.. Company Name:

IR _:A‘-',(Federal Employee D).

' CC'-1"-2023'

To the Monmouth County Board of County CommISSIoners , '
- THE UNDERSIGNED HEREBY DECLARES THAT o
I (WE) HAVE CAREFULLY EXAMINED THE SPECIFICATIONS
| (WE) HEREBY CERTIFY PRICES QUOTED ARE IN ACCORDANCE
WITH YOUR REQUIREMENTS

~ CHS New Jersey,. LLC B

L S _ _ — .(.PRIN'.F)
D Preparer's Name: . Sara Tirschwell

' ,-::>'(EIR’:INT;)-_.

' fSignat'ure:' AT T IR I September23 2022

o | T AT
- Address:. _'_‘205'Powell Place =~ I SRS

- T Brentwood N 37027
Telephone No : - 615- 373 3100

Fax No.: _i. - §615 760 8862
E Mall Address: |

. iDana Bell@yescarecorp com

Dana Bell Chlef of Staff

FEN:

BRC:

. ***(Thls should be the ema|I where“Contracts would be sent)*** B
< Contact Person:

 Revised 22017).



~ RFP #CC-1-2023

- The monthly Management Fee proposed below for the first 12- month term represents the Vendors gross
' ;profrt and all corporate overhead and support. Corporate overhead and support shall include, but not be_
“limited to all corporate and reglonal program support, services, and personnel as well as-all FlnanC|aI IT,

- UM, and HR program support and services. Any and all legal defense and settlement costs and fees shaII' o

-also be included within the'‘Management Fee. Please note that the Vendors are proposmg a monthly fee
and not an.annual fee below. '

7 Contract T‘e‘rmv- January 1, 2023 through December 31, 2023

cl _Monthly Management Fee: $134,553 .

- "Annualized Mana.geme‘nt Fee . $1,614,636

iThe vendor shall detail or. ltemlze below any and ail corporate overhead and support that are NOT mcIuded

" within the Managemient Fee and provide the estlmated monthly cost that the Veendor proposes to charge I

asa. Pass-through Cost to the County

' Monthly Cost

~ “None -



RFP #CC-1-2023

. Allinsurance related costs below that the Vendor intends to charge as a pass-through cost to the County*
. on ap-annual basis. The Vendor shall not include subcontractor costs, which aré not allowed to be passed -
- .through to'the County. Please note that Vendors will not be allowed to pass-through any costs greater '
than or more than five percent (5%) of the proposed costs for either year 1 or 2 of the two-year contract

L Professmnal Liability Insurance

_Malpractlce Premlum _ $0.00 ‘
- “Malpractice Claims - S -+ $0.00
© Tail coverage if separate - - ' $0.00
Errors and Omissions ' $0.00
Other , . $0.00 o
Total An"n'u'aI‘Cos'ti o S : $0.00 .

' i'v "Commerclal General Llablllty lnsurance.

B Premlum - L IR _ :$0.00

Other = - o - $0.00 .

~Total Annual Cost | 000

s .'Workérs Qq'mp'e'ns'a't'ion_Insu’rahce

r Premium. . - S - $0.00
. Other™ ' S L . $0.00

- Total An"nual Cdst_' 1j S RN . $_0_-OO:"

- Vehlcle Insurance ,

L f_Premlum S o . o $O-OO
. -Other . - = . $0.00°

Total Annual Cost .. 8000

..'VRei-ns:urance / Stop _Loss‘($125-,00(_) 'de_c:l:uct'ib'le) .

Premium e $0.00
‘Other R ' $0.00 N
' Total Annual Cost $0.00 -
. Guararitee ($20,000) ' o ' - No-charge from surety -
_Agreement of Surety ($2,000,000) $26,000 |

" Note: Required insurance coverage above are included in the Management Fee



. RFP #CC-1-2023
START UP FORM:

" Vendors are required to disclose all start-up costs, including staffing, travel, etc. to be pass through t6. the
_County. All costs shall be provided and focused on MCCI start-up activity only. The Vendor shall only be -
' '.relmbursed for those .actual costs verlfled with the start-up and shall not exceed those costs in any given '
' category below. Please note that costs may be incurred beginning on the date of contract award by the *
- County and shall terminate on the 15 day post contract start date. '

 STAFFING:

_ HR lelng, appllcatlons, mtervuewmg, credentlalmg, etc

:‘Number of Hours: 210 Rate o $45.00 " $9,450

o HR: Orlentatlon of new and eX|st|ng staff _

«_.Number of Hours: --'814': . Rate ' $45 oo - $3 780

_ Reglonal Management All actrvrty, mcludmg orlentatlon of new and eX|st|ng staff lmplementatron..‘ o

of pollcy & procedures etc.

