits associated with your entity/parent entity administering the medical benefit. 

H. PBM’s routinely sell detailed drug utilization data to outside firms, including database managers, marketing firms, drug manufacturers and others.  Such sales will be prohibited under the contract between the successful Respondent and the Client, unless a specific agreement is made that detail:

· Data content (i.e., Patient, Prescriber, Pharmacy);
· The customers to which the data will be sold;
· Time frame and scope;
· Compliance with Federal HIPAA Privacy and Security Rules

This restriction will not preclude the successful Respondent from including utilization information in statistical summaries, but use of specific data will be prohibited.

The Respondent acknowledges the above and will accept penalty language stipulating as such in the final executed contract.

Certification - My signature below certifies that I am an officer of the company and authorized to bind it in accordance with the above fee quotation and compliance with the above statements.

Submitted by: _______________________________________

Signature Date_______________________________________

Printed Name, Title ___________________________________


SECTION V
CLAIM PROCESSING SERVICE

General Claims Processing

A. Indicate the claim processing operation and facility that will be utilized in the management of this account.  Is this system owned and operated by your organization? 

If not, name the company you are proposing to use. 

What is the relationship between your organization and this company?

How are the necessary quality and time requirements for claims processing assured for this subcontractor? (Outline separately for claim systems, billing systems, and reporting systems)

B. With regard to the claim processing operation and facility to be used for this account, provide the following:

· System Description
· Years in Operation
· Location(s)
· Annual Claim Volume
· System Crashes (Outline each event since January 1, 2023)

C. Are you able to guarantee system availability for claims processing and customer access?  Provide applicable guarantees in Appendix C.

D. Provide your system uptime statistics for 2022, 2023 and 2024.  Provide applicable guarantees in Appendix C.

E. What are the normal hours of operation of the claim operation, customer service, and mail-order facility?  Include extended or weekend shifts.  What mechanisms can enrollees utilize for emergency requests that fall outside of the normal hours of operation?

F. What national drug database will be utilized for claims processing?  What is your position and strategy for potential changes in the national drug databases?

G. What is the average turn-around time for reimbursement of network pharmacies for claims incurred?

H. Do you provide full, detailed accounting of each claim on your claims reconciliation file (CRF)?  How frequently is it provided?  Can the format be customized?

I. Provide an outline (1 page maximum) of your disaster recovery plan for claims processing and for computer/communications systems.

J. Can you guarantee a system recovery time in case of disaster?  Provide applicable guarantees in Appendix C.

K. PBM generated claim processing errors must be fixed within 24 hours of discovery of the problem.  The plan and members must be reimbursed within two calendar weeks of discovery of the problem.  Please discuss your ability to meet these requirements and provide the penalty assessed to the PBM if these requirements are not met.  This language will be required in the contract, along with associated penalties.

Retail Claims Processing 

A. Describe the retail pharmacy claims payment process from date of receipt to full adjudication of checks to providers.  If the process is different for network and non-network claims, discuss separately.

B. Describe security systems and protocols in place to protect confidential patient records (HIPAA compliance).

C. List your claim processing system's automated claim edits that occur at time of claim submission.

D. Based on the latest available data, what percent of paper claims are processed (check issued) within 10 working days from the date of receipt? Provide statistical report.

E. For the claim office proposed, provide the following for the last two calendar years: (a) Financial accuracy as a percent of total claims dollars paid (include over- and underpayments) and (b) Coding accuracy as a percent of total claims submitted.

F. How do you avoid duplicate payments of the same claim?  If duplicate payments or overpayments are discovered, what are your procedures for recovery of the overpayments or duplicate payments?  What percent of duplicate payments and overpayments are reimbursed or credited?

G. How are claims histories adjusted, including any downstream procedures impacted due to administrative errors (reporting, file submissions, EOBs, audit trails, adjustments)?

H. How do you detect and obtain refunds or credits of all improperly paid claims when medications are not received by members?

I. Describe your policy regarding lost/broken medication, early refills, and emergency medication fills.

J. Provide an overview of your methods to assure HIPAA compliance.

Mail-Order Claims Processing

A.  Describe the claims processing sequence for mail order claims from date of receipt of prescription to fulfillment to adjudication and payment.

B.  What form of payment can you accept from the enrollee?

C.  For purchases made by credit card, can refills be phoned in or submitted via the Internet?

D.  How many days advance notice must an enrollee provide in order to guarantee that their supply is received before the existing supply is depleted?

E.  What is the average time in days between receipt of claim and delivery to enrollee (include delivery time)?  Are you able to provide a service guarantee?

F.  Are shipping costs included in the dispensing fee?  If not, define the additional cost (include rush order cost, if applicable).

G. The retail MAC pricing schedule will be applied to all mail and specialty service generic prescriptions.  Indicate your approval of this to be included as a contract statement.

H. If specific performance standards are not met (solely determined by client’s metrics), may the client select a mail service vendor independent from their PBM relationship?

I. Is the mail service pharmacy (internal or contracted) IIAS certified (100% certified for FSA card transactions)?


SECTION VI
ACCOUNT SERVICE

A. Discuss how APS will be billed for retail network and mail-order programs, and administrative service fees. 

Will you bill separately for administrative service fees? 

Provide a sample of all billing documents.

B. What sales office would handle the general servicing of this account?  Would this office handle both the retail network and mail-order programs?  What are the standard office hours for the sales and service offices?

C. Will dedicated account service representatives be assigned to this account? Attach an organization chart with staff credentials (all contact elements; e.g.…account, clinical, fiscal, mail service).

D. Do account service representatives have on-line access to real-time claim processing information?  Do these representatives have authority to approve and/or override claims?

E. Will the account manager assigned to this account be exclusive or have other accounts to manage (during 5 month transition, long term)?

F. Describe and outline the plan for scheduled periodic meetings with APS  What will be the guaranteed time frame and frequency for meeting with APS in person if requested?

G. Do you provide online member addition capabilities in real-time to APS 

H. Describe quarterly and annual activities/analyses that are available to the client (e.g., fiscal and clinical review, copay remodel, etc.)

I. Which of the above activities/analyses are you willing to guarantee to be provided within six weeks of the end of a quarter or year?

J. What is your proposed penalty for lack of meeting the guarantee?

SECTION VII
MEMBER SERVICES

A. Will dedicated customer service representatives be assigned to service client members?  Will customer service representatives receive client-specific training?

B. Do customer service representatives have on-line access to real-time claim processing information?  Do these representatives have authority to approve and/or override claims?  Do APS employees have the ability to track on-line, real time claims processing information? 

C. How many toll-free numbers are available to APS and enrollees to handle claims and other member service issues?  Will separate numbers be required for the mail-order program?  What hours (based on Eastern and Pacific Time, USA) are the telephone lines staffed?

D. Provide a description of your organization’s ability to provide language interpretive services including hours these services are available.  What languages will be available to members via the toll-free numbers? 

