


EXHIBIT 2
QUESTIONNAIRE


1. Is your firm publicly held?  If not, list the name and business relationship of your firm's principals.

2. Briefly describe the background and history of your company, including:

A. Headquarters address
B. Address(es) from which the plan will be administered
C. Type of company (corporation, partnership, etc.)
D. Primary business (public sector, private industry, etc.)
E. How long in business
F. Any projected changes in your organization in the foreseeable future

3. Is your Organization currently in any discussions to:

A. Be purchased by another organization?
B. Purchase another organization?
C. Merge with another organization?

If yes to any of the above, please explain.

If your organization should enter into any such discussions within the next 12 months you are to notify, in writing, the Clark County Purchasing Department immediately.

4. Please list the names, titles, and professional backgrounds of your key personnel, who will service the County including professional relations, operations, provider support, and data processing.  Specify the expected hours that each of these individuals will devote to this Plan each month.

A. Have any principals, corporate officers, managers, or employees of your company been charged or convicted of a felony? If so, please explain.

5. Provide a brief history of the development of your program.  Include the date the decision to organize was made, marketing commenced, and operations commence.

6. Has any litigation or other legal proceeding been filed against your firm, its parent company, other subsidiaries, or any of its employees based upon its administrative activities in the preceding five (5) years, including any legal action from state or federal regulatory agencies or civil suits?  If so, please explain fully the nature of the lawsuit and the present status or outcome of the proceeding.

7. Have any written complaints been filed with the Department of Insurance in the preceding five (5) years concerning your firm’s utilization review services, or any other activities?  If so, please explain fully the nature of the complaint and the current status or resolution of the matter.

8. Please provide the name, address, and telephone numbers for each of the following organizations that currently service your firm:

A. Legal Counsel
B. CPA
C. Bank

9. Please indicate the types and levels of Fiduciary and Errors and Omissions Liability Insurance and Fidelity Bonding coverage’s you agree to maintain for your firm.  Please attach a copy of the Insurance Certificate.  You may assume that all of your firm’s personnel must be bonded and qualified for fiduciary liability coverage, when applicable.

10. Provide a complete list of all present clients. (Note the size of each client.)  

A. Provide five references, including the full name of the individual to be contacted, their title, address, and telephone number, include the name of the group/employer they represent.
B. 

B.	Please list the names and addresses of all clients who have contracted for and terminated your services during the last five (5) years and indicate the reason for termination. List the qualifications of your review staff, and identify the number of staff members in each of the following categories.  Please note whether individuals are part time or full time employees.
	Medical Doctors
	RN's
	LPN's
	Non-professionals
	Medical Assistants
	Support Staff
	Psychiatric MSW

11. Please identify the number of physicians available for utilization review purposes, representing most specialties and sub-specialties including, but not limited to the following:

Pediatric Oncology
Oncology
Internal Medicine
Cardiology
Orthopedics
Neurology
Infectious Diseases
Urology
OB/GYN
Ophthalmology
Podiatry
Nephrology
General Surgery
Endocrinology

12. Please respond in detail to the following customer service questions.  

A. What are your hours of operation, and staff availability?
B. What type of customer service support is provided to individual participants/members?
C. What type of customer service support is provided to physician offices?
D. What type of customer service will be provided to the staff of the Risk Management Office?
E. Will there be a dedicated customer service representative assigned to this account?
F. Does your organization provide a toll free number for out of area providers?
G. If your organization does not have 24 hours day accessibility how do you accommodate after hours emergency requests for authorization?

13. Describe in detail the following pre-certification/concurrent review procedures currently in place for in-patient hospitalizations:

A. How is an in-patient pre-authorization obtained?
B. What is your organization’s current turnaround time for processing an in-patient hospitalization request?
C. What information is required in order to determine the medical necessity of an in-patient hospitalization?
D. What guidelines or nationally recognized resources are utilized for determining medical necessity of hospitalization and the appropriate length of stay?
E. Who is responsible for obtaining pre-authorization?
F. What is the required time frame for prior authorization?

G. Outline the notification process to the patient, physician/hospital, and the third party claims administrator of approval or denial of the hospitalization.
H. How many nurse reviewers are available at each facility to conduct concurrent reviews?
I. Does your organization have nurse reviewers at all facilities in Southern Nevada seven (7) days a week? If not, please indicate the days of the week, and times those reviewers are available at each facility.

J. List all hospitals in Southern Nevada that your organization has utilization review privileges, by the following categories:
a.	Acute care hospitals
b.	Skilled nursing facilities
K. Licensed rehabilitation centers
L. Outline your discharge-planning program.
M. Outline your retrospective in-patient review process.
N. If a confinement is no longer deemed medically necessary how are the hospital and physician notified? What is the average time frame of such notification?
O. How is a patient notified when a hospital confinement is deemed no longer medically necessary? What is the average time frame of such notification?
P. Is your organization willing to accept financial responsibility if timely notification (within 24 hours) is not met?
Q. Outline your in-patient substance abuse and mental health case management program.
R. Outline the procedure for handling disputes and appeals.
S. Outline the electronic notification process third party claims administration.
T. Outline procedures for retrospective review of IP.