'.'_Number of Hours: 160 ~ Rate:. _ $90 00 . $14 400

. 'Corp/ReglonaI Medlcal Dlrector AII actmty, mcludmg orlentatlon of provrders, |mplementat|on of '
clmlcal protocols, policy & procedures, etc.

Numberof Hours . 40 Rate: $18000 : l, $7200 ,'

' .CorleeglonaI Nursmg Management AII actrvrty, mcludmg orlentatlon of new & enstmg staff

e |mplementat|on of nurslng pollcy & procedures, protocols, etc.

' -Number of Hours: 80.' , Rate: _ $75. 00 ' >$6,0_00

N “Othier: lnformatlon Technology B

: Number of Hours: '40 Rate: 3 $65.‘00 » ' : $2600 .
. Other: - -
~Number of Hours: " Rate:
TRAVEL: . g
Airfare $5,600
" Mileage: $0
Parking: $1,500
Rental Car: $1,500
Accommodations: $5,120
Meals: $2,800
Per Diem: $0
Other:

Other:
: Travel Subtotal: $16,520



_Team‘BuiIding: Pizza, lunches, snacks, etc. (on-site)
- Time Keeping System:

" QOther Start-up Costs List:

-Other Start'-up.Subtotal

e : Total Start'-_up Costs

$3,000

- $3,100

$0
" $75,050
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The Vendor shall prov:de quotes or costs based upon their 2022 plan rates. This worksheet is for one (1) :

B 'ffuII time employee _

e A.What is the annual deductlble |f any, for the employee to meet” -84, 000 lndIVIduaI

» Does your company as3|st |n meetlng employee deductlbles for th|s pIan’? _;' " No ,

B .'Does your. company aSS|st in contrlbutlng to an employee FSA’7 . No

B What is the employee s monthly premlum'7 $46 61 (Sa/ary < $50 000) $49 08 (al/ others)
s 'What is the employee s bl-weekly premlum deducted from paycheck'7
$21 51 (Salary < $50 000) $22.65 (all others)

o What is the Countys actual pass-through cost for th|s one |nsured employee'? - $915 00

R *Employee goes toa prlmary care doctor

- .What is the co-pay? - f o S _' o 'SO%AcoinsuranCé,'al‘té_rfdédUCfible is met .
- Employee goes toa speclallst o

. ;What is the co- pay'7 N o | - 30% _'C;Ol'nsurance' afterdeducnb/els met

Lo Employee goes to the Emergency Room

What is the co-pay? : - T 3:0%'coins'ur_ance:-aftef'r dedut:tibl_e:ls met.

3 Employee is hospltallzed for two mpat|ent days
»Med|care aIlowabIe cost |s $4 500

What is the Co- pay’? ,' S ,‘ o | ) 30% coinsurance. a_'ftferij deductib/e is met -
‘What is the employee s out of pocket cost? S $6 QOOIOUt'ofjpoclj(et' rnax '

| ,Employee is. authorlzed ten (10) Physical Therapy ¢ sessmns _

: -..What is the co-pay? - : " - o 30% cornsurance after deduct/b/e is met -
Employee is authorized ten (1 0) Mental Health Counsellng sessions

“What is the co-pay? - 30% coinsurance after deductible is met



Does this plan cover more than one child? Yes

What is the annual deductlble if any, for the employee to meet'7 $4 000 Indlwdual /%8, 000 famlly

‘Does your company assist in meetmg employee deductlbles for thls plan? No
- Does your company assist in contnbutmg to an employee FSA’? - No )
h What is thie employee’s monthly premium? 19101 (Salary < $50,000); $201.07 (aII others)'_

What is the employee’s bi-weekly premlum deducted from paycheck’7 ‘ , ) _
$88 16 (Salary < $50 000) $92 80 (aII others)
'. j.What is the Countys actual pass-through cost for thls one msured employee'? : $1 555 00
: Employee or child goes to a prlmary care doctor -
N :"What istheco-pay? .. o - 30% coinsurance after -deductib/_e_‘i_sjmet;
. o Employee or chlld goes to a speclallst o

-_:What is the co- pay’) ‘_ 30%.:_cf:oi_rtsurance;a:fte'r;-'dedt)ctible ismet

= f_Emponee or chlld goes to the Emergency Room

What is the co-pay? ' . 30% coinsurance after deductibie is met

o :'Employee or child is. hospltallzed for two lnpatlent days.

