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PROSPECT INFORMATION

Name of Reinsured: 












Principal Address: 












Requested Effective Date: 



  Website Address: 





CONTACT INFORMATION

Contact Name: 




  E-mail Address: 






Phone Number:




  Fax Number: 







BACKGROUND

When did operation begin?


   Name of primary sponsor? 




We are: 

 FORMCHECKBOX 
 For profit
 FORMCHECKBOX 
 Non-profit

Federally Qualified:  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If not, do you plan to be? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Type of Plan:
 FORMCHECKBOX 
 Network
 FORMCHECKBOX 
 Staff

 FORMCHECKBOX 
Group
 FORMCHECKBOX 
 IPA

Does the HMO offer or is the HMO planning to offer point-of-service?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

ENROLLMENT

	Enrollment
	Current Yr (Projected)
	1st Prior Year
	2nd Prior Year
	3rd Prior Year

	Commercial:
	
	
	
	

	Medicare:
	
	
	
	

	Medicaid:
	
	
	
	

	Other:
	
	
	
	


Please attach monthly breakouts.

CLAIMS

Please provide claim information for expiring and each of the three preceding Agreement Years.

	Member Name
	Member Type
	Dates of Service
	Diagnosis/ ICD-9
	In/Out of Network
	Amount Billed
	Amount Paid
	Additional Charges

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


For the current contract period, a list of members with an ongoing serious medical conditions including high risk pregnancy, premature birth, cancers in active treatment, severe trauma, burns, hemophilia, etc., members who are hospital confined, who have had an organ transplant or are wait listed for an organ transplant including the type of transplant and the date wait listed, or expected to exceed 50% of the lowest proposed specific deductible if such members are not already included in the above list.  Include the information on such members as outlined above.

TERTIARY NETWORK SERVICES

	Service
	DRG
	Name of Facility
	Contract Basis

	Transplant:
	302/480/103/481
	
	 FORMCHECKBOX 
 Per Diem
	 FORMCHECKBOX 
 DRG
	 FORMCHECKBOX 
 % of Charges

	Trauma:
	2/485/486
	
	 FORMCHECKBOX 
 Per Diem
	 FORMCHECKBOX 
 DRG
	 FORMCHECKBOX 
 % of Charges

	NICU:
	385-390
	
	 FORMCHECKBOX 
 Per Diem
	 FORMCHECKBOX 
 DRG
	 FORMCHECKBOX 
% of  Charges

	Open Heart:
	75/104-108/110
	
	 FORMCHECKBOX 
 Per Diem
	 FORMCHECKBOX 
 DRG
	 FORMCHECKBOX 
 % of Charges

	Tracheotomies:
	483
	
	 FORMCHECKBOX 
 Per Diem
	 FORMCHECKBOX 
 DRG
	 FORMCHECKBOX 
 % of Charges

	Burns:
	941-949
	
	 FORMCHECKBOX 
 Per Diem
	 FORMCHECKBOX 
 DRG
	 FORMCHECKBOX 
 % of Charges


NON-TERTIARY NETWORK SERVICES:

Provide a summary of all contracted facilities and contracted rates.

HISTORICAL COST/UTILIZATION

	Average per Diem
	Current Yr (Projected)
	1st Prior Year
	2nd Prior Year
	3rd Prior Year

	Commercial:
	
	
	
	

	Medicare:
	
	
	
	

	Medicaid:
	
	
	
	

	Other:
	
	
	
	


	Days per Thousand
	Current Yr (Projected)
	1st Prior Year
	2nd Prior Year
	3rd Prior Year

	Commercial:
	
	
	
	

	Medicare:
	
	
	
	

	Medicaid:
	
	
	
	

	Other:
	
	
	
	


Coverage History
Provide a summary of specific deductibles paid by member type for expiring and each of the three preceding Agreement years.