E. Where are your call centers located?

F. How many of the call center personnel are actual employees of your organization?

G. How many of the call center personnel are subcontracted through a different organization?

H. What are the names and locations of each subcontracted organization?


I. Provide audited telephone response data for the past two years.  Include time to answer, talk-time, and abandonment rate.  Are telephone performance reports available on-line?  Provide applicable guarantees in Appendix C.

J. Provide methods for member support services for selecting and/or locating network pharmacies. Outline the different mechanisms of support in detail.

K. Describe the member grievance protocols in place.

L. What is the average response time for general questions?  How is this logged and monitored through an automated system?  Provide applicable guarantees in Appendix C.

M. How are plan members notified (phone, written document, other) of the following events?  How will you notify APS of these events?  What is the lead time prior to these changes being implemented?  Provide samples of written notifications.

· Plan Change
· New Drug Additions/ Formulary Changes
· Change in Pharmacy Network Panel
· Drug Recall

N. Submit a sample of all forms that would be used in the administration of this plan (e.g. claim form, completed EOB, grievance form, member reimbursement form) that are included in your standard fees.

O. For the following two questions, please provide as much detail as possible, including screenshots, examples, etc.  Provide details of service, function, value to APS
a. What services are available to members via the Internet to review and manage their prescription benefit? How is this service accessed?
b. What mobile application services are available to members to review and manage their prescription benefit? How is this service accessed?

P. Describe the process for members to gain online access to manage their home delivery (mail-order) prescriptions, such as refills, renewals, check order status and history, update shipping and payment information, and set notifications.


Q. Are you willing to provide APS-specific member satisfaction surveys at no charge?  If so, at what frequency, i.e., monthly, quarterly, semi- or annually?

R. Describe your ability and willingness to cease member auto-refill and/or reminder services for refills, if requested by the client (after thorough deliberation).

SECTION VIII
PHARMACY NETWORK

A. Provide a copy of your current provider directory.  In which states do you contract for less than 95% of the retail pharmacies available? 

B. What number and percent of available retail pharmacies (nationally) are in your network?

C. Outline, with zip code, all pharmacies in Virginia that are not contracted for your network.

D. If it is found that a pharmacy currently non-network for your system is essential to the client, please outline the method of enrolling the pharmacy to your network.

E. May APS  restrict and/or limit the specific pharmacies participating within the pharmacy network (after consultation and impact discussion)?



SECTION IX
PHARMACY NETWORK MANAGEMENT AND QUALITY ASSESSMENT

A. Describe the general credentialing and re-credentialing process and minimum criteria for selecting a network pharmacy.  Include the minimum required malpractice coverage per individual practitioner, or group.  If the process differs by type of pharmacy (i.e., independent vs. chains), indicate and describe separately.  Provide the number of years that a pharmacy contract is effective.

B. Provide the number of participating retail pharmacies that were terminated from the network in past 24 months:
· Termination Rates
· Number of Pharmacies
· Percent of Pharmacies
· General Reasons

C. If a pharmacy is to be removed or terminated, will APS be able to provide input and/or directly contract? 

D. Describe your organization’s objectives/efforts with regard to pharmacy relations.  Is there an oversight committee that addresses pharmacy relations issues?  If so, what are the credentials of the staff members that serve on the committee?  What procedures are in place to monitor network provider grievances?

E. Do you currently perform member or provider satisfaction surveys?  Provide a copy of the latest survey results.  Does an outside organization perform the survey?  What percent of members and providers indicated that they were “satisfied or very satisfied” with the overall program?  Describe the reporting you will provide regarding member and provider satisfaction.

F. Summarize the quality assurance programs your organization presently has in place and list the most important actions these programs have taken in the past year to improve performance.

G. Do you track member complaints?  If so, list the top five member complaints received over the past year.  What remedies have been put into effect to resolve these complaints?

H. Do you track provider complaints?  If so, list the top five provider complaints received over the past year.  What remedies have been put into effect to resolve these complaints?

I. What are your criteria for auditing network pharmacies?  Describe in detail the claims auditing procedures established by your company (frequency, extent, etc.).  Will you supply a copy of all such reports to APS?  How do you ensure that the proper price is reimbursed to pharmacy?  If the “lesser of” provision is provided in your contracts, how do you ensure that the enrollee is always getting the lower of retail or the contractual amount?
Indicate which of the following factors are included in your on-site audits:

· Physician Dispense as Written (DAW) use
· Concurrent DUR intervention
· Package Size Submitted
· Usual and Customary pricing
· Generic Dispensing
· Controlled Substance Dispensing
· Compound Dispensing
· Days Supply
· Return to Stock
· Claims Cost
· Claims Volume
· Refill Rate
· Units per Claim
· DEA (physician ID) submission
· Historical Audit Results
· DEA Submission Accuracy
· Concurrent DUR override
· Reversal %

J. Describe any circumstances under which you would use the services of an independent claims auditor.

K. How do you capture pharmacy errors?  List the top five reasons for errors (e.g.  wrong dosage).

L. What percent of erroneous or fraudulent payments to pharmacies are discovered through your audit efforts?  Do you return 100% of all monies you recover based on the incurred claim experience?  If not, explain what portion (if any) is returned.

M. What safeguards exist for preventing one group’s experience from being charged to another?

N. What safeguards exist for preventing breaches in patient confidentiality with regard to medical claims information? Identify your Chief Privacy Officer and summarize their background and experience.

O. How do you assure network pharmacies have adequate stock on hand? For primary claims, do you guarantee that APS will be charged the generic price and the plan participant is charged the generic co pay, if generic is out of stock?  How frequently will you perform a market analysis specific to APS?

P. If APS identifies a pharmacy with questionable claims, what will be your plan of action?


SECTION X
PRESCRIPTION DRUG REIMBURSEMENT

A. In Appendix B, provide the brand drug reimbursement formula guaranteed for all plan members in all locations (mail and retail). Provide this as a % discount off post-settlement AWPs.  

B. Successful vendor will pay APS a fine equivalent to 20% of any plan paid cost excess due to inaccurate setup of pricing at implementation or subsequent inaccurate pricing due to changes made by the vendor.  Provide confirmation of your agreement with this stipulation.

C. Outline your reimbursement method relative to the late September 2009 pricing settlement. Specifically, what is the basis (including formula(s)) of determining prices for brand drugs? If an alternative (WAC basis) is required by Client, is this feasible?  Under no circumstances shall pre-settlement AWP amounts be used to bid on this RFP or in claim data subsequently submitted as a result of successfully obtaining this business.  Provide confirmation of your agreement with this stipulation.

D. Outline any variation of basic reimbursement based on location or pharmacy vendor. Include both retail and mail service network.