= Medlcare allowable cost |s $4, 500

o 'What is the Co pay’? I | 30% comsurance after deduct/b/e is- met.
- What's the employee s out of pocket cost? o $13 800 out of pocket max '

?'Employee or chlld is. authorlzed ten (1 0) Physwal Therapy sessmns

'What is the co-pay? - B o o 30% comsurance after deduct/b/e is. met -

: Employee or child is authorized ten (10) Mental Health Counseling sessions

: ‘What i is the co-pay? 30% coinsurance after dedqctible is.rmet



What is the annual deductible, if 'any', for the employee to meet? $4, 000 Individual / $8,000 family

E Does your company aSSISt in meetrng employee deductrbles for this plan?. No A
_ Does your company assrst in contrrbutmg to an employee FSA'? - No _ »
g _'-What is the employee S. monthly prem|um’? $339 82 (Salary < $50 000); $357 70 (a/l others) ' ;-‘.,: PR

- What is the- employee s bl weekly premlum deducted from paycheck” .
' o - $156.84 (Salaly < $5o 000) $165.09 l others)__i
& A»What is the Countys actual pass-through cost for thrs one msured employee'? $2 605 00 ' ' :
| Employee or famlly member goes to a prlmary care doctor

; _ 'What is the co-pay? . _ A : 30% comsurance after deductlble is- met' .' -

N Employee or famlly member goes to a specrallst

| What is the co- pay’7 ' ' - o 30% comsurance after deductlble is met
: ;Employee or famlly member goes to the Emergency Room ‘ _ ' _
" What is the c co- pay? - - C 30% comsurance after deductlble is miet

:'Employee or family member is hospltallzed for two mpatlent days
Medicare allowable cost is $4,500

-  Whatis the Co-pay? - 30% coinsurance after deductible is met -

VWha't is the employee’s out of pocket coSt9 o 818, 800 out of. pocket rnaX'

. :.Employee or. famlly member IS authorlzed ten (1 0) Physrcal Therapy sessmns

- ;What is the co- pay‘7 L : 30% comsurance after deductlble is- met .

. Employee or famlly member is authorlzed ten (1 0) Mental Health Counsellng sesswns

'What is the COo- pay'7 " : 30% coinsurance after deduct/ble is met.
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» The Vendor shall prowde quotes or costs based upon their 2022 plan rates. Th|s worksheet is for one (1) :-.

- .: full time employee.

3 '.What is the annual deductlble if any, for the employee to meet’? $2 800 Ind/wdual
- _ Does your company assist |n meetlng employee deduct|bles for this plan'? Nb
' ; Does your company as3|st in contrrbutmg to an employee FSA’7 " . -~ No-

What is the employee s monthly premlum? .

$ 160. 46 (Salary < $50 000) $ 1 68. 91 ($50 000 $ 1 00 000) $173 14 (all others)

B ;;. ,What is the employee s. bl weekly premlum deducted from paycheck”

$74 06 (Salary < $50 000) $77 96 ($50 000 - $ 1 00 000) $79 91 (all others)

o ;’What is the Countys actual pass-through cost for th|s one msured employee’? $1, 145.00

e ;": Employee goes toa prlmary care doctor

L What is the co-pay?. - 20%.coinsurance after. dedtictible is mét

B _Employee goes to a speclallst

- What is the co- pay'7 S o 20% coins,ur_ance afterfde'ductible ismet
: -Employee goes to the Emergency Room -
WWhatisthe co-pay? - . - . 20%.coinstirance after deductible is met -

) ."-'Em'pllo‘:yee is hospitalized for two inpatient days.
- Medlcare aIlowable cost |s $4 500

'What is the Co pay’7 ' S ) 20%. comsurance after deductlble is met

' 'VWhat is the employee $ out of pocket cost? $5 000 out of pocket max

o Employee is authorlzed ten §] 0) Physical Therapy sessions

:What is the co- pay'? _ _ 20% cornsurance after deduct/ble is met
o Employee is. authorlzed ten (1 0) Mental Health Counsellng sessmns