Please describe in detail the following out-patient utilization review functions:

U. What is your organization’s current turnaround time for processing out-patient pre-hospitalization requests?
V. What information is required in order to determine the medical necessity of an out-patient service?
W. What guidelines or nationally recognized resources are utilized in determining medical necessity of out-patient services?
X. What is the required time frame for advance notification?
Y. Outline the approval/denial process.
Z. Who is responsible for obtaining pre-authorization?
AA. Outline the notification process to the patient, physician, and facility of approval or denial of the requested out-patient service.
AB. Outline the electronic notification process to the third party claims administrator of approval or denial of the requested out-patient service.
AC. Outline the procedure to conduct retrospective review of out-patient services.
AD. Outline your out-patient substance abuse and mental health case management program.
AE. Outline the procedure for handling disputes and appeals.

14. Please indicate the pre-certification and review procedure for out-of-area/state facilities:

A. How is an out-of-state in-patient pre-authorization obtained?
B. What is your organization’s current turnaround time for processing out-of-state in-patient hospitalization requests?
C. How is the out-of-state concurrent review conducted?
D. Does your organization have nurse reviewers in other states?
E. Does your organization contract with any out-of-state utilization review companies to provide out-of-state in-patient concurrent reviews?
F. If an out-of-state confinement is deemed no longer medically necessary how are the hospital and physician notified?  What is the average time frame of such notification?
G. How is a patient notified when an out-of-state hospital confinement is no longer medically necessary?  What is the average time frame of such notification?
H. Is your organization willing to accept financial responsibility if timely notification (within 24 hours) is not met?
I. How is an out-of-state out-patient pre-authorization obtained and processed? 

15. Describe your on-site audit review process pertaining to hospital control, quality control and home health care.

16. Describe in detail your Large Case Management Program, be sure to include the criteria used in determining which type of cases are referred to the large case manager, and the process in which the cases are followed and managed.  If referrals are necessary identify all health care facilities to which you most frequently refer large case management cases.

17. Describe your organization’s hospital bill audit function for medical appropriateness.

A. What are the qualifications of the individual(s) who conducts the hospital bill audits?
B. Is this individual(s) dedicated full time to this task?
C. How many hospital bill audits does your organization conduct in a calendar year?
D. How does your organization coordinate the hospital bill audits with the hospital facility staff?
E. How many hospital bill audits conducted by your organization have been challenged by the hospital/facility in the last calendar year?
F. What is the average length of time to conduct a hospital audit?
G. What is the average savings of audited hospital bills?

18. Which outside third party claims administrator(s) does your organization currently interface?

A. How are reviews/final determinations communicated to outside third party claims administrators?
B. How frequently are reviews/final determinations communicated to outside third party claims administrators?
C. Does your organization have reviews/final determinations available online?
D. What audit process is in place to ensure accuracy of the transferred data?

19. Provide three references from third party claims administrators that currently receive utilization review data from your organization on a weekly basis.  Please provide the full name of the individual to be contacted, their title, address, and telephone number, as well as the name of the group and the number of years your organization has performed utilization review services for each group.

20. Please provide a description of your transition plan for OWNER.  Your plan should include the following:	

A. The names, qualifications, and roles of the transition team participants.
B. An itemization of all transition activities with current TPA, PPO network provider, former UR provider, and OWNER.
C. Detailed time line.

21. Please describe your contingency plan if your transition/implementation plan is not successful.

22. The following management reports will be required.  Please provide "sample" copies of each of the required reports.

A. Monthly Cost Savings Report
B. Monthly hospital admission utilization review report, with the number of admits/discharges by month, actual length of stay per confinement, including totals for the last 12 months by facility utilized, and the average length of stay per facility.
C. Quarterly Report of services denied for medical necessity for both inpatient and outpatient services.
D. Quarterly Savings Report by patient including diagnosis, hospital days saved, and alternative care savings.
E. Quarterly Hospital Days Approved and Used compared to Days Denied and Used
F. Quarterly Type of Admission Report based on emergency and non-emergency
G. Quarterly Pre-Admission Required compared to Pre-Admission Requested.
H. Annual Admission Rate, Days of Care Rate, and Average Length of Stay Report
I. Which performance tools are utilized by your organization to track and measure performance. 

23. How often are internal, external, and third party audits performed on your organization and by whom?  Please attach a copy of the last audit performed.

24. What guidelines or nationally recognized resources are utilized for determining if your plan meets or exceeds the national standards for medical necessity on all services requested?

25. Please describe how grievances are handled between the patient's physician and the utilization reviewer.

26. Please provide a description of your participating in or with a peer level appeals board?

27. Describe and document the applicable licenses which are held by the Proposer and its proposed subcontractors. If Proposer is utilizing the services of a subcontract, provide detailed background and history information regarding the subcontract and specifically identify in detail the services which will be provided by them to the County. Furthermore, identify any other information the Proposer determines appropriate which would assist the County in evaluating the capabilities and competence of the subcontractor(s).

28. State why the Proposer is the best suited to perform the services for this project.
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