Topics to include in detail:
· Any “lesser of” provisions,
· MAC pricing procedure
· Guaranteed Brand AWP discount
· Alternative pricing (MAC or WAC +) or other forms
· Multi-source discount brand discount from AWP
· Dispensing Fee/Rx
· Incentive Fees/Rx
· Network Access Fees Collected by PBM

E. Submit your proposed generic pricing in an Excel spreadsheet named “Guaranteed Fixed Unit Cost Pricing”. The values for the generic pricing must be the maximum $/unit ingredient cost that the client will be charged for a given billing cycle, excluding U&C claims. This will be part of the final contract. Include pricing for all generic medications.  The final, contractual MAC shall include all generic medications within the drug database to which you subscribe.  This pricing must be submitted based upon GPI or GCN.
a. Confirm U&C claims will be excluded from the generic fixed unit cost guarantee calculation.

F. What is your average discount from AWP (retail and mail) for brand medications? What is the overall brand discount from AWP that can be guaranteed (with financial penalty)? Are there requirements/exclusions associated with this guarantee (be specific)? No exclusions other than those listed here will be allowed in the contract.

G. What is your source for AWP? What is the name of the database used for MAC?  How often are prices updated? 

H. Will you guarantee that the average cost per brand drugs achieve no less than the percentage discounts from AWP? (cumulative AWP discount < guaranteed AWP discount).

I. It is required that your organization fully support and promote “$4” prescription programs (“Wal-Mart” programs).  List the pharmacies in your networks that have a $4 charge for many generic drugs.  Outline the programs you have implemented that have advocated and increased use of these “$4” programs.

J. Quantify the value of the lesser of provision in terms of percentage of savings above and beyond the contractual discount percentage.

K. With respect to all pricing formulas presented, will you agree to permit an audit of your claim files by APS representatives to verify the reimbursement prices established in the contract?

L. Describe how network pharmacies are reimbursed. Your answer should be consistent with the fees provided in the financial section of this RFP.  Include any incentive-based dispensing fees, bonuses, withholds, retroactive capitations, network access fees, etc.

M. Upon completion of vendor contract, a statement guaranteeing that the average price for a generic (drug/strength/form) will not exceed the agreed upon MAC list (barring exceptional circumstances) will be required and included in the final executed contract.                             Is this acceptable in your vendor contract?

N. The guaranteed generic unit cost (MAC) list must apply at the point of sale.  Proposals with other pricing models containing a reconciliation to the guaranteed generic unit cost list at a later date will likely result in the proposal not being considered.  Please confirm your proposal applies the guaranteed generic unit cost list at the point of sale.

O. What are your means of assuring reasonableness for compounded drug charges?  Outline pricing policy and methods of assuring accurate pricing.  Describe clinical criteria utilized to ensure high cost compounds with commercially available alternatives are denied.  Is evidence of efficacy required prior to approving a high cost compound claim?

P. Are all dispensing fees reported and billed to the client exactly the same as that adjudicated for the pharmacy at the point of sale?

Q. Outline all dispensing fees, stated as maximum $/Rx that will be billed for any given month (retail/mail, brand/generic).

R. There will be no minimum charges to the client or their members for any claim (retail, mail or specialty).  The client and member will be billed based upon the actual cost of the claim.  Confirm your agreement with this statement.

S. Brand and generic definitions must be stated in the contract as follows.  Please confirm your agreement to define these items as such.

a. Brand: Brand shall refer to medications designated as “M”, “N”, or “O” in Medi-Span.
b. Generic: Grand shall refer to medications designated as “Y” in Medi-Span.

T. Please list, in detail, all multi-source brands which are adjudicated as preferential against a generic version. One common example is Advair.

a. For each of the medications mentioned in item T, outline to what extent the multi-source brand is preferred…formulary copay, exclusion of generic, etc.
b. Which drugs are excluded due to inclusion of each multi-source brand?
c. For each of the medications mentioned in item T, please provide, in detail, the logic for this designation.



SECTION XI
GENERIC DRUG MAXIMUM ALLOWABLE CHARGE (MAC) PROGRAM

For the purposes of this section, “MAC” refers to the guaranteed fixed unit cost pricing for generics referenced in item I below.

A. Provide a general description of your generic drug maximum allowable charge (MAC) program.

B. How does your MAC program require utilization of a generic by the dispensing pharmacy?  

C. Will APS and its members have access to a current MAC listing? If so, describe.

D. Based on your latest data available, what is the effective discount from AWP of your MAC prices?  Describe this generic pricing in terms of WAC.  

E. Provide the number of generic products for which you have a MAC price. What percentage of all generics dispensed does this represent?

F. Does your MAC price apply to EVERY pharmacy in your network, without exception? If not, explain in detail. If this MAC does not apply to all pharmacies, what is the rate to pharmacies that are not applicable to this generic MAC listing.

G. Do client’s members always pay the MAC price for applicable generics regardless of the pharmacies' contract (with consideration of “lesser of” logic)?

H. Does your network contract (or with a subcontractor) stipulate that participants always pay the lesser of U&C or the MAC based ingredient cost of the generic Rx plus dispensing fee?

I. Provide the complete generic MAC list in Excel format (including unit price) as of February 28, 2025 in a file named “Guaranteed Fixed Unit Cost Pricing”.  As this will be a requirement of future service, failure to provide such greatly reduces the possibility of being awarded this business. This MAC list must include all generic medications in the drug database to which you subscribe.  If a multi-source generic is utilized and you do not submit a price, it will be disadvantageous to your bid.  This MAC will be applicable to the business engaged for this client via this RFP and will be incorporated into the final contract. Indicate your acceptance that this MAC will be incorporated and part of the contractual obligations of your service.  This pricing must be submitted based upon GPI or GCN. Do not submit pricing at a greater level of detail than GPI or GCN (e.g., package size).

J. Outline all elements of network access fees collected in any time during 2024. Is it possible to have these fees applied to reduce the cost of the actual claim?

K. The generic MAC list must be equally applicable to mail service claims and specialty pharmacy distribution as well as retail. Indicate your acceptance of this stipulation in the final PBM/client contract.

L. Cost per unit, in excess of the guaranteed MAC generic pricing ($/unit, included in the contract) will be reconciled and paid to the client every month. Most desirable is that all generic claims will be adjudicated (paid) at exactly the amount on the guaranteed pricing schedule. U&C claims are not counted towards meeting the MAC pricing guarantee.  Acknowledge acceptance of these terms and inclusion in any future contract

M. Describe the methods and timing by which the MAC list will be improved (for existing generic products) and/or enhanced to include newly available generic products. This is a standard element of the USI Pharmacy Consulting program (for clients) and needs to be prospectively established.


SECTION XII
REPORTING/DATA FEEDS

A. What is your standard reporting cycle for client cost and utilization analysis, which includes subgroup analysis?  Provide applicable guarantees in Appendix C.

B. What is your standard reporting cycle for written evaluations of cost and utilization, which includes recommendations for improvement?  Provide applicable guarantees in Appendix C.