What is the co-pay? 20% coinsurance after deductible is met



" Does this plan cover more than one child? | Yes
: What is the annual deductlble if any, for the employee to meet’7 $2 800 Indrvrdua// $5 600 famlly.-,
: :-Does your company assrst in meetlng employee deductlbles for th|s plan'7 - No
‘ Does your company assist in contrlbutlng toan employee FSA? _ “ :_No
- What is the employee S monthly premlum'7 : '
) $320 95 (Salary < $50 000); $337 85 ($50 000 $1 00 000) $346 28 (all others)
'What is the employee s bl-weekly prem|um deducted from paycheck'7
$148 13 (Salary < $50 000) $ 155 93 ($50 000 $ 1 00 000) $159 82 (all others)

o What is the County s actual pass-through cost for thls one lnsured employee'? $1 945 00

- 'Employee or-child goes to a prlmary care doctor -

S '_What is the co- pay’? :_. R R Z-Q%_coinsurance.-after:"cfedthtr'ble ismet .

L . : Employee or chlld goes toa speclallst

,What is the co-pay? - - e : '20.%§cor'rtsUrance"after.dedUCtiblé_is;me't‘_"

' Employee or chlld goes to the Emergency Room

: fWhat is the co- pay'? o - ' 20% comsurance after deductrble is met

:,. . Employee or chrld is hospltallzed for two lnpatlent days
o i'Medlcare allowable cost is $4 500 -

What is the Co- pay’7 o 20% coinsurance al'fter: deduct'ible' is met
- ~What is the employee s out of pocket cost'7 - 3 $1 0, 000 out of pocket max o
' Employee or ch|Id |s authorlzed ten (1 0) Physlcal Therapy sessmns
v What is the co-pay? - ' 20% comsurance after deductlble is met |
o g-Emponee or chlld rs authorlzed ten (10) Mental Health Counselmg sessrons

" What is the co- pay? A ' 20% coinsurance after deductlble is met .



EM BL OYEE : |-|.E ALTH IHE“B'!I" EE'-E- Q_B :MIDI EVEL PRICED PLAN 2 OF 3) -

. -What is the annual deducti‘ble if any, for the employee to meet'? $2 800 Individtral / $5,600 family

'Does your company assrst in meetrng employee deductibles for this plan’? No

k Does your company assrst in contribiting to an employee FSA'7 ‘ No
What i is the employee s monthly prem|um'7 L

o $618 97 (Sa/ary < $5o 000); $651 54 ($50 000 - $1oo 000) $667 83 (all others)
' AWhat rs the employee s bi- weekly premlum deducted from.paycheck? '

$285. 68 (Salary < $50 000) $300 71 ($50 000 - $100, 000) $308 23 (all others)

S _What is the County S actual pass-through cost for thrs one msured employee? $3,_255.0Q

Employee or child goes to a prlmary care doctor '

" Whatis the copay?. . - | 20%coinsurance after deductiblé is met -

o Employee or chlld goes toa speclallst

What is the co- pay’7 ' _ B 20% coirisu_ranc'e' after deductible is met

Employee or chlld goes to the Emergency Room

- 'What is the co-pay? - o ' 20% cornsurance after deductible is met

- : Employee or child is hospltallzed for two mpatrent days

' - Medlcare allowable cost is $4 500 _ . L
o What is the Co- pay'? : 20% coinsurance after deductible r's:rn’et

. What |s the employee s out of pocket cost? $10, 000 ot of pOcket max

- ‘ Employee or child is. authorlzed ten (1 0) Physical Therapy sessions .

What is the co-pay? : ' _ ' 20% coinsurance after deductrble rs met

. 'Employee or child is authonzed ten (10) Mental Health Counsellng sessions

' Whatis the co-pay?. : _ - : 20%.cornsuranc_e after d_edu_ctible is met
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, The Vendor shall prov1de quotes or costs based upon the|r 2022 plan rates. Thls worksheet is for one (1) :::
- full time- employee : .

oL

‘What is the annual deductrble |f any, for the employee to’ meet'7 81, 250 Indrvrdual '
'_ Does your company aSS|st in meetrng employee deductlbles for this plan'? ~ No
o i'Does your company assrst in contrlbutrng to an employee FSA? . - No_

What is the employee s monthly premlum?
o $311 22 (Salary < $50 000); $327 60 ($50 000 - $100 000) $343 98 (all others)
o What is the employee s br-weekly premlum deducted from paycheck’7 . Ll
i , | $ 143: 64 (Salary < $50 000) $15 1. 20 ($50 000 $ 100 000) $ 158 76 (aII others)
: :‘::.' f’What is the Countys actual pass-through cost for this’ one rnsured employee’? $1, 325 00 '

B Employee goes to a prlmary care. doctor

What is the co- pay” S ' : T $25_ per visit .