	Specific Deductibles
	Current Yr 
	1st Prior Year
	2nd Prior Year
	3rd Prior Year

	Commercial:
	
	
	
	

	Medicare:
	
	
	
	

	Medicaid:
	
	
	
	

	Other:
	
	
	
	


REQUESTED COVERAGE

Hospital Inpatient Services:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Hospital Outpatient Services:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Physician Services:

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Conversion Coverage:

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Insolvency Coverage:

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If Yes, Limits required:   
$




Effective Date: 






Specific Deductible(s): 


 



 




Coinsurance Percentage: 

%

MEDICAL MANAGEMENT

Describe mechanism that identifies a Covered Person who requires case management.


Describe the measures used to prevent inpatient hospitalization.

Describe the criteria for providing case management services to members.

Describe the techniques used to control over utilization.
Describe the techniques used to control excessive length of stay in hospital.
Please include the following contact information:

	
	Contact Name
	Phone Number

	Director of Medical Management:
	
	

	Utilization Review:
	
	

	Case Management:
	
	

	Transplant Network Vendor:
	
	

	Disease Management Vendor:
	
	

	Subrogation Vendor:
	
	


FINANCIAL INFORMATION 

1. Financial Information of HMO

A. Most recent Annual Statement filing.  This is a filing completed for the National Association of Insurance Commissioners (NAIC) and each state the HMO has business in.  This filing is due on March 1st for the prior calendar year.

B. Most recent Quarterly Statement filing.  This is a filing for the NAIC and each state the HMO does business in.  This filing is due within 45 days after the end of each calendar quarter (except for the 4th quarter).

C. Most recent audited financial statements together with the independent auditor’s opinion letter and the footnotes.  These financial statements are prepared in accordance with either Statutory Accounting Practices (SAP) or Generally Accepted Accounting Principles (GAAP).

D. Most recent Risk-based Capital (RBC) filing.  This filing is due at the NAIC and at each state on March 1st with the filing of the HMO’s Annual Statement.

E. Strategic Operating Plan together with financial projections of the newly formed HMO covering a period of at least three years (Only required for newly formed HMO’s with less than three years of operating experience).

2. Financial Information of HMO’s Parent Company or Controlling Organization

A. Most recent Annual Report containing the Parent’s financial statements together with footnotes and the independent auditor’s opinion letter.

B. Most recent interim financial statements (including balance sheets, income statement and cash flow statement).

C. Parental guarantee or capital contribution agreement (if applicable).  If there is an existing parental guarantee in place between the Parent Company and the HMO, a copy will be required to complete our Continuation of Coverage endorsement review.

ADDITIONAL INFORMATION

Attach the following documents with this form:

1. Copy of the expiring HMO reinsurance agreement.

2. Copies of HMO benefit plans offered.

3. Copy of provider agreements to include any outlier or stop loss provisions.

This Request for Proposal is not a contract of insurance.  No coverage is bound or afforded by this questionnaire.  A proposal will be based upon information included on and attached to this Request for Proposal.  The undersigned hereby certifies that this information accurately represents the facts and that no requested information has been misrepresented, misstated, omitted, or altered.  In the event that the undersigned becomes aware of facts that would have a material effect on the proposed coverage, any such facts or information will be immediately reported to the carrier.   I understand that if information material to the underwriting of this coverage changes, the carrier reserves the right to pursue, without limitation, an adjustment of premiums or coverage in accordance with such correct facts or information and any other remedies available through operation of law or at equity. 

Name:






Signature: 






(printed)

Title:  





 
Date: 







Berkley Accident & Health, LLC is the U.S.-based accident and health underwriting manager that underwrites Accident & Health lines of business on behalf of the statutory insurers within the W.R. Berkley Corporation group of companies.  Coverages are underwritten by Berkley Insurance Company, A+ rated by A.M. Best, Financial Size Category XV.
* Other statutory insurers writing Accident & Health business within the W.R. Berkley group of companies: Acadia Insurance Company in CT, Great Divide Insurance Company in MA and Berkley Regional Insurance Company in AL.

2445 Kuser Road, Suite 201  Hamilton Square NJ 08690  609.584.6990 Office  609.588.5770 Fax

2445 Kuser Road, Suite 201  Hamilton Square NJ 08690  609.584.6990 Office  609.588.5770 Fax


[image: image1.png]_1250070554.bin