C. Are customized reports available at the request of APS at no cost?  

D. Do you provide clients with a comparison of financial data to your book of business?

E. Do you provide clients with a comparison of financial data to similar clients?

F. Do you provide access to claims experience through internet based software to: 

Client
Consultant's Office

G. Is there access to an ad hoc reporting tool available through internet?  Outline mechanics of on-line reporting tool(s) and provide examples. 

H. Indicate that if selected, you will agree that there are no additional fees for the tools referenced above.

I. Provide a set of standard reports and the periodicity that they are received. Electronic/hard copy/both?

J. Provide a sample report containing the following:

1) Paid Claims Summary (Total membership, number of utilizing members, net claims --including breakdown of claims per eligible member, brands, generics, brand with generic, mail order, percent of mail order – ingredient cost, dispensing fees, taxes, total member co-pays, total paid by other plans, total plan cost, and other data as needed) 
1. Monthly 
1. Excel file preferred

2) Detail Claim Listing (Utilization and ingredient cost by individual enrollee, listing the enrollee name, unique enrollee ID number, date of service, date submitted, drug name, submitted charge, amount paid, member co-payment, plan paid).
1. Monthly or on request
1. Excel file preferred

3) Top Drug Report (detail of cost and utilization by top drug products, including common usage)
1. Monthly
1. PDF file preferred

4) High amount claimant report (including enrollee name, unique enrollee ID number, number of RX filled, cost, names of drugs). 
1. Monthly
1. Excel or PDF file

5) Formulary Savings and Rebate report (provide sample). 
1. Monthly
1. Excel or PDF file

6) Claims paid by therapeutic category showing total number of claims, eligible charges and claim payments for each category. 
1. Quarterly
1. Excel or PDF file

7) Prior authorization detail: received date, approval date, denial date, reason for denial, enrollee ID, and drug name, % of denials and approvals.
1. Monthly
1. Excel or PDF file

8) Grievance, complaint and resolution tracking report. 
1. Monthly
1. Excel or PDF File

9) Frequency distribution in descending order of cost of each Rx, provide report stats for highest, lowest. 
1. Monthly
1. Excel or PDF File

K. Are each of the reports mentioned above available online to APS?

L. Provide a sample of DUR reports you produce and monitor.

M. Describe any other claim/management reports you would be able to supply to APS regularly at no additional charge and the frequency with which they could be provided.  

N. Describe any other kinds of management information reports (content and frequency) that are available for an additional charge and their cost.  A template reporting structure will be authorized during negotiations of the contract.

O. Outline your file transfer process for complete claims files and eligibility, including: Redundancy, Service availability, etc.

P. Do you provide positive acknowledgement that file transfer and member upload is complete and in place?

Q. What is your turn around time for eligibility loads?

R. Outline your after-hours triage and service capabilities for IT matters.

S. Do you provide electronic invoicing? If so, outline.

T. What is the lag time between when the claims are incurred and the data is available?  What day of the month do you provide the previous months’ data?

U. APS will be provided a full data file, without any elements deleted, monthly, and for three months subsequent to the termination of the contract.  Indicate your consent to including the above statement in the final contract.  Note that this requirement is not related to termination files.  It is intended to ensure detailed claim data will be sent to USI and/or the client at no charge from implementation through all runout post-termination.

V. Do you provide/have access to a daily claim data feed and/or reporting?  Describe, including data load timing and type of reporting available.  Is claim level detail available on a daily basis?

W. Confirm your ability to send/receive eligibility, claim and/or accumulator files on a daily basis with any medical carrier or TPA.  Provide details around any exceptions. Is there an additional cost?

X. Confirm your ability and agreement to send monthly or quarterly reporting showing the client’s net spend after all offsets, including rebates and other programs (e.g., coupon programs that are not adjudicated at POS).  This reporting must include the following fields:

1) Incurred month
2) Enrollment
3) Claim count
4) Ingredient cost at POS
5) Plan cost at POS
6) Rebate offset amount
7) Other offset amount (each additional offset shall be reported in a separate column or row)
8) Net plan cost after all offsets

SECTION XIII
FORMULARY PROCEDURE

A. Provide an electronic copy in Microsoft Word format of your formulary (as of February 28, 2025) and label "Formulary.doc."
· A bid with a wide (no exclusions) formulary is required for your bid to be considered.
· A bid with a narrow (exclusions) formulary will be accepted and reviewed.  
· Please confirm your entity has bid with a wide formulary.

B. Omitted

C. Confirm all generic medications will be included on tier 1 unless otherwise directed by the client.  If this is not confirmed, provide a list of all generics (with GPI included) that will not process at tier 1.

D. What is the composition of your formulary committee? How are members of the P&T Committee compensated?

· Salary (if employees)
· Company stock
· Consulting fees
· Expenses
· Honorarium per meeting.

E. Are there requirements for disclosure of all manufacturer relations/payments for all members of the formulary committee (including employees)?

F. What is the scheduled meeting frequency for your committee?  Are meetings via phone or in person? 

G. Provide the minutes of the last four (4) formulary committee meetings.

H. Is formulary rebate contracting an element of the presentation of value assessment for drugs or for therapeutic class?

I. Do you consider your formulary "evidence-based?"

J. If the answer to "G" above is yes, provide, in detail, your method of critical evaluation of research, your method of compilation of studies, and your method of applying statistical analysis in determining whether a medication has value vs. another agent.

K. For each of the medications below, indicate if the drug is on your formulary as of February 28, 2025.
· Entresto
· Tekturna
· Advair
· Dexilant

If it is on formulary, provide the detailed clinical documentation (and evidence-based process) of superior value vs. non-formulary brands and vs. generic drugs in the class.

L. Are any legend drugs excluded from your formulary resulting in them not being covered?  If so, list drugs and rationale.  Can the client elect to include coverage?  Can existing utilizers be grandfathered?

M. Will APS be allowed to negotiate and execute its own formulary rebate contracts where it is necessary?

N. Will the following be provided at no cost?

· Drug monographs
· National P&T meeting minutes
· Financial/rebate modeling
· Therapeutic Class Reviews

O. What is the process for the introduction of new drugs to the market place? Are the drugs automatically coded covered or non-covered? Is there a process for an expedited review by the P&T?

P. What tools are available to promote formulary compliance and education?  Include frequency of mailings, faxes, telephone interventions [provide samples of letters sent to patients, physicians and pharmacies].  What methods are used to promote use of lower cost drugs or generics?

Q. Have you performed outcomes studies related to patients on your formularies?  If so, provide results that address improved quality of care and reduced drug costs.