B . Employee goes to a speclahst

‘Whatlsthecopay? o - $s0pervisit’ ..

L : f-Employee goes to the Emergency Room

f .What is the co- pay’7 5 - $250 per vrsrt and 20% cornsurance after deduct/ble rs met

.Employee is hospltallzed for two |npat|ent days

: ' Medicare allowable cost is $4,500 -

- Whati rs; the Corpay? $250 per. admrssron and 20% cornsurance
o ' ' after deductrble is met '

:_. ,Whati's the employee’s out of pocket ACOst’? %4, 000 out of-pocket max
B ; Employee is authonzed ten (1 0) Physmal Therapy sessions

What i |s the co- pay’7 _ ' $50 per visit
'Employee is authorized ten (10) Mental Health Counselrng sessrons :

\ What is the co-pay? $25 per non,-facrlrty—based visit _ .
Facility based 20% coinsurance after deductible is met



VD-oe's this plan cover more than' one' child? Yes

: What is the annual deductlble if any, for the employee to meet’7 $1, 250 lndlwdual/ $2, 500 famlly )

B .-Does your company assist in meetlng employee deductlbles for this plan’? No

B Does your company assrst in contrlbutlng toan employee FSA’7 ‘ “No

e ,' What is the employee s monthly premlum'7

$598.50 (Salary. < $50,000); $630.00 ($50,000 - $1oo 000); $661 48 (all others)

o What is the employee’s bi- weekly premlum deducted from paycheck” ,

$276 23 (Salaty < $50 000) $290. 77 ($50 000 - $100 000) $305 30 (aII others)
What is the Countys actual pass-through cost for thls one lnsured employee’7 $2 255 00

‘ g _Employee or. child’ goes toa prlmary care doctor o

L What is the co- pay" $25 péf 'Viéff |

: ’ "Employee or child goes toa speclallst o | _ B _

_What is the co-pay? o - $50 per l/islt o

) Employee or chrld goes to the Emergency Room

o E'What |s the co- pay? N . $250 p'e'r'visit 'and 20% comsurance after deductlble IS met”

Employee or chlld is hospltallzed for two mpatlent days

- . :'Medlcare aIIowabIe cost |s $4 500

L ‘;What is the Co- pay’7 S $250 per admrssron and 20% comsurance o T

after deduct/ble is met .

* What is the employee’s out of pocket cost? . $8,000 out of packet max

' :‘-E:m’p:lo__ye.e' or child ..i_s_‘adthvorii'ed ten (10) Physical Therapy sessio_ns

" What is the co-pay? ‘ $50 per visit

" Employee or child is-authorized ten (10) Mental Health Counseling sessions'

" What is the co-pay? o $25 per rion- facrllty-based visit
' ‘ Facility based 20% coinsurance after deductible is met



What is the annual deductlble if any, for the employee to meet" $1, 250 Indlwdual/ $2, 500 famlly
Does your company assnst in meetlng employee deductlbles for this plan? No
e Does your company agssist in contr|but|ng to an employee FSA? No
. ', What is the employee s monthly premium? | |
_' $1,034. 22 (Salary < $50 000) $1 088 64 ($50 000 $1 00, 000) $1 143 07 (aIl others)
,What lS the employee s bi- -weekly premium deducted from paycheck’?
$477 33 (Salary < $50 000) $502.45 ($50,000 - $ 100.,000); $527 57 (all others)
| : '.What is the County’s actual pass-through cost for this one |nsured employee? $3,~_775.00 _

S _Employee or child goes to a prlmary care doctor

‘What is the co-pay? - . . o o o $25 per visit
" Employee or child goes toa specialist
What is the co-pay" - _ | o . .$50 per visit
: Employee or chlld goes t6.the Emergency Room '
‘ " What lS the co pay’? | $250 per visit and 20% cornsurance after deduct/ble IS met -
.::.. f‘Employee or chlld is hospltallzed for two mpatlent days .
Medlcare allowable cost |s $4 500 ' o

. 'What is the Co-pay? ' S $250 per-admission and 20% coinsurance
- o after deductible is met: :

. ,that is the employee s out-of pocket: cost? ' $8 000 out of pocket max '

a Employee or child is authorlzed ten (10) Physrcal Therapy sessmns
What is the co-pay? B $50 per ws:t
_Employee or child is authorize'd ten (10) Mental Health Coun’selmg sessions

* What is the co-pay? $25 per non- facr//ty-based VISIt _

Facrllty based 20% comsurance after deduct/b/e is met S .
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'LOWEST PRICED PLAN
. Employee Only. -
- Employee Monthly Cost
Employee Deductible
-, Employee Plan Maximum
. -What is the County’s actual pass- through cost
- for th|s one insured’ employee '

. .Employee.-_Plus Fam|_ly ,
- Employee Monthly Cost

,:' " -Employee Deductible -
S Employee Plan Maximum .

