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Physician Expense Coverage – Request for Proposal


PROSPECT INFORMATION

Name of Provider: 












Principal Address: 












Requested Effective Date: 



  Website Address: 





CONTACT INFORMATION

Contact Name: 




  E-mail Address: 






Phone Number:




  Fax Number: 







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.

UTILIZATION
Number of Contracted Primary Care Physicians:





Number of Contracted Specialists:

	
	Adult
	Pediatric
	
	Adult
	Pediatric

	AIDS
	
	
	Neonatal-Perinatal Medicine
	
	

	Anesthesiology
	
	
	Nephrology
	
	

	Bariatric Surgery
	
	
	Neurological Surgery
	
	

	Cancer/Medical Oncology
	
	
	Neurology
	
	

	Cancer/Radiation Oncology
	
	
	Nuclear Medicine
	
	

	Cancer/Surgical Oncology
	
	
	Obstetrics & Gynecology
	
	

	Cardiovascular Disease
	
	
	Orthopaedic Surgery
	
	

	Colon & Rectal Surgery
	
	
	Physical Medicine & Rehab
	
	

	Critical Care Medicine
	
	
	Pulmonary Disease
	
	

	Emergency Medicine
	
	
	Radiology
	
	

	Endocrinology, Diabetes & Metabolism
	
	
	Reproductive Endocrinology & Infertility
	
	

	Gastroenterology/Digestive Diseases
	
	
	Rheumatology
	
	

	Geriatric Medicine
	
	
	Spine Surgery
	
	

	Gynecology
	
	
	Surgery General
	
	

	Head & Neck Surgery
	
	
	Thoracic Surgery/Cardiothoracic Surgery
	
	

	Hematology
	
	
	Transplantation
	
	

	Infectious Disease
	
	
	Vascular Surgery
	
	

	Maternal-Fetal Medicine
	
	
	Wound Care
	
	


Approximate Out-of-Network or Non-Contracted Physician Services: 


%

REQUESTED COVERAGE

Hospital Outpatient Services:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Physician Services:

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Home Health Care Services:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Durable Medical Equipment:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Ambulance Services:

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

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.
ADDITIONAL INFORMATION

Attach the following documents with this form:

1. Copy of the expiring & prior Provider Excess Loss Insurance Policies.
2. Copies of Division of Financial Responsibility Matrices for all Covered Managed Care Organization(s).
3. Copy of provider agreements to include any outlier or stop loss provisions.

4. Summary of changes to Provider contracts, changes to Division of Financial Responsibility Matrices & Network for the last 3 years.

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.
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