R. Describe your process for urgent or emergent FDA decisions.

S. Grandfathering is essential for our clients.  Describe the extent of grandfathering (including perpetual copay override) options available to the client when faced with members that are on medications that are now tier 3.  Are there any limits to your ability to perform this grandfathering, including permanent overrides? If so, describe.  Note that the inability to permanently grandfather all disruption will significantly reduce the value of your offer.  Also, confirm grandfathered claims will not be excluded from rebate guarantees.  Items to potentially be grandfathered include:

· Formulary copay tier (for medications that are currently on tier 2 for a given member, but will be tier 3 after transition)
· Formulary exclusions
· Prior authorization
· Step therapy
· Quantity limits
· Age edits
· Gender edits
· Plan exclusions

Eliminating these claims from rebate guarantees will also reduce the fiscal impact of your proposal.

T. Provide a list of the top three (in terms of dollar volume) non-formulary, non-specialty drugs from your employer book of business for 2024Q4. Separately, provide a list of the top three (in terms of dollar volume) non-formulary, specialty drugs from your employer book of business for 2024Q4.

SECTION XIV
FORMULARY REBATES

A. Will you disclose specific discounts by manufacturer, by drug upon signing the PBM/client contract?

B. Do your contracts with manufacturers allow for full disclosure of discounts and terms to auditors selected by APS?

C. If APS requests a rebate guarantee, can your organization provide a rebate guarantee (rebate $ as a % of total ingredient cost)? 

D. Are there brand drugs on your formulary for which no rebates are given but are included because they are clinically superior to other options? If so, outline.

E. On what percentage of drugs in your formulary are rebates paid?

F. On what percentage of brand-name drugs in your formulary are rebates paid?

G. How will you provide APS with information that verifies rebate monies have been accurately credited by:
· Reporting by manufacturer
· Reporting by product line
· Reporting by NDC (required)
· Net Therapeutic Cost

H. Provide a list of drug names and manufacturers for the drugs that you have a rebate agreement for in 2025. 

I. If APS were to begin with you on January 1, 2027, in which month of the same year would the first rebate check be received? Guaranteed rebates payments must be paid within 30 days of the close of a calendar quarter. 10% interest per month will be collected for each month not paid within this time frame. Acknowledge your acceptance of this.

J. Are you willing to pay rebates on a different cycle if requested by APS?

K. Describe the method in which formulary rebates are remitted [i.e., check, credit on future invoice].  How often are rebates calculated and paid? Indicate the average number of days between Rx fill date and actual rebate credits/payment.

L. Are rebate eligible drugs on your formulary bundled?  Explain.

M. Can APS eliminate a particular drug from formulary and not have it affect rebates for other drug products?

N. How many independent, direct pharmaceutical rebate contracts can APS negotiate, execute, and manage throughout the contracted period?  What (if any) limitations exist? 

O. Provide samples of rebate reports APS will receive.  Include sample reports to be provided to self-funded clients.  Confirm your ability to provide rebate reporting at the sub-group level (e.g., by benefit type or location).

P. Will you provide summary rebate data in Excel or text file format including incurred quarter, paid month, amount invoiced to manufacturer, amount received from manufacturer and amount distributed to client? 

Q. The successful Respondent must disclose fully its economic relationships with all drug manufacturers to APS.  This will include all such revenue sources, both direct and indirect, including but not limited to drug spend rebates and manufacturer administrative fees. Acknowledge that this is acceptable.

R. Will you accept a penalty fee for noncompliance with the above (Q)?

S. What is the guaranteed yield for rebates in terms of $/brand RXs and % of $ ingredient cost?  
· Are there requirements/exclusions associated with this guarantee (be specific)? No exclusions other than those listed here will be allowed in the contract.  Note that diabetic supplies must be included in the rebate guarantees.  Confirm the list of exclusions in your response is exactly the same as your response in item U below and Appendix D, item 3.
· In Appendix B, please complete the table with rebate guarantee as a per brand Rx, separately for retail, mail, and specialty drug.
· Confirm quarterly rebate guarantees will be met regardless of rebate payment timing to the PBM from manufacturers.
· Discuss methods for renegotiation of rebate guarantees in the event rebate yields increase over time.  Contract language will include a statement that rebate guarantees can be renegotiated annually, with the option of terminating the contract within six months if such is not agreed upon.

T. Acknowledge your ability to permanently grandfather copay status on existing claims (now tier 3).  Also, confirm grandfathered claims will not be excluded from rebate guarantees.


U. Please complete the following table with exclusion status for common rebate guarantee exclusions.  If additional exclusions are required in your contract, please add them to the table and indicate they are an exclusion.  Only those items listed as excluded here will be allowed in the final contract with the client. This list is included for your reference.  Confirm the list of exclusions in this table is exactly the same as your response in item S above and Appendix D, item 3.  Note that each exclusion will decrease the value of your offer.

	Claim Type
	Included/Excluded in Rebate Payments

	Multi-Source Brands
	

	Tier 3 Brands
	

	Excluded Drugs
	

	Limited Distribution Drugs
	

	340B Claims
	

	340B Pharmacies (entire pharmacies should not be excluded, only 340B claims)
	Included

	Over-The-Counter Drugs
	

	Diabetic Supplies
	

	OTC Insulin
	

	Member Cost Share > 50% (after deductible)
	

	Vaccines
	

	Non-FDA Approved Drugs
	

	Re-Packaged NDCs
	

	Compound Drugs
	

	Discount Card Program Claims
	

	Claims Eligible for Federal Supply Schedule (e.g., Department of Veterans Affairs, U.S. Public Health Service, Department of Defense, Indian Health Services
	

	COB Claims
	

	Cosmetics
	



V. Delineate all specialty medications that will not receive a rebate, if any.

W. [bookmark: _Hlk536781269]Confirm that the specialty rebate will be paid on all specialty drugs, regardless of the pharmacy at which they were filled (retail, mail, specialty).

X. How will your rebate guarantee change if an open specialty network is chosen by APS?  Please provide specific guarantees.

Y. How often are the rebates provided to a client in excess of minimum guarantees? Please provide means (contract language, guarantee, etc..) that this likelihood can be utilized for formulary rebate projections and fiscal modelling.

Z. Assurance of correct rebate payments is of paramount importance to APS.  In order to ensure this service can be provided, the successful PBM must agree to provide a claim level report containing all brand claims excluded from rebate payments.  This report must include claim number and the reason for exclusion from payment.  The report for a quarter is to be provided at the same time the rebate backup information for that quarter is provided.  Please confirm this report will be provided.

AA. Rebate guarantees are not to include any yield from coupon enhancement programs.  If such is to be included in rebate guarantees, please provide separate rebate guarantees, one with and one without coupon yield included.  Please acknowledge your agreement that a single rebate guarantee provided by your entity does not include yield from coupon enhancement programs.