: ~What is the County’s actual pass- through cost
‘ for this one insured employee -

el ’MAID-LEVELAPRK?E PLAN.
- Employee Only.
L - . Employée Monthly Cost
-~ - Employee Deductible
- - Employee Plan Maximum
- 1What is the Countys actual pass-through cost -

‘. for this one insured employee

Employee PIUS 'Famlly - -‘ -

" _Employee Monthly Cost -
;Employee Deductible -

N - Employee Plan Maxnmum

©What is the County’s actual pass-through cost
o for thls one msured employee ‘ '

- $23.14

$100.00
$1,500.00

$0.00

$75.21

$100. 00/person $300/fam//y

$1,500. 00 per lndlwdua/

$0 00

$54.93
$50.00
$2,000.00

$0.00

. $168, 52 .
$50. OO/person $150/famlly -

$2, 000 00 per lnd/wdual

. $0.00

E . ;'PREMIUM PRICE PLAN - N/A only two dental plans offered

L Employee Only’ ‘
“+- Employee Monthly Cost

" Employee Deductible - "

“Employee Plan Max1mum

“What is the County’s actual pass- through cost
for this one insured employee

- Employee Plus Family
" Employee Monthly Cost
Employee Deductible
Employee Plan Maximum
What is the County’s actual pass-through cost
for this one insured employee

NA .
NA
NA

NA
NA
NA
NA

$0.00
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. i .. ‘- : 3 .“‘ .' 1l . . . ‘V . .
. LOWEST PRICED PLAN

" Employee Only

e Employee Monthly Cost
" Annual Eye Exam Co-pay

- - Glasses Deductible or Limit

B What is the County’s actual pass-through cost

. forthls one-insured employee

g Employee PIus Fam|ly

- .Employee Monthly Cost
- -Annual Eye Exam Co-pay
© - Glasses Deductible or Limit . :
" What is the Countys actual pass-through cost

o for thls one lnsured employee

‘ 'MID LEVEL PRICE PLAN
' ‘-Employee Only

e ‘Emiployée Monthly Cost’ '_
. Annual Eye Exam Co -pay

Glasses Deductlble or L|m|t

'f *'What is the County’s actual pass-through cost'
o for thls one lnsured employee

: : Employee Plus Famlly
- Employee Monthly Cost -
-Annual Eye'Exam Co'pay'

. Glasses Deductible or Limit . - : .
" What is the County’s actual pass through cost

» for thls one insured employee

$4.14 -
$10.00.
$100.00 allowance

$0.00

$12 18

' $10.00 N
- '$100 00 allowance '

:$0 00

. $7.89

$10.00 -

- $20000

$0.00

$23.18 -
$10.00 -

'$200 00 .

' $0.-00

i _-PREMIUM PRICE PLAN — VA - only two eye plans offered

UL Employee Only

- .Employee Morithly Cost

© . Annual’ Eye Exam Co-pay _

Glasses Deductible or L|m|t

" What is the County’s actual pass- through cost

for this one insured employee

Empl'oyee_PIus Family
- Employee Monthly Cost
Annual Eye'Exam Co-pay -
Glassés Deductible or Limit
What is the County's actual pass-through cost
for this one insured employee

NA =
NA .
NA -

NA
NA
NA
NA

$0.00
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'PROVIDER NETWORK AND CLAIMS MANAGEMENT:

‘What is the cost per Inmate per month to participate
in a provider discount network (e.g., BC/BS, Optima, Anthem, |
- "'Cigna, AmeriHealth, etc.).and passed through to the County?

- Ifyour cdmpa'ny uses a third-party administrator to process and-

. "Pay each clalm then what is the cost per claim that will be passed T
- 'through to the County? :

Is your company_able to_ proces_s;-a_nd p'ay glaims in-house?

s your company able to process and pay cIa|ms electronlcally R

: "."_;ln house?

. $12.00 per claim

;. No

.Nov