AB. Describe your method to assure retail pharmacy initiated 340B assertions do not reduce rebates to the client when the client has not requested nor allowed 340B utilization.  How do you keep pharmacies from claiming 340B when the plan sponsor is not part of the 340B process?
· Describe how 340B claims will not dilute your rebate offer.
· Describe how the client benefits from a claim classified as 340B.  
· Does the client get charged the 340B price for all 340B claims?
· Confirm there will be no claims excluded from rebates under a 340B category unless the plan sponsor paid the 340B pricing.

AC. Are any rebates received by you from manufacturers for generic specialty medications?

AD. You have the opportunity to guarantee rebates in the form of percent of claim cost rather than per brand script.  This is a preferred method due to reduced complexity and variability related to exclusions under the per brand script guarantee method.

AE. It is acknowledged that “rebate credit” language stipulating how drugs that will lose rebate payments (e.g., insulin) will be handled over the short term is required in a PBM contract.  However, at renewal/re-contracting, these drugs should be calculated as part of the standard rebate guarantee and no longer included in the rebate credit process.  Please confirm your agreement with this statement.

AF. How do you maximize client value and rebates without forcing the plan to return rebate funds to the PBM in instances where rebate credit language is in play?

AG. What do you provide for use in validation of your rebate credit calculations?  For rebate credit calculations involving the formerly expected rebate value (pre-WAC decrease), rebate contract language must be provided as part of the validation process.  Please confirm such.

AH. Delineate your insulin strategy related to rebates.




SECTION XV
CLINICAL PROGRAMS

A. Do you provide emergency access to a registered pharmacist 24 hours a day?

B. Do you have a 24 hour service to respond to member’s benefit or therapeutic questions?

C. Do you provide free educational information to members with (describe)

· Allergy
· Asthma
· Cardiovascular
· Congestive Heart Failure
· Depression
· Diabetes
· Hypertension
· Pain Management
· Smoking Cessation.

D. Do you provide free educational information to members about:

· Adverse Drug Events
· Medication Safety and Storage
· Poison Control
· Child Safety

E. Do your registered pharmacists consult directly with prescribing physicians?

F. Will you disclose all manufacturer funding and rebates earned to support clinical programs?

G. Do you allow full client review and approval of all clinical programs affecting members in any manner?

H. Do you allow APS full review and approval of all provider and member mailings prior to distribution?  Will this stipulation be allowed under service guarantee (with penalty)?

I. Can you assure APS that their prescription claim data will not be distributed or sold to any outside party in any fashion, under financial penalty?

J. Provide detailed description (with measurable results) of your top 3 clinical programs available to APS at no charge.

K. Provide methods and programs (with specific processes and criteria) to minimize use of specialty drugs for diseases for which there is no FDA indication and/or evidence based value.

L. Describe your physician and member education efforts to maximize use of generic diabetic medications and minimize brand diabetic drug use.

M. In what manner are specialty drug criteria utilized for prior authorization more stringent than guidelines based on FDA approval?

N. Describe your method for controlling the use of the following medications, using evidence-based process and synthesis for data analysis.

a. Glumetza
b. Entresto
c. Rayos
d. Actimmune
e. Daraprim
f. Cinryze
g. Chenodal
h. Myalept
i. H.P. Acthar
j. Juxtapid
k. Firazyr
l. Harvoni
m. Cuprimine
n. Sovaldi
o. Topical anesthetics (particularly ones that are replicates of OTC products and are very high priced).

O. Describe in detail your method for excluding non-FDA approved and unique compounded products (e.g., Lidovex, Pennsaid).

P. The following language will be included in the contract.  Confirm your agreement with this language.  “No utilization management (exclusions, step therapy, prior authorization, quantity edits, age edits, gender edits, etc.) will be made without at least six months notice and prior approval of the client.”

Q. Describe your method of limiting or excluding from adjudication superfluous, expensive medications which have a brand product designation in databases such as steroid patches, topical NSAIDs, and combinations of generic products.

R. Describe any mandatory program (s) that a client must utilize in the process of engaging your services.  Describe the impact if the client refuses to utilize these services. 

S. Prior Authorization: A report detailing the following will be required to be provided to the client within 10 days of each calendar month. Each prior authorization approved for a specialty drug must be accounted for.
a. Pharmacy claim #
b. Medication (drug/strength/form)
c. Regimen approved
d. Two sentence description of why the medication met criteria and was approved
e. Length of approval
f. Was the prescribing professional contacted to discuss the case?

Please indicate your agreement to provide the above report commencing the first month of service and provide a preliminary format (if possible).

T. What innovative strategies to assure maximum value from GLP1 use do you provide?  Are there any associated fees?  What programs/edits are required when allowing use of GLP1 drugs?



U. 

SECTION XVI
DRUG UTILIZATION REVIEW (DUR)

A. What items are included in your standard automated editing process, for soft and hard edits?  Are edits based upon severity levels?  Are the edits available for view online?  Complete the following table separately for pharmacy network and mail-order (if applicable):

Describe the role of each of the following in your DUR program
· DUR Edit Criteria
· Eligible Enrollee
· Eligible Drug
· Contract Price of Drug
· Drug Interactions
· Duplicate Prescription
· Early Refill
· Min/Max daily
· Duplicate Ingredient
· Adverse Reaction/Allergy
· Gender Edits
· Quantity Limitations
· Age Edits
· Proper Days Supply
· Generic Availability
· Patient Copayments
· Other (List)

B. Which of these edits occur prospectively at point of sale, concurrently, and retroactively?

C. Describe your Medication Management program.

a. Does it involve a geriatric pharmacist? Describe his/her qualifications and role.

b. Does it evaluate the full range of a member’s medication regimen, including prescription and non-prescription medications and vitamin and mineral supplements?

c. Does it evaluate the effectiveness and safety of drugs used, dosage issues, drug interactions, duplication, use of brand vs. generic, and side effects?

d. Does it include a component that involves the prescribing physician(s) when opportunities to improve the drug regimen are identified?  Does it include physician education?

D. What criteria are used to identify and monitor high cost claimants?

E. Describe prior-authorization protocols available to APS.

F. Outline all clinical/quality of care programs (related to MTM) which will be applied and managed for the client at no cost.

G. Outline all costs associated with DUR programs, both standard and voluntary.  Include a comprehensive fee schedule for all services.



SECTION XVII
UNIQUE STRATEGIES

Use this section to propose or outline unique strategies you may have for this client. Being very mobile, the employees will benefit from central pharmaceutical care management services. 

Submit information in this section only if the strategy is truly unique, as opposed to an enhanced service (i.e., clinical management).

There is no requirement to submit such. 

If not, state, “none submitted” under this heading.


SECTION XVIII
AUDITS

A. Describe your audit program. Include a description of how providers are selected for (desk and on-site) audits, how often audits occur, and how settlements are calculated.

B. Describe how the audit department is staffed, including the credentials of the staff.

C. What percentage of pharmacies receive desk audits?

D. What percentage of pharmacies receive on-site audits?

E. What parameters trigger a desk audit?

F. What elements are reviewed during the desk audits?

G. What criteria discovered in a desk audit will result in an on-site audit?

H. For on-site audits:
· Who conducts the audits?
· What records are reviewed?
· Describe your methodology for record duplication and handling.

I. How do you control ‘short-counts’ (i.e., fraudulent under-dispensing)?

J. How are partially filled prescriptions and under-stocked drugs addressed?

K. [bookmark: _msoanchor_7]How do you assure that prescriptions not picked up are reversed in a timely manner?

L. Describe your policy with respect to audit recoveries. How are these recoveries shared with APS?

M. Describe your process for assuring that network providers respond to your DUR on-line messages.

N. Describe any education provided to network providers following an audit to correct problems from recurring.  Is there scheduled follow-up to ensure the corrections continue?

O. The contract will not allow for services which the client pays for to occur unless the charges are pre-authorized by the client. Is this acceptable as contract language?
SECTION XIX
SPECIALTY DRUG PRICING AND MANAGEMENT

A. In what manner is the proposal presented modified if there is complete carve out of specialty drug distribution to a separate, contracted vendor? Please be specific, addressing all adjudication, pricing, and service issues. If there is no impact on the proposal, please state such.

B. Does your organization own or subcontract specialty pharmacy services?

C. Is APS under obligation to use your organization’s specialty pharmacy services?

D. Describe any supplemental rebates or enhanced network pricing offered for specialty pharmacy formulary initiatives.

E. Describe your method of interacting with physicians for assessment and authorization of a specialty drug.

F. How is your specialty drug distribution integrated with the clinical/prior authorization department of the PBM?

G. How is a specialty prescription handled when the pharmacy does not have access to the medication prescribed?

H. Complete the following form (include all levels of PA/control, including appeals)

Types of Specialty Drug Clinical Activity
	Name of Activity
	Action Taken
	Who Performs?
	Criteria Utilized (source)
	Charge

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Feel free to expand the size of table as much as necessary

I. Describe any innovative means that your organization utilizes to minimize the cost of specialty drugs for clients and their members.

J. For the following drugs, please provide an outline of procedures (including who conducts them) and policies that will occur when a new claim for the given drug is submitted for adjudication (provide pathway including appeal of rejected claim):
1. Otrexup
2. Mavyret
3. Tysabri
4. Keytruda

K. Do any of the rebate contracts utilized by your company (or contracted rebate vendor) limit the extent and ability of your organization to prior authorize and/or deny utilization of a medication when it is deemed not meeting criteria?

L. Specialty pricing must be provided and guaranteed at the drug level.  AWP discount pricing and guarantees at the aggregate level likely will result in the proposal not being considered.  Submit your proposed specialty list and associated pricing, at the GPI level, as “Appendix E – Specialty Pricing” with your RFP response.  

a. How are new specialty medications priced and added to the guaranteed drug level list?
b. Due to significant annual AWP inflation for specialty medications, the client must be protected from significant financial harm.  Describe methods this can be accomplished, including increases in AWP discounts to coincide with inflation increases.
c. [bookmark: _Hlk536781794]All oral/multi-source generic specialty medications must be included on the guaranteed MAC generic pricing list and must adjudicate at that pricing.  Please refer to Appendix G – Generic Specialty for the minimum list of drugs that must be included on the guaranteed MAC generic pricing list.  Please also indicate your agreement to include all drugs on Appendix G on the guaranteed MAC generic pricing list.
d. The guaranteed unit cost (MAC) generic pricing for the following medications must be no higher than listed below.
	TEMOZOLOMIDE CAP 100 MG
	$40

	TEMOZOLOMIDE CAP 140 MG
	$50

	TEMOZOLOMIDE CAP 180 MG
	$60

	TEMOZOLOMIDE CAP 20 MG
	$14

	TEMOZOLOMIDE CAP 250 MG
	$100

	TEMOZOLOMIDE CAP 5 MG
	$5

	IMATINIB MESYLATE TAB 100 MG (BASE EQUIVALENT)
	$8

	IMATINIB MESYLATE TAB 400 MG (BASE EQUIVALENT)
	$8

	CAPECITABINE TAB 150 MG
	$4

	CAPECITABINE TAB 500 MG
	$4



M. Describe, in detail, your process for the addition of biosimilar products to your formulary when they come to market.
a. If a biosimilar product is added to the formulary will the related brand drug continue to be available on the formulary? Is the time the brand drug remains covered on the formulary limited?
b. Will biosimilar products be included in specialty rebate guarantees?
c. Provide a table with line item (gross cost, rebate, net cost) information on the Humira biosimilar products vs. brand Humira.  How was this data utilized to select Humira class products for the formulary?
d. Describe how Hyrimoz is covered relative to Humira.

N. Describe how new specialty drugs will be priced and the ability of the client to dispute and/or negotiate new specialty drug pricing.

O. What programs do you offer to properly assign the value of manufacturer coupons to member accumulators?

P. Please describe your program for maximizing the value of patient-assistance coupons for
a. The patient
b. The plan sponsor
c. Avoiding having member coupon apply to deductible

Q. Are prescriptions which are impacted by coupon maximization programs described in item O fully eligible for formulary rebates and qualify as such?

R. A common complaint of PBM-owned specialty pharmacies is that they do not perform effective clinical management due to their financial interest through distribution. Outline in a single page the reaction and rebuttal (with line item specificity) to this concern.

S. The following criteria must be met related to specialty rebates.
a. There may be no requirement of 90 day supply in order to obtain rebate payments.
b. Specialty rebates must be paid on all specialty claims, regardless of the pharmacy (retail, mail, specialty) at which the claim was filled.

T. Describe, in detail, the activities (clinical and otherwise) your organization utilizes and applies to reduce the client’s exposure to specialty drug cost.
a. Provide the title and details of five programs/activities and savings guarantees associated with each.  Include financial penalties to be paid to the client if savings guarantees are not met.
b. In as promotional (but factual) manner as desired, describe in detail why the programs offered by your organization are the most effective and superior specialty risk management programs in the marketplace.

U. If client experiences greater than 10% growth in specialty spend (plan paid PMPM) in two consecutive quarters, client can give 180 day notice of termination of the contract for cause (no financial repercussions to the client).

V. Any modifications in what is defined as specialty must be reviewed and approved by USIRx prior to the change taking place, such approval to not be withheld without cause.





Appendix A - Client Relations

1.  Top Five Clients Form
Instructions to Respondents: Complete the following chart, listing your top 5 clients/groups starting with the largest number of covered lives. Include at least 3 employers.  Include current phone number and address for contact persons.

	 
	Client/Group
	Number
of
Enrollees
	Initial Offer Date
	
Contact Name
	
Address
	
Telephone Number

	1
	

	
	
	
	
	

	2
	

	
	
	
	
	

	3
	

	
	
	
	
	

	4
	

	
	
	
	
	

	5
	

	
	
	
	
	



2.  Terminated Contracts Form
Instructions to Respondents: Complete the chart below, listing the 5 largest groups that have terminated their contracts with your plan since December 31, 2023. Include at least 2 employers. Include current phone number and address for cooperative contact persons.

	 


	Client/Group
	Number
of
Enrollees
	Initial Offer Date
	
Contact Name
	
Address
	
Telephone Number

	1
	

	
	
	
	
	

	2
	

	
	
	
	
	

	3
	

	
	
	
	
	

	4
	

	
	
	
	
	

	5
	

	
	
	
	
	



3.  Complaints/legal action
Outline, in detail, any past or pending legal actions/complaints from current or former clients (include all legal actions, court settled or otherwise, since 2020).

Appendix B – Financial Summary

Please refer to the Price Proposal - Medical and Re-insurance Pricing Workbook.






























Appendix C – Performance Guarantees

Instructions to Respondents: Provide performance guarantees and financial penalties specific to this client.  Performance guarantees may be provided below or in a separate document named “Appendix C – Performance Guarantees”.  At a minimum, guarantees for the following must be included:

1) Implementation tasks, including time frames, benefit coding accuracy, web site setup and client satisfaction
2) Standard customer service call center metrics, including time to answer, talk-time, abandonment rate and first call resolution
3) Retail pharmacy dispensing accuracy
4) Mail pharmacy, including dispensing accuracy and turnaround time for clean scripts and scripts requiring intervention
5) Specialty pharmacy, including dispensing accuracy and turnaround time for clean scripts and scripts requiring intervention
6) Claim processing system, including availability and recovery time
7) Reporting, including standard reporting and plan setup recommendations/annual review
8) Client satisfaction surveys related to customer service/account management
9) Member satisfaction surveys
10) Account management response time for standard and critical items
11) Post-implementation tasks, including eligibility load timing and benefit coding accuracy

What is the frequency and timing of performance guarantee reporting and reconciliation?

What is the timing of payment for any amounts due to the client?

What is the total amount that will be placed at risk for the client?

All guarantees, including those in Appendix B, must stand on their own and must be effective as of the implementation date, regardless of contract execution status.  No offsetting of guarantees with results from other guarantees is permitted.  Confirm your acceptance of this requirement.


Appendix D – Summary of Key Issues

1. All claims will be billed to APS in the exact amount that is paid to the pharmacy at the point of sale. _____ Yes                        _____ No

Short explanation of “No”_______________________________________


2. Our company (PBM) is guaranteeing that the maximum cost per unit for any given generic drug will be the value submitted on the MAC list (Section XI, Item I). This value will apply to all generic claims for all retail, mail and specialty pharmacies (enforced by specific, guaranteed contractual language). U&C claims and unique programs, such as, but not limited to “Wal-Mart $4 programs,” will not be considered in determining adherence to the guarantee.
_____ Yes                   _____ No

Short explanation of “No”_______________________________________


3. What types of claims are you proposing for exclusion from the brand AWP discount?  What types of claims are you proposing for exclusion from the rebate guarantee?  Confirm the list of rebate exclusions in this response is exactly the same as your response in Section XIV, items S and U.  


4. APS is allowed to independently contract, directly, with its own specialty pharmacy vendor.  _____ Yes                _____ No

Short explanation of “No”_______________________________________


5. PBM agrees to provide all testing as described in Section III, item J.
_______Yes	_______No 

Short explanation of “No”_______________________________________


6. Grandfathering is essential for our client.  Acknowledge grandfathering will be supported for all aspects of the benefit (formulary copay tier overrides, prior authorization, step edits, quantity limits, age edits, gender edits, exclusions), as described in Section XIII, item S.  Note that the inability to permanently grandfather all disruption or exclusion of grandfathered claims from rebate guarantees will significantly reduce the value of your offer.  Also, confirm grandfathered claims will not be excluded from rebate guarantees.

_______Yes	_______No 

Short explanation of “No”_______________________________________


7. Upon termination of the relationship with the client, all necessary data will be provided to the new PBM free of charge.  This includes 12 months of historical claim data with sufficient information to successfully make the transfer (including member information, copay and formulary indicator), associated accumulator information (if applicable), prior authorization file with all PAs active after the implementation date, mail order ORT, and specialty ORT.  Each file shall be provided three times; once for testing purposes early in the implementation process, once for production data and once for lag data post-implementation.

_______Yes	_______No 

Short explanation of “No”_______________________________________


8.  PBM agrees to work directly with any carrier/TPA, free of charge, to ensure all eligibility information and ACA data requirements are met, including combined medical and Rx accumulators.

_______Yes	_______No 

Short explanation of “No”_______________________________________


9.  Confirm PBM agrees to meet with USI Pharmacy Consulting quarterly to negotiate additional improvements in the generic unit cost list. 

_______Yes	_______No 

Short explanation of “No”_______________________________________


10. PBM will provide a full data file, without any elements deleted, monthly, and for three months subsequent to the termination of the contract.  This file must include AWP.  Note that this requirement is not related to termination files.  It is intended to ensure detailed claim data will be sent to USI and/or the client at no charge from implementation through all runout post-termination.

_______Yes	_______No 

Short explanation of “No”_______________________________________


11. Confirm PBM agrees rebate guarantees can be renegotiated annually, with the option of terminating the contract within six months if such is not agreed upon (see Section XIV, item S).

_______Yes	_______No 

Short explanation of “No”_______________________________________


12. Specialty brand pricing is guaranteed at the drug level.

_______Yes	_______No 

Short explanation of “No”_______________________________________


13. Unless otherwise indicated by plan documents, OTC products (excluding diabetic supplies) and combinations of only OTC products will not be adjudicated.  This includes combinations of OTC products that have obtained a legend status.

_______Yes	_______No 

Short explanation of “No”_______________________________________


14. All generic $/unit pricing will apply to all distribution channels, including specialty pharmacy.

_______Yes	_______No 

Short explanation of “No”_______________________________________


15. Once a vendor is selected, that vendor will have 10 business days to produce and deliver the contract to USIRx.  Failure to meet this deadline will result in a $25,000 payment to APS by the vendor.

_______Yes	_______No 

Short explanation of “No”_______________________________________


16. All guarantees, including those in Appendix B and Appendix C, must be effective as of the implementation date, regardless of contract execution status.

_______Yes	_______No 

Short explanation of “No”_______________________________________




Certified as accurate ______________________________

Title___________________________________________

Dated___________________________


CONFIDENTIAL AND PROPRIETARY: This document and the information contained herein is confidential and proprietary information of USI Insurance Services National, Inc. ("USI"). Recipient agrees not to copy, reproduce or distribute this document, in whole or in part, without the prior written consent of USI. Estimates are illustrative given data limitation, may not be cumulative and are subject to change based on carrier underwriting.   
© 2025 USI Insurance Services. All rights reserved.
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